THE NATIONAL EVALUATION OF THE SUBSTANCE ABUSE AND
MENTAL HEALTH SERVICES ADMINISTRATION’S (SAMHSA'’S)
HOMELESS PROGRAMS

SUPPORTING STATEMENT

B. COLLECTION OF INFORMATION EMPLOYING STATISTICAL METHODS

1. Respondent Universe and Sampling Methods

The following sections provide a detailed description of the respondents and sampling methods
for each data collection tool, while Table 13 provides an overview of the grantees involved in
each data collection activity.



Table 13. Grantees Included in Data Collection

National Evaluation of SAMHSA’s Homeless Programs
Grantees Included in Data Collection

Homeless GBHI CABHI SSH PATH  TOTAL
Program
Yeﬁ‘r’f‘go (| 200905 2011 (23) 2009 (43) 523 ; ‘e’fvt:(js 183
) 2010 (23) 2012 (8) 2010 (5) siailly)
PD GBHI 2010 All grantees ~ All grantees  All grantees 158
Interview (23) (31) (48) (56)
4 to 5 grantees Approximately Approximately 5 grantees per 25 site
per year. 6 grantees per 9 grantees per year. Vvisits per
year. year. year for 3
Approximately 15 grantees years.
14 grantees  Approximately Approximately will be
will be 18 grantees 28 grantees selected 75 site
Site Visits selected will be will be through a visits
through a selected selected stratified total.
stratified through a through a random
random stratified stratified sample over 3
sample over 3 random random years.
years. sample over 3 sample over 3
< years. years.
o] EBP Seli- All grantees All grantees All grantees
Assessment (48) 31) (48) NA 127
Part 1
All grantees  All grantees ~ All grantees
= implementing implementing implementing
at least one of at least one of at least one of
s4| EBP Self- the 5 EBPs the 5 EBPs the 5 EBPs
»| Assessment | selected for an selected for an selected for an NA 87
- Part 2 in-depth in-depth in-depth
assessment. assessment. assessment.
Approximately Approximately Approximately
22 grantees. 25 grantees. 40 grantees.
All grantees All grantees All grantees
implementing implementing implementing
PSH Self- | a PSH model. aPSH model. a PSH model. NA 100
Assessment | Approximately Approximately Approximately
21 grantees. all grantees all grantees
(31) (48)




*Year listed is the year the cohort was first funded, most cohorts are funded for 3 to 5 years.

PD Interview

The PD Interview target universe is all grantees in the GBHI 2010, SSH 2009-2010, and CABHI
2011-2012 cohorts (n=102) and the 56 PATH grantees. GBHI 2009 grantees are not included as
these grantees were included in a prior data collection. The sampling method is a census of all
grantee projects in the cohorts listed and all 158 grantee projects are expected to complete the
interview. Respondents will include grantee project directors.

Site Visit Guides

The Site Visit Guides target universe is grantees in the GBHI 2010, SSH 2009-2010, CABHI
2011-2012 and PATH 2010-2012 cohorts. GBHI 2009 grantees are not included as these
grantees were included in a prior cross-site evaluation. Pending OMB approval, 20 site visits per
year, over a three year period, will be held with a stratified randomized sample of GBHI 2010,
SSH 2009-2010, CABHI 2011-2012 grantee projects. The following sampling method was
reviewed with and endorsed by the Evaluation’s Technical Panel. Using SAMHSA’s knowledge
of the programs and the contractor’s analysis of GPRA (OMB No. 0930-0208) and NOMS
(OMB No. 0930-0285) data related to recruitment and retention, grantees that have not been able
to implement their programs will be eliminated from sample selections. While studying these
sites might provide some information on the challenges of implementation, on balance we
believe that evaluation resources should be focused on sites with some degree of implementation
and prospects for achieving intended outcomes. Setting these sites aside will help eliminate what
are sometimes called “Type 3” errors, in which it is decided that a program or intervention is not
effective when in fact it was not adequately implemented. The remaining sites will be stratified
on the following dimensions: Homeless Program (GBHI, SSH, CABHI); implementing
PSH/Housing First versus not; primary EBP(s); special population(s) served; type of grantee
organization; urban setting versus not; and geographical region (4 regions). This stratification
scheme would result in a matrix of potential selection criteria. We will randomly order the sites
within each cell and tentatively select the first site on the list; if there is some reason to not
include that site (e.g., SAMHSA has information indicating the site would not be fruitful for
close study), we will tentatively select the next site on the list and explore whether there is reason
to not select it. If any of the cells have no eligible sites, we will confer with SAMHSA on which
cell(s) should be used as a replacement; any replacement cells would contain more than one site.
If replacement cells are used, we will select the additional sites using the same randomly-ordered
list as for the primary site selection. We have selected this approach because it (1) minimizes
“Type 3” error, (2) ensures a variety of sites will be visited, and (3) leaves to random chance the
selection of specific sites, which strengthens the generalizability of findings to other sites that are
not visited.

Pending OMB approval, 5 site visits per year over a three year period will be held with a
stratified randomized sample of PATH grantees. The selection of 15 of 56 PATH grantee project
sites will be through a similar stratified randomized sampling method as described for the other
Homeless Programs grantee projects above. However, the number and type of factors
determining stratification somewhat differ from the selection of the GBHI, CABHI and SSH
grantee project sites to accommodate differences in funding levels and services and the smaller
number of sites to be visited. The stratification will result in a matrix of potential selection



criteria using geographical region, urban setting versus not, funding level, and special
populations served. The 15 sites will be chosen randomly from the completed sampling matrix to
provide good representation of the breadth of PATH grantees. If there is some reason to not
include a site selected (e.g., SAMHSA has information indicating the site would not be fruitful
for close study), we will tentatively select the next site on the list and explore whether there is
reason to not select it.

All 75 grantee projects selected are expected to complete the site visit per prior participation
rates in similar SAMHSA cross-program evaluations.

EBP Self-Assessment

The EBP Self-Assessment — Part 1 target universe is all grantees in the following cohorts: GBHI
2009-2010, SSH 2009-2010, and CABHI 2011-2012. The sampling method is a census of all
grantee projects in the cohorts listed and all 127 grantee projects are expected to complete the
assessment. Respondents will include grantee project directors or a key staff member
knowledgeable about the EBPs being implemented by the project, as designated by the grantee
project director. There will be one respondent per grantee project.

The EBP Self-Assessment — Part 2 target universe is the grantees from the GBHI 2009-2010,
SSH 2009-2010, and CABHI 2011-2012 cohorts who are implementing at least one of the 5
EBPs selected for an in-depth assessment, per information collected during the PD Interview.
Part 2 includes the following EBPs: ACT, IDDT, IMR, Supported Employment, and CTI. From
this subsample, the sampling method is a census of all grantee projects meeting the above
criteria. A preliminary review of all Homeless Programs grant applications indicate that
approximately 87 grantee projects are implementing one or more of the core EBPS and therefore
are eligible to complete the second part of the EBP Self-Assessment. There will be one
respondent per grantee project.

PSH Self-Assessment

The PSH Self-Assessment target universe is the grantees from the GBHI 2009-2010, SSH 2009-
2010, and CABHI 2011-2012 cohorts who are implementing a PSH model, per information
collected during the PD Interview. From this subsample, the sampling method is a census of all
grantee projects meeting the above criteria. A preliminary review of all Homeless Programs
grant applications revealed that approximately 100 grantees projects are implementing PSH and
therefore are eligible to complete the PSH Self-Assessment. Respondents will include grantee
project directors or a key staff member knowledgeable about the PSH model being implemented
by the project, as designated by the grantee project director. There will be one respondent per
grantee project.

2. Information Collection Procedures

PD Interview

As noted above, respondents to the PD Interview telephone interview are grantee project
directors. Publicly available contact information (e.g., phone number, email address) for the
grantee project directors will be provided by SAMHSA to the Evaluation contractor. The



contractor’s evaluation team will contact grantee project directors via email (with telephone
follow-up) to setup a mutually convenient time during regularly scheduled business hours. Prior
to conducting the PD Interview, the evaluation team will review grant applications that detail the
proposed characteristics of the project (submitted to SAMHSA by each grantee and given to the
evaluation team by SAMHSA) and extract information relevant to the evaluation (e.g., project
structure, proposed services to be provided, proposed EBPs and housing models to be
implemented, targeted populations). This information will be recorded onto a computerized
template that will pre-populate about 51% of the PD Interview questions for grantee and project
characteristics, services, partners and key stakeholders, target population to be served, planned
sustainability activities and local evaluation plans. This will allow the grantees to confirm or
update information during the PD Interview about what is actually being implemented, which not
only helps reduce grantee burden, but also directly helps identify changes and adjustments
grantees make to their programs once they are implemented.

Once the interview is scheduled, the contractor will provide the grantee project director with an
electronic version of the consent form, the partially pre-populated PD Interview and a toll-free,
passcode protected telephone conference number. Prior to beginning the PD Interview, the
respondent will be read a script for consent that informs the respondent of their rights, including
the right to not answer any question, and asks for their verbal consent to participate in the
interview. If consent is provided, a senior evaluator from the contractor’s evaluation team will
lead the respondent through the interview. The estimated time for the interview is 3.5 hours,
which includes time for the project director to review and gather material prior to the telephone
interview. If needed, respondents will be offered to take at least one short break during the
interview. Responses will be entered by a junior team member directly into the computerized
version of the PD Interview during the interview, which will be reviewed by the senior and
junior evaluation team members and corrected for any input errors. The electronic version of the
PD Interview will be maintained on a password protected, Point Sec-encrypted secure server
accessible only to the contractor’s evaluation team. The grantee agency and project director will
be assigned ID numbers so that the respondent name and grantee agency will not appear on the
PD Interview computerized form along with responses. Following the interview, the interviewer
will send an email thanking the grantee project director for his or her participation.

Site Visit Guides

As noted above, site visit participants include the Project Director and Management staff; Case
Managers, Treatment, and Housing staff/providers; Stakeholders; Evaluators; Clients and
Financial staff. Once site visit selection is finalized using the sampling method outlined above,
an email will be sent to the project director and local evaluator to arrange a pre-site visit call.
Once the pre-site visit call is scheduled, the contractor will provide the grantee with a toll-free,
passcode protected telephone conference number; at the grantee’s project director’s discretion,
he or she can include project staff on the pre-site call. To provide sufficient information prior to
the call, the evaluation will also send the project director the Site Visit Guides topics and
potential respondents for each interview. During the call, a date for the site visit will be set and
an agenda will be developed. If needed, site visit logistics will be finalized through additional
calls and via email. Prior to the site visit, the evaluation team will send three additional
documents: 1) the finalized agenda and logistics information (e.g., site visitors’ hotel and contact
information, contact information for the primary grantee site contact), 2) the full Site Visit



Guides, and 3) a draft Client Flow Chart developed by the evaluation team from the review of
the grant application to be reviewed and discussed during the Opening Session of the site visit.
The Site Visit Guides will be customized to each grantee as some questions may not be relevant
to all grantees, depending on housing and service models, and select sections will be pre-
populated based on the information obtained from review of the grant application; during the site
visits, these pre-populated items will be reviewed by grantees and updated as needed by the site
visitor interviewer.

Site visits to the selected GBHI 2010, SSH 2009-2010, and CABHI 2011-2012 projects will be
three days in duration and include three evaluation site visitors. Site visits to the selected PATH
project sites will be two days in duration and include one evaluation site visitor. The evaluation
site visit team will travel to the grantee’s project site for the mutually scheduled site visit date.
Site visits will be conducted in-person, typically at the grantee’s location or where the project
implements its services to participants. The site visit team will speak with different staff
members, partner representatives and stakeholders throughout the day with concurrent meetings
held to best utilize both grantee staff, partners and clients and the evaluation team. Each
participant will be provided a written consent form prior to beginning their participation and
procedures, including audio recording, will be verbally explained in addition to the participants’
own review of the consent. Each individual and group discussion will be digitally recorded (if
the interviewee consents) and written notes will be taken on a laptop computer. The recordings
will be transcribed and the recording will be deleted once the transcript is finalized. Transcripts
will be entered into an Atlas.ti database and used for qualitative analysis.Written notes will be
used to clean transcripts, including to clarify questions resulting from the transcribed audio
recordings. Written notes will also be used to write a brief summary of the site visit and will be
submitted to SAMHSA.

EBP Self-Assessment and PSH Self-Assessment

During the PD Interview, grantees will be informed about the EBP and PSH Self-Assessment and
that they will be contacted by the evaluation team to complete the EBP Self-Assessment and may
be contacted to complete the PSH Self-Assessment, if they meet the selection criteria.

All grantees will be sent an email by the evaluation team with a link to complete the EBP Self-
Assessment — Part 1 on practice implementation. Information from the PD Interview will be used
to identify grantees that are implementing one or more of the five sets of EBP assessment
questions (ACT, IDDT, IMR, SE, CTI) and are eligible to complete the EBP Self-Assessment —
Part 2 and to identify grantees that are implementing PSH and are eligibile to complete the PSH
Self-Assessment. Emails to complete these surveys will include the unique grantee participant ID
and site ID and secure log-in information to the web-based surveys, which will be hosted on the
contractor’s secure servers through the evaluation website. The respondent and grantee agencys’
names will not appear with any of the responses and will be kept separately on a secure password
protected, Point Sec-encrypted computer only available to the evaluation Project Director and
Project Manager. Following a welcome page, the consent form will appear and the respondent
will not be able proceed until the consent form is completed. If the respondent declines, a log off
message will appear; if the participant provides consent, the survey will begin. There are separate
consent forms for the EBP Self-Assessment and the PSH Self-Assessment. The assessments can
be completed in one sitting or progress can be saved and continued at a later time until the



grantee completes all questions and selects to submit the self-assessment. All data submitted by
grantees will be saved securely on the contractor’s secure, password protected and encrypted
servers. The resulting datasets will only be available to evaluation team members actively
involved in analyzing the EBP Self-Assessment and PSH Self-Assessment data.

3. Methods to Maximize Response Rates

While grantees in select programs (GBHI and CABHI) are required to participate in the
Homeless Evaluation data collection activities, the PD Interview, Site Visit Guides and EBP and
PSH Self-Assessments are designed to help ensure that each grantee project responds. Efforts to
reach a 100% response rate begins at recruitment and focuses on reducing grantee burden and
communicating information about the data collection efforts before its implementation. The
contractor has already begun the engagement process by hosting webinars to introduce the
evaluation to the grantees and presenting at the grantee’s annual conference, held by SAMHSA.
The contractor’s evaluation team will aim to identify the most convenient time for grantee
project directors to complete the PD Interview, Site Visit Guides and EBP and PSH Self-
Assessments. Prior to site visits, participants will also be provided the interview topics so they
will be knowledable about the type of information to be collected. The contractor will use the
following strategies to further achieve sufficient response rates:
¢ Send grantees an initial email invitation that explains the study and its importance, why
they are being asked to participate, and how they can contact the contractor for additional
information.
¢ Send reminder emails to non-respondents and, if approved by SAMHSA, ask grantee
project directors to also encourage non-respondents to participate.
¢ If needed, for the EBP and PSH Self-Assessments, allow respondents some other way to
participate other than over the web (e.g. mailed hard copy or conducted over the
telephone).

4, Test of Procedures

The PD Interview and Site Visit Guides were first developed and implemented in the GBHI 2009
cross-site evaluation effort. For the Homeless Programs Evaluation, the PD Interview and Site
Visit Guides were revised based on prior experience (e.g., removing redundant questions,
clarifying question wording and instructions, shifting questions to probes or probes to questions)
and to incorporate the Evaluation’s wider scope and the additional grantee programs. With these
changes, the PD Interview and Site Visit Guides still have the same topics, similar format, and
number of questions. As such, the experience from the GBHI FY2009 evaluation is relevant to
the current versions. The procedure for the PD Interview was previously piloted during the
GBHI cross-site evaluation to good effect and with 100% participation; grantees appreciated the
ability to pre-review both the consent form and the interview questions so they were prepared for
the focus of the evaluation and to review and discuss the questions during the telephone
interview. The Site Visit Guides and procedures were piloted during the GBHI cross-site
evaluation with 100% grantee participation and grantees found the Site Visit process to be
straightforward, well-designed and flexible to the uniqueness of the individual grantee projects.
Based on feedback from this piloting, the Project Director/Opening Session and the
Treatment/Case Management/Housing Staff Discussion Guides were consolidated to more



effectively use staff time. The cost questionnaire was also streamedlined by using broader
service categories to better align with the categories used across all grantees.

The EBP Self-Assessment and PSH Self-Assessment are developed from standardized SAMHSA
EBP Fidelity Tool Kits (ACT: DHHS Publication No. SMA-08-4344; IDDT: DHHS
Publication No. SMA-08-4366; IMR: DHHS Publication No. SMA-09-4462; SE:
DHHS Publication No. SMA-08-4364; and PSH: DHHS Publication No. SMA-10-
4509), which have been tested with SAMHSA grantees (McHugo et al., 2007), and other
validated assessment tools (the GOI [Bond et al., 2009]; the SHAY [Finnerty et al., 2009]; the
ISA [Fixsen & Blase, 2010]; Pathways Housing First Fidelity Scale-ACT version [Tsemberis,
2010]; the FSP Practices Scale [Gilmer et al. 2010]) that are used regularly by organizations
similar to the Homeless Program grantees (Gilmer & Katz, 2012; Macnaughton, Goering, &
Nelson, 2012; Stergiopoulos et al., 2012). A majority of the EBP Self-Assessment Part 1 and
Part 2 fidelity component questions and the SAMHSA PSH fidelity checklist that comprises the
majority of the PSH Self-Assessment were given during the GBHI cross-site evaluation site visits
to good response and yielded reliable useful information about practice implementation (Broner
et al., 2011a; Broner et al., 2011b; Stainbrook et al., 2011). As such, these tools have been well
tested with the targeted respondents.

Additionally, mock pencil and paper PD Interviews were performed with contractor staff who
were a part of the previous GBHI evaluation and included past local evaluators of Homeless
Programs projects; “interviewees” answered the questions from the point of view of GBHI
grantee sites they had site visited through the previous evaluation and thus, knew the project
well. The interview, including time to pre-review the questions and informed consent, is
estimated to take 3.5 hours. The practice tests were timed using a variety of answer patterns as
the time required to complete the interview will vary depending on the grantees’ service models,
housing models, etc. Mock pencil and paper EBP Self-Assessments and PSH Self-Assessments
were also completed by contractor staff who have experience implementing or evaluating
projects that have implemented EBPs and PSH models in populations similar to those found in
the Homeless Programs (e.g., homeless, history of/current substance abuse disorders, mental
health disorders, etc.). The EBP Self-Assessment — Part 1, including time for informed consent,
is estimated to take 35 minutes. The EBP Self-Assessment — Part 2 is estimated to take 30
minutes. The PSH Self-Assessment, including time for informed consent, is estimated to take 40
minutes.

5. Statistical Consultants

As noted in Section A.8, SAMHSA has consulted extensively with an expert panel who will
continue to provide expert advice throughout the course of the evaluation. In addition, the
contractor team is comprised of several experts who will be directly involved in the data
collection and statistical analysis. Also, contractor in-house experts will be consulted throughout
the program on various statistical aspects of the design, methodological issues, economic
analysis, database management, and data analysis. Exhibit 4 provides details of these team
members and advisors.



Exhibit 4. Data Collection and Analysis Team Members and Advisors

Expert Affiliation Contact Information
Mike Anastario, Ph.D. Public Health Research Analyst Phone: 212-367-8084
Statistician Crime, Violence and Justice Research Email: manastario@rti.org

Program

RTI International

121 W. 27" Street, Suite 1001

New York, NY 10001
Nahama Broner, Ph.D. Senior Research Psychologist Phone: 212-367-1990
Cross-Program Evaluation Crime, Violence and Justice Research E-mail: nbroner@rti.org
Project Director Program

RTTI International

121 West 27" Street, Suite 1001

New York, NY 10001
Alexander Cowell, Ph.D. Economist Phone: 919-541-8754
Cross-Program Evaluation Behavioral Health Economics Program E-mail: cowell@rti.org
Cost Analysis Team Leader RTI International

3040 Cornwallis Road

Research Triangle Park, NC 27709
Antonio Morgan-Lopez, Senior Research Quantitative Phone: 919-316-3436
Ph.D. Psychologist E-mail: amorganlopez@rti.org
Senior Statistician Risk Behavior and Family Research

RTI International

3040 Cornwallis Road

Research Triangle Park, NC 27709
Pamela Lattimore, Ph.D. Principal Scientist Phone: 919-485-7759
Cross-Program Evaluation Crime, Violence and Justice Research E-mail: lattimore@rti.org
Data Analysis Team Leader Program

RTI International

3040 Cornwallis Road

Research Triangle Park, NC 27709
Aileen Rothbard, Sc.D. Research Professor Phone: 215-573-7770
Statistician School of Social Policy and Practice & E-mail: rothbard@mail.med.upenn.edu

Department of Psychiatry

3535 Market Street, Room 3014

Philadelphia, PA 19104-2648
James Trudeau, Ph.D. Director Phone: 919-485-7751
Cross-Program Evaluation Crime, Violence and Justice Research E-mail: trudeau@rti.org
Data Collection Team Leader | Program

RTI International

3040 Cornwallis Road

Research Triangle Park, NC 27709
Gary A. Zarkin, Ph.D. Director Phone: 919-541-5858
Senior Advisor Behavioral Health Research Division E-mail: gaz@rti.org

RTTI International
3040 Cornwallis Road
Research Triangle Park, NC 27709
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