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Abstract
To what extent can the Recovery-Oriented Systems of Care (ROSC) paradigm be found within the
public behavioral healthcare organizations of Utah? Following five months of interviews with
providers and managers of each public behavioral health organization in Utah, this report
summarizes the success and challenges these organizations have had in developing a ROSC
approach in the delivery services to and continuous support of clients seeking to recover from
mental illness and addiction. Recommendations for next steps for the continued progress of
ROSC are given.
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HISTORY OF RECOVERY ORIENTED SYSTEMS OF CARE IN UTAH
Recovery Oriented Systems of Care (hereafter referred to as ROSC) is a paradigm, a collection of principles and
premises. This paradigm guides organizations and the coordination of networks of formal and informal services
in development and mobilization to sustain long-term recovery for individuals and families impacted by
substance use disorders and mental illness. The ‘system’ in ROSC is not a treatment agency. While including
treatment as a component, ROSC includes the macro-level organization of a community, a state, or a nation.
(White, 2008) The initial discussions of ROSC can be found in the 1990s. These discussions continued into the
early 2000s resulting in increasingly formal descriptions of ROSC and the creating of a substantial set of
resources around ROSC in the later part of that decade, including the Substance Abuse and Mental Health
Administration’s (SAMHSA) ‘Recovery Oriented Systems of Care Resource Guide. (September 2010 – See
Appendix A)
In 2009, The Utah Division of Substance Abuse and Mental Health (DSAMH or ‘Division’) convened a committee
with representatives from the Division and treatment organizations interested in pursuing the development of
ROSC within Utah. This committee began with an extensive review of the literature around ROSC. Of notable
contribution to this literature was that produced by William L. White et al. through the Great Lakes and
Northeast Addiction Technology Transfer Centers. From 2009 through 2011 the committee discussed how the
ROSC paradigm could be infused into the Utah system. The committee produced a vision document that
compared the current paradigm for serving the Substance Use Disorder (SUD) population with how the new
ROSC paradigm might play out in Utah. (See Appendix B; ROSC Comparison) While no specific organizational
changes resulted during these early discussions, the seeds of a new paradigm had been firmly planted in the
minds of those determined to see change in Utah.
Early in 2012 the Clinical Directors of the Utah Behavioral Healthcare Committee (UBHC) formally created a
ROSC subcommittee, tasked with moving the Utah behavioral healthcare system in the direction consistent with
the ROSC paradigm. The ROSC subcommittee eventually developed the ROSC Continuum Matrix. (See Appendix
C) Knowing that the development of ROSC is a long term strategy, the subcommittee chose engagement as an
initial area of focus.
Engagement includes the processes of systems aiding individuals and families in accessing treatment services
and the processes in treatment that encourage and support those individuals and families remaining involved in
the recovery services. For initial engagement to be effective, clients starting in services must acquire hope that
the providers and services will be worth their time and effort. Otherwise, they will quickly drop out of services.
A well-documented factor in developing this kind of hope is the perceived relationship with the provider(s). The
clients must come to feel the provider cares about them, is focused on what the client wants and that the
provider can help them with their concerns.
The subcommittee determined that systemic demands for significant amounts of data from the client within the
initial sessions created a barrier for development of the necessary engaging relationship. Working with the
DSAMH and the Utah Department of Health (Medicaid) the subcommittee developed principles for ‘Ongoing
Assessment.’ These principles allow and encourage providers to focus the initial contact(s) on engaging clients,
gathering a few key data elements at first and then as the relationship develops, continue to gather the other
necessary data elements over time. The principles shift the paradigm of the assessment from being an event to
that of being a process.
Engagement is not just an aspect of the early stages of treatment and recovery. It continues throughout
treatment and even after it has concluded. An essential tool of treatment is a treatment plan, also referred to
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as a recovery plan. It is intended to be a map for guiding client and provider in how the client’s concerns will be
addressed and the client’s goals will be achieved. (See Adams and Greider) When used correctly, the plan can
provide a source of continued engagement for the client. When not used or used incorrectly, the plan or lack
thereof becomes a deterrent to engagement as a result of the client feeling directionless in their recovery and
not having a frame of reference for progress.
Historically, organizations have attempted to force recovery plan relevance by requiring that the plan be
reviewed at preset intervals. While these intentions were certainly worthwhile, there appears to have been a
paradoxical effect, in that providers would review the plans at the required intervals and ignore them in
between. The reviews also appeared to have been more perfunctory and did not include nor were aimed at
being relevant for the client. With this in mind, the subcommittee and partners developed principles of
‘Ongoing Planning.’ These principles removed the periodic review expectation and replaced it with the
expectation that the plan be incorporated into the routine process of treatment with the goal of making the plan
dynamic and relevant for the client. Like Ongoing Assessment, Ongoing Planning shifts the paradigm of
recovery plan from being seen as a series of events to that of an ongoing process. Again, the overarching goal
was to help providers maintain engagement with clients.
The subcommittee developed an Executive Summary of the proposed principles of Engagement, Ongoing
Assessment, Ongoing Planning and Treatment. (See Appendix D) In the Summary the subcommittee
recommended that Division Directives and the Utah Preferred Practice Guidelines be modified to incorporate
these principles. Working with the Division over the next couple of years, the subcommittee helped rewrite the
Preferred Practice Guidelines. (See Appendix E) The Division Directives were also adjusted accordingly. In
addition, the Utah Department of Health (Medicaid) removed the periodic review requirement for recovery
plans, replacing it with an expectation of continuous review and update.
As efforts with the Preferred Practice Guidelines we going on, the ROSC subcommittee also began discussing the
phase of ROSC referred to as Continuous Recovery Management/Support, hereafter referred to as Recovery
Support. (See Appendix C; ROSC Continuum Matrix) Discussions centered on how provider organizations could
extend their relationship with and support of clients in their recovery well beyond traditional treatment.
Various activities were identified along with the barriers to implementing those activities. Some of the Clinical
Directors reported that they were ‘experimenting’ with some of the ideas for implementing Recovery Support
and finding ways to address the barriers.

DEVELOPMENT OF THIS PROJECT
All of the efforts described above occurred between early 2012 and early 2014. Upon completion of the
rewriting of the Preferred Practice Guidelines and the Division Directives, the UBHC Clinical Committee
discussed how implementation of the principles seemed to be going in each of the respective organizations
represented on the committee. The subcommittee also began discussion of where in the ROSC model (refer to
Appendix C; ROSC Continuum Matrix) that the subcommittee should next focus its efforts. In these discussions,
the proposal was made that a more formal assessment of how well the ROSC principles had been disseminated
and adopted across the state be devised and implemented. This formal assessment was proposed to the UBHC
Executive Committee and approved to be conducted.
A team of four interviewers were identified from the ROSC subcommittee. These included, Michael Cain, Bruce
Chandler, Kristen Reisig and Doran Williams. It was decided that in most cases there would be at least two
interviewers. In order to maintain continuity, one of the interviewers, Michael Cain, was assigned to participate
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in all of the visits. A template of questions was developed. (See Appendix F; ROSC Question Set) A schedule of
interviews was created that took place as follows:

Bear River Health Department
Summit
Central Utah Counseling Center
4 Corners Community Behavioral Health
San Juan Counseling Center
North East Counseling Center
Utah County ADAPT
Weber Human Services
Bear River Mental Health
Utah State Hospital
DSAMH
Davis Behavioral Health
Southwest Behavioral Health Center
Valley MH – SL County/ Tooele
Wasatch Mental Health
Wasatch County Family Clinic

1/9/15
2/9/15
2/23/15
3/3/15
3/19/15
3/20/15
3/26/15
3/30/15
3/30/15
3/31/15
3/31/15
4/1/15
4/9/15
5/7/15
5/14/15
5/15/15

Each of the Clinical Directors were asked to identify a cross section of their organization to participate in the
interviews. It was left to their discretion if this would include management personnel or not.
As the first couple of interviews proceeded, it became obvious that the process would be most productive if the
interviews followed the question set as a guide rather than a script. The interviewers had quickly discovered
that there was considerably more candor when the interviewers allowed the participants to express themselves
about the question topics for which they had passion and opinion, rather than sticking strictly to the question
set. Each of the visits was recorded, with a couple of exceptions where the recording equipment did not
function properly. The recordings were reviewed for themes and key points, which were collected and
aggregated. The report below is organized according to the identified themes, based on the responses. From
the responses within the themes and key points, recommendations have been made at the conclusion of the
report.
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Report
GENERAL UNDERSTANDING AND INCORPORATION OF ROSC
In most cases, when asked about what participants’ understanding of ROSC was, the responses were given as
one or two word labels, such as: strength-based, person-centered, holistic, whole health, wellness, trauma
informed, client choice, wraparound services, integration, and collaboration, to name a few. When pressed for
more detail or to explain, participants quickly moved from these labels to descriptions of what they were doing
in their organization; it was these descriptions that gave the best indication of their understanding of ROSC. For
this reason, both what the participants understood and what the organization did are described together under
each theme below.
Focus on Strengths
While not mentioned as frequently as one might expect, the focus on strengths was identified by at least 3
organizations. In these cases it was described with examples, such as how one organization emphasized a
client’s musical skills to enhance his engagement in treatment and progress in recovery. One organization
emphasized that ROSC is about the primacy of adding positives to a person’s life over removing negatives.
Another group reported on their emphasis of engaging clients by finding out what is working with clients and
strengthening them rather than focusing on what is not working.
How the Client and Client Behavior is Perceived
Several organizations discussed how the lens through which they view their clients and their behavior changed.
One organization reports that the lens resulting from being trauma informed has helped with engagement.
They said, ‘The lens of trauma allows us to see substance use as a coping skill rather than a pathology.’ Clients
are seen as 'functional' in their efforts to cope with life and their past. For some organizations, how client
behavior is perceived has changed significantly. Rather than seeing unwanted behaviors as lack of motivation or
failure to engage in treatment, they are seen as symptoms of mental illness or addiction and part of the
recovery process. Consequently the response of providers and others has changed. What was seen as black and
white in the court environment is now turning ‘grey.’ Rather than focusing on sanctions such as jail, providers
are turning towards therapeutic activities that will help the client. Jail is now only used for safety. The intensity
of clinical and recovery services increased rather than using incarceration as a response to negative behavior.
‘Dirty UAs’ do not mean an automatic return to jail as they did in the past.
Proactive Posture
At least half of the organizations have adopted a more proactive posture in relation to engaging their clients.
One organization described it this way: “You have to run away from us to not engage with us.” Another said,
“We go after the clients.” An organization reported learning that a personal contact prior to the 1st
appointment increased the likelihood that a client would show up. Another also conducts pre-appointment
rapport building by phone. One organization uses Access to Recovery (ATR) funds to help fund Case Managers
conducting assertive outreach at the front end of treatment to help enhance client engagement. And another
has established a process where the Clinical Director will conduct outreach when a person cancels or does not
show up to three initial appointments. The Clinical Director will then offer a same-day appointment to that
client.
Several organizations are finding ways to intervene with individuals and families who are not yet in services.
Some offer interim services for these ‘pre-clients,’ such as interim groups and transitional groups for those
coming out of incarceration. Some are using partner organizations to help facilitate early intervention.
Intermountain Healthcare is paying one organization to help them do early identification of mental illness.
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This proactive posture is not just at the initiation of treatment. Organizations are also assertively reaching out
to clients during and after treatment. Some organizations offer ‘check-up’ appointments. (This will be
discussed further in the Recovery Supports section.) One organization reported using ‘hot lists’ in their daily
‘huddles’ in order to chase down no-show or low motivation clients they are concerned about. Another
organization uses their crisis team to do assertive outreach to clients coming out of acute hospitalizations.
Many of the organizations have implemented or are considering mechanisms for maintaining ongoing contact
after treatment. One organization pointed out that their success in having this proactive posture was a result of
the permission and encouragement from organizational leadership to ‘go after the client.'
Fluid/Open Access Mechanisms
A few centers have adopted models of open access for initial visits. For these, clients can simply walk in or call
and come in to be seen. The primary method for doing this is the separation of the screening function from the
assessment and treatment function. The screening function is either provided by an individual or team set aside
with that specific role or by regular providers who have set aside blocks of time to complete the function. One
center pointed out that they are serving about 95% of initial clients at the time they walk in.
For some of the centers, these individuals are not licensed mental health therapists but have Social Service
Worker or Substance Use Disorder Counselor credentials who can provide this initial visit with a follow-up by a
licensed clinician. The centers who use this model are quick to point out that these providers are selected and
trained to be adept at engaging clients and committing them to continue with services.
Almost all centers have challenges with providing ready access to clients for ongoing appointments. (Refer to
Resources in the Engagement Challenges section.) To combat this, some centers offer clients the ability to
access crisis appointment slots for quick access. A couple of centers pointed out that they offer a wide range of
appointment options for clients by keeping schedules as fluid as possible including times outside of normal
business hours. One indicated they are getting an 80% capture rate for follow-up appointments. (20% no-show
rate, which is considered low, given the no-show rates suggested by other centers.)
Person Centered/ Individual Empowerment
While most centers provided the label of ‘person-centered’ in response to their understanding of ROSC, several
described specific changes in their philosophy or strategies that have helped them become more ‘personcentered.’ They described a movement away from a provider prescribed plan to a plan that responds to client
goals and desires. The centers used phrases like, ‘We help build the life clients want to have’ or ‘We give the
client what they want - which may not be treatment’ or ‘We help clients with what they need and not try to fit
them into our box’ or ‘We are now more willing to go with the level of care the client wants.’
In describing their initial session, several centers noted that the emphasis has moved away from a focus on
paperwork to a focus on the client. For some there has been a definite shift away from organizational demands
to the needs of the client. One center indicted their approach is no longer ‘cookie-cutter,’ but more culturally
sensitive to each client.
Many participants described a shift where clients are taking ownership of treatment and providers are readily
agreeing to give it to them. They indicated that this empowerment of clients is helping clients become less
dependent on providers, a desired treatment outcome stated by these providers. These participants said they
see the need for the client to be in control of the treatment process. They also said that providers need to let
the clients define and decide what recovery means to them. Participants said they are seeing this ownership
take root and clients are not only taking ownership of their own recovery, they are ‘owning each other.’ A
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participant pointed out that they are seeing the culture in groups changing to ownership of each client by the
group members. She described their groups as taking on a 'family-like' atmosphere with clients assertively
looking out for each other.
Transparency with clients is another value expressed by participants, a value they said is empowering to the
client. Several centers discussed the ways in which they are now ‘sharing the record’ with clients.
Holistic/Wellness
Several centers reported a move towards a more holistic approach and an emphasis on wellness. One center
indicated their view of the client is changing from seeing them as diagnoses to seeing them as a person and from
simply addressing the diagnostic symptoms to addressing the client’s overall quality of life. Several different
participants described that they are now listening to and addressing client concerns and desires well beyond the
issues of substance use or mental illness. One described their approach as being free to address anything ‘in
Maslow’s hierarchy, especially the basic stuff.’
Several centers described an increased emphasis on physical health with some describing the use of a lot more
health and wellness classes. Some centers have co-located and are integrating with primary care providers such
as Federally Qualified Health Centers. One center, while not co-located has developed a progressive
relationship with the primary care provider across the street. With the support of ATR funds clients who had
not seen an MD in 10 years are now getting physical issues addressed. The primary care doctor has created an
open access time just for the behavioral health clients. The provider also helps provide outpatient detox. The
center reports that clients are not accessing emergency services as much as they used to.
Lifetime Frame of Reference
Perhaps one of the most telling characteristics of an organization adopting a ROSC perspective is how they view
their involvement with clients over the client's lifetime. This was particularly poignant with one organization
who repeatedly said, ‘We are a part of their lives from 'cradle to grave.' Not only did they state this mantra, but
they described processes that had been put in place to assure the clients knew their organization was always
one they could turn to. For example, the administration put a rule in place that staff had to get approval to
discontinue services with clients who had not completed.
Some organizations described how they were focusing more on client’s long term goals and not just the more
immediate goals.
The whole concept of ‘discharge’ is being reconsidered by several of the centers. One participant said,
‘Discharge does not mean being 'done.' The concept of ‘done’ is going away.’ While it appears all centers still
‘discharge’ clients, many have adjusted process so that it is much easier for clients to return to care and
reengage. And, as mentioned in the Proactive Posture section, many are finding ways to reach out to clients
after the completion of formal treatment services.
System Wide Engagement
Engagement is not just a process that takes place between client and behavioral health provider. Engagement
between client and the whole system of care is also essential. These aspects of engagement were described by
several of the organizations. The importance of internal and external coordination was voiced repeatedly
throughout the visits. Comments included: ‘Getting all the providers/system components on the same page’;
‘Having all the systems working with the person so we are not working in a vacuum’; ‘ We are working towards a
seamless system’; ‘We hold hands with a lot of people, like Education, DWS, Health Department, the Sheriff,
6

THE STATE OF RECOVERY-ORIENTED SYSTEMS OF CARE IN UTAH
and Police Department’; and ‘Our program at the jail has been very effective because we recognized we were
guests in the jail and eventually became part of the jail culture.’
One center described how employers in their community are getting involved in the engagement process by
setting up motivational incentives for their employees to get into and succeed at treatment.
Partnering with Intermountain Healthcare, one center has been helping the healthcare providers use SBIRT to
engage clients who might not otherwise have been identified. Another center has partnered with
Intermountain to create a liaison position with the goal of assuring clients follow up within 7 days of an inpatient
stay. They are currently averaging about 4 days from inpatient discharge to follow-up appointment. They are
concerned that they are still not reaching the goal of 100% follow-up.
A couple of centers emphasized the value of their Family Resource Facilitators (FRF) and the use of wraparound
services. They described how FRFs are getting natural supports engaged, such as using LDS wards to ‘wrap’
support around clients.
Family Engagement
Another aspect of system engagement is how organizations and providers engage with families. Several centers
commented on this aspect. One center reported that they have significantly increased efforts with engaging
families. Another said they now treat the family as if they are the client. Some centers have increased the use
of family groups and family support groups. One participant pointed out that the family groups have helped
break down the ‘family secrecy’ that can be such an impediment to treatment. Another participant said that
their family support groups have helped families look at a broader range aspects of life that impact the family
and the client’s recovery. The critical role of the family in recovery was repeated several times throughout the
visits. One center reported that engaging the family has resulted in better outcomes for the client, including
attendance with treatment, medication compliance and reduced hospitalizations.
Engagement in the Initial Session(s)
The discussion of engagement often focused on the initial session(s) or first contact with clients. One aspect of
making the initial session(s) engaging is figuring out how to address paperwork so that it is not a barrier to
engagement. Several centers discussed this. Some are having clients’ complete paperwork in advance of the
initial session. They do this by sending paperwork to the client either digitally or by hardcopy. One center which
does this requires their providers to review the paperwork prior to the initial session to help them avoid
redundancy with questions. Other centers are holding the paperwork until after the initial session. They
indicate clients have responded positively to this approach.
Another aspect of this initial engagement is the focus of the 1st sessions with clients. Almost all centers
described that building of a relationship between client and provider is the primary focus of the initial session.
Phrases like ‘building rapport,’ ‘developing a therapeutic relationship’ were used frequently. Other areas of
focus in the initial session that were described include: using 1st session to ‘sell services’; teaching the process of
treatment; getting to know who the client is and focusing on what is relevant to the client which may include
food, shelter, or employment. A couple of centers reported that the OQ has been a good tool for helping the
client feel focused on. Most centers reported that the investment of time in developing relationships has
improved treatment.
Another area of discussion regarding initial engagement centered on what the client ‘takes away’ from the initial
contact. Several centers pointed out the importance of the client leaving the initial session ‘with something.’
Comments that portrayed this value included, ‘We want them to know a life-line is being offered’; ‘Giving the
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client a tool at the initial session gives them a sense of something they can do - gives hope’; ‘They need to feel
like what they are bringing is important’; and, ‘We applaud clients for coming in and focus on getting them to
2nd appointment.’
Finally, who provides the initial services also seems to be important. Some centers have identified specific
individuals, particularly adept at engagement to conduct their initial sessions with clients. One center reports
they use an engaging, (non-licensed) person to do their initial session. This person typically states to the clients
something along the lines of, ‘I’m not your therapist, but I will get your history so that the therapist can get right
in to your clinical issues.' He tells the client about 'their' therapist with the goal of having the client feel positive
about the therapist even before the first meeting. Another center uses Case Managers to do an initial visit.
They report these Case Managers often get information that clinicians may not get, such as issues around
housing or financial concerns.
New and Modified Processes
Several of the organizations described adding or modifying processes with the goal of facilitating engagement.
Most of these indicated that they had reduced the content of the initial evaluation. In some cases this was
dramatic, with several hundred questions or fields being dropped. Many of these described how their
Electronic Health Record had made this reduction of initial questions possible by moving to an ongoing
assessment process.
They also described how their recovery plans had become dynamic, ongoing documents. One center reported,
‘Our plan has become an ongoing document rather than something you do and put aside.’ Some centers are
able to document on the Recovery Plan directly from the progress note. Some centers do not yet have that
functionality but report they are moving in that direction. The content of recovery plans also appears to be
changing. One participant said their planning is no longer driven by a 'box' they have to fit into. Another said
their plans are more individualized, using ASAM as a guide.
There was also discussion with several centers about collaborative documentation. There seems to be a wide
variation of opinion and adoption related to this practice. Some centers focus on use of collaboration in
documentation, while other organizations see much less value in it or are even opposed to its use. Some said
they did not use collaborative documentation because they saw it interfering with the ongoing engagement and
treatment process. Several participants reported they are still trying to figure out how to make collaborative
documentation work. One organization’s leader indicated he felt collaborative documentation was very
valuable tool and believed that clinicians simply needed help seeing this value for themselves.
Other processes that have been modified with engagement in mind include: requiring clinicians to spend 3
sessions with individuals before referring to group; asking clients to ‘invest’ their initial session by paying a fee in
advance; and enhancing communication and collaboration between case managers and clinicians shortly after
initial sessions. Centers are reporting that these kinds of process changes have resulted in better client
engagement.
Engagement Via Deployed Services
Centers are reporting that work with clients is more frequently taking place outside of the traditional office and
more ‘where the clients are at.’ Services are increasingly being offered in the home, at school, in parks, on the
street, in the hospital, in nursing homes, at the airport, and in homeless shelters. This is particularly true of a
metropolitan center who has made deployment a high priority. This center has created ‘outreach’ teams tasked
with going to places like parks, libraries and shelters to find and engage those who need services.
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The centers who described their deployment activities also described the positive outcomes of deployment.
Those doing School Based Mental Health (SBMH) said it is making a difference to students. They said kids are
doing better in school, losing less time from school due to absence and that providers are seeing kids they would
not otherwise see. They indicate some students are ‘self-identifying’ because the providers are now in the
schools.
While one might think that productivity is reduced because of the travel time involved with deployment, one
center reports that productivity is higher for those providers who are deployed. They attribute this to the lower
no-show rate that results from going to where the clients are. Another interesting artifact is that clinicians are
reporting that therapy seems to be better when it takes place in these more natural environments, rather than
in the office.
Supervision and Fidelity Implementation of Evidence Based Practice
One center reported that the consistent use of a supervision model has helped clinicians get better at
engagement. This is attributed to a couple of factors: One, the supervision is focused on improving what
clinicians can do for the client and the clients notice and respond to this attention. Second, it was pointed out
that clients tend to engage better with confident clinicians and supervision helps providers become more
confident.
Some evidence-based practices specifically focus on the development of relationship and engagement. This
center suggests that adherence to the practices, as designed, can result in a more predictable outcomes,
including therapeutic relationship and engagement. One example is the use of the OQ as a tool for engagement.
While some centers described the OQ as a barrier to engagement, two centers said that use of the OQ in
ongoing treatment by noticing what is happening session to session engages clients in staying focused on
improvement.

ENGAGEMENT CHALLENGES
Inadequate Funding
Funding for client services, especially adults, remains a significant issue in Utah. Providers of youth services
explained that they have cases where youth have Medicaid coverage, but their parents who also need treatment
for the family to recover do not have the needed funding. There was almost universal expression of concern
that Utah has not acted to address the unfunded population. Participants voiced a common question, ‘What is
the State’s plan?’ Lack of funding is a significant barrier for some to engage in services.
For some clients, the funding does exist. But the clients do not know about it or accessing it is so complex they
are not able to make use of it on their own. Participants suggested the need for more and better trained
‘navigators’ to help clients find and access what is available.
In addition to addressing the needs of the unfunded, participants from almost every center identified services,
programs and activities that government and 3rd party funders, especially Medicaid, should fund. Those
mentioned include:
●
●
●
●
●

Expanding the psychotropic formularies
Dental services (Medicaid)
Provider time spent supporting peer and alumni groups
Services for the youth who are aging out of Medicaid coverage
Prevention and early intervention activities
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●
●
●
●
●
●

Therapist involvement in Wraparound activities
Activities for centers to 'reach up' to the state hospital
Living expenses for those coming out of jail
Access to Recovery (ATR) programs for all centers
More school based services
Components of DBT services

Several participants expressed dismay that Medicaid and other insurers will readily cover inpatient services but
not those services that really keep people out of the hospital, which, according to these participants, are not
the services currently covered, like psychotherapy.
Other centers expressed concern that they are not able to get on certain panels of the insurance companies of
existing clients and those asking for services. SelectHealth was specifically mentioned. However while some
centers maintained that they cannot get on the SelectHealth panel, others indicate they have recently been
allowed to join.
Several centers identified the challenge of working in a system where funding is compartmentalized or ‘in silos.’
They pointed out that when the funding is divided up like this there are almost always gaps where people and
critical activities are left without funding. An example of this, identified by two different centers, is the ‘First
Psychosis’ funding. One center expressed concern about the age limits. They wanted to serve ‘First Psychosis’
regardless of age, but were limited because of funding rules. Another indicated that they attempted to use ‘First
Psychosis’ funds to serve clients with prodromal symptoms and were told. ‘No, not until after first episode has
started.’ In regards to the ‘silos’ one participant said, ‘Let us do what we need to without the 'bucket'
restrictions, which usually takes away a key element.’
Some centers are finding creative ways to help clients who don’t have funding still access services. A good
example of this is an organization that coordinated with the provider of Equine Therapy to allow clients to do
work for the provider, like cleaning out the stalls, in exchange for receiving the Equine Therapy.
Lack of Other Resources (Besides Funding)
A concern expressed by almost all centers is the mismatch between demand and resources. Participants often
expressed that their large caseloads are getting in the way of engaging clients, especially as it relates to
treatment after the initial engagement. While efforts to create open and easy access for initial sessions is
proving successful, access to 2nd and subsequent appointments is becoming more challenging. Availability of
subsequent appointments may be 2-3 weeks apart. Consequently some centers are reporting a high no-show
rate for subsequent appointments.
A few centers reported that efforts such as Mental Health First Aid and assertive outreach are successfully
bringing more clients to treatment, but their system is not adequately prepared to handle the increased volume.
Some of these are considering an open access model as a way to deal with the demands.
Smaller, rural centers indicated that their size presented unique challenges. One pointed out that with just a
few providers it limited their ability to specialize in multiple Evidence Based Practices. This in spite of being ‘the
only game in town’ which has to deal with every kind of challenge that comes through the door, where
specialization could really be useful. Finding providers and peers who can speak other languages, including
Spanish is another challenge faced by the providers in smaller communities. A suggestion was made that ‘tele
med’ might be useful to deliver EBPs to rural areas.
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A resource deficit identified is the lack of infrastructure for implementing practices fully. For some, it is the
need for training in specific areas. One center asked for more practical training on how to implement these
ROSC processes in clinical practice. Along those lines, another center mentioned that graduate schools could
better prepare students to understand and work in a recovery oriented environment. Others areas identified
where centers feel they need more training are trauma informed care and the Zero Suicide initiative.
One center pointed out that while they have had plenty of training on some evidence based practices there is
little available in the way of resources to help them fully implement the practices they have learned about. An
example of this is a center that would like help with creating a clubhouse model.
Ironically, participants from another center which does have a clubhouse expressed concern that a significant
portion of their resources go the clubhouse population, leaving not as much available for the non-clubhouse
population who needs additional support.
One organization pointed out that their ability to get people into nursing homes or assisted living is very limited.
Documentation Demands
Perhaps the most common response to the question regarding barriers to engagement was concerns about
documentation demands. A surprising number of participants, including leadership, were not aware of the
changes the Division and Medicaid had made which lightened the demand of documentation in the initial
sessions. Several individuals described that their experience in the initial session was that they felt compelled
to focus on their documentation requirements rather than the client. As one participant put it, ‘I often ask
myself in the initial session, what does the chart need?’ But not 'what does the client need?’
With most participants who had a perception of onerous documentation requirements in the initial session, the
credit for these requirements was placed on the Division, ‘TEDS’ and/or Medicaid rather than their own
organization. In some instances participants said they felt like the requirements were actually increasing instead
of decreasing. A few acknowledged that it was their own organization still imposing the requirements for
‘heavy’ documentation in the initial sessions. One group indicated that their ‘internal auditors’ had a 900 item
checklist for documentation.
There were also participants who were aware of the changes in documentation requirements who still felt
compelled to gather all of the initial documentation they always have. There were several reasons given for this.
There were a few who said they simply felt it was valuable to get all the assessment information in the first
session. A couple of participants said that is the way they were taught and that is what was most comfortable
for them. Others indicated that they were required to have a diagnosis by the end of the first session and that
the only way to get to a diagnosis was to gather most of the assessment information anyway. Most of these did
not consider that a provisional or deferred diagnosis was okay. Another reason given was that they were
‘booked’ so far out for 2nd sessions that clinicians felt pressured to ‘get it all done’ because it would be so long
before they would see the client again.
Some expressed concern that they were being asked to document ‘things that are not there.’ For example they
indicated they are expected to document in every visit if the client is suicidal, even when it is clear the client is
non-suicidal. There were others who said they simply didn’t know how much documentation was really
necessary. They acknowledged that they were ‘over documenting’ just to be safe.
Except for those few who saw value in doing most documentation in the initial session(s), participants said they
did not agree that it was appropriate to do so much documentation and that it was a barrier to engagement.
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They said they would or did do private practice differently. Some described that it felt like there were a lot of
boxes they had to 'put' the client into before really getting to know the client. One said, ‘We have to 'put' the
client in a ‘box’ defined by the system and later find out we have the client in the wrong box.’ Therefore, a
majority of participants who felt they were ‘over documenting’ indicated they would like less required stuff at
the beginning so their focus can be the relationship and the client.
Reluctance to Disclose
Those centers who work a lot with clients who are court involved indicated that engagement is initially
hampered by the client’s fear of accurately reporting what is going on with them, both at the front end of and
during treatment. Their fear is that whatever they report will be passed on to the court or other authorities.
One center reported that their clients will not call the crisis line when the need to because of this fear. This
center is considering using a contractor to handle crises who would not be required to pass along information to
the court. One center indicated that they are often surprised by the disclosures they will get from clients after
'graduation,' telling them what was really going on.
Lack of Motivation/Conflicting Motivation
In some centers there were interesting discussions about interaction between engagement and client
motivation. At least three groups indicated a preference for working with clients who were court or corrections
supervised. They said that self-referred clients were not succeeding in treatment like the court-ordered clients
do. There were concerns that decriminalizing certain addiction or mental illness related behaviors will result in
fewer clients due to lack of external motivation. One participant indicated that their mandated clients who
graduate often do not voluntarily return to treatment because they see graduation as the goal and not recovery.
These centers acknowledged that ‘We have built a system where access to treatment is through crime.’ Some
participants openly wondered if internal motivation would really increase if access was not based on criminal
behavior.
Along similar lines, there was discussion that the treatment of self-referred and justice involved clients is
different. They indicate there are challenges with mixing these populations and one center is considering a
separation of these populations.
Other issues regarding motivation were brought up as barriers to engagement. Several centers who provide
School Based Mental Health (SBMH) indicated that getting parents to engage in the context of SBMH is difficult,
that some parents/family don’t come in to sessions or won’t complete the YOQ. One center said they are simply
going out to the homes of those who are not coming in.
Another youth provider described the challenge of being caught in the middle between fighting parents. In
these cases, the motivation of the parents is not treatment for themselves or even the child, but rather winning
the battle between them. Getting the parents to actually engage in treatment and focus on the needs of the
child is a delicate and taxing challenge. It also poses difficulty related to documentation as the clinician
attempts to document in way that does not fuel the fight.
Confidentiality/Disclosure Concerns
Several participants described how they felt rules of HIPAA and confidentiality are barriers to engaging clients in
locations that are more conducive to recovery. (See Engagement via Deployed Services) The participants
agreed that the clients themselves seemed very ready to engage in these more open places but it was the
clinician's own concerns about privacy rules that hampered use of these locations.
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Participants also described how Child Protective Services (CPS) reporting or the threat of reporting interferes
with clients engaging, especially early in treatment. They described how the shock of reporting in the first
session can interfere with or even derail engagement. In spite of this the participants acknowledged that this is a
necessary requirement that will not change.
Legal History and Stigma
The stigma associated with a person's mental illness or addiction and the legal history that often comes as a
result of mental illness and addiction continues to present a very significant barrier to sustained recovery. The
visits with almost all of the centers included discussion of these barriers. Participants brought up various ways
in which stigma impedes engagement and recovery. They described stigma within the communities, stigma held
on to by clients and even stigma exhibited by providers.
One center indicates that stigma remains well intact within their community. They said that local leaders have
said, in effect, ‘We want this to continue to be a rural community, with low crime rates; and to do that we need
to keep the ‘riffraff’ out.’ The center said those with mental illness and addiction get lumped into the riffraff
group. They have also heard community leaders say that providing public transportation and affordable or
subsidized housing attracts a population they don’t want to have. As an example of how far this can go, they
said they are aware of police harassing individuals with SUD in an effort to get them to move out. This center
reported that efforts to train the community regarding suicide have been met with the belief that ‘if we talk
about suicide we will have to deal with more of it.’ With stigma driven actions like these, individuals and
families go to great lengths to keep their challenges with mental illness and addiction from coming public, which
includes avoiding treatment.
Some centers described how community perceptions about mental illness and addiction can be ‘accepted’ by
clients and interfere with recovery. For example, the notion that drug use is a sin and consequently only needs
repentance rather than treatment dissuades some from getting help. There are still widespread beliefs that
‘relapse’ is a moral deficit rather than a condition of disease, resulting in clients not returning to treatment.
Several participants expressed the desire for their clients to see their behavioral health condition the same as
they do their physical conditions. A participant pointed out that most people return to their doctor when their
cancer relapses without feeling guilty about it. Another suggested we can learn something from AA because
they have been able to eliminate the concept of judgement.
Clients who have legal histories, especially felonies face particularly difficult challenges. Almost all the centers
discussed how this can have an impact on recovery. The impacts of legal histories on housing and employment
are discussed under those headings. A rural center indicated that AP&P does not allow probationers and
parolees to attend AA/NA as it is “association with known felons” leaving little in the way of other groups
supports.
One participant seemed to summarize the sentiment of many with, ‘Society needs to stop penalizing addiction
and mental illness.’ However, participants pointed out that it is not just society that does this, that we as
providers also penalize people for their illness. They said we need to ‘stop kicking people out of treatment for
exhibiting symptoms of the very illnesses we are treating.’
Confusing or Complicated Coordination Processes and System Fragmentation
Participants described several systemic aspects or conditions that hamper engagement and interfere with
treatment. These center around challenges with coordinating care between organizations and fragmentation
within the system.
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Transfer of information is one of the areas of concern. Sharing of information is impeded by misunderstanding
of privacy rules, unclear processes for sharing, and partner organizations who seem distracted or too busy to
share information. One of two organizations that share many clients expressed concern about their
coordination with one another. They indicated that due to time pressures it is difficult to find the time to
coordinate and collaborate. They said they are not aware of the resources or services each other has. One of
the participants said, ‘It would be great if our two organizations could just share some ideas with each other.’
One organization noted that in working with each of the other centers, they found that each center is on a
different ‘secured-email’ system and that there are 4 different EHRs in use. While it was acknowledged that
there is more consistency now in EHRs, a few participants proposed the idea of a statewide record system.
Several participants described the behavioral system as ‘fragmented’ from key partners, resulting in clients
either being slowed when transitioned from one program to another or one partner to another or even being
lost during the transition. Several examples of this were given throughout the interviews.
 One center pointed out that privatizing of some functions has also had a fragmenting effect and has
created challenges for their clients. Privatizing tracking bracelets has raised costs for clients and put the
use of this tool out of reach for some. Privatizing of tracking/PO services has resulted in delayed
response to client needs, leaving clients in relapse without support for too long. Private trackers and
POs also do not have the ability to arrest, meaning this has not occurred when it should. They have also
seen a reduced level of ‘ownership’ of cases, resulting in less individualized attention.
 The recent move by DCFS and Medicaid to limit case management done by the centers with foster kids
was a concern mentioned by several centers. They said that this case management was critical to
successful recovery for these kids and they would like to see the ‘limits’ removed.
 One center described how they are disconnected from the process of assigning DORA clients to
programs and levels of care. The partner with that authority is not adequately assessing clients prior to
making the assignments. Therefore, these clients were being assigned to the wrong services.
 Jail formularies are not consistent with what is prescribed in the behavioral health centers and are not
very effect for behavioral health conditions. This means that very frequently those coming out of jail
have to go through a change in medications
The Utah State Hospital (USH) team has a unique perspective on the behavioral health system because their role
requires their involvement with every center in the state. They indicate they see this fragmentation first hand.
They said that in no case are they actually able to see the clinical record of the clients being referred to them.
They only get what is sent to them and this varies dramatically from one center to another. They report that
they often have difficulty understanding ‘what happened out there' before the client got to USH. They don't
know the physical/medical issues of clients. They said they have difficulty ‘seeing the client story' and find
themselves reinventing the client's treatment because they don't know what has been tried.
The USH team said the centers are using very different practices and procedures when dealing with clients
transitioning from the state hospital. For example, some centers have transitional facilities while others do not.
They indicated these transitional facilities are very helpful with successful transition. They said they would also
like to see consistent use of ‘doc-to-doc’ consultations with all centers prior transition, because they often see
that the medications prescribed by USH are modified after a client has been stabilized on them and discharge.
USH attempts to adapt transition plans to the nuances of each center but find that often transition plans are not
meshing well.
An area of considerable difference between centers that is of particular concern to the USH team is ‘ownership’
of the unfunded. Some centers readily accept and work with the discharging unfunded clients while others do
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not. Along these lines, they said that centers vary widely in their understanding of responsibility for clients on
civil commitment.
Quite a few participants expressed the desire to know what is going on in the other centers in the state. They
said that would really like to learn from the other centers because they currently feel pretty much ‘in the dark’
about what is going on elsewhere in the state. These and other participants also indicated that they are not
clear on what the ‘state priorities’ are. They said that it feels like everything is being defined as a priority. One
participant said ‘The Division needs to lead out and take a stand.’
Other system issues that were reported include: partner agencies with perceived notions about what behavioral
health centers can and can’t do, which creates artificial barriers to client progress; scope of practice limitations
on certain disciplines, namely Substance Use Disorder Counselors (SUDC), which result in clients needing to be
transitioned after a good relationship has been established; and power struggles between disciplines, often
resulting in clients getting conflicting information.

ONGOING ASSESSMENT: MAKING THE ASSESSMENT RELEVANT TO THE CLIENT
Flexibility
For those centers aware of the changes in assessment requirements and the move to principles of ongoing
assessment, many positive aspects of the changes were described. Flexibility was one of these. Participants
indicated feeling free to go where the client needed to take them in the assessment/engagement process.
Several centers described having an electronic system that allowed them to add assessment information ‘on the
fly’ which gave the ability to: defer gathering some information in the service of engagement, easily change
the diagnosis as new information was gathered, and take their time in gathering information since the more
accurate information typically comes later in treatment.
Those participants whose system did not allow for easy additions to the assessment or for additions at all
indicated that their organization was either planning on implementing such systems or they indicated that they
wished their organizations would implement those kinds of systems.
Relevance through Engagement
Perhaps the most commonly described value of ongoing assessment for the client was the ability it gave
clinicians to focus on engagement early. Because of the ability to defer some data gathering clinicians reported
they were able to ‘give the client something’ in the initial session. One center said their clients are able to ‘walk
away with relief and a relationship’ and want to come back.
Other values to the ongoing assessment were described. One center indicated that being able to do the
ongoing assessment had allowed them to delegate portions of assessment to other disciplines. For example,
they were having their case managers do the Daily Living Activities (DLA). Ironically, another center said that
being able to do ongoing assessment allowed them to have ‘treating’ clinician be the one who does the
assessment, rather than having the client switch from an assessment clinician to a treating clinician. Another
participant described how an ongoing assessment allows them to help their clients see progress.

CHALLENGES TO ONGOING ASSESSMENT
Limited Data Gathering
Perhaps the most commonly stated challenge to ongoing assessment, often expressed by organizational leaders,
is that as a result of ongoing assessment being made possible, clinicians are gathering limited data initially but
not adding new information in an ongoing fashion, as expected. Or, if they do add new information, they are
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doing so in the body of progress notes, rather in the ongoing assessment component of their system. Several
non-leader participants acknowledged that this was the case. Some lamented that there was no mechanism in
the system to remind them and they would simply forget. Some indicated they had gone back to ‘gathering all
the information in the beginning’ because ‘if we don’t get it in the beginning, we don’t tend to ever get it.’
Perceived (or real) Regulation Related to Assessments
The participants of several organizations were not aware of changes in regulation by the Division and Medicaid.
They continued to believe that all of the data they were gathering in their initial sessions were ‘required’ by the
Division or Medicaid. And one center was quite certain that making the recommended changes in
documentation increased their liability. Another was so certain about Medicaid’s timeframe requirements that
they had different timeframe standards for their Medicaid and non-Medicaid populations. It is also interesting
to note that when asked about the specifics of this ‘required’ data, participants described data elements that
the interviewers did not believe had ever been required by the Division or Medicaid.
Another regulation challenge to ongoing assessment is that even though the Division and Medicaid have
modified their expectations, they are not the only ones who make demands on how information is gathered.
Several centers indicated that courts, DCFS and other agencies they work with expect completed assessments
within short timeframes, usually at the conclusion of initial visits.
General Assessment Barriers
There were other barriers identified that relate to assessment in general and are not unique to ongoing
assessment. One was the stigma clients often feel about disclosing their challenges with mental illness or
addiction. Another is the limitation of diagnostic categories. The participant who voiced this felt they could not
adequately describe some client’s conditions with the current diagnostic labels. A few participants mentioned
the challenges they have with typing skills. This is a particular difficulty when attempting to do collaborative
documentation. One suggestion that was made, which is apparently used by some clinicians, is to have those
clients who have the skill do the typing during collaborative documentation. Finally, there was repeated
discussion about the value of the OQ and YOQ. And in this there was a wide variation in opinion, ranging from
clinicians who see great value in the assessment tools to those who see no value at all.

ONGOING PLANNING: MAKING THE PLAN RELEVANT TO THE CLIENT
Person Centered Results in Client Ownership
Perhaps the system change most oft described by participants and described as one of the biggest changes for
them is how the recovery plan is perceived and used. Many participants described a shift in the focus of
recovery plans to ‘what the client wants.’ Several indicated they are now writing plans ‘for the client,’ rather
than for another audience, like the Division or their own auditors. They also describe that clients are much more
involved in the writing of the plans than they used to be. Some say they are using the client’s words much more
often and are giving copies of the plan to clients more often.
Most participants said that as a result of these changes client's ownership of their plans has increased and that
clients ‘own the plan rather than us.’ They said involving the client makes it more relevant to them. However,
one center said they were not sure if clients are feeling more involved in the plan than they used to be, because
this metric on their scorecard has not changed even though they feel like they are doing things differently.
Flexible and Dynamic
New characteristics of the recovery plans described by the participants include ‘flexible’, ‘fluid’, and ‘dynamic.
One center indicated that their leadership is actively encouraging them to be flexible in their planning. Another
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said that their FRF plans are an example to the organization of how to make plans dynamic. Several gave their
EHRs credit for making it easy to have flexible and dynamic plans. They also credited the move from ‘reviews on
dates’ to the ‘as needed’ basis. It was pointed out that this ability to ‘modify plans on the fly engages clients.’ A
few centers who do not have the ‘dynamic’ functionality reported that they were in the process of moving to
EHRs that would soon give them that capability.
Visible Progress
Several centers described changes in how goals and objectives are written. They indicated the goals are more
fitted to the client and meaningful to them. They are also working on making the objectives clearer, more
behavioral, and measurable. Writing goals and objectives in this way, and monitoring them has resulted in a
‘transparency’ with clients seeing their progress clearly. This means clients are seeing change where they might
not of before. A participant said this really helping with youth having success experience in treatment so that
treatment is not disliked. One center reported they continue working on making plans more specific to
progress. They said they would like to have someone at the front door to ask those leaving, ‘What did you work
on today?’ and hope they responded with something specific rather than saying, ‘We had a good conversation.’
Other values of the new formats for plans were reported. One center said that they can now ‘see each other’s
plans.’ Although this center did say they get their best information about client’s plans when the providers
simply talk to each other about it. Another center said their plan format has allowed them to better implement
some of the EBPs they are using. And some centers reported that more disciplines, like Case Management are
making more specific and relevant goals and objectives with the support of therapists.
Continued Use of Reviews
In spite of the elimination of required periodic review dates, some centers have continued some review date
requirements. One center said they set up a ‘safety net’ requirement for annual review of assessments and
recovery plans. However they are concerned that this is becoming the standard for review and the plans are
less ‘ongoing’ than they would hope. Another center requires an annual review of plans by supervisors. The
review is conducted face-to-face with the client and therapist. They indicate this has helped improve the
‘Person-Centered’ and objective quality of their plans. And another center has simply maintained a standard 90
day review requirement for plans.

CHALLENGES TO ONGOING PLANNING
Perceived (or real) Regulation Related to Recovery Plans
Similar to changes in assessment requirements, more than one center indicated they were not aware that the
plan review dates had been removed. One group suggested that there had been so much statewide variability
and change in definitions and specifications of documentation requirements that it was hard to believe ‘this is
for real.’ Several centers reported that their design of the recovery plan and documentation system was ‘for the
auditors’ and that clinicians documented to what they understood their auditor(s) wanted. One said, ‘We are
doing the Recovery Plan for the auditor’ (not the client.) Another reported that their safety plan and other
'plans' are all in their own places so the auditors can find them. They said they would like a system that has
components located for ease of the clinician and client rather than auditor.
Deployment
For some deployed providers, like case managers, deployment keeps them away from accessing their computer
throughout the day and then they end up working on the plan at the end of day or later. In these situations, the
client ends up not very involved in the writing and updating of their plan.
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Recovery Plan Not Connected to Progress Notes
Some centers are currently working in EHRs where the Recovery Plan is still separate from Progress notes. They
said they have to copy and paste if they want the plan and note to share plan components. Often plan changes
are being reflected in the body of the progress notes and not in the plan. They would like to do away with the
plan as a separate document because ‘the real plan is in the notes.’ Along similar lines, one group suggested
that the ‘daily’ objectives are the only meaningful part of the plan and would like the ability to have those alone
constitute a plan.
Time Demands
Several participants indicated that time demands interfere with being able to write more detailed plans. With
this, some participants noted that certain types of clinicians tend to ‘over document’ their notes, leaving less
time for writing good plans.
Can Rapport be a Goal?
At one of the centers participants said they were required to come up with a plan goal in the initial session, to
‘justify’ continued treatment. They said this goal did not feel genuine since it had nothing to do with ‘rapport
building’ even though that is what the initial focus of treatment was. They pointed out the clear evidence that
rapport relates to positive treatment outcome and asked, ‘Why can’t ‘establishing rapport’ be a recovery plan
goal?’ Since no one in the discussion could come up with a reason why not, the center decided they would
include ‘rapport building’ as an initial goal or objective in the plan.

RECOVERY SUPPORT
Extended Involvement
As mentioned above, some centers are beginning to take on a ‘lifetime frame of reference’. This has resulted in
them finding ways to maintain extended involvement with clients after traditional treatment services have
ended. Some centers offer an ‘aftercare’ group and clients are welcome to ‘drop in’ and attend any time they
want. Another strategy to extend involvement is offering ‘as needed’ sessions that clients can initiate. One
center has developed a formal model of Continuous Recovery Monitoring that keeps them in touch with the
client and the center indicates it is going really well. Systems like this allow clients to ‘check in’ on a regular
basis. One center said they want their clients to get the message, ‘You can always come back.’
Several centers indicated they are extending their involvement with clients through outreach. Some have
therapists doing outreach and others have their case managers do it. One group pointed out that they have a
clinician who keeps client phone numbers and then calls them a year later. Centers said they are using phone or
email and some are considering using text messaging as means of reaching out to these ‘post-treatment’ clients.
Several centers have developed a new ‘status’ or level of care for clients that keeps the client ‘active’ or ‘open in
their records after traditional services have ended. Some centers have set periods of time they will keep clients
in this status, such as a year, while others are keeping them in the status indefinitely. Others have modified
processes in which closed clients who return can more easily re-engage in services without having to go through
the usual intake process. For example, one center simply ‘reopens’ or ‘cancels the discharge’ if a client returns
within 30 days of the record being closed. If the client returns within a year, the center allows the client to
return directly to the original therapist and bypass intake process.
Community Integration
Several centers are focusing efforts on preparing clients for sustained recovery support through community
integration during treatment. One center said their Clubhouse has started focusing on community integration
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during the day. They described a situation where a client was heavily tied into clubhouse 5 days/week because
the ‘team’ felt he was not ready for employment. The client ended up going to jail for 90 days and when he
came out he immediately got a job at which he has been very successful. This prompted a discussion that
perhaps they were making clients dependent on them. They began talking about how to move clients 'on' from
clubhouse. As result, they said they are seeing clients who are spending a shorter term in their clubhouse.
Community partners are playing a key role in helping clients integrate in the community. A center indicated that
their community partners like AP&P POs, Trackers and DCFS workers are gaining a better understanding of
treatment practices, becoming part of the treatment team and helping clients’ access community resources that
will help sustain recovery. One center indicated that the use of tracking bracelets has been helping clients to
safely reintegrate back into community.
Other centers mention NAMI as a great partner that helps clients get re-integrated in to the community. One
center mentioned an employer who has become involved in Drug Court. The employer is employing Drug Court
participants. The employer actually attends drug court staffing and court sessions and reports on client
progress. The center said the ‘BS’ factor with these clients has dropped and these clients are progressing well in
recovery. Several centers are working with their schools to plan for support after treatment.
Increased Use of Supportive Services
Almost all centers are increasing their use of and involvement with community services and resources. One
center is expanding the child care services they offer. Several centers have begun offering supported
employment services. Many centers provide housing and almost all centers are providing services to support
housing.
Most centers have some form of ‘Access to Recovery’ (ATR) services. These ATR services are helping clients with
services such as medical and dental care, housing, and transportation to name just a few. Centers are providing
ATR services in different ways. Some make the resources available right at the beginning of treatment. One
center said they offer ATR to the clients of private providers. They said that as the community has become
aware of ATR, it alone has enticed clients to come in for services. Those centers that have ATR grants that are
coming to an end said they ‘Love ATR’ and are going to really miss it. But they are looking for ways to continue
ATR. Other centers are just now bringing ATR online through TANF funds or Drug Court funds.
Peer Involvement
For several centers, peer involvement as a recovery support has increased significantly. Some have seen and
fostered the start of very active ‘alumni’ groups. These groups are typically organized and run by the peers
themselves. They are helping to create ‘recovery communities’ or networks for those who have been in
treatment services and even for those who have never used services. Some have created ‘co-ops’ for functions
like grocery shopping. They organize and run ‘after treatment’ activities. Centers support these ‘alumni’ groups
by providing consultation, space and even funds or help them obtain grant funds. While some centers indicate
they continue to see some of the challenges of former clients getting together, there is so much positive coming
from it they will continue to foster these associations.
Peer involvement takes other forms as well. Several centers use peers in formal and/or informal ways. Some
centers have created paid Peer Specialist positions and others work with peers who volunteer their time. The
peers are doing such things as: offering daily self-help groups, providing one-on-one support and coaching,
facilitating the ‘alumni’ activities described above, helping to run self-managed housing programs and
participating in consumer advisory councils. One center has drug court clients work off their bill by being 'peer
mentors.' A participant said, ‘Peers are doing things we have not been able to do before.’ Another pointed out
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the value of FRFs in helping families take charge of their recovery. And another said that peers are helping
clients ‘develop their voice’ (advocate for themselves.)
While peer support is a remarkable asset to recovery, there are also challenges. One center reports they have
challenges in keeping peer specialists because the turnover is high. Another center said they would like to hire a
‘great’ peer support specialist, but she has a history that is getting in the way. Other organizations echoed the
concern that many otherwise qualified peers who would make excellent peer specialists are not able to pass a
background check and are therefore unable to work at behavioral health centers.
Several centers that have Peer Specialists said they would like to have more. One organization said they would
like to see peers more involved in ‘bridging’ client’s transition from inpatient stays, including the state hospital.
A few centers reported they do not yet have peer specialists, even though they would like to. They indicate they
are having difficulty finding funding for the positions.

CHALLENGES TO RECOVERY SUPPORT
Housing
Without question, the most common and most passionately discussed barrier to recovery dealt with access to
housing. Every center identified it as an issue, but the reasons that housing is a challenge vary from center to
center. Most identified client’s legal history as a primary factor. In some communities, there is sufficient, if not
an excess of housing available. But those clients who have documented legal histories, especially felonies, will
simply not be accepted as tenants. In other areas the housing market is so saturated with tenants that landlords
have their pick and easily turn away the felons. Even clients with lesser convictions or just arrests have been
turned away because the landlords ‘know who not to rent to.’ In one community the local jail was leaving arrest
records on the internet indefinitely and landlords were referring to it to make housing decisions. The Local
Substance Abuse Authority was able to convince the sheriff to remove the arrest records after 30 days.
In some communities landlords are incentivized for not renting to felons. An example of this is the ‘Good
Landlord Program’ in a northern Utah community. A stipulation in this program states:
The landlord does not knowingly rent to any person who has been convicted of any crime involving any threat or
damage to property or person, nor for any crime which had it been committed on the landlord's premises would
have disturbed the peaceful enjoyment of other tenants, ...
Even though landlords are allowed to consider applicants with convictions older than 4 years, there is no
language to discourage them from making this a ‘lifetime’ requirement nor is there language for them to
consider improvements in the applicant’s life. One of the ROSC discussion participants from this community said
that this kind of rule ‘Kept me in a life of crime.’ Lack of housing creates a slippery slope to relapse.
There are some centers making headway in helping clients with these challenges find housing. One center
described a partnership with law enforcement where clients who demonstrate a year of ‘good behavior’ can get
a letter of support from law enforcement recommending the client be given a ‘second chance’ with a landlord.
Another center is helping clients develop positive relationships with owners of single apartments and based on
those relationships the clients are able get into housing.
There was also discussion around the issue of homelessness. It was noted that most of the clientele being
discussed did not meet the qualifications for being homeless. Therefore, they did not qualify for the ‘homeless’
programs in their communities. When clients did fall into the classification of ‘homeless’ there were challenges.
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In some communities the homeless shelters are full and there are waiting lists for accessing the homeless
resources. One community does not have a homeless shelter and the closest one was over 50 miles away in
another region making service to their clientele in the shelter difficult.
In some communities, housing is simply not available. And even though clients may qualify for housing and even
have a section 8 voucher in hand, they still cannot find housing available to them. In those communities where
landlords commonly charge application fees, many clients are repeatedly paying those fees but still not getting
in.
Several centers echoed the sentiment that recovery stops without housing, and they hope for the creation of
more housing options for their clients.
Vocational
Some participants noted that having meaningful activities is a very important aspect of recovery and that it is
sometimes quite difficult to develop meaningful activities for those with serious mental illness and addiction.
As similarly described under the housing section, clients with legal histories often find it difficult to obtain
meaningful employment. Many clients lack higher education and this has also been an impediment to getting
work
Another concern is related to Vocational Rehabilitation (VR) resources. Some clients have simply not been
aware of VR resources. Some other participants indicated that because VR has implemented ‘Order of
Selection’ their clients who have applied to VR are not getting access to the resources anyway.
Several centers expressed the desire to do more to support employment and that they would like to see more
employment opportunities for their clients.
Transportation
Transportation, particularly in rural areas remains a challenge for many clients. Most rural and some suburban
communities do not have public transportation. A center reported opening offices in outlying towns, but did not
see enough clients to stay open due to lack of transportation. Another said there were good jobs available in an
adjoining county, but clients could not find transportation to get to the jobs.
Closing Clients / Extending Care
At almost every center there was discussion about the concept of ‘discharge’ and ‘closing cases.’ Even though
the procedure is still pretty much universal, there appears to be a growing discussion among the behavioral
health providers to put an end to it. Several participants suggest that closing cases is not consistent with the
‘chronic’ view of behavioral health conditions and sends the wrong message to clients; that they are ‘done’ and
should not have to come back. They also suggest that closing cases changes the mindset of the providers and
diminishes the sense of system ‘ownership’ that has been described in other sections. They said clients simply
‘fall off the radar’ when they are closed.
As described above, several centers have created a level of care that allows for extended involvement. Still
many providers described pressures they feel to close cases. Some said that the courts are requiring an ‘ending’
of the case, because they want to know that the client is ‘done.’ Others indicate that there continues to be a
perceived liability for clients not seen, that are not 'closed.' One participant said, ‘If you don’t close you will
have all these open clients that DSAMH will be upset about.’ Others acknowledged that many measured
outcomes are defined around the discharge of a client. Another said their system audits the number of ‘not
seen’ clients who need to be closed and prompts them to ‘close’ the cases.
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For those centers that have not implemented an ‘extended’ level of care, their providers expressed a desire for
that to take place. Some said they would like a ‘PRN’ status. Others described creating a ‘community walk-in
place’ for those who are ‘closed’ and otherwise doing well but just need a brief visit or two for help.
Partner Education
It is difficult to help clients sustain recovery when key partners do not understand or even disagree with
Recovery Support and do things that interfere with client progress or even set them back. Participants
described situations where this takes place. Mentioned more than once is the concern that Emergency Room
physicians will often prescribe clients drugs that are not needed and may result in relapse. The suggestion was
made that centers should engage in educating these prescribers. Another suggestion was to actually
recommend that the Drug Court judges call on these prescribers for an accounting of their prescribing practice
when it has been deemed destructive to Drug Court participant’s progress.
The value of Crisis Intervention Team (CIT) training was mentioned by several centers. Those who have CIT in
their areas praised the difference it makes with how officers handle MH and SUD situations. Participants
indicated that too often those officers who have not had CIT training do not see the connection between MH
and SUD and crime. These officers just tend to respond to the crime. Those centers that were not part of CIT
said they would like to get CIT for their officers. And some centers that have CIT would like to see the capacity
increased.
System Dependency
A discussion which took place during several of the visits was around concerns that some clients tend to develop
dependency on provider organizations. Two factors, provider behavior and programs and client fears were
identified as contributing to fostering dependency.
One participant pointed out that some providers tend
to ‘over help’ and do things for clients that they can do for themselves. Another suggested that some staff
believe we should be ‘all things’ to the clients and this contributes to client dependency. One center identified
their concern that they see providers who tend to continue doing ‘not helpful treatment’ for a long time,
fostering client’s comfort with that practice, which results in dependence. Some organizational leaders who
were in the discussions indicated that they often are guiding and challenging staff in not doing things that foster
clients becoming dependent.
Client fears also play a role in the development of dependency on the provider system. Participants described
how client fear of loss of relationship with providers and other clients results in reluctance to ‘move on’ or
‘move out.’ Clients often express concerns that even though they would like employment, they are afraid they
will lose their benefits and be worse off. One participant described that clients say, in effect, ‘If I get better I
may have a little better income but I lose my friends and other benefits.’
Another participant pointed out that lowered motivation is a symptom of several of the illnesses we treat and it
is understandable that some become comfortable with their providers and are simply not motivated to move
beyond the Center. Another concluded that this is a challenging issue and encouraging clients to 'move out’
needs to be handled with finesse.
Perceived (or real) Regulation Related to Recovery Support
Several participants described feeling restricted in what they could do to support recovery beyond traditional
treatment because of limitations on ‘scope of practice’ or the definition of psychotherapy. Some called for a
change in paradigm of what a therapist can and should do. One hoped the system would empower the clinician
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to do what they feel they need to do and have the system support that. For example one clinician felt restricted
from working in non-traditional settings, like in the mountains or at the gym.
It appears that much of the anxiety around understanding what can be ‘billed for’ and what cannot is a result of
simply not knowing for sure what the ‘rules really are.’ Several participants voiced they simply don’t know what
can and cannot be done. In several of the visits participants were asked what they would do if they had a ‘magic
wand’ to change things. One participant said they would change things so they ‘did not have to worry so much
about what we can and cannot bill for.’ One participant asked, ‘Could UBHC help us know what can be done,
what others are doing?’ Another said, ‘We need to know how to get us out of the 'office box' and suggested
that if we did, no-show rates would improve.
Others expressed concern about the limitations of prescribing or planning services or activities beyond the
traditional treatment episode. One said they have been told they can't write in their recovery plan for the client
to attend certain support groups. There was also the concern that confidentiality rules can get in the way of
planning collaboration and community integration.
Where centers cross geographic regions, concern was expressed that the rules that make sense for one region
get applied to all regions, even though those rules do not make sense for every region. This occurs when
centers are responsible for both urban and rural communities.
Another center indicated that those responsible for interpreting regulation and setting up the rules for the
organization are pretty far removed from the actual delivery of clinical services. They pointed out that from
their perspective this also occurs at the State level. They believe there are clinically harmful regulations and ‘we
need to find a way to get rid of them.’ They suggested more collaboration between the clinical side and the
regulation side of organizations.
Several participants brought up a specific dilemma their clients deal with related to a ‘bureaucratic’ regulation.
They each described the challenge in helping clients who do not have a form of ID get a driver’s license. They
said that when the client attempts to get the license they are required to produce an ID. So the client goes to
get an ID and is required to produce a driver’s license. The participants asked if something can be done to fix
that.
Family
Several concerns were raised in relation to finding ways to increase involvement with family. Participants
identified the lack of foster placement options for kids. They also described the challenge of trying to provide
supportive services to minors where a guardian can't be found to authorize the services. One organization has
wanted to contract for respite services, but can't find private providers who will do it.
Helping some adult clients get family support can be difficult, either because the family is ‘burned out’ and
wants nothing to do with the client or the family cannot even be found. Some clients simply have no family
other than the friends they have found through treatment.
Most of the centers expressed interest in finding ways to improve their outreach to families. One suggested
that they are looking at getting their trackers and PO’s more involved with client’s families.
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ADDITIONAL OBSERVATIONS AND SUGGESTIONS
Impact on Staff
While at most centers a concern was expressed about the health and welfare of the staff involved in recovery
work, one center was particularly outspoken on the topic. They said that the work in the public system is much
more difficult than in the private sector, yet the resources for providers seem more limited. They pointed out
that burnout seems much higher in the public sector and that they are seeing a lot of turnover in their
organization because of it. They are wondering, ‘In all this discussion and focus on recovery, is the status of the
provider being considered?’ They ask, ‘Is there going to be a focus on supporting the therapists and other
providers?’
They believe recovery is impacted when the health and welfare of providers is not considered. For example,
they said staff turnover is really getting in the way of Recovery. They said turnover results in clients changing
providers too often and this can be a real setback for them, especially those experiencing trauma. They
suggested that there needs to be focus on retention. They suggested that there should be a look at centers that
have good retention that perhaps they have something we can learn from.
Overwhelmed System
Based on comments by the Clinical Directors in their committee meetings and not from the interviews, the ROSC
interviewer's note that the provider organizations seem overwhelmed with the multiple programs and initiatives
being asked of them to implement. These include:
1.
Adult and Youth Consumer Satisfaction Surveys
2.
Cooperative Agreement to Benefit Homeless Individuals Utah (CABHI-UT)
3.
Direct Access Testing
4.
DORA CPC Audit
5.
Early Intervention Programming
6.
Fidelity Implementation of Evidence-Based Practices
7.
First Episode Psychosis
8.
Housing First
9.
Justice Reinvestment Initiative
10.
Medicaid: EQRO and Performance Measures
11.
Performance Improvement Project: C-SSRS and Safety Planning
12.
Recovery Oriented Systems of Care (ROSC)
13.
Recovery Plus: Tobacco Cessation and Integrated Care
14.
Screening for Mental Health
15.
Supported Employment
16.
Systems of Care
17.
Trauma Informed Care
18.
Peer Support: Wellness Recovery Action Plan (WRAP)
19.
Y/OQ administration, collection and training of trainers
20.
Zero Suicide directive

CONCLUSIONS
View of the Client
Clearly, the traditional perspective providers have had of clients is beginning to change. The view of the client’s
illness is moving from being seen as an acute condition to that of a chronic condition. Client’s behavior is also be
viewed differently. Rather than seen as ‘unmotivated’ or ‘resistant’, behavior is seen as adaptive to trauma and
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the effects of the illness. Clients are more readily viewed and accepted as the real ‘owner’ of their recovery.
And those working through their recovery are now seen much more as assets to each other than in the past.
Role of the Provider
The understanding of the role of the service provider is also changing. Providers and provider organizations are
accepting a responsibility to be more proactive in reaching out to clients, to find and work with them wherever
they are. And the provider-client relationship is being seen as much more continuous and enduring rather than
episodic. The relationship is also changing from being prescriptive (by the provider) to more collaborative.
Providers are also seeing themselves more as team members in a larger system and exercising freedom and
initiative to engage the larger system than in the past.
System Change
Systems are also changing. Organizations are purchasing or modifying Electronic Health Records in order to
incorporate the principles of ongoing assessment and ongoing planning. They are also being adapted to allow
for extended involvement with clients. Processes within provider organizations are being created or modified
to encourage and facilitate engagement with clients and components of the system of care.
Efforts to harness services and support for clients working on recovery are expanding. Providers are paying
increased attention to client’s need for housing and employment. These providers are involving themselves in
macro-level efforts to remove barriers within communities that keep these resources out of reach for many
clients.
Organizations are adapting roles of employees and volunteers resulting in an increased reliance on peers to help
facilitate recovery.
Challenges and Barriers
In spite of the obvious progress being made, significant challenges and barriers remain. These include:
 inadequate funding for services;
 limited access to resources, for both providers and clients;
 real or perceived regulations, particularly related to documentation;
 stigma;
 rules related to those with legal histories;
 fragmentation and silos in the systems of care;
 overwhelmed staff and burnout; and
 systems that are overwhelmed with expectations of programs and initiatives.
Medication Assisted Treatment
The literature of ROSC often contains positive references to the use of Medication Assisted Treatment (MAT).
Surprisingly, the use of MAT in treatment and as a part of Recovery Support was hardly ever mentioned,
certainly not frequently enough to constitute a theme to be included in the report. With DSAMH efforts to
encourage implementation and research supporting favorable outcomes, the question arises as to why MAT did
not surface as a significant aspect of the discussions?
Variation
When the results of the interviews are considered in aggregate, a most notable and very concerning conclusion
can be made; there is a remarkable degree of variation across the state with the implementation of these ROSC
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principles. In fact, when one considers the implementation of practically anything, not just ROSC, the variation
in that implementation is both startling and disconcerting.
Readers of this report will note that in describing who had implemented various aspects of ROSC, terms such as
‘one’, ‘a few’, ‘some’, ‘several’, ‘most’ and ‘almost all’ were used. The term ‘all’ was never used to describe
universal implementation of any principle, strategy or process across all centers in the state. This is because the
consistent and uniform application of any of the ROSC concepts was simply not apparent.
With this variation and consistency in mind, the obvious question is, ‘Is this variation acceptable, or is statewide
consistency of implementation of ROSC principles or other initiatives, like JRI, necessary for having effective
Recovery Oriented Systems of Care throughout the state?
There appear to be three factors contributing to the lack of statewide consistency:
1. As repeatedly mentioned above, there is not a clear and agreed upon understanding of the regulations
related to this industry. Leaders of the provider organizations are doing their best to construct policies
and procedures based on what they believe to be the regulations. And many of the subsequent
procedures created by the organizations exist not because the leaders know for sure, but more because
they don’t know for sure and have implemented them as a protective strategy. Some perceived
‘regulations’ appear to be those that do not exist anymore or have never existed. While those quoting
particular ‘regulations’ could not identify where they come from, they were most often ascribed to
DSAMH and to Medicaid. This suggests that over the years DSAMH and Medicaid have been ‘endowed’
with a great deal of power from the provider organizations. This has the potential for being a great
asset in facilitating change within the state system as well as being a great detriment. Both sides of this
were apparent in the interviews.
2. ‘Local Authority’ is the term that probably best and most formally describes the leadership structure of
the public behavioral healthcare system within the state. DSAMH has certain statewide responsibility
and authority and power (as described above.) And the Utah Behavioral Healthcare Committee has
significant influence on its members and there have been continuous efforts to achieve consensus on a
host of issues. Yet, when all is said and done, the Local Authorities are just that, the authority to decide
what will and won’t happen within their jurisdictions.
3. Finally, while there have been many initiatives, programs, and practices which have been encouraged,
recommended, ‘highly’ recommended and even directed, two important ‘drivers’ appear to be missing
that would lend statewide consistency.
a. There is no apparent guiding ‘vision’ or goal that gives coherency to the many initiatives. It is
difficult for the local providers to put the initiatives in to the context of an overall strategy.
b. There appears to be no agreed upon structure or model for consistent statewide
implementation of these initiatives, clinical programs or practices. Not only do ‘Local
Authorities’ choose what they will implement, they also choose how they will implement. And
there appears to be no consistency in this across the state.
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RECOMMENDATIONS
The goal for the interviews and creation of this report was to identify recommendations for where the ROSC
subcommittee, Clinical Directors, UBHC Executive Directors, and DSAMH could next focus efforts in pursuit of a
Recovery Oriented System of Care within the state of Utah. With this in mind, the following recommendations
are made:
1. The question posed above regarding the value of statewide consistency of implementation of ROSC and
other initiatives needs to be answered by a conscious and open discussion of the key stakeholders
involved, which should include, at least: The Executive Directors of UBHC, the Clinical Directors of UBHC
and the leadership of DSAMH. In those areas of the country where ROSC has been implemented
statewide as an overarching paradigm, it is clear that success was the result of a shared vision and
leadership by those who had the ability and will to see that it took place. The leaders of behavioral
health in Utah who have the ability to see that ROSC principles are implemented consistently across the
state must answer the question if they have the will to do so or not.
a. If leadership within the state determines that statewide consistency of implementation of ROSC
is important and that they have the will and ability to achieve that outcome, then:
i. ROSC should be identified as the overarching goal for the state and should serve as the
guide and provide coherency in the selection of initiatives, programs, projects and
grants, etc. (hereafter referred to as ‘initiatives’).
ii. Specific goals and standards should be developed to define what successful
implementation of ROSC will look like, both statewide and within in each locality.
iii. A model for statewide implementation of ROSC should be identified to assure that
implementation takes place in all centers with consistency and a certain degree of
uniformity. The model should also have a mechanism for assuring that implementation
is actually resulting in service delivery as designed.
iv. Using the ROSC goals that have been established, predetermined outcome measures
should also be established. The methods of gathering those measures should also be
defined in advance and used universally, rather than determined locally.
v. State and local leaders should acknowledge that provider organizations and their
providers are ‘overwhelmed.’ With this in mind, existing initiatives should be evaluated
within the ROSC framework and should be prioritized on the degree to which they serve
the ROSC goals. Only those initiatives that clearly help meet the ROSC goals should be
continued. The others should be considered for termination or deferment. New
initiatives should be evaluated in similar manner and only those which will help achieve
the ROSC goals should be initiated. And this should be done in a thoughtful and planned
way.
b. If the leadership determines that statewide consistency of implementation of ROSC cannot take
place as recommended above, then it is recommended that:
i. State and local authority leaders acknowledge that the current array of initiatives are
overwhelming provider organizations and their providers. Even in the absence of ROSC
as a guiding model, the leaders should create a model for priority and coherency to
guide selection and implementation of initiatives.
ii. State and local organizations at least apply a ROSC ‘frame of reference’ to guide and
evaluate their implementation of existing and new initiatives. With this in mind,
whatever is implemented is done with ROSC principles incorporated to the extent they
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can be. To facilitate this, the ROSC subcommittee should consider building on existing
work to create a more comprehensive ROSC Principles Statement or even a checklist
which organizations could use to help determine the extent to which those things they
are implementing are consistent with the ROSC paradigm.
2. An effort which has the potential of yielding positive results throughout the state would be addressing
the impact of client’s mental illness and addiction history on access to resources essential to recovery,
namely, housing and employment. In particular, people with felonies who have made remarkable
changes in their lives are still held hostage by those felonies. The ROSC subcommittee could help or
even lead efforts within the state to engineer change in legislation, public perception, and procedures of
government agencies, landlords and employers to reconsider these individuals when they are applying
for these resources. Some centers, as referenced in the report, have made progress in doing this.
3. An often verbalized request, particularly of mid-level managers and service practitioners, was to know
what the other centers in the state are doing related to the practices that were being discussed. It is for
this reason that so much of the detail has been included in the full report. Hopefully this will have some
fulfillment of that request. However, since that was not the original intention of this project, it is
recommended that the Clinical Directors and/or DSAMH develop a more formal mechanism of providing
a side-by-side comparison of what centers are doing. This could be done in the form of a matrix or
online tool for quick reference, with supporting narrative description where appropriate.
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Introduction
Are you looking for resources on resiliency and recovery-oriented systems of care (ROSC)? Further,
have you been reading the headlines concerning national health care reform and wondering how it
will impact programs and services within a ROSC? This guide, which contains information from the
Substance Abuse and Mental Health Services Administration (SAMHSA), and your colleagues around
the country, will assist you with answers to these questions. State and local policy makers
responsible for substance use programming, as well as providers of treatment and recovery support
services, can look to this guide for information to enhance prevention, treatment, and recovery
services as the changes in health care evolve in their communities.
The purpose of this resource guide is to share an overview of ROSC and illustrate how these systems
are an integral part of the new health care environment. This guide will align the tenets of health
care reform to the benefits, framework, and history of ROSC, and the steps for planning and
implementing ROSC. Following each section of the guide’s narrative, you will find websites to direct
you to specific resources that will assist you in conceptualizing and developing ROSC. The resources
in this guide include research studies, white papers, conference presentations, manuals, practice
guides, check lists, regulations and a number of other documents that have been prepared in
response to the need for systems reform.
The establishment of ROSC is a relatively new concept in the substance use disorder field. The
structure of ROSC will likely evolve as these systems mature and are evaluated. However, as States
and communities are creating and implementing ROSC, they can learn from one another. At the
same time that they are developing ROSC, they must also consider the changes that are occurring as
a result of health care reform. Some policy makers and providers have begun to assess their
community strengths and needs in this regard and formulate ROSC plans that are compatible with
the tenets of national health care reform. We hope this resource guide will assist with that process.
One of the most important elements of national health care reform is the expansion of coverage for
those with substance use and mental health disorders. The law also requires ‚parity‛ or that group
health insurance plans that provide coverage for mental health and substance use disorders be
equal to coverage provided for other medical and surgical benefits. These sweeping changes form
the foundation for the new health care environment. Ingrained in health care reform is a public
health model that supports ROSC through its vision of prevention, screening and early intervention,
treatment, and recovery, integrated with primary health care. Complex developments that include
new benefit packages and financing strategies, greater use of technology, promotion of evidencebased practices, and the very important linkage with primary care all present opportunities and
challenges that will be addressed in months and years to come. For this reason, this resource guide
will be a very fluid product. As information on new initiatives and findings becomes available, it will
be incorporated into the resource guide to further illuminate this new environment.
The goal of this guide is to arm you with sufficient information to leverage resources that will create
the most favorable outcomes for individuals, families and communities.

ROSC in the New Health Care Environment
‚A ROSC is a coordinated network of community-based services and supports that is personcentered and builds on the strengths and resiliencies of individuals, families, and
communities to achieve abstinence and improved health, wellness, and quality of life for
those with or at risk of alcohol and drug problems.‛
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The central focus of a ROSC is to create an infrastructure or ‚system of care‛ with the resources to
effectively address the full range of substance use problems within communities. The specialty
substance use disorder field provides the full continuum of care (prevention, early intervention,
treatment, continuing care and recovery) in partnership with other disciplines, such as mental health
and primary care, in a ROSC. A ROSC encompasses a menu of individualized, personcentered, and
strength-based services within a self-defined network. By design, a ROSC provides individuals and
families with more options with which to make informed decisions regarding their care. Services are
designed to be accessible, welcoming, and easy to navigate. A fundamental value of a ROSC is the
involvement of people in recovery, their families, and the community to continually improve access
to and quality of services. The table below further illustrates the range of recovery-oriented services
that may be offered in a ROSC.
Examples of Recovery-Oriented Activities
Prevention
•
•

Examples of
RecoveryOriented
Activities

•
•

Early screening
before onset
Collaborate with
other systems,
e.g., Child
welfare, VA.
Stigma reduction
activities
Refer to
intervention
treatment
services

Intervention
•
•
•
•

Screening
Early
intervention
Pre-treatment
Recovery
support
services
Outreach
services

Treatment
•
•
•
•

Menu of treatment
services
Recovery Support
services
Alternative services
and therapies
Prevention for
families and siblings
of individuals in
treatment

Post-Treatment
•
•
•
•

Continuing care
Recovery support
services
Check-ups
Self-monitoring

Traditionally, recovery-oriented services have been viewed as long-term recovery related activities
that occur after a formal substance use treatment episode. However, recovery-oriented activities
and approaches are also part of the full continuum of care available to persons within a ROSC.
Substance use problems are preventable, but left untreated can progress into more serious
conditions and can become chronic. A ROSC provides a network of services and supports to address
the full spectrum of substance use problems, from harmful use to chronic conditions. Through
education, communities are strengthened by recovery-oriented activities that can prevent
inappropriate substance use before it occurs. Education also raises awareness about the disease,
dispels myths that foster stigma and discrimination, and provides early intervention for those at risk
of developing substance use conditions.
A ROSC supports the premise that there are many pathways to recovery. Recovery-oriented
activities include providing a menu of traditional treatment services and alternative therapies,
including peer recovery coaching, acupuncture, meditation, and music and art therapy. Recovery
support services, including employment assistance, child care, care management and housing
support, may enhance the engagement of individuals and their families in achieving and sustaining
recovery.
The following websites will provide you with background material to assist in understanding
recovery-oriented activities and approaches:
•
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•
•

•

•
•

Recovery as an Organizing Concept
http://www.facesandvoicesofrecovery.org/pdf/recovery_symposium/GLATTCInterviewClark.pdf
Building Resilience, Wellness and Recovery: A Shift from Acute Care to a Sustained Care
Recovery http://www.nattc.org/ Go to Resources & Publications; Type ‚Building Resilience,
Wellness and Recovery‛ in Search bar and press ‘Go.’
Connecticut Department of Mental Health and Addiction Services: Proposed Model for Mental
Health Recovery and Recovery-Oriented Services
http://www.ct.gov/dmhas/lib/dmhas/recovery/mhmodel.pdf
The Institute for Research, Education, and Training in Addictions (IRETA) http://www.ireta.org/
Faces and Voices of Recovery: Guide to Mutual Aid Resources
http://www.facesandvoicesofrecovery.org/resources/support/index.html

Like other chronic health conditions, substance use disorders typically require long-term
involvement with the health care system and parallel informal networks. Recovery-oriented services
and supports include provision of continuing care following treatment, education regarding selfcare, regular check-ups and linkage to community resources.
Increasingly, technology is being used in a ROSC to improve access to services through e-therapy, to
assist with information sharing, to increase quality and efficiency through use of electronic health
records, and to support recovery through social networks. Proficiency with technology will become
all the more critical as health care reform is implemented and integration with primary care occurs.
A multi-disciplinary workforce is also viewed as critical to delivering quality care in a ROSC. The
workforce may include prevention staff, treatment counselors, nurses, doctors, a marriage and
family therapist, a psychologist, peer coaches, etc. In a ROSC, organizations are guided by a set of
values, goals, elements, core functions, and outcomes to achieve the ROSC’s mission. To promote
the health of individuals, families and communities, a public health approach is adopted. Substance
use disorders are biopsychosocial conditions. These conditions are influenced by various social
determinants of health—for example, the social and physical environment, income, education, and
life skills. Only by understanding these determinants and applying strategies to influence them can
the disease be impacted.
A public health approach focuses on prevention of substance use problems in the general
population, and addresses symptoms when they first emerge, rather than when they become acute
or chronic. A public health approach also uses data to monitor health problems and evaluate the
effectiveness of services, and relies on interdisciplinary methods and partnerships.
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The diagram
pictured
illustrates a ROSC
framework that
includes the
mission, values,
goals, system
elements, core
functions, and
outcomes of the
systems. The
principles of a
ROSC and health
care are closely
aligned—for
example, invest in
prevention and
wellness, expand
coverage,
guarantee choice,
and improve
quality of care. A
major component
of a ROSC is
implementing the
provisions of health care reform to provide high-quality substance use services. To achieve reform,
integration of substance use services will need to occur within primary care settings. Primary care
providers will likely require additional education and training on how to screen and intervene with
at-risk populations, and on how to refer individuals with more severe conditions to specialty
settings. Additionally, specialty providers may be required to establish new partnerships, enhance
technology, establish quality improvement systems, expand capacity, recruit and train staff, and
work with health insurance plans.
The following websites will provide you with information on the ROSC framework and health care
reform:
• Perspectives on Systems Transformation: How Visionary Leaders are Shifting Addiction
Treatment Towards a Recovery-Oriented System of Care (ROSC)
http://www.attcnetwork.org/regcenters/productdetails.asp?prodID=258&rcID=3
• Coalition for Whole Health: Summary of Recommendations for Including Mental Health and
Substance Use Disorder Prevention, Treatment, Rehabilitation, and Recovery in Health Reform
http://lac.org/doc_library/lac/publications/CWH--Healthcare_Reform_Recommendationssummary.pdf
• The Effects of Health Care Reform on Access to, and Funding of, Substance Abuse Services in
Maine, Massachusetts, and Vermont http://www.nasadad.org/resource.php?base_id=2104
• Vermont Health Care Reform Legislation http://hcr.vermont.gov/legislation

History of ROSC
4
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Implementation of ROSC continues to evolve today, and the passage of national health care reform
has opened another potential door in support of ROSC. As more of the public responds to the
integration of ROSC within the public health model, there will be additional lessons learned and
further development of tools to enhance efforts and sustain health and human services systems at
multiple levels.
Thus far, a number of factors at the Federal, State, and local levels have converged to initiate and
support the development of ROSC. They include advances in research and technology, release of
influential reports (i.e., the Institute of Medicine Quality Chasm Series), growth of the recovery
community, an increased focus on collaboration and accountability, and implementation of
successful local, State and Federal initiatives. In 2005, key policy makers, prevention and treatment
professionals, families impacted by substance use disorders, persons in recovery, and Federal, State,
and local officials were brought together at SAMHSA’s Center for Substance Abuse Treatment (CSAT)
National Summit on Recovery. Their charge was to:
•

Develop ideas to transform policy, services, and systems that provide a recoveryoriented
response for family members, as well as the persons seeking recovery.

•

Articulate guiding principles and measures of recovery that are adaptable across services
and programs while supporting system improvements, data sharing, and program
coordination.

•

Generate ideas that advance ROSC in multiple settings and systems, and for specific
populations.

Participants successfully reached a consensus on the guiding principles of recovery and elements of
recovery-oriented systems of care. This effort provided the framework for additional discussions
and engagement by persons in communities across the country.
Opportunities for ROSC abound, as systems are integrated and transformed through coordination,
communication, and linkage. SAMHSA and the substance use disorder field have begun to
conceptualize the magnitude of this paradigm shift. The history of ROSC continues to be written as
the focus of health care reform broadly encompasses the continuum of care for substance use
disorders.
In order to learn more about the guiding principles of recovery and the early conceptual work done
to define the systems elements of a ROSC, refer to the following website:
•

National Summit on Recovery: Conference Report http://pfr.samhsa.gov/ Enter
‚National Summit on Recovery‛ in the Search bar.

Additional resources associated with the history of ROSC, including reports, research briefs,
monographs, training manuals, and presentations can be found at:
•
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Recovery Support Services (RSS)
Each of the partners in a ROSC can play a role in the provision of recovery support services. When
RSS are provided across the continuum of care, they support resiliency, open doors to service access
and engagement, and support long-term recovery. Person-centered supports bolster successful
individual and family outcomes.
Recovery support services are non-clinical services that assist individuals and families working
towards recovery from substance use disorders. They incorporate a full range of social, legal, and
other resources that facilitate recovery and wellness to reduce or eliminate environmental or
personal barriers to recovery. RSS include social supports, linkage to and coordination among allied
service providers, and other resources to improve quality of life for people in and seeking recovery
and their families. RSS are provided by professionals and peers and are delivered through a variety
of community and faith-based groups, treatment providers, and RSS providers. Provision of RSS is
based upon the needs in a person’s individualized recovery plan.
While typically viewed as available post-treatment, recovery support services within the construct of
ROSC can be offered before, during, or even in lieu of treatment. This approach and its supports are
inclusive of pre-treatment, as well as promotion of resiliency in prevention and early or brief
interventions. These are tenets that also form the basis of a public health model and are aligned
with the principles of health care reform.
Child
care
and
transportation are two of
the
most
commonly
recognized support services,
but States and providers
must
leverage
other
systems to assemble a
broader menu of resources
as they implement ROSC.
By looking across the entire
continuum and addressing
supports specific to the
individual,
ROSC
can
identify a myriad of
resources that may be used
to foster recovery. Housing, life skills training, help with employment readiness, and legal
consultation are examples of support that may be beyond what a ROSC currently provides, but
which are often important to supporting recovery. Wellness checks, which support healthy
lifestyles, are currently used in primary care settings for persons who have chronic conditions such
as diabetes or heart disease. This same practice can be replicated for persons with substance use
disorders.
6
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In addition to
tangible resources
like housing and
transportation, there
is a human element
that is equally
valuable in the
provision of RSS. A
peer mentor or
recovery coach can
be very effective in
providing motivation
and support as an
individual seeks a
recovery lifestyle.
When an established
frame of reference
reflects their own
recovery process, peer mentors and recovery coaches are valuable assets in recovery support. They
can bring significant interpersonal skills to their work with individuals engaged in or contemplating
recovery. As a ROSC moves further into the implementation phase, peer-driven supports will
become a part of the fabric of recovery that cannot be replicated by other resources.
Beyond the RSS functions that often require certification, States will be challenged to develop core
competencies or minimal guidelines for persons and organizations who deliver these services.
Although health care reform and parity legislation will enable some service billing through insurance
carriers for RSS, they may have more-stringent requirements related to service delivery for RSS than
for conventional medical treatment. When peer-driven services are initiated, consideration should
be given to a reasonable match of gender, education, ethnicity and recovery philosophy, as well as
defined core competencies.
As a ROSC implements RSS, a few key steps can guide the process:
•
•
•
•

Secure a broad range of supports through leverage with all partner systems.
Focus on the specific needs of the individuals and families.
Engage peer recovery coaches who have a personal recovery focus.
Define competency guidelines. (Competency guidelines should reflect requirements of thirdparty insurance carriers if possible.)

Resources found below can assist States and providers to achieve these steps.
•

An RCSP Conference Report: Emerging Peer Recovery Support Services and Indicators of Quality
http://www.facesandvoicesofrecovery.org/pdf/Publications/2006-09_RCSP_Report.pdf

•

Ethical Guidelines for the Delivery of Peer-based Recovery Support Services
http://www.bhrm.org/recoverysupport/EthicsPaperFinal6-8-07.pdf
Manual for Recovery Coaching and Personal Recovery Plan http://www.bhrm.org Select ‚Clinical
Guidelines‛; select ‚Addiction Guidelines; scroll down to ‚Recovery Coach and Recovery Planning
Manual
Center for Substance Abuse Treatment: What are Peer Recovery Support Services
http://store.samhsa.gov/product/SMA09-4454

•

•
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•
•
•

Recovery Coach Training Manual http://www.nattc.org/resPubs/changeBook.html
Financing Recovery Support Services: Review and Analysis of Funding Recovery Support Services
and Policy Recommendations http://pfr.samhsa.gov/docs/RSS_financing_report.pdf
Vermont Substance Abuse Recovery - provides access to the Recovery Centers Website;
Friends of Recovery-Vermont (consumer/advocacy network); and the Vermont Peer Resources
Guide http://healthvermont.gov/adap/recovery/Recovery.aspx

Role of Recovery Management
Within the framework of a ROSC, recovery management provides treatment and recovery supports
to individuals with severe substance use disorders. This targeted approach to a specific population
differs from the overarching role of a ROSC. As has been described, a ROSC serves those with or at
risk for substance use problems. The persons served within a ROSC encompass the general
population, at-risk populations, harmful users of alcohol and drugs, those with dependence, and
those with chronic dependence.
Recovery management is often described as typifying the shift from an acute care model, which
treats medical conditions in an intensive short-term manner, to a chronic care approach reflecting a
service commitment to long-term supports and wellness. A ROSC provides a full spectrum of
services based on individual need. These may include early intervention service (i.e., Screening,
Brief Intervention and Referral to Treatment), acute care services (i.e., medically managed
detoxification), and chronic care services (i.e., continuing care followed by recovery checkups,
otherwise known as Recovery Management).

8
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The public health community has long practiced recovery management when treating chronic
diseases such as diabetes, asthma, and hypertension. While public health care providers may use
different terminology, recovery management is a tool embedded in their approach to practice.
Public health principles address health promotion through comprehensive prevention strategies,
screening, early intervention, treatment, and reinforcement of healthy lifestyles. Sound familiar?
This model is also found in ROSC, and one that is the cornerstone of the new health care
environment.
Recovery management engages individuals with chronic substance use conditions and assists the
person in managing efforts to achieve long-term recovery. Individuals and their families are
empowered to seek supports specific to meet the needs of the person. There is no formula or set of
rote practices that serve everyone. Different persons require different resources. It is the role of
recovery management to coordinate access to resources and foster engagement. ROSC coordinate
the layers of multiple systems that can produce those resources. As a result of the collaborative
work done by a ROSC, these systems—including criminal justice, education, child welfare, and
primary care—can provide the supports necessary to sustain recovery management activities.
To learn more about the role of recovery management within ROSC, please access the following
websites:
•
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•
•

•

•
•

Implementing Recovery Management Part 2: Making the Philosophical Shift
http://www.attcnetwork.org/userfiles/file/Vol.%2011,%20Issue%205%20NEW.pdf
Frontline Implementation of Recovery Management Principles
http://www.facesandvoicesofrecovery.org/pdf/recovery_symposium/GLATTCInterviewBoyle.pd
f
Recovery Management & Recovery-Oriented Systems of Care: Scientific Rationale & Promising
Practices
http://www.attcnetwork.org/REGCENTERS/generalContent.asp?rcid=3&content=STCUSTOM1
Recovery Management in Communities of Color
http://www.nattc.org/recoveryresourc/docs/RecMgmt.pdf
Implementing Recovery Management Part 3: Recovery Coaching Pays Dividends
http://www.nattc.org/userfiles/file/Vol.%2011,%20Issue%206%20NEW(1).pdf

What Is Happening Around the Country?
At the 2005 National Summit on Recovery, a recommendation was made to hold a series of regional
meetings to assist States and communities in planning and implementing ROSC. Following the
Summit’s recommendation, the Center for Substance Abuse Treatment’s (CSAT’s) Partners for
Recovery (PFR) Initiative hosted five regional meetings in 2007 and early 2008 to support ROSC
planning and implementation at the State and community levels. Teams from 49 States, the District
of Columbia, and Puerto Rico participated.
At that time, the stages of ROSC implementation across the country ranged from active planning and
systemic re-engineering to very preliminary consideration of the ROSC concept. Of those States
attending the regional meetings, 10 percent (5 States) were engaged in active planning and
implementation of ROSC, 35 percent (18 States) were implementing system elements and had begun
planning for ROSC, 43 percent (22 States) had implemented one or more system elements, and 12
percent (6 States) were considering implementing ROSC.
As a part of the work done during the regional meetings, State teams were asked to envision a ROSC
that reflected their own locale’s unique environment, inclusive of challenges and creative solutions
to work within existing systems. They were then asked to develop an action plan to identify steps
that have been taken, and what steps need to be taken to facilitate implementation of ROSC.
After the regional meetings, a number of States moved forward in implementing a recoveryoriented
framework. These states have cultivated partnerships with the medical community, among other
systems, and are poised to further implement the tenets of health care reform in their alcohol and
drug programming. Following are examples of State ROSC activities:

California
In 2006, the California Department of Alcohol and Drug Programs (CADP) began a multi-year process
to support system evolution from an acute care model to one of chronic care. Established by CADP,
the Continuum of Services System Re-Engineering Task Force have led this effort through
engagement of stakeholders, development of core principles and goals, and creation of a website
containing their presentations, findings, and other materials that reflect the principles of ROSC. As
with most States, resources have diminished, but California remains committed to supporting a
client- centered chronic care system that is inclusive of prevention, treatment, and recovery.

10
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North Carolina
A task force, convened at the direction of the North Carolina General Assembly and led by the North
Carolina Institute of Medicine, has steered the State’s efforts to plan and implement ROSC. In
addressing the full continuum of care, the task force published a comprehensive report that
provided significant recommendations for a system redesign that reflects the principles of ROSC.
Their work was taken a step further by the legislature when this model was embedded in State
statutes. Today, much of the activity centers around training and a public campaign called ‚Recovery
North Carolina.‛ The campaign has successfully engaged an advisory board, as well as volunteers
and community members throughout the State.
North Carolina also redirected funds through an RFP process to allow provider flexibility in
establishing services to support ROSC. The challenges that remain in North Carolina are primarily
lack of funding and lack of a data system to support the success of evidence-based practices.

Vermont
Prior to the regional meetings, Vermont had begun to construct a framework for recovery activities,
called Friends of Recovery – VT. Following the CSAT-sponsored meetings, and with technical
assistance from their ATTC, Vermont began to formalize ROSC through the establishment of a
strategic plan and mission statement. The plan ensured that all stakeholders understood the
principles and concept of ROSC. In addition, a State initiative, the Vermont Blueprint for Health,
provided a statewide structure and a vehicle to more effectively manage chronic diseases using a
public health model in tandem with ROSC. With the strategic plan, mission, and Friends of Recovery
– VT in place, the State initiated a series of provider trainings with the assistance of NIATx.
Incentives planning grants and monthly learning calls have further bolstered Vermont’s efforts to
implement ROSC.
Steps have been taken to ensure that the prevention community is part of the overall continuum,
and that a strong family focus and resiliency are integral to ROSC. Vermont has termed their
systems change approach a Resiliency and Recovery-Oriented Systems of Care (RROSC). Vermont
has instituted telephone recovery checkups, fostered peer support, and strengthened an integrated
approach to RROSC.
The websites below will provide you with additional information on these and other initiatives that
are underway across the country.
•
•
•
•
•

•
•
•
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National Summary of CSAT’s Regional Recovery Meetings http://pfr.samhsa.gov/recovery.html
A Recovery Revolution in Philadelphia http://www.ireta.org Enter the title in the Search bar
and press ‘Go.’
Continuum of Services System Re-Engineering Report, September 24, 2008
http://www.adp.cahwnet.gov/COSSR
Vermont Blueprint for Health http://hcr.vermont.gov/blueprint_for_health
Building a Recovery-Oriented System of Care: A Report of the NCIOM Task Force on Substance
Abuse Services, January, 2009.
http://www.nciom.org/wpcontent/uploads/NCIOM/projects/substance_abuse/chapters/FullReport.
pdf The following three documents can be found at: http://pfr.samhsa.gov/rosc.html
Access to Recovery (ATR) Approaches to Recovery-Oriented Systems of Care: Three Case
Studies
Provider Approaches to Recovery-Oriented Systems of Care: Four Case Studies
Approaches to Recovery-Oriented Systems of Care at the State and Local Levels: Three
Case Studies
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Planning and Implementation Steps
Creating a ROSC requires thoughtful and strategic planning, particularly as policymakers, providers,
the recovery community, and the general public negotiate systems changes that involve the
integration of substance use services within the general health care system. This evolution is
ongoing, so be mindful of its implications as you plan and implement ROSC within your State or
community. Identifying where you are in the ROSC planning and implementation process, while
being cognizant of the new health care environment, will guide you in determining priorities and
next steps.
The diagram below reflects the steps that are integral to establishing a systems change process.
Each will be further described in this resource guide.

A Readiness Assessment should examine your willingness and ability to establish a platform for a
ROSC. A coalition of stakeholders should be engaged to consider important questions that examine
the level of commitment and feasibility for the effort. That dialogue may prompt divergent opinions
before you reach a consensus. However, that is to be expected, given the time and effort needed to
construct a functional ROSC. A facilitator with no vested interested in the outcome can play a key
role in keeping the discussion moving and maintaining a record of the proceedings.
In assessing readiness, there are core questions that, when answered, will drive the consideration
for systems change. The following table can be used to frame that discussion.

ASSESSING READINESS: Core Considerations in Preparing for Change
12
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Initial Consideration

Further Considerations

1. Can you build a compelling
case for change?

What is the compelling case for creating a ROSC at this
time?
What problems will be solved?
What value will be added to the system?
What currently is being done in your community to
address substance use problems and disorders?
How effective are the current interventions?
Will change be better than business as usual?

2. Are the anticipated results

compelling enough to
initiate and sustain the
change process?

What are the desired results from adopting a ROSC?
Results for your community?
Results for families and involved others?
Results for persons in or seeking recovery?
By when do you expect to see these results?
What measures will you use to assess progress and
impact?

3. Are the essential

stakeholders willing and
able to commit to and
champion ROSC over time?
4. Are the potential benefits of

change, and the
consequences of
"business as usual,‛
sufficient for community
stakeholders to support
ROSC implementation?
5. Are there sufficient systems

and resources in your
community to support
implementation of ROSC?

Who will be the sponsors and advocates of a ROSC
change initiative in your community?
Are the sponsors able to initiate and sustain support
for the process?
What are the consequences of continuing systems as
they currently exist?
For the key stakeholders, what are the rewards
associated with supporting and participating in the
ROSC initiative?
What are their incentives for sustained engagement?
How much will it cost to adopt a ROSC?
Are stakeholders willing and able to assure the
systems and resources necessary to fully sustain a
ROSC over time?

You may also wish to use the resource below to further aid in the assessment process.
•
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The next step in the assessment readiness process is to establish a Conceptual Framework. Use of
focus groups and key participant interviews can ensure input from a broad spectrum of the
community. Participation by persons in recovery, as well as family members and other allies, can
provide valuable insights as stakeholders develop a vision for a system of care, clearly articulate
values for how services should be delivered, and determine the desired outcomes for individuals,
families and communities. Some of the questions posed to the stakeholder group during the
assessment readiness exercise may help structure the conceptual framework. In addition, other
important questions are:
•
•
•
•

What is your definition of recovery?
What should a ROSC look like in your community?
Why is a change needed?
What outcomes do you hope to achieve through a ROSC?

A discussion and consideration of these issues should result in a common vision, and in common
values, system elements, outcomes, and definitions. Without general agreement on the conceptual
framework for the ROSC, the process cannot successfully move forward. Below are additional
resources to inform your dialogue when developing a conceptual framework.
•
•
•

Connecticut Recovery Core Value http://www.ct.gov/dmhas/cwp/view.asp?a=2901&q=335078
Overarching Tenets of the Recovery Initiative
http://www.ct.gov/dmhas/LIB/dmhas/Recovery/tenets.pdf
A Recovery Revolution in Philadelphia http://www.ireta.org/ Enter the title in the Search bar
and press ‘Go.’

Completion of a Needs Assessment is another key step in developing an informed ROSC plan.
Stakeholders must understand the extent of substance use problems, the populations affected, gaps
in services and supports, and services and systems that require quality improvements. This
information will allow you to target and maximize resources. Identifying community and
organizational strengths is equally important, as they provide a strong foundation upon which to
build. This identification can strengthen discussion among ROSC partners, and provide a path for
support in your implementation plan. Stakeholders should also examine policies and practices to
assess their alignment with ROSC elements, in order to determine what changes are required to
structure a functional ROSC.

•

Assessment Primer: Analyzing the Community, Identifying Problems, and Setting Goals
http://www.cadca.org/resources/detail/assessment-primer
Yale Program for Community Health and Recovery: Recovery Self-Assessment (Provider Version)
http://www.yale.edu/prch/tools/rec_selfassessment.html

The needs assessment process has identified the strengths as well as gaps in services within the current
systems. It should now be translated into a plan to enhance the capacity of your system where needed.
Capacity Building is an integral part of successful systems change implementation. Does your ROSC have
capacity at all levels, the staff or volunteer level, the organizational level, the broader systems level?
Each systems element should reflect a comprehensive, person-centered, and individualized approach to
service provision. It is understandable that all systems may not initially align with this operational
philosophy, but it’s important to determine what your capacity needs are so that they can be addressed.
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In addition to workforce capacity, technology and other resources should be considered. For further
information on capacity building, see the resources below.
•
•
•
•
•

•

Capacity Primer: Building Membership, Structure and Leadership
http://www.cadca.org/files/CapacityPrimer-07-2009.pdf
National Certified Recovery Specialist http://www.iaodapca.org/certifications/ncrs/
Maintaining Abstinence Program: A Curriculum for Families in Recovery
http://www.ireta.org/ireta_main/recoveryCD/MAPSFamiliesinRecovery-Stages-of-Recovery.pdf
Pennsylvania OMHSAS: Strategies for Promoting Recovery and Resilience and Implementing
Evidence-Based Practices http://www.cmsu.org/recoverydocument.pdf
Executive Leadership Guidelines for Developing a Behavioral Electronic Health Record System
Technology Plan
http://www.ndiic.com/documents/Developing%20an%20Electronic%20BH%20Tech%20Plan
%2001-27-2010.pdf
State HIE Resources http://statehieresources.org/state-plans/

The next step in ROSC planning and implementation is development of a Strategic Planning Process.
After you have assembled a planning team that represents stakeholder interests, articulated a vision,
conducted a needs assessment, and constructed a capacity building plan, it’s time to develop a strategic
plan including specific ROSC goals. A critical step at this juncture is, once again, to ensure sufficient
community representation, inclusive of individuals in recovery, family members and other allies.
Following that, the planning team should be charged with identifying measureable objectives for each
goal, as well as strategies to support achievement of each goal. Other tasks that should be completed in
order to reinforce a strategic planning process are:
•
•
•
•

Developing action steps,
Identifying timelines and parties responsible for completing each strategy,
Creating a resource plan, and
Documenting the entire plan.

To guide you further during the strategic planning process, refer to the information below.
•
•

•
•

Planning Primer: Developing a Theory of Change, Logic Models, and Strategic Action Plans
http://www.actmissouri.org/PDF%20Files/Planning.pdf
Creating a Strategic Plan
http://www.ncspfsig.org/Project_Docs/Creating%20A%20Strategic%20Plan_How%20To%20G
uide.pdf
Getting to Outcomes: 10 Steps for Achieving Results-based Accountability
http://www.rand.org/pubs/technical_reports/2007/RAND_TR101.2.pdf
Getting to Outcomes 2004: Promoting Accountability Through Methods and Tools for Planning,
Implementation, and Evaluation
http://www.rand.org/pubs/technical_reports/2004/RAND_TR101.pdf

Now that the planning is well underway, it’s time to begin assembling the resources for Implementation.
Engagement of the community at large, as well as individuals in recovery, their families, and other allied
members, will strengthen efforts to identify and garner resources for a ROSC. Implementation of ROSC
will require changes to a number of institutional practices and processes. Trying to affect change in
multiple levels of systems that interact with other multiple levels of systems can be overwhelming. You
15
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may initially focus on workforce development, financing, policy enhancement, technology changes to
support data tracking and billing, or one of many other topics that will come into play when putting your
plan into practice. Due to the complexity and challenges inherent in a major systems change, it may be
wise to implement ROSC incrementally.
To further inform your implementation efforts, see the resources listed below.
•
•

•
•

•
•

•
•
•

Implementation Primer: Putting Your Plan into Action
http://www.cadca.org/resources/detail/implementation-primer
Implementing a Statewide Recovery-Oriented System of Care: From Concept to Reality
http://www.ct.gov/dmhas/LIB/dmhas/presentations/2.6.05.pdf
Connecticut Department of Mental Health and Addiction Services: Proposed Model of Mental
Health Recovery and Recovery-Oriented Services:
http://www.ct.gov/dmhas/lib/dmhas/recovery/mhmodel.pdf
Cultural Competence Primer: Incorporating Cultural Competence into Your Comprehensive Plan
http://www.cadca.org/files/cultural_competence_jan09.pdf
Connecticut DMHAS. Practice Guidelines for Recovery-Oriented Care for Mental Health and
Substance Use Conditions
http://www.ct.gov/dmhas/lib/dmhas/recovery/practiceguidelines2.pdf
Connecticut Implementation of Person-Centered Care
http://www.ct.gov/dmhas/LIB/dmhas/Recovery/personcentered.pdf
California Access to Recovery (CARE) Recovery Support Services Screening and Assessment Tool
http://www.californiacares4youth.com/downloads/RSS%20screening%20and%20assessment%
20tool.pdf
Practice Guidelines for Recovery-Oriented Behavioral Health Care
http://www.ct.gov/dmhas/LIB/dmhas/publications/practiceguidelines.pdf
Recovery Advocacy Toolkit: Resource Guide
http://www.facesandvoicesofrecovery.org/publications/advocacy_toolkit/resources.php
Peer/Recovery Support Specialists within Behavioral Health Agencies: Desktop Guide
http://www.azdhs.gov/bhs/guidance/peer.pdf

As States and communities move toward
implementation of ROSC, Financing may
become a primary concern. However,
broad consideration must be given to all
viable funding sources to encourage
creative and flexible financing. An initial
review of funding resources may focus on
Medicaid and the Substance Abuse
Prevention and Treatment Block Grant
(SAPT BG), but other streams may be
leveraged when States are able to braid
dollars and access funding from multiple
systems. There is great diversity across the
country regarding financing of systems of
care, and there is not one funding solution that will adequately meet the needs of every community.
The key is sufficient flexibility to achieve the best outcomes for individuals, families, and communities.
Flexible funding will enable a ROSC to offer individualized and comprehensive services for each person in
a manner that best meets their needs. Funding tied to specific program models and approaches that are
16
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‚one size fits all‛ is inconsistent with the person-centered focus of a ROSC. A ROSC that exercises
creative financing strategies to offer an array of services tailored to an individual’s needs will encourage
more successful outcomes. Offering financial incentives to offset systems improvement costs and
providing start-up funds to initiate systems change are successful strategies that have been used in
States and localities.
While States have historically relied on Medicaid, the SAPT BG, and State general revenue dollars to
fund prevention, treatment, and recovery services, those who are planning and implementing ROSC are
also accessing resources provided through other systems. Changes resulting from implementation of
parity and national health care reform initiatives will open additional doors to service provision.
Some States have already forged a successful collaboration with the justice system, at both the local and
Federal levels, to garner funding support for ROSC services. The education community and its
prevention resources provide another avenue to enhance ROSC activities and funding. Local
environmental strategies shape school prevention initiatives that are broadly supported and funded.
Partnering with school systems ensures the inclusion of prevention as a part of ROSC. Seeking
support and building a ROSC framework with multiple partners will bolster resources to sustain the
most comprehensive system.
Financing opportunities may also be available from the private sector. As systems collaborate and
identify common goals and activities supporting ROSC on a local level, foundation grants and private
partner donations can be accessed to fund specific services. This can be achieved by designing a flexible
system that satisfies the requirements of the funder while meeting the specific needs of individuals and
families.
Another source of financing ROSC changes may be through Federal grant opportunities. An ROSC may
secure ‚seed money‛ through grant awards to begin or further progress its systems changes. Once those
innovations are realized, cost offsets from the previous system structure may be realized and applied to
the ROSC operation.
As you review the resources below, keep in mind that flexible financing can better position your ROSC to
meet the unique needs of persons or families seeking services.
•
•

•
•
•
•

Financing Recovery Support Services: Review and Analysis of Funding Recovery Support Services
and Policy Recommendations http://pfr.samhsa.gov/docs/RSS_financing_report.pdf
The Effects of Health Care Reform on Access to and Funding of Substance Abuse Services in
Maine, Massachusetts, and Vermont
http://nasadad.org/resources/Final%20revisions%20HCR%20508%20compliant.pdf
Sustainability Primer: Fostering Long-Term Change to Create Drug-Free Communities
http://www.cadca.org/resources/detail/sustainability-primer
CMS Letter to State Medicaid Directors on Funding Peer Support Services
http://www.cms.hhs.gov/SMDL/downloads/SMD081507A.pdf
Virginia Recovery Support Demonstration Model
http://www.dbhds.virginia.gov/SASC/documents/VARecoverySupportModelRFP.pdf
Improving Public Addiction Treatment through Performance Contracting: The Delaware
Experiment http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2736056/
Connecticut DMHAS General Assistance Recovery Support Program (GA RSP)
http://www.ct.gov/dmhas/cwp/view.asp?a=2900&q=334750

Having the necessary Policies and Regulations in place is critical to successful implementation of a
ROSC. A thorough inventory of existing policies and regulations will determine which require
amendment or modification. This process should also include identification and subsequent
development of new policies and regulations that further support the framework for ROSC
implementation and ongoing operation. A successful ROSC is made up of multiple stakeholders,
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representing multiple systems. Thus, the inventory must include a broad range of policies and
regulations. These policies exist at the State level and local provider level, and will further unfold at the
Federal level as national health care reform is realized.
Within the inventory will be State statutes. Significant changes may be required at the State level to
ensure that enabling legislation is in place that reflects the fundamentals of ROSC. In addition to
statutes related to the functions of the Single State Agencies (SSA) for Alcohol and other Drugs, language
embedded in criminal justice statutes, primary health care statutes and child welfare may require
amendment. Following statutory changes, States will develop or amend their Administrative Rules, and
issue policy guidelines and interpretations to reflect ROSC fundamentals. Providers and other ROSC
partners must also incorporate ROSC-related policies and procedures into their operational directives at
the local level.
In order to fund a portion of ROSC services through Medicaid, State Medicaid Plans may require
amendment and approval by the Federal Centers for Medicare and Medicaid Services. As national
health care reforms crystallize, additional policies and regulations will need to be developed at multiple
levels within a ROSC.
The breadth in policy and regulatory changes required to implement a ROSC may seem daunting.
But once again, an incremental approach and prioritization of steps to implementation will enable States
and providers to move forward in establishing a comprehensive ROSC.
Below are resources to assist States and providers in developing guidelines, policies, and procedures
to structure a ROSC.
• Policy Statement #33 - Individualized Recovery Planning
http://www.ct.gov/dmhas/cwp/view.asp?a=2907&q=334664
• Michigan DCHODCP Treatment Policy No. 08: Substance Abuse Case Management Program
Requirements
http://www.michigan.gov/documents/mdch/TA_Treatment_03_Case_Management_Services_1
7 5208_7.doc
• Michigan DCHODCP Treatment Technical Advisory No. 07: Peer Recovery/Recovery Support
Services
http://www.michigan.gov/documents/mdch/TA-T07_Peer_RecoveryRecovery_Support_230852_7.pdf
• OMHAS Resilience and Recovery Policy Statement
http://www.oregon.gov/DHS/addiction/publications/recovery-resil-policy.pdf
Evaluation is integral to a systems change process. It can promote sustainability of effective policies,
programs, and practices. It can inform funding decisions, guide clinicians and other service providers
when they are working with patients, assist in patient decision making, and educate peers. Evaluation
approaches typically look at the processes as well as the outcomes, ranging from short- to long-term
goals and objectives.
As component partners within a ROSC begin to forge their resources through collaboration, it is
important to consider data collection. Without a mechanism to collect administrative data, it may be
difficult to make assumptions concerning performance improvements. Surveys, focus groups, and key
informant interviews are also evaluation tools that can be used to strengthen evaluation findings.
Stakeholder partners should be encouraged to provide input into the development of these tools in
order to increase commitment, broaden their knowledge of the process, and increase the practicality of
the evaluation findings. Through ongoing data collection and establishing performance measures you
can capture meaningful and immediate response to your ROSC transformation activities.
An effective evaluation systemically tells us:
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•

How well does the planning process reflect the identified needs, priorities and resources?

•
•
•
•

What is implemented—what programs, strategies, activities—and by whom?
What can we say about ‚implementation fidelity‛?
What changes were made along the way and why?
Where are the successes?

•

Where are needed improvements?

Thus far, little evaluation has been conducted on ROSC. This dearth of information highlights the
importance of evaluating your recovery-oriented system to improvement them and to more effectively
serve your community. Process improvement models are valuable resources to assist you with
enhancing your change processes and outcomes. They offer practical approaches to guide and test your
work in real-life settings for the purpose of continuous quality improvement.
For information pertaining to evaluation activity, see the resources below.
•
•
•
•
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Institute for Healthcare Improvement:
http://www.ihi.org/IHI/Topics/Improvement/ImprovementMethods/HowToImprove/
The Network for the Improvement of Addiction Treatment (NIATx):
http://www.niatx.net/Content/ContentPage.aspx?PNID=1&NID=7
CDC Framework for Program Evaluation: http://www.cdc.gov/eval/framework.htm
Connecticut DMHAS Recovery Self-Assessment: Executive Summary:
http://www.ct.gov/dmhas/lib/dmhas/recovery/rsasummary.pdf
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Additional ROSC Resources
Is Your Drug Court Fit for Recovery? A Recovery Check-up
http://www.facesandvoicesofrecovery.org/pdf/drug_court_check_list.pdf
•
•
•
•

A Conceptual Bridge Between the Mental Health and Addiction Fields
http://www.williamwhitepapers.com/pr/2006SystemsTransformation.pdf
The Recovery Revolution: Will it include children, adolescents, and transition age youth
http://www.facesandvoicesofrecovery.org/pdf/White/ChildAdolescents.pdf
CDC. Principles of Community Engagement http://www.cdc.gov/phppo/pce/
Guiding Principles and Elements of Recovery-Oriented Systems: What do we know from the
research? http://pfr.samhsa.gov/docs/Guiding_Principles_Whitepaper.pdf

Additional Health Care Reform Resources
•
•

•
•
•
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Kaiser Daily Health Policy Daily Reports http://www.kaiserhealthnews.org/Topics/Reform.aspx
US Department of Health and Human Services, Substance Abuse and Mental Health Services
Administration (SAMHSA) Health System Reform: A Framework for Discussion
http://www.samhsa.gov/Healthreform/index.aspx
Trust for America’s Health: Prevention and Wellness in Health Care Reform resources
http://healthyamericans.org/health-reform/
National Health Care Reform http://lac.org/index.php/lac/national_healthcare_reform
Reports of Interest http://www.acmha.org/reports_of_interest.shtml
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Summary
The information and materials provided in this guide will continue to be updated and disseminated for
use as the movement to ROSC and national health care solidifies policies and provides further guidance
to stakeholders, providers, and policymakers vested in the substance use disorders field. As this
evolution occurs, you may be just beginning to conceptualize ROSC for your community, while others
are tackling implementation issues and beyond. Regardless of your stage in the planning and
implementation process of ROSC, please use this resource guide as a tool to encourage discussion and
strengthen the infrastructure of ROSC in your community.
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APPENDIX B
COMPARING OUR CURRENT SUBSTANCE ABUSE TREATMENT SYSTEM WITH A
RECOVERY ORIENTED SYSTEM OF CARE
Current System
In a Recovery Oriented System of Care
Who Receives Services
Capacity and funding exists to serve primarily court and/or
corrections referred SA clients who are deeply enmeshed in their
addiction. Personal and family resources have often been depleted
by the time of acute treatment. This treatment approach serves
approximately 10% of the SA population.

Traditional approaches to treatment have only limited
involvement of family in the treatment paradigm.
Screening and assessment tools and processes primarily exist only
with the SA professionals, limiting the size of the net identifying
those who will qualify for treatment.

Community and Primary Care based resources would identify
individuals with SA early in the addictive cycles and maintain
proactive involvement and outreach, even during the precontemplative stage of change. An effective broad based
approach would reach more than 80% of SA population.
Programs, like Drug Court, that have been proven effective and
an overall cost saving would be expanded to capture and divert
a wider population in to the Recovery System rather than the
penal/correctional system.
Family members would be incorporated in to treatment at
almost the same level as the substance abusing individual.
Screening and assessment tools, skills and processes would be
widespread among a host of organizations, providers and
community resources creating a broad net for identifying,
encouraging and referring families and individuals to proactively
deal with SA concerns.

Who Gives Services
Most service falls in to two, somewhat separated camps:
1. licensed and/or certified professionals in acute (residential and
IOP) settings; and 2. peer support/mutual aid fellowships or
groups (AA, NA etc) While enjoying a respectful relationship,
these camps have tended to work at a distance from one another.
With MH, SA, and physical care, funding has been maintained in
distinctively separate management systems, treatment of SA, MH
or physical health has been forced to be an ‘either – or’
proposition for providers, required to focus on one or the either at
any given time.

Peer support and mutual aid would become an integrated part
of the treatment process and provide long-term connectivity
between levels of care and service professionals.

SA, MH and physical care funding would not be an impediment,
but rather encourage concomitant treatment of all aspects of
the individual and family by the same an integrated service
team. Proven holistic approaches would be funded.

How and Where Services are Provided
Traditional, face-to-face groups and individual therapy are the
primary mechanisms of service delivery. These are typically done
in the provider’s office or residential facility.

Service location would become much more community based,
which could include schools, churches, libraries, work sites, and
homes. The delivery mechanism, while still including face-toface delivery would also include phone and internet based tools.
These approaches would be endorsed by governmental bodies,
rd
like SAMHSA and funded by 3 party payers and government.

How Long Services are Provided
In the current, acute care model, services have a distinct admission
and discharge cycle, in a relatively short period of time, and reinvolvement in treatment includes subsequent admissions and
discharges. Often, if an individual ‘fails’ treatment once or more
they are excluded from access to the limited treatment resources.
In many instances, this means increasing criminal involvement
resulting in penal action instead of treatment.

Once identified, the individual and family is considered in the
treatment system for the long-term duration with various
degrees of involvement over the course of a lifetime. Services
are continually available at some level and the consumer’s
‘membership’ in the system never expires and relationships with
peers and providers is considered to be more enduring in
nature, in spite of periods of continued substance use.

Who the Decision Makers Are
Those deciding what and how services are provided are primarily
the service providers themselves, with direction, limitations and
oversight by government and other payers. Consumers have a
limited role in deciding how, where and what services are
provided.

Consumers would become much more visible and involved in
the decision making around the design of the service delivery
system. Local boards and committees would be heavily
represented by consumers/families who would help decide
funding decisions for the delivery system. Local flexibility in the
use of funds would be much greater.

APPENDIX C
Prevention

PHASE:
GOAL:

Promotion

Identification

Engagement

Universal

Selective

Indicated

 All Students
 Primary Care
patients
 Church
congregations

Examples

Population

Description

General population
group that has not
been identified on
the basis of
individual risk.

Those at risk of
developing a
disorder is
significantly higher
than average.







ER Patients
Poor grades
Poor social skills
Poor family
management
Children of
parents w/ Dx

Continuous Recovery
Management/Support

Treatment
Recovery Initiation

Sustained Recovery

Diagnosed

Individuals in high-risk
environments, identified as
having minimal but detectable
signs foreshadowing disorder or
having biological markers
indicating predisposition for
disorder but may not yet meet
diagnostic level
 DUI
 Possession charge
 Naïve experimenters

Screening






‘In Recovery’
Stabilized
None to mild symptom severity
strong natural supports/resource
no dx necessary

Transition (not “discharge”)
To Assertive Support (not

Engagement: Immediate needs, Client focus

Processes

Early
Intervention

Ongoing Assessment: Bio/Psych/Social, Psych testing, etc
Ongoing Planning:
Treatment:

Services/
Strategies
Providers

 Motivation Interviewing
 Case management
 Interim Groups
 Recovery support services
 Social media
 Wellness checks
 Peer support services
 Community support services,
 PRI/Prime Solutions
 Prevention Specialists
 Schools
 Clergy
 Family

Tx Plan kept current, reflected in notes)

Levels of care (ASAM) , EBPs, MAT etc)

Funds
Data

 Prevention
Education
 Health Promotion
 Assemblies
 Health Fairs
 Media Campaign
 Coalition
Mobilization and
Organization







SBIRT
DAST
AUDIT
CAGE
Student Assistance
Programs

 ASAM defined levels of service
 Medication Assisted Treatment (MAT)
 In Reach - Recovery support
organizations integrated in to active
treatment

 Prevention
Specialists







PCP’s
Courts
Hospitals
Pharmacies








Medicaidrd
Private 3 Party








TEDS/State Reporting
Medicaid Encounter




“aftercare”)

LSAA/LMHA
Private SUD Treatment facilities

 Assertive/Systematic Outreach and monitoring
 Motivation Interviewing/Enhancement
 Case management
 Recovery support organization and services
 Social media
 Wellness checks
 Peer support services
 Community support services,
 Naturally occurring social support

LSAA/LMHA

Alumni
 Schools
 Clergy

Family
 PCP’s

APPENDIX D
UBHC/DSAMH ROSC Sub-committee: Executive Summary
Principles for Engagement, Ongoing Assessment, Ongoing Planning and Treatment
The Recovery Oriented Systems of Care Subcommittee was organized by the UBHC Clinical Committee with the mission to
build a system that identifies early, engages quickly, treats effectively and sustains support for the prevention of and recovery
from addictions and mental illness. This would mean identifying how the Behavioral Health system could better support
individuals in their Recovery from addiction and mental illness throughout their Recovery journey and not just in the
traditional part of their recovery called ‘treatment.’ It would also mean addressing an entire continuum of services, including;
early identification, early intervention, stronger client engagement, improved person-centered assessment, planning and
treatment and establishing a system of supports for continuous recovery management after traditional treatment is
concluded.
As part of this effort, the committee looked at system barriers to achieving these goals. The committee concluded that an
important aspect of effective treatment is the ability for providers to engage the clients so that the client has hope for their
recovery and desires to participate in treatment. However, successful engagement is hampered when client/provider
interactions are dominated by system demands for assessment and planning data rather than addressing those things that
are a priority to the clients.
The committee determined that if system expectations could be restated in such a way as to sanction and focus clinical efforts
in engaging clients effectively and on assessment and planning as a process rather than an event, improvements in client
retention and improved treatment outcomes would be realized.
With that in mind, the committee, including Program Administrators from the Division, are modifying system expectations,
such as Division Directives and Preferred Practice Guidelines so that they are stated more in terms of straightforward
principles related to the processes of Engagement, Ongoing Assessment, Ongoing Planning, and Treatment with less emphasis
on specific content expectations. It is understood that with these revisions in Division Directives and Preferred Practice
Guidelines as proposed, auditing and the evaluation of quality would be more along the lines of looking at Center and
provider adherence to these principles.
The proposed principles are listed below:

ENGAGEMENT
The focus of engagement is on the immediate/pertinent needs of the client
Clinicians establish rapport with clients
Clients can expect to gain something (Relief, clarity, answers, hope) from the initial (engagement) session
Clinicians check that client’s needs are being met.
Clinicians gather and document relevant information in an organized way
Clinicians make recommendations and negotiate with the client and respect their choices.

ONGOING ASSESSMENT
Assessment information is kept current
Clinicians gather comprehensive relevant assessment information based on the client’s concerns, in an ongoing
manner as part of the treatment process
Assessment includes an ongoing focus on strengths and supports that aid in their recovery.
Assessment includes identifying those things that motivate the client (Life Goals) and how those motivations have
been impeded (Barriers) by mental illness and/or addiction.
Assessment information is organized coherently and available in a readable, printable format.

ONGOING PLANNING
The client is involved in ongoing and responsive recovery planning
Plans incorporate strategies based on the client’s strengths and motivations.
Where possible, the plan represents a negotiated agreement.
The plan is kept current and up to date.
Short term goals/objectives are measureable, achievable and within a timeframe.
Planning anticipates developing and maintaining independence

TREATMENT
Treatment is individualized dynamic and adjusts according to feedback and concerns of the client
Treatment is recovery focused and based on outcome, sound practice and evidence.
Family and other informal and natural supports are involved as approved by the client.
Treatment is provided in a culturally competent, gender specific and trauma informed manner

APPENDIX E

UTAH’S
Recovery Oriented System of Care

PREFERRED PRACTICE GUIDELINES
Statement of Intent and General Principles

Statement of Intent
These Preferred Practice Guidelines (PPGs) are intended to guide Utah Behavioral Health system
providers in the selection, development and delivery of Behavioral Health practices in order to give the
best possible care and services available to support individuals and families in their Recovery from
addiction and mental illness. Specific practices and techniques are not given in this document.
Instead, this is intended to outline the principles and guidelines upon which sound treatment and
recovery support are based. The selection of specific practices, techniques and skills are left to the
providers and systems; based on these principles and guidelines and the current research supporting
optimal outcome for clients.
These guidelines are organized under 4 headings:








ENGAGEMENT
ONGOING ASSESSMENT
ONGOING PLANNING
TREATMENT

There are three overarching principles which should be understood in relation to these headings:
1. The client remains at the center of all clinical efforts, whether they are Engagement,
Assessment, Planning or Treatment. Relevance to the client and their needs should guide each
provider in deciding how to engage the client, what information to gather and document, what
strategies to plan and how treatment is delivered. While accurate and complete
documentation of services and the gathering of information for organizational purposes and
other systemic demands are important, they remain secondary to the needs of the client.
2. The separating of clinical process in to these 4 headings has been done for the ease of
explanation. These clinical activities are not discreet or linear in their application. It must be
understood that Engagement, Assessment, Planning and Treatment occur continuously and
simultaneously.
3. An important aspect of effective treatment is the ability for providers to engage clients so that
the client has hope for their recovery and desires to participate in treatment. One barrier to
effective engagement is the belief that all elements of assessment and planning must be
gathered at the very beginning of services. Therefore, these guidelines emphasize that
assessment and planning are a process rather than an event, and should be balanced with the
process of engagement. A more concerted focus on engagement will result in improvements
in client retention and improved treatment outcomes.
A key principle of long-term, successful recovery is the systematic application of Continuous
Recovery Support. Because mental illness and addiction are now understood as chronic
conditions, it is preferred practice that providers and systems use whatever resources they
have available to them to maintain contact with clients beyond the traditional active treatment
phase and provide Continuous Recovery Support services to help clients sustain their recovery
throughout their lives.

Recovery Support services are those services that occur prior to, during or after a treatment
episode that assist an individual or family in entering into or sustaining recovery from a mental
illness or substance use disorder, but are not considered to be treatment services. Continuous
Recovery Support can include such activities as ongoing monitoring, ongoing peer support,
recovery ‘check-in’ clinics, outreach via social media and regular communication of recovery
topics. The hallmark of Continuous Recovery Support is active outreach to, and support of
clients in their recovery efforts.
These Preferred Practice Guidelines have been written with the understanding that they may
be used for auditing and the evaluation of quality. With this in mind, there is considerably
more emphasis on principles rather than specified content. It is important that quality be
evaluated more in terms of adherence to the principles that have been described rather than a
checklist of content items.

ENGAGEMENT
Principles








The focus of engagement is on the immediate/pertinent needs of the client.
Clinicians establish rapport with clients.
Clients can expect to gain something (Relief, clarity, answers, hope) from the initial (engagement)
session.
Clinicians check that client’s needs are being met.
Clinicians gather and document relevant information in an organized way.
Clinicians make recommendations and negotiate with the client and respect their choices.



ONGOING ASSESSMENT
Principles








Assessment information is kept current.
Clinicians gather comprehensive relevant assessment information based on the client’s concerns, in
an ongoing manner as part of the treatment process.
Assessment includes an ongoing focus on strengths and supports that aid in their recovery.
Assessment includes identifying those things that motivate the client (Life Goals) and how those
motivations have been impeded (Barriers) by mental illness and/or addiction.
Assessment information is organized coherently and available in a readable, printable format.

Guidelines:
1.
2.
3.

4.
5.
6.

Working diagnoses may change and shall be continuously evaluated and updated consistent
with new information.
Immediate safety needs of the client are addressed.
A diagnosis is made based upon the current International Classification of Diseases (ICD)
and/or Diagnostic Statistical Manual of the American Psychiatric Association (DSM) criteria.
There shall be adequate justification for the diagnosis and the assessment shall clearly
indicate the need for services.
Assessments shall consider how culture (values, traditions, family and religious practices,
spiritual beliefs and beliefs about mental illness and addiction, etc.) impact recovery.
Providers should be aware that individual differences in culture can be misinterpreted as
problems.
Person Centered and strengths-based questions will lead both client and therapist in a
solution-oriented direction. This establishes a bridge between assessment and development
of a person centered treatment/recovery plan.

7.
8.

9.

10.

11.

12.

13.
14.
15.

Assessments should be provided in a manner which does not attribute blame.
Family/care givers are a primary source of information about the child/youth and should
participate in all aspects of the assessment and subsequent treatment recovery planning and
implementation.
In addition to family/care givers, other sources such as school teachers and physicians can
provide essential/accurate information. Releases of Information should be requested when
other sources are identified and efforts should be made to contact these sources.
The Appendix contains a list of possible areas to be considered as part of an ongoing
assessment. The list is not exhaustive and does not constitute a required set of assessment
items. Clinicians should keep in mind the principle of relevance (that relevant information
should be gathered).
The setting in which and evaluation takes place can be critical to the success of the interview.
For children and youth the setting should accommodate the child's cognitive, language and
emotional status.
With children and youth, evaluation may incorporate specific techniques that may include
interactive play, projective approaches, direct discussion, structured observations or other means
of seeking information.
With children and youth care should be taken to avoid questions that lead a child to answer in a
particular way.
If the client has dependent children, appropriate referral for evaluation or services shall be
made.
Therapists shall continually assess for substance use disorders and encourage appropriate
treatment/recovery supports as needed. If there is evidence that the individual is dependent
upon and/or under the influence of a chemical substance, an evaluation for the need for
medical detoxification shall be made.

ONGOING PLANNING
Principles







The client and primary caregiver is involved in ongoing and responsive recovery planning.
Plans incorporate strategies based on the client’s strengths and motivations.
Where possible, the plan represents a negotiated agreement.
The plan is kept current and up to date.
Short term goals/objectives are measureable, achievable and within a timeframe.
Planning anticipates developing and maintaining independence.

Guidelines
1. Information for creating a person centered treatment/recovery plan shall be documented.
2. A written plan shall be developed for each person.
3. Where children are in state custody and parent's rights have not been terminated, families
of origin should be included in recovery planning when clinically indicated and approved by
primary care giver.
4. Recovery plans should identify indicators of progress (e.g. response to medication, school
status report, etc.) which include time-frames for accomplishment.
5. Frequency and duration of services should be anticipated and documented as part of the
planning process.
6. As clinically indicated, crisis and safety intervention planning should be considered as part of
the overall recovery plan or developed as a separate document with the relevant parties.

TREATMENT
Principles





Treatment is individualized and adjusts according to feedback and concerns of the client
Treatment is recovery focused and based on outcome, practice and sound evidence.
Family and other informal and natural supports are involved as approved by the client.
Treatment is provided in a culturally competent, gender specific and trauma informed manner

Guidelines
1.

Co-morbid conditions (developmental, environmental, physical health, behavioral health,
substance use) shall be considered in the development of the overall treatment/recovery plan.
2. The recommended treatment setting shall represent the level of care that is both the least
restrictive setting, and that can provide treatment intensive enough to optimally treat the client's
condition.
3. With youth, family therapy, including siblings and extended family members, and parent training
should be considered.
4. Providers recommend formal and informal support organizations to assist the client and family
in Recovery.
5. In addition to goals for symptom change, the treatment shall address environmental
interventions that would benefit the client's quality of life. Examples include communicating with
landlords, facilitating a change in housing, or working for family accommodations with the client.
The therapist shall possess a working knowledge of community resources. The therapist shall
refer the client to case management, as appropriate.
6. With youth, wrap-around services should be considered and include the child/youth, family
members, schools, and other natural and informal supports (e.g. collaborative consultation,
respite care, family support, mentoring, boy/girl scouts and recreational activities.)
7. All clinicians shall engage in clinical supervision/consultation with colleagues or formal
supervisors in any of the following instances:
The client is overwhelming the resources/abilities of the clinician.
The clinician is required to make decisions about the immediate safety of the client
(when time allows for supervision).
The client has not progressed towards treatment/recovery goals and assistance is
needed to develop revisions.
The clinician is experiencing intense "counter transference" feelings of anger, attraction,
or responsibility for the client.
The clinician needs resource assistance from the team.
When directed by a supervisor.
When indicated by a practice model being used by the clinician/program.
8. Clinicians working towards licensure shall seek supervision in all aspects of a case.
9. Client education about his/her illness and treatment/recovery options is an essential part of
treatment/recovery. Clients shall be provided information about their illness and have
opportunities to discuss this information. Family members and significant others shall be included
in this process whenever appropriate and possible.
10. When a client misses a scheduled appointment and other anticipated services, outreach shall be
initiated as clinically determined.
11. An assigned staff person shall assume primary responsibility for the coordination of
treatment/recovery between care providers.
12. Each provider assumes responsibility for appropriate documentation for the services they provide,
e.g., group, individual, and family psychotherapy, skills development, medication management,
etc., involving the client through concurrent documentation when possible and appropriate.











13. Clients and family should be educated about the process of treatment and recovery to help them
have realistic expectations and maintain engagement with services to develop enduring recovery.
Often the client will need to rely on others to see the beneficial effects of medication and
treatment.

The balance of the Preferred Practice Guidelines can be found at:
http://dsamh.utah.gov/pdf/mh_practice_guidelines/Preferred%20Practice%20Guidelines%202014%20DSA
MH%20Final%20UBHC%20Approved.pdf

APPENDIX F
ROSC Question Set
We represent the UBHC clinical committee, which is made up of clinical directors from local authority
organizations throughout the state. For the last couple of years the committee has been working to
introduce and implement principles and practices of Recovery Oriented Systems of Care (ROSC) in our
clinical work throughout the state. The principles and practices we have been focusing on are engaging
clients as early as possible, providing ongoing assessment and planning and maintaining recovery support.
We are here to seek your input on how implementation of ROSC has impacted or could impact your
organization, practice and clients. So, if that is OK, here are a few questions, with no wrong answers!

Primary Questions
TOPIC

Use the ‘TOPICs’ as the guide in focusing discussion. The questions below can
help, but others may be needed to get at the point of the TOPIC

Understanding of
ROSC

What is your understanding of the ROSC model in your work with persons with a substance
use disorder and/or mental illness?
What are ROSC model principles that you have incorporated or are considering
incorporating?
How does Person Centered Care fit in the ROSC principles?

Understanding
and Use of
Engagement

What is your understanding of engagement and how have you incorporated it in your clinical
practice and process?
What challenges have you faced with engaging clients and retaining them in treatment?
What things do you think ‘center name’ or the statewide system could do to help make
engaging clients more effective?

Understanding and Use of Ongoing
Assessment and Planning

What is your understanding of ongoing assessment and an ongoing recovery planning and
how have you used it in your clinical practice?
How can documentation support engagement and ongoing assessment and recovery
planning?
How has the idea that a complete and thorough evaluation is NOT needed prior to starting
treatment and is built over time affected you and your organization?
One of the goals of having ongoing recovery/treatment plans was to make the plan more
meaningful for clients. What impact has the change in expectations that plans are reviewed
and updated on an ongoing basis rather than at set time frames (6 months) had on how clients
see and use the recovery plan?
Have you seen a change in how you and your colleague’s use and view recovery plan
objectives?
What suggestions do you have on how to make recovery plans more meaningful?

Understanding and
Use of Recovery
Support

What is your understanding of recovery support services?
How have you used recovery support services in your clinical practice?
What changes have you seen in your organization or clinical practice resulting in continued
contact and support of clients after formal treatment has ended?
What suggestions do you have on how to support clients throughout their Recovery, well
beyond the end of formal treatment?

