Fresno County Innovation Plan- The LODGE: Researching Targeted Engagement Approach
Total Amount Requested: $4,200,000
Duration of Project: Three Years
30-Day Public Comment Commencing March 2, 2020
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Fresno County, as many other counties in California, has seen a dramatic increase in its
population of individuals experiencing or at-risk of homelessness. Section 330(h)(5)(A) of the
Public Health Services Act defines a homeless individual as “an individual who lacks housing
(without regard to whether the individual is a member of a family), including an individual whose
primary residence during the night is a supervised public or private facility (e.g., shelters) that
provides temporary living accommodations, and an individual who is a resident in transitional
housing.” A homeless person is an individual without permanent housing who may live on the
streets; stay in a shelter, mission, single room occupancy facilities, abandoned building or vehicle;
or in any other unstable or non-permanent situation. We have seen an increased number of
individuals who have severe mental health challenges also experiencing homelessness or at risk
of homelessness. A number of these individuals are not engaged in care outside of emergency
rooms or our detention centers.
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In the 2017 Street and Shelter Point In Time (released in 2018), 1,572 people were living without
permanent homes in the city of Fresno – an increase of about 20 percent from the 2016 numbers.
The number of individuals experiencing homelessness across the county has also increased.
The city of Fresno has lacked temporary housing for people who seek out services and are
motivated to find housing. This barrier is greater when targeting individuals living with a serious
mental health condition who have not become engaged in services and do not present with
motivation to change, also known as individuals in a “pre-contemplation” stage.
In Fresno County, there are programs to provide access and linkages to services for persons
experiencing homelessness or at risk of becoming homeless, who have behavioral health needs,
and needs in other life domains. Also, while inventory is not yet robust, there are supportive
housing programs and other housing resources. However, one of the challenges we experience
is in effectively engaging those who are homeless or at risk of homelessness, who have either an
early onset of a severe mental illness or a chronic mental illness and who have limited motivation
or willingness to accept treatment, supportive services, or housing services.
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In our efforts to create effective homelessness prevention and supportive housing programs, we
need to identify effective and sustainable strategies for engagement of those who are
homeless/at risk of homelessness, have an early on-set of or a severe mental illness or a chronic
severe mental illness, and who are in a pre-contemplation stage of change and thus not engaged
in care.
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Initiating such a research pilot using innovation funding will allow Fresno County (and others in
the long run) to determine if engagement efforts are more effective when driven by a “dignity
first” (Dignity first is taking a person-centered approach to care and a zero tolerance of abuse
and treating each person with respect) approach rather than a housing or treatment first
approach. Will individual engagement facilitated in a welcoming, peer-driven, harm reductionfocused, low to no-barrier, temporary lodging environment, be effective in moving individuals
through the stages of change toward participation in behavioral health services and permanent
housing solutions?
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Understanding this critical question is imperative in assisting Fresno County to meaningfully
support and engage those individuals who are not engaged in other strategies, such as housing
first models of intervention. Learning from this innovation funded project would also contribute
to our planning for future peer respite programs, housing first programs, shelter services,
outreach, and engagement strategies that are based on a dignity first approach for our difficult
to engage homeless populations.
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It is the desire of Fresno County to test the above hypothesis and determine the cost
effectiveness of such efforts before initiating a long-term program or other housing efforts. As a
new concept in our community, the effectiveness and sustainability cannot be established
without the data from this research project.
Currently, the limited shelter programs in Fresno have been described as having a “high
threshold” for accessibility by some individuals; these programs often have strict eligibility
criteria or funding requirements. Thus, existing models exclude individuals that would be
targeted in this research. This project seeks to focus on individuals who are 1) homeless or at risk
for homelessness, 2) are experiencing either an early onset of a severe mental illness or have a
chronic mental illness, and 3) have limited motivation or willingness to access treatment,
supportive services, or housing services. Individuals considered for the project are those who
have declined traditional outreach efforts, treatment, support services and housing services.
Individuals may have utilized crisis or hospital services, but not accepted follow-up services.
Individuals may have a co-occurring disorder (including active substance use). Individuals
targeted for this program would be those who are in the pre-contemplation stage and thus not
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eligible for many of the current shelter programs which require residents to engage in treatment
as part of the shelter or to be sober prior to accessing shelter.
Presently, there has been no program or research conducted in California that provides evidence
of a program that has examined the effectiveness of homeless behavioral health consumer
engagement for those who are in a pre-contemplation stage, nor has there been an effort to
utilize temporary housing in conjunction with peer facilitated interventions (motivational
interviewing) to measure effectiveness of such an approach to engagement.
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Through this research project, Fresno County is attempting to better understand a new approach
for increasing access for unserved populations and homeless populations. We seek approval to
test a model for engagement that has not been tested in California utilizing Innovation funding.
If successful, we hope that this project provides a new opportunity for addressing future designs
for individuals who are otherwise going unserved and remain homeless or at risk of homelessness
with unaddressed behavioral health needs.

Innovation Regulation Categories

The proposed innovation project will support two of the five innovation regulations categories:

D

Primary Purpose
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 Supports participation in a housing program designed to stabilize a person’s living
situation while also providing supportive services onsite
 Makes a change to an existing practice in the field of mental health, including but not
limited to, application to a different population
The primary purpose of this innovation research project is to evaluate the following innovation
objectives:
 Increase access to mental health services, including but not limited to, services provided
through permanent and supportive housing
 Increase access to mental health services for underserved groups

Primary Problem


Homelessness. Fresno County, specifically the City of Fresno, is experiencing an
increasing number of individuals who are homeless and/or at risk of homelessness. While
Fresno County is the tenth largest county in California, the City of Fresno is the fifth largest
city in the state, and as with many of California’s large cities, it has seen a growing
challenge of homelessness (20% increase each of the past two years). According to the
Point in Time count conducted January 29-31 of 2019, Fresno County identified 1,448
homeless persons with 1,152 being unsheltered. The latest data shows that homeless
3
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individuals without shelter in Fresno has increased by 23% from 2018 to 2019 (Murray,
2019). Year to year, Fresno has seen a 16% increase in the overall population of
individuals experiencing homeliness (sheltered and unsheltered), compared to only a 12%
increase in Los Angeles. The 2018 Annual Homeless Assessment Report by the United
States Department of Housing and Urban Development stated that Fresno has the highest
percentage of unsheltered people experiencing homelessness (78.4%) of any nationwide
city with a Continuum of Care.
It is critical to understand that the data on homelessness is limited, and some national
experts, such as Rosanne Haggerty, estimate the data underrepresents the true homeless
population by 240%. The reported number of individuals experiencing homelessness
could be affected by the Point in Time Count standards (who is contacted during the
survey, geographic boundaries, etc.). Furthermore, the Point in Time Count does not
account for individuals who may in be hospitals, jails, or in a transitory status during the
survey (Haggerty, 2019).
Limited Shelters. Fresno has a limited number of “homeless” shelters, and of those limited
shelters, many are population specific (domestic violence victims, veterans, youth, etc.).
Additionally, most of the limited shelters are not low barrier shelters; for individuals to
access the shelter they must participate in specified programs, adhere to eligibility criteria
or conditions, and may only be allowed to stay for a night at a time, which nearly always
exclude those who we have identified as our “target population” for this research project.
Accessibility. Many of the services, homeless shelters, and resources are not geared
toward individuals who have a serious mental illness or co-occurring disorders and who
are in the pre-contemplation stage of change, and are thus not eligible for many services
and programs in the community. The existing shelters have a high threshold for
accessibility. This underserved, and for most part unserved (outside of jails, hospitals and
emergency departments), population are not able to or not yet ready to participate in
treatment, and are often seen or labeled as “resistant to treatment” versus treated as in
the pre-contemplation stage. This excludes the project’s “target population” for these
services.
Safe Place/Basic Needs. Most traditional outreach has the engagement occurring in the
field (in the streets). Field outreach, where a person may be immediately linked to care,
does not address the needs of individuals in a pre-contemplation stage. When an
individual’s basic needs (as detailed in Maslow’s’ Hierarchy of Needs) are not met, a
person may find it challenging to reach the point of problem solving, or engage in their
own care and wellness.
Oftentimes, many services and programs require an individual to go to the resources to
engage in services. This inadvertently excludes those who are in the pre-contemplation
stage, and creates additional barriers for individuals that are experiencing both a mental



4

AF
T



illness (including co-occurring disorders) and homelessness. These individuals’ needs to
seek shelter, food, and warmth may outweigh their ability to prioritize wellness and
recovery opportunities.
Data/Research. There is very limited data and research that yields best practices solutions
to engage this specific target population. There is very limited data to show if utilization
of peers using an evidence-based approach like Motivational Interviewing is effective for
engaging this target population.
There is almost no research to show if the basic needs (via Maslow’s Hierarchy) of
homeless individuals, who have a mental health diagnosis and are in the precontemplation stage, would be more likely to engage in care after their basic needs are
met. The lack of data creates barriers on how to best increase access to care for the
“target population” which is a growing underserved or unserved population.

R

What Has Been Done Elsewhere To Address Your Primary Problem?
 Locally. There are on-going discussions of how to increase the number of shelters,
supportive housing, and affordable housing, but none of these options address the
challenges that the target population in this project face. Additionally, many of those such
programs are not low barrier programs, meaning that the target population for this
research are the ones often unable to access those shelters to address their basic needs
and/or stabilize to engage in other care services. Others are population specific and thus
limit access by some.
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o Street To Home - Street to home was a local initiative by the Fresno County
Department of Social Services (DSS) as a result of the Home Safe program
established by AB 1811 that focuses on homeless prevention for vulnerable
seniors and dependent adults. This program is primarily focused on individuals
involved with Adult Protective Services (APS), and is looking for an older
demographic (75% of APS clients are older adults). Individuals in APS programs are
already receiving services and are therefore easier to engage. Fresno County DSS
recently initiated request for proposals for this new program.
Fresno County DSS also launched a series of RFPs through the Fresno Madera
Continuum of Care for homeless services for youth ages 18-21 including bridge
housing. These programs are for specific target populations and do not address
adults (21yrs and up) who have a SMI are homeless or at risk of homeless and in a
pre-contemplation stage.
Though state funding the City of Fresno has received funding to tackle
homelessness. In 2019, the City of Fresno opened five homeless triage
centers/welcome centers which are aimed at providing shelter (for maximum of
5

50 beds per site). These sites seek to provide basic services on site and linkage to
other services to assist persons with transitioning from the streets to housing. It
does not focus on the target population of this program, it is not peer driven, nor
is it seeking to engage at the level necessary for the target population.
o Narrow Population Scope - Many of the local housing, shelter and other programs
are population specific, such as veterans, transitional age youth (TAY), and
individuals participating in other services and programs, which limit access to
those limited housing resources for the individuals this project is targeting.
Programmatic Efforts. Fresno County Department of Behavioral Health (DBH) has been
working to establish two Assertive Community Treatment (ACT) teams and increase
support services provided by Full-Service Partnerships (FSPs). However, these are limited
in that those who experiencing homelessness and in a pre-contemplative stage of
addressing their mental health challenges are not likely to access these services initially.
Available services have not been successful in engaging the target population.
Under Fresno County’s Mental Health Service Act (MHSA) plan, there are housing
vouchers, crisis stabilization, crisis intervention, supportive housing and other efforts, but
those programs were not established in a manner that can effectively engage this
underserved or unserved population, who may be in need of a different approach and
engagement strategy to allow them to participate in an array of other housing or shelter
related programs, including housing first.
San Joaquin County’s Innovation Plan- San Joaquin has taken a great step in better
understanding the challenges faced by an underserved homeless population. The San
Joaquin County plan will, in time, yield significant data to better understand how to
develop models of housing first programs which can increase access to services and also
improve recovery outcomes. While this is an outstanding effort to address an issue, the
focus of the program and the research is still different than that being purposed by Fresno
County. The target population is different, the venue for service delivery is different, as is
the focus of the research (housing first versus engagement strategies).
Nevada County’s Innovation Plan- The plan, which was approved last year by the
MHSOAC, is another great step in efforts to address the need for care for homeless
populations. The Nevada plan is more program specific than Fresno County’s in that it
establishes a new program to provide services and care to underserved or unserved
populations, but it’s focus is not on understanding or developing the engagement model
or strategy that Fresno County’s proposed research project is exploring. Furthermore, the
target populations of each plan are different. The Nevada program is delivered in a rural
community and seeks to provide the linkage and care, while the Fresno County proposal
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is a research project to examine a possible approach to engage a specific unserved and
underserved population in services in a metropolitan area.
San Bernardino (SB) County’s Innovation Plan- This plan, also approved last year by the
MHSOAC, is another excellent effort addressing access to care for individuals experiencing
homelessness. The SB plan is significantly different than what is being purposed by Fresno
County. The SB plan involves bringing outreach and services to those homeless/at-risk of
homeless individuals who are in rural, or difficult to access geographic areas. As with
Nevada’s plan, SB is an actual program for delivering services. The proposal we are putting
forth is a research project, to examine whether several specific interventions joined into
a delivery system will increase engagement. This is very different than a program to
address a need. Fresno is researching and using the data to understand how to address
those not in care which can then apply such strategies to programs such as the ones being
implement by Nevada and SB.
No Place Like Home (NPLH)-Fresno County DBH has had three applications for NPLH
funding recently approved. However, those NPLH grants are for permanent and
supportive housing, which will address some of the needs of our homeless populations,
but does not ensure that those target populations of this project will be eligible or engage
in those services and care when in the “pre-contemplation” stage of change.
Housing First (in terms of full housing) has some limitations and based on some research
and the efforts of San Joaquin County, has shown to not always yield the desired
outcomes. Fresno’s effort is seeking to use some concepts from a housing first model,
such as addressing an individual’s basic needs (as outlined in Maslow’s Hierarchy of
Needs). Similar to a housing first approach, this program will provide a space where an
individual is safe, warm, satiated, and allowed to be treated as an individual before being
required to participate in services; however, this is not a housing program. This project is
focused on incorporating peer support into a model where motivational interviewing is
rendered as a form of engagement once a person’s basics needs are met.
Traditional Outreach. Outreach programs may use peers to reach a similar target
population, but we do not have a program which has used motivational interviewing and
peers in homeless outreach (and has data to use for analysis). We do not have data on a
program that has used peers and motivational interviewing with this target population in
a safe setting.
Many outreach and engagement services, as well as new homeless programs going out
to engage individuals, are not always able to address an individual’s basic needs, or
measure how addressing those basic needs can open the door for engagement in care.

D



R

What has not been working to address the issue?



7



Research and Data. We do not have evidence or data to know if these various strategies
(peers, motivational interviewing, safe place/temp lodging) are effective in engaging this
specific population (individuals who are homeless or at risk of homelessness, with a
diagnosed mental illness, and in the pre-contemplating stage). While there have been
efforts to engage this population, those efforts have all prioritized services or programs,
rather than moving individuals through the stages of change. Evaluation of these
programs focuses on service elements rather than determining the key elements of a
successful engagement strategy.

Proposed Project
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The intent of The Lodge is to gain insight through a pilot research project on what can enhance
and increase engagement of individuals who are homeless or at risk for homelessness, with the
onset of an early or severe or chronic mental illness, and who are not engaging in care due to
being in pre-contemplation stage of change. Specifically, when an individual’s basic needs are
met in a safe setting. And, can trained peers utilize interventions such as motivational
interviewing to engage individuals who have previously declined services?

R

The choice to use the word “lodge” in the naming of The Lodge is strategic. In part, it is intended
to distinguish it from peer respite, shelters, and emergency housing programs. The name also
implies that the program is a resource and option for individuals in a less stigmatizing manner
than a term like “shelter” may imply.
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This project would provide research data to answer the question of whether providing peer
driven motivational interviewing in a safe/stable setting can increase engagement in care for
individuals with an emerging or chronic serious mental illness who are homeless/at-risk of
homelessness and have previously declined to participate in care. While motivational
interviewing is a key intervention in this project, Peer Support Specialists will also provide other
services to residents of The Lodge, such as basic skills groups, employment support services,
family engagement, and psycho-education about such topics as self-care and harm reduction.
Peer support and clinical services, when accepted by participants, would serve as the bridge to a
plan for services in the future, based on individual needs and strengths.
This pilot research project would assist counties around the State to understand whether
attempting engagement of individuals who are experiencing/at risk of experiencing
homelessness with early onset or chronic severe mental illness, who are not engaged in care
through a stable lodging setting (i.e. the Lodge model) can improve the success rate of
engagement efforts. Does using peers to provide Motivational Interviewing and engagement
focused services in a safe lodge setting increase individual participation in care by individuals who
8

have previously opted not to participate in care? Finally, does this approach demonstrate
universal efficacy, or will it be more effective with specific populations (adults, TAY, co-occurring
disorders, LGBTQ+, Veterans, or Older Adults)? At this time, the answers to these questions are
unknown.
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This innovation project may assist Fresno County, as well as other similar counties, in planning
and designing programs for future shelter, peer respite, supportive housing programs, and
outreach and engagement programs. With opportunities such as the No Place Like Home
initiative, and the Governor’s new efforts to increase homelessness prevention and supportive
housing, understanding how effective engagement of individuals with a mental illness who are
homeless or at risk of homelessness and not motivated to receive care is vital. This understanding
must be leveraged in designing and developing programs and projects that can be effective in
engaging a broad range of individuals to access care and housing programs with supportive
services.
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For the intent of the research pilot, the Lodge will not be an “open” or drop-in program; rather,
the participants will be referred from specific sources that possess the ability to identify the
factors the program is working to address and understand. Such referrals would come from DBH
Crisis Services, the Fresno County Crisis Intervention Teams, Rural Crisis Triage, hospitals, Fresno
County jail, and specific outreach and engagement programs. The program will not engage in
street outreach for participants, but rather rely on referrals from approved sources which allow
for some pre-screening. This is to ensure the individuals are homeless or at risk of homelessness,
have an identified mental illness, and are not engaged in services beyond crisis and emergency
department services. Upon arrival at The Lodge, Lodge staff will guide the participant through an
intake process (the intake process may be conducted over time to allow for greater participant
involvement in the process and time to adjust to the new environment). The intake process will
include screening, stages of change screener, assessment, health screening, etc. Participants
would have up to 45-days to stay at The Lodge, with no requirement to participate in any
treatment services during that time. Individuals who have moved into the contemplation stage
and are transitioning into services may receive an extension to stay in The Lodge for up to 30
days while a new housing placement is secured. It is anticipated that the safe place/meeting of
basic needs and a milieu using motivational interviewing by peers would have an impact on
participants choosing to seek some services.
Participants for this project will not be limited to Medi-Cal beneficiaries, but available to residents
of Fresno County who meet the project’s criteria.
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Research on Innovation Component
Fresno County is seeking to conduct a research project to test a hypothesis, and not necessarily
seeking to establish a new program. The Lodge program was developed to accurately test the
premise and evaluate the effectiveness of the proposed engagement strategy for a specific target
population. Should the program and/or the strategy prove to be effective, the department will
evaluate options and make future program decisions based on data and information yielded from
the project.
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What distinguishes this from other programs is that there has not been a specific research project
that has examined an engagement strategy for this target population, particularly one that seeks
to identify whether deploying trained peers rendering motivational interviewing in safe
environment is effective for engagement.
The fact that no entity to date has invested in acquiring this data is also a clear way in which The
Lodge can be distinguished from other programs.
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In other counties, projects similar to The Lodge have been created programs that provide care
and services for homeless individuals. The primary focus of these programs is on service delivery,
while the evaluation of these projects investigates the effectiveness of the programs in providing
services to their target populations. Two of the three similar programs also focus on rural and
isolated communities and populations. We are seeking to test a model for engagement in
California’s 5th largest city (and the 34th largest city in the nation). We are seeking not to create a
program for provision of direct services, but rather to test a hypothesis for strategic engagement
which can then connect individuals to an array of existing services based on their individual
needs.
The Lodge is the only program and recent innovation plan which is truly researched-based in its
focus, and is investing in testing a strategy and acquiring data that can be used in other initiatives
to support housing and homelessness prevention.
Below, Fresno County has created a table to compare the plan proposed by Fresno County and
those three similar Innovation programs operated by other counties. When preparing this
comparison table, Fresno County shared its concept paper with several counties for review to
ensure the plan is not mirroring those others and to ensure its focus/learning objectives are
different. The responses were that while the plans seek to engage similar populations (homeless
individuals with a mental illness) and provide some similar services, the Fresno County proposal
is very specific in its intent to understand engagement strategies, which differs from most of the
other plans.
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The comparison table shows similarities in the area of the services provided, but they differ
when one looks at the goals and focus on the proposed research.
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Innovations Project Comparison
County
Comparison Topic

Fresno
X
X
X

San
Joaquin

X
X
X

X
X

X
X
X

X

X

X
X

X
X

X
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Population Served
● Homeless
● Severely Mentally Ill
● Pre-Contempla on (op ng not to engage in care)
Location Served
● Rural
● Metro
Housing
● Focal Point of Program?
Engagement Setting
● Provided in the Community
● Going to
● Set Loca on
Staffing
● Paid Peers
Services
● Housing
● Temporary Housing /Shelter
● Medical Care
- Care
- Screening
● Mental Health Screening
● SUD Services
- Detox
- Screening
● Case Management
● Treatment Planning
● Counseling /Therapy
Goals
● Research
● Eﬀec ve Model for Engagement
● Inn Evalua on
● Engagement
● Reduce Homelessness
● Increase Par cipa on in Care
● Understanding Engagement Model
Interventions Used
● Mo va onal Interviewing
● Other
Evaluate a model for engagement of specific
homless populations with SMI not in care?

San
Bernendino

Nevada

X
X
X

X
X

X

X

X

X
X

X
X

X

X

X

X

X
X
X

X
X
X

X
X
X
X

X
X
X
X

X
X
X
X
X

X
X
X

X
X
X
X
X
X

X
X
X
X

X
X
X
X

X
X
X
X

X
X
X
X

X

X

X

X
X

X

Figure 2 Comparison Table of Similar INN Plans
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Population
The target population for this project is very specific for the purpose of assessing a possible
strategy for effectually engaging an under/unserved population (those who are in the “precontemplation stage”).
The population for this research will be those who:



Are 18yrs of age and older and,
Who are either at risk of homelessness or have been chronically homeless, and
Individuals who may meet criteria for a serious mental illness (including co-occurring) or,
Individuals who may have an emerging serious mental illness, and
Have not previously engaged in care services outside emergency departments, crisis
stabilization, or jails, and
Who would be identified as in the pre-contemplation stage of change
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The target population for The Lodge will include adult individuals (18+ years) of any cultural
background. The program will accept men, women, or gender non-binary individuals who meet
the above criteria. Program services will be delivered in an individual’s preferred language.
Individuals with medical needs may be accepted into The Lodge, provided they are able to
independently address their medical needs, and are independently mobile. In order to preserve
the safety of all Lodge participants, individuals who have a history of arson or sexual offenders
may not be accepted into The Lodge if the safety of others cannot be secured.
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As the target population is not currently in care, it is challenging to estimate the number of
potential participants, the gender identity of these potential participants, or what number may
have co-occurring disorders. Fresno County has issued a Request for Proposals (RFP) for
operation of The Lodge. In their proposals, potential bidders will address their plans to provide
sufficient space for separate living spaces, and a proper level of program oversight to preserve
safety. Before MHSOAC approval of this plan, The Lodge RFP process will yield the physical site
of The Lodge; total number of individuals to be served at any given time (daily capacity of The
Lodge) and annually; and a detailed budget for the program, based on the number of individuals
to be served.
The Lodge seeks to serve a total of 243 unduplicated individuals a year for roughly two-and-ahalf years. Based on the estimated population of individuals who are homeless in Fresno County
and the number of individuals that can be served in The Lodge, this research project may not
provide a statistically significant sample size. However, not all the 1,400+ individuals experiencing
homelessness will be members of this project’s target population. If the true size of our target
population was known, it is possible that the number of individuals served by The Lodge would
13

comprise a statistically significant sample. This program could assist in obtaining a more accurate
measure of the number of individuals experiencing/at risk of homelessness, who have a serious
mental illness, and are in the pre-contemplative stage of change.

Facility/ Certification
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At the time of submission, a location for The Lodge has will be contingent of the selection of one
of two bidders. The County issued a Request For Proposal (RFP) for this project was on January
21, 2020. A bidder’s conference was conducted February 4, 2020, and the bidding is to close on
February 24, 2020. It is the intention of the County to select a vendor for this project in early
March, and have identified vendor, location, number served and detail budget prior to its
presentation to the MHSOAC. The RFP requires bidders to identify the location of their facility,
the number of individuals that will be served, and a timeline for operationalization including any
site certification requirements. The facility size and number of occupants will determine
certification or licensing requirements. Bidders are required to locate The Lodge in the Fresno
Metro area, as that is where the greatest number of possible participants would be found.
Hospitals, jails, crisis residential, and other services are more readily available in the Fresno metro
area than in outlying communities. Both bidders have identified a capacity of 30 individuals for
the project, and both potential facility locations already have conditional use permits.
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The Department has been involved in active discussions with the Fresno-Madera Continuum of
Care, City and County of Fresno, and other community partners regarding the need for
development of more housing and homeless assistance programs. Fresno County DBH is aware
of legislative support for securing appropriate space for such a site/location through SB 167,
which DBH anticipates may improve the timeliness of securing a location.
For this program, bidders must be able to provide individuals with access to direct services such
as clinical assessment, case management, psychiatric care, linkage and referral, and didactic or
psychoeducational services. This may be achieved through the use of a location directly adjacent
to The Lodge, on-site or by providing transportation to existing services.
If the services are to be co-located, Community Care and Licensing limitations will require the
project site to obtain licensing. The only manner for an exemption would be for a facility that
supplies room and board only with no element of care and supervision (according to 80007a.(7)
under General Licensing Requirements manual). As this program will potentially offer screenings,
assessments, case management, linkages, and some general psycho-educational and other
volunteer groups, it will not meet the exemption criteria if these are provided on site; in order to
assure timely implementation of the program, these services would need to be provided at a
separate location from The Lodge.
14

Based on Adult Residential Facilities regulations 85065.5 individuals served rely on others to
perform all activities of daily living must be served at a ratio of one staff for every three
individuals. This regulation would not apply in this setting because individuals in this program will
not require this type of assistance.
Innovation regulations prohibit the purchasing of properties under Innovation plans. The Lodge
program should be provided in leased or existing housing space for the entire term of the
program. Should the program not yield the desired effects, or if evaluation demonstrates a need
for modification of the service delivery model, the county/provider will not be burdened with
capital facilities they cannot use.
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Innovation General Requirement

This proposed Innovation Project meets CCR, Title 9, Sect. 3910(a) requirements through support
of the following two criteria:
 Supports participation in a housing program designed to stabilize a person’s living
situation while also providing supportive services onsite.
 Makes a change to an existing practice in the field of mental health, including but not
limited to, application to a different population.
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The Lodge program, while not a housing program, does seek to utilize facets of housing and
shelter, as well as meeting an individual’s basic needs to allow for stabilization so that effective
engagement can occur.
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The Lodge research project also makes a change to the existing field of practice by using trained
peers and motivational interviewing specifically to engage a specific target population (in this
case, adults who are homeless or at-risk of homelessness, who have a serious mental illness, and
are not engaged in care as a result of being in the pre-contemplation stage of change). Peers have
been used in the past for outreach and engagement, and support in housing programs, peer
respite, and residential settings. Project bidders were required to describe the training protocol
for Peer Support Specialists to be employed by The Lodge. As use of Motivational Interviewing is
one of the key interventions rendered in this program, it is critical that all personnel are trained
in motivational interviewing, and for the provider to be able to ensure training before personnel
render services. The provider will have to have the ability to provide such training, and will be
required to explore train-the-trainer models so to be able ensure all personnel are trained and
address changes in workforce that may occur as a result of turnover. California Institute for
Behavioral Health Solutions (CiBHS) and OnTrak are just a few examples of organizations that
provide training on Motivational Interviewing.
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Motivational Interviewing has been used in behavioral health and substance use treatment in
both outpatient and inpatient settings. To date, motivational interviewing rendered by trained
peers in our proposed lodge setting has not been utilized to engage those in pre-contemplation
stage into care.
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The project identified the number of individuals served through the completion of the RFP
process. This project will serve up to 30 unduplicated individual per month (or 45-days), for a
total of 243 unduplicated individuals in a year. The program will provide temporary lodging and
engagement services to persons for 45 days. If an individual has expressed interest in engaging
in services, they may receive a 30-day extension of stay in The Lodge to facilitate the transition
to another housing placement detailed in their treatment plan. The number served is derived
from the number of individuals a Lodge can house without additional requirements for facility
licensing.
The Lodge project seeks to remain small enough to ensure that some of the services provided
off-site/adjacent could be eligible for Medi-Cal funding, including possible work by peers under
SB 803 (Beall) in the future. The lower staff-to-participant ratio is intended to provide more
individualized, ongoing, intensive interactions for potentially increased engagement. A smaller
setting may provide a more home-like environment than that of a large shelter facility.
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The project will be able to serve up to 546 total unduplicated individuals over the term of this
plan.

Learning Component

The project will expand a shared understanding of strategies and insight to the following
learning question/outcome:
Can the use of peer-applied motivational interviewing in a low-barrier, temporary
lodging setting increase engagement of individuals who are homeless/at-risk of
homelessness, have a serious mental illness and are in the pre-contemplation stage of
change.

Evaluation/Learning Goals
This research project has three primary learning goals.
ONE - Does addressing an individuals’ basic needs (as per the Maslow Hierarchy of Needs)
through the uses of a Lodge setting increase engagement of those who are homeless or at risk of
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homelessness, who have a mental health illness, or an emerging mental illness and is in a precontemplation stage of Prochaska’s Stages of Change?
Outcomes- An increase in the number of program participants who voluntarily seek
various types and levels of care after staying in the Lodge.
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o Basic individual data shall be collected, including information to ensure the
participant meets the project’s research criteria. These shall be Innovation
program demographics, as well as a screening prior to referral to ensure individual
meets the research projects targeted population, assessment/diagnosis, stages of
change screener, etc.
o An individual history shall be collected on each research participant during an
intake process to assess their history. Part of the intake is seeking to identify if the
individual had received services through the local Jail, Emergency Department, or
hospital setting, when, and which services. This will establish a base line and
individual history.
o Efforts shall be made (through conducting interviews with the individual, their
family, and review of electronic health record, etc.) to determine what referrals
have been made and/or services offered in the past in order to collaboratively
identify with the individual participant what have been previous barriers or
challenges with services.
o General clinical assessment will be conducted, if the individual has not had a
recent assessment, to establish and determine if the individual still has the same
service needs and/or ensure that linkages, if accepted, will support a wellness plan
to match their service need.
o The duration of an individual’s stay in The Lodge shall be recorded. This can be
achieved through use of the existing electronic health record.
o The project will document the number and types of services and resources offered
to an individual during their stay, and follow up to verify their engagement in care
and for the length of care.
o The project will record how many participants willingly engage in care/services.
For each participant that engages in services, the program will document how
many days an individual resided in The Lodge prior to expressing a willingness to
engage in care/services, as well as the first offered service that was accepted by
the resident.

Outcome 2: Assess what role of having a low barrier to access basic services to meet their
basic needs played in their decision to engage in services.
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o What role did having a low barrier access to the Lodge where they could access
basic needs, such as clean beds, showers, clean cloths, meals, safety and
interactions with other people, bringing their pet, play in their decision to engage
the staff and peers?
o What role did not requiring the individual to be clean and sober, or using a harm
reduction approach in the setting influence their decision to engage in the
services?

AF
T

Two - What role do trained peers applying Motivational Interviewing in such a setting play in
increasing engagement of individuals in care?
Outcome 1: Increase the number of individuals who voluntarily engage in care services.
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o Increase the number of individuals who access care as a result of participation in
the Lodge.
o Through exit interviews and/or follow up interviews, assess the role peers played
in an individual’s decision to participate in care services.
o Reduce the number of individuals with an early on set or an SMI who are
homeless/at-risk of homelessness and in pre-contemplation stage existing outside
of care services?
Outcome 2: Based on participant perception surveys determine how integral the role the
peer partners played in their own decision to engage in care/services.
o Utilizing a survey and informant interviews obtain participate perception of how
having peer support increased their willingness to engage in care?
o Did the ability to interact and related to peers in a non-judgmental way have an
influence on their decision to engaging care.
o For those participants to opt to engage in care what specifically motivated that
decision (the peer interaction, the motivational interviewing, both, or none)
o Test for fidelity of the use of Motivational Interviewing and its application by staff.
Outcome 3: Increasing positive perceptions of peers as key components in the system of
care.
o Peers seeing their own role in delivering care, using motivational interviewing as
a catalyst in individual engagement
o Community agencies, and other service partners, increase in perception of the
value peer employment add to the system of care.
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Conduct a base line perception survey at the on-set of the program of
participating providers of the view of peers in the system of care.
Conduct post program survey at the end of the three years of those who
are familiar or involved in collaboration with the program, to determine if
there is positive increase in perceptions in the role/involvement of peers
in the system of care.

Three - Develop a model/or approach to be replicated, expanded, or incorporated into other
outreach and engagement and/or supportive housing or housing first models.
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Outcome 1: Through the research, testing and evaluation, develop a viable model for
effectively engaging unserved homeless/at risk-of homelessness populations in precontemplation stage.
Outcome 2: Identify facets of the model which prove to be effective and can be applied
to other outreach and housing models for underserved or inappropriately served
populations, specifically meeting basic needs through low barrier, harm reduction model,
use of peers and use of motivational interviewing.

Outcomes
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By providing peer driven motivational interviewing in a safe/stable setting (where an individual’s
most basic needs can be met) counties can increase engagement for care by individuals with an
emerging or chronic serious mental illness who are homeless/at-risk of homelessness and have
not previously participated in care.
Increase opportunities for gainful employment for peers and persons with lived experience who
can use their experience in a professional setting to assist others. The effectiveness of peers in
the system of care is proven, and this not only affords an opportunity for their involvement but
allows them to play a key focal role in this model of care, versus an ancillary role that sometimes
is the case for peers in programs.
Increase the enrollment and engagement in wellness and recovery services by those who
participate and/or resided at the Lodge as a direct result of their stay in the Lodge. The overall
intent of this project is to support those underserved, unserved, or inappropriately served
individuals into care, while also identifying effective ways to serve those individuals.
What services and for how long? Are they now engaged in care?
Understanding if and how having some basic needs met relates to an individual’s ability to make
decisions to participate in wellness and recovery care services can provide a strategy for counties
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to address this barrier to reducing homelessness and ensure those needing care are able to
access such care. Ensuring that program participants understand the importance of having their
individual basic needs met can assist individuals to be partners in their own care. This increased
understanding on the part of provider agencies and individuals served can drive efforts to address
the basic of persons served, and guide strategies for future engagement.
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This project will increase our understanding of the importance of a person’s basic needs based
on data and illustrate that programs which bypass this need may not effectively engage those in
the pre-contemplation stage. The project will yield first hand perspectives of how unmet basic
needs may or may not affect an individual’s decision to participate in care, and allow that
information to guide future efforts.
The program will allow providers to better understand how training and interventions, such as
Motivational Interviewing, may be effective or more effective if employed by trained peers who
have lived experiences, than those without the lived experience. The project’s outcome will also
allow us to better understand if motivational interviewing was an effective tool in developing a
bridge to care for the target population.

D

Contracting

R

Lastly, the project aims to acquire more data on an under-represented population which will
allow us to better identify the target population in the future. A deeper understanding of the
target population will allow Fresno County DBH to determine which populations benefit the most
from this approach, and yield valuable insights into how to better address the needs of this target
population.

Fresno County DBH shall contract with a vendor selected through the County’s procurement
process to implement the Lodge, including securing a location, obtaining any necessary and
required certifications and licensure, hire and train staff, including peers. The Department will
work with the selected vendor, and partnering agencies in developing a scope of work that will
ensure the services reflect the intent and efforts of this plan. A Request for Proposal (RFP) was
opened on January 21, 2020. The Bidding process closed on February 24, 2020. There were to
bidder for the project. A vendor is slated to be selected by March 12, 2020. A vendor will be
identified before this plan is reviewed by the Commissioners.
Fresno County DBH is working with the County’s Purchasing Department to secure an
independent third-party evaluator via a competitive Request for Proposal (RFP) Process. Utilizing
a third-party evaluator ensures that the program is objectively evaluated by those with
evaluation expertise.
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The Lodge program will allocate a total of $150,000 for project evaluation. This is to support the
efforts for both quantitative and qualitative evaluation, creation of rubrics, surveys, data
collection and evaluating the raw data for the research and evaluation. The allocated rate is
competitive for the Fresno area, and will address the evaluation need for this project. Fresno
County DBH staff will provide contract support and monitoring to the vendor and evaluator.
These staff will provide technical assistance for data collection and review outcomes reports
submitted to the Department. Department staff, including the MHSA Coordinator, will provide
additional evaluation support. All Fresno County DBH staff are compensated through other
budgets, and are not included in the budget for this program.
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Vendor and evaluator will regularly review the evaluation tools and criteria. Outcomes
presentations and reports will be provided to stakeholders on a regular basis.
The contracted evaluator will provide annual updates to stakeholders as part of the Fresno
County DBH annual updates and community planning. Additionally, the evaluator will assist in
the collection of data used to assess the program and explore challenges. Lastly, the Department
will present intermittent evaluation reports and a final evaluation report to stakeholders.

Community Planning
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There were four stakeholder planning meetings held in the last year for this project. There were
an additional 40 focus groups (15 MHSA community planning groups and stakeholder input
through 25 existing meetings that were leveraged for input) from which the Lodge idea emerged
as an Innovation Plan in the MHSA 2017-2020 Plan. The Lodge Innovation plan was not developed
at that time, and it remained in the 2017-2018 and the 2018-2019 MHSA Annual Updates.
As this project has begun to move forward, the Department has continued to engage
stakeholders are throughout the development of the final plan.






A discussion was facilitated with NAMI-Fresno regarding the perspective of those who
may be able to identify interested peers for career opportunities. The discussion centered
on using this research to yield a strategy to improve engaging those who have not
previously engaged in care. The discussion also explored the project’s feasibility for
employment of peers and methods of accessing a pool of peers who could drive this
program.
Board of Supervisors- Approved the Fresno County Annual Update on June 18, 2019. The
annual update included the Lodge as one of the primary Innovation Projects the County
was focusing on bringing to fruition in Fiscal Year 2019/2020.
Key informant interviews were conducted with providers who administer, work in, or
coordinate Department of Behavioral Health-funded housing and supportive housing
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efforts, for assistance with program design, challenges, and needs for such a program.
The discussion included case managers, clinicians, peer support staff and administrators.
A focus group was held on July 17, 2019 at the Blue Sky Wellness Center. This focus group
engaged individuals that are currently receiving care, but who have at some point
experienced homelessness, to understand how receptive some may be to such a program.
What are efforts that would need to be included in the design for it to be effective with
the target population? The secondary focus was to gauge interest in potential peer
employment opportunities, as well as the considerations peers would need for such work,
etc. The focus group participants provided key insights and were in support of such a
project.
Multi-Agency Access Program (MAPs)- On July 25, 2019, a survey and focus group were
conducted at the Poverello House (one of the MAP Point locations). The Poverello House
is one of the largest providers of homeless services in Fresno, offering shelter, meals, and
social model programs, as well as other services. The Poverello House location in
downtown Fresno has contact with approximately 70 individuals daily within its MAPs
program alone. Thus, a team of DBH staff conducted a focus group of individuals accessing
the MAPs programs and/or who are residing in shelters for input and insight, as well as
recommendations on how to engage the targeted population. The feedback was positive,
and many supported such an initiative.
On July 29th a focus group was held to engage local LGBTQ+ providers and advocates. The
discussions focused on barriers to access this project for LGBTQ+ persons who had
experienced homelessness and who have an SMI. Part of the discussion was to
understand some factors that would allow the project and peers to be effective in
engaging LGBTQ+ individuals who may be experiencing an SMI and be homeless and not
in care. Participants also discussed program design and facility considerations that would
be necessary to ensure inclusion and safety for those possible community members who
would be in the target population.

The plan was posted for 30-day Public Comment on March 2, 2020. The Public Comment is slated
for closure on April 1, 2020. A Public Hearing will be held on April 14, 2020. As use of Motivational
Interviewing is one of the key interventions rendered in this program, it is critical that all
personnel are trained in motivational interviewing, and for the provider to be able to ensure
training before personnel render services. Provider will have to have the ability to provide such
training, and will explore train-the-trainer models so to be able ensure all personnel are trained
and address changes in workforce that may occur as a result of turnover.
Public Comments will be gathered and recorded at Appendix F. The plan will be reviewed by the
Fresno County Behavioral Health Board (BHB) on April 14, 2020.
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Cultural Competency/Humility
Fresno County, which is a large and very diverse county, seeks to be culturally responsive to all
individuals who will be served by its behavioral health system of care. Cultural Humility is a critical
component of the Fresno County system of care, and is incorporated into all facets of the
Department. The Public Behavioral Health Division, which is tasked with MHSA administration
and oversight, also houses the Ethnic Services Manager (a Division Manager) and a full-time
Diversity Services Coordinator. Their work is driven by the County’s Cultural Competency Plan
Delivered with Humility, which includes work by Staff Development and Human Resources in the
Administration Division. These teams develop policies, coordinate training and work in ensuring
adherence to Culturally and Linguistically Appropriate Services (CLAS) Standards. The Contracts
Division focuses on CLAS standards and cultural humility in their contracting, bidding and
oversight process to ensure culturally responsive programs and services to support the diverse
community. The Clinical Operations (both Children’s and Adult) work actively to ensure a
bicultural and bilingual workforce that can represent the communities we serve. The Managed
Care and Quality Improvement Divisions work actively with the County’s Cultural Competency
Plan and community providers to assess and ensure the rendering of services in accordance to
our community needs and CLAS standards.
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The County has demonstrated its commitment to Cultural Humility through the array of trainings
offered to the workforce in the overall system of care, as well as development of services that
are culturally specific.
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Fresno County’s commitment to addressing behavioral health equity and reducing disparities can
be seen through its involvement in statewide cultural humility efforts. Fresno has participated
in statewide efforts like California Pan Ethnic Health Network’s report, Accessing Mental Health
In The Shadows: How Immigrants In California Struggle To Get Needed Care (Valle, 2019). Fresno
County’s Ethnic Services Manager (ESM) possesses 10 years of experience as an ESM, is one of
the more senior ESMs in the State, is part of the County Behavioral Health Director’s Association’s
Cultural Competency Equity and Social Justice Committee’s executive committee, and the cochair of the Central Region’s EMS workgroup. As mentioned, Fresno County has full-time staff
dedicated to its efforts (Diversity Services Coordinator), in addition to working with consultants,
community partners, other experts and community stakeholders. Fresno’s current MHSA
Coordinator also has experience at an ESM in their previous employment.
This project will seek to address a target population based on symptoms and risk factors. While
this project will not be targeting a specific cultural, linguistic or demographic group, that does
not exclude the need nor the commitment to ensuring this project adheres to both CLAS
standards, as well as Fresno’s own Cultural Competency Plan. As such, this project will work to
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ensure it is effective and capable in addressing language barriers based on the county’s threshold
languages (Spanish and Hmong). This will be addressed by ensuring members of the direct service
team have the threshold language capacity. For other languages which may arise in the course
of the care, the program will access and utilize certified and trained interpreters to ensure no
eligible participant is turned away due to a language barrier.
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The project will also work to have a diverse team composition, as Fresno’s diverse population
participating may range from Latino, African American, Native American, South East Asian
(Hmong, Lao, Cambodia, etc.), as well as difference in age, gender identity, sexual orientation,
disability, Veteran status, etc. While it will be a challenge to ensure the service, team comprises
of all the needs of our diverse population, the Department can and shall ensure that all the
program staff receive training on working with diverse communities via the Health Equity
Multicultural Diversity Training (HEMDT) and working with Veterans (using Another Kind of Valor
training). Understanding the risk factors, challenges and safety needs of LGBTQ+ individuals
experiencing homelessness, especially TAY LGBTQ+, will require that the workforce be LGBTQ+
affirming and receive proper ongoing training as bias and lack of LGBTQ+ staff members in such
settings can force individuals out of services (O’Brien, Walker, et al, 2019). The development of
LGBTQ+ responsiveness can begin with usage of #Out4MentalHealth trainings. Additional
training will also be provided and on-going with focus on cultures to ensure the most responsive
and appropriate care is provided and effective engagement.
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Due to the low likelihood of having a space that is large enough to have separate living spaces for
LGBTQ+ men, LGBTQ+ Women, and individuals who identify as transgender or gender nonbinary, it will be important to ensure the Lodge, its setting, and staff are welcoming and affirming
to better engage possible LGBTQ+ participants.
This research project will be focused on utilizing trained peers in providing the critical aspect of
this program, which is engagement with the target population. Fresno County DBH has been
working with Resilience Inc. and CAMPRO for training and development of a peer workforce in
Fresno County. These trainings have been used to train peers for daily work and develop master
trainers to assist others who supervise peers. Peers with lived experience will be critical to
establishing rapport with the target population as these individuals understand the challenges,
barriers, risks, and opportunities for the target population.
Training will be provided for the non-peer team members who will be leading peers employees,
as DBH understands the need for peers to receive appropriate and ongoing support, as do those
who lead peer workforces.
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MHSA Standards/Values
This project truly embraces the five MHSA Values as described below. This project is based in a
“dignity first” approach and seeks to restore individual dignity by valuing participants as human
beings above all else.

Community Collaboration:
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This program was the result of the County’s community stakeholder process and MHSA Three
Year Plan Development. This project came about in the MHSA Three Year Plan for 2017-2020 and
its annual update in a section called Emerging Concepts. The 2017-18 MHSA Annual Update
identified nine challenge areas. The most pressing challenge area was access to services,
including the need to address barriers to services. The fifth identified need to be addressed
through MHSA was housing and homelessness. Since the preparation of the 2017-18 MHSA
Annual Update, the number of individuals experiencing homelessness in Fresno County has
grown.
The initial concept of The Lodge was initiated to provide services while also learning how to
increase access for those not in care. After additional exploration of the needs of this target
population, and elicitation of more stakeholder input, this plan was developed.
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The program design was developed with input from individuals experiencing homelessness,
individuals in care with a past experience of homelessness, peers and family members, potential
peer workforce members, and providers of housing programs/services. This collaboration, which
is addressed in the community planning section, enabled the department to address program
design concerns during the program development phase.
As the clinical services to be provided at the Lodge are very minimal and focused on engagement,
most direct treatment (mental health, substance use, psychiatry, etc.) will be provided through
linkage to one or more of the existing service providers in the community. Linkage to services will
be based on an individual’s needs (language, culture, demographics, etc.), and their own interest.
Program participants will be referred to services across the continuum of care, including but not
limited to: Assertive Community Team (ACT);/Full-Service Partnerships; in-patient substance use
services; narcotic replacement services; co-occurring services; housing and medication services.
To support an individual’s holistic health, linkages will be made to medical care, assistance
programs, wellness centers, faith communities, and other services sought out by the individual
to support their own wellness and recovery goals. The linkages will not be conducted through a
referral, but direct warm handoffs.
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Integrated Service Experience
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A Lodge setting will allow an individual to have their basic needs met, while providing the
opportunity to consider their wellness and care goals. This setting allows for the integration of
shelter, care coordination/linkage and referral, and some direct service in a setting for
individuals who may not yet be ready to engage in services.

Figure 3 Maslow's Hierarchy of Needs Model
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This project seeks to address the basic needs of an individual based on Maslow’s Hierarchy of
Needs model. According to the model, an individual cannot begin to address higher level needs
such as self-esteem, confidence, achievement, or self-actualization (including problem solving),
until their basic physiological and safety needs are met. The Lodge will provide a means to
address the first two levels of this model, so that efforts for further engagement using
interventions, like motivational interviewing, may increase participation in care, due to having
basic needs met.
This allows for integration of what the individual needs to be the driver of what they are provided,
versus a model where what needs get met are contingent on what the individual symptoms
“qualify” them for.
As noted in the previous MHSA value, the majority of the actual behavioral health care will be
provided by community providers (beyond screenings, assessment, linkages, and voluntary
psycho-educational session), and the program will work to link the individuals to the appropriate
program when the individual is ready, and match them to the services that provide for the best
integration, such as an co-occurring or a criminal justice FSP, or more intensive ACT team, which
can then provide additional support, or access other MHSA programs including medication,
housing and hotel vouchers, etc.
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The project does not exclude those who have a substance use disorder, health conditions (which
do not require acute medical care), or other life challenges, but rather will work to address those
various needs of the whole person through coordination with a wide network of providers,
organizations, and resources. The passage of Senate Bill 389 will also make criminal justice
involved individuals, who meet the specific criteria for this project, eligible as well. This program
can also work in increase services to some criminal justice involved populations.
After program participants in The Lodge have their basic needs addressed, peers and professional
staff can begin providing wraparound services, mitigate instances of crisis, and respond to
individual needs in a less stressful setting than on the streets, hospital, jails, etc.
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For individuals experiencing an emerging or chronic mental illness while homeless and/or at risk
of homelessness, the Lodge offers an alternative method by which to initiate engagement for
care. The Lodge model promises to minimize barriers and increase service engagement by
bringing individually tailored services to participants.

Client and Family Service Driven
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This project seeks to establish an effective strategy for rapport building and engagement that is
individual-driven. Allowing individuals to participate in the program without requiring sobriety,
psychotropic medication regiments, individual therapy, or group sessions during their stay is a
“client-centered” approach to engagement. The Lodge will also offer individuals the opportunity
to include family members in their wellness efforts. Involvement options may include family
visitation, groups, sessions, and other care coordination, but only if and when the individual
requests such family involvement. The clinical and peer support teams exist to provide support
and assistance when the individual is interested or ready to seek such support. While research
shows that families play a large role in the wellness of individuals in structured community
housing, the decision to include one’s family must be made by the participant (Cittion, 2011). As
such efforts will be made to utilize the power of familial connections and support when the
individual requests such support.
The co-application of motivational interviewing throughout the project and Lodge setting is
sought to be the manner in which individual, of their own volition, decide to participate in the
services of their choice. Giving individuals the latitude to determine when, where, and how they
opt to engage in care is as individual-centered as a program can be. Giving this freedom of choice,
while also addressing basic needs, and providing positive support through motivational
interviewing, gives the individual full control of their care coordination.
Lastly, this program is designed around the rendering of engagement efforted by paid peers. This
approach enhances the care approach by being peer-centric and individual-needs driven, with
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simultaneous support from providers who provide insight on addressing challenges or needs of
individuals served.

Focus on Recovery and Wellness
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This program is one of the truest forms of recovery and wellness services. At its core, The Lodge
is a “come as you are,” individual-focused attempt to meet basic needs, so an individual may
engage in their own wellness process. The “dignity first” approach of this project is vital for
engagement of its target population. The Lodge program design treats participants as individuals
with unique needs, and eschews stigmatizing labels such as “homeless,” “mentally ill,” and
“addict”. The Lodge does not have high barriers to participation, as often many housing and
shelter programs do. Not requiring sobriety is one of the key differences for this effort compared
to many others. Participation in care is not forced, but the use of Motivational Interviewing seeks
to assist the individual in expressing their own desire for wellness and recovery. This model of
change is driven by an individual’s ownership of their experience, and an understanding that
engagement in care is a process with different variables and considerations at each stage. The
Lodge will seek to move an individual from Pre-Contemplation stage to the Contemplative and
Preparation stages by meeting their basic needs and providing motivational interviewing. If The
Lodge program is able to move an individual into the contemplation or preparation stage, then
program staff will begin on working on a wellness and recovery plan to connect the individual to
appropriate services, including housing.
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Fresno County has adopted and implemented a wellness and resilience approach in its system of
care, which ensures that individuals who seek services are assisted in finding appropriate services
to meet their needs. Across the system of care, an individual’s definition of wellness and recovery
must be the basis of their treatment plan. This model is the driving force behind The Lodge, where
the individual determines how active they wish to be in their own recovery by choosing their
services, activities, and referrals.

Cultural Competence/Humility
Use of trained peers with a common lived experience is one aspect of this research project that
truly speaks to cultural competency. Having staff that share an experience with program
participants will be a priceless asset in building rapport with the target population.
This “come as you are” approach will embrace the individual for who they are, does not require
them to conform to an article of faith, to be gender conforming, language proficient, etc., and is
critical for such a program and services in Fresno County. The only exclusion criteria for this
program are used to preserve safety and maintain research parameters.
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This research project, as with other Fresno County DBH efforts, seeks to acknowledge and include
each individual’s culture into the services provided. The Department understands the diversity
of its community in Fresno, and developing this project in such a manner that will be inclusive of
those served within the system of care, including the lived experience, language needs, cultural
considerations, and generational differences.
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For the 930,450 residents who live in Fresno County, 16.8% are Transitional Age Youth (TAY) ages
15-24; 44.2% are adults ages 25-59; and 14.3% are older adults ages 60 years and older. Nearly
half of our total community members are persons who identify as Hispanic/Latino (50.3%).
Persons who are White represent 32.7% of the population, Asian/Pacific Islander represent 9.3%
of the population, African American/Black represent 4.8% of the population, Alaskan
Native/Native American represent 0.7% of the population, and other/unknown represent 2.2%
of the population. There are an equal proportion of females (50.0%) and males (50.0%) in the
county (available data did not provide information on those who identify as gender non-binary,
etc.).
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We acknowledge that the above demographic snapshot of our community is limited by data
collection methods, and that within the broadly identified populations there are those that are
significantly underrepresented in the system of care (such as Hmong and other Southeast Asians,
as well as African Americans). Data informs us that our community has a higher rate of disparities
than other communities, as reflected by the data on the Race Counts website
(www.racecounts.org).
Fresno ranks the highest in Housing disparities among all Central Valley counties. Fresno also
ranks near the top of similar lists for disparities in health access and criminal justice involvement.
The target population for The Lodge is likely to be highly impacted by all of the disparities listed
above.
The Economic Opportunities graphs below illustrate the effects these disparities have on Fresno
County residents. The first graph below shows that Native Americans, African American and
Pacific Islanders have lower employment rates. The second graph on economic opportunity
shows also higher poverty rates in Fresno County for African Americans, Pacific Islanders, Latinos
and other groups that has bearing on homelessness rates and access to services.
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Figure 4 Race Counts Graph for Employment by Population in Fresno

Figure 5 Race Counts Graph for Poverty Levels by Race in Fresno
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Healthcare Access graph below shows the health disparities on preventable hospitalizations in
Fresno County. White and African Americans have poorer rates of preventable hospitalization.

Figure 6 Race Counts Graph for Preventable Hospitalizations by Race in Fresno
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Housing-Disparities exist across different populations in the city of Fresno when examining the
remaining income of residents after a renter’s housing cost. This graph focuses on the income
remaining after housing cost for renters in the City of Fresno and demonstrates the disparities
across the different populations (below).

Figure 7 Race Counts Graph of Income Left After Living Costs by Race in Fresno
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Fresno County DBH understands that the unemployment rate in the Fresno County was 6.6% in
August 2018; the state unemployment rate was 4.2% in the same period (2018 California
Employment Development Department). Fresno has a higher unemployment rate which leads
to more homelessness and/or housing insecurity.
The median household income in Fresno County was $45,963 in 2016, which is significantly lower
than the statewide data of $63,783 in the same year. The county has a high percentage of its
population living under the poverty level (26.9%), compared to statewide (15.8%) (2016
American Community Survey).
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We understand that each of these numbers/statistics represent individuals in our community.
Our heightened awareness of the challenges faced by our diverse community, the disparities
present in our county, and the number of variables to cultural competency/humility allows
Fresno County DBH to better render culturally congruent mental health services.

Cultural Competency and Meaningful Stakeholder Involvement in Project Evaluation

R

The RFP process for both provider and evaluator will require bidders to disclose their level of
cultural competency (plan, policies, training, past projects). This will include their ability to recruit
and hire bilingual and culturally responsive personnel for portions of the evaluation. The
Department now requires all contracted providers to establish and share with the Department
their cultural competency plans; in lieu of a plan, providers may submit a completed CLAS
Assessment Tool as per departmental policy.

D

The need for cultural competency extends to program evaluators as well. The plan requires that
the program evaluation process be inclusive of all participants, and as such, survey and evaluation
materials must be developed and provided to participants in the county’s threshold language, or
interpreted into preferred language. Interviews conducted for evaluation purposes must be
performed by certified interpreters or evaluation personnel who are bilingual. These measures
will ensure each participant is able to fully participate in the evaluation process.
DBH shall seek to have individuals with experience of homelessness and wellness challenges—
who will not be participants in the program, nor be working peers—serve as an advisory
committee in the evaluation launch. Their insight and perspective will assist the evaluators in
designing an evaluation process that is: responsive to participant needs; able to adapt to
challenges; and has built-in contingency plans for follow-ups and incentives.
DBH shall assist the evaluators with coordination of any necessary community groups and other
program/service providers to ensure the evaluation is inclusive. Additionally, DBH will coordinate
efforts with the evaluator for updates of the program and progress to the community through
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community town halls/community forums, on-line information dissemination (including social
media), housing workgroups, and BHB meetings.
It is DBH’s intent to have the evaluators participate in trainings that will assist them in better
understating the program, including participating in trainings around subjects like peer workforce
development, resilience, wellness and recovery, to understand that the outcome of wellness and
recovery are individual-driven.
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Once the program is underway, it is the intent of DBH to establish an advisory committee, which
will include peer workforce members. These members are not from the program but share
experience and symptoms of the program participants (participants from wellness centers) and
they will share in annual review of the project assessment to provide some insights, should the
program need adjustments and to be a part of that discussions.

Innovation Project Sustainability

R

If the research project shows that A) meeting an individual’s basic needs is a key to engagement,
B) if use of peers in such a setting is beneficial, C) if use of peers applying motivational
interviewing is beneficial, or a combination of all efforts is an effective strategy in engaging those
who are homeless/at-risk of homelessness, with an emerging SMI or chronic SMI and not
participating in care due to being in the pre-contemplation stage, then the Department will
pursue continuation of the project under Community Support and Services (CSS), Outreach and
Engagement or Systems Development project with stakeholder input and approval.
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If only portions of the project are deemed, based on evaluation, to be effective—such as use of
trained peers doing motivational interviewing or use of safe space, like a Lodge, to meet basic
needs—then the project can be adapted and continue as a CSS program after modifications to
make it an effective program using the successful components. A second option may include
taking the successful portions of the project and incorporating them into other existing programs
and services. Effective strategies or components can be applied to the supportive housing
programs, shelter programs, to outreach or other programs where the successful identified
strategies can enhance the programs and/or produce effective outcomes related to reduction of
homelessness, increase access to care, improving care engagement, and furthering systems
focused on wellness and recovery.
If the program proves to be ineffective, it can be discontinued. However, the learning that
emerges from this process will be valuable and provide a return on investment. Any successful
strategies can be used in other efforts, even if the overall program is not effective. The
development of trained peers will provide a qualified workforce for programs such as supportive
housing, peers respite, outreach, or in other roles within the system of care. Finally, it allows an
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opportunity to test a new approach for engagement of those in a pre-contemplation stage of
change.

Communication and Dissemination
Fresno County sits in the main media market for Central California, and as such, has access to a
number of local television, radio and other press outlets where efforts such as these can be
highlighted as news and feature stories.
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Fresno County DBH also has working relationships with the likes of the County Behavioral Health
Directors Association (CBHDA), CalMHSA and the Steinberg Institute, which can assist in sharing
the knowledge gained from this project with interested parties statewide. These entities have
covered, featured and promoted successful MHSA and Innovation projects in California.
A current member of the Fresno City Council is a member of the Governor’s Taskforce on
Homelessness, which may also access this project’s research to help inform its statewide efforts.
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Fresno has funded the creation of the Independent Living Association (ILA). The Department also
partners with the Fresno Housing Authority, works with the Fresno-Madera Continuum of Care,
and participates on City and County of Fresno workgroups on addressing housing and
homelessness. These housing advocates can present the project’s research findings with these
groups which drive some of the related efforts and can shape future approaches to engaging the
homeless/at-risk of homeless populations with an SMI. Some of the findings can be applied to
other shelter services, veteran housing programs, and faith communities who may be exploring
ways to address the needs of local homeless populations.
Such work can also be highlighted with community partners, such as California Association of
Mental Health Peer-Run Organizations (CAMHPRO) and National Alliance on Mental Illness
(NAMI), at their various convenings, as well as with their members through print and electronic
communication, demonstrating opportunities for peers in meaningful roles.
The Annual INN report and MHSA Annual Update, as well as the three-year reports, all provide
additional opportunities to share the success and/or knowledge of the program with
stakeholders. This knowledge and information can then support ideas for other programs and
services in the future. Lastly, outcomes can be shared with the members of MHSOAC at
Commission meetings, ad other counties through the MHSOAC website.
At the end of the three years, Fresno County DBH can present the findings and tested strategies
in Study Session with local city councils and the Fresno County Board of Supervisors.
Depending on the outcomes of the program, the knowledge and learning that has been achieved
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through this Innovation Plan can also be shared as submissions for conferences and summits.
These forums would be an avenue to share the research and learning on better serving homeless
populations, as well as a key opportunity to promote the impact peers can have in the service
delivery.

Timeline
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The Lodge research project will be conducted over three years (or 36 months). Fresno County
anticipates a ramp-up period during the first year, to allow for development and implementation
of program elements. The project seeks to provide at least two full years of services and
measurable outcomes. If the selected vendor is able to initiate direct services for longer than two
years, the timeline for each phase will be adjusted accordingly. Operations will end no sooner
than June 30, 2023.
This program will be implemented in four phases (three which will expend INN funds) for a total
of 36months/3years. The Pre-Planning stage will be county administration and will not use
funding from this specific plan.
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Year One

R

Phase two will last approximately six months, and will include the initiation of the project,
including contracting, hiring and training of staff. Phase three will be a short three months of
final preparations to fully operationalize the program. Finally, phase four shall be the direct
service delivery over a period of 27 months (which will cover two full years). Each phase and
deliverables for the project and timeline are detailed below.

Phase I (Pre-Implementation Stage) from approval to July 1, 2020






Approval from the MHSOAC. Prior to July 1, 2020 the county will plan to execute a service
agreement with the vendor identified during the RFP process.
Launch the RFP for an independent project evaluator upon MHSOAC approval.
Identify the Evaluator and execute a contract to render services starting July 1, 2020.
Coordinate trainings for providers, peers, and staff on Wellness and Recovery, Cultural
Competency, Resilience, etc.
Develop program scope of work, protocols for referrals, and participation, etc.

Phase II (Initiation)
Six Months
July 2020 December 31, 2020.


Prepare identified properties for the services.
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Complete licensing and zoning, if necessary, for The Lodge
Provider to begin hiring of staff.
o Hiring and training of staff should occur at this time.
o Staff must be trained in motivational interviewing, cultural humility, wellness and
recovery, non-violent crisis intervention, mode of care and the scope of this
Innovation Plan before rendering any services.
Coordination with care providers (any necessary Business Associate Agreements,
Memorandum of Understanding, Data Sharing Agreements, etc.)
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Fully staff program
o Complete all necessary staff training
o Verification of training and certification specific to this program.
Fully operational facility
o Purchase and set up of furniture, kennels, lockers, living spaces, etc.
o Any logistics, such as transportation, etc.
o Electronic Health Records established for any direct services, and care
coordination.
All evaluation matrix in place for data collection, measures, etc.
Establish an evaluation advisory committee (consisting of DBH, consumers, and
homeless advocates) who will review with development of measures/tools,
translation, and general input.
Planning meeting with approved referral sources. Care coordination meeting with
system of care providers.

R
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PHASE III (Implementation)
January 2021-March 2021
Three Months



PHASE IV (Operation)
March 2021- June 30, 2023
27 Months






Accept referrals for The Lodge from designated referral sources.
Provide services identified in the plan and scope of work.
Collect and report all pertinent data for the project to DBH and the evaluators
The Lodge provider shall provide Annual Updates on the program to the BHB.
Continue to provide and receive on-going training for staff (to continue to develop
staff and also address any staff turnover).
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The evaluator shall collect all necessary data for evaluation, including follow-ups, etc.
The evaluator shall work annually to present a formal report on the evaluation to date.
o Have quarterly meetings with evaluation advisory committee.
In final three months, begin formal transition to any next steps (including continuation
of program as a CSS program, completion of program, adaption of program merge
with other services, or elimination of program on June 30, 2023.
Final evaluation to be completed at the conclusion of the program.

Budget Narrative
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Direct Operations-The project will have $4,000,000 total dedicated to the direct
operations of the Lodge program, including recruitment, staffing, and training of staff.
The $4,000,000 will include the cost for leasing of space, licensing costs, transportation,
communications, and daily operation of the project. It is anticipated that the yearly
budget will vary between the ramp-up and operations periods. As part of the RFP, all
bidders will be required to provide a detailed line item budget. The selected vendor’s
project budget will be included as an appendix (Appendix C) to this plan, and the budget
shall
not
exceed
$4,000,000
for
the
total
project

D
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The Lodge project is being allocated a total of $4,200,000 for three years. This project is part of
the county’s AB 114 plan, and the allocated Innovation funds are subject to reversion on June 30,
2020.

The Lodge will seek to balance clinical professional expertise necessary to provide the
clinical components in the forms of assessments, crisis support, intervention and proper
level of care, while limiting their role in direct treatment, and having the focus be on the
engagement of individuals by paid peers, and thus developing a project with a 24/7 peers
staffing pattern for on-going support, access, and engagement opportunities. These are
projected positions, the specific will be identified by the selected bidder in their RFP
proposal based on number to be served, ratios, and program needs. The RFP required
bidders to include the following positions as part of their operations.
One Licensed Clinician (function as program manager) (40 hours)
One Licensed Vocational Nurse
One Case Manager
Peer Support Staff (with majority of staffing being peer support)
Security coverage (24/7)
37

Support staff for clerical support, food service, etc. The positions will be dependent on
number to be served and budget.

Budget
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Evaluation- $150,000 of this total project will be allocated for the evaluation. The
Evaluator will be identified through a procurement/request for proposal process (RFP).
The project will afford the evaluator with $150,000 over the three years for the
evaluation. The selected evaluator will be required to provide a detailed budget for the
three years. The budget may use less funding for the initial year with development and
then increase over the three years. This will be determined by the evaluator’s
implementation plan. The selected Evaluator’s line item budget will be included in this
plan as an Appendix item if identified prior to Commission Hearing.
The project’s evaluation will be supported by the Department, through use of staff
assigned to the evaluation, Quality Assurance staff who can assist with data extractions
from the electronic health record (EHR), support with the EHR, and other provider
engagement.
Contingencies- The Project will reserve $50,000 for contingencies for this project, which
may include additional or enhanced training, administrative support, Electronic Health
Records licensing, or project promotion or travel related presentations at conferences,
etc. Funds will be used for peer participation incentives for evaluation advisory
committee.
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BUDGET BY FISCAL YEAR AND SPECIFIC BUDGET CATEGORY*
EXPENDITURES
PERSONNEL COSTS (salaries, wages,
benefits)

FY 20/21

FY 21/22

FY 22/23

TOTAL

1

Salaries

2

Direct Costs

-

3

Indirect Costs

-

4

Total Personnel Costs

OPERATING COSTS

$

$

-

FY 20/21

$

-

FY 21/22

$

-

FY 22/23

-

$

-

TOTAL
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5

Direct Costs

$

-

6

Indirect Costs

$

-

7

Total Operating Costs

$

-

$

NON RECURRING COSTS

-

$

FY 20/21

(equipment, technology)

-

$

FY 21/22

-

FY 22/23

TOTAL

8

$

-

9

$

-

$

-

Total Non-recurring costs

CONSULTANT COSTS /
CONTRACTS (clinical, training,
facilitator, evaluation)
Direct Costs

12

Indirect Costs

13

Total Consultant Costs

OTHER EXPENDITURES (please

14

Vendor

15

Contingencies

16

Total Other Expenditures

$

-

$

-

FY 20/21

FY 21/22

FY 22/23

$50,000

$50,000

$50,000

$50,000

$50,000

$50,000

FY 21/22

FY 22/23

$1,333,333

$1,333,333

$1,333,334

$16,000

$17,000

$17,000

$1,349,333

$1,350,333

$1,350,334

-

-

FY 20/21
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explain in budget narrative)

-
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10

TOTAL
$

150,000
$

$

150,000

TOTAL

$

4,000,000
50,000

$

4,050,000

BUDGET TOTALS
Personnel (line 1)
Direct Costs (add lines 2, 5 and 11
from above)
Indirect Costs (add lines 3, 6 and 12
from above)
Non-recurring costs (line 10)

50,000

-

50,000

$

150,000

50,000

-

-

-

-

-

-

-

-
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Other Expenditures (line 16)

1,349,333

TOTAL INNOVATION BUDGET

$1,399,333

1,350,333

1,350,334

$1,400,333

$1,400,334

4,050,000
$4,200,000

*For a complete definition of direct and indirect costs, please use DHCS Information Notice 14-033. This
notice aligns with the federal definition for direct/indirect costs.

BUDGET CONTEXT - EXPENDITURES BY FUNDING SOURCE AND FISCAL YEAR (FY)
Estimated total mental
health expenditures for
ADMINISTRATION for the
entire duration of this INN
Project by FY & the
following funding sources:

A.
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ADMINISTRATION:

FY 20/21

FY 21/22

FY 22/23

TOTAL

$1,349,333

$1,350,333

$1,350,334

$4,050,000

$1,349,333

$1,350,333

$1,350,334

$4,050,000

Estimated total mental
health expenditures for
EVALUATION for the entire
duration of this INN Project
by FY & the following
funding sources:

FY 20/21

FY 21/22

FY 22/23

TOTAL

1

Innovative MHSA Funds

$50,000

$50,000

$50,000

$150,000

2

Federal Financial
Participation

3

1991 Realignment

4

Behavioral Health
Subaccount

5

Other funding*

6

Total Proposed Evaluation

$50,000

$50,000

$50,000

$150,000

Innovative MHSA Funds

2

Federal Financial
Participation

3

1991 Realignment

4

Behavioral Health
Subaccount

5

Other funding*

6

Total Proposed
Administration

B.

D

EVALUATION:

R

1
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TOTAL:
Estimated TOTAL mental
health expenditures (this
sum to total funding
requested) for the entire
duration of this INN Project
by FY & the following
funding sources:

C.

Innovative MHSA Funds

2

Federal Financial
Participation

3

1991 Realignment

4

Behavioral Health
Subaccount

5

Other funding*

6

Total Proposed
Expenditures

FY 21/22

FY 22/23

TOTAL

$1,399,333

$1,400,333

$1,400,334

$4,200,000
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1

FY 20/21

$1,399,333

$1,400,333

$1,400,334

$4,200,000

Appendix
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*If “Other funding” is included, please explain.
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Appendix A- References
Appendix B-The Lodge Provider Budget (pending selection)
Appendix C- Evaluator Budget (if selected before commission review of plan)
Appendix D- Letters Of Support (pending)
Appendix E- LGBTQ Gathering Flyer
Appendix F- Fresno County Peer Support Specialist I/II Position
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https://cpehn.org/sites/default/files/cpehn_immigrant_mental_health_final3.pdf
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Appendix F: Peer Support Specialist I/II

Peer Support Specialist I:
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The information provided for Peer Support Specialist I/II positions is derived from the Fresno
County Peer Support Specialist job specifications. Peer Support Specialists for The Lodge will be
employees of the contracted provider; as such, the Department and the contracted provider will
develop a scope of work for Peer Support Specialists during the project ramp-up period.

Peer Support Specialist I is the entry level classification in this series and is responsible for providing peer to
peer support services including: monitoring, informing, supporting, assisting and empowering clients and
their family members/caregivers who directly or indirectly receive behavioral health services; developing and
coordinating activities, programs and resources which directly support clients and family members/caregivers
in achieving wellness and recovery oriented goals; facilitating peer to peer assistance as a part of a team
setting; conducting outreach to clients, family members/caregivers and the community; and acting in a
liaison role between clients, family members/caregivers and community service providers.
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The information listed below is meant to serve as samples of the job duties and responsibilities for positions in
this classification. This list is neither inclusive nor exclusive, but indicative of several types of duties performed.
Consequently, this information does not reflect Essential Functions for any given position in this classification.
Provides peer support and self-help services to behavioral health clients and their family
members/caregivers in individual or group settings on site in county programs as well as in the
community.
Under direction of clinical/supervisory staff, assists in coordinating clinical services, provides linkage to
other services and resources, monitors, supports, assists and empowers clients and family
members/caregivers who directly or indirectly receive behavioral health services.
Assists the Department in gathering client and family member/caregiver perspectives and ensuring it is
considered in policy and program development.
Assists in the development and coordination of activities, programs, and resources which support clients
and family members/caregivers in achieving wellness and recovery goals such as self-help and peer-led
groups.
Provides skill training to clients and family members/caregivers on tasks related to recovery-focused
independent living such as self-empowerment, self-responsibility, public transportation, housing
applications, interviews, shopping, etc. Serves as a role model for recovery.
Assists and advocates for clients and family members/caregivers as they navigate through the system
of care including: assisting with referral follow through; transition to different levels of care; providing
information on support resources; facilitating and encouraging family member/caregiver involvement
as appropriate.
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Prepares and supports clients and family members/caregivers in a variety of client and family centered
activities such as case consultation/staff meetings, hearings, interviews, completion of satisfaction
surveys, focus groups, and stakeholder input opportunities.
Documents activities in accordance with Department and program requirements.
Supports client's vocational choices and assists them in stress management and other symptoms related
to all facets of employment.
Works as part of the treatment team including: participating in meetings; encouraging and supporting
clients and family members/caregivers in understanding, adhering to, and progressing in the treatment
plan; evaluating their responses; outreaching; and empowering them to communicate openly and
directly with treatment providers.
Greets and welcomes clients and family members/caregivers upon arrival to programs/offices.






Basic recovery and wellness concepts and behavioral health services;
Public and private agency services and resources available for clients and family members/caregivers,
such as schools, social services, and community resources;
Barriers to wellness and recovery, obstacles related to accessing services and strategies to navigate and
overcome barriers and obstacles;
Basic office procedures and practices to include computer usage;
Correct grammar, spelling and punctuation;
Basic record keeping practices.

Skills/Abilities to:









Operate a computer in the completion of assignments;
Understand and follow oral and written instructions;
Effectively educate and assist clients and family members/caregivers in understanding and navigating
the behavioral health system and accessing community resources;
Write basic reports and maintain records;
Effectively represent and advocate for clients and family members/caregivers within the behavioral
health system and community;
Communicate effectively orally and in writing with people of various educational, socio-economic and
cultural backgrounds;
Work effectively in stressful, emotional and confrontational situations and as part of a multidisciplinary
team;
Establish and maintain effective working relationships at all organizational levels as well as other
agencies and the public;
Maintain confidentiality of all information;
Display and maintain a high degree of maturity, integrity and good judgment.
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Knowledge of:

Peer Support Specialist II
44

The Peer Support Specialist II is the experienced level classification in this series and is responsible for
providing peer to peer support services including: monitoring, informing, supporting, assisting and
empowering clients and their family members/caregivers who directly or indirectly receive behavioral health
services; developing and coordinating activities, programs and resources which directly support clients and
family members/caregivers in achieving wellness and recovery oriented goals; facilitating peer to peer
assistance as a part of a team setting; conducting outreach to clients, family members/caregivers and the
community; and acting in a liaison role between clients, family members/caregivers and community service
providers.
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Provides peer support and self-help services to behavioral health clients and their family
members/caregivers in individual or group settings on site in county programs as well as in the
community.
Under direction of clinical/supervisory staff, assists in coordinating clinical services, provides linkage to
other services and resources, monitors, supports, assists and empowers clients and family
members/caregivers who directly or indirectly receive behavioral health services.
Assists the Department in gathering client and family member/caregiver perspectives and ensuring it is
considered in policy and program development.
Assists in the development and coordination of activities, programs, and resources which support clients
and family members/caregivers in achieving wellness and recovery goals.
Provides skill training to clients and family members/caregivers on tasks related to recovery focused
independent living such as self-empowerment, self-responsibility, public transportation, housing
applications, interviews, shopping, employment, etc. Serves as a role model for recovery.
Assists and advocates for clients and family members/caregivers as they navigate through the system
of care including: assisting with referral follow through; transition to different levels of care; providing
information on support resources; facilitating and encouraging family member/caregiver involvement
as appropriate.
Prepares and supports clients and family members/caregivers in a variety of client and family centered
activities such as case consultation/staffing meetings, hearings, interviews, completion of satisfaction
surveys, focus groups, and stakeholder input opportunities.
Documents activities in accordance with Department and program requirements.
Supports client's vocational choices and assists them in stress management and other symptoms related
to all facets of employment.
Works as part of the treatment team including: participating in meetings; encouraging and supporting
clients and family members/caregivers in understanding, adhering to, and progressing in the treatment
plan; evaluating their responses; outreaching; and empowering them to communicate openly and
directly with treatment providers.
Greets and welcomes clients and family members/caregivers upon arrival to programs/offices.
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The information listed below is meant to serve as samples of the job duties and responsibilities for positions in
this classification. This list is neither inclusive nor exclusive, but indicative of several types of duties performed.
Consequently, this information does not reflect Essential Functions for any given position in this classification.

Knowledge of:
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Recovery and wellness concepts and behavioral health services;
Public and private agency services and resources available for clients and family members/caregivers,
such as schools, social services, and community resources;
Barriers to wellness and recovery, obstacles related to accessing services and strategies to navigate
and overcome barriers and obstacles;
Office procedures and practices to include computer usage;
Correct grammar, spelling and punctuation;
Record keeping practices.

Skills/Abilities to:
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Operate a computer in the completion of assignments;
Understand and follow oral and written instructions;
Effectively educate and assist clients and family members/caregivers in understanding and navigating
the behavioral health system and accessing community resources;
Write reports and maintain records;
Effectively represent and advocate for clients and family members/caregivers within the behavioral
health system and community;
Communicate effectively orally and in writing with people of various educational, socio-economic and
cultural backgrounds;
Work effectively in stressful, emotional and confrontational situations and as part of a
multidisciplinary team;
Establish and maintain effective working relationships at all organizational levels as well as other
agencies and the public;
Maintain confidentiality of all information;
Display and maintain a high degree of maturity, integrity and good judgment.
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