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

Year 1
A. New Key Staff Information:

	Name:
	 [REDACTED] 
	LOE: 25 %

	Title:
	Project Director
	

	E-mail:
	 [REDACTED] 
	



B. Former Key Staff Information:

	Name:
	 [REDACTED] 
	LOE: 5%

	Title:
	Project Director
	

	E-mail:
	 [REDACTED] 
	



Year 2
A. New Key Staff Information:
				Name:	[REDACTED] 

Title:	Project Evaluator
E-mail:	[REDACTED] 


B. Former Key Staff Information:
Name:	[REDACTED] 

Title:	Project Evaluator
E-mail:	[REDACTED] 


Year 3
A. New Key Staff Information:
Name:	[REDACTED]    LOE: 50 %
Title:	Project/Peer Coord.
E-mail:	[REDACTED] 


B. Former Key Staff Information:

	Name:
	 [REDACTED] 
	LOE: 25%

	Title:
	Project/Peer Coord.
	

	E-mail:
	 [REDACTED] 
	



Key staff included in the project had resigned and taken another job. Staffing and training in some areas presented key challenges and  [REDACTED] 
and  [REDACTED] 
shared the responsibilities to finish out the project.

II. PROJECT INFORMATION NARRATIVE

The following sections provide an overall narrative summarizing  [REDACTED] ’s progress toward our primary goals and objectives in each applicable area. Following the narrative are tables detailing progress made

toward each of the goals, objectives, and planned activities identified in our original application. References to specific objectives, goals, and activities listed in the tables are included throughout the narrative.

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)

We facilitate a participatory process approach to hiring and training all staff. The Peer Recovery Coach (PRC) candidates are interviewed by all of the members of the team they will be joining. The Training Coordinator then establishes a plan that includes everyone’s strengths to provide a comprehensive introduction to  [REDACTED] ’s Recovery Support Services, including the history of peer support, peer recovery coaching, mutual aid groups, all pathways to recovery, Recovery Community Centers, and stigma reducing language. In addition, we cultivate a culture of inclusivity, teamwork, and fidelity to the  [REDACTED]  coaching practices. Ongoing supervision supports the goal of providing evidence based and best peer support practices with an emphasis on one’s own self-care and recovery practice. We engage people in the community to develop our volunteers and have had the opportunity to interview and hire past participants or volunteers who have become a part of the mission in building communities of recovery. One challenge that we have faced during the project was retaining PRC staff, especially at the  [REDACTED]  in  [REDACTED]  County.
Table reference: Objective 2 ⋅ Goal 2 ⋅ Activities 2.1a, 2.1b, 2.1c.

b. Peer Delivery of Direct Services Peer delivery of direct services was
accomplished primarily by providing recovery coaching sessions and facilitating recovery support groups. Overall, there were 2,748 coaching sessions and 1,151 support groups delivered. The graphic to the right displays total direct services delivered at each RCC location.
Table Reference: Objective 2 ⋅ Goal 2 ⋅
Activities 2.2a, 2.2b, 2.2c


c. Peer Leadership Development

All PRC staff have the ability to choose tasks outside of their job description to help them gain leadership skills beyond their regular tasks. These can include statewide presentations, joining coalitions that interest them and opportunities to share their lived experience in unique settings such as healthcare providers and clinics/hospitals, local SUD and Mental Health treatment providers, college campuses, drug courts, law enforcement entities (probation and parole ), community coalitions, and local government entities. These opportunities have created many community partners and synergy with key stakeholders in these rural areas targeted by this grant. We have continued to engage leaders in the community through having them join the Peer Advisory Council (PAC) where they discuss needs in the community and ideas to best serve the community as a whole.

In addition, “group soup” meetings were held weekly with all staff from each RCC location in attendance. Meeting consisted of basic check-in about events, GPRA’s, and participant involvement. The group shared with each other struggles and successes in regard to events and participants. This was an opportunity to connect with each other, share new ideas and learn from each other on items that worked well and those that could be improved. Each RCC enjoyed the camaraderie that these meetings provided.
Table Reference: Objective 2 ⋅ Goal 3 ⋅ Activities 2.3a, 2.3b, 2.3c, 2.3d


d. Peer Trainings/Certifications

All PRC staff are trained through the State of  [REDACTED] ’s Certified Peer Support Specialist 40-hour
training. They attend a yearly Suicide Prevention training, Motivational interviewing, Naloxone education, Mental Health First Aid, and have had several other opportunities through national partners in the form of webinars and other online platforms. All PRC staff are also certified in SMART recovery facilitation. Table Reference: Objective 2 ⋅ Goal 1 ⋅ Activities 1.2b, 1.2c


e. Organizational Linkages, Network Development, and Capacity Building

Capacity Building was accomplished throughout the project by creating practice profiles, compiling program manuals, and earning accreditation. Practice profiles have been developed for all major program services.
The profiles provide a guide to desired practice for each service provided by  [REDACTED] , and are intended to assist staff in rural RCC locations to plan and implement services to fidelity. An example of a practice profile for recovery coaching services is included in Appendix B.

During Year 3 we earned accreditation through Council on Accreditation for Peer Recovery Support Services (CAPRSS). This included demonstrating that, organization-wide, we meet or exceed standards in seven different domains. A program and policy manual was created that detailed the steps to improve linkages across RCC locations and increase our capacity to implement the  [REDACTED]  structure and training model into new locations and adapt to the needs of each community. Based on the results of our accreditation visit, we were invited to deliver a presentation on our implementation model to a “virtual learning community” that was organized by CAPRSS and Faces and Voices of Recovery. More information about the accreditation process can be found at https://caprss.org.
Table Reference: Objective 2 ⋅ Goal 1 ⋅ Activity 2.1b


f. Planning for Project Sustainability

Sustainability of Peer Recovery Support Services funded through the BCOR grant is being achieved through partnerships and additional sources of financial support. These include contracts with the  [REDACTED]  Division of Substance Abuse and Mental Health,  [REDACTED]  Rural Opioid Health Consortium, Southwest Behavioral Health Department, Intermountain Healthcare, and  [REDACTED]  Human Services. The BCOR project has helped to establish and position  [REDACTED]  as experts in Peer Recovery Support Services in  [REDACTED] , presenting further opportunities for additional funding and collaboration.



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

As of the end of the project, all 3 RCC’s are established and functioning as we had strategically planned. COVID-19 has made our normal in-person community building incredibly challenging, and we continue to refine procedures to ensure staff are trained to provide quality services given the constraints from the COVID-19 pandemic. We have implemented a new hire tracking sheet that was developed to ensure staff have the knowledge and skills to deliver quality services across RCC locations. A copy of the new hire tracking sheet is included in Appendix B. In addition,  [REDACTED]  staff engaged in Diversity, Equity, and Inclusion workshops and trauma-informed practices, including internalized shame reduction strategies, such as the Daring Way ™ by Brene Brown.
Table Reference: Objective 2 ⋅ Goal 1 ⋅ Activity 2.1a, 2.1b, 2.1c


c. Systems Improvement and Planning

Multiple approaches to system improvement were conducted throughout the project. A new process of network auditing was developed in Year 3 to improve coaching performance. This Continuous Quality Improvement (CQI) effort combined elements of the participant tracking sheets kept by each coach, a Tableau dashboard that displays RDP data, and a review of Google calendar appointments by coach and participant. Results were used to increase coaching performance using a learning approach whereby all coaches are meeting expectations through supervision, team accountability, and training. These efforts have also improved the quality of RDP. Supervisors can make comments within the participant tracking log, and data insights have been helpful for making sure things are getting done, as well as providing purpose and direction for coaches.


d. Anti-Stigma Efforts - dissemination of communication messages promoting recovery

Stigma is one of the biggest challenges and barriers faced by people in recovery in rural communities. To address this challenge and work to overcome barriers, Recovery Day and Overdose Awareness Day events were held in each RCC community. In addition, Recovery Leadership Training has been implemented to enhance participant, and community, understanding of addiction and recovery.
Table Reference: Objective 3 ⋅ Goal 1, 2 ⋅ Activities 3.1a, 3.1b, 3.1c, 3.2a, 3.2b


e. Organizational linkages, network development, and capacity building (unique collaborations, i.e. schools, faith based, etc.

Throughout the project, we have continued to build strong partnerships within the community. Our greatest asset is our Peer Recovery Coaches (PRCs) who network in their local communities with entities such as courts, adult probation and parole, jail programs, Department of Workforce Services, Department of Child and Family Services, SUD treatment agencies, medication assisted treatment programs, and medical/health care clinics. We also work with homeless outreach, medical detox programs, mental health supports such as NAMI. PRCs participate on panels and provide presentations to community organizations, councils, coalitions and higher education institutions. We were able to create what we call “network mapping” which has helped us to track the frequency and strength of our partnerships. As a result of this we continue to build

our capacity through increased visibility as a vital community partner and resource to assist people with SUD’s to increase their personal recovery capital and engage with a variety of wrap-around services.
Table Reference: Objective 1 ⋅ Goal 1 ⋅ Activities 1.1a, 1.1b, 1.1c


f. Facilitated/participated events/trainings

Throughout the project, 195 trainings and presentations were facilitated statewide. Training and presentations were delivered to stakeholders, partners, and community organizations associated with each RCC location. Topics included training on Narcan/Naloxone, training on SUD, and information about resources that are available in each local community.
Table Reference: Objective 1 ⋅ Goal 2 ⋅ Activity 1.2a


g. Planning for project sustainability

We have consistently planned on sustainability through creating implementation processes throughout the duration of the project. We have truly provided a critical component to helping communities address addiction and connect to recovery resources through our operation of an RCC, using Peer-delivered RSS. We are regarded well among partners in the community because of our lived experience with long-term recovery. In our role we have grown a peer workforce, provided a continuum of support for people with SUD’s with or without treatment, educated and supported family members about addiction and recovery, while engaging volunteers and community partners in our social activities and events. We have become a vital resource for connecting people to recovery in these communities. Because we are now a well- established community resource we are ideally situated to pursue opportunities for fundraising, future grants and possibly a future allocation from the SAPT block grant through our SSA and local programs.


h. Strategic shared learning sessions (e.g., meetings, trainings, workshops, focus groups).

Strategic planning was held with RCC staff in January 2021to formulate action plans based on results of the strength of partnership assessment. Common areas that were discussed include creating and establishing MOUs, increasing communication with partners, scheduling presentations, and sending appreciation letters. Common challenges across partnerships included stigma, education about SUD and OUD, education about  [REDACTED] , Medicaid requirements, and COVID-19. In addition, RCC staff engaged in several local coalition meetings that addressed goals such as bringing more awareness of OUD to rural communities, better informing law-enforcement, and working with medical professionals providing MAT.
Table Reference: Objective 1 ⋅ Goal 1 ⋅ Activities 1.1b, 1.1c


Report on Primary Goals and Objectives as stated in the original application

	Objective 1:
Expand and enhance RCC and RSS services in  [REDACTED]  communities outside of [REDACTED]  County.

Goal 1:
Build and strengthen connections between  [REDACTED] , recovery networks, and other RSS resources.



	
Activity 1.1a: Identify existing recovery networks and recovery support services in identified catchment areas/communities ( [REDACTED]  County,  [REDACTED]  County, and  [REDACTED]  County).

Progress to Date:
To improve network mapping, each RCC location updated their “partnership map” annually and engaged in a process of assessing the strength of each partnership and identified improvement steps. The partnership maps are organized into the categories of: Local Government Agencies, Criminal Justice Partners, Recovery Partners/Peers, Healthcare Partners, Community Partners, and SUD and MH Treatment Partners. Examples of partnership maps for each RCC as of the end of the project are included in Appendix A.

Changes to Note:
The catchment area/community identified in the original grant application as “ [REDACTED]  County” has been revised and expanded to encompass  [REDACTED]  County. While still serving  [REDACTED]  County, the physical location of the RCC in this catchment area is located in  [REDACTED]  County based on the partnership that has developed with  [REDACTED]  Human Services and other community resources.

	
Activity 1.1b: Develop and strengthen collaborative efforts and partnerships between stakeholders (treatment facilities, physicians and primary care providers, criminal justice system, employers, housing services, etc.) in  [REDACTED]  ( [REDACTED]  County), [REDACTED]  ( [REDACTED]  County) and [REDACTED] ( [REDACTED]  County) to support the establishment of an RCC and the expansion efforts and service delivery.

Progress to Date:

	Using their updated partnership map, each RCC location engaged in a “strength of partnership” assessment to identify opportunities to develop and strengthen collaborative efforts and partnerships. The partnership assessment was piloted at the  [REDACTED]  County RCC, resulting in recommendations to shorten the length of the assessment and modify the format and presentation of questions. A revised version of the partnership assessment was then completed by each RCC location to reflect current partnerships as of the end of Year 2. Based on these assessments, each RCC formulated action plans in January 2021 to develop and strengthen collaborative efforts and partnerships.

	
Activity 1.1c: Formalize collaborative efforts with local stakeholders for the development and delivery of recovery support services in their local communities.
Progress to Date:
In  [REDACTED]  County, 3 MOU’s have been signed with Southwest  [REDACTED]  Public Health Department,  [REDACTED]  Rural Opioid Healthcare Consortium , and Family Healthcare FQHC. In addition, a Business Association Agreement has been signed with the IHC [REDACTED], and a formal agreement for a specific project has been signed with Southwest Behavioral Health Services.
In  [REDACTED]  County, 2 MOU’s have been signed with [REDACTED] Behavioral Health and [REDACTED]
In  [REDACTED]  County, 2 MOU’s have been signed with  [REDACTED]  Human Services and [REDACTED] Hospital.




	Objective 1:
Expand and enhance RCC & RSS services in  [REDACTED]  communities outside of  [REDACTED]  County.



	Goal 2:
Provide infrastructure building support and resources to new community partners facilitating the development and establishment of RCC and RSS across the state.

	
Activity 1.2a: Provide technical assistance and training to stakeholders, partners and community organization groups collaborating in the implementation and establishment of RCC.
Progress to Date:
Throughout the project, 195 trainings and presentations were facilitated statewide. Trainings were delivered to stakeholders, partners, and non-profit organizations. Topics included Narcan/Naloxone, SUD and OUD, and information about resources that are available in each community.

	Activity 1.2b: One-on-one mentorships and group training as required to ensure all elements of the development and implementation process are clearly understood.
Progress to Date:

	Mentorships and group trainings provided during the reporting period included:
·  [REDACTED]  Recovery Data Platform Coaching Training - Refresher training for all Coaches on the usage of Recovery Data Platform to record coaching visits, log activities, and track progress.
· COVID Remote Learning - Webinars and self-study opportunities included a Motivational Interviewing course, webinars and online courses through the Recovery Research Institute, and self study opportunities through Faces & Voices of Recovery.
· SMART Recovery Coach Training - Twice monthly staff training group held for the purpose of practicing SMART Recovery tools. This meeting is facilitated by a different member of the group each training and the Facilitator will choose a specific SMART Recovery Tool to showcase for the group.
· Suicide Prevention Training - Annual Internal Training for  [REDACTED]  Staff

	
Activity 1.2c: Ensure technical assistance and training providers are knowledgeable and information shared is useful and pertinent to goals of the project.

Progress to Date:
Trainers and facilitators are prepared to deliver training and technical assistance through support and feedback from peers, supervisors,  [REDACTED]  leadership, and implementation experts.




	Objective 2:
Improve long-term recovery for individuals with substance abuse and addiction issues in communities outside of  [REDACTED]  County.

Goal 1:
Provide individualized recovery coaching services to individuals with alcohol and/or drug addiction or dependency issues.



	
Activity 2.1a: Recruit, hire and train program staff who are peers in recovery with lived experience to provide coaching and support to all participants.

Progress to Date:
We facilitate a participatory process approach to hiring and training all staff. We engage people in the community and have had the opportunity to interview and hire past participants or volunteers who have become a part of the mission in building communities of recovery. Peer Recovery Coach (PRC) candidates are interviewed by all of the members of the team they will be joining.

Program staff participate in a  [REDACTED]  staff orientation, weekly staff meetings, weekly one-on-one supervision, and quarterly all staff training. Ongoing supervision supports the goal of providing evidence based and best peer support practices with an emphasis on self-care and recovery practice.

	
Activity 2.1b: Replicate structure and training model used by  [REDACTED]  in  [REDACTED]  County for new staff and volunteers tailored to the needs of each community.

Year 2 Progress:

	The structure and training model used by  [REDACTED]  in  [REDACTED]  County is currently being replicated through the development of a program manual covering policies and procedures associated with peer coaching. To date, a full draft of the program manual has been created, practice profiles have been developed, and a system of continuous quality improvement formalized.

Practice profiles have been developed for all major program services. The profiles provide a guide to desired practice for each service provided by  [REDACTED] , and are intended to assist staff in rural RCC locations to plan and implement services to fidelity. An example profile is included in Appendix B.

To ensure fidelity across RCC locations, a New Hire Training Checklist and New Hire Tracking Sheet have been developed. An image of the Ne Hire Tacking Sheet is also included in Appendix B.

	
Activity 2.1c: Provide project leaders, staff and volunteers with personalized and group supervision regularly to ensure competencies and effectiveness of service delivered.

Progress to Date:
Each Peer Recovery Coach (PRC) typically receives individual supervision through one-on-one meetings, and at least two group supervisions are conducted each month. Supervision is facilitated by either an LCSW (Licensed Clinical Social Worker), ASUDC (Advanced Substance Use Disorder Counselor), or a CPSS (Certified Peer Support Specialist) who are also peers with lived experience in recovery. A system of network auditing has also been implemented to ensure competency in RDP.

	Objective 2:
Improve long-term recovery for individuals with substance abuse and addiction issues in communities outside of  [REDACTED]  County.

Goal 2:
Provide peer lead individual and group recovery support services.



	
Activity 2.2a: Recruit 20 to 25 participants per location to receive PSS, beginning 10/01/18; a three-year total of 180 to 225 individuals in all three RCCs across the state.

Progress to Date:
Throughout the project, 182 participants recruited to receive PSS completed a GPRA intake survey during the reporting period. Of these, 132 completed a 6-month follow-up GPRA.

To aid in this process, a Practice Profile was developed to help RCC staff determine if a participant should complete a GPRA. Staff engage participants in completing the Service GPRA according to the following criteria:

a. Participant has at least three meaningful encounters at  [REDACTED] .
· This is to ensure a higher likelihood of contacting the participant in 6-months for a follow-up.
b. Meaningful encounters can be defined in many ways, such as:
· Showing interest to engage in activities to build their recovery.
· Attending scheduled appointments.
· Reaching out to peer recovery coach in between appointments.

c. “Not yet ready to be administered a GPRA” example behaviors include:
· Canceling appointments.
· Participant only needs support for an isolated resource, or has an exclusive interest in the incentives.
· Limited involvement, i.e., only interested in attending one mutual aid group.

Changes to Note:
Due to the timing of the grant award, the target date for this activity should be changed to 10/01/18.

	
Activity 2.2b: Facilitate a minimum of 72 peer-delivered recovery support groups each year per location with an expected attendance of 10 individuals; three-year totals of 216 groups ran in all three locations, with an expected attendance of 2,160 individuals based on an average of 10 per group.

Progress to Date:

	
As of the end of Year 3, a total of 1,151 peer-delivered recovery support groups have been facilitated, with 5,762 attendees, across the three RCC locations. These included groups such as "Changes" taking care of mental health in recovery; "Coffee & Recovery" all pathways recovery support meetings; "Recovery Dharma" meditation support meetings; "SMART Recovery" mutual aid support; "Quarantine Connection" community mutual aid support meetings during the pandemic; “Work Out Recovery Crew” all pathways recovery group that promotes healing physically, mentally, and spiritually through running, walking, cycling, and hiking at local trails; “CRAFT Family Support Group” for family members and friends who are concerned about someone close to them who live with SUD; and "12-step" support meetings.



	
Activity 2.2c: Facilitate a minimum of 200 meaningful individual encounters per year per location for a 3-year total of 600 personal encounters in all 3 locations.

Progress to Date:
As of the end of the project, a total of 2,748 Recovery Coaching Sessions and 533 meaningful individual encounters have been facilitated across all three RCC locations. A meaningful encounter was recorded if an individual has met with a peer recovery coach at least three times.




	Objective 2:
Improve long-term recovery for individuals with substance abuse and addiction issues in communities outside of  [REDACTED]  County.

Goal 3:
Replicate  [REDACTED] ’s comprehensive array of social/recreational activities based on  [REDACTED] ’s model of social support.

	
Activity 2.3a: Establish a collaborative approach to the development of social/recreational activities in all three locations by recruiting volunteers from the community to form a Peer Advisory Council (PAC) that would help staff identify activities that would be relevant to the needs and interest of the community we are serving in each location.

Progress to Date:
Across RCC locations, PAC members were involved in planning at least one social/recreational activity per month while not under COVID-19 meeting restrictions. PAC members were integral to identifying and planning activities that were relevant to the needs and interests of each community.

	
Activity 2.3b: Provide training and support to staff, volunteers and PAC members on  [REDACTED] ’s approach to service and activities delivery.

Progress to Date:

	All RCC’s have a unified approach to training staff, volunteers and PAC members. Training topics are covered with a powerpoint and additional reading material to learn about Recovery Support Services.

	
Activity 2.3c: Research recreational and social activities popular and relevant to the communities we are serving, along with national trends, best practices, and EBP that may be tailored to our participants.

Progress to Date:
In  [REDACTED]  County, RCC staff partnered with a local alumni mentor group to provide holiday activities and community clean-ups. In  [REDACTED]  County, PAC members assisted with planning a softball tournament in conjunction with Recovery Day. In  [REDACTED]  County, the PAC helped plan Family Fun Nights, parking lot socials, and community outreach events.



	In  [REDACTED]  County, social and recreational planning is starting with offering a Family Fun Night twice a month on the 2nd and 4th Friday of the month. These will include movies and pizza, actual crafts, paint night, and music night.

	
Activity 2.3d: Identify cost effective approaches to the implementation of social/recreational activities that will allow for program sustainability and longevity.

Progress to Date:

	Due to many activities being moved online in Year 2 due to COVID-19, efforts were made in Year 3 to provide more in-person social/recreational activities that were held outdoors and appropriate for each community. Hosting more social and recreational activities was consistently referenced in participant satisfaction survey results.




	Objective 3:
Conduct public education and outreach to reduce the stigma on issues and misconceptions relating to drug/alcohol addiction and recovery.

Goal 1:
Replicate the Recovery Leadership Training model in all new locations to be served to enhance participants, and the community, understanding of addiction and recovery.

	
Activity 3.1a: Revise, modify and introduce all 12 courses of the academy at all three locations by March of 2020.

Progress to Date:
During Year 1, Recovery Leadership training courses were revised and modified to match SAMHSA’s four domains: Purpose, Home, Health, and Community. The training curriculum includes PowerPoint presentations for each topic. An online training curriculum was created to align with face-to-face workshops and classes. A manual for the Recovery Leadership training program was developed, and practice profiles for different aspects of the program provided guidance for staff implementing Recovery Leadership activities and training sessions in new RCC locations.

Throughout Year 2, The  [REDACTED]  County RCC worked with members of their Peer Advisory Council to begin Recovery Leadership Training. Planning consisted of surveying the PAC to discover who was knowledgeable in each of the 4 domains (12 topics).  [REDACTED]  staff and PAC volunteers decided on a once-a-month presentation to cover each of the twelve topics in SAMHSA’s four domains of wellness. Presenters were a mix of  [REDACTED]  staff and PAC members with knowledge and/or expertise in a particular topic area.

In Year 3, Recovery Leadership continued to be a success as we transitioned to providing a statewide virtual platform. The trainings were presented by each RCC location on a 3 month rotation.

Changes to Note:
Due to the timing of the grant award, the target date for this activity should be changed to March 2020. We have also changed the name to be a “Recovery Leadership Training” consisting of 12 sessions.



	
Activity 3.1b: Promote and advertise courses through traditional efforts like flyers and newsletters, but also involve staff, volunteers and PAC members to spread the word amidst the community.

Progress to Date:

	The  [REDACTED]  County RCC created flyers and sent them to all of the PAC members to post in their office or somewhere in the community. Information was also shared on social media. In addition, we emailed each of our partners a copy of the flyers. Each RCC would also post on their own social media accounts, as well as outreach to specific sober living and treatment facilities that each joined virtually.

	
Activity 3.1c: Identify a date and time most appropriate for the local community in which to schedule the courses to be delivered.

Progress to Date:
In January and February of Year 2, presentations were held in-person at the  [REDACTED]  County RCC with an average attendance of 12 individuals. Covid-19 brought challenges that led to the Recovery Leadership presentations being transferred to a virtual platform. Presentations continued with Power points and virtual attendance. The beauty of this transition came with increased average attendance of around 30 individuals at each presentation, as people living throughout  [REDACTED]  could now attend. The success of our Recovery Leadership Training program has been remarkable and exceeded expectations.

In Year 3, we identified the best date and time when the majority of treatment facilities we were partnering with throughout the state were holding groups, so that they could attend virtually. A challenge that arose was retaining the audience once there were in-person groups available at the various treatment centers. We found that there was more participation when it was online only.



	Objective 3:
Conduct public education and outreach to reduce the stigma on issues and misconceptions relating to drug/alcohol addiction and recovery.

Goal 2:
Develop and implement public campaigns specifically design to address and reduce discrimination issues against people with addition and in recovery.

	
Activity 3.2a: Identify challenges, barriers, and obstacles the recovery community encounters in  [REDACTED]  and local communities where  [REDACTED]  will be present.

Progress to Date:
Stigma has been identified as one of the main challenges and barriers encountered by the recovery community in rural areas of  [REDACTED] . To address these challenges and overcome barriers, more stakeholders and community members were involved more than ever before in all of our community events and activities. For example, we became more involved with chambers of commerce and local governments to address/reduce stigma through community events and outreach such as Recovery Day.



	
Activity 3.2b: Identify the resources that are available to assist and support individuals with addiction and/or in recovery.

Progress to Date:

	Throughout the project, we worked with PAC members and community partners to identify resources that were available in each RCC community. Examples include resources available through law-enforcement, local health departments, harm reduction resources that are available through a mobile unit, resources for obtaining naloxone supplies and training, a new detox facility, new medical settings, increased housing resources, and medicaid access.





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

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

Project success included annual Recovery Day and Overdose Awareness Day events. For example, the  [REDACTED]  County RCC partnered with the local behavioral health treatment authority and numerous volunteers to provide the annual recovery day celebration. The event was held on September 30th and provided the community with 30 resource booths, Recovery speakers, children activities, games and fun. The community responded positively to the event with approximately 250- 300 in attendance. Attendees gained a greater awareness about the recovery community and available resources for assisting individuals struggling with substance misuse. The atmosphere was welcoming and inclusive.
In  [REDACTED]  County,  [REDACTED]  hosted the 1st annual Price,  [REDACTED]  Recovery Day celebration on September 24, 2021. There were 15 agencies with booths, tables, and resources present this year in Price.  [REDACTED]  created a planning committee involving partners, sponsors, and volunteers. On Recovery Day there were multiple resources provided on the day of the event from local rehabilitation centers, detox centers, MAT clinics, the local health department, recovery organizations, resource centers, and local law enforcement. There was music provided by the local radio station, free pizza lunch, activities for kids, raffle drawings for various prizes including a car, and a softball game between recoverees and local first responders. The event was a great example of bringing people together from all walks of life regardless of recovery status in our local community and reducing stigma and labels.

In  [REDACTED]  County,  [REDACTED] ’s Recovery Day was hosted by  [REDACTED]  at the  [REDACTED]  amphitheater on Friday September 17, 2021. There were estimated to be over 1,000 attendees and 30 information booths. The Recovery planning committee chose to have speakers, live music and a raffle as entertainment. Families came and enjoyed kid’s games, food, balloon animals and connected with one another through this positive support.  [REDACTED]  Human Services was  [REDACTED] ’s main partner in hosting Recovery Day, and several of their staff were on the committee and contributed to the success of the event.

The  [REDACTED]  County RCC also held the fourth annual Overdose Awareness Day Event on August 31, 2021.  [REDACTED]  staff utilized PAC members to help plan and implement this event. This year  [REDACTED]  was able to partner with the local University to host the event indoors and accommodate a larger audience.  [REDACTED] -STG partnered with the local health department for

additional funding as well as educational materials. In previous years the event was held outdoors at a local park with moderate attendance. In 2021, with the help of agency partners and PAC members, the annual Overdose Awareness day successfully accommodated approximately 250 community members for the event.

Despite the many challenges faced during COVID-19,  [REDACTED]  has accomplished many of our BCOR goals and objectives and found success. RCCs have been established and are serving the  [REDACTED]  County,  [REDACTED]  County, and  [REDACTED]  County rural catchment areas. One challenge that is faced in each of the rural areas that we serve is the restriction on associating with peers that can be imposed through Felony Drug Court. In  [REDACTED]  County, for example, we were able to overcome this challenge through our partnership with the court to successfully get the association rule lifted while at  [REDACTED] . This allows those seeking support to be at our location, or in our virtual meetings, and engage with others in recovery while still maintaining compliance with their court orders. This change allows us to lay the foundation for a recovery community to be established in a rural area, where many of our participants are now in long-term recovery and are paving the way by inspiring hope in those that are in early stages of their recovery journey.

Modifications to goals and objectives articulated in the original application include:

1. Modify the catchment area/community that was identified as “ [REDACTED]  County” in the original grant application to encompass  [REDACTED]  County and be identified as “ [REDACTED]  County” due to a partnership and support that has been developed with  [REDACTED]  Human Services. The locations identified as “[REDACTED]  ” and “[REDACTED]  ” will be referred to as “ [REDACTED]  County” and “ [REDACTED]  County,” respectively.

2. Modify Objective 2, Goal 2, Activity 2.2a to change the implementation date from 11/15/17 to 10/01/18.

3. Modify Objective 3, Goal 1, Activity 3.1a to change implementation date from March 2018 to March 2020.


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, and other environmental factors.

In response to COVI-19, the  [REDACTED]  County RCC transitioned the Recovery Leadership training to a virtual format. Monthly PAC meetings were also moved to the virtual platform. We were able to increase our Social media interactions and activities. Peer Recovery coaches transitioned to phone calls, zoom meetings, and in some cases, text messages or Facebook messenger. Restrictions were lifted for a couple months, at this point participants were given the option to meet in person or continue with phone calls/virtual meetings. For those wishing to meet in person, cleaning protocols, social distancing and mandatory mask wearing were implemented. We also transitioned to online video conferencing for mutual aid meetings.

At the  [REDACTED]  County RCC, COVID-19 has created many obstacles and challenges that we have adapted and adjusted to, constantly looking for new solutions. We had to unexpectedly close our doors to the public and put in place a sanitization protocol, limit social gatherings, change the

location of mutual aid support groups, and learn virtual platforms to connect with our participants. We moved meetings outside to ensure all who wanted to find support were able to attend and practice social distancing and have found a new location that could better accommodate our growing mutual aid-support groups.

At the  [REDACTED]  County RCC, once COVID-19 started, from home, we touched base with every peer we had & continued to have peer coaching sessions. We are holding virtual peer coaching sessions, hosting virtual outreach groups, and referring all support meeting participants to online meetings. We started having support meetings outside in the parking lot while adhering to social distancing. We no longer used tablets to sign in, only sheets where one person signed everyone in. We also created hybrid meetings, which included an in-person meeting, greatly limited in number, as well as the opportunity for people to join virtually from a link on the  [REDACTED]  website.


IV. ALIGNMENT WITH DISPARITY IMPACT STATEMENT (DIS)

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

Overall, current demographics are in line with our projected DIS at the conclusion of the project, and are roughly in-line with the demographics of the state. However, when looking at the demographic reports we recognize that we need to make additional efforts to engage participants who identify as African American, participants who identity as American Indian, as well as participants who identify as gay or lesbian. The chart below summarizes our BCOR DIS projections and our participant demographics as of the end of Year 3.


	
	BCOR DIS
Projections
	Actuals through Year 3

	Direct Services: Number to be served
	180
	182

	By Race/Ethnicity:
	
	

	African American
	13.3%
	1.7%

	American Indian/Alaska Native
	5.3%
	1.7%

	Asian
	2.7%
	0%

	White (non-Hispanic)
	46.7%
	78.0%

	Hispanic or Latino
	18.7%
	15.4%

	Native Hawaiian/Other Pacific Islander
	2.7%
	.6%

	Two or More Races
	10.7%
	2.8%

	By Gender
	
	



	Female
	38.7%
	59.1%

	Male
	60.0%
	40.0%

	Transgender
	1.3%
	0%

	By Sexual Orientation/Identity Status
	
	

	Lesbian
	8.0%
	0%

	Gay
	16.0%
	0%

	Bisexual
	1.3%
	3%



The following graphs taken from one of our dashboards provides a breakdown of all participants of RCCs in BCOR communities for Year 3. The dashboard is accessible at: https://public.tableau.com/profile/evan.done#!/vizhome/ [REDACTED] PublicDashboard/Demographics
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C. If there were noted increases or decreases in the populations originally reported in the DIS since the grant started, were any special efforts made to increase representation of groups that may have experienced health disparities?

We learned along the way that we need to develop a more strategic approach to identify allies and leaders in diverse populations of people in recovery. Moving forward we will be more proactive to include outreach and engagement in these communities.


V. LESSONS LEARNED

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

Recovery Leadership Training connected people around the state.
Recovery Leadership continued to be a success as we transitioned to providing a statewide virtual platform. The trainings were presented by each RCC location on a 3 month rotation. Topics included, Recovery focused, person first language, Parenting & co-parenting skills, success in recovery, career readiness, sexual health in recovery, creativity and connection, self-care, advocacy and service. Attendance was a bit sporadic, however there was attendance at each presentation, and the effort allowed each RCC to connect with those in Recovery.

In Year 3, a challenge we faced was retaining a virtual audience once there were in-person groups available at the treatment program we were partnering with. There was more participation when the treatment programs were online only during COVID-19. We found that participants are finding more value in groups that are held in-person, so we needed to rethink our strategy.

Group Soup Meetings connected everyone together and helped to share resources
Group soup meetings were held weekly with all staff from each RCC location in attendance. Meeting consisted of basic check-in about events, GPRA’s, and participant involvement. Group shared with each other struggles and successes in regard to events and participants. This was an opportunity to connect with each other, share new ideas and learn from each other on items that worked well and those that could be improved. Each RCC enjoyed the camaraderie that these meetings provided. In addition the meeting allowed for each RCC to remain focused and on task with goals and objectives of the BCOR grant.


VI. EVALUATION

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

Over the three years of the project, we completed 182 total Intake GPRAs, meeting and slightly exceeding our grant target. There were a total of 132 6-Month Follow-up GPRA completed, for a follow-up rate of 83.5%

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

Outcome evaluation topics included in Appendix A of this report include: National Outcome Measures and Mental Health Outcomes, Measures of Recovery Capital, Satisfaction with  [REDACTED]  Services, and Access to Medical Services. Process evaluation topics included in Appendix B include Network Analysis and Partnership Mapping, Recovery Coaching Practice Profiles, and the development of a New Hire Tracking Sheet to standardize training across RCC locations.

VII. GRANT BUDGET CHECK

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

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

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

	TOTAL expenditures of $604,689
	TOTAL budget of $675,000
	($604,689 - $675,000) ÷
$675,000 =0.10 or a -10%
variance



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 you requested for a NCE and how do you anticipate using those funds?

The small amount of unspent funds was mostly due to some intermittent staff vacancies.

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

 [REDACTED]  County RCC Success Stories
N.S. came in January for a mutual aid support meeting, she set a coaching appointment that same day. She had been federally indicted and was released for treatment while waiting for sentencing. During the next 8 months she successfully graduated from treatment, continued coaching sessions and was working at several jobs to save money for her and her kids while she was incarcerated. She was sentenced to 34 months in federal prison, and by the time she checked herself in, had continued to remain abstinent, had arranged placement for her children, and was in a positive mindset.

D.W. is a participant that engaged in long term recovery coaching this summer and has had a lot of success in his own personal recovery since engaging in recovery coaching. He has successfully moved into a local sober living home, found full-time employment, successfully paid off previous debt to banking institutions. He has improved family relationships, including having contact with family members who hadn’t spoken to him in years despite previous attempts at recovery. D.W. was able to purchase a dependable car for transportation, including insurance and registration. He has started and maintained a healthy exercise program, got involved in the local 12-step recovery

community, and become happier in all aspects of life. He has improved in each of the recovery capital domains. Not only has he improved his own personal recovery, but decided he wanted to start a mutual aid meeting to help others. He has maintained the mutual aid meeting every week despite difficulties from Covid-19 and changing support from the recovery community. He is still engaged in weekly recovery coaching and continues to strive to improve his life and his recovery.

W.S. is a participant that had sporadic attendance at  [REDACTED]  before year three. During the past year,
W.S. started coming to  [REDACTED]  weekly. Even though he struggled with his recovery during this time he consistently came back to his recovery coaching appointments. In the last 6 months, W.S. decided it would be best for him to go to inpatient rehabilitation for his substance use disorder. After completing residential services, W.S. has maintained his weekly coaching appointments, stayed consistent with mutual aid meetings and started going to outpatient services for substance use disorder. W.S. was able to rekindle a relationship with his aging parents and is able to help them out.
W.S. has been able to remain in compliance with his probation and court requirements. W.S. has started to socialize more and become part of the local recovery community. In addition, he has joined the sober softball league.

L.R. has been a participant for about a year and a half, she was referred by her case manager in Family Recovery Court. L.R. has been consistent since the beginning. When L.R. began coaching, she was experiencing an incidence of use with alcohol and her children were removed from her care.
L.R. managed for 18 months to stay sober and prove she is a capable parent. Her boys were placed with their dads in 2 different states and she has worked very hard to accept that. Her main struggles were employment and getting her G.E.D. so she could complete F.R.C. Since September 2021, she is gainfully employed and successfully completed F.R.C. with 18 months in recovery. She is going to have her boys for the holidays without having to ask permission to leave the state. She has become a member of our Peer Advisory Council and we are continuing to meet regularly.

A program success for the  [REDACTED]  County RCC in year three is our mutual aid support meetings. In 2020, the Covid-19 pandemic put all our meetings on hold, and it was a hard time for many in our recovery community. As restrictions loosened and we were able to start holding mutual aid meetings again we found great success in attendance and volunteers wanting to help run mutual aid meetings.. At the end of year three, we are holding eight mutual aid meetings a week. The majority of the meetings have 10-20 attendees at each meeting. All meetings have multiple volunteers facilitating with backup volunteers available.  [REDACTED]  staff facilitate one meeting a week. The  [REDACTED]  County RCC receives regular inquiries from the recovery community regarding the potential for new meetings and people interested in volunteering.

 [REDACTED]  County RCC Success Stories
M.M. is a participant that has been engaged in long-term recovery coaching who has overcome many obstacles in the last year. After having an incident of use and violating his terms of Felony Drug Court, he was sentenced to the local jail. When M.M. was released from jail and given a chance to continue with his program, he re-engaged in coaching and began volunteering his time at  [REDACTED] . In the last year he has moved into a safe and sober home, he has gained full-time employment, is working on paying back previous debts, has established a relationship with his two young children, was baptized, and now volunteers at a local church for those in recovery. He is currently engaged in long-term coaching and continues to work hard and push forward.

 [REDACTED]  County RCC:
K.H. has been engaged in services with the  [REDACTED]  County RCC since 1/2020. At that time he had just gotten released from the local jail and was living in a tent. He was accepted into the Felony Drug Court program and decided to take his first step toward Recovery. K.H. started attending groups and engaged in one on one recovery coaching. Fast forward two years later he has remained active with  [REDACTED]  and volunteers, attends groups/ coaching weekly and has successfully completed Felony Drug Court. K.H. has recently taken the steps to get CPSS certified and is hoping to be able to do what was once done for him a few years prior. K.H. facilitates three weekly meetings at  [REDACTED] , has established healthy relationships with his family and children and has fought to gain and expand his recovery capital. Today he is over two years into his recovery and takes every opportunity to show up for others and educate the community.

On August 31st, 2020.  [REDACTED]  had a volunteer that was commencing and graduating from Felony Drug Court, he asked if  [REDACTED]  would help support him in providing training for Narcan education on National Overdose Awareness Day. Throughout a few hours we were able to eat lunch, connect and provide a narcan community training to partnering agencies, community members, parents, participants and anyone who is hoping to be better prepared to help save a life. We served approx. 40 individuals where Narcan training and Naloxone was free to everyone in attendance.  [REDACTED]  was able to support our recovery community by educating, connecting, providing lifesaving resources & tools, and stigma reduction.

 [REDACTED]  County RCC Success Stories
S.M. began coming to  [REDACTED]  as a peer 14 months ago. She had just gotten out of detox & was completely devastated. Her mother took custody of her daughter & they were/are enemies. Her husband was threatening divorce, his children would have nothing to do with her. She engaged in weekly then bi-weekly now monthly peer coaching sessions. She now has her daughter back in joint custody, she is 14 months sober, and she has a great relationship with her husband & his children.

M.R. started coming in for peer coaching during COVID-19. He had just gotten out of jail on a domestic violence charge. He and his wife were estranged, and their kids were in DCFS. He hated his job and was overwhelmed with all the classes, assessments, & counseling - he wanted to give up! He was able to achieve a new job through  [REDACTED]  resources, now has unsupervised visits with his son, got assessments & counseling set up through one of our partners, and is now enrolled in domestic violence courses.

AS is doing a great job in her recovery and has good insight as far as where she sees herself going. Already involved with Vocational-Rehab, Attending several meetings per week and she is involved with  [REDACTED]  Human Services in therapy and recovery classes. AS is going to have her baby on Sunday. She is planning on attending the Empowering Women's Tea tomorrow as well as the Crystal Meth Anonymous meetings. We have discussed what she is looking to get help with and what  [REDACTED]  offers. AS is excited about the future and likes her peer coach. She went through the SUP Rad program and is benefitting from her recovery.

At the  [REDACTED]  County RCC, once COVID-19 restrictions started to ease up, we began to implement more hybrid models. We were holding virtual peer coaching sessions, and began to meet with peers face to face. We first started to allow some of the support meetings to meet in the parking lot again due to the warmer weather. We then began to let these meetings meet inside while observing responsible social distancing and face masks. We started having support meetings outside in the

parking lot while adhering to social distancing. We use sign in sheets for each meeting. Our PAC and RLI meetings as well as other intra-office meetings are conducted in a hybrid manner.

Appendix A

 [REDACTED]  BCOR Evaluation Report
for the 3-Year Period Ending September 29, 2020 Prepared by:
[REDACTED]  University of  [REDACTED]  College of Social Work

This  [REDACTED]  BCOR Evaluation Report was completed by the  [REDACTED] for the reporting period of 9/30/18 to 9/29/20. The evaluation consisted of two parts: Appendix A includes an assessment of indicators related to program outcomes, and Appendix B includes an assessment of processes  [REDACTED]  is implementing to achieve program outcomes. Evaluation results are intended to provide information for  [REDACTED]  leadership to consider as they continue to implement programs and activities that were established as part of the BCOR project.

Outcome Evaluation

Outcome evaluation topics include: National Outcome Measures and Mental Health Outcomes, Measures of Recovery Capital, Satisfaction with  [REDACTED]  Services, and Access to Medical Services. Process evaluation topics included in Appendix B include Network Analysis and Partnership Mapping, Recovery Coaching Practice Profiles, and the development of a New Hire Tracking Sheet to standardize training across RCC locations.

National Outcome Measures and Mental Health Outcomes
National Outcome Measures (NOMs) are represented in the following rate of change chart and associated SPARS data visualization chart.  [REDACTED]  achieved the highest rates of change in the outcomes of employment/education and stability in housing.

	National Outcome Measure Type
	# of Valid Cases
	Rate of Change

	
	
	

	Abstinence: did not use alcohol or illegal drugs
	131
	5.6%

	Crime and Criminal Justice: has no past 30 day arrests
	130
	2.4%

	Employment/Education: were currently employed or attending school
	132
	14.9%

	Health/Behavioral/Social Consequences: experienced no alcohol or drug related health, behavioral, or social consequences
	130
	1.8%

	Social Connectedness: were socially connected
	131
	-3.1%

	Stability in Housing: had a permanent place to live in the community
	131
	22.8%
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Program participants reported the highest rates of change in the outcomes of Employment/Education and Stability in Housing. Regarding Employment/Education, at follow-up, 64.4% of participants indicated that they were currently employed or attending school, representing a 14.9% rate of change from intake. Of those who indicated they had enrolled in school (n=13) or vocational training (n=14), 100% reported that they believed that the peer services they received from  [REDACTED]  helped them with this achievement. Of those who indicated they had achieved current employment (n=56), 86% reported they believed that the peer services they received from  [REDACTED]  helped them with this achievement.
Regarding Stability in Housing, 74.0% of participants reported they had a permanent place to live in the community, representing a 22.8% rate of change from intake. In the GPRA, Stability in Housing is defined as owning/renting an apartment, room, or house. Of those who indicated they had achieved stability in housing (n=85), 85% reported that they believed that the peer services they received from  [REDACTED]  helped them with this achievement.
Mental Health Outcomes measured through the GPRA are represented in the following rate of change chart and associated SPARS data visualization chart. Notable outcomes include decreases in the percentage of participants reporting that they had experienced depression or anxiety during the previous 30-day period, as well as decreases in the percentage of people reporting having trouble understanding, concentrating, or remembering. The percentage of people reporting depression decreased by 10.3%, anxiety by 6.6%, and trouble understanding, concentrating, or remembering by 12.3%.
Also of note, while the number of participants who had reported having trouble controlling violent behavior or attempting suicide during the 30-day period prior to completing an intake GPRA, these numbers had also decreased at 6-month follow-up. At intake, 6 people had reported attempting suicide during the 30-day period prior to completing the GPRA, and 10 people reported having trouble controlling violent behavior. These numbers decreased to 1 person reporting a suicide attempt 30-days prior to the 6-month follow-up, and 8 people reporting having trouble controlling violent behavior.

	Mental Health Outcome Measure Type
	# of Valid Cases
	Rate of Change

	Depression
	129
	-10.3%

	Anxiety
	129
	-6.6%

	Hallucination
	128
	14.3%

	Trouble understanding, concentrating, or remembering
	128
	-12.3%

	Trouble controlling violent behavior
	128
	-20.0%

	Attempted suicide
	127
	-83.3%

	Been prescribed medication for psychological or emotional problems
	126
	-8.6%
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Measures of Recovery Capital
Evaluation of measures of Recovery Capital included an assessment of the validity and utility of the ten question Brief Assessment of Recovery Capital (BARC-10), as well as an assessment of a series of questions included in the GPRA that are related to elements of recovery capital. The following section begins with a summary report of the validity and utility assessment of the BARC-10, after which an analysis of the recovery capital questions included in the GPRA will be discussed.


The Validity and Utility of the BARC-10

Executive Summary
An assessment of the validity and utility of the BARC-10 was completed using data collected by  [REDACTED]  in 2018, 2019, and 2020. Results indicated that the BARC-10 shows good reliability and construct validity. The utility of the BARC-10 was then assessed through Item Response Theory (IRT), and cluster analysis was conducted in relation to the score of 47, based on previous studies indicating that people scoring 47 or above were more likely to remain engaged in recovery after one year (Vilsaint et al., 2017).

Results of the IRT assessment indicated that the BARC-10 performs better at identifying differences among people scoring lower in recovery capital, and that not as much information is provided for people scoring at high levels. Based on these results, it is proposed that the BARC-10 can be best utilized as an initial screening tool to help coaches to quickly determine if a person has low recovery capital.

A cluster analysis was then conducted to better understand which domains of recovery capital were typically associated with low, moderate, and high BARC-10 scores. Results of the cluster analysis indicated that participants scoring in low and moderate ranges of recovery capital were more likely to score lower on specific questions, which were then conceptually aligned with life domains addressed in recovery management planning.

Alignments were incorporated into a proposed approach for guiding conversations and goal setting within recovery management plans.  [REDACTED]  staff have been invited to pilot this approach and will have the opportunity to provide feedback. Information about the pilot process and a one-page summary of the conceptual alignment between questions on the BARC-10 and life domains in recovery management planning conclude this report.

Introduction

In the recovery community, there has been a movement toward a strength-based approach to assessing resources that are the strongest predictors of long-term recovery (Laudet & White, 2008). This movement has been driven by a recognition that traditional clinical research tools, often using deficit-based forms of assessment focusing on measuring pathology and harm, fail to capture what people need in order to successfully navigate remission and recovery (Hennessy, 2017). Remission from Substance Use Disorder (SUD) is increasingly being thought of as a dynamic reciprocal process that results in, and is supported by, the accrual of personal, social, environmental, and cultural resources that aid the recovery journey (Kelly & Hoeppner, 2015). Collectively, these resources have been termed “Recovery Capital” (Granfield & Cloud, 1999).
Development of Assessment Tools (ARC and BARC-10)
In 2013, Groshkova et al. created the Assessment of Recovery Capital (ARC) scale as a validated measurement tool, to be used in determining an individual’s recovery capital. The ARC scale includes 50 items across 10 domains, with five items assessing each recovery domain. The 10 domains include: substance use and sobriety, global psychological health, global physical health, citizenship and community involvement, social support, meaningful activities, housing and safety, risk-taking, coping and life functioning, and recovery experience (Groshkova et al., 2013). The 10 domains were selected based on qualitative interviews conducted among SUD practitioners and services agencies. Current peer-reviewed literature articles were also utilized to

identify critical aspects of the recovery process (Groshkova et al., 2013). Validation measures were implemented which produced acceptable psychometric properties of the ARC scale.
Specifically, the World Health Organization’s quality of life assessment (WHOQOL-BREF), was used as a tool to establish concurrent validity, because of the assessment’s previously established “good to excellent psychometric properties of reliability” (Groshkova et al., 2013, p. 189).
It was also established that a single factor of recovery capital exists because one domain has the potential to account for “57% of the variance and loadings for each of the sub-scales” (Groshkova et al., 2013, p. 192). The ARC scale was also determined to be extremely successful in accurately identifying individuals who were in earlier versus later stages of recovery (Arndt et al., 2017). Finally, a need was identified for the “verification of self-reported recovery” (Groshkova et al., 2017, p. 192) and continued assessment of the ARC among different cultural contexts.
After the creation of the ARC scale, a clinical need for a shorter version of this tool was recognized. The Brief Assessment of Recovery Capital (BARC-10), a 10-item assessment, was created by utilizing item response theory (IRT) with Rasch model of scale development as a way to reduce the length of the ARC scale, while still maintaining all psychometric properties (Vilsaint et al., 2017). IRT was used to identify one item from each of the 10 sub-scales, to create the BARC-10. While the ARC scale implements an agree/disagree response option, the BARC- 10 utilizes a six-point Likert scale, to increase sensitivity and adjust for the brevity of the scale.
The BARC-10 was also validated among an independent study sample. The development teams of both the ARC and BARC-10 communicate a need for future research that assess how certain outcomes of recovery capital interact with overall symptom severity, in relation to making treatment recommendations (Groshkova et al., 2013; Vilsaint et al., 2017).
Therefore, the objectives of this research are to assess the validity, reliability, and usefulness of the BARC-10. Specifically, we aimed to evaluate the following research questions:
· Does the BARC-10 perform as expected in a sample drawn from local recovery support services?
· Is the BARC-10 a reliable and valid tool for measuring recovery capital?
· How can results of the BARC-10 be utilized in Peer Recovery Coaching?






Methods

Measures and Data Sources
The BARC-10 is a self-report measure of recovery capital with 10 items rated on a 6-point Likert scale (Table 1):
· 1 = strongly disagree

· 2 = disagree
· 3 = slightly disagree
· 4 = slightly agree
· 5 = agree
· 6 = strongly disagree


	Table 1. BARC Items

	1. There are more important things to me in life than using substances

	2. In general, I am happy with my life

	3. I have enough energy to complete the tasks I set myself

	4. I am proud of the community I live in and feel part of it

	5. I get lots of support from friends

	6. I regard my life as challenging and fulfilling without the need for using drugs or alcohol

	7. My living space has helped to drive my recovery journey

	8. I take full responsibility for my action

	9. I am happy dealing with a range of professional people

	10. I am making good progress on my recovery journey




Sample
A total of 366 individuals were sampled from data collected by  [REDACTED]  in 2018, 2019, and 2020. Majority of the population sampled were female (64.5%), white (79%), and non-Hispanic (44.8%) (Table 2). Data analysis was not able to be conducted on ethnicity due to a large number of missing values (Table 2).

	Table 2. Distribution of Person Characteristics

	Measure
	n(%)

	Year
	2018
2019
2020
	41 (11.2%)
220 (60.11%)
105 (28.69%)

	Gender
	Female Male Other
	236 (64.48%)
129 (32.79%)
1 (0.27%)

	Race
	White
Non-White
	289 (78.96%)
77 (21.04%)

	Ethnicity
	Hispanic
Non-Hispanic Other Missing
	33 (9.02%)
164 (44.81%)
5 (1.37%)
164 (44.81%)




Data Analysis and Procedures
The Kaiser, Meyer, Olkin (KMO) measure of sample adequacy was used to assess whether the data was appropriate for factor analysis. To determine construct validity, factor analysis was conducted to describe variability among observed, correlated variables in terms of a potentially lower number of unobserved variables called factors. Factor analysis consisted of an Exploratory Factor Analysis (EFA) followed by a Confirmatory Factor Analysis (CFA).
The data was split into training/test data sets (30/70) and EFA was ran on 30% of the data. EFA was used to understand the underlying structure of the BARC and to determine how many distinct constructs explain the pattern of correlations among items. Cronbach’s alpha was used to evaluate internal consistency by testing whether questionnaire items are inter-correlated and consistent in measurement of the same construct. CFA was conducted on the remaining 70% of the data to determine how well the underlying structure suggested by the EFA fit the data. Item Response Theory and machine learning was then utilized to identify which questions provided the most information about low, medium, and high levels of recovery capital.


Results
Descriptive Statistics
The majority of participants responded “slightly agree”, “agree” or “strongly agree” to BARC-10 items. The figure below shows the distribution of total BARC-10 responses below and above 47.
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Reliability and Validity Assessment
The KMO measure of sample adequacy confirmed that the data is appropriate for factor analysis (KMO = 0.89). Results of the factor analysis indicate a break in eigenvalues following the first factor, thus indicating a single factor model. Factor coefficients are moderatem and Cronbach's alpha for one factor is
0.80 (95% CI: 0.75, 0.85) which shows good internal reliability and consistency. Therefore, the EFA suggests that the scale of questions in the BARC measures recovery capital as a single construct.
The Confirmatory Factor Index (CFI) of 0.924 indicated that a single factor model was a good fit. The Tucker Lewis Index (TKI), the relative chi-square statistics, of 0.903 also indicated that a single factor model was a good fit. Root Mean Square Error of Approximation (RMSEA) of 0.058 (95% CI [0.036, 0.08]) was greater than a p-value of 0.05 but less than 0.08 which failed close-fit but also failed poor-fit. Therefore, the one factor model is a good fit, while tending slightly toward mediocre. These results confirm that the single factor model with all BARC items measuring recovery capital as a single construct, as suggested by the exploratory factor analysis, is reasonable for our data.


Performance Assessment
Item Response Theory determined that the BARC-10 tends to discriminate better at lower levels of recovery capital. The figure below shows the likelihood of respondents selecting a certain score on a scale (1-6) at various levels of the recovery capital (-4 = low, 4 = high). IRT curves with high discrimination would have high information values across all levels of recovery capital. However, we only see high information among the lower levels of recovery capital. Therefore, lower scores on the BARC-10 give greater information about recovery capital than higher scores.

[image: ]

Cluster analysis was then used to determine which questions give the most information about low, medium, and high levels of recovery capital. Those with low recovery capital are more likely to score low on BARC-10 items 1, 2, 5, 7, indicating that these topics could be focused on for improvement when an individual scores below 47. For those that score above 47, BARC-10 items 1, 6, 8, 9, and 10 could be areas of focus.


Utilization Recommendations
Based on the results of this study, we propose that the BARC-10 can be utilized as an initial brief screener or assessment in coaching and recovery management planning. BARC-10 scores can be useful to coaches by providing guidance about which life domains to potentially focus on during coaching sessions and when setting goals in the RDP Recovery Management Plan.
The following pages include an invitation to the pilot process for Peer Recovery Coaches, as well as a one-page summary of the BARC-10 alignment with life domains.
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Measures of Recovery Capital Included in the GPRA
An additional measure of recovery capital that is being evaluated is a series of questions that are included in the GPRA survey. There are nine questions in the GPRA that are very similar in wording and structure to questions that are included in the BARC. GPRA “Recovery Capital” questions are:

C.2. How satisfied are you with the conditions of your living space?
D.5. Have you enough money to meet your needs?
F.1. How would you rate your overall health right now?
F.5. How would you rate your quality of life?
F.6. How satisfied are you with your health?
F.7. Do you have enough energy for everyday life?
F.8. How satisfied are you with your ability to perform your daily activities?
F.9. How satisfied are you with yourself?
G.6. How satisfied are you with your personal relationships?

Answer choices for each question were coded from 1 to 5, with five indicating the highest levels of recovery capital. Factor analysis determined that the 9 recovery capital questions were composed of two factors. The first factor contained questions that assessed quality of life while the second factor assessed satisfaction of quality of life. Each set of questions is defined in the table below. Set 1 and Set 2 were assessed for reliability, each resulting in a Cronbach’s alpha coefficient of 0.77, suggesting that both sets of questions have relatively high internal consistency. A reliability coefficient of 0.70 or higher is considered “acceptable” in most social science research.

	
	GPRA “Recovery Capital” questions

	Set 1: Quality of life
	D.5. Have you enough money to meet your needs?
F.1. How would you rate your overall health right now?
F.5. How would you rate your quality of life?
F.7. Do you have enough energy for everyday life?

	Set 2: Satisfaction with Quality of Life
	C.2. How satisfied are you with the conditions of your living space?
F.6. How satisfied are you with your health?
F.8. How satisfied are you with your ability to perform your daily activities?
F.9. How satisfied are you with yourself?
G.6. How satisfied are you with your personal relationships?



Preliminary analysis of relationships between recovery capital questions in the GPRA and National Outcome Measures indicate a potential relationship between Abstinence and increased levels of recovery capital set 1 scores at post test. We also saw a similar relationship with Employment/School Enrollment at post with increased set 1 post scores. These preliminary results are limited by the size of the sample. Additional investigation with larger sets of GPRA data is warranted.
On a related note, a new section of program specific questions was added to the GPRA 6-month follow- up survey during the project period. Results indicate that the majority of participants who completed a follow-up GPRA feel that  [REDACTED]  has improved their quality of life “To a great extent”

[image: ]

Future analysis relating answers to this question with responses to recovery capital questions included in the GPRA can lead to a more nuanced understanding of the ways in which  [REDACTED]  is helping to improve the quality of life of program participants.


Satisfaction with  [REDACTED]  Services
Satisfaction with  [REDACTED]  programs and services was assessed through a series of questions that participants answer following the completion of the GPRA survey. Ten questions were developed in coordination with  [REDACTED]  staff, and were based on questions asked in other  [REDACTED]  programs.
Questions asked, “How much do you agree or disagree with each of the following statements?”

1) The  [REDACTED]  contact connected me to resources that have supported my recovery (e.g. online networks, community groups, sober events, etc.).
2) The  [REDACTED]  contact has been appropriate and professional (e.g. kept appt. times,

followed through with planned activities, made me feel comfortable, etc.).
3) The  [REDACTED]  contact has been supportive of my recovery.
4) The  [REDACTED]  contact helped me with my life plan (or recovery or crisis plan).
5) I felt safe and comfortable while at  [REDACTED] .
6) There have been enough recovery social activities offered through  [REDACTED] .
7) I liked the types of recovery social activities offered.
8) The recovery social activities have helped my recovery.
9) I felt safe at the recovery social activities I attended.
10) Participating in Recovery Support Services at  [REDACTED]  has helped improve my daily functioning.

Answer choices were coded from 1 to 5 (1 = strongly disagree, 2 = disagree, 3 = neither agree nor disagree, 4 = agree, 5 = strongly agree). Factor analysis determined that the 10 participant satisfaction questions were composed of two factors. The first factor contained questions that assessed recovery while the second factor assessed social activities. Each set of questions is defined in the table below. Set 1 and Set 2 were assessed for reliability, each resulting in a Cronbach’s alpha coefficient of 0.79, suggesting that both sets of questions have relatively high internal consistency. A reliability coefficient of 0.70 or higher is considered “acceptable” in most social science research.


	
	Participant Satisfaction Questions

	Set 1: Recovery
	1) The  [REDACTED]  contact connected me to resources that have supported my recovery (e.g. online networks, community groups, sober events, etc.).
2) The  [REDACTED]  contact has been appropriate and professional (e.g. kept appt. times, followed through with planned activities, made me feel comfortable, etc.).
3) The  [REDACTED]  contact has been supportive of my recovery.
4) The  [REDACTED]  contact helped me with my life plan (or recovery or crisis plan).
5) I felt safe and comfortable while at  [REDACTED] .
10) Participating in Recovery Support Services at  [REDACTED]  has helped improve my daily functioning.



	Set 2: Social Activities
	6) There have been enough recovery social activities offered through  [REDACTED] .
7) I liked the types of recovery social activities offered.
8) The recovery social activities have helped my recovery.
9) I felt safe at the recovery social activities I attended.




Overall results indicate that program participants have a higher satisfaction score on Set 1: Recovery compared to Set 2: Social Activities. At follow-up (n=119), the average score for Set 1 was 4.75. This indicates that, overall, participants are satisfied with the recovery services they are receiving from  [REDACTED] . The average score for Set 2 was slightly lower at 4.41, indicating a potential need for improvement related to social activities. This result makes sense when looked at in the context of COVID-19, and suggests a need to focus on these types of activities as we emerge from the pandemic.


Access to Medical Services
Access to medical services was assessed by asking participants how much they agreed that they could access the medical services that they need. The following chart breaks out results by RCC location.
[REDACTED]



Appendix B Process Evaluation
Process evaluation topics included progress toward the development of a generalized RCC model, progress toward implementation of the generalized model to new RCCs, and assessment of fidelity in peer coaching, training, and the RCC model. A second process evaluation topic is network mapping.

Implementation of the Generalized Model
Implementation of the generalized model is being completed in partnership with Matt  [REDACTED] , PhD, through Population Health Sciences in the Medical School at the University of  [REDACTED] . As part of this process, a continuous quality improvement cycle is being followed, recovery coaching practice profiles have been created, and a standardized employee training program has been developed, including a “New Hire Training Checklist” and a “New Hire Training Tracker”. Examples of each are presented in the following figures:


 [REDACTED]  Continuous Quality Improvement Cycle
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Recovery Coaching Practice Profile Example

[REDACTED]

Rev.101921

New Hire Training Checklist and Tracker


[REDACTED]












Network Mapping

Rev.101921

As part of the Network Mapping process, each RCC location has created a partnership map that is organized into the following categories: Local Government Agencies, Criminal Justice Partners, Recovery Partners/Peers, Healthcare Partners, Community Partners, and SUD and MH Treatment Partners. Maps were used to provide a framework for completing a strength of partnership assessment.

To complete a “strength of partnership” assessment, each RCC completed a series of questions about each partner listed on their partner map. The purpose of the assessment is to identify opportunities to develop and strengthen collaborative efforts and partnerships. The partnership assessment was piloted at the  [REDACTED]  County RCC, resulting in recommendations to shorten the length of the assessment and modify the format and presentation of questions. A revised version of the partnership assessment was then completed by each RCC location to reflect current partnerships as of the end of Year 2.

Results indicated that partnerships in the maintenance stage serve as funding sources, are involved with collaborations and coalitions, are supportive of the program, provide community connections, and are both a source of referrals and places we can refer people to. Partnerships in the building and formation stage serve as sources of referrals and are looked upon as being able to potentially assist with efforts to reduce stigma.

A strategic planning session was conducted in January 2021 to create action plans to implement next steps across RCC locations. Next steps across partnerships included creating MOUs, increasing communication, providing presentations, and addressing stigma.

The following pages include partnership maps that were completed by each RCC location as of the end of the project period.


[REDACTED]

Rev.101921
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