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

A. New Key Staff Information:

Name:

	N/A	

LOE: 	%

Title:		
E-mail:		


B. Former Key Staff Information:

Name:

	N/A	

LOE: 	%

Title:		
E-mail:		




II. PROJECT INFORMATION NARRATIVE

The following two (2) Sections apply to the key focus area of your grant. Respond only to the Section(s) that pertain(s) directly to your grant; TCE-PTP, RCSP-SN, or BCOR, and that is/are aligned with your grant goals and objectives as stated in your original application.

Peer Recovery Support Services (TCE-PTP and BCOR)

Narrative is to demonstrate the progress of your project towards reaching the primary Goals and Objectives as stated in your original application. Here are suggested areas to address:

a. Peer Staff (hiring, training, cultivating)

As proposed in the original application, training Peer Recovery Coaches was conducted in two phases. The first phase was the initial training given before the Recovery Coaches started seeing mentees. The Recovery Coaches were trained in the core competences and values, culturally, ethical and boundary appropriate services for the population of focus. The second phase of training was ongoing supervision and quality assurance to ensure use of Evidence-Based Practices (EBPs) and client satisfaction. Supervision was conducted by the Project Director and Supervisor who conducted ongoing field shadowing, learning plans, review of client folders, and client satisfaction surveys. Additionally, project staff met with the management team weekly to share on progress and provide general support.

[REDACTED] has an in-house State-Trained Trainer who also served as the Supervisor for [REDACTED]. Consequently, we had in place, a system to train staff through the [REDACTED]-state approved curriculum [REDACTED]. The training, which is designed for individuals working in peer recovery support within the field of chemical dependency, mental health, and/or co-occurring disorders, was provided to our project staff during the first quarter of year one. The training served as a foundation for subsequent instruction and education provided to project staff to include the following initial and ongoing trainings:
· Motivational Interviewing
· Ethics
· Seeking Safety
· Opioid Overdose Prevention
· Boundary Setting
· Medication Assisted Recovery (MARS)
· Trauma Informed Care
· Team Building
· Case Management
· Time Management
· Documentation and Reporting
· Self-Care
· Cultural Competency
· Many Pathways of Recovery
· ASIST Suicide Prevention
· Harm Reduction
· Compassion Fatigue
· Current Drug Trends
· Relapse Prevention
· Co-Occurring Challenges
· CPR and First Aid
· Adult Mental Health First Aid

b. Peer Leadership Development

[REDACTED] renewed its Peer Leadership Advisory Council (PAC) in 2017 and since then, effectively engaged [REDACTED] participants, family members and allies in program development, implementation and evaluation throughout the three-year grant cycle. During this period, monthly meetings and quarterly social events were scheduled, with an average of 17 attendees participating per event. These are excellent rates for a challenging population. An overview of the PAC meetings and the events organized are illustrated below:

	FY 2017-2018
	FY 2018-2019
	FY 2019-2020

	09/14/17 Painting with a
Purpose social event organized by PAC
	9/25/18 PAC Meeting
9/28/18 [REDACTED] Rally for
Recovery in 
	9/21/19 [REDACTED] Rally for Recovery in



	
	 [REDACTED], [REDACTED]; organized by [REDACTED] and attended by PAC
	[REDACTED], [REDACTED] attended by PAC

	10/7/17 [REDACTED] Rally for Recovery in [REDACTED], [REDACTED] attended by PAC
10/12/17 PAC Meeting
	October cancelled due to inclement weather
	10/16/19 PAC Meeting

	11/09/17 PAC Meeting
	11/13/18 PAC’s annual
Thanksgiving luncheon organized
by PAC
	11/20/19 PAC’s annual
Thanksgiving luncheon organized
by PAC

	12/1/17 Painting with a
Purpose event organized by PAC
12/07/17 PAC Meeting
	12/20/18 Christmas event -
190 toys donated by
SAFD, food donated by Chick-Fil-A
	12/19/19 Christmas event -
122 toys donated by
SAFD, food donated by Chick-Fil-A

	01/11/18 PAC Meeting
	1/16/19 PAC Meeting
	1/15/20 PAC Meeting

	02/09/18 PAC Meeting
	2/20/19 PAC Meeting
	2/19/20 PAC Meeting

	03/09/18 PAC Meeting
03/16/18 Mini-Golf event
organized by PAC
	3/30/19 PAC Meeting
	3/18/20 PAC Meeting

	04/17/18 PAC Meeting
	4/17/19 PAC Meeting
	Cancelled due to COVID

	05/15/18 PAC Meeting
	5/16/19 Bowling event
organized by PAC
	Cancelled due to COVID

	06/21/18 PAC Meeting
	6/19/19 PAC Meeting
	Cancelled due to COVID

	07/19/18 PAC Meeting
	7/20/19 Picnic event
organized by PAC
	Cancelled due to COVID

	08/23/18 PAC Meeting
	8/14/19 PAC Meeting
	8/27/20 Virtual Painting with
a Purpose event organized by PAC



c. Peer Trainings/Certifications

Mentees enrolled in [REDACTED] were eligible for follow-ups assessments starting in June 2018 and at which point, were also eligible for Peer Training. Project Supervisor [REDACTED] is the instructor for the 46-Hour Recovery Coach Curriculum offered through the state of [REDACTED]. [REDACTED] is certified by the State of [REDACTED] as a Recovery Support Peer Specialist, a Peer Specialist Supervisor, a certified Trainer of Recovery Specialists and a Certified Instructor. He has trained approximately 85 individuals to date, 10 of which were program alumni, through the 46-hour Recovery Coach curriculum. During the course of the project, [REDACTED] was successful in training [REDACTED]’ direct staff as well as recruiting other students from treatment facilities, social service organizations, drug court, and probation in and around [REDACTED] County who were interested in pursuing Recovery Coach designation in the state.
Subsequently, project staff continuously identified mentees who successfully completed the

program to develop and enhance their own skills to serve as Peer Coaches in the future. Since the project start date, there were five trainings hosted by [REDACTED] in large part to the demand across the region and this is ongoing. Trainings were held on December 4-13, 2018; June 4-13, 2019; October 28-November 4, 2019; February 24-March 4, 2020; and June 29-July 9, 2020. At the time of this report, two project alumni have since been hired by [REDACTED] as Recovery Advocates. With additional funding from SAMHSA and the state of [REDACTED] ([REDACTED]), [REDACTED]’s goal is to continue training and hiring alumni to serve as Recovery Coaches.

Statewide Network (RCSP and BCOR)

Narrative that demonstrates the progress of your project towards reaching the primary Goals and Objectives as stated in your original application. Here are suggested areas to address:

a. Workforce Development

At the onset of the grant cycle, Project Recovery [REDACTED] partnered with [REDACTED] to provide workforce development to [REDACTED] mentees each week at our office location.
Workforce development services included job readiness, social security and ID recovery, life skills, reentry classes, chaplaincy services and job search services. [REDACTED] has been a close partner with [REDACTED] and continues to collaborate with [REDACTED] through other various grants. Additionally, we partnered with [REDACTED] ([REDACTED]), which provides assistance with employment, training, enrollment in post-secondary education and related services to job seekers, veterans and persons with disabilities in the [REDACTED], [REDACTED] County area. [REDACTED] and [REDACTED] continue to collaborate to serve our recovery population.

b. Linkages and Catalysts

Building on the intent of SAMHSA and BCOR, [REDACTED] has become a leading agency in the community for supporting the development, enhancement, expansion and delivery of recovery support services as well as promoting and educating about recovery. Over the course of the three years, [REDACTED] successfully established and maintained working linkages through Community Agreements with a resource network of community and social service agencies who were vested in recovery efforts:
1. [REDACTED], a state-funded residential substance abuse treatment facility for females. Project staff provided trainings and presentations at [REDACTED] quarterly as well as referred mentees who expressed interest in residential treatment.
2. [REDACTED] ([REDACTED]), a treatment center within county jail that coordinates substance abuse and mental health care to individuals incarcerated. [REDACTED] referred its offenders within 2 weeks of discharge to Project Recovery [REDACTED]. Project staff held office hours at [REDACTED] four times monthly for outreach and recruitment.
3. [REDACTED]’s neo-natal intensive care unit provided [REDACTED] staff with referrals on an ongoing basis. Project staff provided recovery coaching and CPS (Child Protective Services) advocacy to new parents on a weekly basis and provided trainings and presentations to hospital staff on a quarterly basis.

4. [REDACTED] County Adult Drug, DWI Court, Family Court. Each week, project staff participated in court dockets and advocated for mentees during their court reviews.
5. [REDACTED] County Reentry Center, a reintegration services center offering services to recently incarcerated individuals. Project staff held office hours twice weekly at the Reentry Center to provide on-site coaching to defendants.
6. [REDACTED] County Pretrial Services
7. [REDACTED] ([REDACTED]) offers ID and referral services to vulnerable and at-risk populations. ID assistance is a top need among recovery mentees. Project staff referred mentees to [REDACTED] on an ongoing basis.
8. [REDACTED] ([REDACTED]), [REDACTED] County’s leading mental health authority which provides mental health assessment and services, medical care assistance, and medication assisted treatment (MAT). Project staff submitted referrals to [REDACTED] on a weekly basis for any mentees who demonstrated substance use and mental health needs beyond the scope of recovery coaching.
9. [REDACTED], which provides job readiness, social security and ID recovery, and job search. [REDACTED] met with [REDACTED] mentees each Monday to provide assistance with job search and preparation.
10. [REDACTED] provides outreach, case management, navigation, and rapid rehousing for families and veterans. Project staff referred to [REDACTED] when mentees were seeking shelter due to trauma and domestic violence. Additionally, project staff provided trainings and presentations at [REDACTED] quarterly.
11. [REDACTED], inpatient treatment center for adults with substance use and mental health disorders.
12. [REDACTED] Recovery is a male residential and outpatient treatment facility; its recovery support groups, which promote the many pathways of recovery, and other services were available to our project mentees.
13. [REDACTED] Treatment Center, a medication assisted treatment provider. Project staff referred mentees with an opioid use condition interested in initiating or maintaining medication assisted treatment. [REDACTED] Treatment Center referred patients who were interested in coaching to our project. Recovery staff held office hours at [REDACTED] twice monthly.
14. [REDACTED] [REDACTED] - sober living for men, women and families. [REDACTED] is a democratically run, self-supporting and drug free home certified by the state of [REDACTED] and [REDACTED]. [REDACTED] has been working with the local [REDACTED] for over eight years.
15. Pay it Forward Ministries/Next Right Step offers sober living community placement and emergency housing assistance. Project staff referred mentees who we were unable to assist financially to [REDACTED].
16. [REDACTED], a recovery center serving youth and young adults with substance use disorders.
17. [REDACTED] Food Bank – food assistance, benefits assistance, job assistance, programs for families and youth,
18. [REDACTED] Police Department’s [REDACTED] ([REDACTED]) unit, which assisted mentees with ID retrieval.
19. Street 2 Feet Program, a run/walk health fitness program with training for 5k and volunteer program/opportunities for the public. Project staff referred to [REDACTED] when mentees express fitness and exercise as a chosen pathway to recovery. Project Recovery [REDACTED] attended their marathon events to provide educational information.
20. [REDACTED] Workforce Commission
21. Volunteers of America (VOA) [REDACTED] Light - inpatient substance abuse treatment facility for females. Project staff provided trainings and presentations at VOA quarterly as well as referred mentees who expressed interest in residential treatment.

Additionally, Project Recovery [REDACTED] successfully maintained an ongoing weekly schedule to establish ongoing collaborations with various partners aforementioned:

Mondays
· Office Hours at the [REDACTED] County Reentry Services Center, 8 am -1 pm
· Recovery Support Group 12-1 pm at the [REDACTED] County Reentry Center
· [REDACTED], Job Prep Assistance provided to [REDACTED] Recovery Mentees, 1-2 pm following Support Group
· Director attended Recovery-Oriented Systems of Care (ROSC) meetings on the last Monday of each month.

Tuesdays
· Office Hours at [REDACTED], inpatient treatment center (2nd Tuesday of the month)
· Coach advocacy at [REDACTED] County Family Court (3rd Tuesday of the month)
· Office Hours at [REDACTED], Residential Facility for Females (4th Tuesday of the month)
· Men’s Recovery Support Group (4th Tuesday of the month)

Wednesdays
· [REDACTED] Recovery Program [REDACTED]
· Peer Leadership Advisory Meeting (3rd Wednesday of the month)
· Office Hours at [REDACTED], Treatment Facility for Incarcerated Persons in [REDACTED] County (group sessions) (3rd Wednesday of the month every other month)

Thursdays
· Office Hours at the [REDACTED] County Reentry Services Center, 8 am -1 pm
· Recovery Support Group 12-1 pm at the [REDACTED] County Reentry Center
· Office Hours at [REDACTED], Medication-Assisted Facility ([REDACTED]) (1st Thursday of the month)
· Coach advocacy at the [REDACTED] County DWI Court for Men’s Docket and Women’s Docket (2nd and 4th Thursday of the month)
· Women’s Recovery Support Group (4th Thursday of the month)
· Office Hours at [REDACTED], Treatment Facility for Incarcerated Persons in [REDACTED] County (one-on-one sessions) (2nd and 4th Thursday of the month)

Fridays
· Coach advocacy at the [REDACTED] Country Adult Drug Court (twice each month on Friday)

· Office Hours at [REDACTED], Medication-Assisted Facility ([REDACTED]) (3rd Friday of the month)

c. Systems Improvement and Planning

During the first and second quarter of year one, we worked diligently to ensure that [REDACTED] was moving in the direction of a peer recovery community at our agency and in the community. For instance, project staff participated in the statewide [REDACTED] ([REDACTED]) and local [REDACTED] Recovery-Oriented Systems of Care (ROSC). [REDACTED]’s CEO [REDACTED] is chair of the local ROSC in [REDACTED], [REDACTED]. [REDACTED] continues to attend Recovery- Oriented Systems of Care (ROSC) meetings each month and [REDACTED] Recovery Initiative ([REDACTED]) meetings each quarter, to stay up to date on recovery support developments. We also provided training and education to the community as it related to recovery and the stigma associated with the disease of addiction. Once an agency known for prevention and intervention resources, [REDACTED] changed our image to encompass all facets of the continuum of care framework. We also made efforts to change the negative language surrounding substance use disorders. For instance, we changed our agency name to promote recovery-friendly language
(i.e., “[REDACTED] Council on Alcohol and Drug Abuse” was renamed, “[REDACTED] Council on Alcohol and Drug Awareness”), hired people in recovery, trained staff and mentees in recovery and participated in recovery activities in our community, such as the annual [REDACTED] Rally for Recovery. Due to ongoing involvement with ROSC and RSS-funded programs, [REDACTED] was selected as the lead agency to organize the annual [REDACTED] Rally for Recovery in September 2018 in [REDACTED] [REDACTED]. Project Recovery [REDACTED] continues to utilize recovery [REDACTED].org to promote upcoming Peer Leadership Advisory Council meetings and recovery support groups and this is ongoing.

d. Facilitated/participated events/trainings

Project Recovery [REDACTED] facilitated the following trainings related to recovery and the stigma associated with the disease of addiction. As an overview, project staff provided 32 training in [REDACTED] and surrounding counties:

Year 1 Trainings (12 total):
1. 03/23/18	[REDACTED] Forum
2. 04/23/18	[REDACTED]Social Work Department
3. 05/04/18	[REDACTED]
4. 05/07/18	[REDACTED] Running Program
5. 05/16/18	[REDACTED] Treatment Center’s Conferences
6. 05/23/18	[REDACTED], substance use treatment facility for the incarcerated
7. 05/25/18	[REDACTED] Council on Alcohol and Drug Awareness
8. 06/05/18	46-Hour Recovery Coach Training Course
9. 06/13/18	[REDACTED], Inpatient/Outpatient Treatment Center for females
10. 08/03/18	[REDACTED] Council on Alcohol and Drug Awareness
11. 08/14/18	[REDACTED], substance use treatment facility for the incarcerated
12. 09/19/18	Volunteers of America, Inpatient Treatment Center for females

Year 2 Trainings (10 total):
1. 10/12/18 [REDACTED] Police Department ([REDACTED]) Violence Intervention Conference
2. 10/29/18 46-Hour [REDACTED] Recovery Coaching Training Course at [REDACTED]
3. 03/28/19 Alcohol and Drug Awareness Education Program Course at [REDACTED]
4. 04/02/19 46-Hour [REDACTED] Recovery Coaching Training Course at [REDACTED]
5. 04/15/19 [REDACTED] College
6. 05/01/19  [REDACTED] Fire Department First Responders
7. Circles of [REDACTED] Community Coalition
8. 05/10/19  [REDACTED] staff meeting
9. 05/22/19 [REDACTED],Transitional House for Women
10. 06/14/19  First Friday Workshop at [REDACTED]

Year 3 Trainings (10 total):
1. 10/40/19 [REDACTED] Health Literacy Conference
2. 10/23/19 Child Protective Services
3. 11/13/19 Community Bible Church
4. 01/29/20 [REDACTED] running program
5. 02/04/20 [REDACTED] [REDACTED] in [REDACTED] County- [REDACTED] Trails
6. 02/11/20 [REDACTED], Transitional Living House
7. 05/11/20 [REDACTED] ([REDACTED]) Coalition
8. 05/12/20 [REDACTED] Virtual Recovery Support Group
9. 05/21/20 Alcohol and Drug Awareness Education Program at [REDACTED]
10. 08/31/20 [REDACTED] Virtual Recovery Support Group

e. Dissemination of communication messages promoting recovery

[REDACTED] was the lead agency involved in planning the statewide [REDACTED] Rally for Recovery scheduled on [REDACTED] in [REDACTED]. The rally is a statewide effort intended to celebrate recovery and reduce the negative stigma associated with alcohol and drug addiction.
Project staff were active in gaining sponsorships and participation from agencies across the local, community and statewide level by sharing planning updates on [REDACTED]’s Facebook page and the statewide rally website [REDACTED].
Discuss facebook and REDACTED].’s news segments..

f. Planning for project’s sustainability

By the end of the program, [REDACTED] provided services to 160 peers, trained a subset of successful project graduates using the 46-hour [REDACTED] Peer Recovery Coach Institute training program, developed and delivered 32 annual trainings to educate the community on the stigma associated with the disease of addiction, and utilized the [REDACTED] web portal to disseminate peer recovery resources. These strategies will continue to create long term sustainability and enhance the Recovery Capital among persons with a substance use condition in [REDACTED] and surrounding counties.

III. SUCCESSES, CHALLENGES, and MODIFICATIONS

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

Successes:
· On April 17, 2019, [REDACTED] received certification as a Peer Recovery Support Specialist.
· [REDACTED] and Project Supervisor [REDACTED] were one of the first entities (both, organization and individual) in the city of [REDACTED] to become Board Certified Training Entities by the [REDACTED] Certification Board during the restructuring period in 2017-2018. The [REDACTED] Certification Board is a member of the [REDACTED].
· Project Director [REDACTED] was nominated, and currently serves, as President of the [REDACTED] for the 2020-2022 period.
· 32 community trainings completed since project start date.
· Attendance rate of 17 for Peer Leadership Council Meetings, significantly above state average.
· [REDACTED] was selected as the lead agency to plan the annual [REDACTED] Rally for Recovery on September 29, 2018 in [REDACTED] [REDACTED]. [REDACTED] and [REDACTED] staff were active in promoting participation from agencies across the local, regional and statewide levels by sharing updates and marketing items on [REDACTED]’s Facebook page and the rally website [REDACTED]. [REDACTED] arranged monthly planning meetings, recruited volunteers and coordinated the entertainment schedule. The day of the rally, there were 55 vendors who participated and approximately 2,300 persons who attended the rally, the most attended rally to date.
Challenges: Before the COVID-19 health crisis, persons in recovery were facing compounding challenges that exceeded beyond the services that many substance abuse treatment and other service providers could address. Expectedly, COVID-19 added additional barriers and challenges to the many men and women in recovery. This spanned from emergency need for basic necessities of life (i.e., food and shelter) to ongoing challenges such as job loss, relapse, overdoses, domestic violence, isolation, mental health and increased use of substances.
[REDACTED]’s BCOR program responded to some of these challenges by modifying service delivery to include: availability of recovery staff 14 hours per day on weekdays and on weekends as needed, two virtual support groups offered daily, virtual peer leadership meeting offered monthly, public access to [REDACTED]- an online portal where individuals across the 28 counties can connect to a peer mentor online, parenting education courses offered twice monthly and State Approved Recovery Coach education offered quarterly to the many interested in receiving training to serve as Recovery Coaches. [REDACTED] was also been a recipient of emergency funding by the County to help many families with housing, food and other basic needs during COVID. Various institutions, including courts, probation and the reentry center, have had to limit their service hours and availability due to COVID; [REDACTED]’s BCOR program, however, strengthened its presence to remain a local and region-wide resource for [REDACTED] and the surrounding counties.
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.

There were no known conditions that affected project success. We stayed on track and met our goals as originally proposed.

C. Were there noted increases or decreases in the populations originally reported in the Disparity Impact Statement since the grant started? Have any special efforts been made to increase representation of groups that may experience health disparities?














IV. EVALUATION

A. If appropriate, 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.

By March 17, 2020, [REDACTED]’s BCOR project had enrolled 160 clients in their peer-recovery services. This project also collected six-month GPRA data on 140 participants. The final intake coverage rate reported in SPARS was 100%; this is compared to all other grantees where the average intake rate was 84.5%. Similarly, the final six- month follow-up coverage rate was 88%, compared to that of other grantees whose average follow-up rate was 77.7%. In addition to GPRA outcomes data, evaluation data is sourced from project surveys designed to collect other pertinent client outcomes and 135 clients have also provided information on demographics, mental health, substance use stigma, and other factors at both time points. Results from clients who completed [REDACTED]’s BCOR project are highly positive, revealing reduced substance use, improved mental health, and decreased experiences of stigma associated with substance use.

We also present findings from satisfaction surveys conducted with more than 400 participants before and after 24 community training events designed to improve knowledge and reduce stigma around SUD. These trainings are a key component of BCOR project activities, and findings presented below give an overview of how these trainings consistently increased knowledge and reduced stigma among participants.


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

Results
As shown in Table 1, clients enrolled in the recovery program (n=135) were mostly male (60.7%), 60.7% Hispanic/Latino, and 63.0% White. There are 39.3% of clients who had a High School diploma or GED, 32.6% had completed some college, and 3.0% had a college degree or more education. Most clients (91.9%) identify as heterosexual and 52.6% reported having never been married. Two-thirds (58.5%) were not currently working, 17.8% were working 31+ hours per week, and about 23% worked part-time (1-30 hours per week). The most common place of stay reported by clients at baseline was an apartment or house (41.0%), followed by a shelter or transitional living facility (23.9%).

Table 1. Demographic and Other Characteristics (n=135)

	%(n)	
Age (mean)	36.13 (SD = 9.67)
Gender
Male	60.7 (82)
Female	39.3 (53)
Ethnicity
Hispanic/Latino	63.0 (85)
	Race
	

	American Indian/Alaska Native
	4.5 (6)

	Black
	6.7 (9)

	White
	68.7 (92)

	Multiracial
	7.5 (10)

	Another race/Not Specified
	12.7 (17)

	Education
8th grade or less
	
4.4 (6)

	Some high school
	20.7 (28)

	High school/GED
	39.3 (53)

	Some college
	32.6 (44)

	College degree +
	3.0 (4)

	Sexual Orientation
Heterosexual/straight
	
91.9 (124)

	Another sexual orientation
	8.1 (11)

	Marital Status
	

	Married
	10.4 (14)

	Separated
	12.6 (17)

	Divorced
	22.2 (30)

	Widowed
	2.2 (3)

	Never married
	52.6 (71)

	Employment
Not working
	
58.5 (79)

	1-10 hours/week
	7.4 (10)

	11-30 hours/week
	16.3 (22)

	31+ hours/week
	17.8 (24)

	Housing Location Past 30 Days
	

	Apartment/house
	41.0 (55)

	Halfway house/group home/etc.
	18.7 (25)

	Hospital/detox center
	3.7 (5)

	Shelter/transitional living
	23.9 (32)

	Street/outside
	1.5 (2)

	Jail/prison
	9.7 (13)

	Another location
	1.5 (2)



Table 2 describes social support among clients, as well as mental and behavioral health outcomes. When asked who clients consider their main source of social support (outside of treatment providers), most clients identified family (does not include spouses/partners), followed by friends/roommates, and spouses/partners. The most common forms of social support were the same from baseline to follow-up.
Utilizing the Posttraumatic Stress Disorder Checklist – Civilian Version (PCL-C), 40.0% of clients met criteria for a PTSD diagnosis at baseline. This rate had dropped to about 12% of the clients at follow-up. T-tests suggest significant differences in PTSD mean scores between baseline and follow- up (T = 6.48 [DF = 260.352], p = <0.001).
Clients were asked to self-rate their overall health on a scale where 1=excellent and 5=poor; the average score was 3.1 at baseline and 2.8 among those who have completed follow-ups. The difference in pretest to posttest was significant, t = 3.30 [DF 278], p = <.001. As for rating their overall satisfaction with current life conditions, there was an increase of more than 1 point on a scale from 0 to 10 among those who have completed their Follow-Ups. This increase was significant, t = -
4.97 [DF= 260.61], p = <0.001.
The Substance Use Stigma Mechanism Scale (SU-SMS) assesses three types of stigma experienced by persons with substance use disorder because of their alcohol and/or drug use history: enacted (actual experiences of stigma, e.g., “Healthcare workers have given me poor care,”), anticipated (stigma individuals expect to face because of their substance use, e.g., “Healthcare workers will give me poor care”), and internalized (stigma felt toward the self, e.g., “I think less of myself because I used alcohol and/or drugs”). Scores on each item range from 1-5, with higher scores representing higher levels of perceived stigma. Scores on each type of stigma show decreased between intake and follow-up. Clients reported an average of 16.7 on the enacted stigma section at intake, which decreased to 15.0 among those who have completed the follow-up. At intake, clients averaged 13.7 on anticipated stigma, which reduced to 13.4 at follow-up. On the internalized stigma scale, at intake clients averaged 19.22, which decreased to 16.4 at follow-up. T-tests show a significant decline in the enacted (t = 2.10 [DF 268], p = 0.04) and internalized stigma (t = 3.62 [DF = 268], p = <0.001) subscales between pretest and posttest.
The Assessment of Recovery Capital (ARC) scale measures recovery strengths, including social support, meaningful activities, coping, and community involvement; higher scores indicate a higher level of positive recovery resources. At intake, clients reported an average score of 34.3 on the ARC (range: 15-46). At follow-up, the average ARC score increased to about 40 (range: 14-47), which indicates considerably increased recovery support. This difference between pretest and posttest is significant, t = -5.58 [DF= 268], p = <0.001.
The Behavior and Symptom Identification Scale (BASIS-24) measures a variety of behavioral health symptoms, with lower scores indicating better psychological functioning. Clients averaged a score of 52.7 on the BASIS at program entry and this score declined to 44.7 at follow-up, suggesting improvements in psychological functioning. This change from pre-test to posttest is significant, t = 4.62 [DF= 252.56], p = <0.001).

Table 2. Social Support, Mental Health, and Behavioral Health (n=135 baseline and n=135 follow-ups)

	Baseline	Follow-up	
	Primary Source of Support		% (n)	

	Spouse/partner
	16.3 (22)
	14.8 (20)

	Other family
	34.8 (47)
	31.9 (43)

	Friends/roommates
	23.7 (32)
	34.1 (46)

	Community/church
	9.6 (13)
	10.4 (14)

	Another source
	5.2 (7)
	6.7 (9)

	No one
	8.9 (12)
	2.2 (3)

	Did not answer
	1.5 (2)
	0.0 (0)

	Posttraumatic Stress Disorder (PTSD; PCL-C)
	40.0 (54)
	11.9 (16) **

	Substance Use Stigma Mechanism Scale (SU-SMS)		mean	

	Enacted
	16.7
	15.0*

	Anticipated
	13.7
	13.4

	Internalized
	19.22
	16.4 **

	Assessment of Recovery Capital (ARC)
	34.3
	39.9

	Behavior and Symptom Identification Scale (BASIS-24)
	52.7
	44.7 **

	Self-rating of general health (1=excellent, 5=poor)
	3.1
	2.8 **



Self-rating of satisfaction with current life conditions (1=not at all, 10=completely)

6.1	7.3 **


Note: t-tests demonstrate significant differences between pretest and post-test scores at * 0.05 and
**< =0.001
As shown in Table 3, when asked about substance use in the past month, 37.9% reported total substance abstinence for the past 30 days at baseline. At follow-up, total substance abstinence increased to 72% (statistically significant; chi-square=31.92; p<0.001). From intake to follow- up, there was also a statistically significant decline in past-30 days use for all measured substances except for marijuana and cocaine. Alcohol use decreased from 41% to 19% (chi-square=16.28; p<0.001), binge drinking from 36% to 19% (chi-square=10.40; p=0.001), marijuana from 14% to 11% (chi-square=0.78; p=0.378), cocaine from 9% to 4% (chi-square=3.02; p=0.08), methamphetamine from 21% to 9% (chi-square=7.04; p=0.008), opioids from 17.1% to 6.4% (chi- square=7.73; p=0.005), and same day use of both alcohol and drugs from 26% to 12% (chi- square=9.18; p=0.002).
Among those who were using each substance, the average number of days in the past month that they used that substance was reported. Marijuana users reported the most frequent use at baseline, averaging around 14 days of use, followed by alcohol users who averaged nearly 9 days for both any alcohol and binge drinking. While the overall number of people using declined during the program, the number of days of use among those using did not change much, except for among those using marijuana (where average days of use declined from 12.7 to 9.6) and cocaine (days of use declined from 9.5 to 7.0). These are the two substances where we did not see a statistically significant decrease in the overall rate of use, but it is encouraging to see that those who continued using these substances decreased their days of use.

Table 3. Substance Use


Baseline (n=140)




%(n)


Follow-up (n = 140)

	Past 30-day total substance abstinence
	37.9% (53)
	72.0% (101)

	Current substance use in the past 30 days
	
	

	Any alcohol
	41.4% (58)
	19.4% (27)

	5+ drinks in one sitting
	36.0% (50)
	18.7% (26)

	Marijuana
	14.3% (20)
	10.8% (10)

	Cocaine
	8.6% (12)
	3.6% (5)

	Methamphetamine
	20.7% (29)
	9.4% (13)

	Opioids
	17.1% (24)
	6.4% (9)

	Both alcohol and drugs
	26.4% (37)
	12.2% (17)

	Current Use: Number of Days out of Past 30 (among those
using each substance)	mean/range

	Any alcohol
	8.9/1-30
	9.4/1-28

	5+ drinks in one sitting
	9.3/1-26
	9.1/2-28

	Marijuana
	12.7/1-30
	9.6/2-20

	Cocaine
	9.5/1-30
	7.0/2-10

	Methamphetamine
	10.1/2-22
	10.5/2-22

	Opioids
Both alcohol and drugs
	
9.24/1-30
	
10.4/4-28



Training Evaluation. Pre- and post-training satisfaction surveys were completed at 24 trainings given by project staff on the topic of reducing stigma around substance use disorder. There were 397 training participants who completed pre-test and 404 who completed post-test surveys. Overall, 69.3% of training participants were women, 53.7% identified as Latino/Hispanic, 29.7% as White, and 9.7% were African American (Table 4).
Table 4. Training Participant Characteristics and Experiences (n=397 baseline, n=404 follow-up)

Demographics		% (n)	
Gender
Female	69.3% (280)
Male	29.5% (119)
Other	0.3% (1)
Did not answer	1.0% (4)
Race/ethnicity
Asian/Asian American	0.7% (3)
Black/African American	9.7% (39)
White	29.7% (120)
Latino/Hispanic	53.7% (217)
Native American	0.5% (2)
Another race/ethnicity	1.7% (7)
Did not answer	4.0% (16)
Training Experience (all items had response options of poor, fair, average, good, and excellent)
The extent to which the training met goals and expectations:
Excellent	62.1% (251)
Good	30.0% (121)
Average	2.7% (11)
Fair	0.7% (3)
Did not answer	4.5% (18)
Adequacy of the trainer's knowledge:
Excellent	71.5% (289)
Good	22.8% (92)
Average	1.2% (5)
Fair	0.2% (1)
Did not answer	4.2% (17)
Utilization of appropriate teaching methods:
Excellent	64.6% (261)
Good	25.5% (103)
Average	5.0% (20)
Fair	0.5% (2)
Did not answer	4.5% (18)
Efficiency of exercises, handouts, and audiovisuals:
Excellent	60.1% (243)
Good	29.0% (117)

	Average
	4.7% (19)

	Fair
	1.2% (5)

	Did not answer
	5.0% (20)

	Efficiency of the physical space
	

	Excellent
	60.4% (244)

	Good
	30.0% (121)

	Average
	4.5% (18)

	Fair
	0.7% (3)

	Did not answer
	4.5% (18)

	Overall training rating
	

	Excellent
	69.8% (282)

	Good
	22.5% (91)

	Average
	2.5% (10)

	Did not answer
	5.2% (21)


Stigma Attitudes (all items had response options of strongly disagree, disagree, neither agree nor disagree, agree, and strongly agree)
SUD is a preventable and treatable disease		Before	After	Strongly agree
47.6% (189)
64.4% (260)
Agree
40.1% (159)
26.2% (106)
Neither agree/nor disagree
6.3% (25)
3.0% (12)
Disagree
3.0% (12)
2.2% (9)
Strongly disagree
1.8% (7)
0.5% (2)
Did not answer
1.3% (5)
3.7% (15)
people with SUD do not get needed treatment
Strongly agree

32.0% (127)

61.4% (248)
Agree
50.6% (201)
29.5% (119)
Neither agree/nor disagree
7.1% (28)
3.5% (14)
Disagree
6.5% (26)
1.2% (5)
Strongly disagree
2.5% (10)
0.7% (3)
Do not answer
1.3% (5)
3.7% (15)







Most






Stigma about SUD prevents people from getting needed treatment
	Strongly agree
	44.8% (178)
	66.6% (269)

	Agree
	43.3% (172)
	26.5% (107)

	Neither agree/nor disagree
	5.8% (23)
	1.5% (6)

	Disagree
	3.3% (13)
	1.0% (4)

	Strongly disagree
	1.5% (6)
	0.2% (1)

	Do not answer
	1.3% (5)
	4.2% (17)

	Substance use stigma can be reduced through use of appropriate language

	Strongly agree
	50.1% (199)
	72.3% (292)

	Agree
	40.1% (159)
	21.0% (85)

	Neither agree/nor disagree
	4.8% (19)
	1.7% (7)

	Disagree
	1.3% (5)
	0.7% (3)

	Strongly disagree
	2.5% (10)
	0.2% (1)

	Did not answer
	1.3% (5)
	4.0% (16)



Participants rated nearly all aspects of the training experience as excellent or good, and demonstrated statistically significant decreases in stigma attitudes from before to after the training. Specifically, the percentage of people who strongly agreed that SUD is a preventable and treatable disease increased from 47.6% before training to 64.4% after the training (chi-square=27.71; p<0.001), those who strongly agreed that people with substance use disorder do not get needed treatment increased from 32.0% to 61.4% (chi-square=76.90; p<0.001), those who strongly agreed that stigma is a reason people do not get necessary treatment increased from 44.8% to 66.6% (chi- square=46.25; p<0.001), and the percentage who strongly agreed that substance use stigma can be reduced through the use of appropriate language increased from 50.1% to 72.3% (chi-square=50.15; p<0.001). These are marked improvements in training participants’ knowledge and attitudes around substance use stigma and speak highly about the effectiveness of this training.
Open-ended Feedback: When asked to provide any additional comments about the trainings’ teaching methods and skills, most responses were positive. Participants felt the trainers were knowledgeable and their personal stories shared about overcoming adversity resonated with the audience and helped them better understand substance use. However, there were a few comments that revealed that some participants felt uncomfortable reading out loud or that it would be helpful to include details about the effect that culture, language and environment can have. A few samples responses are below:
· “Great to include your personal stories; it helps to reduce stigma as well as the data.”
· “I loved that they shared life experiences with the audience. There was a special connection and better understanding by this vulnerability.”
· “[REDACTED]'s experience really reached me personally. I struggled with marijuana use since 15, and experience everything else except for PCP, heroin, ketamines, and DMT. If [REDACTED] can overcome addiction, so can everyone else. His attitude is what enabled him to overcome his adversities and obstacles.”
· “Thank you for sharing this into and your personal stories. My eyes have been open to appropriate language items.”
· “While listening to personal experience with recovery is refreshing, it would be helpful to hear about how culture, language, environment can affect.”
· “Please do not ask people to read out loud. It gives an uneasy feeling.”
Participants were also asked about what part of the training’s information or skill they will take and use the most at their workplace. The responses ranged from gaining increased knowledge of using Narcan as well as being more mindful and respectful of the words that they use when describing substance use to others. Below are some sample responses:
· “The wording I use when talking about substance misuse disorder”.
· “Being mindful of 'stigma words'. Whether it’s substance related or any chronic illness.”
· “That drug/alcohol addiction should be treated the same as diseases like diabetes.”
· “The resources available in our community and changing the dialogue to reduce stigma”.
· “Change the language that I use every day with people who have substance use disorders.”
· “That I can help change the language of addiction. I can play a part in changing the stigma towards one of recovery and treatment.”

· “The stories and the Narcan. It will be a really asset to our agency as 90% of our residents have poly substance abuse disorders.”
When asked about what the best part of the training was for them, participants found the Narcan training very helpful as well as hearing the different perspectives and stories of the speakers because it gave better understanding about substance use disorder and the impact it is having on those around us. A few responses have been listed below:
· “Hearing the stories or backgrounds of the presenters allows us to the truth and honesty of their story.”
· “Statistics and helpful skills/techniques to use with those with a substance abuse disorder.”
· “Getting Narcan & training how to use it”
· “It was not too statistic heavy. I was not overwhelmed. The amount of storytelling is the most powerful! It is
easier to connect, relate, and understand.”
· “The panel session and being able to listen to the answers to questions from different professionals”
· “The organized slides, and how the trainer was able to draw out the subject matter.”
Fidelity
As part of the evaluation, consistent internal checks have been conducted to ensure fidelity to the service model. Ongoing internal fidelity checks included reporting and monitoring of all contacts with clients (dosage), as well as meetings and consistent communication between the services team and the evaluation team to identify, discuss, and resolve any issues that arose around data collection methods.

V. 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

	
YTD expenditures of
$226,195
	
YTD budget of $245,000
	($226,195 - $245,000) ÷
$245,000 =-0.08 or a -8%
variance

	
	
	


$226195.45
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.

C. Did you expend 100% of grant funding for the 3 years? If not, why, and what amount of unexpended funds will you request for a NCE and how do you anticipate using those funds? The entire budget was not fully expended over the three years because of staff turnover. In year 3, Covid-19 severely impacted mileage and travel usage. We do not plan on requesting a NCE.

VI. 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.
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