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I. CHANGES IN KEY PERSONNEL DURING 3-YEAR REPORTING PERIOD
Describe any new hires, critical vacancies, and changes in assignments of project staff.

In May of 2021  [REDACTED] was moved into the vacant position of Project Coordinator that was created when [REDACTED] was moved to Program Director.

A. New Key Staff Information:
Name:	[REDACTED]	LOE: 50 %
Title:	Peer Recovery Coach Coordinator
E-mail:	[REDACTED] @ [REDACTED] .org


B. Former Key Staff Information:

	Name:
	[REDACTED] 
	[REDACTED] 

	Title:
	[REDACTED] 
	[REDACTED] 

	E-mail:
	[REDACTED] 
	[REDACTED] 




II. PROJECT INFORMATION NARRATIVE

The following describes the progress of  [REDACTED]  ( [REDACTED] ) toward reaching the primary goals and objectives of the project during the span of the project, Years 1-3.

Goal 1: Provide peer recovery coaching and recovery support services to individuals at all stages of the recovery continuum.

Year 1:

In Year 1, 69 people received recovery support services and 20 enrolled in long-term peer recovery coaching through our grant project. During this time period,  [REDACTED]  peer coaches provided 623 support encounters, including face-to-face sessions, phone support, and texting. In the initial stages of grant implementation, our program had lower than expected referrals in one of our targeted areas,  [REDACTED]  County. We addressed this barrier by focusing greater efforts in  [REDACTED] because there were existing referral lists and documented need for more peer coaching services in this county. This change resulted in increased enrollment in long-term recovery coaching, resulting in 11 recovery coaching enrollments in the final 3 months of the year, compared to enrolling only 9 individuals during the first 9 months of the year.  [REDACTED]  also expanded recovery support service delivery in Year 1 by adding two All Recovery Meetings at  [REDACTED] ! [REDACTED]   homeless program; extending the hours of our Justice Involved Recovery Group; and increasing and diversifying services at our Recovery Community Center to 40 services and classes. In addition,  [REDACTED]  provided Wellness Recovery Action Planning (WRAP) classes to 75 individuals in Travis and  [REDACTED]  Counties.

Year 2:

During the second year of the project, 76 individuals received some level of recovery coaching and 26 enrolled in long-term peer recovery coaching through the grant project. During this period, peer coaches provided 1,123 support engagements, including face-to-face sessions, phone support, texting, and internet contacts (i.e., Zoom). These services were directly funded by the BCOR grant; when matching funding is included, 279 individuals received 4,267 recovery coaching/support engagements from the two combined funding sources.  [REDACTED]  also provided peer support services in a  [REDACTED]  County intensive outpatient program, conducted WRAP classes for 95 people, and provided Dual All Recovery meetings for 109 individuals through grant funding.

The COVID-19 pandemic significantly affected  [REDACTED] ’s ability to provide peer coaching and recovery support services in Year 2. Our recovery community center was closed indefinitely because our building is on the  [REDACTED]  State Hospital campus and all building on the grounds were closed to the public. As a result, work from home protocols were established for staff, Zoom accounts were set up for recovery support meetings and face-to-face coaching sessions, and consent forms were created for virtual services. Over time, our staff found that peers were open to computer and phone-based methods of engagement and that, overall, interactions were for shorter periods of time but were more frequent than in-person engagements. Toward the end of Year 2, coaches slowly increased in-person services and offered hybrid services (online and in-person); however, all in-person engagements were significantly decreased due to back-to-school and holiday spikes COVID-19.

Year 3:

During Year 3, 77 individuals received recovery coaching and 11 new people enrolled in long-term peer recovery coaching through the grant project. During this period, peer coaches provided 2,320 support engagements, including face-to-face sessions, phone support, texting, messages, and internet contacts (i.e., Zoom). These services were directly funded by the BCOR grant; when matching funding is included, 175 individuals received 6,040 support engagements from the combined funding sources.

 [REDACTED]  continued to face barriers related to COVID-19 pandemic, particularly in providing in-person coaching and recovery services. The periodic surges of COVID-19 prevented the State of  [REDACTED]  from allowing us to open our community center to the public. To address this issue,  [REDACTED]  moved to a community-based approach to service delivery and began to meet people in their homes, parks, coffee shops and other locations in their community. In addition,  [REDACTED]  set up coaching sites with community partners. For example, we placed coaches in “ [REDACTED] ”, a city funded program housing insecure individuals who were considered a high health risk if they became infected with the virus. The shift to community-based service delivery allowed greater access to peer coaching and recovery services for our participants.

Goal 2: Increase access to and expand the reach of PRSS/RSS to a broader section of the State of  [REDACTED] .

Year 1:

During the first year of the grant, [REDACTED]  made great strides in providing recovery support services in the local creative community through collaborations with  [REDACTED]  area organizations addressing the needs of artists, musicians, and individuals in other areas of the creative arts. Several examples include:
· Established a satellite space in East [REDACTED]  at the  [REDACTED] , which included contributions from community partners to equip the space with office furniture and supplies and the SAMHSA grant funds the rent for 2 office spaces in this location and 2 other

offices are funded at the [REDACTED] location through a Downtown  [REDACTED]  Community Court grant.
· Through collaboration with these partnerships in East  [REDACTED] ,  [REDACTED]  was able participate in providing recovery projects and services, including hosting a 4th of July picnic attended by over 100 individuals in the recovery community; providing refurbished musical instruments to peers living at the  [REDACTED] ! Village; solidified relationship with the Simms Foundation that provides substance use counseling and treatment in the local creative community; and established new partnerships with [REDACTED]   Foundation and [REDACTED]  that provide supports for the local creative community.

 [REDACTED]  also made advancements in increasing access to recovery support services in neighboring  [REDACTED]  County in Year 1:
· Collaborated with a recently established mental health clubhouse to provide peer-based substance use supports for their peers, including provision of recovery coaching and WRAP classes.
· Gained access to provide recovery coaching in the  [REDACTED]  County Jail, which previously had a closed door policy on allowing this type of service provision in the jail.
· Provided support and technical assistance in developing and maintaining a local ROSC in the county, resulting in increased participation of community partners and consistency in regular meetings and efforts.

Year 2:

During Year 2, [REDACTED]  began a pilot program with the University of  [REDACTED]  Seton  [REDACTED]  that placed a peer recovery coach on the emergency medical services staff and their Buprenorphine Team.
This program was later expanded to provide long-term recovery coaching post entering treatment with the local provider if requested by the peer.

· Due to COVID-19,  [REDACTED]  transitioned to Zoom for training peers across the state of  [REDACTED]  and developed online training for PSS, Excellence in Coaching, and RSPS. In addition,  [REDACTED]  served as a mentor organization for The Purpose of Recovery that is developing recovery community organizations in [REDACTED],  [REDACTED] . Our move to virtual services also allowed us to collaborate with the Central  [REDACTED]  Treatment Center that is in a rural area of  [REDACTED] . This program is part of the correctional system whose participants are often stepping down to recovery residences in the  [REDACTED]  metropolitan area. Residents participated in our [REDACTED] (All Recovery Meeting) and upon release were eligible to participate in a hybrid (in-person/virtual) recovery support meeting on Saturdays.

Although [REDACTED]  had many successes under this goal in Year 2, we also faced challenges. Access to technology (i.e., internet, computers,  [REDACTED]  phones) for virtual services is limited in rural areas and many participants are challenged by a lack of technical knowledge. Further, the pandemic has greatly reduced employment opportunities for recovery coaching.

Year 3:

In Year 3  [REDACTED]  continued to build upon our work with the University of  [REDACTED]  Medical Center by providing a peer recovery coach to work with emergency medical services staff and their Buprenorphine Team. Through this partnership with  [REDACTED] ,  [REDACTED]  connected with the  [REDACTED] Community Health Paramedics and now have a peer recovery coach paired with their emergency team. In addition, we collaborated with [REDACTED] Medical team to provide information and technical assistance regarding the impact of stigma related to substance use when receiving medical care. The end product of this collaborative work is an educational curriculum that was developed by the

medical school and is now used by  [REDACTED]  to train doctors and other medical professionals on the impact of stigma. The training program is called Reducing Stigma Education Tools (ReSET) and can be found [REDACTED.  [REDACTED]  has permission to use this training course and to adapt the training if needed for other types of providers. At this time, we are using this information as part of our planned outreach and education efforts in FY22.

 [REDACTED] ’s training program continued to expand during the final year of the project through new statewide partnerships and contracts. Our organization secured new contracts with the Area Technology Transfer Center to provide Recovery Support Peer Specialist and Co-Occurring trainings, and with the Centralized Training Infrastructure to provide Our Voices Have Power, Developing Excellence in Recovery Coaching, and Harm Reduction trainings. All of  [REDACTED] ’s trainings are online and available to anyone in  [REDACTED] .

Goal 3: Conduct education and outreach designed to increase awareness of the recovery model, recovery coaching, and to reduce stigma.

Year 1:

During the first year of the grant,  [REDACTED]  conducted over 20 of training, education, and outreach activities in partnership with other local organizations to promote awareness of the recovery model, recovery coaching, and to reduce stigma in our local communities. The types of community organizations and agencies who participated in these outreach and training events included: local service industry businesses;  [REDACTED]  Judiciary Association;  [REDACTED]  County ;  [REDACTED] - [REDACTED] EMS Opioid Taskforce;  [REDACTED] ,  [REDACTED]  Recovery Community;  [REDACTED] ;  [REDACTED] ; [REDACTED] High School; [REDACTED] Community Collaborative;  [REDACTED]  Association of Addiction Professionals; [REDACTED]  Court; [REDACTED] School; Recovery [REDACTED]; and other community organizations serving individuals seeking recovery support services.

Year 2:

During Year 2,  [REDACTED]  has conducted a wide range of training, education, and outreach activities to promote awareness of the recovery model, recovery coaching, and to reduce stigma in our local communities, including:
· Presentations regarding peer coaching and recovery support services to University of  [REDACTED]  and  [REDACTED]  Community College students; Association of Recovery Communities Organizations; Recovery People for Recovery Capital Conference; SAMHSA Communities Supporting Recovery webinar; and Integral Care Forum.
· Active participation in the  [REDACTED] Substance Use Disorder Planning Workgroup;  [REDACTED] Behavioral Health and Justice Advisory Committee;  [REDACTED]  County ROSC; Central  [REDACTED]  ROSC; and the  [REDACTED]  Area Opioid Workgroup.
· Developed a YouTube channel with 16 videos featuring the recovery services of community partners.
·  [REDACTED] ’s Executive Director provided mentoring and technical assistance to representatives of the State of Iowa to build peer recovery services in the state system.

Although  [REDACTED]  was able to complete the above activities, it should be noted that as COVID-19 and related restrictions increased during Year 2, our outreach and education efforts under this goal were severely curtailed.

Year 3:

In Year 3, a large portion of  [REDACTED] ’s work in this goal area was completed through online meetings and phone calls. The following are activities were conducted during the final year of the grant:

· Provided mentoring and technical assistance to four organizations developing peer-based recovery supports and services.
·  [REDACTED]  made efforts to increase access to recovery coaching and services for the deaf community. We obtained state assistance to include an ASL interpreter at our June Core Training and August Supplemental Training. Two individuals from the deaf community attended and completed both of these trainings. Further,  [REDACTED]  staff worked on the local, state, and national level providing education and promoting awareness of the recovery needs in the deaf community.
· Peer recovery coaches worked with the local mental health authority and health care providers to offer peer support and education and monthly “Pop Up” clinics. At these monthly events, the peer coaches interacted with and provided information to approximately 30-50 individuals.
· Active participation in the  [REDACTED]  Coalition of Healthy Minds;  [REDACTED]  Area Opioid Workgroup;  [REDACTED] Behavioral Health and Criminal Justice Advisory Committee; State of  [REDACTED]  Behavioral Health Advisory Committee;  [REDACTED] Substance Use Disorder Workgroup;  [REDACTED] Family Drug Treatment Court Advisory Board; Recovery Coalition of  [REDACTED] ; Central  [REDACTED]  ROSC; and  [REDACTED]  County ROSC.

Goal 4: Provide training for peer recovery coaches.

Year 1:

During Year 1,  [REDACTED]  achieved significant accomplishments in the area of providing training for peer recovery coaches:
· Trained 50 people using the 46-hour State of  [REDACTED]  approved training for individuals to become certified as Peer Recovery Coaches.
·  [REDACTED]  completed the process to become a certified State training entity to comply with new training and certification standards for both Peer Recovery Coaches and Peer Coaching Supervisors established by the State of  [REDACTED]  in January 2019.
· Developed new internal processes for tracking training documents; application processes and training policies; created processes for providing and documenting coaching supervision hours to assure compliance with the new State of  [REDACTED]  standards and regulations.
· Created curriculum to provide a new 6-hour core training for recovery coaches as required by the State of  [REDACTED] .
· Worked closely with the  [REDACTED]  Certification Board to ensure compliance with all new regulations and made diligent efforts to education the community about these new requirements and processes.

Year 2:

Due to the pandemic,  [REDACTED]  conducted our last in-person training in March 2020 and it took several months for us to work with the State of  [REDACTED]  to determine requirements needed to adapt this training to a virtual format. CfoR held our first virtual training in July 2020 and had tremendous response to the new format. In addition, the virtual format allowed us to train individuals more easily throughout the state, thus providing greater access to training statewide.

Despite the limitations posed by the pandemic,  [REDACTED]  accomplished the following under this goal in Year 2:
· Provided RSPS training for 120 individuals, Core training for 100 individuals, and Train the Trainers for 10 individuals.
· Conducted 1 Developing Excellence in Recovery Coaching with 10 participants and 1 Our Stories Have Power with 35 participants.
· Sent 3 Spanish-speaking volunteers to a NAADAC Peer Recovery Coach training that was entirely in Spanish to increase access to recovery services for Spanish-speaking individuals in our community
· Began efforts to conduct outreach to the deaf community by providing staff training on deaf culture and developing plans to train individuals who speak American Sign Language to become peer recovery coaches.
· Developed a partnership with Goodwill Industries to provide paid employment internships for people in recovery and, if the interns express interest, they are provided Peer Recovery Coach training and subsequent supervision and work experience to become certified during their internship.

Year 3:

During Year 3,  [REDACTED]  conducted the following trainings:
· RSPS training for 98 individuals
· RSPS/MHPS Core Training for 106 individuals
· Developing Excellence in Coaching for 27 individuals
· Peer Specialist Supervisor training for 6 individuals
· Co-Occurring Training for 14 individuals

 [REDACTED]  achieved two significant accomplishments under this goal during the final year of the grant. As a result of targeted efforts to train individuals who are bilingual in English and Spanish,  [REDACTED]  successfully hired two Spanish speaking coaches. In addition, through funding support from the State of  [REDACTED] , we trained two individuals whose primary language is American Sign Language. These achievements allowed  [REDACTED]  to expand peer coaching and recovery services to the underserved Spanish speaking and deaf communities.

Goal 5: Build a statewide infrastructure to support PRSS by working toward Medicaid reimbursement for peer recovery coaches.

Year 1:

In Year 1, the majority of  [REDACTED] ’s efforts in this area focused on building the Medicaid peer coaching workforce.  [REDACTED]  worked with other RCOs, state officials, and training entities to ensure that our is providing the proper training and supports to allowing individuals to become certified Peer Recovery Coaches who are able to bill for Medicaid services. Our organization held regular meetings with both state and certification board representatives to answer questions and to guide development of our training services. The  [REDACTED]  Executive Director participated in regular conference calls with other RCOs, trainers, and state staff to review procedures and to clarify appropriate practices. At the close of Year 1,  [REDACTED]  had successfully established policy, procedures, and practice for providing the appropriate training for Medicaid reimbursement.

Year 2:

During Year 2, [REDACTED]  fully implemented our training program to provide the state approved Peer Recovery Coach and Supervisor training needed for an organization to bill for Medicaid reimbursement. Training staff created an annual training schedule and officially became a state proved Medicaid training entity and became one of the most successful sites training new coaches and supervisors in  [REDACTED] .  [REDACTED]  has worked closely with the  [REDACTED]  Certification Board of Addiction Professionals (TCB) to ensure fidelity of the state’s training program and certification process.  [REDACTED]  worked closely with TCB to provide feedback and guidance as they have developed their procedures and protocols. In addition,  [REDACTED]  has led the community in developing a program for individuals to achieve their 250 experiential hours and weekly supervision needed to obtain their certification.

Year 3:

During Year 3,  [REDACTED] ’s main focus in supporting PRSS and Medicaid reimbursement was to provide training and technical assistance to maintain fidelity of peer-based service delivery and adherence to the certification requirements set forth by the  [REDACTED]  Administrative Code. In addition,  [REDACTED]  established new partnerships with other community organization that can offer either volunteer or paid coaching positions in an effort to expand the availability of supervised hours required for individuals seeking certification.

Goal 6: Evaluate the project to assess progress toward goals and positive recoveree outcomes.

Year 1:

During Year 1,  [REDACTED]  worked closely with the local evaluator to establish systems to track progress on project goals and to ensure compliance with GPRA reporting requirements and status on performance measures. At the close of Year 1,  [REDACTED] ’s GPRA Intake Coverage Ratio was 80%, which is 20 percentage points below the SAMSHA target of 100%. The main barrier encountered in relation to intakes was the lack of referrals from  [REDACTED]  County as described previously in this report. The peer coaches were very successful in conducting the GPRA 6-month follow-ups, achieving a follow-up rate of 100% at the end of the first year, which is 20% higher than the SAMHSA target of 80%.

Year 2:

In Year 2, the local evaluator tracked progress on project goals and provided regular reports detailing the  [REDACTED] ’s status on GPRA performance measures, 6-month follow-up schedules, and reminders regarding follow-up windows if closing dates are approaching and an interview has not been conducted. At the close of Year 2,  [REDACTED] ’s GPRA intake ratio was 73.3%, which is 26.7% below the SAMHSA established target of 100%. The main barrier faced during Year 2 was the COVID-19 pandemic, which significantly reduced our outreach activities and ability to recruit new enrollments. The peer recovery coaches, however continued to exceed the GPRA 6-month follow-up 80% target by achieving a follow-up rate of 83.7% at the end of Year 2.

Year 3:

 [REDACTED]  continued to work closely with the local evaluator to improve performance measure status and to meet SAMHSA’s established targets. At the end of Year 3,  [REDACTED] ’s intake coverage ratio was 81%, which is 19% below the 100% target and the 6-month follow-up rate was 77.3%, which is 2.7% below the 80% target. The main barrier during the final year of the grant continued to be the pandemic and associated restrictions that reduced outreach activities, ability to recruit new enrollments, and to locate individuals for 6-month follow-up interviews.





III. SUCCESSES, CHALLENGES, and MODIFICATIONS (including COVID-19)

A. Describe project successes/challenges/modifications during the duration of the grant.

By far, the most significant challenges  [REDACTED]  faced during the grant period were related to the COVID-19 pandemic and the associated social restrictions and prevention protocols imposed to curb the spread of the virus. We were required to close our main community center in March 2020 (Year 2 of the grant) and the center remains closed to the public to date. Although we were unable to meet with people in-person,  [REDACTED]  quickly established our menu of services and support groups, wellness classes, peer coaching and eventually training through web-based and telephonic services. These changes required significant staff effort to convert services and training to virtual formats, as well as financial outlay to provide the equipment and technological infrastructure to maintain virtual service delivery. As the vaccinations rolled out, peer staff were able to increase in-person contacts and begin to attend in-person outreach events; however, the periodic surges and consequent reversions to higher restrictions hampered forward progress and had significant impact on staff morale. For example, in August 2021,  [REDACTED]  held an outdoor picnic that was the first in-person staff event since the pandemic restrictions began. At this event, we realized that fully 1/3 of our team had been hired during the pandemic and many staff had never met in person.
Despite all of these challenges posed by the pandemic,  [REDACTED]  staff and our program participants demonstrated resilience and flexibility to make the adaptations needed to ensure continuity of supports in the recovery community.


B. Note changes in local conditions that may have affected continued project success, e.g., changes in economic situation, funding for services, political changes, changes in training departments/administrative participation, training methodologies, other environmental factors.

The State of  [REDACTED]  legislative decision to allow Medicaid billing for peer recovery support services had the greatest impact on our grant project.  [REDACTED]  played a strong leadership role in the development training protocols and supports to allow individuals to become certified Peer Recovery Coaches who are able to bill for Medicaid services.  [REDACTED]  worked closely with the state and certification board representatives to answer questions and to guide development of training services.  [REDACTED]  also worked closely with the  [REDACTED]  Certification Board of Addiction Professionals to ensure fidelity of the state’s training programs and certification process. In addition,  [REDACTED]  led the community in developing a program for individuals to achieve their 250 experiential hours and weekly supervision needed to obtain their certification.

IV. ALIGNMENT WITH DISPARITY IMPACT STATEMENT (DIS)

A. Determine if your overall demographics were in line with the projected DIS. Please comment and describe your findings as similarities or differences and explain.

Throughout the span of the grant,  [REDACTED]  focused attention on underserved populations in the  [REDACTED]  metropolitan area. Our primary focus in this grant was to serve indigent individuals who have limited

access to recovery supports. The ethnic/racial representation of individuals who have received services and were directly funded by this grant funding had the following race/ethnic characteristics:

	Black/African American
	24%

	White/Caucasian
	72%

	Other
	4%

	Hispanic
	19%



In our disparity impact statement, we report that 9% of the  [REDACTED]  population is Black/African American and 34% report has Hispanic. During the grant, there has been a gradual increase in Black/African American participants and a decrease in Hispanic/Latinx participants. We believe that these changes may be related to the fact that our community center has been closed to the public since March 2020 and the increase in our community-based work was in locations with a higher number of Black/African American individuals.

C. If there were noted increases or decreases in the populations originally reported in the DIS since the grant started, were any special efforts made to increase representation of groups that may have experienced health disparities?

 [REDACTED]  is currently engaging in more targeted outreach into the Hispanic/Latinx communities with the help of our volunteers and staff connected to this community. In addition,  [REDACTED]  trained and hired two peer coaches who are Spanish/English bilingual and they are working to increase supports in the Hispanic/Latinx community.

V. LESSONS LEARNED

Reflect over the 3-year grant period and share what have been some of the most meaningful experiences in terms of what the program has meant to the individuals and community(ies) served, what could have been done differently given other resources, and what has been the legacy.

The goals and objectives in this BCOR grant have been a critical guide in how we have grown and developed as an organization. Our overall goal was to increase opportunities and access to peer support services, and we believe we have been successful. Training and expansion into a more diverse workforce has been extremely important. We started this grant with very limited involvement with the African American/Black and Hispanic communities. Because of this grant we have been able to train and engage more individuals in both communities and are able to continue sustained growth. We have learned that as you grow and build connections within a community, you also need to increase and grow services at the same rate. One of our most rewarding experiences has been to see the people who came to us as volunteers and participants, grow in leadership skills and become staff members who are helping our organization grow to better support their communities.

Through this work we have also strengthened and built new relationships with key community partners. This included educating the partners about recovery, establishing a recovery community, and the importance of peer-based work. These partnerships and connections have created new avenues for engaging our community and new connections to other key organizations. We’ve also learned the importance in evaluating a partner’s readiness to collaborate. We’ve had three organizations that were eager to develop an MOU, but resulted in a less than successful relationships. Two organizations had wonderful ideas, but weren’t able to deliver what they promised. They lacked the organizational maturity and commitment from their leadership to accomplish their goals. The third organization had the structure and experience, but even after extended engagement and education, they could not fully embrace recovery

principles. We will continue to have an informal relationship with all three organizations, but we do not anticipate a formal relationship in the next year or two. We are focusing our efforts on more promising partners.

Moving forward, we are looking for more resources to build and support recovery hubs in our community. We have one partner who is working with us to establish a satellite recovery community center as part of their housing program. We are also exploring the idea of establishing Recovery Cafés. This may take time, but we have learned how important it is to have access to recovery in the community you live.

VI. EVALUATION

A. Describe GPRA intake and follow-up rates for the 3 years and any challenges experienced reaching your goals. Provide a brief explanation of how you went about overcoming challenges.

 [REDACTED]  worked closely with the local evaluator to improve performance measure status and to meet SAMHSA’s established targets throughout the span of the project. At the end of Year 3,  [REDACTED] ’s intake coverage ratio was 81%, which is 19% below the 100% target and the 6-month follow-up rate was 77.3%, which is 2.7% below the 80% target. The main barrier during Year 2 and Year 3 of the grant was the COVID-19 pandemic and associated restrictions that reduced outreach activities, ability to recruit new enrollments, and to locate individuals for 6-month follow-up interviews.

B. Please note any evaluation topics that were under study and current results, if any.

Please see  [REDACTED]  BCOR FY21 Annual Data Report that summarizes cumulative data for Years 1-3 and  [REDACTED]  Volunteer Focus Group Report attached to this closeout report.








VII. GRANT BUDGET CHECK

A. Using the table below, please list: (1) your actual grant year-to-date total expenditures in the first column, (2) your year-to-date grant budget as approved in the second column, and (3) your calculated variance in the third column.

	Variance is the difference between the actual year-to-date and budgeted expenditures divided by the budgeted year-to-date (YTD) expenditures. A negative variance means you are underspent; a positive variance means you are overspent.

	(1) Actual Expenditures YTD
	(2) Budget YTD
	(3) Variance

	$267, 520
	$267,520
	0%




B. If there is a variance of more than 15% (positive or negative) between budgeted and actual annual expenditures, briefly explain why and how you addressed the variance.

Our budget was $225, 000 for Y3 and $42,519/97 in carryover. 100% of the funds were spent resulting in no variance.

C. Did you expend 100% of grant funding for the 3 years? If not, why, and what amount of unexpended funds you requested for a NCE and how do you anticipate using those funds?

We did spend 100% of the SAMHSA Grant Funding.

VIII. SUCCESS STORY(IES) – Please include any individual or group success story(ies) that you would like to share with SAMHSA. A signed Release of Information form is necessary.

Success Story #1

[REDACTED]’s Story demonstrates the importance of supporting long-term recovery in our community. [REDACTED]’s story powerfully illustrates the millions of tiny moments that make up a life in recovery.

[REDACTED]’s Story

My name is [REDACTED]. I am 65 and my drug of choice has been alcohol since I was a young mother. I did not realize that I was an alcoholic until I started searching for an outpatient facility for my daughter when she was 19.

I had a prestigious career, lifestyle, and home. I began going in and out of treatment and getting arrested for public intoxication and DWIs 20 years ago. I was incarcerated with a 5-year sentence and 14 years later I was incarcerated with a 3-year sentence for DWIs. I paroled from v to  [REDACTED]  thinking I could have a new lifestyle and get away from the things that triggered me. It took some time, but I started drinking again.

I lost a month-to-month lease after 1½ years. I had no money saved and wasn’t getting my deposit back for 30 days. I moved my belongings into storage and that night, I slept in my car. I was actually, unbelievably, homeless. I drank more just so I could forget at night where I was. I worked part-time, had a membership with YMCA for showering and dressed from my storage unit twice a day.

My doctor from [REDACTED] referred me to a social worker who did so much for me. She recommended I go to Seton for outpatient recovery and to contact  [REDACTED]  ( [REDACTED] ) when she learned I did not like attending the traditional AA meetings.

I completed the [REDACTED]  Program and applied for a Recovery Coach at  [REDACTED] . As I waited to be assigned to a coach, I attended my first meeting and the coach handed me a folded slip of paper. I opened it and it had a verse that meant so much to my heart and spirit. I knew then that  [REDACTED]  was the right place for me at just the right time. I began meetings, art class, tried yoga, and even went to their beautiful Christmas Party.

One day I waws sitting outside and realized the sun was shining. The amazing thing is that I also realized the sun had been shining all along, but I had been unable to see it. I just started crying in that “ah ha!”

moment of, I am really in recovery and it is awesome! Another time, I was telling my coach I just wanted to do more to help others. To my surprise, she ask if I had considered being a coach! I felt worthy!

 [REDACTED]  is so very special to me because as addicts, we all need an in-between after treatment program because so many of us have difficulty restoring our lives, relationships, and resources. I am one of those people who needed more help after treatment, and I have found a new belief in myself by working with my coaches.

 [REDACTED]  helped me obtain an internship grant with them, scholarship for training to become a Recovery Support Peer Specialist, and I recently received certification from the  [REDACTED]  Board of Certifications. Six months ago, I received Permanent Housing Solutions and have a beautiful apartment to call my home. I could not have done it alone. I needed  [REDACTED]  then and I still need them now.

I love everything about  [REDACTED]  because I found total acceptance, my self-esteem, and learned not to feel so much shame and pain about my background. My background was really embarrassing and shameful, but now I realize my background is something that I can share freely to those who, like me, need hope for the future.

I truly have been blessed being a part of the  [REDACTED]  community and I have so much gratitude every single day!

Thank you for supporting  [REDACTED] . YOU helped ME change my life.

Success Story #2

C.A. was coached for 18 months under the BCOR grant and shares his story below.

C.A.’s Story

I began seeking help with my addiction early in 2014 and had no idea of the challenges that were ahead. After 30 days in a treatment facility I could not wait to get out and begin my new outlook and life of sobriety. Within 3 months I was back in the same facility in much worse shape than before. The next 5 years I repeated this type of behavior with the same end results. I tried several in-patient programs and multiple IOP’s but it seemed that they all kept telling me that there was only one way to recover.
Thankfully in late 2019 while finishing another 30 day treatment facility here in  [REDACTED]  my counselor suggested  [REDACTED] . He told me about peer coaching, some success stories he had heard of through this organization, their volunteer program and how he thought that I would make a good peer coach myself. I left treatment with an address, phone number and a name of a peer coach he recommended as well as a new sense of hope that I wasn’t just going to go back home to try the same old steps that had not worked for me in the past.
From the moment I walked through the doors of  [REDACTED] , I was greeted with a warm welcome and an instant feeling that I belonged. Meeting with my peer coach was such a positive experience that I began attending weekly meetings with him in addition to group meetings that were held daily. The variety of topics covered in each meeting along with the care and knowledge of the coaches and volunteers leading the meetings made me feel as if I had been part of the groups all along. I quickly realized that I wanted to become more involved with this organization that had been so kind and gracious in making me feel right at home and among friends.

By the end of January 2020 I began volunteering by helping move some tables and chairs for an event, I attended the Super Bowl party held on site and also went to movie night. In mid-March I started to

expand my volunteer role with  [REDACTED]  by signing up for training in facilitating meetings throughout the week on campus. After my final training meeting on a Thursday morning, I was all set to begin the following Monday. Unfortunately, the campus was shut down due to the pandemic and I was not able to facilitate a single meeting on site. The wind was not out of my sails for too long when I was given the opportunity to help facilitate on-line meetings via Zoom. I am not very good with computers, but I welcomed the challenge to get outside of my comfort zone.  [REDACTED] ’s rapid response to the obstacle placed before so many was nothing short of amazing and I believe a crucial point in my recovery by allowing me to stay as active as possible, perhaps even more so, than I had been in the previous months. Since the first test meeting held on March 31st, I believe it was, the on-line meetings have simply been improving and have become a huge part of my recovery. Through all of the meetings supported by  [REDACTED]  I have met several people who have become a big part of my support network and gained many new friends to discuss events and things going on in my life while being able to listen and support them in theirs.

The leadership by example from everyone involved with  [REDACTED]  has been very inspiring. The atmosphere provided by the Staff, Coaches and Volunteers has always been one of encouragement, inclusion, and equality. Through a variety of training material offered by  [REDACTED]  such as: web based training, certificate programs, on-line resources, introduction to so many other avenues for recovery, teamwork approach to enhancing programs and willingness to support all forms of recovery I feel are all vital components needed to be a foundation to help support people in their journey of recovery. While learning about and trying different types of recovery paths and finding what works best for you individually,  [REDACTED]  maintains a “home base” structure where everyone is always welcome and each of our voices are important in our common goal of recovery. For these reasons and so many others  [REDACTED]  will always remain special to me and I look forward to many more years working in any way that I am able to contribute to  [REDACTED] .

 [REDACTED]  BCOR SAMHSA GRANT
FY21 ANNUAL DATA REPORT


GPRA DATA REPORTING AND ANALYSES


The project evaluator has reviewed, corrected, and entered GPRA data on the SPARS website for 73 intakes, 53 6-month follow-ups, and 9 discharges (6 discharge interviews conducted) to date and provided feedback to  [REDACTED]  staff on data errors to enhance the quality of the data collection process.
Further, the project evaluator downloaded GPRA data from the SPARS website and wrote SAS code to transform data collected through the end of FY21 Q4. Finally, the evaluator ran data analyses and created tables of participant summary characteristics from GPRA interviews at enrollment, 6-month follow-up, and exit from recovery coaching services; comparative analyses of change from enrollment to 6-month follow- up on selected GPRA measures; and participant characteristics of program completers versus terminations. (See Appendix A: Participant Characteristics at Enrollment on GPRA Measures; Appendix B: Participant Characteristics at 6-Month Follow-Up on GPRA Measures; Appendix C: Participant Characteristics at Exit on GPRA Measures; and Appendix D: Change from Enrollment to 6-Month Follow-Up on Selected GPRA Measures; Appendix E: Participant Characteristics of Program Completers Versus Terminations)
At the close of FY21,  [REDACTED] ’s Intake Coverage Ratio was 81%, which is 19% less than the 100% target, and the 6-Month Follow-Up Rate was 77.3%, which was approaching but 2.7% less than the 80% target.
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Participant Characteristics at Enrollment on GPRA Measures







GPRA Characteristics of  [REDACTED]  Participants at Enrollment (73 Participants)


	
	% / Mean
	
	% / Mean

	Demographics
	
	Education and Employment
	

	Male
	68%
	Training Program
	

	Age
	44.9
	Enrolled Full-Time
	3%

	Race
	
	Enrolled Part-Time
	3%

	Black
	24%
	Not Enrolled
	92%

	White
	72%
	Other
	3%

	Other
	4%
	Employment
	

	Hispanic
	19%
	Employed
	56%

	Past Military Service
	3%
	Education
	

	Abstinent Past Month
	76%
	Less than High School
	7%

	Housing and Family
	
	High School/GED
	32%

	Current Residence
	
	College – No Degree
	17%

	Housed
	93%
	AS Degree
	23%

	Institution
	1%
	BS Degree or Higher
	12%

	Shelter/Street
	6%
	Votech After HS
	9%

	Type of Housing
	
	Income Past 30 Days
	

	Own/Rent House/Apt.
	43%
	Wages
	42%

	Someone Else’s Home
	12%
	Average Wages
	$1,549

	Residential Treatment
	7%
	Public Assistance
	16%

	Other Housed
	38%
	Average Pub. Assist.
	$322

	Children
	
	Retirement
	6%

	Has Children
	48%
	Average Retirement
	$1,172

	In CPO Custody
	6%
	Disability
	21%

	Lost Custody
	0%
	Average Disability
	$826

	Criminal Justice
	
	Non-Legal
	1%

	Past 30 Days
	
	Average Non-Legal
	$55

	Any Arrest
	1%
	Family/Friends
	13%

	Drug Arrest
	0%
	Average Fam/Friend
	$451

	Jail Time
	1%
	Other Income
	12%

	Committed Crimes
	15%
	Average Other
	$1,131




# Visits
GPRA Enrollment (Continued)
Trial Pending
Probation/Parole
14%
12%









	
	% / Mean
	
	% / Mean

	Health & Service Use Past 30 Days
	
	Psychological Past 30 Days
	

	Health Self-Rating
	
	Symptom Type
	

	Excellent
	4%
	Depression
	35%

	Very Good
	24%
	# Days
	8.7

	Good
	43%
	Anxiety
	63%

	Fair
	26%
	# Days
	11.8

	Poor
	3%
	Hallucinations
	4%

	Inpatient Services
	
	# Days
	5.3

	Physical
	1%
	Cognitive Problems
	34%

	# Days
	12.0
	# Days
	12.1

	Psychological
	1%
	Violent Behavior
	6%

	# Days
	12.0
	# Days
	5.0

	Substance Use
	7%
	Suicidal Thoughts
	0%

	# Days
	22.6
	# Days
	

	Outpatient Services
	
	Psychotropic Meds
	35%

	Physical
	3%
	# Days
	26.1

	# Visits
	1.0
	Violence and Trauma
	

	Psychological
	8%
	Past Traumatic Event
	72%

	# Visits
	7.8
	PTSD Symptoms
	

	Substance Use
	14%
	Nightmares
	73%

	# Visits
	9.9
	Avoidance
	69%

	Emergency Room
	
	Hypervigilance
	73%

	Physical
	7%
	Detachment/Numb
	77%

	# Visits
	2.0
	
	

	Psychological
	0%
	
	

	# Visits
	
	
	

	Substance Use
	0%











	
	`
	

	
	% / Mean
	
	
	% / Mean

	HIV/AIDS Risk Past 30 Days
	
	
	Social Connectedness Past 30 Days
	

	Sexual Activity
	
	
	Self-Help Group
	

	Any Sexual Activity
	27%
	
	Non-Faith Based
	72%

	# Contacts
	7.5
	
	# Times
	12.9

	Unprotected Activity
	
	
	Faith Based
	19%

	Any Unprotected
	87%
	
	# Times
	4.7

	# Contacts
	6.0
	
	Other
	51%

	HIV/AIDS Partner
	7%
	
	# Times
	4.4

	# Contacts
	3.0
	
	Support Family/Friends
	90%

	IV Drug User Partner
	7%
	
	Emotional Support
	

	# Contacts
	3.0
	
	Clergy Member
	0%

	High Partner
	7%
	
	Family Member
	41%

	# Contacts
	1.0
	
	Friends
	29%

	Had HIV Test
	92%
	
	No One
	3%

	Know HIV Test Results
	97%
	
	Other
	27%
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Participant Characteristics at Follow-Up on GPRA Measures







GPRA Characteristics of  [REDACTED]  Participants at 6-Month Follow-Up (53 Participants)
	
	% / Mean
	
	% / Mean

	Demographics
	
	Education and Employment
	

	Male
	73%
	Training Program
	

	Age
	44.9
	Enrolled Full-Time
	4%

	Race
	
	Enrolled Part-Time
	8%

	Black
	23%
	Not Enrolled
	89%

	White
	72%
	Other
	0%

	Other
	6%
	Employment
	

	Hispanic
	19%
	Employed
	56%

	Past Military Service
	4%
	Education
	

	Abstinent Past Month
	66%
	Less than High School
	8%

	Housing and Family
	
	High School/GED
	40%

	Current Residence
	
	College – No Degree
	17%

	Housed
	94%
	AS Degree
	17%

	Institution
	4%
	BS Degree or Higher
	11%

	Shelter/Street
	2%
	Votech After HS
	8%

	Type of Housing
	
	Income Past 30 Days
	

	Own/Rent House/Apt.
	62%
	Wages
	56%

	Someone Else’s Home
	6%
	Average Wages
	$1,544

	Residential Treatment
	2%
	Public Assistance
	17%

	Other Housed
	30%
	Average Pub. Assist.
	$475

	Children
	
	Retirement
	4%

	Has Children
	47%
	Average Retirement
	$2,185

	In CPO Custody
	4%
	Disability
	35%

	Lost Custody
	0%
	Average Disability
	$925

	Criminal Justice
	
	Non-Legal
	2%

	Past 30 Days
	
	Average Non-Legal
	$200

	Any Arrest
	0%
	Family/Friends
	15%

	Drug Arrest
	0%
	Average Fam/Friend
	$610

	Jail Time
	2%
	Other Income
	11%

	Committed Crimes
	21%
	Average Other
	$1,615

	Trial Pending
	9%
	
	




GPRA 6-Month Follow-Up (Continued)
Probation/Parole	19%







	
	% / Mean
	
	% / Mean

	Health & Service Use Past 30 Days
	
	Psychological Past 30 Days
	

	Health Self-Rating
	
	Symptom Type
	

	Excellent
	6%
	Depression
	40%

	Very Good
	15%
	# Days
	8.6

	Good
	51%
	Anxiety
	50%

	Fair
	24%
	# Days
	12.4

	Poor
	4%
	Hallucinations
	0%

	Inpatient Services
	
	# Days
	

	Physical
	2%
	Cognitive Problems
	35%

	# Days
	16.0
	# Days
	13.8

	Psychological
	0%
	Violent Behavior
	6%

	# Days
	
	# Days
	2.0

	Substance Use
	6%
	Suicidal Thoughts
	0%

	# Days
	15.7
	# Days
	

	Outpatient Services
	
	Psychotropic Meds
	40%

	Physical
	6%
	# Days
	26.6

	# Visits
	4.3
	Violence and Trauma
	

	Psychological
	6%
	Past Traumatic Event
	64%

	# Visits
	1.0
	PTSD Symptoms
	

	Substance Use
	6%
	Nightmares
	81%

	# Visits
	3.7
	Avoidance
	81%

	Emergency Room
	
	Hypervigilance
	87%

	Physical
	6%
	Detachment/Numb
	84%

	# Visits
	2.3
	
	

	Psychological
	0%
	
	

	# Visits
	
	
	

	Substance Use
	2%

	# Visits
	1.0




GPRA 6-Month Follow-Up (Continued)









	
	% / Mean
	
	% / Mean

	HIV/AIDS Risk Past 30 Days
	
	Social Connectedness Past 30 Days
	

	Sexual Activity
	
	Self-Help Group
	

	Any Sexual Activity
	44%
	Non-Faith Based
	55%

	# Contacts
	7.8
	# Times
	12.9

	Unprotected Activity
	
	Faith Based
	11%

	Any Unprotected
	62%
	# Times
	4.0

	# Contacts
	5.8
	Other
	28%

	HIV/AIDS Partner
	8%
	# Times
	3.1

	# Contacts
	1.0
	Support Family/Friends
	88%

	IV Drug User Partner
	8%
	Emotional Support
	

	# Contacts
	1.0
	Clergy Member
	0%

	High Partner
	8%
	Family Member
	35%

	# Contacts
	1.0
	Friends
	35%

	Had HIV Test
	94%
	No One
	0%

	Know HIV Test Results
	98%
	Other
	29%
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Participant Characteristics at Exit on GPRA Measures







GPRA Characteristics of  [REDACTED]  Participants at Exit (6 Participants)
	
	% / Mean
	
	% / Mean

	Demographics
	
	Education and Employment
	

	Male
	67%
	Training Program
	

	Age
	45.3
	Enrolled Full-Time
	0%

	Race
	
	Enrolled Part-Time
	0%

	Black
	17%
	Not Enrolled
	100%

	White
	83%
	Other
	0%

	Other
	0%
	Employment
	

	Hispanic
	0%
	Employed
	80%

	Past Military Service
	0%
	Education
	

	Abstinent Past Month
	100%
	Less than High School
	0%

	Housing and Family
	
	High School/GED
	33%

	Current Residence
	
	College – No Degree
	33%

	Housed
	100%
	AS Degree
	33%

	Institution
	0%
	BS Degree or Higher
	0%

	Shelter/Street
	0%
	Votech After HS
	0%

	Type of Housing
	
	Income Past 30 Days
	

	Own/Rent House/Apt.
	33%
	Wages
	50%

	Someone Else’s Home
	33%
	Average Wages
	$2,267

	Residential Treatment
	17%
	Public Assistance
	0%

	Other Housed
	17%
	Average Pub. Assist.
	

	Children
	
	Retirement
	0%

	Has Children
	50%
	Average Retirement
	

	In CPO Custody
	0%
	Disability
	0%

	Lost Custody
	0%
	Average Disability
	

	Criminal Justice
	
	Non-Legal
	0%

	Past 30 Days
	
	Average Non-Legal
	

	Any Arrest
	0%
	Family/Friends
	17%

	Drug Arrest
	0%
	Average Fam/Friend
	$500

	Jail Time
	0%
	Other Income
	17%

	Committed Crimes
	0%
	Average Other
	$3,200

	Trial Pending
	0%
	
	




# Visits
Probation/Parole	17%




	
	GPRA Exit
	

	
	(Continued)
	

	
	% / Mean
	
	% / Mean

	Health & Service Use Past 30 Days
	
	Psychological Past 30 Days
	

	Health Self-Rating
	
	Symptom Type
	

	Excellent
	0%
	Depression
	33%

	Very Good
	17%
	# Days
	4.0

	Good
	67%
	Anxiety
	67%

	Fair
	17%
	# Days
	14.5

	Poor
	0%
	Hallucinations
	0%

	Inpatient Services
	
	# Days
	

	Physical
	0%
	Cognitive Problems
	33%

	# Days
	
	# Days
	21.0

	Psychological
	0%
	Violent Behavior
	0%

	# Days
	
	# Days
	

	Substance Use
	0%
	Suicidal Thoughts
	0%

	# Days
	
	# Days
	

	Outpatient Services
	
	Psychotropic Meds
	50%

	Physical
	0%
	# Days
	30.0

	# Visits
	
	Violence and Trauma
	

	Psychological
	0%
	Past Traumatic Event
	100%

	# Visits
	
	PTSD Symptoms
	

	Substance Use
	0%
	Nightmares
	50%

	# Visits
	
	Avoidance
	67%

	Emergency Room
	
	Hypervigilance
	67%

	Physical
	0%
	Detachment/Numb
	50%

	# Visits
	
	
	

	Psychological
	0%
	
	

	# Visits

	Substance Use
	0%




GPRA Exit (Continued)









	
	% / Mean
	
	% / Mean

	HIV/AIDS Risk Past 30 Days
	
	Social Connectedness Past 30 Days
	

	Sexual Activity
	
	Self-Help Group
	

	Any Sexual Activity
	17%
	Non-Faith Based
	67%

	# Contacts
	5.0
	# Times
	19.0

	Unprotected Activity
	
	Faith Based
	0%

	Any Unprotected
	100%
	# Times
	

	# Contacts
	5.0
	Other
	17%

	HIV/AIDS Partner
	0%
	# Times
	2.0

	# Contacts
	
	Support Family/Friends
	100%

	IV Drug User Partner
	0%
	Emotional Support
	

	# Contacts
	
	Clergy Member
	0%

	High Partner
	0%
	Family Member
	67%

	# Contacts
	
	Friends
	17%

	Had HIV Test
	100%
	No One
	0%

	Know HIV Test Results	100%
	Other
	17%

	Exit Characteristics
	
	
	

	Exit Status
	
	
	

	Completion/Graduate
	0%
	
	

	Termination
	100%
	
	

	Termination Reason
	
	
	

	Nonparticipation
	0%
	
	

	Rules Violation
	0%
	
	

	AMA
	33%
	
	

	Jailed
	0%
	
	

	Moved
	0%
	
	

	Other
	67%
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Change from Enrollment to 6-Month Follow-Up on Selected GPRA Measures


Social Connectedness Past 30 Days
Self-Help Group
Change from Enrollment to 6-Month Follow-Up on Select GPRA Measures (53 Participants)









	
	Enrollment
	6-Month Follow-Up

	Abstinent Past 30 Days
	73%
	66%

	Current Residence
	
	

	Housed
	92%
	94%

	Shelter/Street
	6%
	2%

	Institution
	2%
	4%

	Employment
	
	

	Employed
	45%
	56%

	Average Wages Past 30 Days
	$1,379
	$1,544

	Arrest Past 30 Days
	2%
	0%

	Psychological Past 30 Days
	
	

	Depression
	40%
	40%

	Anxiety
	66%
	50%

	Hallucinations
	6%
	0%

	Cognitive Problems
	32%
	35%

	Violent Behavior
	6%
	6%

	Suicidal Thoughts
	0%
	0%

	Psychotropic Medication
	34%
	40%






	Non-Faith Based
	74%
	55%

	Faith Based
	17%
	11%

	Other
	53%
	28%

	Support from Family/Friends
	87%
	88%









APPENDIX E










Participant Intake Characteristics of Completers Versus Terminations







Participant Intake Characteristics of Completers Versus Terminations (9 Clients)
	
	Completers
	Terminations
	Significant Difference

	Percentage of Total Sample
	67%
	33%
	

	Gender
	
	
	

	Male
	55%
	0%
	

	Female
	45%
	100%
	NO

	Race
	
	
	

	Black
	17%
	0%
	

	White
	83%
	100%
	

	Other
	0%
	0%
	NO

	Age
	48.3
	48.3
	NO

	Social Characteristics
	
	
	

	Residence Past 30 Days
	
	
	

	Housed
	83%
	100%
	

	Institution
	17%
	0%
	

	Street/Shelter
	0%
	0%
	NO

	Housing Type
	
	
	

	Own/Rent
	20%
	50%
	

	Other’s Home
	0%
	0%
	

	Halfway House
	0%
	0%
	

	Residential Treatment
	40%
	50%
	

	Other Housed
	40%
	0%
	MARGINAL

	Has Children
	50%
	67%
	NO

	Employment/Education
	
	
	

	Employed
	17%
	67%
	TREND

	Education
	
	
	

	Less Than High School
	40%
	0%
	

	High School/GED
	0%
	33%
	

	College – No Degree
	20%
	0%
	

	AS Degree
	20%
	33%
	

	BS Degree
	0%
	33%
	

	Votech after HS
	20%
	0%
	NO

	Criminal Justice
	
	
	




Participant Intake Characteristics of Completers Versus Terminations (Continued)

	Arrested Past 30 Days
	17%
	0%
	NO

	Jail Time Past 30 Days
	17%
	0%
	NO










	
Self-Help Past 30 Days
	Completers
	Terminations
	Significant Difference

	Attended Non-Faith Based
	100%
	67%
	NO

	Attended Faith Based
	33%
	0%
	NO

	Attended Other
	67%
	33%
	NO

	Main Support Source in Times of Trouble
	
	
	

	Clergy Member
	0%
	0%
	

	Family Member
	17%
	67%
	

	Friends
	67%
	33%
	

	No One
	0%
	0%
	

	Other
	17%
	0%
	NO




 [REDACTED] 


Volunteer Focus Group Report 12/16/20

[REDACTED]., Evaluator


The focus group was held on 12/16/20 via Zoom and was led by Laurel Mangrum, program evaluator for  [REDACTED]  ( [REDACTED] ). Ten individuals were in attendance, including 5 women and 5 men. The purpose of this focus group was to: 1) inquire about the quality of recovery support services provided by  [REDACTED]  prior to the COVID pandemic and to explore suggested changes to improve services; 2) discuss  [REDACTED]  service programming post pandemic (i.e., changes to service delivery, barriers to service provision, service quality); 3) the effect of trauma and chronic stress related to the pandemic on recovery support service needs; 4) suggested changes to increase attendance of virtual recovery support groups; and 5) exploration of additional training needs of the focus group participants. The focus group centered on the following 5 questions:

1. Consider  [REDACTED]  programming before the pandemic (prior to March 2020)…what were the positives and negatives of services then? What changes would you have suggested then to improve recovery support services?

2. Consider  [REDACTED]  programming after the pandemic…

· Describe what changes were needed to provide services
· What were the most significant barriers you faced?
· What are the positives and negatives of services now?

3. How do trauma experiences and chronic stress related to the pandemic affect recovery support service needs?

4.  [REDACTED]  online support groups are a huge change from in-person groups, which may affect an individual’s decision to attend. What suggestions do you have do you have to increase attendance (marketing, number of participants allowed, scheduling time, etc.)

5. Describe any training you may need at this time.

The following report summarizes the responses of the focus group participants in relation to the discussion questions listed above.

5

Question 1: Consider  [REDACTED]  programming before the pandemic (prior to March 2020)…what were the positives and negatives of services then? What changes would you have suggested then to improve recovery support services?

Several people stated that they had no experience with  [REDACTED]  prior to the pandemic because they entered into the recovery support services after the pandemic and the associated restrictions.
Below are summaries of statements made by those participants who had experience with  [REDACTED]  prior to the pandemic.

I have been participating in  [REDACTED]  services and activities since 2012. I had mostly positive experiences and there was some flexibility regarding the volunteer opportunities. There were some people though, that only wanted to do groups at the hospitals and often they would not let the rest of us take part in those groups. Some volunteers would get discouraged due to low attendance and that made it hard to keep their spirits up. Many years ago, the multiple pathways concept was not fully embraced and there might be one person conducting a group with an NA approach and another person would facilitate the same meeting with a different approach.
Things are more uniform now in relation to the multiple pathway approach.

I have been part of  [REDACTED]  since the beginning of 2018 and that was prior to me getting sober. The center was an incredibly positive place for me, and I am so thankful for those services. The peer coaching from when I was not sober, to when I was recently sober, to when I was more stable, it was helpful at each stage of that process. I have also been able to volunteer a good amount of my time to the organization as well. I would say, and this might be difficult for some to hear, but maybe not, because it can be a little controversial, but the hardest part for me about  [REDACTED]  is the multiple pathways. But let me explain – because I am a person that loves to hear about multiple pathways, I like to pick things and use them and whatever does not work, I leave them behind, and it is really no big deal. But what I have experienced is a lot of judgement and a lot of criticism towards AA, towards God, Christianity, and I do not know if this is true for everybody. I know that this is not a stance of  [REDACTED] , because I know some people come here for the inclusivity. Other places cannot understand the multiple pathways and just say oh, you are not using my recovery place.  [REDACTED]  is amazing because it has an open door and everyone is welcome. However, I have also found that some people say oh UGH you are affiliated with those other types of organizations, and that has been really hard for me because I have had individuals in groups here coach me on what I can and cannot say, or people being very critical after a meeting. So, while multiple pathways is a good concept in theory, it does not always work. But every group probably experiences this to some level, but I do not know how to go about fixing that, so that everyone does feel welcome and have a purpose and to eliminate that polarization. I do not know exactly what the solution is, I just know that it has rubbed me the wrong way sometimes. I think, you know, this is my experience, this is how I got sober, and this is how I relate to my higher power. If I cannot talk about that, then what the hell am I going to talk about? So that is really my biggest negative, it does seem to depend upon what type of recovery meeting it is, but I have experienced it at  [REDACTED] . And there seems to be more discussion about the problem than there is about solutions.

If maybe I could add a little about that issue. I am in long-term recovery, I have been sober about 30 years or so, since 1989. Some of the programs did not work for me the first time but

when the judge gave me the opportunity to get involved with any self-help group, and back then it was not multiple pathways, but he allowed me to go to a different self-help group because the other program was not working for me. I decided to go to Victory Outreach and since then I have been sober for this long. I tell people that I started this new career, I am retired, and decided to do this until I am at least 70. And the reason why is that I want to give back. When I first started looking into this, I was looking for a Christian-based type program because I knew how successful it was for me, but I really could not find one. So, after I graduated from college, I had my LCDC and did my internship at  [REDACTED]  Recovery. I started learning about what works when people can decide what path to take, I noticed that people are different, and a lot of people are successful taking different paths. What disturbed me though was that a lot of these programs are very limited to the recovery pathways, it really depends on the organization. I am here to be with that person in any way I can and to be with them in their recovery journey.

I started being involved with  [REDACTED]  about 3 years ago in a group called PAL and it was cool. But that group kind of dwindled out, I do not know why but it did. I found it really helpful even though it was not really a recovery thing, it was just something to be involved in and do with other people in recovery. We were volunteers, we organized activities, like Recovery in the Park. I do not really have anything negative to say, the only thing is something personal which you cannot help, and that is that I work 8-5 and a lot of the services during the week are during the day. I guess maybe the schedule is geared toward people who are newer in recovery. I do still have a peer recovery coach and it is awesome because they go out of their way to schedule to meet with me around my work schedule. That has been a tremendous help for me. I just wish that I could have more opportunities, but again that is because of my personal schedule, it is nothing on them. But I always do try to find out what they have going on.

I started coming to  [REDACTED]  in the early stages of my recovery, which would be in 2018, and was attending all different types of recovery meetings, going to yoga classes, and to two of the different 12-step fellowships that met there at night. It was not long before I was asked if I wanted to volunteer. I started facilitating a meeting at  [REDACTED]  State Hospital and did that meeting for almost 2 years before COVID hit, and I have not been volunteering since then. I came to this focus group because I really love  [REDACTED]  and have gotten so much support there, and the volunteering has been helpful in my recovery. I think that being able to volunteer early in my recovery was really helpful because somebody was giving me that leap of faith for me to have that responsibility of showing up every morning and every Friday at 8:00 am. I came to look forward to the meeting and getting to know all of the people that came. Sometimes we had 20- 25 people attending, and these were people with dual diagnosis and criminal justice involvement. It was very rewarding to work with them, and I miss being able to do that meeting.

I started  [REDACTED]  in late December 2019, so I did not have a lot of experience there before COVID. I heard about  [REDACTED]  from my counselor at [REDACTED]  when he recommended getting a peer coach, and I asked him what is that? So, I got a coach, and it was great, so welcoming, and I thought, where has this been for the last 5 years? I had no idea about multiple pathways and things like that. About 3-4 weeks into it, they asked me if I would be interested in volunteering. So, I helped move tables and chairs and before I knew it, I was attending groups there. The attendance was not great, maybe 4-6 people, but it was nice! Highly organized and they had topics printed out for us. And I have met so many new people online, I think  [REDACTED]  is great they

offer so many resources. They asked me if I wanted to facilitate some meetings, I said yes, then I was trained the next day and ready to start facilitating on Monday, and Monday the center was closed due to COVID, so I never got to lead a meeting. I started doing online meetings on 3/31/20 and have been doing them ever since. By the way, the state hospital meetings are great, we do them Monday through Thursday, we have one topic per week, and we rotate who brings the topic. They only have 4-6 people in the room at time, but it is great that we are still able to meet. There are so many meetings, like criminal justice involvement, dual recovery, coffee talks, all kinds of things. I have met so many people online that I consider friends and sources of support. The only thing is, I do not think  [REDACTED]  is that well known in the community. How do we get it out there more, that there is a place that offers so many resources that is central and so close to us?

I started to volunteer at  [REDACTED]  in mid-February, I initially started to do it for criminal justice reasons, but the more I got involved I started to fall in love with the community. I never knew there was a place that was so resourceful, so open, and so receptive. I told Arza that I want to do more than volunteer, that eventually I would like to work there, maybe not this year or the next, but I have that goal in mind. Then I took the peer recovery coach training in Spanish, and I loved it and there is so much work that needs to be done in the Spanish speaking community.
Right now, we are doing Zoom meetings in Spanish and I am working on getting certified so that I can eventually have peers. For me, when I first started volunteering pre-COVID, there was a lack of Spanish speaking volunteers, and I was lucky enough to assist Arza to help translate and work with the families of the Spanish speaking community. I do know that there is a need for this in that community. I feel so fortunate to have this gift for people who do not know about this resource and to communicate with them to let them know we are here to help you with whatever you need, whether you are transitioning, recovering, or whatever state of life you are in – I am so happy!

I would like to add something, just from my own experience, when I started volunteering, I was still early in recovery, and it helped me stay stable in my recovery. It also helped to learn about the recovery experience of others to reinforce my own recovery experience and reciprocate that.

If I can add too, they have the Latino group and I have been invited, but, and this is hard to explain, but my Spanish is Chicano Spanish, more of a slang, and I have to listen really well when people are speaking real Spanish like from Mexico. Their words and my word are different. That is probably one of the barriers we have and one of the reasons why you do not see many Hispanics. A lot of them go to other programs that are out there, like here in  [REDACTED]  there is a Chicano meeting and there I can related to them and talk the language. That is something that I want to address in the community, once I get out there in the field and working more. We are considering putting a van out in the community, and when that happens, I will be getting people involved and making them feel welcome.

There were a few things that I forgot to add before that were extremely beneficial. The only reason why I came to  [REDACTED]  in the beginning, I have dual diagnosis, but back then, about 2 ½ years ago, I did not think that I was an alcoholic. I just thought that I had mental health problems and that is why I drank.  [REDACTED]  was recommended to me for support around my mental health. I knew about a lot of addiction recovery programs, like  [REDACTED]  recovery, AA, and what have

you, but this was the first place I had heard of outside of some type of outpatient program that could be a resource for my mental health issues. And then lo and behold, everyone knew that I was an alcoholic, and I finally figured it out. I guess just having that dual diagnosis and multiple pathways available was the main thing that got me to talk to somebody. No one has mentioned this yet, but that clothes closet that we have saved my tail. When I first got sober, I did not have much money, and I had gained a bunch of weight, had job interviews, and I had no street clothes. There were so many items in there of high quality and they did an amazing job organizing them. That was a huge resource for me, and I do not know if a lot of members of the community even know about it. And there is one other thing, the volunteer thing at the center, everyone has touched on that in some way. But when I first got sober, I lived in a sober home, I did not have a job, and I had to be out of the house during the day. I had no where to go and neither did others at the house.  [REDACTED]  gave me a place to go every day, which was a huge blessing. I was able to help, eventually volunteer, and I brought some of the people with me from the sober house. So that was really great, just to have a computer, and a place to spend spare time.

I know that we cannot to this right now, but when the center was open, they had a lot of activities. In a short amount of time, I did the Super Bowl party, a movie night, a BBQ after hours, and we had good turnouts. At the time, I really did not know very many people in  [REDACTED]  that were in recovery and working their recovery program. I knew plenty of people that I did not need to be around. It was great to watch the Super Bowl without a bunch of beer going around. I thought that it was great that they were trying to incorporate people in the community with these events.

And at the center they have a ping pong table, a pool table, and a lot of games that have been donated. When I was in the PAL, we planned some of those events, see who would do what, and organize, it was so fun! It is a shame that it dwindled out, I heard that they are thinking about doing something like that again. It feels really good to be involved and have somewhere to go. I was unemployed for a while too, I had to have some place to go, and I needed the computers and help. Just being around those people, they are all so kind there, it helps to have that support.
The art they used to do on Saturdays, that was great, really great. I have kind of forgotten about all of those activities, it has been a while.

I honestly discovered  [REDACTED] , it was before COVID, there were a few meetings, I think called DARMA recovery, that were Buddhist based. I went to a few of those in the evening there, and I also used to go to AA meetings, it was so random. I have been to that building quite a few times without really connecting with the community, it was like…maybe with a group of friends and say, do you want to go to this kind of meeting? And we would. Anyway, after COVID, I was talking to somebody about Peer Support Specialist certification, and they referred me to  [REDACTED] . And lo and behold, that was the same place, and, in my mind, I had not connected that. One thing that I really appreciate about  [REDACTED]  is that my personal experience with recovery, recovery as a whole, is like a human attempt at connection with God. I think that it is humans in a modern world, and by modern, I mean in the last 100 years, basically rewriting religion and the purpose of it. And the reason I say that, is, of course there are going to be a lot of different approaches because people have different backgrounds, different experiences. And just like religion, you have different denominations, but of course essentially, and purposefully, it is all in one direction. I did experience times when I went to a meeting in the community and because I did

not go to the same rehab, I was not a “cool kid”, something like that. But at  [REDACTED] , the mindset of recovery is the focus, and all of these denominations of recovery coming to the center, and just focusing on the principles of recovery and meeting each other at that level, and with that understanding, that is what I experienced. Even, to be totally honest with you, yes, I am volunteering to do those hours for my Peer Support Specialist certification, but I really lost count. I do not know how many hours I have done, I try to keep count, but the community itself serves such a special purpose in my life. There is a group in particular that meets on Thursday, called Community Check In that is so valuable. There are so many times that wake up and be all over the place mentally, or no place at all, and checking in and touching base with that particular group, it really helps me personally. And that meeting is not a space of any particular recovery school of thought, it is not like an AA meeting or anything like that. It is just people coming together, checking in, and to me that is invaluable.


Question 2. Consider  [REDACTED]  programming after the pandemic…

· Describe what changes were needed to provide services
· What were the most significant barriers you faced?
· What are the positives and negatives of services now?

Question 3. How do trauma experiences and chronic stress related to the pandemic affect recovery support service needs?

These two questions were combined because when the participants were responding to Question 2, some of them incorporated the issues related to Question 3.

I am trying to think of ways to meet besides being online.  [REDACTED]  has a nice little courtyard that has tables, and I am not sure what is between there and the tennis court. I wonder if there would be any way in the future to have more picnic tables outside, so that people could meet while maintaining a distance. I am just trying to think of ways to get people in to  [REDACTED]  but not necessarily have to be inside.

There is a covered area in the back, past the tennis courts, where social distancing can be implemented and it would not be impossible, it would need to be properly enforced. To make sure, like some of the larger restaurants around town, they are able to stay open, but they have to have certain tables closed so that they can maintain that rule of thumb.

I am going to venture to guess that we would eventually run into a lot of problems with trying to use the outdoor areas because it is on state hospital property. So, I think that if we had any sort of events or gatherings, they would probably have to be off campus. And my second guess would be that, if the gathering was in person, members of the community, rather than  [REDACTED]  staff, would have to rally to get that going. That has been my experience with the bureaucracy of things like this. Like  [REDACTED]  Recovery, they do an amazing job of putting together these events, and it typically powered from the ground up. I would say that  [REDACTED] , just like many, did a fantastic job moving from in person to virtual, in a hot second. They are doing a great job with yoga and communicating things on Facebook. And we were able to get the state hospital on

board with virtual meetings, and I think that they are still going on, and that is huge for the state hospital to partner with us to bring meetings. So, if we want some of these things to continue, whether they are on site or not, is going to be more powerful if we drive it instead of staff.

You know, the upside is that the pandemic is going to end, hopefully this year, with projections being that some semblance of normality will start appearing maybe July or August, and certainly in the last quarter of the year. And so, anything that we are doing, that we are being forced into doing because of the pandemic, is short term. But what we have learned, as has been pointed out, is that we jumped on board with this virtual way of trying to run a recovery community organization. We have learned so many things that are never going to go away now. And when the meetings start happening in person again because people will not be afraid of being infected, you will not always have to be wearing a mask and be 6 feet apart. When this happens, I am convinced that we are going to see a lot of hybrid meetings that will be online and in person at the same time. And even some meetings may be exclusively virtual because it is so convenient for some people be able to log in by video, computer,  [REDACTED]  phones, or iPads, it just opened up a whole new thing. I come from the video game business, I have been making computer and video games for almost 40 years and watched a change from a single player playing on a computer, to where it is all online social games where people are playing together or against each other. We made a huge push that any time a customer came into our ecosystem, part of the community by buying a game, to set up their account with contact information, so that we could send them weekly newsletters, or SMS messages on a regular basis, so that they would feel part of this cool community. Some would opt out, but most did not because they had shared interests.

I do not know how open  [REDACTED]  would be for this, but I think that having meetings specifically catering to pandemic issues would be helpful. For instance, instead of saying coffee talk or dual diagnosis, you could have one entitled “coping with isolation.” That might lure in people who have never had been to a meeting at  [REDACTED]  or for others it could be this is not a mental health issue or an addiction issue, it is a COVID issue. So, changing the title to address what is urgent right now, or having meetings regarding resources that may be needed due to the pandemic. For example, there are a lot of people dealing with financial hardship, isolation, where to get food, just things of that nature that are real life issues right now.

I have noticed when working at the front desk, a lot of people are asking about community resources, and we do not seem to have a central place where we have that information. There is a lot on the bulletin board, and I have to put them on hold and go look at that. Also, often times the information is dated and the agency is no longer providing those services. We need a notebook or something on the desk that is handy and updated regularly.


Question 4.  [REDACTED]  online support groups are a huge change from in-person groups, which may affect an individual’s decision to attend. What suggestions do you have do you have to increase attendance (marketing, number of participants allowed, scheduling time, etc.)

I became involved with  [REDACTED]  in July 2020, I started attending all of the group meetings and became a volunteer after my one week training. I went to every single meeting, all 30 that they had on their list, every single one of them. So, I got a good feel for how it was being done, but I

also noticed that there was relatively low attendance. In some cases, there was just one or two of us there. The meeting with the biggest attendance was Medication Assisted Recovery Anonymous (MARA), it always had 15-25 people in the meeting, but others had low attendance rates. I gave some suggestions to Darrin and others based on my experience the last 30 years, and especially the last 15 years where everything was online, that we would do everything possible to strengthen the people’s sense of belongingness to the community, particularly by always letting them know what was going on in the community. If increasing attendance is a goal, and I think that it should be, I have some suggestions based on my experiences:

· Send out weekly newsletter that at least has the weekly schedule of meetings and classes. I know that the website has recently been updated and has the weekly schedule but what I am suggesting is different based on my online marketing experience. You can send the newsletter out every Monday, with a “Hey, how is it going?” This will remind people of the meetings and they may say, oh yes, I want to attend this meeting.

· An automated SMS system, text messaging, to remind people of meetings. This is similar what they do at the dentist or doctor’s office that reminds you of an upcoming appointment. This could not only be done for meetings, but also coaching appointments. I know that since I started coaching it seems like 1 or 2 peers a week miss a meeting because they forgot. SMS reminder systems are not very expensive, and people could always opt out if they no longer want reminders.

· Another type of marketing involves other recovery organizations in the community, like the  [REDACTED]  ROSC and the many other organizations supporting recovery. All of these organizations have websites and/or Facebook pages and  [REDACTED]  can partner with them. In my previous industry, we would partner with organizations, and we would put banners on our websites about things that are going on at the partner organizations that we thought our customers would be interested in. We could partner with other recovery organizations and post information on our website or Facebook about their organization, and they could post information about  [REDACTED] . Promotion on social media platforms is a powerful way to do that. You could also do this with sober homes to promote the recovery support services. We could also get proactive and design the banner for them, people in general are always looking for content to post.


Question 5: Describe any training you may need at this time.

I started looking into this industry in June 2020 and realized the first thing that I needed to do was a one day of core training and a 5 day training. I took the core training at Via Hope and the 5 day training at  [REDACTED] , then I moved to volunteer status. They had a pretty robust way of signing you up, filling out your volunteer application, getting approved, taking orientation, and last being assigned some meetings. The area I have the most suggestions in is the recovery coach training area. Most of the people in my training had a goal of obtaining a job as a Peer Support Specialist. What was difficult for me to find, and this did not exist at  [REDACTED]  either, was a road map of how to pursue this career you now want to have. It would be great if  [REDACTED]  created a road map to how to obtain a position as a Peer Support Specialist, describing step 1,

step 2, step 3, etc. I kinda put one together after having to research a lot and finding bits and pieces all over the place. Something like what happens when you go to a guidance counselor and tell them you want to be an electrical engineer and they give you a degree plan and describe the job market for that career.

Another thing that I would recommend, and they just started doing this after I received my certification, was to expand their internship program. After training, they are now allowing coaches to come in and be classified as an intern, not a volunteer per se, but coaching intern. Interns are allowed to shadow coaches, which was something I was begging for, I needed more boots on the ground experience. That would have been so awesome, I fell in between the cracks and did not get that.

I felt like the virtual peer coach training that I received was spot on, and amazing that they were able to convert in person to virtual training so quickly. The one thing that I learned is I have a lot of things to learn. I am in a sort of limbo right now, waiting for my certification from the state, but then I think where do I go now? I cannot contact people about job positions until I am certified. It would be helpful to find something to fill in that gap.
