[bookmark: _GoBack] Application Information	

Grant Number:
[REDACTED]
Org Name:
[REDACTED]
Project Title:

PD/PI Name:
[REDACTED]
Project Period:
09/30/2017 to 09/29/2020

[REDACTED]


 RAM Created:02/19/2021 (ID:175849)	
	File Name
	Date Uploaded
	Uploaded By

	[REDACTED]

	02/19/2021
	[REDACTED]






Final Evaluation Report
[REDACTED] – [REDACTED]
Grantee Federal Identification Number:	[REDACTED]


Project Period:	9/30/2017 to 9/29/2020


Project Director:
[REDACTED] [REDACTED]
[REDACTED]
[REDACTED]


Project Evaluators:
[REDACTED] Evaluation PI [REDACTED]
[REDACTED] Evaluation Director 
[REDACTED] Scientist
[REDACTED] Research Associate II 
[REDACTED] Graduate Research Assistant
[REDACTED] Graduate Research Assistant

14

Table of Contents
Executive Summary	3
Description of Participants at Intake	3
Table 1. Demographics and social determinants	3
Life Circumstances	6
Table 2. Perception of Life Circumstances	6
Health Status	6
Table 3. Health Status	6
Behavioral Health Diagnosis	7
Table 4. Diagnosis Group Recorded, not mutually exclusive	7
Substance Use and Impact of Substance Use	7
Table 5. Substance Use and Impact, past 30 days	7
Health Care Use in the Past 30 days	9
Table 6. Types of Healthcare, past 30 days	9
Mental Health Symptoms	9
Table 7. Mental Health Symptoms	9
Treatment with Medications for Opioid or Alcohol Disorder	10
Table 8. Substance Use medications past 30 days	10
Discharge Survey Findings	11
Modality and Services Received	11
Table 9 Modality and Services Received by Participants, Reported on Discharge Records (n= 103)	11
Changes from Intake to 6-month Interview	13
Wages and Employment	14
Stable Housing	14
Quality of Life and Satisfaction with Life	14
Sexual Risk Behavior	14
Mental Health	14
Table 10. Comparison of Intake and 6-month Interview Data in Key Outcomes (n=122)	15
Lessons Learned	17
Evaluation Activities	18
Continuity of Evaluation Activities	18
IRB Approval for Exempt Status	19
Electronic Data Collection Tool	19
Electronic Health Record Integration	20
Planning, Communication, and Ongoing Collaboration with [REDACTED]	21
Data Entry, Data Management, and Data Analysis	22
Process Evaluation	23
Dissemination Activities	27


[bookmark: _TOC_250036]Executive Summary
The primary objective of the [REDACTED] project was to enhance and strengthen the Latinx community of recovery in the greater [REDACTED] area and beyond, by building community recovery capital, building social recovery capital, and building individual recovery capital. While there were significant barriers to launching a recovery center, the project was generally successful in meeting project goals. Over the three-year SAMHSA grant period, the [REDACTED] project has been successful in reaching, engaging, and providing comprehensive services to the targeted population. The project enrolled 182 clients for an 83% target rate (this number would be higher, but the GPO requested the project stop enrolling clients in June of project Year 3), and completed 123 follow ups, meeting the required 80% follow up rate. Overall, despite a number of challenges including COVID-19 and a change in project director, [REDACTED]’ role in the Latinx recovery community was invaluable.
[REDACTED] outcome data show that the project was successful in reaching, engaging, and providing services to the target population, increasing employment and wages, increasing quality of life and satisfaction with life, and reducing mental health symptoms. Due to clients having been in treatment or other institutional settings 30 days prior to base-line interviews, the evaluation was not able to provide reliable results with respect to changes in substance use; however, the high abstinence rates at intake were maintained at the 6-month follow up (See Changes from Intake to 6-month Interview below).
A key recommendation is that [REDACTED] continues to test and finalize its implementation of their peer-to-peer curriculum. A consistent theme among clients and staff was the importance of the peer-to-peer support.

[bookmark: _TOC_250035]Description of Participants at Intake
As shown in Table 1, enrolled program participants reflected the intended target population: they were primarily male, of Puerto Rican or other Latinx ethnicity. Many respondents did not identify with a specific racial category. The mean age was about 40 years, but nearly one-third were under the age of 34. Regarding social economic characteristics, over 40% did not complete high school; only 14% had full or part-time employment; more than onehalf were receiving public assistance payments. The vast majority were residing in a residential treatment program. About one-quarter were on probation or parole at time of intake.

[bookmark: _TOC_250034]Table 1. Demographics and social determinants
	Analysis of Intake and 6-month Interviews, final project end, September 29, 2020

	
	Intake (n = 181)
	6 month (n = 125)

	
	Frequency
	Valid
%
	Frequency
	Valid %

	Age at intake, mean (SD)
	39.7 (10.3)
	40.6 (9.5)

	Age group
	
	
	
	

	18-24 years
	9
	5.0
	4
	3.2

	25-34
	49
	27.1
	35
	28.0

	35-44
	68
	37.6
	44
	35.2

	45-54
	39
	21.5
	30
	24.0



	55 and older
	16
	8.8
	12
	9.6

	Gender
	
	
	
	

	Male
	115
	63.5
	83
	66.4

	Female
	66
	36.5
	42
	33.6

	Transgender
	0
	0.0
	0
	0.0

	Ethnicity
	
	
	
	

	Identifies as Hispanic or Latinx (subgroup not mutually exclusive)
	152
	84.4
	107
	86.3

	Central American
	17
	11.2
	10
	9.3

	Cuban
	1
	0.6
	0
	0.0

	Dominican
	22
	14.5
	16
	14.9



	Analysis of Intake and 6-month Interviews, final project end, September 29, 2020

	
	Intake (n = 181)
	6 month (n = 125)

	
	Frequency
	Valid
%
	Frequency
	Valid %

	Mexican
	2
	1.3
	1
	0.9

	Puerto Rican
	108
	71.0
	80
	74.7

	South American
	4
	2.6
	2
	1.9

	Other
	4
	2.6
	2
	1.9

	Self-identified Race, not mutually exclusive
	121
	66.8
	83
	66.4

	Black or African American
	49
	40.2
	38
	45.8

	Asian
	1
	0.8
	1
	1.2

	Native Hawaiian or other Pacific Islander
	0
	0.0
	0
	0.0

	Alaska Native
	0
	0.0
	0
	0.0

	White
	67
	54.9
	41
	49.4

	American Indian
	5
	4.1
	4
	4.8

	Military
	
	
	
	

	Ever served in Armed Forces, Reserves, National Guard
	5
	2.8
	4
	3.2

	Education Status
	
	
	
	

	Less than high school
	78
	43.3
	53
	44.2

	High school graduate or equivalent
	67
	37.2
	45
	37.5

	Some college or higher, or vocational education
	35
	19.4
	22
	18.3



	Income Sources (selected, not mutually exclusive)
	
	
	
	

	Wages
	15
	8.3
	43
	34.4

	Income past 30 days, mean (SD)
	$1112 (984)
	$1342 (930)

	Disability
	18
	9.9
	23
	18.4

	Income past 30 days, mean (SD)
	$726 (167)
	$748(281)

	Public Assistance
	101
	55.8
	69
	55.2

	Income past 30 days, mean (SD)
	$213 (119)
	$206 (125)

	Employment Status
	
	
	
	

	Employed, full time or part-time
	14
	7.7
	43
	35.3

	Disabled, unemployed
	21
	11.6
	21
	17.2

	Unemployed, other
	146
	80.6
	58
	47.5

	Currently in school or training
	13
	7.2
	14
	11.7

	Have enough money to meet your needs
	
	
	
	

	Analysis of Intake and 6-month Interviews, final project end, September 29, 2020

	
	Intake (n = 181)
	6 month (n = 125)

	
	Frequency
	Valid
%
	Frequency
	Valid %

	Not at all
	154
	85.1
	70
	57.4

	A little
	14
	7.7
	24
	19.7

	Moderately, mostly, completely
	13
	7.2
	28
	22.9

	Housing status, past 30 days
	
	
	
	

	Shelter (unstable)
	59
	32.6
	47
	38.5

	Street/outdoors
	0
	0.0
	2
	1.6

	Institution (unstable)
	25
	13.8
	11
	9.0

	Housed, other
	15
	8.3
	57
	45.6

	Residential Treatment
	81
	44.7
	5
	4.0

	Currently Pregnant and Children
	
	
	
	

	Is currently pregnant, % of females
	7
	10.7
	3
	7.5

	Has children
	143
	79.4
	96
	76.8

	Children living w someone else due to child protection court order
	27
	19.3
	20
	20.8

	Number of children, mean (SD)
	2.7 (1.6)
	3.1 (2.4)

	Criminal Justice
	
	
	
	



	Arrested in the past 30 days
	3
	1.7
	4
	3.3

	Awaiting trial
	19
	10.5
	11
	8.8

	Parole/Probation
	50
	27.6
	35
	28.0



[bookmark: _TOC_250033]Life Circumstances
Table 2 presents the participant’s assessment of their current life situation. The majority of participants expressed satisfaction with ‘self’, with their health, and their ability to perform daily activities. Less than 10% rated their quality of life as poor or very poor.

[bookmark: _TOC_250032]Table 2. Perception of Life Circumstances
	Analysis of Intake and 6-month Interviews, Year End September 29, 2020

	
	Intake (n=181)
	6 month (n= 125)

	
	Frequency
	Valid
%
	Frequency
	Valid %

	Quality of Life
	
	
	
	

	Poor or very poor
	17
	9.5
	8
	6.5

	Neither poor or good, good or very good
	162
	90.5
	114
	93.4

	Satisfaction with Self
	
	
	
	

	Neutral, dissatisfied, very dissatisfied
	36
	20.1
	15
	12.3

	Satisfied, very satisfied
	143
	79.9
	107
	87.7

	Health Satisfaction
	
	
	
	

	Neutral, dissatisfied, very dissatisfied
	46
	25.5
	21
	17.2

	Satisfied, very satisfied
	134
	74.4
	101
	82.8

	Satisfaction with Ability to Perform Daily Activities
	
	
	
	

	Neutral, dissatisfied, very dissatisfied
	30
	16.7
	15
	12.3

	Satisfied, very satisfied
	150
	83.3
	107
	87.7



[bookmark: _TOC_250031]Health Status
Participants most commonly rated their health status as ‘good’ (47%); with only 28% rating it as ‘excellent’ or ‘very good’ and a substantial proportion (25%) rating it as poor or very poor (Table 3).

[bookmark: _TOC_250030]Table 3. Health Status
	Analysis of Intake and 6-month Interviews, Year End September 29, 2020

	
	Intake (n=181)
	6 month (n= 125)

	
	Frequency
	Valid
%
	Frequency
	Valid %

	Health Status
	
	
	
	



	Excellent, very good
	51
	28.3
	29
	23.8

	Good
	84
	46.7
	79
	64.7

	Poor, Fair
	45
	25.0
	14
	11.5

	Sexual Risk Behaviors
	
	
	
	

	Had sexual partner in the past 30 days
	18
	9.9
	38
	30.4

	Unprotected sex in the past 30 days
	15
	83.3
	31
	81.5



[bookmark: _TOC_250029]Behavioral Health Diagnosis
The information on diagnosis present at intake was only captured during the last two project years and thus was missing on some participants (Table 4). These diagnoses were determined based on record review by the interviewers. The most common diagnosis was an opioid use disorder (50%) and about one third also had a cocaine use disorder (34%) or alcohol use disorder (37%). Forty-five percent of participants also had a mental health disorder recorded.

[bookmark: _TOC_250028]Table 4. Diagnosis Group Recorded, not mutually exclusive
	Analysis of Intake and 6-month Interviews, Year End September 30, 2020

	
	Intake (n = 181)
	6 month (n = 125)

	
	Frequency
	Valid
%
	Frequency
	Valid
%

	Alcohol use disorder
	38
	20.1
	39
	31.2

	Opioid use disorder
	51
	28.2
	50
	0.4

	Cocaine use disorder
	35
	19.3
	26
	20.8

	Cannabis use disorder
	5
	2.7
	8
	6.4

	Tobacco use disorder
	6
	3.3
	6
	4.8

	Any mental health disorder
	46
	25.4
	42
	33.6



[bookmark: _TOC_250027]Substance Use and Impact of Substance Use
Because the majority of participants were living in residential treatment and had completed detoxification before the time of the intake interview, the evaluators do not believe that the items that assess substance use in the past 30 days present a true picture of substance use before treatment (Table 5). A record review identified new alcohol use disorder diagnosis for 15% of participants and a new opioid use disorder diagnosis for 27% of participants despite very low reports of substance use in the past 30 days. Again, due to the timing the of interview, the vast majority of respondents did not report impact of their alcohol or drug use on their current emotions, stress, or daily activities at intake.
Also, because of their residential treatment status, the majority reported at intake they were engaged in voluntary self-help meetings. The majority also reported recovery support from their families and that they had someone they could turn to when in trouble.

[bookmark: _TOC_250026]Table 5. Substance Use and Impact, past 30 days
Analysis of Intake and 6-month Interviews, Year End September 29, 2020


	
	Intake (n = 181)
	6 month (n= 125)

	
	Frequency
	Valid
%
	Frequency
	Valid
%

	Alcohol
	
	
	
	

	Used within past 30 days
	1
	0.6
	6
	4.8

	Did not use within past 30 days
	180
	99.4
	119
	95.2

	New alcohol diagnosis past 30 days
	15
	14.7
	4
	3.2

	Illicit drug use
	
	
	
	

	Used within past 30 days
	6
	3.3
	10
	8.0

	Did not use within past 30 days
	175
	96.7
	115
	92

	Injected drugs within past 30 days
	0
	0.0
	7
	5.6

	New opioid diagnosis past 30 days
	28
	27.2
	10
	8.0

	Stress impact of substance use
	
	
	
	

	Not at all or not applicable (no use)
	133
	74.3
	98
	81.0

	Somewhat
	33
	18.4
	14
	11.6

	Considerably, Extremely
	13
	7.3
	9
	7.4

	Activity impact of substance use
	
	
	
	

	Not at all or not applicable (no use)
	144
	80.4
	111
	91.0

	Somewhat
	24
	13.4
	1
	0.8

	Considerably, Extremely
	11
	6.1
	10
	8.2

	Emotional impact of substance use
	
	
	
	

	Not at all or not applicable (no use)
	147
	82.1
	109
	89.3

	Somewhat
	19
	10.6
	4
	3.3

	Considerably, Extremely
	13
	7.3
	3
	7.4

	Social Connectedness for Recovery
	
	
	
	

	Attend any recovery group in past 30 days, yes
	159
	87.8
	74
	59.2

	Attended voluntary self-help recovery group
	123
	77.4
	42
	56.8

	Attended religious/faith-based self-help group
	82
	51.6
	34
	45.9

	Attended other types of recovery group
	85
	53.5
	47
	63.5

	Interacted with family and friends supportive of recovery, past 30 days
	137
	86.7
	93
	82.3

	Has someone to turn to when in trouble
	136
	85.5
	96
	82.8



[bookmark: _TOC_250025]Health Care Use in the Past 30 days
Nearly one-half of participants had inpatient days of care in the past 30 days (Table 6), usually for a substance use condition but also for a mental health condition. Less than 10% had used the emergency department in the past 30 days, and this use was predominantly for a physical health condition.

[bookmark: _TOC_250024]Table 6. Types of Healthcare, past 30 days
	Analysis of Intake and 6-month Interviews, Year End September 29, 2020

	
	Intake (n= 181)
	6 month (n= 125)

	
	Frequency
	Valid
%
	Frequency
	Valid
%

	Any inpatient days of care
	89
	49.2
	22
	17.6

	Physical health condition
	12
	13.5
	6
	27.3

	Mental health condition
	42
	47.2
	8
	36.4

	Substance use condition
	76
	85.4
	15
	68.2

	Any outpatient days of care
	91
	50.3
	68
	54.4

	Physical health condition
	9
	9.9
	8
	11.8

	Mental health condition
	81
	89.0
	44
	64.7

	Substance use condition
	82
	90.1
	59
	86.8

	Any emergency room days of care
	16
	8.8
	15
	12.3

	Physical health condition
	12
	75.0
	10
	66.7

	Mental health condition
	4
	25.0
	4
	26.7

	Substance use condition
	3
	18.8
	3
	20.0



[bookmark: _TOC_250023]Mental Health Symptoms
The vast majority of participants screened positive for comorbid substance use and mental health conditions at Intake (Table 7). The vast majority reported one or more days in the past 30 days when they experienced mental health symptoms, with the majority reporting one or more days with anxiety, depression or days with trouble remembering and concentrating. Consistent with the presentation of mental health distress, 45% of participants were prescribed psychiatric medications in the past 30 days.
The majority of participants reported that in their lifetime they had experienced one more traumatic events. Among the participants with traumatic life events, about two-thirds reported at least one or more symptoms that are used to screen post-traumatic stress disorder; and the mean number of symptoms was 3.4 out of 4 maximum, indicating high PTSD symptomology.

[bookmark: _TOC_250022]Table 7. Mental Health Symptoms
	Analysis of Intake and 6-month Interviews, Year End September 29, 2020

	
	Intake (n= 181)
	6 months (n= 125)



	
	Frequency
	Valid
%
	Frequency
	Valid
%

	Screen positive for co-occurring MH/SUD
	160
	88.3
	106
	84.8

	Mental Health Symptoms, at least some days in past 30 days
	143
	79.0
	68
	54.4

	Depression
	105
	58.3
	44
	64.7

	Anxiety or tension
	135
	75.0
	51
	75.0

	Hallucinations
	17
	9.4
	14
	20.6

	Trouble remembering or concentrating
	90
	50.0
	33
	48.5

	Trouble controlling violent behavior
	22
	12.2
	16
	23.9

	Analysis of Intake and 6-month Interviews, Year End September 29, 2020

	
	Intake (n= 181)
	6 months (n= 125)

	
	Frequency
	Valid
%
	Frequency
	Valid
%

	Serious thoughts of suicide
	3
	1.6
	0
	0.0

	Was prescribed psych meds past 30 days
	81
	45.0
	29
	42.6

	Ever experienced traumatic event
	128
	71.1
	90
	72.0

	Any PTSD symptoms past 30 days
	120
	93.7
	79
	87.7

	Nightmares
	110
	91.7
	74
	82.2

	Tried hard not to think about it
	112
	93.3
	77
	85.5

	Constantly on guard
	105
	87.5
	67
	74.4

	Felt numb and detached
	97
	80.1
	58
	64.4

	Number of PTSD items positive, 4 =maximum, mean (SD)
	3.4 (1.4)
	3.5 (0.86)



[bookmark: _TOC_250021]Treatment with Medications for Opioid or Alcohol Disorder
In the last 2 project years, the program recorded whether or not the participants were prescribed a medication for an opioid use disorder or alcohol use disorder in the past 30 days (Table 8). Very few participants (n= 16) were prescribed a medication for an opioid use disorder or referred to a methadone program, and only 4 participants were prescribed a medication for alcohol use disorder.
[bookmark: _TOC_250020]Table 8. Substance Use medications past 30 days
	Analysis of Intake and 6-month Interviews, Year End September 29, 2020

	
	Intake (n= 181)
	6 month (125)

	
	
Frequency
	Valid
%
	
Frequency
	Valid
%



	FDA Approved Medication for Opioid Use Disorder
	16
	8.8
	5
	4.0

	Methadone
	7
	43.7
	1
	20.0

	Buprenorphine
	6
	37.5
	4
	80.0

	Naltrexone
	1
	6.2
	0
	0.0

	Extended release naltrexone
	2
	12.5
	0
	0.0

	FDA Approved Medication for Alcohol Use Disorder
	4
	2.2
	0
	0.0

	Extended release naltrexone
	0
	0.0
	0
	0.0



[bookmark: _TOC_250019]Discharge Survey Findings
[bookmark: _TOC_250018]Modality and Services Received
Over the course of the project from intake to 6-month interview, the clients were involved in integrated services as illustrated by findings presented in Table 9. The interviewers abstracted this information from the clients’ electronic health records. The modalities and treatment services are not necessarily mutually exclusive, in other words a single contact may be classified in multiple categories. Information was available on 103 clients out of 125 recontacted for 6-month interviews.
The most frequent modalities, received by nearly all clients, were case management, recovery support services, outreach and outpatient care. A substantial proportion of clients received aftercare modality (41%), and this percentage would increase over time as more and more clients were discharged from their residential or outpatient treatment. About one-quarter of clients also received residential modality for an average stay of 74 days during the period between intake and 6-month interviews; this relatively short length of stay reflects the fact that clients enrolled in the outpatient services offered by [REDACTED] close to the time they were leaving [REDACTED]’s residential services. Residential and outpatient modalities were the most used by clients.
Clients received a full range of services (Table 9). Virtually all clients had record of screening, assessment, and treatment or recovery planning services. About three-quarters of clients received individual counseling and group counseling for a substantial number of sessions (average of 17); and referral to other treatment services also was noted for about three-quarters of clients.
Case management services for employment, transportation, or coordination, HIV/AIDS care, or housing were received by a minority of clients. On the other hand, the majority of clients received several types of after care services include relapse prevention and recovery coaching.
The majority of clients received Peer-to-Peer recovery support services as well, including peer mentoring and housing support services. The majority of clients participated in HIV/AIDS medical support and testing, and about one-third received other medical care. [REDACTED] has a psychiatrist, psychiatric nurse and nurse practitioner on-site to offer fully integrated access to these specialty medical and mental health services.

[bookmark: _TOC_250017]Table 9 Modality and Services Received by Participants, Reported on Discharge Records (n= 103)
	
	Individuals Served
	Average Number of Days/Sessions



	Modality of Services Received *
	N
	Valid %
	Mean (SD)
	Range

	Case management
	98
	95.1
	15.7 (20.6)
	1-90

	Residential/rehabilitation services
	27
	26.2
	73.8 (37.0)
	1-180

	Recovery support services
	86
	83.5
	25.7 (34.8)
	1-90

	Day treatment
	14
	13.6
	35.9 (35.9)
	1-128

	Outpatient
	80
	77.7
	54.0 (30.1)
	1-142

	Outreach
	80
	77.7
	7.6 (6.7)
	1-43

	Intensive outpatient
	9
	8.7
	22.9 (28.9)
	1-90

	Aftercare
	42
	40.8
	5.5 (7.9)
	1-50

	Methadone
	4
	3.9
	1.2 (.5)
	1-2

	Treatment Services
	N
	Valid %
	Mean (SD)
	Range

	Screening
	96
	93.2
	1.4 (1.0)
	1-9

	Assessment
	101
	98.1
	1.4 (1.2)
	1-10

	Brief intervention
	66
	64.1
	1.4 (1.0)
	1-6

	Brief treatment
	68
	66.0
	2.1 (5.4)
	1-45

	Treatment/recovery planning services
	101
	98.1
	9.4 (16.0)
	1-45

	Individual counseling treatment services
	77
	74.8
	17.3 (10.5)
	1-45

	Group counseling treatment services
	75
	72.8
	17.4 (18.9)
	1-113

	Co-occurring treatment/recovery services
	59
	57.3
	13.9 (20.4)
	1-128

	Pharmacological interventions
	7
	6.8
	2.6 (1.8)
	1-5

	Referral to treatment
	74
	71.1
	1.6 (1.3)
	1-7

	HIV/AIDS counseling
	30
	29.1
	1.0 (--.)
	1-1

	Case Management Services
	N
	Valid %
	Mean (SD)
	Range

	Pre-employment services
	32
	31.1
	12.3 (13.8)
	1-30

	Employment coaching services
	32
	31.1
	11.3 (12.5)
	1-30

	Transportation services
	34
	33.0
	2.2 (1.2)
	1-5

	Individual Svc Coordination
	62
	60.2
	4.5 (3.8)
	1—11



	HIV/AIDS services
	40
	38.8
	1.6 (1.9)
	1-10

	Drug-free housing
	46
	44.7
	3.9 (3.8)
	1-20

	After Care Services
	N
	Valid %
	Mean (SD)
	Range

	Continuing care services
	65
	63.1
	5.8 (15.9)
	1-128

	Relapse prevention services
	71
	68.9
	7.7 (17.9)
	1-128

	Recovery coaching services
	82
	79.6
	8.4 (11.4)
	1-45

	Self-help and support groups services
	33
	32.0
	14.0 (20.1)
	1-113

	Spiritual support services
	15
	14.6
	4.0 (4.0)
	1-16

	Education Services
	N
	Valid %
	Mean (SD)
	Range

	Substance abuse education services
	78
	75.7
	10.6 (13.8)
	1-30

	HIV/AIDS education services
	52
	50.5
	3.6 (6.2)
	1-30

	Peer-to-Peer Recovery Support Services
	N
	Valid %
	Mean (SD)
	Range

	Peer coaching or mentoring services
	70
	68.0
	5.3 (5.0)
	1-30

	Housing support services
	68
	66.0
	4.1 (3.6)
	1-20

	Alcohol- and drug-free social activities services
	46
	44.7
	2.9 (2.3)
	1-12

	Information and referral services
	49
	47.6
	5.0 (8.1)
	1-55

	Medical Services
	N
	Valid %
	Mean (SD)
	Range

	Medical Care Alcohol/Drug testing
HIV/AIDS medical support and testing services
	34
50
66
	33.0
48.5
64.1
	2.3 (1.8)
2.6 (1.8)
1.6 (3.0)
	1-9
1-9
1-24


*Modalities or services with fewer than 3 participants not separately shown

[bookmark: _TOC_250016]Changes from Intake to 6-month Interview
To examine changes in participants’ status, we created statistical comparisons of the responses to questions on intake and 6-month interviews for all participants who completed both interviews (Table 10, n=122). Because only 69% of the participants completed both interviews, we must interpret these findings cautiously. Those that did not complete 6-month interviews may have had different experiences from those that did complete the interview. For example, they may have been less engaged in the program’s services.

[bookmark: _TOC_250015]Wages and Employment
A major improvement at six months is in the percentage of participants who obtained full- or part-time employment. While only 12% reported income from wages at the time of the intake interview, more than one-third (35%) reported wages at six months follow-up (p < .001), a finding consistent with the increased percentage who reported full or part-time employment (p. <
.001). Income from disability payments also increased significantly between Intake and 6-month follow-up. These income changes were substantial enough that a significantly higher percentage of the participants agreed at least somewhat with the statement that “they have enough money to meet their needs” (18% vs 43%, p <.001).

[bookmark: _TOC_250014]Stable Housing
A second major improvement was seen in the percentage of participants who reported a stable source of housing at six months. At intake, over 40% of participants were in residential treatment, which declined significantly to 4%. At 6 months, the small percent of participants in stable housing increased to just under one-half of participants (45%, p<.01).

[bookmark: _TOC_250013]Quality of Life and Satisfaction with Life
Significantly more participants felt that their quality of life was good over very good at the 6-month interview than at Intake (p=.02); and most other measures also showed significant improvements. Significantly more participants reported they were satisfied with “self” and satisfied with “ability to perform daily activities”. Significantly fewer participants rated their health as poor or very poor (p < .001).

[bookmark: _TOC_250012]Sexual Risk Behavior
Reflecting the fact that more participants had stable housing and were not in residential treatment, significantly more participants were sexually active and also more were reporting unprotected sexual acts. This implies that more participants may be at risk for sexually transmitted disease or possibly an unintended pregnancy. The program should explore whether these behaviors are presenting additional health risks to program graduates.

Substance Use
Self-reported alcohol use and drug use in the past 30 days over the six-month window did not change significantly. While we cannot rule out occasional relapse to use in the months with no interviews, this indicates that the high abstinence rates observed on the intake interview were maintained through 6 months, and increased relapse to use in the past 30 days was not observed. The very low relapse rate may reflect the fact that most clients that were re- interviewed still were receiving treatment services or aftercare, which is positive. Treatment contact for 6 months or longer is an important program achievement; additionally, the amount of treatment contacts was substantial on average including 27% of clients who were in residential treatment for the part of the period. Unfortunately, we cannot generalize this high abstinent rate to the clients who were lost to follow-up; it is possible that alcohol or drug use relapse contributed to the inability of agency interviewers to relocate these clients.

[bookmark: _TOC_250011]Mental Health
A significant number of participants reported improvements in some of their mental health symptoms from intake interview to 6-month interview. These items asked participants how many days in the past 30 days did they experience specific types of symptoms, and we collapsed the number of days to “any days” versus “no days” during the month to make statistical comparisons between 2 groups. At intake interview, the majority of participants reported at some days with depression, anxiety, and trouble concentrating or remembering. At 6 months, a

significantly smaller number of participants, and less than a majority, reported they experienced some days with these symptoms. However, when comparing the number of PTSD symptoms (out of 4 items) that the participants experienced in the past 30 days, there was not change between intake and 6-month interview. And, at intake only a small proportion of participants admitted they had days with hallucinations, days thinking of suicide, or days where they had trouble controlling violent urges, and these proportion reporting these symptoms at 6months did not change significantly.
Participants were also asked at both interviews how many days they were taking prescribed medications for a psychological or emotional problem. The percentage taking these medications dropped from 40% at intake to 23% at 6-months (P < .01). We do not know if this reflects a problem with adherence to medications that were prescribed, if participants discontinued psychiatric visits, or if they continued in psychiatric care but were no longer prescribed psychiatric medications. Given that 6 or more months of medication therapy is recommended for some classes of treatments for depression and anxiety (e.g., SSRIs) it is most likely that participants discontinued visits to psychiatric providers or neglected to request refills for prescriptions they received while in the program. This finding should be further investigated by program directors. While the percent of patients with mental health symptoms improved, it is unknown if this remission can be maintained if treatment stops; and a substantial minority still reported some days of symptoms, indicating a need to reassess whether some participants needed additional therapy or a change in therapy in order for symptoms to remit.

[bookmark: _TOC_250010]Table 10. Comparison of Intake and 6-month Interview Data in Key Outcomes (n=122)
	
Outcome Measure
	Intake Interview Percent
	6-Month Interview Percent
	Statistical Significance1

	Income Source Past 30 Days
	
	
	

	Wages
	12.2
	35.2
	p<.001

	Public Assistance
	82.7
	56.6
	NS

	Disability
	14.7
	18.9
	P = 0.02

	Amount of Income Past 30 Days, $ Mean (SD)
	
	
	

	Wages
	$1112 (984)
	1342 (930)
	p<.001

	Public Assistance
	$213 (119)
	$206(125)
	NS





1 Statistic reported for 2 x 2 crosstabulation is the McNemar test; statistic reported for the test of means is the Related Samples Wilcoxon Signed Rank Test.

	Disability
	$726 (167)
	$748 (281)
	NS

	Employment Past 30 Days
	
	
	

	Employed Full-time or Part-time
	8.8
	35.2
	p<.001

	Enough Money to Meet Needs Past 30 Days
	
	
	

	Agree a little or more “have enough money”
	17.6
	42.6
	p<.001

	Housing Status Past 30 Days
	%
	%
	Significance

	
Outcome Measure
	Intake Interview Percent
	
6-Month Interview Percent
	
Statistical Significance1

	Living in Residential Treatment
	42.6
	4.0
	P<0.01

	Living in Stable Housing

Quality of Life Past 30 Days
	8.3
	45.6
	P<0.01

	Good or very good
	62.2
	77.8
	P = 0.02

	Perception of Life Circumstances
	
	
	

	Satisfied/very satisfied with Self
	76.2
	87.7
	P = 0.04

	Satisfied/very satisfied with Health
	72.1
	82.8
	P = 0.08

	Satisfied/very satisfied with Ability to Perform Daily Activities
	
80.3
	
87.7
	
P = 0.02

	Poor or Fair Health Status

Sexual Risk Behaviors
	29.6

%
	11.5

%
	p<.001

Significance

	Sexual activity past 30 days
	12.8
	30.4
	P < 0.01

	Unprotected sex past 30 days

Alcohol and Drug Use Past 30 Days
	10.4

%
	24.8

%
	P < 0.01

Significance

	Any Alcohol Use
	0.8
	4.8
	NS

	Any Drug Use
	2.4
	8.0
	NS



	Mental Health Symptoms – Some days with symptoms in past 30 days
	
%
	
%
	
Significance

	Depression
	51.2
	35.2
	P < 0.01

	Anxiety or tension
	66.4
	40.8
	P< 0.01

	Hallucinations
	8.8
	11.2
	NS

	Trouble remembering or concentrating
	50.4
	26.4
	P< 0.01

	Trouble controlling violent behavior
	9.6
	12.8
	NS

	Serious thoughts of suicide
	1.6
	0.0
	NS

	Prescribed	Medication	for	Psychological
/Emotional Problem
Number of PTSD symptoms out of 4 (mean, SD)
	
40.0


3.4 (1.4)
	
23.2


3.5 (0.86)
	
P< 0.01


NS


NS = not significant at p < .05 level

[bookmark: _TOC_250009]Lessons Learned
Despite facing unsurmountable challenges in launching a peer recovery center, [REDACTED] continues to be a leading organization which provides essential holistic and culturally appropriate services to Latinx. To note [REDACTED] has emerged as a leading organization in [REDACTED], effectively transitioning to telehealth during the COVID-19 crisis in order to continue to provide services to vulnerable and marginalized clients. This work was recognized by other organizations and funding partners; so much so that [REDACTED] was asked to present their telehealth model and lessons learned to other service providers and funders. [REDACTED] was able to quickly assess and meet the needs of clients and staff, which included providing hardware that clients in particular would need in order to engage in telehealth services.
Peer services are both a strength of [REDACTED] as well as a challenge to provide.
Staff and client feedback both reflect the vital importance and success of peer recovery coaches and staff with lived experience in recovery. [REDACTED] has always had a large number of staff who are individuals in recovery and will continue to maintain a strong peer-to-peer recovery component in their organization. The challenge lies in the range of capacity of peers recruited to serve as peer-to-peer recovery coaches, and the difficulty of hiring bilingual staff with both lived experience and administrative skills necessary to perform the job. In some ways the lack of fully launching the peer leadership curriculum allowed for [REDACTED] to assess staff readiness and leadership development in order to improve staff capacity to implement the curriculum when finalized. The COVID-19 and racial justice crises were responded to organizationally, and activities were developed to strengthen and support existing staff. According to [REDACTED] leadership, “Staff need to be resilient if we are working on resiliency in clients.”

[bookmark: _TOC_250008]Evaluation Activities
The Evaluators consulted on all aspects of program development, implementation of project activities, as well as conducted process and outcome evaluation of [REDACTED]. Each of the tasks listed is described in detail below.
· Continuity of Evaluation Activities
· IRB Approval for Exempt Status
· Electronic Data Collection Tool
· Electronic Health Record Integration
· Planning, Communication, and Ongoing Collaboration with [REDACTED]
· Data Entry, Data Management, and Data Analysis
· Process Evaluations
· COVID-19 Analysis
· Dissemination
· Appendix

[bookmark: _TOC_250007]Continuity of Evaluation Activities
In August 2019 the evaluation Principal Investigator, [REDACTED] decided, in collaboration with [REDACTED] leadership, to transition data-collection, on-site evaluation activities and most of the data analysis activities away from the [REDACTED] at the University of [REDACTED]. [REDACTED] and [REDACTED] selected as collaborator at [REDACTED], Senior Scientist [REDACTED] given her extensive and senior level research experience in the area of behavioral health and her strong data team.
The transition of data related activities to [REDACTED] occurred primarily as a result of the University of [REDACTED], [REDACTED], no longer having senior data analysis and data collection staff in the area of behavioral health. Also, it was important that the on-site evaluator part of the evaluation team was geographically close to both [REDACTED] and the data team. Throughout this transition there was no lapse in SPARS data entry, evaluation activities continued without disruption, and all documents and information were transferred to each institution in a timely manner.
[REDACTED] initiated a planning process in June of 2019 with the evaluation leaders at [REDACTED] [REDACTED] University ([REDACTED]) and [REDACTED]  ([REDACTED]). The two teams worked closely together during July and August. [REDACTED] assumed responsibility for evaluation activities on August 1, 2019 and continued to use consultation of [REDACTED] staff through that month. [REDACTED] created many written tools that facilitated the transfer including a detailed protocol manual, a schedule of deadlines, an orientation to the Consolidated Survey from which all SPARS data are extracted, and an orientation to an Excel spreadsheet they developed that is used to track new enrollment and when follow-up interviews are due and completed. [REDACTED] shared all former SPSS statistical programs, extant data files, and detailed written reports. [REDACTED] ensured that the ownership of the consolidated survey was transferred by the Qualtrics Corporation from [REDACTED] to [REDACTED].
The transfer went smoothly, in part, because of the prior experience of [REDACTED] staff with SAMHSA evaluations and other research projects. [REDACTED], Senior Scientist who is PI of the [REDACTED] subcontract, quickly assembled her evaluation staff and worked in close collaboration with [REDACTED]. [REDACTED] received approval from the [REDACTED] IRB to receive [REDACTED] encrypted questionnaires and submit the data to the SPARS system.
Because these evaluation activities involved only the analyses of encrypted secondary data, the study was exempt from further IRB review.
The [REDACTED] evaluation team assumed both routine evaluation activities and embarked on special initiatives under the supervision of [REDACTED]. In terms of routine activities, [REDACTED] staff managed and amended the interview survey instrument (maintained on Qualtrics) as needed. Field training and field problem-solving continued as before. Evaluators implemented additional training approaches as a result of examining minor inconsistencies in data collection among [REDACTED] staff.
[REDACTED] and [REDACTED] hosted a joint Evaluation Retreat in September 2019 with senior [REDACTED] managers to review current data reports and plan future activities. This meeting was highly successful, and we jointly developed an agenda for continuation of [REDACTED] activities past the SAMHSA grant. Finally, [REDACTED] are hosting [REDACTED] as a Visiting Scholar in 2019-2020 which is greatly facilitating collaboration, clear communication and has helped to set clear standards for evaluation activities.

[bookmark: _TOC_250006]IRB Approval for Exempt Status
IRB application to the University of [REDACTED] [REDACTED] was approved for exempt status. The IRB application to [REDACTED] University (IRB Protocol #20006R-E) was approved as exempt from in accordance with 45 CFR 46.101(b)4.

[bookmark: _TOC_250005]Electronic Data Collection Tool
The [REDACTED] evaluation team developed a web-based data collection instrument using Qualtrics software. Data from Qualtrics is easily downloaded, and changes to the instrument can be made and immediately published. These features facilitate the management of the instrument. Online data collection shortened the time necessary for conducting in-person interviews, reduced data entry errors, and greatly reduced duplicative data entry compared to the use of paper booklets used in previous projects. Additionally, the completed interviews are easier to track by the evaluation team since they are received immediately after completion, eliminating the need for completed hard copies to be sent via mail for entry into SPARS.

This data collection tool included all GPRA questions, as well as additional validated tools (including the Addiction Severity Index2, Patient Health Questionnaire/PHQ93, General Self-Efficacy Scale/GSE4, and General Anxiety Disorder/GAD75) to improve outcome assessment. The evaluators continually worked with [REDACTED] staff to make edits to further streamline the online tool and ensure accurate data collection, while reducing client and staff burden. The instrument was updated when changes were made to the GPRA and when user feedback indicated an update would facilitate use. For example, in an effort to reduce the time burden of data collection, the evaluation team reviewed the tool and determined that some non-GPRA items were unnecessary to obtain at the follow up periods, and were eliminated. The evaluation team has continued to support the use of tablets that staff were provided in July 2018. Program staff use tablets or desktop computers as their primary method for collecting client interview data. PDF versions of the instruments were made available alongside the online version to accommodate staff needs. The online instrument was fully translated into Spanish with the ability to go back and forth between languages as clients prefer.
The evaluation team conducted a two day, in-person training on the online survey instrument for current and new staff who will be completing client interviews. User feedback was gathered from staff and used to facilitate the use of the online survey. The training included new GPRA questions and other newly added outcome questions, workflow changes, a review of data collection requirements, and strategies overcoming challenges of client interviews and data collection. Data collection training was provided to all new staff, and all data collection staff were trained whenever changes were made to the instrument.

[bookmark: _TOC_250004]Electronic Health Record Integration
[REDACTED] is working toward expanding the ability of the evaluation team to monitor and study outcomes using data from its electronic health record system. This will eliminate redundant data collection for both staff and clients and enable the evaluation team to track outcomes beyond the required SAMSHA data collection time periods. [REDACTED] has trained a member of the evaluation team to navigate the health records to access data in accordance with evaluation activities. To support this effort, evaluators have done the following:
· Conducted thorough review of [REDACTED]’s intake and clinical forms to identify questions and variables of interest for evaluation team. With the identified variables, [REDACTED] will create a report to be able to easily extract these data for evaluators to analyze.
· Collaborated with [REDACTED] leadership to discuss processes for data exchanges between the evaluator and [REDACTED] relative to the electronic health record.


2 McLellan, A. T., Luborsky, L., O'Brien, C. P., & Woody, G. E. (1980). An improved evaluation instrument for substance abuse patients: The Addiction Severity Index. Journal of Nervous and Mental Disorders, 168, 26-33.
3 Kroenke, K., Spitzer, R.L., & Williams, JB. (2001). The PHQ-9: validity of a brief depression severity measure. Journal of
general
internal medicine, 16(9), 606–613. doi:10.1046/j.1525-1497.2001.016009606.x
4 Schwarzer, R., & Jerusalem, M. (1995). Generalized Self-Efficacy scale. In J. Weinman, S. Wright, & M. Johnston, Measures in health psychology: A user’s portfolio. Causal and control beliefs (pp. 35-37). Windsor, UK: NFER-NELSON.
5 Spitzer RL, Kroenke K, Williams JBW, Löwe B. A Brief Measure for Assessing Generalized Anxiety Disorder: The GAD-7.
Arch Intern Med. 2006;166(10):1092–1097. doi:https://doi.org/10.1001/archinte.166.10.1092
· Collaborated with [REDACTED] leadership to design workflow in line with grant requirements and activities.
· Expanded overall evaluation and analysis plan to incorporate data from the health record and aggregate data from provider partners such as [REDACTED] Health Care for the Homeless Program which provides on-site primary care for clients of [REDACTED] and has its own health record system.

[bookmark: _TOC_250003]Planning, Communication, and Ongoing Collaboration with [REDACTED]
Initial planning: During the first months of the project, the Evaluation Team collaborated with [REDACTED] staff on all phases of the project. [REDACTED] and the evaluation team met several times to discuss: delineation of roles for [REDACTED] staff and evaluation staff, measures to be included in the data collection instrument, and content development, delivery, and scheduling of training for staff.
On site-evaluator: At the onset of the project, [REDACTED] and [REDACTED] adopted an evaluation model which included an on-site evaluator since the first evaluation team for the [REDACTED] project was sited in [REDACTED]. The on-site evaluator, who previously worked with [REDACTED] evaluating SAMHSA projects, was hired by the evaluation team to be on site at [REDACTED] on a weekly basis for the first project year. After the first year, on-site availability moved to twice monthly and as needed. The on-site evaluator stayed in this role when the evaluation team transferred from the [REDACTED] to [REDACTED] University, enabling a smooth transition and providing continuity. Recently due to COVID-19 and public health restrictions, the on-site evaluator shifted to meeting remotely with staff; however, communication remained frequent and focused both on overall goals and day to day needs of staff. The on-site evaluation presence aided communication, supported staff, and strengthened collaboration particularly important during the evaluation team transition. Examples of collaboration between on-site evaluator and program staff:
· Clarification of procedures for data collection.
· Training all new staff for data collection, trouble-shooting problematic questions.
· In person check ins for questions and feedback from staff about data collection, client and staff needs and challenges.
· In-person support for utilization of tablets and overcoming obstacles to implementation.
· Support for staff around achieving intake and follow up goals.
· Orienting and training new staff on data collection and workflow
· Firsthand understanding of day to day operations of [REDACTED] programs, and communication with evaluation team.
· Ongoing communication with Executive Director, Project Directors and front-line staff regarding overall organizational activities, successes, challenges, and needs.
Retreats: The evaluation team organized and facilitated multi-day meetings with [REDACTED] leadership staff. In May 2018 the [REDACTED] evaluation team organized and facilitated a two-day retreat with [REDACTED] Leadership staff in [REDACTED]. Staff from across the agency were included in order to have an opportunity for the entire evaluation team to meet key [REDACTED] staff to better understand the nuances of their programs and how they are related to evaluation activities. The evaluation team also presented and discussed a summary of significant evaluation findings to date across various grants to inform program delivery. Discussion focused on integrating data collection activities for the evaluation with [REDACTED]’s data management and electronic medical records systems and brainstorming ideas for additional measures that can enhance program evaluation and delivery. Moreover, all participants exchanged ideas about how to improve the feedback loop between the evaluation team and [REDACTED] staff to promote timely distribution of evaluation data to inform program implementation.
In September and October 2019, [REDACTED] and the [REDACTED] evaluation team facilitated two all day meetings with [REDACTED] leadership and key program staff on the [REDACTED] campus. This was a timely opportunity to introduce and orient the [REDACTED] evaluation team to [REDACTED] leadership and key program staff since day to day evaluation activities had just transferred to [REDACTED] from the [REDACTED]. These retreats served as an opportunity review current data reports and evaluation activities and plan future activities around [REDACTED]’s growth and long-term programmatic goals. Additionally, ways to integrate evaluation activities into new [REDACTED] workflow were identified.
Ongoing: Over the course of the grant, the evaluation team has been in regular communication with [REDACTED] leadership as well as front-line staff to discuss macro goals and strategies, and to provide ongoing data collection training and support to front line staff.
Communication occurred through in person meetings, telephone conversations, Zoom meetings, one on one support, and as described above, large group meetings. The evaluation team fielded requests for data and supporting materials from [REDACTED] for their meetings with partners and supporters, and made itself available to provide [REDACTED] with information and research on best practices and trends in the field. Examples of this include providing a report on homelessness in preparation for a meeting between [REDACTED] and [REDACTED], providing literature on the impacts of racism on health to support [REDACTED]’s advocacy work, and provided data on addiction and COVID-19 for [REDACTED]’s Executive Director’s meeting with Senator [REDACTED].
Weekly Updates: Regular electronic updates are sent to all members of the [REDACTED] projects and Evaluation Team. The content and format of the updates have been developed with feedback from [REDACTED] staff and contain: progress on intake targets; follow-up targets (including the date the follow up window opens, date follow up is due, and date follow up window closes); number and IDs of interviews completed; and text highlights of announcements, reminders, and strategies from the Evaluation Team.
Benchmarks Report: A monthly report which included the intake and follow up rates of [REDACTED] and the average intake and follow up rates of all grantees was submitted to [REDACTED] leadership. This assisted the project in understanding their rates in the context of the other grantees.

[bookmark: _TOC_250002]Data Entry, Data Management, and Data Analysis
Receipt of data: Upon receipt of data, verification of receipt was provided to interviewers through an automatic email generated from Qualtrics upon submission of the survey. The evaluation team reviewed select questions to ensure eligibility for the project. The interview (if intake) was assigned a Blind ID and all interviews were immediately entered into in the Excel [REDACTED] log (see below for details).
Data Entry: Intake, follow up, and discharge interviews were entered into SPARS within the required seven-day period. The use of the Qualtrics platform for data collection eliminated the need for entry into a separate database by the evaluation team. Upon receipt of data participants were assigned blind IDs in addition to the [REDACTED] IDs. Blind IDs were used when data were entered into SPARS to provide an extra step to ensure confidentiality of participant information. Blind IDs and [REDACTED] IDs were only listed in the participant log. The evaluation team performed ongoing data monitoring and data cleaning when necessary as interviews were received. When data questions and/or discrepancies were detected, data entry staff immediately reached out to the interviewer for resolution. Corrected data were entered into SPARS, and the Qualtrics survey was updated to reflect any corrections made.
Data Management: The evaluation team created and maintained an Excel [REDACTED] log for GPRA/OEQ intakes, follow ups, and discharges. This included tracking date of interview completion, date of interview receipt, interviewer initials, date of entry into SPARS, date follow up window opened, date follow up was due, date follow up window closed, and the same tracking for incoming follow up and discharge interviews. The log was updated upon receipt of each interview. The log was transferred from the [REDACTED] to [REDACTED] University, so there was continuity in tracking using the original system created. The log was provided to [REDACTED] staff at their request. Other data management activities included:
· Periodic downloading of GPRA data from the SPARS website to check that the project was reaching target population and to provide descriptive statistics for annual reports.
· Regular downloads of the Qualtrics database to save on secure drive for backup.
· Periodic data audits to ensure completeness and accuracy of data and data cleaning when needed.
· Periodic reconciliation between the [REDACTED] log and SPARS reports.
Data Analysis: Periodic data analysis was performed using key OEQ and GPRA variables using SPSS software to provide staff with comprehensive data pertaining to program services, participant demographics, and participant risk and protective factors. For each [REDACTED] reporting period, data analysis was performed for report writing. As mentioned previously, additional analyses were performed at the request of [REDACTED] and the evaluation team conducted data analysis to pursue various evaluation and research questions related to the program.

[bookmark: _TOC_250001]Process Evaluation
Two process evaluations and a client focus group were conducted over the course of the project. The first process evaluation consisted of interviews with project staff at all levels and [REDACTED] leadership during 2018-2019 to learn about service provision, barriers/facilitating factors in implementing EBPs, changes made to interventions, and reasons for making the changes.
Themes were synthesized into a summary document provided to [REDACTED] leadership. Below is a brief summary of feedback:
Strengths of project
· Clients have a great deal of interest in peer training opportunities
· Peers are making a difference and are an integral piece of the services provided
· Foundational ground work has been completed (policies and procedures, curriculum foundation) and are ready to go once a recovery center site is secured
Barriers encountered
· Staffing-difficulty recruiting candidates that are bilingual and have the required lived experiences and job experience necessary. This places more work burden on existing staff.
· Infrastructure challenges are largely outside of [REDACTED] control but impacting ability to secure a Recovery Center site such as the delay in the State RFP process for recovery centers. The amount of time this took and the requirements to already have a space secured frustrated staff and clients.
· To overcome barriers staff worked on providing leadership opportunities to peers and worked on preparatory work in anticipation of the recovery center.


The second process evaluation consisted of an interview with [REDACTED] leadership at the conclusion of the project to provide a contextual summary of the overall successes and challenges reaching the project goals. The project goals were threefold: to build recovery capital, to build social recovery capital, and to build personal recovery capital. Below we provide a summary of the challenges and achievements in each of these areas.
Build recovery capital
[REDACTED] had the ambitious goal to develop, launch, and sustain a culturally focused, trauma- informed, integrated recovery center for Latinx with CODs to enhance community recovery infrastructure. Other components of this goal included expanding partnerships with statewide organizations, develop new partnerships, and create and document a peer leadership model.
Launching a recovery center faced significant obstacles beyond [REDACTED]’s control. [REDACTED] was relying on the funding from SAMHSA as well as a grant from the Commonwealth of [REDACTED] which was funding recovery centers. The RFP was released about a year later than expected and required that organizations have a facility already secured. Ultimately [REDACTED] did not receive the award. [REDACTED] does not have the space on site to host a recovery center, but were required to show that they had space in order to be awarded a grant. While there is a need for a culturally focused recovery center for Latinx, there is saturation of recovery centers in [REDACTED], and only one grant was awarded in the [REDACTED] area to an agency that serves a significantly higher volume of individuals. [REDACTED]’s priorities shifted when the funding was not available and clear that the recovery center would not open during the [REDACTED] project. Staff had written a draft of the peer leadership curriculum and hired a staff member with curriculum expertise to expedite completion; however, work was halted at the beginning of the COVID-19 pandemic due to the need to shift priorities. Through the project, [REDACTED] conducted outreach and worked to foster and build partnerships with other organizations. Unexpectedly, the COVID-19 pandemic became a catalyst for [REDACTED] to focus on partnership building and promote [REDACTED] and other projects as [REDACTED] emerged as a leading organization in transitioning to telehealth services and being able to maintain connection with vulnerable clients.
Build social recovery capital
The [REDACTED] project has been successful in addressing the stigma, discrimination, and barriers to culturally and linguistically proficient treatment and recovery support services (including peers) for Latinx living with CODs through outreach and education. Over the course of the project [REDACTED] has worked on building closer partnerships with local organizations, corrections institutions, and police departments. Because [REDACTED] had a very quick and successful transition to telehealth services during the COVID-19 pandemic, they have been asked to present to other organizations about their transition. This has been an unanticipated opportunity to promote [REDACTED]’s program and educate partner organizations about the services they provide and best practices. [REDACTED] has been invited to present at trainings and conferences including Latinx behavioral health treatment, and stigma. Due to the pandemic, most conferences are online making it easier for [REDACTED] staff to incorporate these unanticipated activities into their work. [REDACTED] has taken leadership in the [REDACTED], hosting Zoom meetings and promoting services. Additionally, [REDACTED] used the pandemic to focus on work with two corrections institutions to create the opportunity to provide telehealth services to incarcerated inmates.
Though still in the planning stages, when implemented, [REDACTED] will become the only behavioral health provider in the [REDACTED] providing telehealth services to inmates.
Build personal recovery capital
Despite the challenges of staff turnover and COVID-19, [REDACTED] provided, and continues to provide, bilingual/bicultural trauma-informed recovery support services, including peer recovery support services that assertively build skill and resources in the domains of health, home, purpose and community. [REDACTED] is committed to hiring bilingual staff, despite the challenges in find candidates who are bilingual and also have the lived experiences to be peers as well as administrative experience. Staff vacancies place more burn on existing staff and impact the lives of clients when their support staff are inconsistent. Additionally, [REDACTED] recognized that it is a challenge to recruit people to the effort of peer leadership council and peer recovery coaches, not because there aren't people who are willing, but that the transition from client to paraprofessional is a much bigger one than people in the field have previously understood. Therefore, whether or not to be a peer recovery coach or peer navigator is something that staff need to help clients determine if that is actually right for them, and they are ready for it. During the pandemic, [REDACTED] placed a great deal of focus on staff support and leadership development. Staff had the opportunity to participate in process groups, and these have been used as a training program for recovery specialists, many of whom are graduates of [REDACTED]’s residential programs. In this effort [REDACTED] partnered with [REDACTED] for trauma informed policy development and training. After this training [REDACTED] will launch a staff advisory council which will serve as the liaison to the Peer Leadership Council when it is formed.

A bilingual client focus group was conducted in May 2018, for which clients self-selected; therefore, the feedback has some limitations in generalizability to the [REDACTED] project.
However, because [REDACTED] services are integrated, client feedback was applicable was able to inform the [REDACTED] project services. Below is a summary of the feedback:
Strengths of [REDACTED]:
· Culturally appropriate services for Latinx communities. Clients sought out services because they heard from others about Spanish language services.
· Staff go above and beyond to provide support to clients.
· Peers are a source of support.

Areas for improvement:
· Residential clients [some of whom are [REDACTED] clients] indicated that they would like more clarification around house rules and policies.
· Clients expressed concern about the lack of monolingual groups since they felt they could not fully participate in bilingual groups.

COVID-19 Analysis
At the request of the Executive Director of [REDACTED], the evaluation team was asked to analyze and evaluate the COVID-19 related data collection that the organization conducted. This analysis was approved by [REDACTED] University IRB.

Background:
In response to the evolving COVID-19 pandemic, [REDACTED] had to quickly gather data on their clients and transition their regular in-person services to telehealth in a very short period of time. Within one week, [REDACTED] selected a telehealth software program and began hosting telehealth sessions. As a first step, [REDACTED] developed an approach to screen clients who either had in-person appointments or were residents to see if they had any symptoms or exposure to COVID-19 and then assisted clients in obtaining necessary testing and services. They then developed surveys to assess clients’ housing stability, basic needs, and ability to engage in telehealth services. Without phones or personal electronic devices, clients would not be able to engage in services when outpatient services were switched to telehealth. [REDACTED] worked to ensure clients had their basic needs met: both for the safety of clients, and to enable continuity of care. [REDACTED] asked the evaluation team to retrieve survey responses contained in their electronic health record, to analyze the telehealth data, and provide feedback to the program.
The telehealth report, summarized below, is a preliminary report based on 109 clients with surveys completed through April 28, 2020. The evaluation team is now in the process of expanding on telehealth data analysis for 68 additional clients who completed surveys.

Methods:
A member of the evaluation team, who both is trained and has IRB approval to use [REDACTED]’s [REDACTED] record system, extracted data from two COVID-19 outreach tools used to collect data from clients. One tool assessed client housing-status and basic needs, one tool assessed client interest and capability for engagement in telehealth services. The COVID-19 screening tool was used to screen client prior to their appointments. The evaluator was able to determine if clients had any telehealth services after completing these tools.
Results:
Clients who completed either of the COVID-19 Outreach Tools were 67% male and over half (58.7%) were aged 46 and older. Nearly all of the clients engaged in some type of telehealth after completing these outreach tools, indicating a high level of continuity of care despite the transition to telehealth services.
The picture of clients that these forms present is largely positive as most clients ended up being housed, had a place to stay if they became ill, had someone to check on them, and felt they were living in an environment supportive of their recovery. Nearly two-thirds of clients (64.8%) reported living in their own residence, a quarter (26.7%) reported living in sober housing which includes [REDACTED] residential programs, and 7% reported living in a shelter or on the street (Figure 1). Over 90% reported they had a mobile phone. We are aware that [REDACTED] helped many patients access free mobile phones through other organizations during the roll-out of telehealth services, and we do not know if these responses captured people who received these phones. Despite two-thirds reporting living in their own residence, half reported interest in assistance with other housing services or supports, suggesting that their housing was not completely stable or ideal.
Client interest in receiving telehealth services was evident. All but one client expressed interest in telehealth services. Not only that, it appears that clients were well positioned to engage in this modality of service as clients reported having access to mobile phone (94.2%), personal electronic device (85.5%), internet access (94.2%), and a private place to engage in services (97.1%).
Figure 1 displays the “Yes” responses to each telehealth service surveyed. Most interest was for individual counseling and individual case management. About half of clients desired group therapy, and there was some interest in specific types of group therapy and educational groups. Interestingly, clients did not report much interest in MAT services; however, this reflects what [REDACTED] staff have separately communicated to the evaluation team that there are fewer clients presenting for treatment with opioid use disorder.
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[bookmark: _TOC_250000]Dissemination Activities
Several dissemination activities occurred during the course of this project. An oral presentation titled [REDACTED]was presented by [REDACTED] evaluator, [REDACTED] and [REDACTED] staff [REDACTED] at the [REDACTED] in [REDACTED], [REDACTED] in November of 2018. From the abstract: Collaboration among social workers and other professionals, both in academia and in the field, can greatly enhance their ability to engage and effectively treat underserved people in communities who are struggling with the difficult challenges of substance abuse, behavioral health, poverty, and homelessness. In this presentation, we describe an innovative 15-year collaborative model between a community-based organization (CBO) and two research and organizational capacity building institutes operating in university schools of social work.
A poster titled [REDACTED] was presented at the [REDACTED] conference in September 2020 by [REDACTED] evaluator, [REDACTED]. This analysis used data from [REDACTED] clients along with clients of other SAMHSA funded projects of [REDACTED]. Please see Appendix A for a copy of the poster. A manuscript of the analysis is currently underway with the intention to submit for publication in a peer-reviewed journal upon completion.
A poster titled [REDACTED] was presented at the [REDACTED] conference in September 2020 by [REDACTED] evaluator, [REDACTED]. This analysis used data from [REDACTED] clients along with clients of other SAMHSA funded projects of [REDACTED]. Please see Appendix B for a copy of the poster.
A poster tilted [REDACTED] was presented at the [REDACTED] conference in [REDACTED] by [REDACTED] evaluator, [REDACTED]. This analysis used data from [REDACTED] clients along with clients of other SAMHSA funded projects of [REDACTED]. Please see Appendix B for a copy of the poster.
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