Behavioral Health Services
S A N J U A U U I N A Division of Health Care Services Agency
COUNTY Fay G. Vieira, LMFT, BHS Director

Behavioral Health Services

Date: Wednesday, May 20, 2026
Time: 5:00 PM - 7:00 PM
Location 1212 N California Street

Conference rooms B&C
Stockton, CA 95202

Members: Chair- Destiny Easter Toni Delgado
Vice Chair- Katrina Bambula Sabrina Flores-Eng
Paul Akinjo Jeffrey Giampetro
Cristopher Bunnel Anastassios “Tasso” Kandris
Supervisor Paul Canepa Gertrud “Gertie” Kandris
Vacancies (1) Family Representative Seat (1) General Interest Seat
(1) Consumer Representative (1) Transitional Age Youth Seat

Minute Taker: Board Secretary

Behavioral Health Advisory Board Agenda

Watch the meeting live via Zoom passcode: 878217
Note: Livestreaming is for listening and monitoring only.

*Full link available by accessing the agenda at SJC Behavioral Health Advisory Board Website

| 1. Call to Order
a. Moment of silence
b. Pledge of allegiance
c. Roll Call
d. Housekeeping

| 2. Public Comment

The public is welcome to address the Advisory Board during this time on matters within the
Board’s jurisdiction. Members of the public are encouraged to complete a Public Comment
form, which can be found near the entry of the Board Room. Speakers are limited to three
minutes and are expected to be civil and courteous. Public comment on items listed on the
agenda may be heard at this time, or when the item is called, at the discretion of the Chair.

Except as otherwise permitted by the Ralph M. Brown Act (California Government Code
Section 54950 et seq.), no deliberation, discussion or action may be taken by the Board on
items not listed on the agenda. Members of the Board may but are not required to: (1) briefly
respond to statements made or questions posed by persons addressing the Board; (2) ask a
brief question for clarification; or (3) refer the matter to staff for further information.

| 3. Approval of Minutes |
a. Approval of March 2026 minutes Vote

1212 N California Street | T 209468 8750 | F 209 659 1311


https://caltelehealth.zoom.us/s/95852334573?pwd=rg6hmU03ZgoHuPforVZj2NUVPusr0R.1#success
https://www.sjcbhs.org/indexMHB.aspx#MeetingAgendas
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| 4. Guest Presentations

a. Psynergy- Lynda Kaufmann

| 5. BHAB Chair’s Report

a. June meeting topic
b. Liaison assignments

| 6. Director’s Update

a. Awarded 1 million dollars for Tiny homes on the BeWell Campus via the
Homeless Housing Assistance Prevention (HHAP) grant.

Prop 36 funds

2026 Point-in-Time Count Results

Contract report out

Assistant Director update

®oo0o

7. Liaison Reports
Reports must be submitted to the Board Secretary one day prior to the Executive
Meeting, occurring the first Tuesday of every month

QAPI

Suicide Prevention Committee
Legislature

SJC Youth Wellness Alliance
Lethal Means

Continuum of Care COC
Substance Use Network

@ *po0oTw

8. Sub-committee Reports
Reports must be submitted to the Board Secretary one day prior to the Executive
Meeting, occurring the first Tuesday of every month

Goal 1: BHAB will develop a resource guide for families of BHS members (advance
directive, planning for ongoing support)-initial meeting held 4/22
Members: Jeff Giampetro, Katrina Bambula Santos

Goal 2: BHAB will do outreach at a minimum of 3 local government/special district
meetings with the intention of recruiting more diverse membership from different
areas of the county. -initial meeting held 4/30/26

Members: Cristopher Bunnel, Destiny Easter

| 9. Action Items

| 10.Reminders

Next Advisory Board Meeting: 6/17/26
Tracy Transit Center
50 E. Sixth Street Tracy, CA 95376
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| 11.Local Events/Announcements

| 12.Board Comments

| 13.Adjournment
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Modified Therapeutic Communities
provide adults behavioral health
services that are individualized,
person centered and built on
evidence-based treatment.
Modified therapeutic
communities encourage clients to
thrive in open community
settings while reducing
unnecessary hospitalizations.
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We use a dual diagnosis treatment
model to address the co-
occurrence of mental health and
substance use disorders in a
comprehensive and coordinated

manner.
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Modified Therapeutic Community
Treatment Model

Individualized . Evidence Base

Treatment Therapeutic
Planning Interventions
Education Usmg t[we

Client’s
e Communit
Vocational i y

Training and
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Modified
Therapeutic
Community
(MTC)
Program
Structure
and Phases

Three-Phase Model:

Phase 1. Client Development
Services - Engagement &
Assessment

Phase 2. Residential
Treatment - Skills Building &
Recovery

Phase 3. Live-Out Re-entry -
Independent Living Support




Psynergy’'s Treatment Mot

Community as Method




We use an Integrated Dual Diagnosis model
combining:

DUAL RECOVERY
SUBSTANCE USE
DISORDER TREATMENT gy
- STAGES OF
RECOVE RY AN D - Motivational Interviewing (Ml)
TREATMENT
MODALITIES. - Matrix Model

- Cognitive Behavioral Therapy (CBT)

Our goal is to stabilize symptoms, reduce
hospitalizations, and foster long-term recovery.




A GREAT ENVIRONMENT FOR CLIENT WELLNESS
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Bedroom at Nueva Vista Sacramento Campus

Men’s Only Wing - Men’s Lounge at Nueva Vista Sacramento Campus




Psynergy’'s Treatment Model

Individualized Treatment Planning

Assessing for SMI and SUD
and gain better
understanding of their
interactions (Psychiatrists
and Therapists)

Multi-Disciplinary
Approach (MD, Therapists,

Nurses, Rehab,
Paraprofessionals)

Integrated Treatment
Planning (MI, SUDS and
Co-Occurring Medical)

Assessing for Stages of
Change

|dentifying specific needs/
Using the Milestones of and conducting risk
Recovery Scale (MORS) to assessments (/ Domains, |dentifying Problem Lists
gauge progress C-SSRS, Safety Planning,
ACES, CODA, Z-Codes)

Using Case management
care plans




Psynergy’s Treatment Moc

Therapeutic Interventions (EBP)

Integrated Interventions
— CBT, Motivational
Interviewing, Medication
Assisted Tx-(MAT) *light

Medication Assisted
Treatment (MAT) - MDs

Collaborative Care and
Team Approach

EB Therapies (C) - (CBT,
CBTp, DBT)

Safety Planning (C&R) Recreational Therapy (R) Art Therapy (C) Mindfulness (C&R)

]

Smoking Cessation
(C&R)

Social Skills Training

Physical Exercise (R) (C&R)




Psynergy’'s Treatment Moc

Education and Vocational Training

Nutrition Education - Healthy Eating (R)

Caffeine Education (R&C)

GED (R) Completion

Resident Employee Program (REP) (R)

Skills Training (C&R)

Money Management (Budgeting) (R)

Psychoeducation (C&R)

Self-Care (ADLS) (R)

Physical Exercise (C&R)




Vista Esperanza— VWhole Person Care — The development of an MTC Campus

------------------------

Psynergy -
Apwiglll TyPicalRCFE! SNF/sTP ARF MHRC PHF
Residential Care for the Skilled Nursing Facility Adult Residential Facility Mental Health Rehab. psychiatric Health Facility
Elderly Center

Age of patients

60+ 60+ N/A 18-59 18-59 N/A

Medical Staff

Comprehensive Medical
Care Plans

24 hr. nursing
available

Least Restrictive
Environment
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Long-Term Long-Term ! 30days Long-Term 18 months 7 Days

-
~

Conditions including Insulin dependent diabetics, incontinent clients, chronic obstruction pulmonary disease, hypertension, and more

11



Vista Esperanza — Services

Full — ADL support
(Activities for daily
living)

Mental health
services

Geriatric PNP/
Psychiatrist

Full-time occupational
therapist

------------------------

Typical RCFE | gNF/STP ARF MHRC

center

X

Elderly

v/ v/

X X X X

X v
X X
Vv X

\—-------------

------------------------

Residential Care for the : Skilled Nursing Facility Adult residential facility Mental health rehab.

PHF

C X < X
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[Contact UQ

Please do not hesitate to contact us if you have any questions,
concerns or would like a community tour.

Lynda Kaufmann Jenny Sanchez

VP of Development & PR Client Development /Admission
lkaufmann@psynergy.org Manager
408-833-5115 jsanchez@psynegy.org

408-722-0539



mailto:lkaufmann@psynergy.org

Links to Research and Studies

(link to facility checklist)
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National Institute
on Drug Abuse

ARCHIVES

[Search

.. Publications

Therapeutic Communities Research Report
Are Therapeutic Communities
Effective?

This is Archived Content. This content is available for historical purposes only. It may not
reflect the current state of science or language from the National Institute on Drug Abuse
(NIDA). Find current research and publications at nida.nih.gov.

Overall, studies find that therapeutic community (TC) participants show
improvements in substance abuse, criminal behavior, and mental health symptoms;

this is especially true of participants who enter treatment with the most severe
problems (De Leon, 2010; Vanderplasschen et al., 2013)

The largest long-term outcome study of addiction treatment interventions to date
was the NIDA-sponsored Drug Abuse Treatment Outcome Studies (DATOS), which
examined the effectiveness of several types of drug abuse treatment programs in
the United States, including TCs, methadone maintenance, outpatient drug-free
treatment, and short-term inpatient programs. DATOS found TCs to be effective.
Participants who showed improved behavior after 1 year continued do so after 5
years, which was also true of the other modalities studied (Hubbard etal. 2003)



https://archives.nida.nih.gov/
https://archives.nida.nih.gov/publications
https://nida.nih.gov/research-topics
https://archives.nida.nih.gov/publications/research-reports/therapeutic-communities/references
https://archives.nida.nih.gov/publications/research-reports/therapeutic-communities/references

Length of time in treatment was found to be

OUTCOMES
important for TCs, as well as for other 5 Years After Treatment
modalities. Participating for at least 3 “ e -
months was associated with better wf
outcomes at 1 year—a finding that is ; =
consistent with other research showing the i
importance of treatment duration. At the 5- il e B-
year follow-up, TC participants showed e »;_o,im smm pr—

significant improvements compared with

the year before entering treatment, which Text description of graphic
was also true for methadone maintenance
and outpatient drug-free treatment. Participants from all three treatment groups
had reduced prevalence of weekly or more frequent cocaine use by 50 percent,
decreased illegal activities by 50 percent, and increased full-time employment by 10
percent compared with the year before entering treatment. Among DATOS
participants in TCs, better 5-year outcomes (such as reduced cocaine, marijuana, and
problem alcohol use and illegal activity and increased full-time employment) were

associated with remaining in treatment for 6 months or longer.

Research indicates that TCs modified for prisoners and people with co-occurring
disorders are effective (see "How Do Therapeutic Communities Treat Populations

with Special Needs?" and "How Are Therapeutic Communities Integrated into the

Criminal Justice System?"). Participants with less severe problems participating in

outpatient or day treatment at TCs also show increased positive outcomes (e.g., for
social problems and psychiatric symptoms) (e Leon, 2010)

Studies consistently find a relationship between duration of treatmentin a TC (i.e.,

retention) and aftercare participation and subsequent recovery (B&leon, 2010;

Vanderplasschen etal. 2013) propout is a concern with all treatments for addiction, and

TCs are no exception. Dropout is most likely during the first few months of treatment
(Vanderplasschen et al., 2013)
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Text Description: Outcomes: 5 Years After Treatment Image

Bar chart showing outcomes 5 years after treatment for those who spent less than
6 months in TC compared with those who spent more than 6 months in TC. Thirty-
four percent of those in TC less than 6 month and 17% of those in TC more than 6
months used cocaine; 18% of those in TC less than 6 months and 10% of those in
TC more than 6 months had problem alcohol use; 16% of those in TC less than 6
months and 4% of those in TC more than 6 months had suicidal thoughts or
attempts; and 28% of those in TC less than 6 months and 46% of those in TC more
than 6 months had full-time work.

July 2015



National Institute
on Drug Abuse

ARCHIVES

[Search

.. Publications

Therapeutic Communities Research Report

How Do Therapeutic Communities
Treat Populations with Special
Needs?

This is Archived Content. This content is available for historical purposes only. It may not
reflect the current state of science or language from the National Institute on Drug Abuse
(NIDA). Find current research and publications at nida.nih.gov.

As the demographics of people seeking treatment for substance use disorders
(SUDs) have shifted, therapeutic community (TC) programs have adjusted to respond
to participants’ needs (P¢ Leon 2012) ‘"Today’s TCs involve people with co-occurring
mental health problems, youth (both those who are involved in the juvenile justice
system and those who are not), individuals who are homeless, and those in the
criminal justice system. During the 1990s, some organizations developed modified

TCs that were at the forefront of addressing the special needs of these populations
(Sacks et al., 2004a; Sacks et al., 2004b; Sacks & Sacks, 2010; Jainchill et al., 2005)

People with psychiatric comorbidities


https://archives.nida.nih.gov/
https://archives.nida.nih.gov/publications
https://nida.nih.gov/research-topics
https://archives.nida.nih.gov/publications/research-reports/therapeutic-communities/references
https://archives.nida.nih.gov/publications/research-reports/therapeutic-communities/references
https://archives.nida.nih.gov/publications/research-reports/therapeutic-communities/references
https://archives.nida.nih.gov/publications/research-reports/therapeutic-communities/references

Survey research suggests that 50 to 70 percent of participants in substance abuse
treatment have more than one SUD and at least one other psychiatric disorder (Byeet
al. 2012) Historically, substance abuse treatment has often failed to address these co-

occurring disorders. However, increasing recognition of the high prevalence of
psychiatric comorbidities among those with SUDs (and vice versa) and evidence that
people with comorbidities have worse outcomes_(Van stelle etal, 2004) haye prompted

more addiction treatment organizations to address these co-occurring problems
with integrated care (Sacks & Sacks, 2010; Sacks et al., 2008a; Perfas & Spross, 2007)

TCs for individuals with co-occurring substance use and mental disorders are
designed for participants with the most severe mental illnesses—schizophrenia and
other psychotic disorders, bipolar disorders, and major depression (5acks & sacks, 2010)

The current standard of care is to treat substance use and mental health disorders
simultaneously, and many TCs offer mental health services on-site. Program
participants are taught about mental illness, how it influences substance use and
dependence, the process of simultaneous recovery from both substance use and
mental disorders (dual recovery), and how to access mental health and social
services in the community (Sacks etal, 20083) '|ndjyviduals receiving prescribed
psychiatric medications are given the necessary monitoring and case management.

A review of four studies on TCs for people (902 in total) with co-occurring, mostly
severe mental illnesses found that these individuals had better outcomes compared
with those who received standard care, including greater improvements in

substance use, mental health, crime, HIV risk, employment, and housing outcomes
(Sacks et al., 2008a)

Homeless individuals

The problems of SUDs, mental iliness, and homelessness often overlap. Some TCs
have adjusted their programs to meet the particular needs of people who are
homeless and have co-occurring mental and substance use disorders. These
programs offer meetings and activities of shorter duration and provide more hands-
on involvement from staff. Information about mental illness, SUDs, and other
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relevant topics is presented gradually and explained thoroughly, and there is a
greater emphasis on assisting program participants (Skinner, 2005)

People with these co-occurring problems who had completed residential TC
treatment (12 months, on average) in addition to aftercare in the form of a
supportive-housing program with the TC approach showed better outcomes than
those who did not participate in the housing program ©acks etal, 2003) |5 spportive

housing, people live in various community settings (group homes, apartments, and
single rooms) and have access to counseling support and social services. Counselors
provide assistance, conduct relapse-prevention groups, and offer individual therapy
and case management; staff members help participants access day treatment, dual-
recovery services, and self-help groups.

During residential TC treatment, homeless participants demonstrated reduced drug
use and crime and maintained these gains during the supportive-housing aftercare
program. Participants also showed steady improvements in psychological
functioning and employment gains during both residential TC and aftercare and
demonstrated significantly better outcomes than those who did not receive
supportive housing (>acks etal., 2003)

Women

Women with SUDs have a higher risk of depression or other mental health disorders,
low self-esteem, criminal involvement, homelessness, a history of trauma (including
from sexual abuse, sexual assault, and domestic violence), involvement in the sex
trade. and HIV than men with SUDs (Covington & Bloom, 2006; Cooperman et al., 2005) They may

also have minimal access to much-needed medical, mental health, and social

services and lack marketable job skills and family support (Covington & Bloom, 2006) Bnth

substance abuse and homelessness can lead to loss of child custody (5acks etal., 2004b)

and women may be mandated by the court to receive treatment or voluntarily seek
therapy in response to this possibility.
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Women-only and mixed-gender TCs offer integrated mental health, substance abuse,
educational, vocational, legal, and housing placement services that seek to address
women’s complex needs. Such programs generally place less emphasis on
confrontation as a therapeutic tool acks etal, 2004b, 2012a). they ysually also provide

services such as child care or child development centers. Goals are established to
specifically focus on the relationship between the mother and her children. This can
include improving awareness of parenting behaviors, developing problem-solving
skills, understanding developmental stages, enhancing communication and
emotional expression with children, and improving skills to address children’s
behavioral problems. For those who have lost child custody, staff work with the
mother to prepare for family reunification, assist with arranging for visitation, and
help with navigating the child protective services system_(Stevens etal, 1997)

Women are also more likely to need therapy to address the multiple traumas, such

as physical, sexual, and emotional abuse, that they have experienced (5acks etal., 2004b)
Seeking Safety, an evidence-based practice aimed at treating trauma-related
problems and substance abuse, is implemented in some TCs. Women in such
programs learn behavioral skills for coping with trauma and post-traumatic stress
disorder. For example, lessons include how to set boundaries in relationships,
engage in self-care, deal with emotional pain, and make healthier life choices.

As with men, women with SUDs are often incarcerated (see "How are Therapeutic

Communities Integrated into the Criminal Justice System?"). Female inmates have

higher rates of co-occurring mental disorders and exposure to physical and sexual

abuse than their male counterparts (Sacks etal., 20123) prison is an opportunity to
address their substance use and other behavioral problems (e.g., recovery from
trauma, lack of employment skills, and need for parenting education) in a gender-
sensitive way. In addition to standard TC components for offenders of both sexes,
gender-sensitive therapeutic approaches for women inmates enhance
understanding of female roles and relationships and how they tie in with drug use.

Women with SUDs who participated in gender-sensitive, prison-based TC treatment
demonstrated significantly better drug use and criminal activity outcomes a year

after release than those in a comparison group who received CBT (5acks etal, 2012a)
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They also demonstrated reduced exposure to trauma, improvements in mental
health functioning, and a longer time (20 days) until re-incarceration compared with
those who received CBT. Another study of women mandated to a TC found that
participants who completed treatment had reductions in various measures of
substance use; decreased incidences of risky sexual behaviors associated with drug
use (which increases risk for sexually transmitted diseases), such as unprotected sex,
sex trade, and sex with multiple partners; and less reported relationship
violence/conflict (Cooperman etal, 2005) A stydy of homeless women with SUDs and co-

occurring disorders who participated in a TC for 12 months found improvement in
mental health symptoms as well as better physical health. After a year of treatment
in the TC, women assumed financial responsibility for more of their children
compared with those who participated in a regular TC program (acks et al,, 2004b)

Adolescents

Adolescence is a major window of vulnerability for trying drugs and developing SUDs.
Most who develop an SUD start using substances by age 18 and develop their
disorder by age 20 (Pennis etal, 2002) ‘\jost do not seek or receive treatment, however,

and if they do, it is typically because they have been referred by the juvenile justice
system.

The adolescent TC is a modification of the adult TC that addresses the specific needs
of the adolescent participant, providing a comprehensive and "holistic" treatment
approach that recognizes and attends to the developmental issues that adolescents
face in treatment and in their daily lives. The adolescent TC is based on a self-help
model that utilizes intense positive peer pressure, family involvement, an organized
work structure, vocational/life-skills preparation, and individual introspection to
challenge participants and equip them for a drug-free lifestyle Uainchill. 1997: jainchill et al.,
2000; Edelen et al., 2007; Foster et al., 2010; Becan et al., 2015)- Based on the outcomes of Iong-term

efficacy studies with adolescents in TC settings, such programs now integrate

evidence-based approaches—particularly motivational enhancement and trauma-
informed care—as well as alternative therapeutic practices like art therapy, yoga,
and meditation (Rivard et al., 2003; Hawke et al., 2003; Foster et al., 2010) The overall focus of this

integrated interdisciplinary approach is to intervene in substance use and behavioral
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health disorders and to assist the adolescent in the successful mastery of significant
developmental tasks.

Similar to the adult TC model, adolescent programs incorporate phases or levels of
treatment and a sanctions-and-rewards system. In this system, participants earn
status and privileges contingent on their progress toward meeting and exceeding
treatment milestones Vainchilletal., 2000) These programs incorporate family,

vocational/educational, medical, and recreational services throughout treatment.
Adolescent TCs also address co-occurring mental health disorders and factors
leading to criminal activity that may have precipitated involvement with law
enforcement and court systems. Adolescent substance users who are admitted to TC
treatment typically have experienced a wide range of other life problems. These
include psychological issues—such as depression, mood disorders, and violent
tendencies—as well as poly-substance use and involvement with the juvenile justice
system (Jainchill et al., 2000; Perry & Hedges Duroy, 2004) | light of this, the adolescent TC

therapeutic process necessarily involves features that are distinct from those
suitable for adults (Edelen etal, 2007)

A critical therapeutic objective in adolescent TCs is cognitive restructuring, a process
of altering the attitudes that underlie antisocial, unhealthy behaviors—such as
thinking that aggression is the only way to solve a problem or acting out to deal with
difficulties—and replacing them with attitudes that support personal responsibility
and pro-social behaviors Yainchilletal, 2005) ‘The ntegration of life-skills development

(e.g., through participation in art therapy, vocational education, and a 12-step
program) is paramount to accomplishing this, as these skills support pro-social
adolescent development Aromin etal., 2008)

As with any population and substance abuse treatment modality, enhancing
motivation and retaining adolescents in TC programs is critical. In NIDA-supported
research, six adolescent TCs assessed the effectiveness of the Treatment Readiness
and Induction Program (TRIP) for increasing treatment motivation and, ultimately,
retention (Becan etal, 2015 Findings suggested that TRIP directly increased adolescents’

problem recognition, which in turn increased the desire for help and treatment
readiness—important aspects of therapeutic motivation.
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Several studies have suggested that TCs are successful in reducing substance use

and criminal behaviors common among the adolescents who participate in these
programs (Jainchill et al., 2000; Morral et al., 2004; Perry & Hedges Duroy, 2004) In addition. TCs have

been shown to help adolescents develop pro-social skills and learn to cope with

family issues (Jainchill et al., 2005; Morral et al., 2004; Gordon et al., 2000)
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Abstract

This paper summarizes results from four research studies (N=902) that examined the effectiveness
of the modified therapeutic community (MTC) for clients with co-occurring disorders (most with
severe mental disorders). Significantly better outcomes for MTC were found across four E vs. C
comparisons on 23.1% (12 of 52) of primary outcome measures of substance use, mental health,
crime, HIV risk, employment and housing. Study limitations included the potential for selection bias,
limited measurement of program fidelity and insufficient examination of the relationship between
treatment dose and outcome. Future research should emphasize clinical trial replications, multiple
outcome domains and further development of continuing care models. Given the need for research-
based approaches, the MTC warrants consideration when program and policy planners are designing
programs for co-occurring disorders.

Keywords
Co-occurring disorders; substance abuse; severe mental disorder; modified therapeutic community

1.0 Background

The modified therapeutic community (often abbreviated as “modified TC”; for consistency
and the reader’s convenience, “MTC” has been used throughout this paper) was developed in
the early and mid- 1990s as a treatment model and approach for those whose substance use

Publisher's Disclaimer: This is a PDF file of an unedited manuscript that has been accepted for publication. As a service to our customers
we are providing this early version of the manuscript. The manuscript will undergo copyediting, typesetting, and review of the resulting
proof before it is published in its final citable form. Please note that during the production process errors may be discovered which could
affect the content, and all legal disclaimers that apply to the journal pertain.



1duasnuey Joyiny vVd-HIN 1duasnue Joyiny vd-HIN

1duasnuey Joyiny vd-HIN

Sacks et al.

Page 2

disorders co-occurred with mental disorders. The MTC approach described in this paper was
based on the theoretical framework of the standard TC model, as documented in previous
publications (e.g., De Leon, 2000), and adapted to treat individuals with co-occurring disorders
(De Leon, 1993; Sacks, De Leon, Bernhard, & Sacks, 1997; 1998; Sacks, Sacks, & De Leon,
1999). The core principles and methods of the TC that are especially relevant to the treatment
of co-occurring disorders include: providing a highly structured daily regimen; fostering
personal responsibility and self-help in managing life difficulties; using peers as role models
and guides with the peer community acting as the healing agent within a strategy of
“community-as-method” (the community provides both the context for and mechanism of
change); regarding change as a gradual, developmental process and moving clients through
progressive treatment stages; stressing work and self-reliance through the development of
vocational and independent living skills; and promoting prosocial values within healthy social
networks to sustain recovery.

Although most of the key elements, structure, and processes of the standard TC are maintained
inthe MTC model, they have been reshaped to accommodate the individual needs, impairments
and deficits of clients with co-occurring disorders. The modifications have been developed to
respond to the clients’ psychiatric symptoms, cognitive impairments, and level of functioning.
As compared to the standard TC approach, the MTC incorporates increased flexibility,
reduction in the duration of various activities, less confrontation, increased emphasis on
orientation and instruction, fewer sanctions, more explicit affirmation for achievements,
greater sensitivity to individual differences, and greater responsiveness to the special
developmental needs of the clients, all of which serve to maximize social learning
opportunities. In brief, the MTC is a comprehensive treatment model that makes three key
alterations for individuals with co-occurring disorders: it is more flexible, less intense, and
more individualized. The central TC feature remains: the MTC, like all TC programs, seeks to
develop a culture where clients learn through a self-help process to foster change in themselves
and others, and where the community becomes the healing agent. A complete description of
the MTC for clients with co-occurring disorders, including treatment manuals and guides to
implementation, can be found in other writings (e.g., De Leon, 1993; Sacks et al., 1997;
1998; 1999).

The main purpose of this paper is to present a summary of four research studies undertaken
over the last decade by a single investigative team examining the effectiveness of MTC
treatment for clients with co-occurring substance use and mental disorders, a condition that is
now commonly termed “co-occurring disorders.” Subjects in initial studies were mainly those
with severe mental illness (i.e., schizophrenia and other psychotic disorders, bipolar disorders
and major depression) who were, at the time, typically distinguished as having “mental illness
and chemical abuse,” or MICA, disorders; for consistency in this paper, “co-occurring
disorders” has been used throughout. Since the MTC was designed to address the problem of
co-occurring disorders — a condition widely acknowledged to represent multiple problem
areas — the paper summarizes research findings across six outcome domains (substance use,
mental health, crime, HIV-risk, employment, and housing).

The paper begins with a descriptive summary of the four studies, conducted in a variety of
settings and with different populations of clients with co-occurring disorders (e.g., homeless,
offenders, outpatients in substance abuse treatment, and those with HIV/AIDS). Client and
program characteristics of each study are noted, and the progression of the research activities
is narrated, along with the alterations made to the treatment and research protocols to suit each
new context. Next, the paper summarizes the findings from the four outcome studies across
multiple outcome domains. The paper concludes with a discussion of the findings and proposes
an agenda for future research into MTC treatment for clients who have co-occurring disorders.

J Subst Abuse Treat. Author manuscript; available in PMC 2009 January 1.
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Summaries of program and subject characteristics are given in Table 1 and Table 2,
respectively, which follow the narrative descriptions (below) of each of the four studies. From
the information displayed in Table 1, the narrative gives a brief synopsis of the program under
study and the methods employed in the research. The narrative also highlights the diagnostic
information and the main differences between the sample in one study and the samples in the
other studies as shown in Table 2.

2.1.1 Study 1— Homeless—This series of studies began in 1991 with an initial focus on
male and female homeless individuals with co-occurring disorders who had been referred to
community residential settings from shelters and psychiatric hospitals. The major goals of this
project were to develop, implement, document and evaluate MTC treatment for homeless
persons with severe mental illness occurring in conjunction with substance use disorders.

The MTC program developed for Study 1, delivered over a planned stay of 12 months, was a
highly structured, comprehensive residential program that consisted of multiple interventions
organized in four areas: (1) Community Enhancement — to facilitate the individual’s
assimilation into the community and reaffirm the individual’s commitment to recovery (e.g.
Morning meeting, Orientation Seminars, General Meetings); (2) Therapeutic/Educative — to
promote self-expression, divert acting-out behavior, and resolve personal and social issues
(e.g., Individual Counseling, Dual Recovery Classes, Conflict Resolution Groups); (3)
Community and Clinical Management — to maintain the physical and psychological safety of
the environment and ensure that residential life is orderly and productive (e.g., Program
Policies, Social Learning Consequences); and (4) Work/Vocational — to promote positive
work attitudes and develop work skills (e.g., Peer Work Hierarchy, Vocational Counseling).

The MTC interventions from this study constituted the core set of MTC interventions that were
employed either generically across treatment settings or adapted to meet the special needs of
the population being served (for a full description of the program see Sacks et al., 1997;
1998; 1999, and section 1.0 Background of this paper). On average, almost three-quarters
(72%) of the MTC group attended the nine key MTC program activities, and a fidelity analysis
of the MTC components found an average total agreement of 87% among clients asked ‘Did
this occur?’ for service areas delivered/covered within each intervention (Sacks, 1997). No
fidelity data were available for the control group.

In Study 1, Study 2, and Study 3, E condition staff was different from and independent of C
condition staff. The staff for the Study 1 program consisted of substance abuse and mental
health professionals employed by the participating site in a staff to client ratio of 1 to 6. A
Clinical Supervisor with training and experience delivering TC programs for special
populations provided site leadership. Training and technical assistance protocols provided
three days of immersion training in the MTC approach, regular training sessions (monthly)
using a manual and curriculum developed for the project team, and weekly consultation/
supervision for the program director, clinical supervisor and program staff (which included
demonstration sessions, an initial period when groups were co-led, direct observation of
program staff performance, and regular feedback and discussion sessions). The training and
technical assistance protocols established in this study became the prototype for the other
studies (cf. Sacks et al., 1997; 1998; 1999).

The Diagnostic Interview Schedule (DIS; Hasin, 1991; Robins, Cottler, Bucholz, & Compton,
1995; Ross, Swinson, Doumani, & Larkin, 1995) was used to determine the diagnoses
summarized in Table 2. The table shows that virtually all (95%) Study 1 clients received a

J Subst Abuse Treat. Author manuscript; available in PMC 2009 January 1.
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lifetime diagnosis of substance abuse or dependence, while 6 in 10 (60%) received a lifetime
diagnosis of severe mental disorder (schizophrenia and other psychotic disorders, mania or
major depression); 81% obtained a lifetime diagnosis of any Axis | or Axis Il mental disorder.
Clients participating in Study 1 differed from other study participants mainly in their lower
education level and lifetime employment rates. According to agency diagnostic procedures,
virtually all subjects in all four studies had co-occurring disorders (i.e., at least one substance
use disorder as well as at least one mental disorder, independent of each other).

Study 1, conducted in a community residential setting, sequentially assigned (Staines,
McKendrick, Perlis, Sacks, & De Leon, 1999) homeless men and women (n=342) with co-
occurring disorders to one of two experimental (E) MTC groups (MTC-Moderate or MTC-
Low) or to a control (C) group that provided typical services or treatment-as-usual (TAU). The
two MTC programs were similar in planned duration of stay (one year), structure, stages, and
array of interventions, but differed in three other important features. Specifically, as opposed
to MTC-Moderate, clients in MTC-Low: (1) attended a day treatment program offered in the
community, rather than having all treatment activities within the residential facility; (2) had
reduced peer responsibilities (they were assigned fewer of the duties that clients and staff shared
in facility operations); and (3) received a program that was structured to have fewer activities.
Upon completing the residential program, MTC clients entered an MTC Supported Housing
program; all TAU clients also received some form of continuing care treatment services.

Whereas 56% of the residents assigned to MTC-Low were retained for 12 months, only 34%
of the MTC-Moderate subjects stayed as long in treatment (Table 1). The retention for both
groups compared favorably to 12-month rates reported in the literature for the standard TC of
between 9% and 15% in a review of seven programs (De Leon & Schwartz, 1984) and of
between 33% and 36% in a more recent study (De Leon, Hawke, Jainchill, & Melnick,
2000). Retrieval rates (Table 1) at 12-month follow-up were 65% for the MTC-Moderate group,
70% for the MTC-Low group, and 73% for the C group. Retrieval rates for a subsequent follow-
up point (not shown) approximately two years post-baseline (749 days on average) increased
to at least 80% for all groups (i.e., MTC-Moderate, 81%; MTC-Low, 85%; and C, 80%).

2.1.2 Study 2— Offender—Upon completion of Study 1, the investigators began to study
the effectiveness of the MTC approach for male offenders with severe mental illness and
substance abuse disorders, an under-served subgroup seen to be in need of research to develop
and test innovative treatment models. These inmates became a population of interest, in part,
because their numbers appeared to be increasing, and because their special needs placed
exceptional demands not only on individuals and families, but also on criminal justice and
treatment systems.

Study 2, conducted within the Colorado Department of Corrections, used a program design
(Sacks, Sacks, & Stommel, 2003) that incorporated many of the core features and elements
described in sections 1.0 Background and 2.1 Study 1-Homeless. From this foundation, further
adaptations for offenders with co-occurring disorders were incorporated, including: an
emphasis on criminal thinking and behavior; recognition and understanding of the
interrelationship of substance use, mental illness, and criminality (triple recovery); operational
adjustments to comply with facility security demands; and expansion of the treatment team to
include security personnel and other Department of Corrections staff.

The staff for this program, at a ratio of 1 staff to 8 clients, consisted of substance abuse
counselors employed by a provider agency under contract to the Colorado Department of
Corrections, and mental health and criminal justice professionals employed by the Colorado
Department of Corrections. Site leadership was provided by a clinically trained Program
Director with experience delivering TC programs. The implementation and quality control

J Subst Abuse Treat. Author manuscript; available in PMC 2009 January 1.



1duasnuey Joyiny vVd-HIN 1duasnue Joyiny vd-HIN

1duasnuey Joyiny vd-HIN

Sacks et al.

Page 5

procedures for the MTC intervention were quite similar to those described for Study 1, but
added weekly training via phone conference, and monthly oversight of the MTC program from
a system-wide TC coordinator.

Diagnostic results from the DIS, shown in Table 2, revealed that nearly 9 in 10 (87%) of the
offenders received a lifetime diagnosis of substance abuse or dependence, while about two-
thirds (62%) received a lifetime diagnosis of severe mental disorder; 83% obtained a lifetime
diagnosis of any mental disorder. This sample of male offenders from Colorado differed from
the samples in the other studies mainly in ethnicity (higher percentage of whites and lower
percentage of blacks) and in that all had a lifetime history of incarceration.

Study 2 (Sacks, Sacks, McKendrick, Banks, & Stommel, 2004), randomly assigned 185 male
inmates with co-occurring disorders either to the MTC program (the E condition) ortoa C
(Control) condition (a mental health treatment program). The planned duration of stay was 12
months for the MTC program; the duration of the C group program was considered to be
variable (for a full description of the program, see Sacks et al., 2003).

Over the first 6 months of prison treatment, 95% of the subjects in the MTC program stayed
in treatment, compared with 69% of those in the C group; at 12 months, 71% of those in the
MTC program and 30% of those in the C group were retained. When released from prison, a
majority (57%) of the offenders who had completed the prison MTC program entered MTC
aftercare treatment (a residential program); all offenders received some form of aftercare once
released from prison. One year after being released from prison, retrieval rates for follow-up
interviews were 82% for the MTC group and 69% for the C group.

2.1.3 Study 3— Outpatient—Treatment for substance use disorders occurs most frequently
in outpatient settings and typically includes counseling (individual and group) with referral to
appropriate community services. In that context, it was seen as desirable to incorporate MTC
services into outpatient programming for addicted clients who show evidence of co-occurring
disorders. Study 3 (Sacks, McKendrick, Sacks, Banks, & Harle, in press) sought to evaluate
the effectiveness of an enhanced treatment track, which added M TC features and three targeted
MTC interventions, compared with standard outpatient treatment. A total of 240 male and
female admissions who had screened positive for psychological/emotional problems were
randomly assigned to either MTC or standard treatment. Significantly better outcomes were
anticipated on variables related to the treatment goals (i.e., mental health, trauma, and housing).

The enhanced track incorporated MTC features (i.e., community meetings) designed to
strengthen identification with the community, and added three other elements considered to be
critical components of effective treatment appropriate for co-occurring disorders
programming. These three elements were: (1) Psycho-Educational Seminar, to improve
clients’ understanding of mental illness (e.g., Jerrell & Ridgely, 1999; Sciacca, 1987-88;
1992), (2) Trauma-Informed Addictions Treatment, to help clients discuss issues of addiction
and recovery, and cope with past and present trauma (Harris & Fallot, 2001; Harris et al.,
2001; Sacks & Sacks, 2005); and (3) Case Management, to teach clients case management
skills (Brown et al., 2001; Brown, Farrell, & Voskuhl, 1999; Brown, O’Grady, Battjes, &
Farrell, 2004). DART programming was delivered to the E group as part of the outpatient
program, with DART elements replacing some standard individual and group activities, and
remained within the structure of 9 hours per week of program activities (3 hours on each of 3
days) for the 12-week program duration.

The staff for this program consisted of substance abuse and mental health professionals
employed by the participating site (Gaudenzia, Inc.) at a staff to client ratio of 1 to 10, and was
led by a clinically trained supervisor with experience delivering TC programs for special
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populations. The implementation and quality control of the MTC intervention followed the
same protocols as described for Study 1, with the addition of training and supervision in the
delivery of the manual-based Trauma-Informed Addiction Treatment (Sacks & Sacks, 2005).
Analysis of treatment dose for the MTC group indicated partial delivery of the treatment
components (84% attended a Psycho-Educational Class, 62% attended a Trauma-Informed
Addictions Treatment, and 62% received individual Case Management).

Table 2 shows that all clients (100%) met agency criteria for substance abuse or dependence.
Although diagnostic instruments were not employed in this cooperative initiative, data from
the Global Assessment of Individual Need (GAIN; Dennis, 2000;Sacks et al., in press) indicated
that virtually all clients had psychological/emotional symptoms, and many (46%) self-reported
a diagnosis of a severe mental disorder. Overall, the sample in this study likely had a lower
proportion of individuals with severe mental disorders than has been reported in the other
studies, but did not differ on the other demographic variables listed in Table 2.

Fifty-one percent of E group subjects were retained in treatment for 12 weeks, compared to
69% of C group clients (i.e., were in attendance for at least once in a month). An intent-to-treat
analysis of all study entrants at one-year post treatment follow-up retrieved 85% of E group
clients and 80% of C clients.

2.1.4 Study 4— HIV/AIDS—In the late 1990s, a highly specialized population, individuals
with HIV/AIDS and co-occurring disorders, became the focus of a special government
initiative (Center for Mental Health Services, 1998; Sacks, 1998). Emphasis was placed on
determining the effectiveness of well-designed treatment models for individuals with HIV/
AIDS and co-occurring disorders, and on calculating the costs of services.

The participating site used in Study 4 (Gaudenzia, Inc.) provided six months of core residential
MTC treatment for clients with HIV/AIDS and co-occurring disorders. To accommodate the
combined medical, addiction, and mental disorders, the core residential program altered the
structure of the TC model to deliver a unique combination of fully integrated medical/
psychiatric/nursing care. The adaptations ensured that clients with co-occurring disorders, who
were AIDS symptomatic (program eligibility criteria) and physically ill when they entered the
program, were medically stabilized as rapidly as possible, and that their physical and mental
health care was integrated within the residential substance abuse treatment program. On
completion of the residential phase of treatment, clients were referred for aftercare services.

The staff for the program consisted of substance abuse, mental health and medical/nursing
professionals who were employed by the participating site at a staff to client ratio of 1 to 8.
Site leadership was provided by a clinically trained Program Director who had experience
delivering TC programs for special populations. The implementation and quality control of the
MTC intervention adhered to the same protocols as described for Study 1.

The Structured Clinical Interview (SCID-I and -11; First, Gibbon, Spitzer, & Williams, 1996;
First, Gibbon, Spitzer, Williams, & Benjamin, 1997; Magruder, Sonne, Brady, Quello &
Martin, 2005) was used to determine mental and substance use disorder diagnoses. Table 2
shows that all clients (100%) met SCID criteria for substance abuse or dependence and that
nearly three-quarters (74%) received a SCID lifetime diagnosis of severe mental disorder; fully
100% obtained a lifetime diagnosis of any mental disorder. These clients differed from those
in the other studies in their HIV positive status and their history of injection drug use.

Study 4 (unpublished), randomly assigned men and women who had completed the core
residential MTC program (n=77) to either MTC or standard aftercare. The clients assigned to
MTC aftercare received an integrated MTC aftercare program of outpatient activities delivered
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in the residential facility over a planned duration of six months. The MTC aftercare program
incorporated case assistance and skills development, peer community meetings and activities,
family/significant other support groups, a Peer Advocacy Group and activities, a Re-Entry
Group using tools for self-management, and a Health and HIV/AIDS Self-Management Group.
The standard aftercare group was referred to community-based agencies for post-residential
treatment, as had been established prior to the study, but Gaudenzia staff continued to monitor
these clients for a full 90 days to encourage adherence to their medical and service plan.

One hundred thirty-five Study 4 participants entered the core MTC residential treatment; 57%
(n=77) completed the six-month program. The retrieval rate at one-year was 67%; follow up
interviews occurred at 12-months post-baseline for dropouts and 12-months post-residential
treatment for subjects who completed the residential phase of treatment.

2.2 Selecting Measures

This article reports analyses that assessed data at follow-up for four comparisons, drawn from
three of the four studies (Studies 1, 2 and 3), which contrasted a group that received MTC
treatment with a group that received another treatment approach (cf. section 3.1.4 for a
description of the results of Study 4). The six outcome domains of interest, which were
measured across all studies, included substance use, mental health, criminality, HIV risk
behavior, employment and housing. A crosswalk of studies was conducted to assess data
collected for each domain. Understanding outcomes for multiple outcome domains is of interest
to the field of co-occurring disorders because: (1) clients with co-occurring disorders have
multiple problems in multiple domains; (2) multiple measurements provide a more
comprehensive picture of treatment effectiveness than can be obtained when relying on one or
two domains. Moreover, measurements over multiple domains, as presented in this summary,
have particular relevance since the MTC is a treatment model meant to affect multiple problem
areas.

As a consequence of spanning a number of years and funding arrangements, the individual
study instruments and domain concentrations, while similar, are not constant across all studies.
Changes in instrumentation occurred (a) to correspond with the emphasis or focus of a
particular study, (b) to comply with requirements of participation in a federally-sponsored
cooperative agreement that employed specific instruments, or (c) to take advantage of new,
improved measures that emerged over time.

Outcome measures were drawn primarily from published reports of each study; where
published data were not available for a particular domain, the full data-set from each study was
examined to find the most similar measure on which unpublished data were available. A general
strategy was developed to decide which variables to include in this report:

1. Multiple measures of a domain (if possible), and an equal number of measures in all
studies, were included. Multiple measures were included to maximize the data being
assessed for each domain. As yet, in the outcome domains of interest, specific single
measures have not emerged to represent the standard for the field.

2. Measures were chosen without regard to the direction of statistical significance in
the original study. This protected against bias that would have resulted from selecting
only those measures that favored the MTC. For example, in Study 2, significant
differences from the C group found for those who received MTC treatment across a
variety of crime measures (i.e., any criminal activity, and alcohol or drug related
criminal activity) were excluded from the summary analyses.

3. Similar data across studies were included whenever possible; however, if one or more
studies had alternative measures of greater relevance to the domain, these data were
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used. For example, although the “number of sex partners” was reported for every
study, some of the studies collected data considered by experts working in this area
to be more indicative of high risk for HIV infection (e.g., “sex while high”).

In each domain, the number of outcomes included in analyses for this summary paper ranged
from one to four measures, and was equal to that of the fewest outcomes reported for any of
the individual studies. For example, although Study 2 reported four outcomes for substance
use, Study 1 reported only three, which limited the measures used in this analysis to three.

3.0 Results

3.1 Summary of Results from Four Studies

Table 3 summarizes the findings at 12-month follow-up for all four studies and includes four
E vs. C comparisons, drawn from the three studies (Studies 1, 2 and 3) that contrasted a group
receiving MTC treatment with a group receiving another treatment approach. The pre-post
comparison from Study 4 (HIV/AIDS) is also included.

3.1.1 Study 1 — Homeless—In general, greater treatment effects emerged for MTC-Low,
which was modified to have lower demands and more staff guidance, in comparison to the
more rigorous MTC-Moderate. As seen in Table 3, an intent-to-treat analysis of all study
entrants revealed that, as compared to the control (TAU) group, outcomes for MTC-Low
showed significant improvements on all three measures of substance use, HIV sexual risk
behaviors, and on employment, while MTC-Moderate differed significantly only on
employment. No significant differences were observed between the groups on measures of
crime, mental health or housing.

3.1.2 Study 2 — Offenders—The results obtained from an intent-to-treat analysis of all
study entrants showed that, one-year post prison release, those in the MTC group had
significantly lower rates of reincarceration for new crimes than did those in the C group. These
differences persisted after an examination of various threats to validity (e.g., initial motivation,
duration of treatment, exposure-to-risk) (Sacks et al., 2004). Significant outcome differences
favoring the MTC group were likewise observed for two substance use measures and one
measure of employment. No differences were apparent between the groups on measures of
mental health, HIV-risk or housing.

3.1.3 Study 3 — Outpatient—Compared to C, the E (MTC) group had significantly better
outcomes in an intent-to-treat analysis, as predicted, on two measures of psychological
symptoms. Although the group difference did not reach significance on the measure of housing
stability selected for this summary (“lived where paid rent”; p<0.07), a similar variable (“the
number of days lived where paid rent”), which was used in the published report of the study’s
main outcomes, did show a significant advantage (p<0.05) for the E group (Sacks et al., in
press). No significant differences between the groups were evident for measures of substance
use, crime, HIV-risk behavior or employment.

3.1.4 Study 4 — HIV/AIDS—In Study 4 (HIVV/AIDS), both the experimental and comparison
groups received residential MTC treatment. This study was included in Table 3; significant
pre-post treatment effects were noted on all six domains and for 11 of 13 measures (p values
between p<0.05 and p<0.001).
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4.0 Discussion

4.1 Summary of Findings

A series of four studies of MTC programs was undertaken to evaluate the effectiveness of the
approach for clients with co-occurring disorders in comparison with alternative treatments. In
the course of each of these studies, the MTC program was altered to accommaodate both the
specific population being served and the circumstances of the treatment setting, although key
features of the MTC were retained throughout. In all MTC programs, a self-help process to
foster change was fundamental, and community as the healing agent was emphasized. All
programs provided psycho-educational seminars to improve clients’ understanding of mental
illness and its relationship to substance abuse (i.e., dual recovery), addiction treatment groups
to explore issues of addiction and recovery as well as to help clients cope with past and present
trauma, and skills training to assist clients with self-management of daily activities and seeking
services post-treatment.

Overall, significantly better outcomes were observed for the MTC group across four E vs. C
comparisons on 23.1% (12 of 52) of primary outcome measures of substance use, mental health,
crime, HIV risk, employment and housing. Because Study 4 lacked an E vs. C comparison, it
has been excluded from the overall tallies of the percentage of variables which show significant
E vs. C differences. In all, significantly better outcomes emerged for the MTC group in every
study, but findings were not apparent for all domains in all studies, and the measures for which
differences were detected varied from study to study.

The results of Study 1 for substance use, HIV risk behavior, and employment provide some
evidence of the comparative effectiveness of the MTC approach for homeless clients with co-
occurring disorders and, more particularly, of a less demanding version of the MTC model
(De Leon, Sacks, Staines, & McKendrick, 2000). Overall, Study 2 outcome findings were
significant for substance use, crime, and employment, and were consonant with the findings
from other studies of integrated prison and aftercare TC programs for offenders with substance
use disorders alone (e.g., Inciardi, Surratt, Martin, & Hooper, 2002; Wexler & Lipton, 1993;
Wexler, Melnick, Lowe, & Peters, 1999; Wexler, Prendergast, Hall, Melnick, & Cao, 2004).
It should be noted, however, that Study 2 findings for aftercare are qualified, in part, by a
potential for selection bias (cf. section 4.3 for a discussion of this issue). The results of Study
3 provide some support for the effectiveness, on specific mental health and housing outcomes,
of outpatient substance abuse treatment programs that add MTC features and selected MTC
interventions to strengthen their capacity to treat co-occurring disorders (Sacks et al., in
press). These results, too, are qualified, in part because the findings were obtained for only 3
of 34 outcome measures (not shown). Although Study 4 lacked an E versus C comparison, pre-
post analysis found significant positive change in all six domains during residential treatment.
Further work is needed to identify those domains in which the MTC is maximally effective for
a given population and to strengthen the model in those areas in which the effects are not
sufficiently robust.

4.2 Core Elements

The portability of the MTC model to different settings is an important concern as evidence of
cooccurring disorders is seen in an increasing variety of populations and service agencies. Core
elements of the model were present in each of the MTC programs studied, and the delivery of
core elements was demonstrated in one study. In examining program fidelity to the MTC model
(Study 1, Homeless), the investigators reported that clients endorsed items 87% of the time

(Sacks et al., 1997), indicating that the delivery of core program elements was consistent with
the program manual description (Sacks et al., 1998). However, the programs included in these
four studies differed in the extent to which the core elements were present and in the specific
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enhancements provided for each particular population. For example, in Study 2 (Offender),
the MTC program had a far greater emphasis on the reduction of criminal thinking and behavior
than did the other programs and, in Study 3 (Outpatient), many fewer MTC elements were
offered (and those elements were only partially delivered) than were included in the other study
programs. The data offered some evidence that programs providing specific enhancements
(e.g., the criminal thinking curriculum in the prison MTC) produced better outcomes in the
targeted area (e.g., criminal behavior), and some evidence that focused interventions (e.g.,
Study 3, Outpatient) can improve specific outcomes in the areas targeted by the enhancements.
Further work is needed to identify the essential core MTC elements and the nature of
enhancements with the potential to improve MTC treatment for any given population and in
any given setting.

4.3 Limitations

Several important considerations should be kept in mind when interpreting these results.

Sustaining Design Integrity and Selection Bias—Although both Study 1 and Study 2
employed rigorous assignment designs for the residential phase of treatment, these studies took
on quasi-experimental features because the aftercare component included MTC treatment
completers only. This raises the potential that sample differences, especially motivation for
treatment and behavior change, contributed to treatment effects. Although an analysis of this
threat to validity in Study 2 indicated that motivation was not related to either entry into
aftercare or crime outcomes (Sacks et al., 2004), the potential exists that other unexamined
sample differences favoring the MTC group were contributing to the differential effectiveness
of MTC treatment. Thus, it is imperative to conduct further and appropriately rigorous MTC
studies that overcome this limitation.

Fidelity of Treatment—The studies, as reported here, contain limited information on
treatment fidelity; however, the narrative summaries and original articles describe the training,
technical assistance and quality control protocols that were employed to guide treatment
implementation and monitoring. Nevertheless, the measurement of treatment fidelity is
essential to assure that the intervention was delivered as designed, and to permit clarification
of the treatment components that are, and are not, essential to treatment outcome.

Treatment Dose—This summary article does not report treatment dose across studies,
although some data have been included in other published reports. For example, an analysis
of treatment duration in Study 2 indicated that effect sizes remain large and significant between
the MTC and control group on measures of incarceration after equating the groups for the
amount of treatment. The authors concluded, “the significant differences between the groups
cannot be attributed to sheer differences between the groups in the amount of treatment, but
likely also reflect differences in the type of treatment (that is, to the integration of prison and
aftercare MTC treatment)” (Sacks et al., 2004, p. 493). Nevertheless, since the MTC is a
comprehensive treatment program of considerable duration, it is important to determine the
minimum and optimum amounts of elements and of treatment duration that are needed to
achieve beneficial outcomes.

The studies also involved variations in populations and settings (as were intended), and in
alterations to MTC treatment (as had been planned), and outcome measures varied from study
to study. For the above reasons, caution is urged in the interpretation of these findings, and the
need for increased rigor in future studies is underscored.
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4.4 Future Directions

Several developments are necessary to strengthen the research base for the MTC program.
First, although clinical trials research is especially difficult to conduct when a comprehensive
intervention, such as the MTC, is being examined, random assignment studies would further
solidify the empirical base of support for this model and fortify its research support. When new
program initiatives are opened in situations where the target population far exceeds the number
of funded beds or slots, the ethical concerns arising from random assignment relating to
preferred vs non-preferred treatments are minimized, since the study would employ all
available beds without bias; the residential phases of Study 1 and Study 2 were conducted under
these conditions. Second, more replication studies are needed as the research base for the MTC
model is not extensive. New research could take into consideration some of the issues described
in the previous section on limitations. Finally, development and evaluation must continue into
aftercare models that can make use of MTC principles while recognizing the long-term risk
for relapse of individuals as they re-enter the community and attempt to establish drug-free
status. Since continuity of care is essential for the treatment of co-occurring disorders, it
becomes advisable to identify the relative contribution of residential and aftercare components.

4.5 Conclusion

In conclusion, the four studies summarized in this paper suggest the effectiveness of the MTC
program with different co-occurring disorders populations and in different settings. The
limitations of these studies notwithstanding, given the need for research-based approaches,
program and policy planners should consider the MTC when designing programs for co-
occurring disorders, particularly if the intent is to develop a comprehensive treatment model.
At the same time, study should be encouraged that will continue to build the research base and
to clarify the factors that contribute to and increase treatment effectiveness for this population.
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TABLE 1
Program Characteristics for each Study
Study 1 Study 2 Study 3 Study 4
Homeless Offender Outpatient HIV/AIDS
Research dates 10/91 - 5/97 10/95 - 10/02 10/00 - 10/04 09/98 - 09/04
Region New York, NY Pueblo, CO Philadelphia, PA Philadelphia, PA
Research design Sequential Random Random assignment All subjects MTC
assignment into two assignment into E into E (MTC) or C residential
E (MTC) or C (TAU) (MTC)orC

Assessment schedule

Baseline at time of
randomization
Follow-up 6, 12, 18,
& 24 months post

Baseline at time of
randomization
Follow-up 6 & 12
months post prison

Baseline at time of
randomization
Follow-up at 6 & 12
months post baseline

Baseline at entry into
residential MTC
Follow-up at 6 & 12
months post

baseline release discharge
Treatment setting Residential Prison and Outpatient Residential
Community

Corrections

Staffing

Substance abuse and
mental health
professionals; 1:6
staff to client ratio

Substance abuse,
mental health and
criminal justice
professionals; 1:8
staff to client ratio

Substance abuse, and
mental health
professionals; 1:10
staff to client ratio

Substance abuse,
mental health and
medical/nursing
professionals; 1:8
staff to client ratio

Intervention & Control Groups E MTC-Moderate E MTC E MTC All subjects MTC
E MTC-Low C mental health C standard substance
CTAU group abuse treatment

Baseline Sample 183 E MTC- 92 EMTC 126 E MTC 135 MTC

Moderate 93C 114C

93 E MTC-Low

66 C TAU
Retrieval(12-month fo||ow_up)T 119 (65%) E MTC- 75 (82%) E MTC 107 (85%) E MTC 91 (67%) 12 months

Moderate 64 (69%) C 91 (80%) C post

65 (70%) E MTC- residential / 12
Low months

48 (73%) C TAU

post baseline

Length of stay(planned) 12 months 12 months 12 weeks 6 months
Retention(% of planned length of 34% E MTC- 71% E MTC 51% E MTC 57% MTC
stay) Moderate 30% C 69% C
56% E MTC-Low
n/aC TAU

MTC=modified therapeutic community; TAU=treatment as usual; E=Experimental condition; C=Control (comparison condition)

7LThe Study 2 (Offender) 12-month follow-up was measured from their release from prison (i.e., to a non-controlled environment) so that the residential

status of all subjects would be comparable in terms of risk for relapse.

J Subst Abuse Treat. Author manuscript; available in PMC 2009 January 1.



Page 15

Sacks et al.

SIUBI[O +AIH 10} Buisnoy jusuew.ad sepnjou|

444

sleak € 1se] 8y ul pakojdwa Ajjensn %62

4

wWaisAs a0nsn[ [eUILILID BU} YIM JUSWSAIOAUL 17 %/ /

4

JusLINd/ypuow Ise| T ‘SYIUOL XIS ISe| 977 ‘Sypuow T Ise| 217 ‘swinayl] =11

198115/181|9YS %¢E 199415/18118YS T71 %6 199.1S5/48]|9US %0T 19841S/19)|9YS %ZT
Hhuneon v HEIRSIOU T sy ohemamoct aeiog i wmBort Buisnou
1N awn (1N} 2171 %6 2T %E9 2171 %9T wawAodw3
LT %19 L11%Le 171 %EY 11 %V sbnup pazosfu|
%00T VIN %€ %0T snyess aAlIsod AIH
11 %09 1UN 171 %00T 171 %65 payeJadJedu]
(s9'0T) 02'8T (Se'TT) vr'oT (€8'TT) 28'ST (60°0T) OV VT (as) uean — 1a9
1719%00T B/u 171 %¢8 11 %T8 JapJosip [eyuaw(i| sIXy 40 | sixy) Auy
L1 %YL e/u 11 %29 171 %09 J48PAOSIP [BIUB BUBABS | SIXY
17 %007 171 %00T 11%1.8 171 %56 aoudpusdap/asnge 3dUEISONS | SIXY
@39 10 %95 @39 40 %29 @39 10 %9 S1e9A 2T %9€ ewo|dip |00ys ybIH
%9 %8 %G°9T %8T ojuedsiH

%88 %6. %0€ %0L >oelg
%L %ET %6V %TT aNUM —Awruyz
VIN A T2 13pun pIIYd %689 %E9 %Ly uaip|iyd Auy
%G %E9 %T9 %L paLLew JaAsN
(18'9) 66°LE (98'8) 092 (z8'8) 62'V7E (68'9) 5€'G€ (@s) uesN —aby
%6V %EY %00T %GL 3[eIN —18pua

SAIV/AIH u:m_umauzo lspusljO SS9|sWoH
v Apms € Apms ¢ Apmis T Apms

NIH-PA Author Manuscript

z31avl
NIH-PA Author Manuscript

Apms yoes Joy sonsiisoesey) 108lgns

NIH-PA Author Manuscript

J Subst Abuse Treat. Author manuscript; available in PMC 2009 January 1.



Page 16

Sacks et al.

50'0>d
.

asea|al uostid 1s0d SYIUOW ZT=ZT7 ‘SYIUOW 9 1SL[=9] ‘SYIUOW 88U} ISB|=E] ‘YIuow 1se|=T

(Buisnoy jusuewuad

AlIH ‘0YS ‘Waliede
‘asnoy) Buisnoy a|qels

(e71) sl Aed

(zT1) 8ny

(97) uswyede

(971) swiede

wxnCVEO ut aAl] Apuaiin) 0190 NOA 318UyMaWos aAIT] 295°0 01 92e|d a|qels ou peH 9v9°0 /asnoy e ul aAI £98°0 /3snoy e Ul 8AIT 5
uIsnoH
(9 (e (91 (91
wxx vE00 Aed 104 siom Auy FATA) Aed 104 lom Auy L09€0 (97) uswAojdws Auy £ 25C0 juswAo|dwa Jo jana] L8VE0 JuswAojdwsa Jo |ansT]
uswAoldwg
(97) ssaupted xas omy (97) s4aupted xas omy %
(£71) umouxun uey} asow Huiney 1o ueyy alow Buiney 1o W
snyes 1o anlehau ‘1asn Bnup A ‘18buens ‘1asn Bnup A| ‘4abuens 2
AIH 2U0aWwos yym (1) ssauped (zt1) ‘aouejurenboe ‘aouejurenboe 5
€650 xas pajosjoidun Auy 662'T X85 J0 JaquinN ¥55°0 ybiy ajiym xas Auy L5200 UB UM X3S AUy 0ET'T Ue yum xas Auy J0ERYB( [enXaS
(e (97) sapasu (977) saposu S
*oom.o asn a|pasu Auy Uy 2860 (g7) asn ajpaau Auy 8G/'T (97) asn ajpasu Auy G06°0 pasn sawi JaquinN SOT'T pasn sawi JaquinN o uonoaluj
JOINBY3G S AIH
(zT1) m
UOITR[OIA [B31UY28} JO =
ajoued 10U WD Mau s
wxx81C0 (97) 1refl Auy 6280 (€71) uosud/jrel Auy V1T 0 10} pajelaoleouIRy T0%°0 (971) uosud/jrel Auy ¥SL°0 (977) uostd/rel Auy ®neasoteou]
(€1 (217) uonejOIA S
(€71) 1y01d Joy Me] 8y Burxeaiq/me [eatuyoayajosed Jou (977) pamiwwod (977) peniwwioo §=3
98G°0 Annnoe efa) |1 Auy 810 U Ym ajgno.y Auy 6€5°0 Ananoe feurupd Auy 98G°0 S JO JsquNN 860'T SBWLID JO JaquInN AIAIBY [euWLLID
= W
2 [Ple}
(e £
wajqo.d feuonows L2
/1eaibojoyaAsd (2171) uonedIpaW |e10] 9Jeas 1daouo) 1101 9[eds 1daouo) 5
L7620 [euonowsa 8]0l 9545 %G9S0 Aue NIVO 1870 aueIyaAsd Auy 6650 J19S 99sseuua | 6670 J19S 9assauUa L < zyoksq
Xapu| wajqoid (2171) UsWiean) [e10] 3Jeds [e10] 8]eds m
+x37¢0 U[eay [eusw 9g4S £xC8E0 [euonow3 NIVO 2150 oupelyaAsd Auy Lv0'T AvIxuy 1sajIueiN ver'T AIxuy 1sejiuey £ Tudsd
0880 xepul woyduwiAs Jong v.G0  x8pu] woydwAs Jeug 09.°0 xapu| woydwAs youg €160 Xepul Auanes eqojo 61T X8pul A11anas [eqol g I1sa/1so
le101 Xapu| [e101 xapu| [e101 xapu| [e101 xapu| [e101 xapu| a
a4 uoissalda Moag 8590 uoissaida 3oag G190 uoissaldaq xoag 6vS°0 uoissaldaq oag G8T'T uoissaldaq xoag < 1ag
Aiesy [elusiN
=
(Ajuo s1asn :97) Xapu| wajgoid (Ajuo s1asn z11) (97) asn Bnup (97) asn Bnup N
wxx 1900 asn Bnup Jo Ajl1enas 8€/°0 3oueISgnS NIVO 8750 asn Bnup Jo AllIanas «BLE0 J0 Aouanbaly 1saybiH ¥€6°0 10 Aouanbauy 1saybiH Zbnug
(97) pasn sbnup (971) pasn sbnip
***H.:.o ‘(97) asn Bnup Auy 820'T (g7) asn Bnup Auy *mmv.o (zT1) 8sn Bnup Auy o T6€0 JuUaIBYIp JaquinN SY6°0 JuUaJayIp JaquinN 1 bnug
(97) uoneaixojul (€71) uoneaixojul (¢171) uoneaIxojul (977) uoneaIxojul 0} (97) uoneorxojul 03
A A 0} |Joyoae Auy 0T0'T 0} Joyode Auy L 5EE0 0} Joyode Auy L8050 Joyoaje jo Adusnbal4 868°0 Joyoaje o Aouanbal4 10yod|v
asn aguelIsqns
11018 SPPO 871S 10843 101eY SPPO 971S 108443 1017ed SPPO 9715 19843 1011BY SPPO 9215 10843 10118 SPPO 9715 19843
1s0d-3.d MOT-DLIN 31BI3PON-OLIN
SAIVIAIH —v Apms siedino —¢ Apnis J3pusyo —z Apms ssajowoH —T Apnis
>U3w >Q SYIUOAN ZT 1e sswodinQ Jo Alewiwins
€37avl

NIH-PA Author Manuscript

NIH-PA Author Manuscript

NIH-PA Author Manuscript



Page 17

Sacks et al.

NIH-PA Author Manuscript

*dn-Mo[104 YIUOW--ZT O} BUIJaSe] WOJ JUBWaA0dWI S81edIpuUl T UBY) SS3] JO 0118l SPPo cdwrN

*dno4B [05U02 8y U1 ueyy dnolB D1 A BY) Ul SIUBILD oy JuslBAodWwI 181ealB Seyedlpul T Uey) SS3] JO O11el SPPO :<uN

100°0>d
x

xx

10°0>d
.

¥

NIH-PA Author Manuscript NIH-PA Author Manuscript

J Subst Abuse Treat. Author manuscript; available in PMC 2009 January 1.



National Institutes of Health
8 X fin O3

m National Institute on Drug Abuse
Advancing Addiction Science

ARCHIVES

== [

Therapeutic Communities Research Report ~ /

.. Publications

Therapeutic Communities Research Report

What Are Therapeutic Communities?

This is Archived Content. This content is available for historical purposes only. It
may not reflect the current state of science or language from the National Institute
on Drug Abuse (NIDA). Find current research and publications at nida.nih.gov.

Therapeutic communities (TCs) are a common form of long-term residential treatment
for substance use disorders (SUDs). Residential treatment for SUDs emerged in the late
1950s out of the self-help recovery movement. Some such groups evolved into self-supporting
and democratically run residences to support abstinence and recovery from drug use (acks &
sacks, 2010) Examples have included community lodges, sober houses, and TCs. During the
1960s, the first generation of TCs spread throughout areas of the United States, and today the
TC approach (see "What is a Therapeutic Community's Approach?") has been adopted in more

than 65 countries around the world (Buntetal., 2008)

Historically, TCs have seen themselves as a mutual self-help alternative to medically oriented
strategies to address addiction and most have not allowed program participants to use
medications of any kind, including medications such as methadone (a long-acting opioid
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agonist medication shown to be effective in treating opioid addiction and pain) (Pe Leon, 2000; De

Leon, 2015) Qver the past 30 years, TCs' attitudes toward medications have gradually evolved,
reflecting changing social attitudes toward addiction treatment and the scientific recognition
of addiction as a medical disorder (Pe Leon, 2000; De Leon, 2015; Vanderplasschen et al.,, 2013)  p growing
number of TCs now take a comprehensive approach to recovery by addressing participants'
other health issues in addition to their SUDs, incorporating comprehensive medical treatment
(smith, 2012) 3nd supporting participants receiving medications for addiction treatment or for
other psychiatric disorders (see "How Are Therapeutic Communities Adapting to the Current
Environment?"). Many of today's TCs are also offering shorter-term residential or outpatient
day treatment (De Leon, 2012; De Leon & Wexler, 2009) jn addition to long-term residential treatment.

TCs have also been adapted over time to address the treatment needs of different
populations. During the 1990s, modified TCs emerged to treat people with co-occurring
psychiatric disorders, homeless individuals, women, and adolescents (Pe Leon, 2010; Sacks et al,
2004b; Sacks et al., 2003; Sacks & Sacks, 2010; Jainchill et al., 2005) (see "How Do Therapeutic Communities
Treat Populations with Special Needs?"). Also, as the proportion of offenders with SUDs rose
during the same period, correctional institutions began incorporating in-prison TCs (often in
separate housing units), and TCs are available for people re-entering society after prison with
the goal of reducing both drug use and recidivism (Wexler &Prendergast, 2010) (see "How Are
Therapeutic Communities Integrated into the Criminal Justice System?").

Initially, TCs were run solely by peers in recovery. Over time and in response to the changing
needs of participants, many TCs have begun incorporating professional staff with substance
abuse counseling or mental health training, some of whom are also in recovery themselves.
Today, programs often have medically trained professionals (e.g., psychiatrist consultants,
nurses, and methadone specialists) as staff members, and most offer medical services on-site
(Dye etal,, 2012; Perfas & Spross, 2007) According to a national survey of these programs, more than
half of TC staff members are in recovery (Pye €tal. 2012) 3nd many have earned certification in
addiction counseling or bachelors- or masters-level degrees.
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Psynergy Program

County: Level of Complexity

Dlagn OSIS — check all known diagnoses. No points allocated.

O Schizophrenia [ SUD/Poly-Substance

L1 schizo-Affective [ Major Depression

L Bipolar Disorder [ Disorder Impulse Control
O Anxiety Disorder [ Disorder PTSD

I ADD/DHD O Intellectual Disabilities

- Personality D/O [ Autism Spectrum Other

Symgtoms Check all that apply

1 (1) Psychosomatic [ (2) Psychosis

[ (3) Labile [ (1) Mania
[1 (2) Depression [ (2) Suicidal Ideation
[ (1) Anxiety [ (3) Paranoia

[ (2) Perseverating [ (1) Fearfulness
] (1) Delusional [ (2) Disorganized
[ (3) Hallucinations 1 () other

Total 0
Behavioral Supports — check all that apply

[] (3) Needs excessive [] (2) Assaultive behaviors, Hx

(
prompts/ redirection D (3) Labile
2) Int P .
L] @ bno::ij“::{esoor [] (3) Verbally Assaultive
D (3) Intermittent [ (1) Victimization
Explosiveness ] (4) Elopement/UAA Bxs
[ (2) Disruptive to Milieu

[ (2) inappropriate Sexual Bx 7 |\ |\ vion

[ (2) Aggressive Behaviors
(2) Property Destruction
(2) Break house rules

[l (2) Impulsive behaviors ] @)

] (1) ocp Bxs
E] (2) Threatening BehaviorslzI

.. Total 0
Legal Restrictions

Client Name:

Restricted Health Care Plans

[ (3) Urinary Incontinence, Enuresis

[ (4) Fecal Incontinence

[ (2) Diabetes, BSL Management

[ (2) Inhaler/Asthma/Allergy

[ (2) Hypertension

[ (2) COPD with Inhaler

[ (2) Vitals, Blood Pressure, Temperature, Etc.
[ (2) Pacemaker

[ (3) Colostomy Care ( ) Other

L1 (1) LAI Support Total 0O

Special Diets

[ (2) Ground/Pureed/Chopped

[ (2) Vegan, Vegetarian, GERD friendly

[ (3) Weight management, shakes, dbl portions, etc
[ (2) Other:

(must be approved by Food Services Manager prior to admission)
Total 0

Medication and Medical Management

1 (3) On Probation, AOT, CARE Act, SB43

[ (2) Registered Sex Offender

[ (3) Arsonist/Fire-Setting with intent to destroy
property

[ (3) Electronic Monitoring Device

[ (4) Mental Health Diversion PC1001.36

I (2) LPS Conservatorship
Total O

[ (3) Clozaril [1 (2) 1-6 Oral Medications
[ (3) Lithium [ (3) 7-11 Oral Medications
1 (3) Depakote [] (4) 12-18 Oral Medications
1 (4) Insulin

[ (2) 1-2 Treatments  [] (3) 3+ Treatments

[ (3) 2 or more Antipsychotics

[ (3) Crushed Medications Order / Med adherence precautions
1 (3) Support for Medication Refusals

Total 0

Suicidal Attempt & Self Injurious Bx
[ (3) Past 30Days

[ (2) 30-90 Days

[ (1) 90-180Days

[ (0) 180+ Days & History of SA/SIB
Total O


LKaufmann
Cross-Out

LKaufmann
Cross-Out

kmurillo
Highlight

lkaufmann
Highlight

lkaufmann
Highlight


Physical Disabilities Activities of Daily Living Assistance
[ (2) Assistive Device, Walker, Knee Scooter, Etc. [ (4) Bathing, Grooming, Dressing

[ (3) Visual Impaired (ex. Blind) 7 ( ) Other:
[ (3) Hearing Impaired

Total O Total O

Dual Recovery Program Support

(MUST BE DIAGNOSED- INCLUDES ETOH, POLYSUBSTANCE, AND CAFFEINE)

[ (1) x1 Random Tox Screen pere months 1 (3) Relapse Prevention Plan — Active
[ (2) x2 Random Tox Screen per 6 months

1 (3) x3 Random Tox Screen per 6 months Summary of changes since last Assessment

Total O

Total Level of Service Score

] Level | Management 20+ ] Unbenefited, Underfunded and/or Unfunded clients
Please note: The Department of Behavioral Health is
[J Level Il Management  0-19 responsible for PNI, SSI, Mental Health Services and

Residential Daily Patch Rate.
LI Intensive Support Services (ISS) v

] RCFE Whole Person Care Prior Score:

Total Points: 0 Current Score:

Psynergy Programs Only: CLIENT NAME
COUNTY

Completed by Client Development or Facility Administrator: Jenny Sanchez Admissions/Client Development Manager
Signature:
Date:
County Case Manager:
Signature:

Date:
This form must be completed prior to initial admission and when there is a change of condition
that leads to the Appraisal Needs and Services Plan to be reviewed and updated.

Please note the case manager can request for a reassessment after 6 months of admission.
Clear Form
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Contract Project Date BOS approved | Contracted amount| Contracted Term

Praxis Associates (continued) Evaluation Services, Data Analysis, Performance Improvement Projects 4/14/2026 870,000 3years

DHCS (continued) County Performance Contract. Required to provide SMHS and DMC ODS 4/14/2026 N/A 3years

Vista Pacifica (amendment) Skilled Nursing Facility 4/14/2026 235,203 Through June

City of Stockton (new) Prop 47. Staff SACII for referrals from court. 4/14/2026 368,811 3years

Bay Medic Transportation (amendment) Non Emergency Transport. Take patients from CSU to hospitals 4/14/2026 1,518,000 2 years

Andrade Inc (amendment) Board and Care 4/28/2026 374,112 Though June

Valley Community Counseling Outpatient Children services in South County 4/28/2026 4,345,000 6/30/2028
Peer certification, Inpatient concurrent review, 5150 training,

CalMHSA Joint Powers Authority Credentialing, PT Portal, HEDIS calculations, RCM, EHR 5/12/2026 1,723,881 1lyear
Davis Guest Homes, Golden Path, Andrade Inc, Vista Pacifica, Anberry,

Various Adult Residential Service Providers (SNF,|Maple, Pasadena Nursing Center. Placements for conserved patients 5/12/2026 10,443,043 1-2 years
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Behavioral Health Services

A Division of Health Care Services Agency

Fay G. Vieira, LMFT, BHS Director

Date: Wednesday, March 18, 2026
Time: 5:00 PM -7:00 PM
Location 1212 N California Street
Conference rooms B&C
Stockton, CA 95202
Members: Chair- Destiny Easter Toni Delgado
Vice Chair- Katrina Bambula Sabrina Flores-Eng
Paul Akinjo Jeffrey Giampetro
Patricia Barrett Anastassios “Tasso” Kandris
Cristopher Bunnel Gertrud “Gertie” Kandris
Supervisor Paul Canepa
Vacancies (1) Family Representative Seat (1) General Interest Seat
(1) Transitional Age Youth Seat
Minute Taker: Board Secretary

Minutes

| 1. Call to Order 5:04 pm
a. Moment of silence
b. Pledge of allegiance
c. Roll Call
d. Housekeeping

2. Public Comment

Esther Wolzynski- announced Grand Opening of BeeSafe Supervised Visitation

Center

Anthony Grandon- spoke on stigma against those that self-harm

Laticia Sandoval- spoke of transportation-lift van
The public is welcome to address the Advisory Board during this time on matters within the
Board’s jurisdiction. Members of the public are encouraged to complete a Public Comment
form, which can be found near the entry of the Board Room. Speakers are limited to three
minutes and are expected to be civil and courteous. Public comment on items listed on the
agenda may be heard at this time, or when the item is called, at the discretion of the Chair.

Except as otherwise permitted by the Ralph M. Brown Act (California Government Code
Section 54950 et seq.), no deliberation, discussion or action may be taken by the Board on
items not listed on the agenda. Members of the Board may but are not required to: (1) briefly
respond to statements made or questions posed by persons addressing the Board; (2) ask a
brief question for clarification; or (3) refer the matter to staff for further information.

| 3. Approval of Minutes |
a. Approval of February- (error) vote was on January 2026 minutes. Vote
Board voted unanimously (6-0) to approve Minutes of the February Board meeting

1212 N California Street | T 209468 8750 | F 209 659 1311
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| 4. Guest Presentations |
a. BHSA Integrated Plan- presented by Angelo Balmaceda

| 5. BHAB Chair’s Report |
a. Review of potential goals for 2026

Goal 1: BHAB will develop a resource guide for families of BHS members (advance
directive, planning for ongoing support) by 10/1/26
Goal 2: BHAB will do outreach at a minimum of 3 local government/special district
meetings by 10/1/26 with the intention of recruiting more diverse membership
from different areas of the county.
Goal 3: Behavioral health staff shall provide the BHAB with a monthly report
detailing any new or updated service contracts with CBOs in accordance with Calif
WIC code section 5604.2 subdivision 2. This report item will be summarized in a
report prepared by an ad hoc committee presented to the BHAB by November 26
and subserviently revised and submitted as report to BOS by 12/26.

b. Keep the following liaisons:
e QAPI- will review grievances. (Meetings are virtual, quarterly. Next one 4/15
2pm-2:30pm)
e Suicide Prevention- this is transitioning
e Legislature- report on upcoming legislation that is relevant to Behavioral
Health Services

c. Establish new liaisons:

e SJC Youth Wellness Alliance-dedicated to helping youth with mental health
and well-being (Meetings facilitated by the County Office of Education -meets
every other month?)

e Lethal Means- Educate the community on gun safety (monthly or quarterly
meetings. Tuesdays 10am-11:30am at Prevail)

e Continuum of Care COC- collects data daily on the homeless living in
shelters through a web-based system called the Homeless Management
Information System (meets 2" Thursday of the month 11am-1pm at SJCPHS)

e Substance Use Network meeting- Virtual meetings the 15t Thursday of each
month

d. End the following liaisons:
e MHSA-BHSA
e Cultural Competency
e. CALBHB/C Quarterly Meeting and/or Training
Meeting-4/17/26 Training 4/18/26

20f4
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Behavioral Health Services

| 6. Director’s Update

a. 1212 Conference room arrival time- Please do not enter the conference room until
4:45pm arrival due to conflicting meetings. Jasmine will be able to enter early to set
up, doors will open at 4:45pm.

b. Update on BHS Assistant Director-Clinical- Interviews scheduled for next Tues. 2™
interviews will be held in April.

7. Committee Reports
Written reports must be submitted to the Board Secretary one day prior to the
Executive Meeting, occurring the first Tuesday of every month

a. Housing (Jeff Giampetro)- lights flickering at park center. Some people are missing
blinds in their apartments. The buildings on Miner are fine.

b. Children/TAY (Vacant)

c. SUD/Community Supports (Patricia Barrett)- no updates

d. Justice and Community Integration (Vacant)

8. Liaison Reports
Reports must be submitted to the Board Secretary one day prior to the Executive
Meeting, occurring the first Tuesday of every month

QAPI (Tasso Kandris) No meeting until April.

MHSA-BHSA (Katrina Bambula-Santos)

Suicide Prevention Committee (Destiny Easter)

Cultural Competency Committee (Katrina Bambula-Santos)- Changing name to
Cultural Humility to align.

e. Legislature (Gertie Kandris)- The California Children’s Mental Health Conference is
coming up May 6-May 8. Held at the Doubletree Hotel in Sacramento. BHS will
send staff.

oo o

9. Sub-committee Reports
Reports must be submitted to the Board Secretary one day prior to the Executive
Meeting, occurring the first Tuesday of every month

| 10.Action Items

a. Select Board goals for 2026 Vote
Board voted unanimously (7-0) to approved Goals 1 & 2 for 2026
b. Select work groups for each of the two goals Vote

Board voted unanimously (7-0) to approve the following:
Goal 1: Jeff Giampetro, Katrina Bambula-Santos
Goal 2: Patricia Barrett, Cristopher Bunnel

c. Establish proposed liaisons Vote
Board voted unanimously (7-0) to keep/establish the following liaisons:
QAPI, Suicide Prevention, Legislature, SJC Youth Wellness Alliance, Lethal
Means, Continuum of Care COC, and Substance Use Network

3of4
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Behavioral Health Services

d. End proposed liaisons Vote
Board voted unanimously (7-0) to end the following liaisons:
MHSA-BHSA, Cultural Competency

11.Reminders

Next Advisory Board Meeting: April 15, 2026

12.Local Events/Announcements

a. NAMI Family-to-Family classes (8-week program)
March 28, 2026, 10:00am
1414 N. California Street

b. CALBHB/C Quarterly Meeting and/or Training
Meeting-4/17/26 Training 4/18/26
Hybrid: Zoom / In-Person (Sacramento)

13.Board Comments

| 14.Adjournment 6:14 pm

4 0of4
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