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erious mental illness (SMI) is a mental, behavioral, or emotional disorder that limits or

interferes with major life activities.! In 2021, approximately 5.7 percent of adults in Califor-

nia reported experiencing an SMI in the past year.? People experiencing SMI face significant

barriers to attaining sustained wellness and recovery, including co-morbidities, access to

care, and housing instability.? California’s Full Service Partnership (FSP) programs are specifically

KEY FINDINGS

The second cohort of three counties participating in the California
Multi-County Full Service Partnership (FSP) Innovation Project
successfully implemented key improvements: The counties identi-
fied and standardized measures and metrics for tracking process
and outcome measures, defined graduation and step-down
guidelines, and revised their enrollment guidelines.

The extent of on-the-ground implementation of the innovations
varied by county and innovation area.

Outcomes for FSP participants improved during the first 12
months after enrollment. Participants experienced increased days
of stable housing, decreased justice system involvement, and
reduced psychiatric inpatient admissions.

FSP participants experienced a bigger decrease in psychiatric
inpatient length of stay after the FSP Innovation Project. The
improvement in other participant outcomes was similar before and
after the project.

designed to address these complex
challenges.*

FSP programs are financed
through the Mental Health Services
Act (MHSA) and aim to deliver
comprehensive and integrated care
to individuals diagnosed with SMI.°
The primary objectives of these pro-
grams are decreased hospitalizations,
involvement with the criminal justice
system, and incidences of homeless-
ness. These objectives are worked
toward through a holistic array of
recovery-oriented services that focus
on individualized care. Additional
details about FSP have been described
in another RAND report.°


https://www.rand.org/pubs/research_reports/RRA3105-2.html
https://www.rand.org/

Eligibility for enrollment in an FSP program
varies by county and by specific program, but indi-
viduals must be diagnosed with SMI and have one
or more indicators of high risk or vulnerability, such
as being unhoused or at risk of being unhoused,
involvement or risk of being involved with the crimi-
nal justice system, or a history of psychiatric hospi-
talization. FSP implementation varies from county to
county, as individual counties and specific contracted
providers may focus on specific populations, such as
transition-age youth (ages 16-25) or the elderly.

In 2020, the Mental Health Services Oversight
and Accountability Commission (MHSOAC) and
the California Mental Health Services Authority
(CalMHSA) launched the California Multi-County
FSP Innovation Project in collaboration with Third
Sector, a nonprofit organization that provides techni-
cal assistance to the public sector. The primary objec-
tives of the FSP Innovation Project were to establish a
shared understanding of the core components of FSP
programs, improve consistency across FSP programs,
and develop or refine data-driven and outcome-
oriented operational processes. To achieve these
goals, Third Sector provided technical assistance to
help counties define key populations and track pro-
cess and outcome metrics. In addition to these two
core innovations, counties chose which innovations
to work on, according to their individual needs, such
as eligibility requirements and graduation or step-
down guidelines. Innovation activities are summa-
rized in Table 1.

The first phase of the project involved six coun-
ties across California: Fresno, Sacramento, San
Bernardino, San Mateo, Siskiyou, and Ventura. Key
findings from phase one of the project found that

TABLE 1
Summary of Innovation Activities

the initial cohort successfully developed standard-
ized definitions for key populations and common
process and metric outcomes. There was variation

in on-the-ground implementation and sustainability
across the initial cohort. However, outcomes for FSP
clients improved during the first year: Over time,
participants experienced reduced psychiatric inpa-
tient admissions, increased days of stable housing,
and decreased justice system involvement. Overall,
findings from phase one indicated that the FSP Inno-
vation Project facilitated improved quality of care for
ESP participants.”

This report examines phase two of the FSP
Innovation Project. The second phase included three
additional counties: Lake, Napa, and Stanislaus (pic-
tured in Figure 1). With Third Sector, the participat-
ing counties developed a collaborative model that
promoted peer learning and facilitated cooperation
among counties to strengthen FSP programs.

As a continuation of RAND’s contract with
CalMHSA, a team from RAND conducted an
independent evaluation of the second phase of the
ESP Innovation Project. RAND is a nonprofit, non-
partisan policy research organization. The design
and implementation phase of the FSP Innovation
Project for the second cohort of counties occurred
in two stages. Lake County and Stanislaus County
commenced the Innovation Project in July 2021
and concluded in June 2022, whereas Napa County
began in October 2022 and wrapped up in September
2023. Our evaluation team used a mixed-methods
approach, drawing on our qualitative and quantita-
tive expertise.

For the qualitative evaluation, our team con-
ducted semistructured interviews with both FSP

Innovation Activity

Definition

Defining key populations

Standardize the definition of key populations served by FSP programs for eligibility

and outcome tracking (e.g., criteria defining individuals experiencing homelessness)

Defining and tracking outcome and process Identify standardized measures and metrics for tracking what services individuals

metrics
Creating step-down (graduation) guidelines

Creating eligibility guidelines

receive and key health outcomes
Define stability and recovery indicators as criteria for FSP program graduation

Revise county-specific eligibility guidelines for enroliment in FSP programs

SOURCE: Adapted from Eberhart et al., Evaluation of the California Multi-County Full Service Partnership Innovation Project, Table 1, p. 3.
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program leaders and FSP providers. Similar to
phase one, the interview protocol inquired about
the strengths and weaknesses of the FSP Innovation
Project; impacts on FSP programs, providers, and
clients; challenges noted during the FSP Innovation
Project; and perceived sustainability of the activities.
The quantitative evaluation focused on analyz-
ing electronic health records (EHRs) and program
data to understand the impact of FSP programs on
participant outcomes. Our quantitative team assessed
whether this impact changed over time as a result
of each county’s participation in the FSP Innovation
Project. This report describes the evaluation method-
ology, highlights key findings, and shares conclusions
from our qualitative and quantitative analyses.

Qualitative Evaluation: Findings
from Interviews

Qualitative interviews explored evaluation questions
related to the status of implementation activities

and the impact of the Multi-County FSP Innovation
Project. Questions covered strengths and weaknesses,
impacts, barriers and facilitators, lessons learned,
and the perceived sustainability of the implementa-
tion activities.

Methods

Sampling and Recruitment

Similar to the first phase of the project, the RAND
evaluation team worked with key contacts in the
participating counties to identify participants for our
qualitative interviews from two groups of individuals
in the counties: (1) county department of behavioral
health (DBH) leadership or administrators, who
could speak to planning and implementation, and

(2) contracted providers, who could discuss impacts
on individuals served and on their work as providers.
We did not provide points of contact with a specific
number of individuals to identify in each category,
because the counties differed in the number of indi-
viduals occupying these two roles. Email addresses
were provided for a total of 14 individuals across the
three participating counties.

The RAND team conducted 11 semistructured
qualitative interviews for phase two of the Multi-
County FSP Innovation Project. Interviews took
place between July and September 2024. The RAND
team interviewed six DBH leadership and admin-
istrators and five FSP providers across the three
participating counties; at least one leader or adminis-
trator and at least one provider were interviewed for
each county. Interviews were conducted individually.
Three additional individuals were contacted five
times via email and did not respond to the request for
an interview.

Measures and Metrics

The RAND evaluation team used the same semi-
structured interview guide from the evaluation in
phase one. This protocol was developed based on
the primary goals of the FSP Innovation Project.
Questions covered new activities, the implementa-
tion experience, and impacts on departmental and
provider-level staff. We also inquired about inter-
viewee perceptions of how FSP Innovation Project
activities affected their programs, providers, and
clients, as well as challenges to the implementation
of the FSP Innovation Project and views on the sus-
tainability of the FSP Innovation Project’s activities.
We also elicited strengths and weaknesses of the FSP
Innovation Project overall.

Procedures

All evaluation procedures were approved by RAND’s
Human Subjects Protection Committee. Interviews
were conducted virtually via Zoom for Government,
a RAND-approved secure platform for qualitative
interviews. Our evaluation team obtained verbal
consent for participation from all interviewees and
verbal consent to audio record the interviews for
transcription purposes. Consent to audio recording
was not required to participate in the interviews, but
all interviewees did consent. Interviewers transcribed
the audio recordings using Whisper, a RAND-
approved automatic speech-recognition system, and
went back to listen to recorded interviews to improve
the accuracy of the transcript.




Data Analysis

Interview transcripts were analyzed using deduc-
tive thematic analysis with a structured codebook
and predetermined codes based on the questions of
interest for this evaluation. Analyses were conducted
using Dedoose, a collaborative software application
developed for analyzing qualitative data. Transcripts
were coded by a single interviewer and reviewed by a
second interviewer. When coding was complete, the
evaluation team analyzed excerpts using thematic
analysis aligned with the evaluation questions. Some
of these themes are lessons learned, the impact of
new activities, and the sustainability of the imple-
mented activities.

Results

Our team identified several themes about experi-
ences related to participating in the Multi-County
FSP Innovation Project. In this section, we begin by
describing the perceptions of interview participants
about the impacts of the FSP Innovation Project.
We then discuss interviewees’ perceptions of each
implementation activity and the status of the imple-
mentation process across the counties included in
this phase. Finally, we discuss lessons learned from
interviewees about the FSP Innovation Project and
broader perceptions related to the overall FSP pro-
gram that emerged during our interviews. We end
with a short summary of our overall findings from
our qualitative interviews.

Interviewee Perceptions of the Overall Impact
of the Multi-County FSP Innovation Project

The FSP Innovation Project Improved Counties’
FSP Programs

Opverall, interviewees agreed that the FSP Innovation
Project activities had a positive impact on depart-
ment operations and provider experiences. Inter-
viewees discussed the benefits of having guidelines
embedded into onboarding for new staff, and the
existing staff expressed relief and appreciation for
the trainings provided. Both leadership and provid-
ers described the overall improved efficiency of the
program as a result of the FSP Innovation Project.
One leader shared, “I think the program is running

Overall, interviewees
agreed that the FSP
Innovation Project
activities had a positive
Impact on department
operations and provider
experiences.

a lot smoother now from where Isit. . .. T haven’t run
into any clients that are, you know, sitting in pending
status for six months. . . . The whole entire FSP pro-
gram as a whole is running a lot smoother. The staff
loves having the guidelines and the criteria.”

Leadership highlighted the clarity that the
ESP Innovation Project brought for the providers
and explained that the project also helped provid-
ers improve communication with their clients. One
leader stated that “staff have a clear road map of
what steps they should follow as they’re discharging
clients. . .. Ithink [the project] has encouraged more
of a dialogue with clients rather than just, you know,
kind of checking a box.” Interviewees also noted that
staff felt more comfortable and confident after receiv-
ing trainings on the new activities. One interviewee
shared that there was “a lot of relief and excitement
from our staff,” adding that implementing the new
activities was the easiest part of the FSP Innovation
Project process. Interviewees said that the project
gave FSP program staff the opportunity to create
a model and take the time to write it down, which
helped existing providers and will continue to help
provide a road map in the future.

Interviewees also noted the benefits of including
staff in the process, with one interviewee explaining
that “existing staff actually join[ed] the implemen-
tation team in developing these, these tools—I’ll
call them tools because they, you know, they’re the
experts. So, they were also involved in the creation




of them. So, I think there’s that buy-in.” Some inter-
viewees noted that buy-in among the staff improved
the uptake of the activities and helped ensure contin-
ued commitment to the implementation activities.

Providers and County Staff Are Hopeful

That the FSP Innovation Project Will Positively
Affect Clients

Some interviewees shared positive results that were
already being seen because of improving outcome
and process metrics. For example, one interviewee
stated, “We’ve been able to see that the program is
reducing hospitalization, [and] it’s reducing arrests in
our client populations.” They described the changes
as affirming their hopes about the program and
how the data and reports “show that for each year
that someone spends in FSP, there’s less arrests,
there’s less mental health emergencies, there’s less
psychiatric hospitalizations. So that’s been really
great.” Interviewees also described the benefits of
having improved metrics and outcome data as part
of the FSP Innovation Project, which provided vis-
ibility into the success of the program. However,
many interviewees shared that it was too soon to
know the impacts on individuals served, but they
expressed hope for positive outcomes. For example,
an interviewee shared, “Hopefully, this will lead to
more-consistent outcome reporting, and we’ll be able
to tell a better story of how we impacted clients we
serve.” Overall, providers shared that having clearer
guidelines makes their jobs easier, which, in turn,
helps improve the care they can provide to their FSP
clients. Interviewees also noted how participation
in the project provided staff with an opportunity to
identify areas for professional development to better
serve clients, including motivational interviewing,
crisis interventions, and family therapy.

Interviewee Perceptions of Multi-County
FSP Innovation Project Accomplishments by
Targeted Innovation Activities

Defining Key Populations

Counties that focused on defining key populations
worked to standardize these definitions for those
served by FSP programs. Some counties shared that
they followed the leadership of other counties when

deciding on key populations. For example, some
counties shared that they identified people involved
in the justice system as a key population and men-
tioned different approaches for connecting people

in this population with an FSP program. These
approaches included merging a program for people
involved in the justice system with an FSP program,
which allowed all individuals to participate in an FSP
program. Interviewees also noted that emerging data
suggest that participants from the merged program
had reduced arrests and incarcerations. Other coun-
ties chose to focus FSP Innovation Project activities
on understanding the characteristics of the existing
client population in the context of past, current, and
future FSP activities. This approach allowed coun-
ties to validate their current client population against
ESP eligibility criteria and recognize a natural shift
in key populations because of emerging needs (such
as housing shortages). Interviewees also noted that
this FSP Innovation Project activity had limited util-
ity for counties that had more stability in their client
populations and that did not identify a local need to
focus on any additional key populations. Also, few
on-the-ground providers affirmed their awareness of
this particular innovation activity.

Eligibility Guidelines

One activity sought to revise county-specific enroll-
ment guidelines for FSP programs. Most participat-
ing counties reported successfully revising their
individual enrollment guidelines. Overall, counties
shared that this implementation activity helped
streamline processes, provided staff with clear rules
to follow, and improved fidelity. More than one
interviewee shared that simply writing down the
guidelines was helpful for their program, and their
providers appreciated training on the guidelines.
One interviewee shared that, prior to developing

the guidelines, they were not “really sure how the
staff were navigating that [eligibility] in the past. It
seemed like everybody was kind of just doing their
own thing but using their best judgment.” Interview-
ees noted that participating in this activity resulted in
standardized training and implementation materials,
which were useful for harmonizing practices across
teams and for onboarding new staff. One interviewee
noted that “staff was really happy to have any guide-




lines, because we didn’t really have much of anything
in place before that.” Although some interviewees
shared that it was too early in the implementation
process to report meaningful impacts from this FSP
Innovation Project activity, they also noted that they
have not received any negative feedback from pro-
viders. When implemented effectively, revisions to
eligibility guidelines supported the harmonization of
daily operations and improved staff experience.

Defining and Tracking Outcome and Process
Metrics

Another activity aimed to standardize metrics across
counties and focus on retraining staff on new pro-
cesses and procedures. The report for phase one
highlighted process measures, such as the number
of individual or group therapy visits and medica-
tion management, and outcomes metrics, such as
increased days of stable housing or reduced involve-
ment with the justice system.® Counties in phase two
reported success in identifying and standardizing
measures and metrics for tracking what services
individuals receive and for looking at key health
outcomes for FSP populations. Throughout our
interviews, counties also highlighted the challenges
that persist in reporting within the FSP Data Collec-
tion and Reporting System (DCR), which is the role-
reporting system for FSP data.

One interviewee described early success from
this activity. They expressed hope that this newly
implemented process will lead to more-consistent
outcome reporting and that they will be able to tell
a more complete story of how their program affects
clients. One interviewee shared, “We’ve really been
able to see that the program is reducing hospitaliza-
tions. It’s reducing arrests in our, in our client popu-
lation. We had, you know, suspected and expected
that previously. But we really didn’t have the data to
back it up.” Interviewees also shared that staff seem
more confident after receiving trainings on submit-
ting data into the DCR more accurately. Another
interviewee also mentioned training in the DCR as
a result of the work with Third Sector. They shared
that they continued to have monthly check-ins with
their team and that it is an interactive iterative pro-

cess that they would not have implemented without
the help of the FSP Innovation Project.

When discussing the challenges of data report-
ing, one interviewee shared, “Implementing the
guidelines and criteria and like getting all this stuff
in line was all really important, but the problem of
getting staff to enter data into the DCR persisted.
So, we changed our process, and they send me the
forms, and I enter it myself.” A different leader in
this county highlighted the benefit of hearing the
challenges that other counties experienced with the
DCR and manual data entry, noting that the shared
experience provided some relief for the county staff
in knowing that they were not alone in their barri-
ers to getting up-to-date reporting on their clients.
The interviewee was grateful that the FSP Innova-
tion Project created the space to share and hear from
other counties.

Step-Down (Graduation) Guidelines

For another activity, counties worked toward defin-
ing stability and recovery indicators as criteria for
graduating from an FSP program. County leadership
described having successfully defined graduation
guidelines for the FSP Innovation Project. One leader
noted that the activity was in the process of being
implemented and could not report on the success of
implementation yet. However, although county lead-
ership spoke about progress with improving step-
down and graduation guidelines, few providers were
aware of changes made as a result of the FSP Innova-
tion Project. More than one provider interviewed

County leadership
described having
successfully defined
graduation guidelines
for the FSP Innovation
Project.




Third Sector’s facilitation
of conversations and
identification of county-
specific training needs
were pbrought up by
multiple interviewees as
effective and positive
aspects of the rollout,

simply stated that the process “hasn’t changed,” or,
when asked whether any new changes were imple-
mented, one person said “no” and made no indication
of forthcoming changes.

Counties that participated in this activity found
it to be a beneficial component of the FSP Innova-
tion Project, from the initial work with Third Sector
to the integration of updated program guidelines.
Interviewees mentioned that staff and supervisors
who participated in the Third Sector workshops had
a sense of ownership over the new guidelines, which
improved the buy-in needed for implementation. The
new guidelines that emerged from the FSP Innova-
tion Project were described as providing “more con-
sistency across divisions in terms of discharge and
the different levels of service,” and the guidelines
were also described as a “clear road map” for staff to
rely on when discharging clients.

Additionally, interviewees mentioned that this
activity within the FSP Innovation Project created
the opportunity for participants to solidify their
processes, provide training, and create tangible
guides that people can refer back to as needed, which
was particularly salient for counties with limited
procedural documentation. Interviewees described
now having “a binder of all these tools” for their staff.
This activity supported program implementation by
providing clear, standardized criteria for step-down

or graduation that can greatly facilitate conversations
with clients. Although counties generally found this
activity to be beneficial, interviewees did note that
much of this work is still in progress and requires
continued implementation. Interviewees noted that
they continue to meet monthly with supervisors to
check in on the implementation status and ensure
that training is continuing to support the providers.
One interviewee said, “I'd say we’re still in the pro-
cess of implementing some of those changes. I think
staff spent a lot of time providing input to come up
with the new guidelines.”

Lessons Learned from Interviewees About the
Implementation and Sustainment of Multi-
County FSP Innovation Project Changes

The FSP Innovation Project Allowed for
Dedicated Time to Identify Challenges, Develop
Solutions, and Engage in Cross-County
Knowledge Sharing

Counties and providers generally reported posi-

tive experiences with the FSP Innovation Project.
Interviewees noted that the opportunity to dedicate
time and take a step back to identify and focus on
specific aspects for improvement was valuable. One
interviewee shared, “The one thing that I loved about
working with Third Sector was the fact that we all
have lots and lots of stuff going on, . . . and it was sort
of freeing to say this is what we’re going to work on
for the next hour and a half, and this is where I get to
focus this energy.” Additionally, counties that had an
opportunity to participate in cross-county conversa-
tions found value in this aspect of the project, as they
were able to share challenges, solutions, and sugges-
tions over time. Cross-county engagement was also
identified as a valuable opportunity to share knowl-
edge and practice recommendations, FSP-related
templates, DCR reporting tips, and lessons learned,
as well as to help counties launch FSP innovation
activities with a strong foundation of practice-based
knowledge. This opportunity to collaborate across
counties, paired with the flexibility to tailor the
model to the county’s specific needs, was identified
as a highlight of the FSP Innovation Project, particu-
larly for smaller counties that were able to find time
to participate in cross-county collaboration. Third




Sector’s facilitation of conversations and identifica-

tion of county-specific training needs were brought
up by multiple interviewees as effective and positive
aspects of the rollout.

Despite the Value of Dedicating Time for the FSP
Innovation Project, It Is Challenging for County
Staff to Find Time to Participate

Scheduling time to participate in the FSP Innova-
tion Project was identified as a common challenge
among interviewees. Besides existing meetings and
schedules, county staff mentioned often needing to
deprioritize their participation to respond to emer-
gencies. This might have had more of an impact on
smaller counties that had fewer people to share the
workload; interviewees from smaller counties noted
that the same staff were pulled in multiple directions,
which limited the time they had to dedicate to FSP
Innovation Project activities. Larger counties men-
tioned a similar struggle, with the added difficulty

of navigating multiple calendars to find a commonly
available time. Interviewees noted that materials were
provided for individuals who were unable to attend

a training or a session, but the training content to
understand the materials was not available.

Third Sector training sessions were identified as
being potentially beneficial for all staff who might
interact with the FSP program. Interviewees recom-
mended making trainings more widely available,
particularly for interviewees from counties that expe-
rienced turnover of all staff who participated in the
Third Sector activities. Interviewees also noted that
the format of facilitated sessions may not be compat-
ible with all working and learning styles. One county
staff member noted that many clinicians and provid-
ers are more familiar with working in person and less
familiar with videoconference-based trainings and
recommended considering in-person sessions.

Some FSP Providers Discussed a Need for
Better Dissemination of Innovation Activities and
a Need for More Clarity Around Implementation
Counties and providers mentioned a need for more
attention to the framing of the FSP Innovation Proj-
ect within the full context of FSP programs to ensure
that staff and providers know what the FSP Innova-
tion Project is, what it is for, how it is supposed to

work, and how their standard practices would change
to integrate with the innovations. Interviewees men-
tioned that although FSP innovations appeared to
be well developed, the purpose and rationale behind
the proposed changes were not always clear, which
affected staff buy-in. Interviewees also identified an
opportunity to foster the integration of FSP inno-
vation activities by clearly outlining the difference
between current practice and the improvements
implemented through the FSP Innovation Project,
providing information on why the change is being
made and how it aims to better support clients, as
well as clear and explicit guidance on the specific
aspects of current practice that will change and how.
One interviewee mentioned,

I think sometimes when you're rolling some-
thing out and you want it to be meaningful, I
think there has to be as intentional of a pro-
cess that happens during rollout, or that at
least that process is delineated as it was in the
creation of it in itself to ensure that things are
going the way that ideally they should be. And
oftentimes, there’s always going to be some
level, if you look deep enough, some level of
adjustments that need to happen in some areas
of improvement that need to occur as well.
And I couldn’t tell you what those are because
I wasn’t at that granular level. And I think
having somebody or having that additional TA
[technical assistance] or that support, I think
that would have been helpful.

Opverall, interviews showed that on-the-ground pro-
viders lacked some awareness of the FSP Innovation
Project changes, suggesting insufficient dissemina-
tion and clarity around the innovations.

Eligibility Criteria and Step-Down Guidelines
Within the FSP Programs Need Greater
Specificity and Improved Alignment with
Providers’ Step-Down Criteria

Although county leaders spoke about the progress
their counties have made in innovating on the gradu-
ation and step-down criteria, on-the-ground provid-
ers we interviewed did not seem to be aware of those
innovations and identified this as an area for future
improvement. Interviewed providers identified a
need for more structured, streamlined, and robust




guidelines to support decisions on whether a poten-
tial client meets FSP criteria, when a client is ready
to be referred to a different level of care, and when

a client is ready to graduate from an FSP program.
Providers noted that the information provided to
support an FSP program may be open to interpreta-
tion and could have negative impacts on the program
and client outcomes if interpreted incorrectly. For
example, the interpretation of guidelines was identi-
fied as a challenge given the wording around being
“at risk” as a qualifier for services:

The criteria [need] to be spelled out more
clearly. . .. I would like to see what they con-
sider an SMI. What are you actually referring
to? ... [The other criteria are] hospitalized
within two years . . . [and] twice within two
years at risk of homelessness. As for incarcera-
tion and hospitalization, that’s really loose
because anybody can be at risk of hospitaliza-
tion or incarceration.

Interviewees noted that information in available
materials is unclear about how to determine whether
a client meets FSP criteria and will benefit from FSP
or whether a client needs to be referred to a different
type of service. Providers also noted the need for a
stronger connection between FSP qualification crite-
ria and a client demonstrating progress toward goals.
Additionally, interviewees recognized how changes
to eligibility criteria can affect providers and clients.
One provider noted that the added requirement for
clients to have a medical need affected counties that
did not previously have that requirement, forcing
them to close out clients who still had needs but no
longer met the requirements for the FSP program.
Counties and providers noted a need for technical
assistance and support beyond the initial rollout to
address challenges as they arose.

Even though defining graduation criteria was an
FSP Innovation Project activity, interviewed provid-
ers stated a need for clearer criteria for graduating
clients from an FSP program, particularly when a
provider intends to transfer the client to a step-down
provider. Providers noted that these criteria are not
currently aligned with step-down providers’ criteria,
and although a client may be considered stable under

an FSP program’s criteria, a step-down provider

may not concur with this assessment. Interviewees
explained that this disconnect between providers can
result in a client being sent back to an FSP program,
even if they no longer meet FSP criteria, which could
result in coverage and service gaps. Additionally, one
provider noted that FSP guidelines may not require
clients to make meaningful progress toward a goal,
such as reducing substance misuse, and may end up
continuing to misuse substances while benefiting
from the supports that the FSP program provides,
resulting in challenges with determining whether
the client should continue to be included in the FSP
program.

Some Providers Had No Knowledge of Any
Changes Implemented as a Result of the FSP
Innovation Project

Some providers we interviewed expressed no knowl-
edge of departmental changes as a result of the

ESP Innovation Project. The providers who had no
knowledge of the project described their FSP pro-
grams as experiencing little change over the past sev-
eral years. Some shared that their key populations of
focus have not shifted in more than a decade. These
interviewees highlighted gaps in the program where
improvements could be made, which aligned with the
objectives of the FSP Innovation Project. For exam-
ple, these providers noted that improved step-down
or graduation guidance would be helpful and that
updates to metrics and tracking could improve their
ability to perform their jobs and measure impacts.

In these interviews, we described the FSP Innovation
Project and shared which innovation activities their
counties focused on, but the interviewees confirmed
no knowledge of changes being implemented at that
time. One interviewee stated that their program “has
not changed for me,” and another stated that they “do
not know” anything about the status of implementa-
tion changes. It is unclear why the implementation
of the FSP Innovation Project activities did not reach
these providers; this is an area that could benefit
from further investigation.
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Further Opportunities to Improve FSP
Programs Identified by Interviewees

Overall, interviewees considered FSP a sustainable
program that sets realistic goals with clients. Addi-
tionally, interviewees recommended sustained efforts
to regularly review tools and materials to ensure that
FSP materials remain relevant and useful. However,
interviewees identified several opportunities to
improve the overall FSP program, beyond the inno-
vations implemented in the current project.

Improve Data Management and Support the
Development of Useful Reporting That Can
Inform Operational Improvements

DCR reporting, data entry, and data quality arose as
common challenges across counties. These challenges
included determining how data would be collected
and entered and report preparation. Counties that
found a solution for the reporting challenge noted
that their solution relied on a specific individual
taking on the job to manually enter and process data,
highlighting a stopgap solution rather than a systemic
improvement. Interviewees recognized that relying
on a single individual would not be sustainable in

the long term. Interviewees shared that the process
was often done via paper or fillable PDF forms that
were then entered manually by a single staff member,
which also affected how frequently updated data
were available and the sustainability of this process.
Counties also acknowledged that their inability to
use the data was in tension with their requirements
that clinicians enter or provide the data: Counties did
not want to require that data be entered if they were
not going to be used. However, counties that were
able to make use of their data mentioned the value in
seeing program achievements, particularly with staff
engagement in FSP programs. Solving the data entry
and data quality challenge could greatly improve the
overall FSP program.

Improve Access to and Navigation of FSP
Programs and Connected Supports

Interviewees mentioned the disconnect between the
FSP program’s purported goals and the administra-
tive hurdles for connecting a client with basic needs:
The process to receive approval and resources to pro-
cure basic needs, such as clothing, medication, and

Interviewees identitied
several opportunities
to Improve the overall
FSP program, beyond
the iInnovations
mplemented in the
current project.

food, can take longer than is practical. In fact, one
provider mentioned regularly using personal funds to
bridge the gap while waiting for approvals from the
ESP program:

We’ve had these difficult situations where the
person needs their medications. And we’re
like, OK, if they don’t get their medications,
they could spiral, and they can get hospital-
ized, and they don’t have any money. And it
takes days to get FSP funds, right? We have to
fill out the form. We have to . . . find out how
much exactly. . .. And so there had been occa-
sions, many, many years, where I was in that
situation, where it’s like Friday, and I'm like I
need to make sure that this person has their
meds. So, you know, using my own money and
then trying to get reimbursed.

The administrative hurdles remain an issue for pro-
grams that have set up gift cards to support these
basic client needs, as the timeline to obtain the gift
card is not always compatible with the client’s imme-
diate need. Interviewees suggested additional techni-
cal assistance and support from Third Sector to help
counties navigate these situations.

Similarly, interviewees noted that clients who
may benefit from FSP programs may choose not to
take advantage of one because of the intensity of the
model. Counties requested additional support with
how to introduce FSP to clients, particularly parents
of children in need of services; how to understand
the program; how the different components work
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together; and how to build FSP services into their
daily lives.

Invest in Supporting Staff Morale, Motivation,
and Wellness

Interviewees identified staff morale, motivation, and
wellness as potential areas to dedicate additional
attention and resources in support of the overall
success of the FSP program. Providers mentioned a
reliance on specific individual clinicians and clini-
cal supervisors as a driver of program sustainability.
Counties highlighted the importance of program
champions, noting that as chronic staffing shortages
continue, reliance on these specific individuals could
affect program sustainability overall. Additionally,
interviewees typically mentioned that their FSP pro-
grams were operating at capacity; to expand eligibil-
ity, clients would have to choose to exit the program.
As FSP programs become more established and
systems are improved, clients may choose to remain
in FSP programs, which may result in a greater need
than there is capacity.

In addition to staff motivation, interviewees
noted the importance of supporting staff wellness as
part of the successful implementation of FSP. This
was identified as important to support client care,
reduce attrition, and promote the sustainability of
the model. Recognizing the complex needs of clients
and the demands on service providers, one provider
mentioned the use of the Professional Quality of
Life (ProQOL) measure by their clinical supervisor
to help maintain awareness of staff well-being and
identify opportunities to provide additional support
to staff, if needed. The ProQOL measure is designed
for health care professionals and others in fields in
which people work with individuals who experience
high levels of trauma.® Furthermore, providers noted
the importance of integrating team-building activi-
ties within the work schedule to help foster a sense of
community and facilitate open communication and
dialogue about staff needs. Unfortunately, one inter-
viewee mentioned that county staff were often asked
by leadership to provide feedback on what aspects of
the FSP Innovation Project could be improved, but
feedback and suggestions were not always adopted.
The interviewee noted that this situation resulted
in discouragement about the process and even staff

attrition. Interviewees mentioned the importance of
maintaining staff motivation in implementing FSP
programs, particularly when other priorities and
mandates arose.

External Factors Affect FSP and the
Implementation of the FSP Innovation Project
There were several external challenges identified by
interviewees that affected FSP programs. County
staff who were familiar with the broader uncertain-
ties of the behavioral health system had less confi-
dence in the sustainability of FSP and noted the criti-
cal impacts of external factors, such as housing costs,
housing eligibility, Social Security benefits, and fund-
ing of the program. These interviewees noted that the
funding landscape supporting FSP is shifting, and
funds supporting the program may be reallocated to
other programs, such as High-Fidelity Wraparound.
These external factors will have large impacts on the
sustainability of FSP over time.

The Department of Health Care Services’
California Advancing and Innovating Medi-Cal
(CalAIM) was brought up by providers as a challenge
with implementing FSP, because time and resources
needed to be redirected to understanding and imple-
menting the CalAIM changes. Specific examples
brought forward by interviewees were (1) the shift
to a different EHR system, (2) a notable decrease in
client referrals, and (3) changes in treatment plan
requirements. Furthermore, providers noted that the
expansion of services to clients with mental health
needs that their clinicians did not previously serve
required additional capacity building to ensure
that adequate and appropriate care was given. For
example, an interviewee stated, “We became a bigger
program. Having the two levels is also a huge change.
... Sometimes . . . were getting clients that have psy-
chosis. That’s a newer population, so I'm having to
look for training to train the staff to make sure that
they’re equipped to be able to deal with those clients’
needs.”

The affordability and accessibility of housing and
continuing medical care were identified as signifi-
cant factors affecting client graduation. Interviewees
noted that the financial stability of a client—and
their ability to afford housing or medication—has
become a more critical graduation criterion than
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clinical condition. If a client was unable to obtain
insurance coverage that adequately covered the cost
of their required medications, providers noted that
they were unable to graduate the client. Addition-
ally, although housing was widely understood as

an essential need that must be met for a client to
make progress toward wellness goals, interviewees
noted the disconnect between eligibility for state or
county housing programs and FSP, inhibiting gradu-
ation and requiring further investment of provider
resources. For example, FSP programs do not have
restrictions on eligibility for housing that other hous-
ing programs have, such as exclusions for people with
prior felony convictions or a minimum length of time
experiencing homelessness. Moreover, interviewees
emphasized that the rising cost of already unafford-
able housing creates a major challenge for discharg-
ing clients and sustaining a program. Interviewees
noted that, even as clients begin to meet their goals
and move toward graduation, they are often unable
to find affordable housing and must remain in the
program. Interviewees viewed this as an unresolvable
issue for people who cannot qualify for other hous-
ing programs because of prior felony convictions or
use of substances. Interviewees also noted that the
FSP program in some counties has become a primary
referral program for people being released from
incarceration, because of the housing benefit, even
when the potential client does not meet FSP criteria.
Interviewees noted that finding non-FSP funded
housing for clients ready to graduate from FSP or
people referred to FSP who do not meet program
criteria has become a major unbillable time burden:

One of the major challenges that we faced, and
I know other counties have faced as well is—

you’ll have people that essentially graduate FSP
but because they’re kind of tied into us finan-
cially for, like, rent, . . . it’s hard to let them
[graduate from FSP] without them failing and
sending them back on the street again. . ..
That’s probably been one of our biggest chal-
lenges and, . . . the Innovation Project I think
helped us address that more.

Discussion

Interviews with county staff and providers involved
in the second phase of the Multi-County FSP Inno-
vation Project highlighted multiple successes of the
initiative. Interviewees shared that the FSP Innova-
tion Project improved the efficiency and clarity of
the FSP programs and reported smoother operations,
clearer guidelines for staff, and improved communi-
cation with clients. The interviewees underscored the
benefits of involving existing staff in the development
of implementation tools. Interviewees perceived that
this approach led to increased buy-in and commit-
ment to the project while also supporting staff in
identifying opportunities to build their capacity to
better support clients. Interviewees noted that early
indicators from counties suggest that the FSP pro-
grams are having positive impacts on clients, with
some counties reporting reduced hospitalizations and
arrests among their clients. Interviewees expressed
hope that the ongoing implementation of FSP Inno-
vation Project activities will further enhance FSP’s
positive impact on client outcomes. Crucially, inter-
viewees highlighted that the FSP Innovation Project
facilitated valuable cross-county conversations that
allowed counties to share experiences and problem-

Interviewees shared that the FSP Innovation
Project improved the efficiency and clarity of the
FSP programs and reported smoother operations,
clearer guidelines for staff, and improved
communication with clients.




solve shared challenges. Interviewees found that this
supportive environment not only allowed for shared
learning to enhance program implementation but
also fostered a sense of community that is important
to sustain this work.

Our evaluation findings are limited by a rela-
tively small sample size. Eleven interviews were
conducted from a possible total of 14 across the
three counties. The included counties are considered
medium (Stanislaus) and small (Lake, Napa) by the
California Department of Finance and may have had
fewer potential individuals to interview.!° Findings
are also limited by attrition and turnover experienced
by the counties between engagement with Third
Sector and this evaluation, as some interviewees were
newer staff who had limited familiarity with the
project.

Despite these limitations, this second phase of
FSP Innovation Project implementation highlighted
several opportunities to improve future rollout.
Scheduling challenges affected the ability of staff
to participate in the FSP Innovation Project, which
might have disproportionately affected smaller coun-
ties that have fewer staffing resources. Future efforts
should prioritize inclusive approaches to provide
more opportunities for county staff to participate
without compromising their other responsibilities.
There is also an opportunity for better dissemination
and communication about FSP Innovation Project
activities to providers on the ground. The interviews
highlighted a gap between leadership’s understand-
ing of the impact of FSP Innovation Project activi-
ties and on-the-ground providers who implement
the innovations. Some staff lacked clarity on the
purpose and rationale behind the FSP Innovation
Project, which affected buy-in and implementation.
Ensuring that staff understand the changes and
their benefits is crucial for successful implementa-
tion. Providers additionally highlighted the need and
desire for more-structured and clearer guidelines to
support decisionmaking regarding client eligibility,
step-down, and graduation, which further high-
lights a disconnect between FSP Innovation Project
activities developed at the county level and the pro-
viders responsible for implementing these activi-
ties. Finally, there is a clear opportunity to better
coordinate step-down processes with other service-

providing agencies to improve the success of program
implementation.

Quantitative Evaluation:
Findings from Patient Data

We analyzed EHR and program data to answer
evaluation questions about (1) the impact of FSP
programs on participant outcomes and (2) whether
this impact changed over time as a function of par-
ticipation in the Multi-County FSP Innovation Proj-
ect for the second cohort of counties. We conducted
a pre-post comparison of key outcomes for 901 FSP
program participants, looking at changes over time
within the group of individuals served.

Methods

Evaluation Data

We evaluated the effectiveness of FSP programs at
improving participant outcomes by comparing data
that covered the year prior to a participant’s enroll-
ment in an FSP program with data covering the first
12 months after enrollment to assess whether out-
comes improved after enrollment. We relied on two
primary data sources for these analyses: the MHSA
DCR and EHRs from the counties’ DBHs. The DCR
system includes the Partnership Assessment Form
(PAF), which is completed when a participant enrolls
in an FSP program; the Quarterly Assessment Form
(3M), which is completed every three months of
participation; and the Key Event Tracker (KET) data
that contain records for each change in a participant’s
housing, employment, or education. The EHR data
identify each time a service is provided to an FSP
participant and includes the type of service and the
date on which it was provided.

We also evaluated the potential impact of par-
ticipation in the Multi-County FSP Innovation Proj-
ect for the second cohort of counties by comparing
changes in FSP participant outcomes prior to the
start of the project with outcomes after the project
ended.

The FSP Innovation Project’s design and imple-
mentation phase with the second cohort of counties
took place in two stages. Lake County and Stanislaus
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County started in July 2021 and finished in June
2022, and Napa County started in October 2022 and
finished in September 2023. We requested DCR and
EHR data for all FSP participants who enrolled at
any time from July 1, 2020, through June 31, 2023,
for Lake County and Stanislaus County and any time
from October 1, 2021, through September 30, 2024,
for Napa County.

Outcome Measures

The outcome measures we evaluated were selected by
counties in the first cohort through a collaborative
process guided by Third Sector and were carefully
aligned with the primary objectives of the DBHs and
FSP programs. Table 2 summarizes the final set of
outcomes identified through this process.

We assessed the association between FSP par-
ticipation and potential changes in these outcomes
by comparing their values in the year prior to
enrollment with the first year of participation. All
outcome measures, with the exception of social con-
nection, were tracked in DCR data. Data for the 12
months prior to enrollment were captured on the
PAF through a series of items that covered housing
status, inpatient psychiatric admissions, and arrests.
These items had the following structure: “How many
times in the past 12 months did you live with a family

TABLE 2

member?” and “How many days during the past 12
months did you live with a family member?”

The PAF items cover the 12 months prior to
a participant’s enrollment, so we created outcome
measures before and after enrollment that cover 12
months. Data for the first 12 months of participation
after enrollment were captured in the KET.

Counties in the first cohort agreed to add a
measure of social connection as part of the FSP Inno-
vation Project, but adding a new measure was chal-
lenging, and no counties in either cohort were able
to implement this addition during the data collec-
tion period we examined. As a result, we are unable
to assess the impact of FSP programs on social
connection.

Service Utilization

ESP participants commonly receive case manage-
ment, rehabilitation, medication management, and
psychotherapy, among other services. Counties
record the number of times a participant receives

a service in their EHR data. We used EHR data

to count the number of each type of service FSP
participants utilized during the first 12 months of
their enrollment and used these counts to evaluate
whether there is an association between utilization
of these services and outcomes for FSP participants.

Outcome Metrics Selected by the FSP Innovation Project

Outcome Measure

Definition

Days of stable housing

The number of days during the 12 months pre- and postenrollment that a participant

experienced stable housing in a home in which they hold the lease or share in the rent or
mortgage, with adult family members, or in a single-room occupancy (must hold lease)

Number of mental health inpatient
admissions

Number of mental health inpatient
days for those with an admission
psychiatric care

Ever arrested (yes or no)

Number of arrests for those with at

least one postenrollment?

Social connectedness (Likert scale,
never to always)

The number of times during the 12 months pre- and postenroliment that a participant was
admitted to a psychiatric hospital or general hospital to receive psychiatric care

The number of days during the 12 months pre- and postenrollment that a participant
with an admission experienced in psychiatric hospitals or general hospitals to receive
Was the participant arrested during the 12 months pre- and postenroliment?

How many times was the participant arrested during the 12 months pre- and

How often did the participant get the social and emotional support they needed during 12
months pre- and postenrollment?

SOURCE: Reprinted from Eberhart et al., Evaluation of the California Multi-County Full Service Partnership Innovation Project, Table 2, p. 16.

NOTE: DCR PAF and KET data are used to compute all but social connectedness. Counties planned to add social connectedness to the 3M assess-

ment, but we did not receive any data that included this measure.




Service utilization is recorded in EHRs only follow-
ing enrollment in an FSP program, so we were unable
to discern a causal relationship between receiving
services and outcomes, because we could observe
both only during the same period.

Although our outcomes measures were consis-
tently coded in the DCR data, there was variation in
how counties recorded services. We reviewed service
codes in the EHR data we received and classified
them into the following categories:

 case management

o individual therapy

o group therapy

o medication management
o rehabilitation services.

Housing services were not separately identified from
case management in most counties’ EHRs.

Statistical Models

To estimate the association between FSP participa-
tion and changes in outcomes, we compared each of
the outcomes in Table 2 for the 12 months prior to
FSP enrollment with the first 12 months of FSP par-
ticipation. This model answered the question, “Did
ESP participants demonstrate improvement before
versus after participation?” In other words, did they
get better over time?!! It should be noted that because
we do not have a comparison group of similar
individuals who did not participate in an FSP pro-
gram, we are unable to cleanly identify a causal link
between FSP participation and outcome changes; it
is possible that the participants would have improved
over time on their own.

To evaluate the association of FSP participation
with potential changes in outcomes, we estimated
models with a pre-post structure that had an indica-
tor for the first 12 months of enrollment. The coeffi-

TABLE 3

cient estimate for this indicator is our estimate of the
association between participation in an FSP program
and each outcome. We include calendar-year indi-
cators to control for state-level external effects that
could also influence the outcomes.

To estimate the association between FSP service
utilization and participant outcomes, we focus on
the first 12 months of FSP participation and regress
each outcome on the number of times a participant
receives each type of service. The coefficient esti-
mates for these counts are the estimates for how
the intensity and type of services provided by FSP
programs are associated with participant outcomes.
The data do not allow us to confidently estimate the
exact timing of service utilization relative to outcome
changes, so we are limited to estimating the con-
current association between service utilization and
potential changes in outcomes.

To estimate the association between a county’s
participation in the FSP Innovation Project and
potential changes in FSP participant outcomes, we
compare each FSP participant’s outcomes 12 months
before and 12 months after enrollment in an FSP
program and add a term to the model that identi-
fies participants who enroll one year after the start
of the FSP Innovation Project. This term captures
the moderation of the FSP program effect: whether
the effect increases or decreases as a function of FSP
Innovation Project participation. Table 3 summarizes
the dates of the pre- and postperiods of the FSP Inno-
vation Project for the counties in the second cohort.
This model answers the question, “Is participation in
the FSP Innovation Project associated with greater
improvement in outcomes over time?”

The forms of the models depend on the distribu-
tions of the outcomes. The number of days of stable
housing and the length of stay for psychiatric admis-

Date Ranges for Preperiod Year and Postperiod Year for the FSP Innovation Project

Participation Analysis

County Pre-Participation Year Post-Participation Year
Lake July 2020-June 2021 July 2022-June 2023
Stanislaus July 2020-June 2021 July 2022-June 2023
Napa October 2021-September 2022 October 2023-September 2024
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sions are distributed normally, and we use linear
models to estimate these associations. The number
of psychiatric admissions is a count of relatively rare
events and has an excess of zeros, so we use zero-
inflated negative binomial models to estimate these
associations.'? Whether a participant is arrested or
whether a participant has a psychiatric inpatient
admission is a yes/no outcome. We use a common
approach in modeling outcomes of this form and
estimate these associations with logit models. We use
maximum likelihood to estimate all of our models
and cluster standard errors by county and client ID
to account for the hierarchical structure of the data.
We report the average marginal effect, or the aver-
age effect in the population of FSP participants of a
change in the variable of interest on the outcome.

Results

Data Description

We received DCR data for 970 FSP participants
enrolled during the evaluation period in the three
counties in the second cohort of the Multi-County
FSP Innovation Project. We received the PAF records
required to identify outcomes prior to enrollment for
901 participants (93 percent). Our analyses are based
on this subgroup of participants. We use DCR KET
data and EHR data to identify outcomes during FSP
participation. Among the participants with a PAF
record, 76 percent had at least one event record, and
96 percent had at least one EHR.

KET forms are completed only when an event
occurs, such as a change in housing status. We ana-
lyzed the data assuming that the absence of KET
records indicates that no key events occurred. How-
ever, when there are no KET records, we cannot
definitively distinguish between whether the indi-
vidual served did not experience any events and
whether they experienced an event but a form was
not completed. This is a limitation of our approach;
however, we think that if there are missing data, they
are unlikely to affect the evaluation findings in a sys-
tematic manner. Because of our prior interviews with
providers,!* we think that any omissions are random
rather than occurring for a specific type of partici-
pant or situation.

Association Between Changes in Outcomes
with Participation in FSP Programs

ESP participants experienced significant improve-
ments in the average days of stable housing, the
likelihood of arrest, and the likelihood of psychiatric
inpatient admission compared with the year prior to
enrollment. However, the length of stay among those
with a psychiatric inpatient admission increased
(Table 4). The values reported in the last column of
Table 4 represent the average change after controlling
for the year of enrollment in an FSP program. Par-
ticipants experienced an average increase of 52 days
of stable housing in the first year of FSP participation
(95 percent confidence interval [CI]: 42 days to 63
days), compared with the 12 months prior to enroll-
ment. The likelihood of being arrested decreased by
16 percent (95 percent CI: 12 percent to 19 percent).
The likelihood of admission for psychiatric inpatient
care decreased by 10 percent (95 percent CI: 7 percent
to 13 percent), and the average annual length of stay
for those who had at least one admission increased by
27 days (95 percent CI: 13 days to 41 days). The pat-
tern of increased length of stay, even though the like-
lihood of admission decreased, may be related to the
seriousness of the admission. Admissions with lower
seriousness, and corresponding shorter lengths of
stay, might have decreased after participants enrolled
in FSPs because of better management of their condi-
tions or increased outpatient care. That effect could
lead to only observing more-serious admissions with
longer stays after participation, perhaps among the
more-complex enrollee cases.

Service Utilization

Table 5 summarizes utilization by FSP participants
of key services during the first 12 months following
their enrollment. The most prevalent service that
participants received was case management, utilized
by 90 percent of FSP participants, with an average
of 11 services during the first year of enrollment.
Rehabilitation services were utilized by 83 percent
of enrollees, and they received an average of 12 ser-
vices during the year. Most participants (61 percent)
utilized individual or group therapy, and fewer than
half (22 percent) utilized medication management
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Table 4

Change in Participant Outcomes from One Year Prior to Enrollment in an FSP Program
to One Year After Enrollment

Change in Average Value
Average During Average During Year  After Controlling for Year of

Outcome Measure Year Preenrollment Postenrollment Enrollment?
Number of days of stable housing 212.5 264.7 52.2%**
Ever arrested (%) 15.9 2.0 -15.8***
Number of arrests for those with at least one 1.5 1.4 -0.2
Ever admitted for psychiatric inpatient (%)° 27.7 17.8 —9.9%**
Number of psychiatric inpatient stays for those with 2.4 2.3 -0.1

at least one

Length of stay for those with an admission (days) 31.0 58.1 27.3***

NOTE: * p < 0.05, ** p < 0.01, *** p < 0.001.

@The estimated difference in outcomes (postenroliment — preenroliment) for FSP participants is based on a regression model controlling for year of
enrollment. The values reported in this table are the marginal effects from the model estimates based on the maximum likelihood, with standard errors
clustered at the county and participant levels. We did not estimate models for outcomes with O for all participants preenroliment.

b The summary of psychiatric admissions here is different from Table 3 of the first cohort report (Eberhart et al., Evaluation of the California Multi-County
Full Service Partnership Innovation Project, p. 19). The smaller sample size at the county level required a different analytic approach.

TABLE 5

Summary of Key Service Utilization in the 12 Months Following Participant Enroliment
in an FSP Program

Enrollees with Any  Average Number of Minimum Number Median Number Maximum Number

Service (%) Services of Services of Services of Services

Therapy 60.5 5.3 0 1 98

Medication 22.2 0.9 0 0 21

management

Rehabilitation services 83.0 1.9 0 118

Case management 90.4 11.0 0 6 107

Any of the above types 100.0 29.0 1 20 205

of services

services. It is possible that participants received case tion and improved outcomes in some cases, there

management as part of rehabilitation or medication was the opposite association in others. Each visit

management services, and it is also possible that par- for individual or group therapy was associated with

ticipants received additional services during a visit an average increase in the number of days of stable

that are coded as case management. housing (1.1 days; 95 percent CI: 0.7 days to 1.5 days).
The utilization of rehabilitation services was also

Association Between Service Utilization and associated with an increase in the number of days of

Changes in Outcomes stable housing (0.8 days; 95 percent CI: 0.2 days to 1.3

Service utilization was associated with each of days). Medication management was associated with a

the outcomes we evaluated (Table 6). Although
there was an association between service utiliza-

decrease in the likelihood of any arrest (-0.1 percent;
95 percent CI: —0.04 percent to —0.02 percent) and a
decrease in the likelihood of any psychiatric inpatient
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TABLE 6

Estimated Difference in Participant Outcomes Associated with Level of

Service Utilization

Number of  Any Psychiatric = Number of Psychiatric Length of Stay
Arrests Inpatient Inpatient Admissions for Those with
Days of Stable  Any Arrests? Among Those Admissions? Among Those with an an Admission
Service Housing (%) with Any (%) Admission (Days)
Therapy 1.1** 0.1%** 0.01* 0.3*** 0.0003 -0.6
Medication -2.4 -0.1** 0.3*** -0.2* 0.08*** 2.5
management
Rehabilitation 0.8* -0.1** -0.01*** -041 0.01 -0.2
services
Case -1.5* 0.06*** -0.001 0.7*** 0.02*** 0.1
management

NOTE: * p < 0.05, ** p < 0.01, *** p < 0.001. The estimated change is based on the regression model controlling for year of enrollment. The values reported
in this table are the marginal effects from the model estimates based on maximum likelihood, with standard errors clustered at the county level.

admission (0.2 percent; 95 percent CI: —0.04 percent
to —0.33 percent), and the utilization of rehabilita-
tion services was associated with a decrease in the
likelihood of arrests (—0.1 percent; 95 percent CI:
—0.03 percent to —0.16 percent).

However, utilization of case management was
associated with a decrease in the number of days
of stable housing (1.5 days; 95 percent CI: 2.3
days to —0.8 days), an increase in the likelihood of
arrests (0.06 percent; 95 percent CI: 0.04 percent
to 0.07 percent), an increase in the likelihood of
any psychiatric inpatient admissions (0.7 percent;
95 percent CI: 0.4 percent to 0.9 percent), and an
increase in the number of admissions for those with
any (0.02 admissions; 95 percent CI: 0.016 admissions
to 0.033 admissions). Although utilization of medica-
tion management was associated with decreases in
the likelihoods of arrest and psychiatric admission,
it was also associated with increases in the number
of arrests for those with any (0.3 arrests; 95 percent
CI: 0.27 arrests to 0.37 arrests) and the number of
psychiatric inpatient admissions for those with any
(0.08 admissions; 95 percent CI: 0.05 admissions to
0.10 admissions). The utilization of individual or
group therapy was associated with an increase in
both the likelihood of arrest (0.1 percent; 95 percent
CI: 0.03 percent to 0.11 percent) and the likelihood of
a psychiatric admission (0.3 percent; 95 percent CI:
0.1 percent to 0.4 percent).

The counterintuitive, negative associations
between service utilization and multiple outcomes
highlight the challenges in interpreting these results.
For example, it is possible that increased case man-
agement causes declines in some outcomes, but it is
also possible (and more likely) that more-complex
ESP participants with worse outcomes (e.g., unstably
housed individuals) on average utilized more case
management. We are unable to distinguish among
the possible causal relationships and can only esti-
mate an association.

Association Between County Participation in
the Multi-County FSP Innovation Project and
FSP Outcomes

We examined outcomes for FSP participants who
enrolled prior to each of the second-cohort counties
participating in the FSP Innovation Project versus
those participants who enrolled one year after a
county’s participation ended. FSP participants who
enrolled after the end of the FSP Innovation Proj-
ect experienced a greater decrease in psychiatric
inpatient length of stay than participants who
enrolled prior to the project.

Prior to the counties in the second cohort par-
ticipating in the FSP Innovation Project, the length
of stay for psychiatric inpatient admissions increased
an average of 41 days for FSP participants. After the
second-cohort counties participated, the length of
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Participants experienced increased days of stable
housing, decreased justice system involvement,
and reduced incidences of psychiatric inpatient

admissions.

stay for psychiatric inpatient admissions increased an
average of two days, a difference of 39 days (95 per-
cent CI: 16 days to 63 days). Changes in the other
outcomes were not significantly different after par-
ticipating in the FSP Innovation Project.

Discussion

Outcomes for FSP participants improved during the
first 12 months in an FSP program relative to the 12
months prior to participation: Participants experi-
enced increased days of stable housing, decreased
justice system involvement, and reduced incidences
of psychiatric inpatient admissions. The amount of
FSP services participants utilize is associated with
changes in outcomes. In most cases, utilizing more
services yields improvements in some outcomes and
declines in others. This result may be because more-
complex cases that could have much worse outcomes
require more service utilization. However, we are
unable to determine whether these associations are
causal, because our evaluation lacked a control group
for comparison. Therefore, we cannot definitively
determine whether FSP enrollment is the cause of
the changes we observed. It is possible that some
ESP participants would have experienced improve-
ments even without the program, simply because
people’s circumstances tend to fluctuate over time
and because individuals served by FSP programs
were facing significant challenges when they began
the program.

We found that Multi-County FSP Innovation
Project participation was associated with improve-
ment in psychiatric inpatient length of stay for
FSP participants. No other outcomes significantly

changed after Innovation Project participation for
counties in the second cohort. The qualitative data
indicated that counties’ identification of common
metrics might have led to more-consistent use of
measurement-based care, which could improve the
quality of care and, in turn, outcomes. At the same
time, several counties succeeded in establishing
guidelines for readiness to graduate FSP and move
to a lower level of care; this innovation might have
increased the capacity for individuals at the higher
level of need that FSP programs are intended to serve.
These higher-need individuals may be more likely
to experience significant change in response to FSP
participation.

Conclusion

The evaluation provides evidence that the second
cohort of counties participating in the Multi-County
ESP Innovation Project successfully implemented
intended changes, including standardized process
and outcome metrics and guidelines for enrollment
in and graduation from the program. However, on-
the-ground providers implementing FSP programs
did not always feel the impact of these changes.
Looking forward, there is an opportunity to enhance
the dissemination of the innovations to providers.
This approach could take many forms, from involv-
ing providers in the design and implementation of
the innovations to building FSP guidelines into pro-
vider contracts.

Individuals served by FSP programs experienced
improvements in key outcomes, including increased
days of stable housing, decreased incidences of crimi-
nal justice involvement, and reduced psychiatric
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inpatient admissions. Individuals served experienced
a bigger decrease in psychiatric inpatient length of
stay after counties participated in the FSP innova-
tion project, suggesting that the project might have
affected this patient outcome.

The early successes of the FSP Innovation Project
in this cohort of counties, as well as the first cohort,
suggest that spreading the innovation activities to
more counties throughout California may be benefi-
cial. In doing so, counties should take into account
lessons learned from the current evaluation, particu-
larly with respect to the need for strong communica-
tion to providers about the innovations and the avail-
ability of step-down care options.

Abbreviations
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Notes
1 National Institute of Mental Health, “Mental Illness.”

2 Substance Abuse and Mental Health Services Administration, Center for Behavioral Health Statistics and Quality, 2021-2022 National
Survey on Drug Use and Health, Table 32, p. 64.

3 Balogun-Katung et al., “Exploring the Facilitators, Barriers, and Strategies for Self-Management in Adults Living with Severe Mental
Illness, With and Without Long-Term Conditions.”

4 Significant portions of this report are drawn verbatim from our prior report on the first cohort of FSP Innovation Project; see Eberhart
et al., Evaluation of the California Multi-County Full Service Partnership Innovation Project.

> California Department of Health Care Services, “Behavioral Health Services Act.”

6 Eberhart et al., Evaluation of the California Multi-County Full Service Partnership Innovation Project.

7 Eberhart et al., Evaluation of the California Multi-County Full Service Partnership Innovation Project.

8 Eberhart et al., Evaluation of the California Multi-County Full Service Partnership Innovation Project.

9 Center for Victims of Torture, “ProQOL Measure.”

10 California Department of Health Care Services, Performance Outcomes System Measures Catalog, pp. 9-10.

11 Our report covering the first cohort of counties includes a detailed description of our models (Eberhart et al., Evaluation of the Cali-
fornia Multi-County Full Service Partnership Innovation Project). The summary in this section is based on that description. Some of the
wording in the sections that follow is similar to the language in the other report.

12 Cameron and Trivedi, Microeconometrics.

13 Eberhart et al., Evaluation of the California Multi-County Full Service Partnership Innovation Project.
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