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Executive Summary
In fiscal year 2016 (FY16), a total of 20 Millennium Fund (MF) grantees in Idaho provided services to
status offenders and youth who committed other types of low-risk offenses. Low-risk youth, such as
status offenders, are often in need of brief interventions for noncriminal behavior. The programs
administered by the MF grantees focus on reducing the use of tobacco, alcohol, and other substances,
and also concentrate on accountability and skill-building.
In the Year 1 evaluation (fiscal year 2015), we were able to establish a data collection and analysis
strategy that served to create a baseline for future years’ funding, implementation, and evaluation of
the programs and services offered by the MF grantees. In this Year 2 evaluation, we to focus on
consistency and accuracy in data collection, and also began to better track and report on the programs’
successes.

Participant Data
In this Year 2 evaluation, the data submitted by the MF grantees was far more thorough and complete
than the previous year. We included 840 participants in our dataset, and the demographic profile of the
youth served was nearly identical to the data submitted in Year 1. This year:
• The average age was 15.
• Most participants were male (64%).
• Most participants were identified as Caucasian/White (73%).
• Most participants were first-time offenders (81%).
Offense Type
Status offenses and substance use offenses were by far the most common types of offense. Overall, the
three most common offenses were:
• Alcohol (230 offenses)
• Possession or paraphernalia (138 offenses)
• Runaway/beyond control/incorrigible (125 offenses)
Start of Services
The average (mean) number of days between the date a youth was referred for an offense and the date
the youth entered an MF program was 19.4 days, a decrease of approximately five days from the Year 1
average, which was 24.0 days. In both the Year 1 and Year 2 evaluations, we found that 36% of youth
began their intervention within one week of being referred for an offense.
Program Length
Especially considering that diversion-like programs should be brief, program length in Year 2 was much
improved compared to Year 1. Youth spent fewer days participating in MF programs in FY16 than FY15
and fewer youth spent an inordinately lengthy amount of time participating in a program in FY16 than in
FY15.
Specifically, for youth that successfully completed an MF program in FY16, we calculated the average
(mean) number of days between the program start date and the program completion date to be 50
days. An average program length of 50 days is a significant improvement over the average program
length in Year 1 (107 days):
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•
•
•

Youth who participated in an MF program in FY16 spent, on average, 57 fewer days
participating in a program than youth in FY15.
Fewer youth spent 90 or more days participating in an MF program in FY16 than in FY15
(19% in FY16 versus 40% in FY15).
In FY16, 52% of youth completed their program in 30 or fewer days, compared to only 16%
in FY15.

Program Completion
When we only include youth for whom the grantees have provided a program completion date, 90.4%
successfully completed their program. Of the 9.6% of youth who failed their programs, 71% did so
because they did not meet program requirements (e.g., committed a new offense), and nearly 18% were
transferred to a higher level of treatment. These figures, particularly the latter figure, is important
because it demonstrates that the MF grantees are working within their target population and stated
purpose of intervening with low-risk youth.
Tobacco Use
Notably, the change to Idaho Code that effectively made tobacco citations infractions (punishable by a
nominal fee) has had an effect on the number of youth participating in an MF program because of a
tobacco offense. Essentially, youth are electing to pay the fine rather than participate in a diversion
program such as those offered by the MF grantees.
This year, only 69 youth (8%) had a tobacco offense; however, 353 youth (42%) reported ever having
used tobacco. The average age youth reported having first used tobacco was 13.7 years old. As was also
the case in FY15, the most common types of tobacco used were cigarettes (49%) and electronic or ecigarettes (34%).
GAIN-SS Results
Many more participants were screened in FY16 using a GAIN-SS than in FY15—in fact, there was an
increase in screening of 77%. Similar to last year, the results indicate that the vast majority of youth
(78%) screened could benefit from a lengthier assessment because of symptoms experienced in the past
month. However, to best interpret that figure, one should understand that, as was also the case last
year, (1) the most common response for all but five symptoms was that the youth had never
experienced the symptom and (2) the most commonly reported past-month symptoms were symptoms
that many youth, even those who are not “misbehaving,” tend to experience:
• Had a hard time paying attention at school, work, or home (41%)
• Sleep trouble, such as bad dreams, sleeping restlessly, or falling asleep during the day (40%)
• Had a hard time listening to instructions at school, work, or home (34%)
• Feeling very anxious, nervous, tense, scared, panicked, or like something bad was going to
happen (33%)
• Feeling very trapped, lonely, sad, blue, depressed, or hopeless about the future (29%)
• Lied or conned to get things you wanted or to avoid having to do something (29%)
• Becoming very distressed and upset when something reminded you of the past (28%)
Regardless of the type of symptoms participants indicated that they experienced, best practice tells us
that the results of screens should be used to help determine the type of services youth receive. This
year, three of the largest MF grantees (i.e., those programs with many participants) reported that they
are using screening results to inform individual case plans and to make service recommendations.
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Additional Analyses
We conducted additional analyses to ascertain whether significant differences existed between (1) firsttime and repeat offenders and (2) youth that successfully completed their program in less than 90 days
versus those that took 90 or more days to do so. We tested for differences on how these youth
responded to symptoms on the GAIN-SS, as well as how they responded to a question about tobacco
use.
Regarding first-time versus repeat offenders, we found that the two groups differed in their responses
overall on 13 of the 23 GAIN-SS symptoms, and also differed on whether they had experienced a given
symptom in the past month on three symptoms and whether they had never experienced a given
symptom on 15 symptoms. For the 15 never-experienced symptoms, first-time offenders were more
likely to report never having experienced the symptom than repeat offenders. Thus, repeat offenders
seem to experience more symptoms across their young lifetime than first-time offenders.
With respect to youth that finished their program in less than 90 days versus those youth that took 90 or
more days to finish, we did find several differences, albeit far fewer than the number of differences we
found between first-time and repeat offenders. We found differences overall between the youth that
finished their program in less than 90 days versus youth that took 90 days or more to finish on two
symptoms, in the past month on five symptoms, and never on one symptom. What we can infer from
these results is that perhaps no programs should, by design, take longer than 90 days to complete
because very few systematic differences exist between the two groups, at least in terms of symptoms
reported on the GAIN-SS.

Program Outputs and Outcomes
Just as the information already presented in this Executive Summary is important to understanding the
activities of the MF grantees over the last year, the following description of additional program outputs
and outcomes provide further indications of the impacts the MF grantees have reported and how they
are quantifying those impacts.
Reported Outputs
We highlight the program outputs reported by the grantees in the Results section of the report and
summarize the entire fiscal year here by including the most common outputs:
• 4,221 hours of community service completed
• 521 people trained in restorative justice
• 269 restorative justice events conducted
• 130 service learning projects completed
Reported Outcomes
This evaluation report emphasizes the importance of the act of diverting youth away from and out of
the formal juvenile justice system as an outcome in and of itself. Diversion is a best practice as is limiting
contact with the justice system. Not only is diversion cost-effective, but diversion is also the preferred
method outlined in the literature by which to achieve positive youth outcomes. Using the total number
of charges and counts listed in ISTARS, we estimate that programs provided by MF grantees in FY15
reduced the court caseload by 13%.

4

By their very nature, the programs offered by the MF grantees provide and offer status offending youth
a better opportunity for positive youth outcomes than introducing those same youth to a system
designed to serve higher risk youth who are exhibiting criminal-like behavior. In the section on
additional outcomes reported by the grantees, we provide examples from those grantees that have
demonstrated increases in knowledge, measured decreases in risky behavior, or assessed program
satisfaction by administering pre- and post-tests to program participants. The same section also touches
on several grantee-reported recidivism rates.
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Introduction
In fiscal year 2016 (FY16), the Millennium Fund (MF) grant monies awarded to the Idaho Department of
Juvenile Corrections (IDJC) supported 20 programs across the State of Idaho that serve youth brought to
the attention of the juvenile justice system. Primarily, these youth were introduced to the system by
way of a status offense—an offense that would otherwise be legal if not for the person’s age (National
Center for Juvenile Justice, 2014). 1 Among other types of offenses, citations for tobacco and alcohol are
accurately categorized as status offenses.
Although the delinquent behavior of youth who receive citations for status offenses does not necessarily
warrant involvement in the juvenile justice system, current research supports the notion that statusoffending youth require attention and may need intervention (Salsich & Trone, 2013). In Idaho, youth
who commit status offenses present unique needs for preventative and early intervention services
(including, for example, substance use education), but often do not qualify for state-funded intervention
services (e.g., substance use treatment). Therefore, the purpose of IDJC’s focus on status offenders is to
enhance the continuum of care that serves youthful offenders throughout Idaho through the provision
of brief intervention services.

Fiscal Year 2016 Grantees
As was the case in the Year 1 evaluation, the programs included in this Year 2 evaluation primarily focus
on cessation and prevention of tobacco, alcohol, and substance use among status offenders and
diverting those offenders out of and away from the formal justice system. The programs delivered by
the FY16 grantees serve youth facing first-time tobacco and alcohol citations, other types of status
offenses, and some other low-level offenses such as theft or trespassing. Thirteen of these programs
received continuation funding after first receiving an MF grant from IDJC in fiscal year 2015 (FY15), and
seven of these programs received an MF grant for the first time. A list of the grantees is in Appendix A.
The types of interventions implemented by the grantees include youth courts, education classes,
counseling, restorative justice conferences and others. Despite their varied approaches, all of the
grantees share the common goal of providing early intervention services to youth who have been
brought to the attention of the justice system for a status offense or other type of low-level offense.
Of the 13 returning grantees:
• Four have implemented restorative justice practices. 2
• Three have implemented school-based interventions. 3
• Three have implemented youth courts. 4
• Two provide an array of status offender services. 5
1

Examples of status offenses are consumption of alcohol, tobacco use, truancy, running away, incorrigibility, and
curfew violations.

2

Boise County Restorative Justice (Idaho City), Bannock County Restorative Justice, Canyon County Restorative
Justice, and School District #25 Restorative Justice.

3

Boise County Restorative Justice, Post Falls Teen Court and Service Learning, and School District #25 Restorative
Justice

4

Bannock County Youth Court, Bingham County Youth Court, and Post Falls Teen Court and Service Learning

5

Bannock County Status Offender Program (and Truancy Court) and Twin Falls Status Offender Services

6

•
•
•
•

One provides counseling services.6
One has implemented a program based on Botvin Life Skills. 7
One has implemented a program based on Towards No Drug Abuse (TND).8
One has implemented NOT on Tobacco (NOT). 9

Of the seven new programs:
• Three implemented restorative justice practices. 10
• One implemented a youth court.11
• One implemented drug and alcohol education classes. 12
• One sought to implement status offender services. 13
• One implemented a 3rd Millennium Classroom. 14
In addition to these 20 grantees, IDJC also offered alcohol, tobacco, and marijuana education classes
through an online forum called 3rd Millennium Classrooms.

Focus of the Current Evaluation
Last year’s (FY15) evaluation focused on developing a data collection strategy that could create a
baseline for the coming years’ documentation of who the MF grantees serve (i.e., a description of
program participants) and how well the programs serve youth in need of early intervention services. Our
Year 2 (FY16) evaluation marks a shift toward increased reporting of outcomes.
In addition to discussing outcomes in a more deliberate and systematic manner, this year’s report
focuses on a statewide summary of participant-level data and the findings and conclusions that are
generalizable to all of the grantees. Also new to this year’s evaluation are analyses that investigate
whether significant differences exist between (1) first-time and repeat offenders and (2) youth involved
in a MF program for a period exceeding 90 or more days versus youth involved for a shorter time period.

6

Ada County Diversion Counseling

7

Ada County Tobacco Alcohol Program

8

5 District Tobacco Alcohol Platform

th

9

Madison County NOT

10

Boise County Restorative Justice (Garden Valley), Boise County Restorative Justice (Horseshoe Bend), and
Madison County

11

Bonner County Youth Court

12

Ada County Drug and Alcohol Education

13

Jerome County Northside

14

Madison County
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Methodology
Data Collection and Analysis
Our data sources in this evaluation include: (1) Idaho Supreme Court’s (ISC) data system (ISTARS); (2)
quarterly program data reports; (3) a program participant screen; and (4) communication with the MF
grantees, including observations made during site visits.
ISTARS Data
Data pertaining to the delinquent behavior of youth in Idaho who commit status offenses or other type
of low-level offenses may be found in many systems or not be tracked in a formal system at all. Some
status offenders will not enter the justice system in an official capacity; others will have their cases
processed formally in either the juvenile justice system or adult criminal court. 15 Particularly because
juvenile justice professionals throughout the state often make specific efforts to keep status offenders
(and sometimes, first-time, low-level offenders) out of the formal justice system, tracking youth who
may be introduced to the system, but not formally enter it, presents a major challenge. However, if a
case is filed in court, a case management system known as ISTARS tracks the case (and charges and
counts within it). 16 Not every juvenile arrest or referral to the justice system, including arrests or
referrals for status offenses, result in a court filing. Therefore, status offenders (and youth participating
in an MF program) may or may not appear in ISTARS.
In Year 1, ISC staff provided us with data from the case management system, ISTARS, for fiscal years
2012, 2013, and 2014 (FY12, FY13, and FY14). Specifically, ISC staff compiled a report on all juvenile
offender charges and counts (excluding 18-20 year olds) filed in court in those three years. We then
filtered those by charge description to include only status offenses.
For the Year 2 evaluation we planned to update our Year 1 analysis to include the number of petitioned
charges and counts for FY15. We also planned to update the FY14 data to include any charges or counts
that may have been dismissed since our initial analysis. However, in preparing to conduct the updated
analyses, we learned that the data ISC staff provided to us last year were likely erroneous. As such, this
year, instead of only providing FY15 data and updated FY14 data, ISC staff provided us with a new
dataset that included FY12 though FY15 data.
Aside from this adjustment, our methodology continued as before; namely, we filtered the data by
charge description to arrive at those charges and counts that can be appropriately categorized as status
offenses. Additionally, the following methodological notes are relevant:
• We counted every charge and every count; therefore, the numbers we present in our
findings do not represent the number of cases or the number of youth.

15

Idaho Code § 20-505(4) provides that alcohol and tobacco citations be processed in adult criminal court rather
than the juvenile justice system, although the case can be waived to juvenile court.

16

Sometimes a status offender’s case is not formally filed in court and is instead handled through a diversion
program (e.g., an MF program). This practice happens in counties across the state to avoid creating a court
record for the juvenile, however the methods by which this occurs vary greatly across counties.
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•
•
•
•
•

We removed all charges or counts categorized as “transferred,” because we can reasonably
conclude that the transfers reflect actual cases that were transferred and processed in
another court and are therefore reflected elsewhere in the data.
The dataset does not include sealed cases.
We used the original charge and not the amended charge.
We did not include charges of driving under the influence (DUI) in our analysis.
As was also true in our Year 1 analysis, the youth included in this dataset may have
participated in an MF program, though not necessarily.

MF Participant Data
We established criteria for youth included in our Year 2 dataset because overlap occurred between FY15
and FY16 (i.e., some youth began a program in FY15 and did not complete his or her program until
FY16):
• Youth who began a program in FY16 are included.
• Youth who were offered the program but never started or did not accept the offer to
participate are not included.
• Youth who entered and exited a program in FY15 are excluded.
o The exception to this criterion is that we included youth whose participant
information was not reported by a grantee until quarter one of FY16 and not
reported at all in FY15.
• Youth who began a program in FY15 and completed the program in FY16 are excluded.
o We did, however, capture the program completion data for those youth that were
included in our FY15 dataset and provide an updated FY15 program completion rate
in this Year 2 report.
FY15 program completion. In our Year 2 evaluation, we recalculated the FY15 program completion rate
after receiving additional program completion data from the grantees for youth that began an MF
program in FY15 but did not finish their program until sometime in FY16.
Repeat offenders. In the Year 2 evaluation, we conducted analyses to determine if significant
differences existed between first-time offenders and youth who had committed previous offenses.
Site visits. In the Year 2 evaluation, we visited eight grantees in quarters two and three to make inperson observations and provide a better opportunity for the grantees to demonstrate how their
programs operate.
Length of participation. In the Year 1 evaluation, we expressed our intention to examine in the Year 2
evaluation the types of factors related to the total number of days youth participate in an MF program
(i.e., program length). To best explore these factors, we conducted analyses to determine if significant
differences existed between youth who participated for relatively fewer days than youth who
participated for months or even years.
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Global Appraisal of Individual Needs – Short Screener (GAIN-SS)
For FY16, MF grantees were required to screen program participants using the GAIN-SS. A copy of the
screener is included in Appendix B. 17
The GAIN-SS is designed to quickly screen members of the general population in four different
behavioral health domains: internalizing disorders, externalizing disorders, substance use disorders, and
a crime and violence screener. 18 There are a total of 23 symptoms on the screener and items in each
domain include symptoms a youth may have experienced. The response choices allow youth to indicate
whether they experienced the symptom during the past month, 2-3 months ago, 4-12 months ago, more
than a year ago, or never. For our purposes, the GAIN-SS helped us: 1) describe and understand the MF
program participants and the symptoms they faced prior to their involvement in the justice system; 2)
continue implementing the best practice of screening all status offenders; and 3) collect consistent data
from all grantees.
To score the GAIN-SS, the number of responses within each time frame are counted separately (i.e., the
number of times a youth indicates that he or she had an issue during the past month, 2-3 months ago, 412 months ago, or more than a year ago). If a youth identifies more than three past-year issues, the
youth is considered High Severity; 1-2 past-year issues is considered Moderate Severity, and zero pastyear issues is Low Severity. Youth that score in the High Severity range have high probabilities of some
kind of behavioral health diagnosis and a formal assessment and intervention is recommended. Youth
that score in the Moderate Severity range could possibly have a diagnosis and a brief assessment and
intervention is recommended. Youth in the Low Severity range are unlikely to have a diagnosis or need
services. These severity levels are applicable within each domain (each domain receives a score) and
across all domains (the total score of all domains).
Because we are most interested in those significant symptoms that precipitated an offense, our
interpretation of the results of these screeners focuses on those youth that scored in the High Severity
(three or more symptoms) and Moderate Severity (one or two symptoms) ranges in the past month.
Symptoms are considered significant when a youth has them for two or more weeks, when they recur,
when they keep a youth from meeting his or her responsibilities, or when they make a youth feel like he
or she cannot go on.

17

At least two grantees also submitted the data for assessments completed using the YLSI (Youth Level of Service
Inventory). This assessment has eight subsections that address different aspects of a youth’s life. Risk level is
determined by summing the total number of risk factors in each subsection. Youth scoring 0-8 are considered
low risk, 9-22 are moderate risk, 23-34 are high risk, and 35-42 are very high risk.

18

Examples of internalizing disorders include depression, anxiety, and trauma. Examples of externalizing disorders
include attention deficits, impulsivity, and conduct problems.
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Analyses and Results: ISTARS Data
Tables 1 and 2 display four years (FY12-15) of data from ISTARS entered for status offending youth. In all
four years, most status offenders were 15 or 16 years old and, in all four years, runaway/beyond
control/incorrigible was the most common status offense, with a four-year average of 32%.
Table 1: Ages of Status Offending Youth, FY12-15
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17

Table 2: Status Offense Charges or Counts, FY12-15
Number (%)
FY12

FY13

FY14

Alcohol citation

1,818 (17%)

1,253 (16%)

1,153 (15%)

FY15
918 (12%)

Curfew violation

1,381 (13%)

1,016 (13%)

1,048 (13%)

900 (12%)

Runaway, beyond control, or incorrigible

3,617 (34%)

2,440 (32%)

2,329 (30%)

2,431 (32%)

Tobacco citation

1,639 (15%)

1,108 (15%)

1,584 (20%)

1,422 (19%)

Truancy or attendance citation

1,361 (13%)

1,136 (15%)

1,068 (14%)

816 (11%)

759 (7%)

652 (9%)

661 (8%)

1,039 (14%)

10,575

7,605

7,843

7,526

Unspecified status offense
TOTAL

Note. Percentages are rounded so the total percentage may not equal 100. The highest percentage is in bold.
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Petitioned Charges and Counts versus Diverted Charges and Counts
In the Year 1 evaluation we discussed the premise that the most important (or, at least, most common)
outcome discussed in national literature as it relates to effective interventions for status-offending
youth is to reduce the number of these cases that are processed formally in court. To that end, in FY15,
we collected data on 980 youth who participated in an MF program and, by doing so, were presumably
diverted from a formal court process.
Depending on the structure of the local system, it is possible that some youth who participate in an MF
program also have their information entered into ISTARS. For this reason, an understanding of ISTARS
record of the magnitude of charges and counts that are ultimately dismissed is important. In FY15, 46%
of status offense charges and counts were dismissed (see Table 3). Our analysis of ISTARS data over a
four-year period (FY12-15) demonstrates that, more often than not, charges and counts are dismissed
by the court. 19
Table 3: Findings of the Court, FY12-15
Number (%)
FY12

FY13

FY14

FY15

5,696 (54%)

4,142 (54%)

4,301 (55%)

3,469 (46%)

None

31 (0%)

15 (0%)

40 (1%)

543 (7%)

Not true

18 (0%)

13 (0%)

4 (0%)

-

Other

118 (1%)

69 (1%)

82 (1%)

225 (3%)

True

4,698 (44%)

3,362 (44%)

3,416 (44%)

3,285 (44%)

10,561

7,601

7,843

7,522

Dismissed

TOTAL

Note. Percentages are rounded so the total percentage may not equal 100. The highest percentage in each row is
in bold. A finding of “True” includes any charges or counts that were diverted or informally adjusted. A finding of
“None” means those charges or counts had not yet been disposed at the time of this analysis. The number of
charges or counts does not necessarily match the number reported in Table 2 because, for very few charges or
counts, no finding of the court was included in the data (i.e., the data was missing).

19

The four-year average is 52%.
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Analyses and Results: MF Grantee Data
Quarter 1 Summary
Eleven grantees submitted program outputs accompanied with participant-level data, as required. 20 Two
grantees, School District #25 and Jerome County Northside, submitted program outputs that indicated
participant data should have been collected (i.e., these two grantees reported conducting restorative
conferences) but no such data was submitted. The remaining seven grantees submitted a short narrative
either explaining the program activities that took place during the quarter or explaining the reasons for
a lack of participant data for FY16Qtr:
• Ada County Drug and Alcohol Education reported that the curriculum and web-based format
of said curriculum continued to be developed.
• Two of Boise County’s three grantees (Garden Valley and Horseshoe Bend) trained their
restorative justice officer.
• Bonner County Youth Court, a new grantee for FY16, did not hold any court sessions during
the quarter but had a session scheduled for early in the second quarter.
• Canyon County Restorative Justice Conferences did not have any cases during the first
quarter for which to hold conferences and, additionally, experienced a change in staffing.
• Madison County programs Not on Tobacco and 3rd Millennium Classroom did not have any
cases during the quarter. The grantee reported that the change from tobacco being charged
as a status offense to an infraction has impacted the number of referrals to these programs.
Program Outputs
• Seven grantees reported that participants were assigned and/or completed a total of 1,253
hours of community service. 21
• Five grantees trained 146 people as facilitators/coordinators of various types of restorative
justice practices, including practices such as conferences, circles, and family group decision
making meetings. 22
• Five grantees held a total of 41 restorative justice practice events, including circles,
conferences, wraparound sessions, and family group decision making meetings.23
20

5 District TAP, Ada County Diversion Counseling, Ada County TAP, Bannock County Youth Court, Bannock
County Status Offender Program/Truancy Court, Bannock County Restorative Justice, Bonner County Youth
Court, Canyon County Restorative Justice, Madison County NOT, Post Falls Teen Court, and Twin Falls Status
Offender Services

th

21

5 District TAP: 249 hours; Bannock County Status Offender Program: 517 hours; Bannock County Truancy Court:
87 hours; Bannock County Youth Court: 80 hours; Bingham County Youth Court: 163 hours; Post Falls Teen Court:
75 hours; Twin Falls Status Offender Services: 82 hours

22

Bannock County Restorative Justice Practices: 15 people; Boise County Horseshoe Bend and Boise County
Garden Valley Restorative Justice: one officer; Madison County FGDM: eight people; School District #25
Restorative Justice: 122 people

23

Bannock County Restorative Justice: 16 events; Boise County Idaho City Restorative Justice: 16 events; Madison
County FGDM: 2 events; School District #25 Restorative Justice: 3 events; Post Falls Teen Court: 4 events

th
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•
•

Four grantees reported that participants were assigned and/or completed a total of 38
service learning or other projects. 24
Four grantees administered a total of 186 pre- and post-tests. 25 Additionally, 44 youth who
participated in a 3rd Millennium Classroom online course took a pre-test and 43 youth took a
post-test.

Quarter 2 Summary
Thirteen grantees submitted participant data 26 and seven grantees submitted a narrative explaining the
quarter’s programmatic activities but either did not provide participant data or did not provide a level of
data that could be included in the overall dataset:
• Ada County Drug and Alcohol Education submitted a list of the deliverables implemented
during the on-going implementation of the curriculum and associated coding of the
program’s online interface. The goal is to beta test in quarter three and officially launch the
program in quarter four.
• Boise County submitted three detailed narratives (one for each of the county’s MF grants)
that explained the steps taken to transition grant management and improve and streamline
grant reporting. The narratives also explained the activities of the restorative justice officer
at each of the three grant sites and provide additional context for the interventions
employed by the officer.
• Jerome County Northside reported training restorative justice facilitators as well as making
presentations to students about the concept of restorative justice.
• Madison County’s NOT program as well as the county’s grant for a 3rd Millennium
Classroom again had no participants and no program activities to report.
Program Outputs
• Eight grantees reported that participants were assigned and/or completed a total of 769
hours of community service. 27
• Eight grantees held a total of 92 restorative justice practice events, including circles,
conferences, wraparound sessions, and family group decision making meetings. 28
24

5 District TAP: 3 projects; Bingham County Youth Court: 29 projects; Madison County FGDM: 3 projects; Post
Falls Teen Court: 3 projects

th

25

5 District TAP: 32 each; Ada County TAP: 43 pre-tests, 62 post-tests; Canyon County Restorative Justice: 5 each;
Post Falls Teen Court and Service Learning: 2 pre-tests, 5 post-tests

26

5 District TAP, Ada County Diversion Counseling, Ada County TAP, Bannock County Youth Court, Bannock
County Status Offender Program/Truancy Court, Bannock County Restorative Justice, Bingham County Youth
Court, Bonner County Youth Court, Canyon County Restorative Justice, Madison County FGDM, School District
#25 Restorative Justice, Post Falls Teen Court, and Twin Falls Status Offender Services

27

5 District TAP: 12 hours; Bannock County Status Offender Program: 195 hours; Bannock County Truancy Court:
51 hours; Bannock County Youth Court: 172 hours; Bingham County Youth Court: 55 hours; Bonner County Youth
Court: 15 hours; Post Falls Teen Court: 75 hours; Twin Falls Status Offender Services: 194 hours

28

Bannock County Restorative Justice: 14 events; Boise County Garden Valley Restorative Justice: 6 events; Boise
County Horseshoe Bend Restorative Justice: 8 events; Boise County Idaho City Restorative Justice: 41 events;

th

th

th
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•
•
•

Four grantees reported that participants completed a total of 84 pre- and post-tests. 29
Additionally, 18 youth who participated in a 3rd Millennium Classroom online course took a
pre-test and 17 youth took a post-test.
Four grantees reported that participants were assigned and/or completed a total of 29
service learning and other projects or presentations. 30
Three grantees trained 83 people as facilitators/coordinators of various types of restorative
justice practices to include conferences, circles, and family group decision making
meetings. 31

Site Visits
Part of our efforts during the second quarter of the Year 2 evaluation included conducting two site visits
to Bannock and Bingham Counties. One of the reasons we visited these two counties first is because
they operate long-established programs, collect a comprehensive level of data on program participants,
and even though they both have youth courts, the structure of those courts differs which provided us a
basic point of comparison to observe the kind of youth court models implemented.
• In Bannock County, we observed juvenile arraignments, truancy court, and youth court and
had the opportunity to meet with program staff to discuss program processes, such as how
youth referrals are triaged, screened, and recommended for one program or service versus
another. The youth court operated in Bannock County is considered a pre-diversion option;
in other words, as best practice dictates, youth court is typically offered to low-risk, firsttime offenders but those offenders often still have diversion options available to them if
they fail youth court.
• In Bingham County, we observed the youth court program and met with the chief juvenile
probation officer and the youth court administrator. The youth court program operating in
Bingham County receives referrals from the prosecutor and is the primary diversion option
in lieu of formal probation.
The literature, generally speaking, explains that youth courts are juvenile diversion programs which
implement peer justice with the goals of (1) reducing recidivism among first-time and/or low-risk
offenders, (2) strengthening the bond between youth and the community, and (3) keeping youth out of
the formal justice system. Using peer justice as a source of positive peer pressure is supported by social
control and social learning theories—two theories that posit that youth respond better to judgment by
peers than by adults (Forgays & Demilio, 2005).

Canyon County Restorative Justice: 5 events; Madison County FGDM: 2 events; School District #25 Restorative
Justice: 12 events; Post Falls Teen Court: 4 events
29

5 District TAP: 11 pre-tests, 9 post-tests; Ada County TAP: 22 pre-tests; 28 post-tests; Canyon County
Restorative Justice Conferences: 5 each; Post Falls Teen Court and Service Learning: 2 each

th

30

5 District TAP: 3 projects; Bannock County Restorative Justice Practices: 2 presentations; Bingham County
Youth Court: 22 projects; Post Falls Teen Court and Service Learning: 2 projects

31

Boise County Garden Valley Restorative Justice: 28 people; Jerome County Northside Status Offenders/Diversion
Coordinator: 20 people; School District #25 Restorative Justice: 35 people

th

15

Some studies show reduced recidivism rates after youth court participation (Butts et al., 2002; Forgays,
2008; Vose & Vannan, 2013) and others show no difference in recidivism rates between youth courts
and other types of diversion programs (Butts et al., 2002). To that end, some authors note that it is
difficult to study the effectiveness of youth courts due to the use of differing models, as well as
inconsistent implementation strategies within specified models. It has been suggested that the positive
outcomes of youth court may actually be due to the specific sanctions, such as educational programs
informing youth of the dangers of tobacco and other substances (Choate & Manton, 2014; Lipsey, 2009;
Lipsey & Howell, 2012; Schwalbe et al., 2012). This notion is applicable to the two youth courts we
observed, in that, both youth courts offered a range of sanctions and programs to participants but the
formality of the two courts was starkly contrasted, with one being fairly informal and the other taking on
a more official tone. Despite this most obvious difference, both courts seemed to serve their stated
purposes.
Quarter 3 Summary
Fourteen grantees submitted participant data that we included in our participant data set. 32 The
remaining six grantees’ quarter three activities (or lack thereof) are briefly described here:
• As in the previous two quarters, Ada County Drug and Alcohol Education submitted a
narrative that detailed progress made toward launching the program. As explained in the
narrative, unforeseen delays in coding led to a delay in beta testing and the grantee now
plans to request permission to use quarter four for continued development.
• Boise County submitted narratives for each of its three grants; as part of this effort, we
learned that the restorative justice office in Garden Valley did not collect participant data in
quarter three because all of the interventions were informal in nature.
• Bonner County Youth Court did not have any quarter three participants.
• Jerome County Northside submitted program outputs that indicate the grantee continues to
make presentations to students about restorative justice.
• Madison County 3rd Millennium did not submit a quarter three report.
• 5th District TAP was dissolved in quarter three. Details are discussed below.
Program Outputs
• Seven grantees held a total of 104 restorative justice practice events, including circles,
conferences, wraparound sessions, and family group decision making meetings. 33
• Six grantees reported that participants were assigned and/or completed a total of 1,043
hours of community service. 34

32

Ada County Diversion Counseling, Ada County TAP, Bannock County Youth Court, Bannock County Status
Offender Program/Truancy Court, Bannock County Restorative Justice, Bingham County Youth Court, Boise
County Restorative Justice – Horseshoe Bend, Boise County Restorative Justice – Idaho City, Bonner County
Youth Court, Canyon County Restorative Justice, Madison County FGDM, Post Falls Teen Court, School District
#25 Restorative Justice, and Twin Falls Status Offender Services

33

Bannock County Restorative Justice Practices: 20 events; Boise County Garden Valley Restorative Justice: 5
events; Boise County Horseshoe Bend Restorative Justice: 8 events; Boise County Idaho City Restorative Justice:
49 events; Canyon County Restorative Justice Conferences: 4 events; School District #25 Restorative Justice
Program: 14 events; Post Falls Teen Court and Service Learning: 4 events
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•
•
•

Three grantees reported that participants were assigned and/or completed a total of 12
service learning and other projects or presentation. 35
Three grantees reported that participants completed a total of 47 pre- and post-tests.36
Additionally, 49 youth who participated in a 3rd Millennium Classroom online course took a
pre-test and 48 youth took a post-test.
Two grantees trained 173 people as facilitators/coordinators of various types of restorative
justice practices to include conferences, circles, and family group decision making
meetings. 37

Site Visits
Our site visits in Quarter 3 included trips to Idaho City to discuss Boise County’s three MF grants focused
on school-based restorative justice and a trip to Twin Falls Status Offender Services Program. Our
original evaluation plan included scheduling a site visit with 5th District TAP to coincide with our site visit
to Twin Falls Status Offender Services. However, as of January 2016, this program is no longer operating
in the 5th District. The grantee was not able to secure the necessary liability insurance coverage and, as a
result, the Twin Falls County Commissioners shut down the program.
• During Quarter 2, Boise County experienced a change in program leadership and a new staff
person took on the role of grant administrator. We visited with Boise County officials and
staff in early January about the transition and how to best proceed with the administration
of all three grants. Given that this set of three grants serves students attending school in the
Boise Basin School District, much of this discussion centered on methods for data collection
and submission of program participants and activities.
• Like the programs operating in Boise County, during the first half of FY16, the 5th District SOS
program underwent significant changes. Namely, as of October 2015, the program officially
transitioned to a countywide program (Twin Falls County) and does not serve the entire
district, the program is under the supervision of the prosecutor’s office instead of the
county commissioners, and the program formally adopted Truancy Court which was
previously administered by a volunteer. We learned of these changes during our site visit in
March 2016 and also learned of some potential staffing changes taking place.
Quarter 4 Summary
Thirteen grantees submitted participant data this quarter. 38 Boise County submitted program narratives
for its three grants which included details on personnel changes; a new project director was hired and a

34

Bannock County Status Offender Program: 418 hours; Bannock County Truancy Court: 20 hours; Bannock County
Youth Court: 46 hours; Bingham County Youth Court: 31.75 hours; Post Falls Teen Court and Service Learning: 75
hours; Twin Falls Status Offender Services: 452 hours; Twin Falls Status Offender Services: 452 hours

35

Bannock County Restorative Justice Practices: 1 presentation; Bingham County Youth Court: 9 projects; Post Falls
Teen Court and Service Learning: 2 projects

36

Ada County TAP: 18 pre-tests, 17 post-tests; Canyon County Restorative Justice: 5 each; Post Falls Teen Court
and Service Learning: 2 pre-tests

37

Bannock County Restorative Justice Practices: 15 people; School District #25 Restorative Justice Program: 158
people
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search is underway for a new restorative justice officer to serve Idaho City. Jerome County Northside,
Madison County NOT, and Madison County 3rd Millennium did not submit quarter four reports. Also in
this quarter, Ada County Drug and Alcohol Education submitted participant data for the first time.
Program Outputs
• Seven grantees reported that participants were assigned and/or completed a total of
1,156.25 hours of community service. 39
• Five grantees held a total of 42 restorative justice practice events, including circles,
conferences, wraparound sessions, and family group decision making meetings. 40
• Four grantees trained 119 people as facilitators/coordinators of various types of restorative
justice practices to include conferences, circles, and family group decision making
meetings. 41
• Three grantees reported that participants were assigned and/or completed a total of 51
service learning and other projects or presentations. 42
• Three grantees reported that participants completed a total of 122 pre- and post-tests (58
pre, 64 post). 43 Additionally, 66 youth who participated in a 3rd Millennium Classroom online
course took a pre-test and 66 youth took a post-test.

38

Ada County Diversion Counseling, Ada County Drug and Alcohol Education, Ada County TAP, Bannock County
Youth Court, Bannock County Status Offender Program/Truancy Court, Bannock County Restorative Justice,
Bingham County Youth Court, Bonner County Youth Court, Canyon County Restorative Justice, Madison County
FGDM, Post Falls Teen Court, School District #25 Restorative Justice, and Twin Falls Status Offender Services

39

Bannock County Status Offender Program: 425 hours; Bannock County Truancy Court: 6 hours; Bannock County
Youth Court: 147 hours; Bingham County Youth Court: 115.25 hours; Bonner County Youth Court: 15 hours; Post
Falls Teen Court and Service Learning: 100 hours; Twin Falls Status Offender Services: 348 hours

40

Bannock County Restorative Justice Practices: 17 events; Boise County, Idaho City Restorative Justice: 10 events;
Madison County Family Group Decision Making: 2 events; School District #25 Restorative Justice Program: 9
events; Post Falls Teen Court and Service Learning: 4 events

41

Bannock County Restorative Justice Practices: 43 people; Madison County Family Group Decision Making: 8
people; School District #25 Restorative Justice Program: 54 people; Post Falls Teen Court and Service Learning: 14
people

42

Bingham County Youth Court: 46 projects; Madison County Family Group Decision Making: 3 projects; Post Falls
Teen Court and Service Learning: 2 projects

43

Ada County Drug and Alcohol Education: 23 each; Ada County Tap: 33 pre-tests and 39 post-tests; Post Falls
Teen Court and Service Learning: 2 of each
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Analyses and Results: MF Participant Data
Number of Participants Served by Grantees
In our Year 1 evaluation (FY15), 980 participants were included in our final dataset. This year (FY16), 840
participants are in our final dataset. Of note, however, is that the MF grantees served many more
participants than were eligible for inclusion in our final dataset. To be eligible for inclusion, a youth must
have committed an offense. After such an offense, grantees are responsible for collecting certain types
of data from the offender and conducting a GAIN-SS. However, some grantees provided training services
to adults working with youth or provided early intervention services to youth who did not commit an
offense but were instead part of a general population that was being introduced to restorative justice or
was exhibiting troublesome patterns of behavior. For example:
• Boise County operates three grant programs, one each in Idaho City, Horseshoe Bend, and
Garden Valley. In Idaho City, the restorative justice officer performed informal restorative
circles with 450 students and formal restorative circles with 534 students over the course of
the year. In Garden Valley, 123 students participated in informal circles and 12 participated
in formal circles with the restorative justice officer. Finally, in Horseshoe Bend, 203 students
participated in informal circles and 26 students participated in formal circles with the
restorative justice officer.
• In School District #25, 361 teachers were trained in restorative justice during FY16, two
district administrators were trained, and three new restorative justice facilitators were
trained. The district has 12,000 students.
• Jerome County Northside reported reaching 365 students in two counties over the course of
the year with their grant activities.

Participant Data
As mentioned in the previous section, data for 840 participants are included in our final dataset. Among
those participants for whom an age was reported, the average age was 15.2 years old. For comparison
purposes, the average age in FY15 was 15.0 years old.
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Figure 1: Age
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Table 4: Gender
Number (%)
FY15

FY16

Female

207 (35.2%)

243 (35.5%)

Male

381 (64.8%)

439 (64.2%)

Transgender

NA

2 (0.3%)

TOTAL

587

684

Note. Percentages are rounded so the total percentage may not equal 100. The highest percentage in each column
is in bold. Gender information was missing for 392 participants in FY15 and 156 participants in FY16.
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Table 5: Race/Ethnicity
Number (%)
FY15

FY16

African American/Black

3 (0.3%)

15 (1.8%)

American Indian or Alaska Native

5 (0.5%)

7 (0.9%)

Caucasian/White

660 (72.9%)

595 (72.8%)

Hispanic

181 (20.0%)

143 (17.5%)

NA

14 (1.7%)

25 (2.7%)

17 (2.1%)

NA

5 (0.6%)

Other

29 (3.2%)

21 (2.6%)

TOTAL

905

817

Mixed Race
Native American
Native Hawaiian/Pacific Islander

Note. Percentages are rounded so the total percentage may not equal 100. The highest percentage in each column
is in bold. Race information was missing for 75 participants in FY15 and 23 participants in FY16.

Repeat Offenders
In the Year 1 evaluation we found that 84.7% of MF program participants were first-time offenders and
15.2% were repeat offenders. In Year 2, we found that these figures were similar: 80.8% were first-time
offenders and 19.2% were repeat offenders.
Table 6: First Time Offenders
Number (%)
FY15

FY16

Yes

771 (84.5%)

656 (80.8%)

No

139* (15.2%)

156** (19.2%)

912

812

TOTAL

Note. Percentages are rounded so the total percentage may not equal 100. The highest percentage in each column
is in bold. Offense history was missing for 62 participants in FY15 and 28 participants in FY16.

*In FY15, the most common types of offenses committed by youth who were not first time offenders and who had
previously reported offenses were substance use offenses (25 offenses), offenses for battery/assault/fighting (19
offenses), truancy citations (16 offenses), and theft (11 offenses). The remaining offenses had fewer than 10
occurrences each.

**In FY16, the most common types of offenses committed by youth who were not first time offenders and who
had previously reported offenses were substance use offenses (44 offenses), theft (25 offenses), offenses for
battery/fighting/physical aggression (16 offenses), and runaway/beyond parental control offenses (6 offenses).
The remaining offenses had fewer than five occurrences each.
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Offense Type
In Year 1, youth participating in an MF program committed 664 total status offenses and 597 other types
of offenses deemed “low-level.” In Year 2, participants committed 489 total status offenses and 343
total low-level offenses. Table 7 below shows the most common offenses committed by youth
participating in an MF program. Offenses that can be categorized broadly as substance use offenses
were the most common (437 total offenses), followed by runaway/beyond control/incorrigible (125
total offenses), followed by theft-related offenses (74 related offenses). 44,45
Table 7: Most Common Offenses
Number (%)
FY15

FY16

105 (12.4%)

230 (28.7%)

Battery/assault/fighting

24 (2.8%)

34 (4.0%)

Conflict misdemeanor*

20 (2.4%)

39 (4.9%)

Curfew

25 (3.0%)

7 (0.9%)

Disorderly conduct/disturbing the peace/public nuisance

19 (2.2%)

15 (1.9%)

Possession or paraphernalia

45 (5.3%)

138 (17.2%)

Runaway/beyond control/incorrigible

135 (16.0%)

125 (15.6%)

Tobacco

201 (23.8%)

69 (3.6%)

Theft

56 (6.6%)

74 (9.2%)

Trespassing

10 (1.2%)

1 (0.1%)

Truancy

195 (23.0%)

58 (7.2%)

Weapons

11 (1.3%)

12 (1.5%)

846

802

Alcohol

TOTAL

Note. We did not include every offense in this table so the total represents only those offenses listed here. The
offenses included here are only those that had 10 or more occurrences, in either FY15 or FY16. Also, some
participants were charged with more than one offense; we counted every offense separately. We bolded the three
most common types of offenses in each column.
*Conflict misdemeanor was reported by one grantee (Bannock County) and is a category of offense that covers
battery or disorderly conduct.

44

We counted all alcohol, tobacco, and drug-related offenses as substance use offenses.

45

In FY15, the three most common offenses were substance use offenses: 351, followed by truancy (195 total
offenses), and runaway/beyond control/incorrigible (108 total offenses).
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Referral and Program Start
We calculated the average (mean) number of days between the date of referral and the date the
participant entered an MF program to be 19.4 days, a decrease of approximately five days from the Year
1 average, which was 24.0 days. 46 In both the Year 1 and Year 2 evaluations, we found that 36% of youth
began their intervention within one week of being referred for an offense. We also found that the 20%
of youth included in the analysis for Year 2 did not start their MF program for more than four weeks
after being referred for an offense, down from 23% of youth in Year 1.
Figure 2: Time Between Referral Date and Program Start Date
40%
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More than 4
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Note: Our analysis of the time elapsed between the referral date and program start date for FY16 includes data for
643 youth participants. The data necessary to complete this type of analysis was missing for 197 participants
(23%).

Program Length
For youth that successfully completed an MF program in FY16, we calculated the average (mean)
number of days between the program start date and the program completion date to be 50.0 days and
the median to be 29 days. In the Year 1 evaluation, the mean was 106.8 days and the median was 64
days. There are three key take homes from this information and the information included in Figure 3:
• Youth who participated in an MF program in FY16 spent, on average, 56.8 fewer days
participating in a program than youth in FY15.
• Fewer youth spent 90 or more days participating in an MF program in FY16 than in FY15
(19% in FY16 versus 40% in FY15).
• In FY16, 52% of youth completed their program in 30 or fewer days, compared to only 16%
in FY15.
46

The Year 2 median number of days between the date of referral and the date the participant entered the
program was 13 days. The median in Year 1 was also 13 days.
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Figure 3: Time Between Program Start Date and Date Program Completed
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days

Note: Our analysis of the time elapsed between the program start date and the program completion date for FY16
includes data for 559 youth participants. The data necessary to complete this type of analysis were missing for 281
participants (33%).

Program Completion
Of the 840 participants in our dataset, 586 youth (69.8%) had successfully completed their program by
the close of FY16 and another 53 youth (6.3%) were reported by the grantees to still be actively
participating. However, the total number of youth that started an MF program in FY16 but have yet to
complete that program is likely far greater considering program completion data are missing for 192
youth (22.9%) and only 62 youth (7.4%) were reported to have failed their program. Of the 62 youth
that failed to complete their program, 26 youth failed because of some type of non-compliance with the
program requirements, 14 youth failed specifically because of a new offense, 11 youth were transferred
to a higher level of treatment, four youth failed drug tests, the families of three youth refused to
cooperate, and no reason was provided for another four youth.
If we only include youth for whom the grantees have provided a program completion date, either pass
or fail, then our analysis would include a total of 648 youth rather than all 840 participants in our
dataset. In this case, 90.4% of youth for whom program completion data has been submitted have
successfully completed their program and 9.6% have failed.
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Program Completion Update for FY15
With the data available for analysis in FY15, we found that the program completion rate was 83%.
However, the data necessary to complete this calculation were missing for 38.5% of youth participants.
In FY16, we asked the grantees to provide, as applicable, updated program exit information for
participants from FY15 for whom this information was missing or unavailable previously. From this data
collection effort we learned that:
• 183 more youth successfully completed their program for a total program completion rate
for FY15 of 82.1%.
• 48 other youth failed to complete their program for a total failure rate of 17.9% in FY15.

Tobacco Use Data
In our Year 1 evaluation, MF grantees served 201 youth who had committed a tobacco offense and 343
youth reported ever having used tobacco. In Year 2, 69 youth participated in an MF program because of
a tobacco offense and 353 youth reported ever having used tobacco. The average age youth reported
having first used tobacco was 13.7 years old; the average age in FY15 was 13.4 years old.
The most common types of tobacco used among the 353 youth that reported ever having used tobacco
were cigarettes (49.0%) and electronic or e-cigarettes (36.0%). These two types were also the most
commonly used among participants in FY15.
Figure 4: Age of First Tobacco Use, FY16
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Table 8: Tobacco Use
Number (%)
FY15

FY16

Yes

343 (35.0%)

353 (42.0%)

No

559 (57.0%)

445 (53.0%)

-

14 (1.7%)

78 (8.0%)

28 (3.3%)

980

840

Unknown
No answer provided
TOTAL

Note: Percentages are rounded so the total percentage may not equal 100. The highest percentage in each column
is in bold.

Table 9: Type of Tobacco Use
Number (%)
FY15

FY16

243 (70.8%)

173 (49.0%)

Cigars

34 (9.9%)

21 (5.9%)

Pipes

21 (6.1%)

10 (2.8%)

Chewing tobacco or snuff

46 (13.4%)

44 (12.5%)

4 (1.2%)

3 (0.8%)

171 (49.9%)

127 (36.0%)

34 (9.9%)

29

-

1

Cigarettes

Dissolvable tobacco
Electronic or e-cigarettes
Hookah
Other

Note. Percentages are rounded so the total percentage may not equal 100. The highest percentage in each column
is in bold.

Among those MF participants who reported having ever used tobacco and also answered a question
related to whether they had used tobacco in the past month, 65 youth (35.3%) reported they had not
used tobacco in the past 30 days. Among those MF participants that did use tobacco in the past month,
54 youth (29.3%) reported they only used tobacco one or two times a week. Additionally, among those
MF participants who have used tobacco in the past month, 53 youth (48.6%) reported they used tobacco
two or three times throughout the day.
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Table 10: Frequency of Tobacco Use by Number of Youth
FY15

FY16

(N=196)

(N=184)

1-2 times per week

89 (45.4%)

54 (29.3%)

3-4 times per week

42 (21.4%)

28 (15.2%)

Every day

65 (33.2%)

37 (20.1%)

-

65 (35.3%)

FY15

FY16

(N=172)

(N=109)

Once a day

75 (43.6%)

37 (33.9%)

2-3 times throughout the day

58 (33.7%)

53 (48.6%)

4 or more times throughout the day

39 (22.7%)

19 (17.4%)

During the past 30 days, on how many days did
you use tobacco?

Did not use in the past 30 days
During the past 30 days, on the days you used
tobacco, how many times a day did you use
tobacco?

Note. Percentages are rounded so the total percentage may not equal 100. The highest percentage in each column
is in bold.

GAIN-SS Data
In our Year 1 evaluation, we were only able to include in our analyses the GAIN-SS results from 416 MF
program participants or 42.4% of all MF participants in our FY15 dataset. This year, we were able to
include the GAIN-SS results from 630 participants—75.0% of all MF participants in our FY16 dataset.
As shown in Table 11, in FY16 78.3% of youth screened using the GAIN-SS could benefit from a lengthier
assessment because of symptoms reported across all domains in the past month: 52.7% were
categorized as high severity and another 25.6% were categorized as moderate severity.
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Table 11: Past Month Total Screener Score
Number (%)
FY15

FY16

High Severity

221 (53.1%)

332 (52.7%)

Moderate Severity

126 (30.3%)

161 (25.6%)

Low Severity

69 (16.6%)

137 (21.7%)

Total (High and Moderate)

347 (83.4%)

493 (78.3%)

416

630

TOTAL

Note. High severity means that the three or more symptoms were endorsed across all domains. Moderate severity
means that one or two symptoms were endorsed across all domains. Low severity means zero symptoms were
endorsed across all domains. Percentages are rounded so the total percentage may not equal 100. The highest
percentage in each column is in bold.

The recommended interpretation of the GAIN-SS is to administer a full GAIN assessment for all youth
who identify one or more past-year symptoms. If we expanded our focus to include all of the youth who
identified more than one past-year symptom, the number of youth recommended for a full assessment
would increase to 600 (95.2%). The manual that describes how to interpret and score the GAIN-SS
states that one can assume over half of youth who score in the Moderate Severity category and nearly
all of those youth who score in the High Severity category would have a diagnosis on the full GAIN
assessment.
Domain Screener Score
The next three tables display the results by domain screener. As was also the case in our Year 1
evaluation, overall, youth most commonly reported experiencing symptoms in the past month on the
internalizing and externalizing disorders screeners. Far fewer youth reported experiencing symptoms in
the past month on the substance use or crime and violence screeners:
• 59.2% of youth screened could benefit from a lengthier assessment because of symptoms
reported on the internalizing disorders screener.
• 58.1% of youth screened could benefit from a lengthier assessment because of symptoms
reported on the externalizing disorders screener.
• 15.9% of youth screened could benefit from a lengthier assessment because of symptoms
reported on the substance use screener.
• 24.9% of youth screened could benefit from a lengthier assessment because of symptoms
reported on the crime and violence screener.
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Table 12: Past Month Internalizing Disorders Screener Score
Number (%)
FY15

FY16

High Severity

87 (20.9%)

161 (25.6%)

Moderate Severity

172 (41.3%)

212 (33.7%)

Low Severity

157 (37.7%)

257 (40.8%)

Total (High and Moderate)

259 (62.3%)

373 (59.2%)

416

630

TOTAL

Note. High severity means that the three or more symptoms were endorsed within this domain. Moderate severity
means that one or two symptoms were endorsed within this domain. Low severity means zero symptoms were
endorsed within this domain. Percentages are rounded so the total percentage may not equal 100. The highest
percentage in each column is in bold.

Table 13: Past Month Externalizing Disorders Screener Score
Number (%)
FY15

FY16

High Severity

96 (23.1%)

141 (22.4%)

Moderate Severity

159 (38.2%)

225 (35.7%)

Low Severity

161 (38.7%)

264 (41.9%)

Total (High and Moderate)

255 (61.3%)

366 (58.1%)

416

630

TOTAL

Note. High severity means that the three or more symptoms were endorsed within this domain. Moderate severity
means that one or two symptoms were endorsed within this domain. Low severity means zero symptoms were
endorsed within this domain. Percentages are rounded so the total percentage may not equal 100. The highest
percentage in each column is in bold.

29

Table 14: Past Month Substance Use Screener Score
Number (%)
FY15

FY16

High Severity

12 (2.9%)

25 (4.0%)

Moderate Severity

66 (15.9%)

75 (11.9%)

Low Severity

338 (81.2%)

530 (84.1%)

Total (High and Moderate)

78 (18.8%)

100 (15.9%)

416

630

TOTAL

Note. High severity means that the three or more symptoms were endorsed within this domain. Moderate severity
means that one or two symptoms were endorsed within this domain. Low severity means zero symptoms were
endorsed within this domain. Percentages are rounded so the total percentage may not equal 100. The highest
percentage in each column is in bold.

Table 15: Past Month Crime and Violence Screener Score
Number (%)
FY15

FY16

1 (0.2%)

1 (0.2%)

Moderate Severity

99 (23.8%)

156 (24.8%)

Low Severity

316 (76%)

473 (75.1%)

Total (High and Moderate)

100 (24%)

157 (24.9%)

416

630

High Severity

TOTAL

Note. High severity means that the three or more symptoms were endorsed within this domain. Moderate severity
means that one or two symptoms were endorsed within this domain. Low severity means zero symptoms were
endorsed within this domain. Percentages are rounded so the total percentage may not equal 100. The highest
percentage in each column is in bold.

Responses to Each Symptom or Problem
Our Year 1 analysis of FY15’s GAIN-SS results showed that the most common response to each symptom
(all but four total) was that the symptom had never been experienced by the youth participant. The Year
2 analysis supports a similar conclusion in that the most common response from youth for each
symptom was again that he or she had never experienced the symptom – with the exception of five
symptoms (shown in Table 16 below).
With that conclusion in mind, both our Year 1 and Year 2 evaluations also revealed that youth reported
experiencing some types of past-month symptoms much more often than other types. Table 16 shows
that although the rank order of the symptoms changed between FY15 and FY16, the most commonly
reported past-month symptoms remained the same in Year 2.
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Table 16: Most Commonly Reported Past-Month Symptoms
Rank (%)
FY16

FY15
(N=416)

(N=630)

Had a hard time paying attention at school,
work, or home

1 (44.2%)*

1 (41.4%)*

Sleep trouble, such as bad dreams, sleeping
restlessly, or falling asleep during the day

3 (36.1%)**

2 (40.0%)*

Had a hard time listening to instructions at
school, work, or home

2 (37.7%)*

3 (33.8%)*

Feeling very anxious, nervous, tense, scared,
panicked, or like something bad was going to
happen

6 (31.0%)

4 (32.5%)*

Feeling very trapped, lonely, sad, blue,
depressed, or hopeless about the future

7 (29.3%)

5 (29.4%)

Lied or conned to get things you wanted or to
avoid having to do something

4 (32.5%)*

6 (29.2%)*

Becoming very distressed and upset when
something reminded you of the past

5 (31.3%)

7 (27.6%)

*These symptoms were reported as having been experienced in the past-month more often than they were
reported as having never been experienced.
**In FY15, this symptom was reported by youth to have occurred in the past-month an equal number of times as it
was reported to have never occurred.

Tables 17-20 display how many youth reported each symptom to have been experienced in the pastmonth. Notably, although thinking about ending one’s life or committing suicide was reported as never
having been experienced by 422 youth (67.0%), another 207 (32.9%) youth reported that they have
thought about ending their life or committing suicide—43 of them (6.8%) within the past month (see
Table 17).
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Table 17: Internalizing Disorders Screener
Past Month
FY15

FY16

(N=416)

(N = 630)

Feeling very trapped, lonely, sad, blue, depressed, or hopeless about
the future?

29.3%

29.4%

Sleep trouble, such as bad dreams, sleeping restlessly, or falling asleep
during the day?

36.1%

40.0%

Feeling very anxious, nervous, tense, scared, panicked, or like
something bad was going to happen?

31.0%

32.5%

Becoming very distressed and upset when something reminded you of
the past?

31.3%

27.6%

Thinking about ending your life or committing suicide?

5.3%

6.8%

Seeing or hearing things that no one else could see or hear or feeling
that someone else could read or control your thoughts?

5.3%

3.2%

When was the last time that you had significant problems with…

Table 18: Externalizing Disorders Screener
Past Month
FY15

FY16

(N=416)

(N = 630)

Lied or conned to get things you wanted or to avoid having to do
something.

32.5%

29.2%

Had a hard time paying attention at school, work, or home.

44.2%

41.4%

Had a hard time listening to instructions at school, work, or home.

37.7%

33.8%

Had a hard time waiting for your turn.

13.0%

13.5%

Were a bully or threatened other people.

6.0%

7.3%

Started physical fights with other people.

5.3%

6.3%

0%

0.5%

When was the last time that you did the following things two or more
times?

Tried to win back your gambling losses by going back another day.
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Table 19: Substance Use Screener
Past Month
FY15

FY16

(N=416)

(N = 630)

You used alcohol or other drugs weekly or more often?

16.8%

12.4%

You spent a lot of time either getting alcohol or other drugs, using
alcohol or other drugs, or recovering from the effects of alcohol or
other drugs (e.g., feeling sick)?

4.3%

6.0%

You kept using alcohol or other drugs even thought it was causing social
problems, leading to fights, or getting you into trouble with other
people?

3.8%

4.6%

Your use of alcohol or other drugs caused you to give up or reduce your
involvement in activities at work, school, home, or social events?

2.2%

4.0%

You had withdrawal problems from alcohol or other drugs like shaky
hands, throwing up, having trouble sitting still or sleeping, or you used
any alcohol or other drugs to stop being sick or avoid withdrawal
problems?

3.1%

3.3%

When was the last time that…

Table 20: Crime and Violence Screener
Past Month
FY15

FY16

(N=416)

(N = 630)

Had a disagreement in which you pushed, grabbed, or shoved
someone?

17.5%

17.1%

Took something from a store without paying for it?

3.6%

5.9%

Sold, distributed, or helped make illegal drugs?

1.0%

2.1%

Drove a vehicle while under the influence of alcohol or illegal drugs?

2.2%

0.5%

Purposely damaged or destroyed property that did not belong to you?

5.0%

3.0%

When was the last time that you…
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YLSI Data
As mentioned earlier, two grantees (Twin Falls Status Offender Services and Bannock County Status
Offender Program/Truancy Court) screened MF participants using the YLSI – either in addition to or in
lieu of screening using the GAIN-SS. These two grantees submitted YLSI data for a total of 108 MF
participants, all of whom scored as low or moderate risk.
Figure 5: Risk Level
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20
0
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High

Very high

Figures 6-13 display the results of each subsection of the YLSI. Notably, in several of the subsections the
most common responses were that none of the stated risk factors were applicable or that the YLSI
administrator deemed the subsection a strength of the youth rather than an area in which the youth
had risk factors present. Across all subsections, the most common risk factors identified were difficulty
in controlling behavior, inconsistent parenting, limited organized activities, and poor frustration
tolerance. Each of those risk factors were cited for 50 or more youth.
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Poor relations (mother
youth)

Poor relations (father youth)
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Difficulty in controlling
behavior
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Two or more failures to
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Three or more prior
convictions
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Figure 6: Prior and Current Offenses/Dispositions
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Figure 7: Family Circumstances/Parenting
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Figure 8: Education/Employment
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Figure 9: Peer Relations
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Figure 10: Substance Abuse
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Figure 11: Leisure/Recreation
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Figure 12: Personality/Behavior
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Figure 13: Attitudes/Orientation
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Supplementary Analyses
We conducted two additional analyses to learn more about certain subsets of youth within our dataset:
repeat offenders versus first-time offenders and youth who successfully finished their MF program in
fewer than 90 days versus those that took longer to do so. Specifically, we performed a two-step
analytical procedure to determine whether first-time offenders differed systematically from repeat
offenders in how they responded regarding experiencing the 23 symptoms on the GAIN-SS and whether
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youth who successfully finished their MF program in fewer than 90 days differed systematically from
those that took 90 days or longer.
First, we conducted an overall analysis of whether youth who were first-time offenders differed from
repeat offenders in terms of how they responded to the 23 symptom questions. Because these overall
analyses are difficult to interpret in a meaningful way (for example, it might be reported that “Repeat
offenders reported experiencing Symptom X more often than first-time offenders in the past month, 412 months ago, and never, whereas first-time offenders reported experiencing Symptom X more often
1-2 months ago and more than one year ago…”), we then conducted analyses of whether the two subgroups differed in the past month (i.e., just preceding their offense) and never. 47 We then repeated this
two-step procedure for youth who finished their program in fewer than 90 days versus those that took
90 days or more. 48
In addition to the symptoms on the GAIN-SS, we also examined the tobacco use variable and whether
the responses provided by these two subsets of youth (first-time versus repeat offenders and youth who
finished their program in less than 90 days versus those who took 90 or more days) differed
systematically.
Repeat Offenders
As seen below in Table 21, first-time offenders (noted in the table as FTO) and repeat offenders (noted
in the table as RO) differed in their responses overall on 13 of the 23 GAIN-SS symptoms, in the past
month on three symptoms, and never on 15 symptoms. As noted above, interpreting different patterns
of responding to symptoms overall, or across the five time intervals, is difficult to do in a meaningful
way. However, some very interesting and much easier to understand patterns were found on the
responses to symptoms experienced in the past month and never.
With respect to past month symptoms, repeat offenders were more likely than first-time offenders to
have experienced three symptoms. We found that repeat offenders were more likely than first-time
offenders to report experiencing seeing or hearing things no one else could (6.6% to 2.2%), having a
hard time waiting for their turn (20.7% to 11.1%), and using alcohol or drugs at least weekly (18.2% to
9.8%).
With respect to never having experienced the GAIN-SS symptoms, first-time offenders were more likely
to have never experienced a given symptom than repeat offenders on all 15 symptoms on which they
differed. First-time offenders reported more often never having experienced seeing or hearing things no
one else could (87.2% to 74.4%), having a hard time paying attention at school, work, or home (21.9% to
9.1%), having a hard time waiting for their turn (57.0% to 38.8%), bullying or threatening other people
(71.8% to 49.6%), starting physical fights with other people (70.5% to 49.6%), trying to win back
gambling losses by going back another day (96.3% to 90.9%), using alcohol or drugs at least weekly
47

This analysis was comprised of a total of 582 youth and had the following inclusion criteria: data was inputted
for whether the youth was a first-time or repeat offender and a GAIN-SS Version 3.0 was completed and fully
responded to/scored. We also deleted five youth with missing tobacco use data.

48

This analysis was comprised of a total of 426 youth and had the following inclusion criteria: youth successfully
completed their program and a GAIN-SS Version 3.0 was completed and fully responded to/scored.
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(61.6% to 45.5%), spending a lot of time getting, using, or recovering from alcohol or drugs (72.5% to
59.5%), having to give up or reduce involvement in important activities because of alcohol or drug use
(85.9% to 70.2%), having withdrawal problems from alcohol or drugs (91.8% to 85.1%), taking something
from the store without paying for it (66.4% to 42.1%), selling, distributing, or making illegal drugs (92.2%
to 81.8%), driving a vehicle under the influence of alcohol or drugs (94.5% to 89.3%), and purposely
damaging or destroying property that did not belong to them (80.3% to 69.4%).
Table 21: Statistically Significant Symptoms, First-time versus Repeat Offenders
Symptom
Internalizing Disorder Screener Symptoms
Become very distressed and upset when something
reminds him or her of the past
Thought about ending his or her life or committing suicide
Seen or heard things that no one else could see or hear or
has felt like someone else could read or control his or her
thoughts
Externalizing Disorder Screener Symptoms

P-value
Past Month

P-value
Never

Not
significant
Not
significant

Not
significant
Not
significant

p < .05*
RO > FTO

p < .01
FTO > RO

Not
significant
p < .05
RO > FT
Not
significant
Not
significant
Not
significant*

p < .01
FTO > RO
p < .001
FTO > RO
p < .001
FTO > RO
p < .001
FTO > RO
p < .05
FTO > RO

p < .01

p < .05
RO > FTO

p < .01
FTO > RO

p < .05

Not
significant

p < .01
FTO > RO

p < .01

Not
significant

p < .001
FTO > RO

p < .001

Not

p < .001

P-value

p < .05
p < .05
p < .05*

Had a time paying attention at school, work, or home

p < .01

Had a hard time waiting for his or her turn

p < .01

Been a bully or threatened other people

p < .001

Started physical fights with other people

p < .001

Tried to win back gambling losses by going back another
day

Not
significant*

Substance Use Disorder Screener Symptoms
Used alcohol or other drugs weekly or more often
Spent a lot of time either getting alcohol or other drugs,
using alcohol or other drugs, or recovering from the side
effects of alcohol or other drugs (e.g., feeling sick)
Kept using alcohol or other drugs even though it was
causing social problems, leading to fights, or getting him or
her into trouble with other people
Had to give up or reduce his or her involvement in
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activities at work, school, home, or social events because
of his or her use of alcohol or other drugs
Had withdrawal problems from alcohol or other drugs like
shaky hands, throwing up, having trouble sitting still or
sleeping, or has used alcohol or other drugs to stop being
sick or avoid withdrawal problems
Crime and Violence Screener Symptoms

Not
significant*

Taken something from the store without paying for it

p < .001

Sold, distributed, or helped to make illegal drugs

p < .05*

Drove a vehicle while under the influence of alcohol or
illegal drugs
Purposely damaged or destroyed property that did not
belong to him or her

Not
significant*
Not
significant

significant

FTO > RO

Not
significant

p < .05
FTO > RO

Not
significant
Not
significant*
Not
significant*
Not
significant*

p < .001
FTO > RO
p < .01
FTO > RO
p < .05
FTO > RO
p < .05
FTO > RO

*Reported values using the Likelihood Ratio rather than the Pearson Chi-Square, because the data violated one of
the Pearson Chi-Square test’s assumptions.

A separate analysis of whether reported tobacco use differed between first-time and repeat offenders
revealed that such a significant difference existed, χ2 (df = 1) = 27.01, p < .001. This difference was
accounted for by nearly 69% of repeat offenders reporting that they have used or currently use tobacco
versus only 42% of first-time offenders.
Program Length
Similar to our analysis of differences in GAIN-SS symptoms as a function of whether youth were firsttime or repeat offenders, we analyzed whether differences in GAIN-SS symptoms existed as a function
of whether youth that completed their MF program in less than 90 days compared to youth that took 90
days or more to finish their program. As seen below in Table 22, such differences were found overall
between the two groups on two symptoms, in the past month on five symptoms, and never on one
symptom. With respect to past month symptoms, those who completed their programs in 90 days or
more (noted in the table as 90+) were more likely than those who completed their programs in less than
90 days (noted in the Table as 89-) to report experiencing bullying or threatening other people (14.3% to
4.8%), starting physical fights with other people (14.3% to 2.8%), having a disagreement in which they
pushed, grabbed, or shoved someone (32.9% to 13.5%), taking something from the store without paying
for it (11.4% to 4.5%), and purposely damaging or destroying property that did not belong to them (7.1%
to 2.0%). With respect to never having experienced a GAIN-SS symptom, those who completed their
programs in 90 days or more were more likely than those who completed their programs in less than 90
days to report never having experienced using alcohol or drugs at least weekly (71.4% to 55.9%).
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Table 22: Statistically Significant Symptoms by Program Length
Symptom
Externalizing Disorder Screener Symptoms
Been a bully or threatened other people
Started physical fights with other people
Substance Use Disorder Screener Symptoms
Used alcohol or other drugs weekly or more often
Crime and Violence Screener Symptoms
Had a disagreement in which he or she pushed, grabbed,
or shoved someone
Taken something from the store without paying for it
Purposely damaged or destroyed property that did not
belong to him or her

P-value
Not
significant*
p < .01*
Not
significant
p < .01
Not
significant*
Not
significant*

P-value
Past Month

P-value
Never

p < .01*
90+>89p < .001*
90+>89-

Not
significant
Not
significant

Not
significant

p < .05
90+>89-

p < .001
90+>89p < .05*
90+>89p < .05*
90+>89-

Not
significant
Not
significant
Not
significant

*Reported values using the Likelihood Ratio instead of the Pearson Chi-Square because the Pearson Chi-Square
violated one of the test’s assumptions.

A separate analysis of whether reported tobacco use differed between those who completed their
program in 90 days or more and those who completed their program in less than 90 days revealed that
such a significant difference existed, χ2 (df = 1) = 7.82, p < .01. This difference was accounted for by 51%
of youth who finished their program within 90 days reporting they have used or currently use tobacco
compared to 33% of those that took 90 or more days to complete their program.
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Discussion
In Idaho and in other juvenile justice systems across the nation, a philosophy of balanced and restorative
justice guides responses to juvenile “crime.” This philosophy focuses on providing accountability,
competency development, and community protection in a restorative manner (Office of Juvenile Justice
and Delinquency Prevention, 1998). Generally speaking, in the case of youth of who commit status
offenses, community protection is, for all intents and purposes, a nonissue. Rather, status offenses often
either reflect unmet, noncriminal needs that do not represent public safety issues per se or represent
socially normative adolescent behavior (Coalition for Juvenile Justice, 2013; Salsich & Trone, 2013). To
this point, we included the following quote in our Year 1 evaluation and do so again in this Year 2 report
because of its particularly apt description of the type of intervention the MF grantees seek to provide:
“Successful status offender program models around the country recognize that youth who
engage in status offense behaviors come from a variety of backgrounds and are influenced by a
wide array of contextual factors. These contextual factors may include having suffered childhood
trauma, coming from broken homes, issues with substance use, having unmet or unidentified
mental health needs, and/or struggling with unmet education needs. However, the vast majority
of status offending youth are simply going through normal developmental immaturity and/or
brief crises at home or school. What is needed in these cases is at most brief intervention and
time‐limited support from an informal, voluntary system” (Phillipi, Koch, Bolin, & DePrato, 2011,
p. 1).
Given such context, the MF grantees measure the effectiveness of their programs in different ways, but
their goals include (1) keeping youth who have committed tobacco, substance use, and other status
offenses out of the formal juvenile justice system while also providing a measure of accountability for
one’s actions and (2) building the skill sets necessary to help youth reduce their risk of ongoing or
continued use of tobacco and other substances.

Number of Diverted Youth
This year (FY16), we included a total of 840 youth in our dataset that were diverted from a formal court
process and instead participated in an MF program. In FY15, we collected data on 980 youth diverted
from court by MF programs. Because we updated our FY15 analysis of the total number of status
offense-type charges and counts found in ISTARS, this year we were able to briefly compare the total
number of petitioned charges and counts in FY15 with the total number of youth who were diverted
into an MF program.
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As mentioned in the Results section of this report, a total of 7,526 charges and counts were petitioned in
FY15, of which 46% had been dismissed at the time of our analysis. Dismissed charges and counts could
include youth who participated in and successfully completed an MF or other type of diversion program.
As discussed earlier, because of data limitations and other challenges we do not know how many of the
MF participants’ charges and counts were at any point entered in ISTARS. However, given the total
number of charges and counts in ISTARS in FY15 (7,526) and the total number of youth in our dataset in
FY15 (980), we can reasonably conclude that MF programs in FY15 helped reduce the court caseload by
an estimated 13.0%. 49

Offense History
In this year’s evaluation, we found that 80.8% of MF participants in our dataset were first-time offenders
and 19.2% had committed offenses of some kind previously. Comparatively, in the Year 1 evaluation we
found that 84.7% of MF program participants were first-time offenders and 15.2% were repeat
offenders. We attempted this year (FY16) to collect data aimed at determining whether the repeat
offenders had previously participated in an MF program but very few grantees provided this
information. Instead, we decided to conduct an additional analysis to ascertain whether significant
differences existed between first-time and repeat offenders, particularly with regard to how these youth
responded to symptoms on the GAIN-SS.
Indeed, as noted earlier, the analysis did reveal many significant differences: first-time offenders
responded differently than repeat offenders on 13 of the 23 symptoms. Furthermore, significant
relationships were revealed for 15 symptoms that were tested for having been experienced in a certain
timeframe—either in the past month (3 symptoms) or never (15 symptoms). As seen below in Table 23
(itself a more succinct presentation of the information in Table 21), perhaps the most striking finding is
that for 15 symptoms, the differences between first-time and repeat offenders can be best explained by
the subset of youth that fall within the category of never having experienced the symptom; first-time
offenders were more likely to report never having experienced a given symptom than repeat offenders.

49

As mentioned in our Methodology section, the ISTARS data is best sorted and analyzed by counting every charge
and every count as opposed to counting by individual youth. The MF program participant data from FY15 were
sorted and analyzed by participant (i.e., individual youth) instead of counting by every charge and count.
Therefore, the figure used in this calculation (980) represents the number of individual youth and could be higher
had we counted every charge and count faced by those participants. Furthermore, our threshold for including
participants in our dataset necessitated that data be collected and submitted to our evaluation team. We know
there were MF program participants in FY15 for which no data was collected and submitted to us.
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Table 23: Never Have Experienced the Symptom, First-time versus Repeat Offenders
Symptom
Internalizing Disorder Screener Symptoms
Seen or heard things that no one else could see or hear or
has felt like someone else could read or control his or her
thoughts
Externalizing Disorder Screener Symptoms
Had a time paying attention at school, work, or home
Had a hard time waiting for his or her turn
Been a bully or threatened other people
Started physical fights with other people
Tried to win back gambling losses by going back another
day
Substance Use Disorder Screener Symptoms
Used alcohol or other drugs weekly or more often
Spent a lot of time either getting alcohol or other drugs,
using alcohol or other drugs, or recovering from the side
effects of alcohol or other drugs (e.g., feeling sick)
Kept using alcohol or other drugs even though it was
causing social problems, leading to fights, or getting him or
her into trouble with other people
Had to give up or reduce his or her involvement in
activities at work, school, home, or social events because
of his or her use of alcohol or other drugs
Had withdrawal problems from alcohol or other drugs like
shaky hands, throwing up, having trouble sitting still or
sleeping, or has used alcohol or other drugs to stop being
sick or avoid withdrawal problems
Crime and Violence Screener Symptoms
Taken something from the store without paying for it
Sold, distributed, or helped to make illegal drugs
Drove a vehicle while under the influence of alcohol or
illegal drugs
Purposely damaged or destroyed property that did not
belong to him or her

P-value

First-time
Offenders

Repeat
Offenders

p < .01

87.2%

74.4%

p < .01
p < .001
p < .001
p < .001

21.9%
57.0%
71.8%
70.5%

9.1%
38.8%
49.6%
49.6%

p < .05

96.3%

90.9%

p < .01

61.6%

45.5%

p < .01

72.5%

59.5%

84.6%

69.4%

p < .001

85.9%

70.2%

p < .05

91.8%

85.1%

p < .001
p < .01

66.4%
92.2%

42.1%
81.8%

p < .05

94.6%

89.3%

p < .05

80.3%

69.4%

p < .001
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Offense Type
Aside from whether the MF participants were first-time or repeat offenders, we also counted the
number and type of offenses committed and noted some fairly large differences between the Year 1 and
Year 2 evaluations. Most notably, in FY16 there were far more alcohol and drug-related offenses than in
FY15 and far fewer tobacco and truancy offenses than in FY15. Table 24 is an abbreviated version of
Table 7 to illustrate these comparisons. Because first year data collection tends to be anomalous, we will
continue to track this type of data to monitor longer-term trends.
Table 24: Offense Type Comparison, FY15 versus FY16
Number (%)
FY15

FY16

105 (12.4%)

230 (28.7%)

45 (5.3%)

138 (17.2%)

Tobacco

201 (23.8%)

69 (3.6%)

Truancy

195 (23.0%)

58 (7.2%)

Alcohol
Possession or paraphernalia

Tobacco Law Change
One explanation can be offered for the changes seen in Table 24, at least in terms of explaining the
decrease in tobacco-related offenses. July 1, 2015 marked a change in state law that newly classified
minor tobacco citations as infractions, punishable by a fine of $17.50. 50 Whereas previously, youth
charged with a tobacco citation were often diverted into an MF-type program, this change in statute
holds youth accountable via the fine rather than bringing them before the court and diverting them into
a program of some kind, such as an MF program. In many jurisdictions, youth can still opt into a
diversion or MF program, but the grantees reported to us that most youth and their families elect to pay
the minimal fine. 51
In our Year 1 evaluation, the most common offense for youth participating in an MF program was a
tobacco charge (201 total offenses). This year, that total number of tobacco offenses was 69. However
regardless of the offense (i.e., reason for which youth were participating in an MF program), the
percentage of MF participants that admitted to tobacco use was higher in Year 2 (42.0%) than in Year 1
(35.0%).

Use of the GAIN-SS
In the Year 1 report, we discussed at length the importance of providing an immediate response to
youth who have committed an offense and that screening youth who participate in an MF program

50

Idaho Code § 39-5703

51

A similar law change went into effect July 1, 2016 for alcohol citations. Our Year 3 report will track the impact on
the number of alcohol-related offenses.
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should be part of such a response. Only 42.4% of youth in our FY15 dataset were screened using the
GAIN-SS, Version 3.0. This year, 75.0% were screened using this instrument – an improvement of 76.9%.
However, one of the concerns we discussed in our Year 1 evaluation was the extent to which grant
administrators (or other program staff) review and use the GAIN-SS. To date, we have some evidence
that the screening results impact the type and dose of services received, as they should per best
practice. Ideally, screening occurs as part of the initial triage process and helps identify which type of
services, if any, may be appropriate or necessary. Widespread implementation of this type of best
practice would of course require the availability of multiple types of diversion programs or services
depending on the individual needs of each youth.
Ada County Drug and Alcohol Education uses the results of the GAIN-Quick as eligibility criteria to
participate in drug and alcohol education. 52 Twin Falls County SOS and Bannock County’s grant programs
offer an array of diversion services and use the results of not only the GAIN-SS but also the YLSI to
develop individualized case management and service delivery plans. Bannock and Bingham Counties also
tailor sanctions in Youth Court based on need. Additionally, last year, we made the recommendation
that program staff review the results of the GAIN-SS for each participant to assure that the symptoms
screening a youth “in” and/or categorizing the youth as high or moderate severity are symptoms that
seem to truly warrant additional follow-up. At least two grantees, Ada County TAP and Bannock
County’s Status Offender Program, used the results of the GAIN-SS to make referrals:
• TAP program staff use the results of the GAIN-SS to identify youth who may benefit from
counseling and refer them on to such program.
• Bannock County Status Offender Program staff conduct further assessments as
recommended by the GAIN-SS to determine the appropriate level of treatment.
Interpretation of Results
In both the Year 1 and Year 2 evaluations, the symptoms most commonly identified as having been
experienced in the past month were those that many youth (including youth in the general population)
experience. Further, the substance use screener and crime and violence screener scores generated the
largest percentages of low-severity results as compared to the internalizing and externalizing disorders
screener scores.
What we can derive from these results is that, generally speaking, the appropriate “type” of youth is
participating in the MF programs. 53 However, such a conclusion does not exclude the possibility that
these youth may benefit from other types of services. That said, despite the noncriminal behavior of
these youth, if we interpreted the results of the GAIN-SS as recommended, then 95.2% would require a
lengthier follow-up assessment. This figure seems relatively high given the low-risk nature of the youth
the MF programs serve, suggesting that the screening tool, for this particular sample of youth, screened
“in” more youth than necessary.
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The GAIN-Quick (GAIN-Q) is a general assessment that is part of the family of screening and assessment
instruments that fall under the umbrella of the GAIN.

53

The results of the YLSI also support this conclusion, as no youth scored as “high” or “very high” risk.
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Screening tools such as the GAIN-SS can be overly sensitive in identifying potential problems and thus
screen “in” youth who do not have a serious enough problem to warrant a follow-up assessment. They
can also lack specificity and screen “out” those youth who do have a problem that may need additional
attention. As in our Year 1 evaluation, this year, when we reviewed the symptoms that participants
indicated they experienced in the past month (i.e., those symptoms that were screening them “in”), the
three most common symptoms are those that many relatively “normal” adolescents face:
• 41.4% reported having a hard time paying attention at school, work, or home.
• 40.0% reported sleep trouble, such as bad dreams, sleeping restlessly, or falling asleep
during the day.
• 33.8% reported having a hard time listening to instructions at school, work, or home.

Length of System Involvement
In addition to reducing the case burden of courts, keeping status offenders out of the formal justice
system also helps fight against the adverse outcomes of ‘labeling’—a theory positing that once someone
is labeled ‘delinquent’ or as a ‘law-breaker’ due to involvement in the justice system, that person is
more likely to internalize that label and act accordingly, leading to future and escalating delinquent acts
(Datesman & Aickin, 1984; Jennings, 2011; Kammer, Minor, & Wells, 1997; Ryon et al., 2012). Research
clearly documents the importance of reserving the resources of the juvenile justice system for the
highest-risk youth and, simultaneously, minimizing intervention for low-risk youth. The literature tells us
that intervening with low-risk youth not only has a much smaller positive impact (than intervening with
high-risk youth), but can also lead to adverse outcomes (Seigle, Walsh, & Weber, 2014). Unnecessary
intervention, although well-intended, could have negative consequences and erroneously justify deeper
involvement in the system than is warranted, thereby increasing a youth’s risk of reoffending.
Start of Services
Because it can be difficult to attribute individual and family success to the intervention itself, a common
measure of effectiveness is to measure the time between a request for services and service delivery
(e.g., Meyer, Ananthakrishnan, & Salsich, 2013; Ryon et al., 2012). As mentioned previously, we found
that 36% of youth began their intervention within one week of being referred for an offense and that
another 20% did not start participating in their MF program for more than four weeks after being
referred for an offense. On average in FY16, youth started their program approximately three weeks
after being referred for an offense. The reasons for such a “delay” are varied, but include factors such
as:
• Procrastination on the part of the youth participant
• Fixed class start dates or class sizes
• Fixed court session dates or hearing times
• Issues scheduling a class facilitator
• Issues coordinating the participation of all involved parties (e.g., the victim or families)
Program Length
In our Year 1 report we cautioned that lengthy interventions quite possibly do not align with the
literature’s advice to triage first then, if warranted, provide a brief intervention that is informed by the
results of a screen for needs and risks. We also stated that without evidence that demonstrates
increased positive outcomes for youth participating in longer programs, asking or requiring the MF
grantees to justify intervention strategies that are lengthy (e.g., 90+ days) may be warranted.
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In Year 1, the average (mean) number of days youth spent participating in an MF program was nearly
107 days. In Year 2, this figure was a much improved 50 days, with over 50% of youth completing their
programs in 30 or fewer days. Additionally, far fewer youth spent 90 or more days participating in an MF
program in FY16 (only 19%) than in FY15 (40%).
Our examination of whether youth that took 90 or more days to successfully finish their program
differed significantly in response to the symptoms on the GAIN-SS from youth that took less than 90
days to finish their program did reveal a small number of significant relationships; however, for the most
part, the responses provided for each symptom did not differ significantly between these two subsets of
youth. These results tell us that youth who finish their program in a relatively short timeframe (less than
90 days) do not differ significantly, by and large, from youth who sometimes take much longer to finish
their program (90 days or more), at least in terms of their responses to symptoms asked about on the
GAIN-SS. What we can infer from that is that perhaps no programs should, by design, take longer than
90 days to complete.

Program Completion
By the close of FY16, approximately 70% of youth who participated in an MF program in FY16 had
successfully completed their program requirements.
• 7.4% failed to complete their program requirements.
• 6.3% were reported as still actively participating.
• 22.9% of youth in the data set were missing a program end date which means they were
very likely still actively participating.
If we exclude the missing data (including those identified as still participating), then the program
completion rate increases to 90.4%, with a 9.6% failure rate. Among youth that were reported to have
failed their program, 71.0% of them failed because they did not meet the program requirements in
some capacity (e.g., committed a new offense or failed a drug test). Additionally, another 17.7% were
transferred to a higher level of treatment. Understanding the reasons for program failures is of critical
importance because the reasons illustrate the role of diversion-like programs, such as those provided by
the MF grantees, to serve low-risk youth offenders, thus demonstrating the commitment of the MF
grantees to work within their stated purpose to serve only low-risk youth.
Earlier in this section, we discussed the limitations of how the GAIN-SS results are used. However, by
collecting program completion data, we are able to discern that if youth violate the terms of their
diversion (i.e., MF) program, the grantees are appropriately referring them back to court or on to a
different service or treatment.
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Additional Outcomes Summary
Our Year 1 evaluation’s review of the literature revealed three common outcomes for programs that
target the status offender population: (1) reduce the number of status offense referrals or petitions to
court; (2) decrease the detention rates of status offenders; and (3) monitor case processing times for
the courts and community-based programs. Although this evaluation does not focus on the second of
those outcomes, we did provide information on the other two earlier in this report. Given the
literature’s focus on diverting status offenders away from the formal juvenile justice system, we can
reasonably conclude that by the very nature and design of the MF programs as ones that divert youth,
an important outcome has already been achieved.
Aside from that primary objective, the programs implemented by the MF grantees are also meeting
other objectives and reporting additional outcomes. In the Year 1 evaluation, we provided program
briefs for each of the grantees that summarized their programs and outlined the type, quantity, and
quality of the data received on program participants in FY15. This year, data collection and submission
was so much improved that we deemed the program briefs unnecessary to compile for Year 2 (FY16).
Instead, we are now able to conclude our Year 2 report with the following summary on the outcomes
(and also some significant program outputs) reported by the grantees in FY16.

Pre- and Post-Tests
At least in part because accountability for one’s actions and competency development are part of the
philosophy of balanced and restorative justice, many grantees have structured their programs in such a
way that youth are required to take a class or series of classes and/or participate in certain activities.
Several grantees have been using pre- and post-tests to document skill development, to demonstrate
increases in knowledge, to measure decreases in risky behavior, and/or to measure program
satisfaction. For example:
• Ada County uses pre- and post-tests to measure increases in knowledge for youth
participating in TAP and the county’s new drug and alcohol education program. For
participants in TAP, the grant administrator reported an average pre-test score of 80.0%, an
average post-test score of 91.0%, and an average increase in knowledge of 14.9%. For
participants in the drug and alcohol education program, the average pre-test score was
74.6%, the average post-test score was 88.5%, and the average increase in knowledge was
21.9%.
• Bannock County uses the YLSI as a pre- and post-test to document decreases in risk in areas
targeted on the pre-YLSI.
• The youth who participated in a 3rd Millennium Classroom drug, alcohol, or tobacco class
also took pre- and post-tests. Among these youth, the average pre-test score was a 51.8%,
the average post-test score was 90.7%, with an average increase in knowledge of 56.0%.
• Canyon County Restorative Justice provided the results of pre- and post-tests taken by 10
participants in Quarters 2 and 4. In many ways, these “tests” were akin to satisfaction
surveys in which, in response to a series of seven questions, participants nearly unanimously
agreed that they, for example, were treated safely and fairly and that they felt comfortable.
Out of 70 responses, only three questions elicited a response of “I don’t know.” Additionally,
the pre-tests revealed that in general the participants felt their behavior impacted others
and that the restorative justice process would treat them (i.e., the offender) fairly; these
responses were echoed on the post-tests.
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Recidivism
Recidivism is only one of many measures that can help explain a program’s performance or impact.
Although recidivism is a much discussed concept within the justice system, for interventions such as
those provided by the MF programs, recidivism is not necessarily the most illustrative measure of a
program’s overall success. Diversion programs offered to status offenders and other low-risk youth such
as those provided by the MF grantees are, per best practice, supposed to be quick, “light” interventions
wherein contact with the formal system, including follow-up, is as limited as possible. Given that context
and understanding, several grantees do track or have plans to track some kind of recidivism measure
and the methods by which the grantees are doing so mostly involve checks of data systems that track
juvenile offenses:
• Ada County TAP reports an 11% recidivism rate since the inception of its program in FY15.
Recidivism has been defined as those youth who have received a new tobacco, alcohol, or
drug-related charge since completing TAP.
• Bannock County Youth Court reported a non-recidivism rate of 78% for calendar year 2014.
• Bingham County Youth Court reports an overall recidivism rate of 27% throughout the
length of the program; last year’s rate was a reported 20%.
• Twin Falls SOS reports a non-recidivism rate of 88.9% from 2001-2014. Program staff
conduct a six-month and one-year follow up to ascertain whether previous program
participants have committed a new offense.
• Bannock County FGDM, Bannock County Status Offender Program, Bannock County Youth
Court, Bonner County Youth Court, Madison County FGDM all monitor (or intend to
monitor) tracking systems (e.g., IJOS and/or ISTARS) to conduct record checks aimed at
measuring recidivism.
Finally, related to recidivism but also related to improved behavior and reduced risk, School District 25’s
restorative justice program has been tracking the number of incidents occurring in school that are
characterized as inappropriate, illegal, or dangerous (including alcohol, tobacco, and drug offenses)
since the inception of its program in FY15:
• During the 2013-14 school year, district and school administrators recorded 1,259 incidents
• In the 2014-15 school year, that figure decreased to 1,141 incidents with 228 referrals to the
District Discipline Review Committee
• Two years into the restorative justice program serving School District 25, the number of
incidents was 826 with 186 referrals to the District Discipline Review Committee. These
figures were reported roughly halfway through the 4th quarter of FY16 but very near the end
of the 2015-16 school year (eight days left).
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Concluding Comments
Costs aside, the literature is clear on the best approach for addressing the needs of status offenders and
low-risk youthful offenders: divert them from the formal juvenile justice system whenever possible.
However, for those curious about the cost to provide diversion services, we conclude this Year 2 report
with a few thoughts on the cost-benefit of diversion programs like those provided by the MF grantees
and, to that end, have provided a brief cost comparison. Table 25 shows the average cost to house one
(presumably high-risk) youth in an Idaho juvenile correctional center, the average cost of a detention
stay, and an estimated cost of providing diversion services through an MF program for one, low-risk
youth. To best interpret this table, we would be remiss to not point out that, in actuality, the cost per
youth for the MF diversion programs is much lower due to the many youth who participated in or were
involved in an MF program but were not included in our final dataset. In the same vein, the costs
associated with detention are likely higher if costs such as probation were factored in.
Table 25: Average Cost Per Youth
MF Diversion
IDJC Correctional County Detention
Center
Center
Program FY15

MF Diversion
Program FY16

Average length of
“stay”

599.2 days*

4 days

106.8 days

50.0 days

Cost per youth

$153,571.35

$588**

$1,076.53***

$1,255.95***

* Derived using a conversion calculator and the IDJC-reported statistic of a 19.7 month average length of custody
and a cost per day of $259.85 in FY15.
**Average cost per day of detention is $147. This cost does not include any other court costs or probation costs.
*** Calculated using the total grant amounts awarded by the Millennium Fund in FY15 and FY16 ($1,055,000) and
the total number of participants included in our FY15 and FY16 datasets (980 youth and 840 youth, respectively).

Table 25 reiterates rather dramatically the heavy expense incurred by the state to care for Idaho’s
highest-risk youth who have committed juvenile crime. On the opposite end of the spectrum, the table
also demonstrates the much lower cost of the diversion programs provided by the MF grantees—and
with much better outcomes. As previously discussed, the literature repeatedly states that status
offenders and other low-risk youth who may be “chronically disobedient but not criminal” be treated
differently than high-risk youth engaged in criminal activity. Formal court involvement can exacerbate
problems and inadvertently create larger crises for families in need of services (Mogulescu & Caro, 2008;
Salsich & Trone, 2013). Undoubtedly, youth are best served at the earliest intervention point possible
and before misbehavior escalates to a level that necessitates formal juvenile justice system
involvement—be it formal probation, a stint in detention, or worse. Simply put, these initial investments
in helping status offenders and their families “right the ship” seem highly worthwhile.
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Appendix A
List of Grantees

FY15

FY16

Award

Award

-

$13,285

Year 1

$16,732

$14,222

Year 2

District

Organization

Project Name

1

Bonner County

Youth Court

Post Falls

Teen Court and

School/Police

Service Learning

3

Canyon County

Restorative Justice
Conferences

$43,200

$22,000

Year 2

4

Ada County

Drug and Alcohol
Education

-

$35,000

Year 1

4

Ada County

Tobacco Alcohol
Platform

$18,000

$42,000

Year 2

4

Ada County

Diversion Counseling

$37,500

$46,750

Year 2

Restorative Justice

$27,602

$23,000

Year 2

Restorative Justice

-

$23,798

Year 1

Restorative Justice

-

$23,798

Year 1

Northside Status
Offender/Diversion
Coordinator

-

$13,452

Year 1

1

Boise County
4

Idaho City
Boise County

4

Garden Valley
Boise County

4

5

Horseshoe Bend
Jerome County

Year of Funding

55

5

5th District Court

Status Offender
Services

$45,000

$51,000

Year 2

5

5th District Court

Tobacco & Alcohol
Diversion Platform

$41,250

$46,750

Year 2

6

Pocatello/Chubbuck
School District #25

Restorative Justice

$13,000

$11,050

Year 2

6

Bannock County

Restorative Justice
Conferencing

$35,341

$23,329

Year 2

$43,630

$45,693

Year 2

6

Bannock County

Status Offender
Program
Truancy Court

6

Bannock County

Youth Court

$15,579

$17,656

Year 2

7

Bingham County

Youth Court

$21,200

$21,000

Year 2

7

Madison County

Not On Tobacco

$3,750

$4,200

Year 2

7

Madison County

Restorative Justice

-

$23,349

Year 1

7

Madison County

3rd Millennium
Classroom

-

$4,200

Year 1

GAIN Short Screener (GAIN-SS)
Version [GVER]: GAIN-SS ver. 3.0
What is your name? a.__________________________ b. ____ c. ____________________________________
(First name)

(M.I.)

(Last name)

What is today’s date? (MM/DD/YYYY) |__|__| / |__|__| / 20 |__|__|

Past month

2 to 3 months ago

4 to 12 months ago

1+ years ago

Never

The following questions are about common psychological, behavioral, and personal
problems. These problems are considered significant when you have them for two
or more weeks, when they keep coming back, when they keep you from meeting
your responsibilities, or when they make you feel like you can’t go on.

4

3

2

1

0

3

2

1

0

3

2

1

0

3
3
3

2
2
2

1
1
1

0
0
0

3

2

1

0

3
3

2
2

1
1

0
0

c. Had a hard time listening to instructions at school, work, or home. ...................... 4

3

2

1

0

d. Had a hard time waiting for your turn. ................................................................... 4

3

2

1

0

e. Were a bully or threatened other people................................................................. 4

3

2

1

0

f.

Started physical fights with other people ............................................................... 4

3

2

1

0

g. Tried to win back your gambling losses by going back another day. .................... 4

3

2

1

0

3

2

1

0

3

2

1

0

3

2

1

0

3

2

1

0

3

2

1

0

After each of the following questions, please tell us the last time, if ever, you had the
problem by answering whether it was in the past month, 2 to 3 months ago, 4 to 12
months ago, 1 or more years ago, or never.

IDScr 1. When was the last time that you had significant problems with…
a. feeling very trapped, lonely, sad, blue, depressed, or hopeless about the future? ..... 4
b. sleep trouble, such as bad dreams, sleeping restlessly, or
falling asleep during the day? ................................................................................. 4
c. feeling very anxious, nervous, tense, scared, panicked, or like something
bad was going to happen? ....................................................................................... 4
d. becoming very distressed and upset when something reminded you of the past?..... 4
e. thinking about ending your life or committing suicide? ......................................... 4
f. seeing or hearing things that no one else could see or hear or feeling that
someone else could read or control your thoughts? ............................................... 4
EDScr 2. When was the last time that you did the following things two or more times?
a. Lied or conned to get things you wanted or to avoid having to do something ....... 4
b. Had a hard time paying attention at school, work, or home. .................................. 4

SDScr 3. When was the last time that…
a. you used alcohol or other drugs weekly or more often? ......................................... 4
b. you spent a lot of time either getting alcohol or other drugs, using alcohol or
other drugs, or recovering from the effects of alcohol or other drugs
(e.g., feeling sick)? ................................................................................................. 4
c. you kept using alcohol or other drugs even though it was causing social
problems, leading to fights, or getting you into trouble with other people? .......... 4
d. your use of alcohol or other drugs caused you to give up or reduce your
involvement in activities at work, school, home, or social events? ........................ 4
e. you had withdrawal problems from alcohol or other drugs like shaky hands,
throwing up, having trouble sitting still or sleeping, or you used any
alcohol or other drugs to stop being sick or avoid withdrawal problems? ............. 4
gaincc.org
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Past month

2 to 3 months ago

4 to 12 months ago

1+ years ago

Never

(Continued)

4

3

2

1

0

CVScr 4. When was the last time that you…
a. had a disagreement in which you pushed, grabbed, or shoved someone? .............. 4
b. took something from a store without paying for it? ............................................... 4
c. sold, distributed, or helped to make illegal drugs? ................................................. 4
d. drove a vehicle while under the influence of alcohol or illegal drugs? .................. 4
e. purposely damaged or destroyed property that did not belong to you? .................. 4

3
3
3
3
3

2
2
2
2
2

1
1
1
1
1

0
0
0
0
0

After each of the following questions, please tell us the last time, if ever, you had the
problem by answering whether it was in the past month, 2 to 3 months ago, 4 to 12
months ago, 1 or more years ago, or never.

5. Do you have other significant psychological, behavioral, or personal problems
Yes
that you want treatment for or help with? (Please describe) ............................................... 1

No
0

v1. ______________________________________________________________________________
______________________________________________________________________________
6. What is your gender? (If other, please describe below)

1 - Male

2 - Female

99 - Other

v1. ______________________________________________________________________________
7. How old are you today?

|__|__| Age

7a. How many minutes did it take you to complete this survey?

|__|__|__| Minutes

Staff Use Only
8. Site ID: ___________________________ Site name v. _______________________________________
9. Staff ID: __________________________ Staff name v. ______________________________________
10. Client ID: ________________________ Comment v. _______________________________________
11. Mode: 1 - Administered by staff
2 - Administered by other
3 - Self-administered
13. Referral: MH ____ SA ____ ANG ____ Other ____ 14. Referral codes: _______________________
15. Referral comments: v1. ________________________________________________________________

Screener

Items

IDScr

1a – 1f

EDScr

2a – 2g

SDScr

3a – 3e

CVScr

4a – 4e

TDScr

1a – 4e

Past month
(4)

Scoring
Past 90 days
(4, 3)

Past year
(4, 3, 2)

Ever
(4, 3, 2, 1)

GAIN-SS copyright © Chestnut Health Systems. For more information on this instrument, please visit
http://www.gaincc.org or contact the GAIN Project Coordination Team at (309) 451-7900 or GAINInfo@chestnut.org
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Pharmacoeconomics

Economic Consequences of Unused Medications in
Houston, Texas
Kevin W Garey, Mikki L Johle, Kathy Behrman, and Melinda M Neuhauser

BACKGROUND: It is likely that a large amount of unused and outdated medications exists in households throughout the US; however,
the amount and potential costs of these medications are unknown.
OBJECTIVE: To

determine the amount, types, and costs of unused medications present in a neighborhood surrounding a community
pharmacy in Houston, Texas.

METHODS: A community trial was conducted between April and September 2002. This pilot study investigated the quantity and types
of drugs returned to a community pharmacy over a 6-month period.
RESULTS: During the study period, approximately 17 000 oral pills worth over $26 000 were collected in 1315 medication containers.

Medications collected were from all drug classes and types (pharmaceutical samples, over-the-counter and prescription drugs).
CONCLUSIONS:

This study demonstrated that an enormous amount of unused medications were present in a community in the US.
Community pharmacies may be an ideal venue to collect and destroy these unused drugs.
KEY WORDS: economics, unused drugs.
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t is likely that a large amount of unused and outdated
Istudies
medications exists in households throughout the US. In
performed outside the US, massive quantities of
unused drugs in the community have been documented.1,2
For example, >204 tons of unused medicines have been
collected in disposal programs in Alberta, Canada, over 8
years.2 A study conducted in England estimated that £37.6
million (~$62.4 million US) of drugs were discarded each
year in disposal programs provided by community pharAuthor information provided at the end of the text.
Funding for this study was provided by a grant from the National
Association of Chain Drug Stores and the University of Houston.
This work was presented in part at the 2003 Spring Meeting of
the American College of Clinical Pharmacy, Palm Springs, CA,
April 2003.
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macies.3 Due to the amount of medication consumption in
the US, the potential for wastage is significant. Recent surveys have shown that, in any given week, most American
adults consume at least one medication, 50% use at least
one prescription drug, and 7% take >5 prescription medications.4 A cross-sectional study of people >65 years old estimated that drug wastage accounted for 2.3% of all drug
costs.5 This would represent over $1 billion in drug wastage
in the elderly population in the US.
Unlike studies in other countries, those investigating the
amount of unused medications estimated to be present in
communities in the US have not been undertaken. The purpose of this pilot project was to determine the amount,
types, and costs of unused medications present in a neighborhood surrounding a community pharmacy located in
Houston, TX.
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Methods
This pilot study was conducted over a 6-month period (April–September 2002). The study investigated the quantity and types of medications returned to a community pharmacy during a “Medicine Cabinet Cleanup
Campaign” promoted by the pharmacy. The University of Houston Institutional Review Board approved the study protocol.
The Medicine Cabinet Cleanup Campaign was established so that individuals could drop off partially used, expired, or unwanted drugs from
their home to a local, community grocery-store pharmacy. Prescription
and over-the-counter (OTC) agents, and samples provided by pharmaceutical representatives (samples) were collected. Participants were notified of the campaign by advertisements placed within the pharmacy, 2
articles in a neighborhood newsletter, and leaflets placed in prescription
bags dispensed by the pharmacy. The advertisements requested participants to bring unused medications to the pharmacy for proper disposal.
Participation was encouraged through a monthly $50 raffle drawing of a
gift certificate for grocery purchases within the store. Participants submitted unused medications to a pharmacy staff member who exchanged
them for a raffle ticket. The drugs were stored behind the pharmacy
counter in large, tamper-proof biohazard containers. Medications were
transported to the University of Houston College of Pharmacy for data
entry and cataloging on a weekly or biweekly basis. Schedule drugs
were sorted independently and stored in a secure, locked cabinet of the
principle investigator. At the end of the study, all returned medications
and containers were incinerated.
Data collected for the unused medications included drug name, dosage form, original quantity, estimated percent remaining from prescription rounded down to the nearest quartile (0, 25%, 50%, 75%, or 100%),
prescription classification (prescription, sample, or OTC), and original
fill or discard dates. No patient identifiers were recorded. Drugs were
coded by pharmaceutical class using the classification scheme obtained
from the American Health Formulary Service.6 Medication costs were
estimated using the 2001 Red Book median wholesale drug cost estimates.7 Costs were determined by multiplying the cost per pill to the estimated number of pills remaining in the container. Costs were calculated
only for solid prescription medications due to the difficulty in calculating
the amount remaining for liquid preparations. Samples and OTC medications were also excluded from the cost analysis due to the difficulty in
determining accurate pricing information. The population living within 3
miles surrounding the community pharmacy was obtained from the US
Census Bureau Census 2000.
ANALYSIS

Data collected were coded and entered into a relational database (MS
Access 2000, Microsoft, Seattle, WA). The statistical package SAS Version 8.1 (SAS Institute, Cary, NC) was used for statistical analysis. Summary statistics were calculated for the amount of medications collected,
their types and classes, and costs.

Results
UNUSED MEDICATIONS

During the 6-month study period, 1315 medication containers were returned to the community pharmacy. Weekly
rate of collection was constant during the study period.
Original fill or discard by dates were available for 1273
(97%) containers. Original fill or discard dates ranged
from 1975 to 2002 and averaged 2 ± 3 years (mean ± SD)
from the start of the study. Sixty-three percent of returned
medications were dispensed between 2000 and 2002, 31%
from 1995 to 1999, and 6% before 1995. The most frequently returned medications were prescription drugs (65%), followed by OTC (27%) and sample (8%) agents. Oral medications (capsules or tablets) were most commonly returned
(64%), followed by liquid (12%), creams (11%), inhalers
1166
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(7%), or miscellaneous (6%; eg, eye glasses, hearing aid
batteries, medical equipment). Approximately 17 000 oral
pills were collected during the study period. The drug
classes collected most frequently were nonsteroidal antiinflammatory drugs/pain (25%), cough/cold/allergy (15%),
antiinfectives (11%), cardiac (10%), respiratory (9%), neurologic (8%), dermatologic (7%), and gastrointestinal (7%).
The cost of returned medications based upon median 2001
Red Book pricing was $26 222.
PHARMACY DEMOGRAPHIC AND INCOME PROFILE

Based on unpublished market data, we estimated that
the majority of customers who frequented the pharmacy
lived within a 3-mile radius of the store. Using the 2000
US census bureau data, 143 113 persons, primarily white
only (57%) or black only (22%), live within this area, with
a median age of 25–34 years and median salary of $25 000–
35 000.
Discussion
Similar to studies performed in other countries, this investigation revealed that a massive amount of unused medications is present in an urban neighborhood in the US. As
this study was a voluntary effort by the community, it is
likely that this is an underestimate of the amount of unused
medications present in the community. Extrapolating our results to the US population (estimated 291 000 000) would
represent >34 500 000 unused pills with an estimated cost
burden of $53 million. As this assumes that 100% of unused drugs were collected from the community, these
numbers likely represent an underestimate of the true value. This is supported by findings from a cross-sectional
study that estimated over $1 billion in unused medications
are present in the US senior citizen population.5
Community pharmacies may be an ideal venue to establish programs to collect this reservoir of unused or outdated
medications. It is estimated that 250 000 000 people enter a
community pharmacy each week.8 Community pharmacies
would have the necessary personnel, expertise, and storage
area to collect and store unused drugs. Large incentives
would also likely not be required for community participation in a collection program. In our study, the potential to
exchange unused medications for something else (in this
case, a raffle ticket) was enough incentive to encourage
participation for many people. However, 2 major obstacles
must be overcome to allow large-scale incorporation of
these programs. First, community pharmacists would likely require compensation to establish and maintain this program, and patients or customers may be more interested in
bringing in their unused medications if an incentive is offered. This could be achieved in a number of ways. Recently, many states have adopted policies that allow pharmacists to bill Medicare for immunization delivery services.9
A similar program could be adopted for collection of unused medications to help offset the costs of the program.
However, this study demonstrated that these costs were
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Unused Medications in Texas

minimal. Customers or patients could also be offered a rebate plan through the community pharmacy or the pharmaceutical manufacturers. As part of an advertising campaign,
pharmacies could offer a rebate on new prescriptions for
persons returning unused medications. Anecdotally, our
study generated positive advertising for the pharmacy. Participants were generally pleased to have the ability to safely discard their unused drugs as well as the potential for a
raffle prize. Although we did not measure this impact, it is
possible that the increased business to the store and pharmacy could offset the costs of a rebate or raffle system.
Second, proper disposal of these medications will require a coordinated effort either by community pharmacies
or by governmental organizations such as the Centers for
Disease Control and Prevention or the Department of Public Health. The medications collected in this study were incinerated using the biological safety system of a major
teaching university. Obviously, this system is not available
for the majority of community pharmacies. Alternative
systems or a coordinated approach to dispose of these
drugs would be required.
Recycling of these unused medications is another potential option. In France, a structured, industry-funded organization is responsible for the recollection and potential recycling of unused drugs.10 Any returned medications that are
deemed recyclable are donated to charity. To be recyclable,
there must be evidence that the drug has not been adulterated. The common use of blister packs and other singledose packaging in France allows many returned medications to meet this definition. In the US, grass-root efforts to
recycle unused medications from long-term care facilities
have received support by the Food and Drug Administration. However, none of the drugs that were collected from
our project would satisfy World Health Organization or
American Medical Association guidelines for medication recycling due to the containers being returned. A number of
issues, including proper packaging and assurances against
tampering, will have to be overcome before recycling of
these medications can become commonplace. Until that
time, efforts to decrease the amount of unused drugs or
proper disposal should be undertaken.
This study has several limitations. First, we did not attempt to assess the percentage of unused medications present in the community that were returned to the pharmacy.
Second, the costs of the drugs that were returned were
based on wholesale costs obtained from the 2001 Red
Book. Many of these medications were much older; thus,
the price does not represent their original wholesale price.
Third, we did not attempt to quantify the costs of liquid
preparations due to the difficulty in determining the
amount remaining. For oral pills, the amount remaining in
the container was rounded down to the nearest quartile to
avoid overestimating the number of pills remaining. Thus,
even our calculation of the number of pills collected and
their monetary value is an underestimate. Lastly, as this pilot project involved the collection of unused drugs from a
community in Houston, the generalizability of these findings is unknown. Other areas around the country likely
www.theannals.com

have a higher prevalence of drug wastage. For example, almost 10 000 postal employees have received antibiotics for
anthrax prophylaxis in New York City and Washington,
DC.11,12 Up to 63% of these antibiotics were discontinued
prematurely due to adverse events or other reasons. No coordinated efforts have been made to collect these medications,
and it is likely that many remain in the medicine cabinets of
these households. Safety concerns and drug misadventures
related to these unused medications should become a focus
for future inquiry.
Summary
This study demonstrated that an enormous amount of
unused medications are present in a community in the US.
Community pharmacies may be an ideal venue to coordinate programs to collect this information.
Kevin W Garey PharmD, Assistant Professor, Department of Clinical Sciences and Administration, College of Pharmacy, University
of Houston, Houston, TX
Mikki L Johle PharmD, Pharmacy Resident, Department of Clinical Sciences and Administration, College of Pharmacy, University
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EXTRACTO

RÉSUMÉ

TRASFONDO: Es probable que existan grandes cantidades de
medicamentos caducados o sin usar en los hogares de los Estados
Unidos. Sin embargo, la cantidad y potencial de costos de estos
medicamentos se desconoce.
OBJETIVO: Determinar la cantidad, tipos, y costos asociados con
medicamentos sin usar en un vecindario de una comunidad aledaña a
una farmacia en Houston, TX.
MÉTODOS: Un estudio piloto se llevó a cabo entre los meses de abril y
septiembre de 2002. Este estudio piloto investigó la cantidad y tipos de
medicamentos devueltos a una farmacia de comunidad durante un
período de 6 meses.
RESULTADOS: Durante el período bajo estudio, aproximadamente 17 000
tabletas o cápsulas orales con un valor de más de $26 000 se recogieron
en 1315 frascos de medicamentos. Los medicamentos que se recogieron
pertenecian a todas las clases y tipos de medicamentos (muestras
farmacéuticas, medicamentos que se venden sin receta, y medicamentos
que se venden con receta).
CONCLUSIONES: Este estudio demostró que existe una cantidad enorme
de medicamentos sin usar en las comunidades de Estados Unidos. Las
farmacias de comunidad pueden ser un lugar ideal para recoger y
destruir estos medicamentos.

OBJECTIF: Il est estimé que de nombreux médicaments périmés ou non
utilisés sont présents dans les demeures de familles américaines.
Toutefois, les coûts potentiels reliés à une telle situation demeurent
inconnus. Le but de cette étude était donc de documenter la quantité, le
type, et le coût des médicaments périmés ou non utilisés présents dans
les demeures de famille localisées aux alentours d’une pharmacie
communautaire de Houston.
MÉTHODOLOGIE: Cette étude pilote s’est déroulée sur une période de 6
mois. Suite à une campagne publicitaire de sensibilisation, tous les
individus résidant dans les alentours d’une pharmacie communautaire
étaient invités à remettre au personnel de cette pharmacie les
médicaments périmés et non-utilisés qu’ils avaient en leur possession à
la maison. Tous les médicaments ont été identifiés et leurs coûts
comptabilisés.
RÉSUMÉ: Durant la période étudiée, 1315 contenants de médicaments ont
été retournés à la pharmacie. Les comprimés et les capsules étaient les 2
formes pharmaceutiques les plus fréquentes (64% - près de 17 000)
suivies par les liquides (12%), les crèmes (11%), et les inhalateurs (7%).
Les médicaments retournés provenaient de toutes les classes
thérapeutiques et comprenaient des produits de vente libre (27%), des
médicaments d’ordonnance (65%), ainsi que des échantillons (8%). Les
coûts de tous ces médicaments ont été estimés à près de $26 000.
CONCLUSIONS: Cette étude démontre que des quantités importantes de
médicaments non utilisés ou périmés sont présentes dans les demeures
des familles américaines. Les pharmaciens communautaires ont un rôle
sociétal important à jouer pour récupérer et détruire ces médicaments
non utilisés et périmés.

Homero A Monsanto

Sylvie Robert
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Evidence for truth®
The Young Adult Response to a Youth-Focused
Anti-Smoking Media Campaign
Amanda Kalaydjian Richardson, PhD, MS, Molly Green, MPH, Haijun Xiao, MS,
Natasha Sokol, BA, Donna Vallone, PhD, MPH
Background: Previous studies have shown that exposure to truth® and similar countermarketing
campaigns is associated with an increase in anti-smoking attitudes and beliefs in those aged 12–17
years and a decrease in youth smoking. However, it is unclear how such campaigns influence young
adults aged 18 –24 years.
Purpose: To examine levels of awareness and the effect of the national truth campaign on smokingrelated attitudes, beliefs, and intentions in young adults.
Methods: Data on respondents, aged 18 –24 years, from the Legacy Media Tracking Surveys— eight
cross-sectional nationally representative telephone surveys administered from 2000 to 2004 —were
combined and analyzed in 2009. Logistic regression analyses were used to examine the associations
between confırmed awareness of the truth campaign and smoking-related attitudes, beliefs, and
intentions. A second set of models was used to examine the association of attitudes and beliefs
targeted by the campaign with smoking intentions.

Results: A majority of young adults showed confırmed awareness of the truth campaign. Awareness
was associated with roughly half of the anti-smoking attitudes and beliefs, and it was associated
marginally with the intention to quit among smokers (p⫽0.06). Several of the attitudes and beliefs
targeted by the campaign were associated with the intention to not smoke (among nonsmokers) and
to quit (among smokers).
Conclusions: Messages contained in youth-focused anti-smoking campaigns may promote attitudinal and behavioral change in young adults. Young adults are at risk for both initiation and
establishment of smoking, while also being targeted specifıcally by the tobacco industry, so it is
critical to consider this audience when developing and implementing anti-smoking interventions.
(Am J Prev Med 2010;39(6):500 –506) © 2010 American Journal of Preventive Medicine

Introduction
vidence1–18 suggests that tobacco countermarketing campaigns can promote changes in smokingrelated attitudes and beliefs and reduce initiation
among young people. Recently, several studies have documented positive effects of the truth® campaign (hereafter, truth), the fırst national tobacco countermarketing
campaign targeting young people through advertisements exposing the tobacco industry’s deceptive marketing tactics. Its effectiveness is consistent with several behavior change theories in that message exposure is

E
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associated with changes in young people’s beliefs about
and attitudes toward smoking and, in turn, the reduction
of smoking behavior.19 –21
Early studies showed that among young people aged
12–17 years, exposure to truth was associated with an
increase in anti-tobacco attitudes and beliefs,3 an effect
that increased at higher doses of exposure.8 These effects
were sustained over 3 years,22 suggesting that countermarketing campaigns can positively and consistently
change young people’s attitudes and beliefs. Behavior
change also occurred, as truth was estimated to account
for approximately 22% of the nationwide decline in youth
smoking from 1999 to 20028 and the prevention of
450,000 adolescents from initiating smoking from 2000
to 2004.5
These effects, however, may not reflect the campaign’s
overall impact on smoking behavior in the U.S. Studies

© 2010 American Journal of Preventive Medicine • Published by Elsevier Inc.
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thus far have estimated the campaign’s impact on the
primary target audience, young people aged 12–17 years,
who are at greatest risk for initiating smoking. However,
the effects on the young adult audience have yet to be
examined. In fact, there has been little research done, in
general, on the adult response to youth-focused antismoking campaigns. Two exceptions include studies23,24
evaluating the Florida Truth campaign, which suggested
that although adults may exhibit high levels of campaign
awareness, this may not affect smoking behavior. Both
studies consisted of 781 adult smokers aged 30 –50 years
and neither evaluated the campaign’s impact on antismoking attitudes and beliefs, which are believed to precede or contribute to behavior change.25 The effectiveness of youth-focused anti-smoking campaigns on young
adults, therefore, warrants further investigation.
Approximately 21% of young adults aged 18 –24 years
currently smoke,26 and in the past decade they have had
among the highest percentage of smokers in the U.S. as
compared to other age groups.26 –34 Although initiation is
generally considered an adolescent behavior,35 young
adults are at risk for both initiation and progression to
regular smoking with higher average consumption.36 – 40
Despite this, public health efforts directed towards young
adults actually decreases even as efforts by the tobacco
industry intensify.36
Young adults are targeted by the tobacco industry37,40 – 42 for several possible reasons. First, young adulthood provides opportunities for tobacco marketers to
introduce and solidify smoking habits and behaviors.43
Second, young adults are the youngest legal marketing
target for an industry that relies on new smokers. Given
that exposure to tobacco advertising and promotions
can predict transition into established smoking patterns,40,44 – 47 it is critical to explore mechanisms to counteract these marketing influences and help prevent or
delay the initiation and establishment of smoking in
young adults.
This paper addresses a critical gap in the literature by
examining the impact of truth on anti-smoking attitudes,
beliefs, and intentions in a nationally representative sample of young adults. This work will clarify the impact of
youth-focused anti-smoking campaigns and inform the
development of interventions targeted to this age group.

Methods
Sample
We pool data from eight waves of the Legacy Media Tracking
Surveys (LMTSs)—nationally representative, random-digit-dial
(land-line only), cross-sectional surveys of youths and young
adults aged 12–24 years. The LMTSs were designed to track awareness of and receptivity to truth and also measure tobacco-related
attitudes, beliefs and behaviors, and exposure to pro- and antiDecember 2010
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tobacco influences. Nine waves of LMTS data (LMTSs 1–9) were
collected from December 1999 through January 2004, beginning
with the baseline survey administered prior to the campaign launch
in 2000. Data collection was incomplete for LMTS 4, leaving only
eight waves of data for analysis. African-American, Hispanic, and
Asian youth were oversampled to ensure suffıciently large sample
sizes to produce accurate estimates for these populations. Further
details on methodology are described elsewhere.3
Analyses are limited to young adults (aged 18 –24 years,
n⫽19,701), considered a secondary audience as data from Nielsen
Media Research showed high levels of media “dose” to this age
group in 2000 –2004. Approximately 77% were exposed annually,
at least once, to truth, with the average annual exposure ranging
anywhere from 34.9 to 43.4 ads. Response rates for the eight waves
of LMTSs in young adults were 52.5%, 43.7%, 41.4%, 28.5%, 37.7%,
32.4%, 25.8%, and 17.6%, respectively. The decline over time reflects a pattern observed in recent years, possibly because of increased sales and survey calls48 or increased cell phone use. Unweighted sample characteristics were similar across all waves.

Measures
The LMTSs contain a series of questions asking about specifıc TV
ads. Respondents are asked Have you recently seen an anti-smoking
or anti-tobacco ad on TV that ___ followed by a brief description of
the content. Those demonstrating basic recognition of the ad are
then asked to provide additional details. Respondents who can
provide a suffıciently accurate description of at least one truth ad
are considered to have “confırmed awareness” (awareness) of
truth.
Nine attitude and belief items associated with the message content of truth were examined.3,22 Displayed in Tables 1– 4 exactly as
written in the LMTSs, they assess the respondent’s agreement, as
measured on a 5-point Likert-type scale, ranging from strongly
agree to strongly disagree, with statements about the tobacco industry, smoking, and perceptions of tobacco’s social acceptability.
Intention to not smoke was assessed in never-smokers and
former smokers who had not smoked in the past 12 months by
asking, Do you think you will smoke a cigarette at any time during
the next year? Response options included defınitely yes, probably
yes, probably no, defınitely no, and no opinion. Intention to quit
smoking was measured among current smokers by asking, Do you
want to completely stop smoking cigarettes?

Analysis
Trends in awareness over time and the frequency of endorsing
anti-smoking attitudes, beliefs, and intentions were calculated. All
analyses were done in 2009 and were weighted for pooled survey
analyses and adjusted for sampling design using Stata, version 9.2.
Logistic regression models tested the association between awareness of truth and the nine attitude/belief and two smoking intention items, respectively. Outcome variables were dichotomized
with neutral or disagreement (strongly disagree/disagree/no opinion) coded as zero and agreement (strongly agree/agree) coded as
one. Only one item, “Smoking cigarettes makes people your age
look cool or fıt in,” was reverse coded so that zero signifıed
neutrality/agreement and one signifıed disagreement. Models included the following covariates measured by the LMTSs: age; gender; race/ethnicity; weekly income; employment status; education;
religiousness; hours of TV watched per day; smoking status; number of friends who smoke; household smoking restrictions; living with

502

Richardson et al / Am J Prev Med 2010;39(6):500 –506

Table 1. Frequency of respondents endorsing attitudes,
beliefs, and intentions to not smoke or quit both prior to
and following launch of the truth® campaign
Total % (strongly
agree/agree)
Variable

LMTS 1 LMTS
(baseline) 2–9

Attitudes and beliefs
Cigarette companies deny that
cigarettes are addictive.

54.0

57.3

Cigarette companies deny that
cigarettes cause cancer and other
harmful diseases.

41.4

45.5

Cigarette companies lie.

60.9

73.0

Cigarette companies try to get young
people to start smoking.

64.6

75.5

I want to be involved in efforts to get
rid of smoking.

52.4

52.3

I would like to see cigarette
companies go out of business.

45.9

55.6

Taking a stand against smoking is
important to me.

49.3

51.9

Not smoking is a way to express your
independence.

89.2

89.7

Smoking cigarettes makes people your
age look cool or fit ina

71.3

61.4

Definitely will not, or probably will not,
smoke a cigarette at any time during
the next yearb

93.1

91.5

Want to completely stop smoking
cigarettesc

75.7

76.5

Intentions

a

Strongly disagree/disagree
Nonsmokers only (never-smokers and former smokers who have not
smoked in the past 12 months)
c
Current smokers only
LMTS, Legacy Media Tracking Surveys
b

a smoker; living arrangements (parents, dorm, independent); cable
TV in the household; reported exposure to cigarette marketing/ads;
perceptions of an anti-tobacco organization presence in the school
or community; and a derived variable representing months since
campaign launch. Also included are cigarette price and state tobacco control funding, supplied by Dr. Chaloupka from the University of Illinois at Chicago and reflecting expenditures on state
comprehensive tobacco control programs.
Additional models examined the association of anti-smoking
attitudes and beliefs with smoking intentions. One set of models
tested the association between attitudes/beliefs and the intention to
not smoke (outcome) among nonsmokers. Another set of models
examined the association between attitudes/beliefs and the intention to quit (outcome) among current smokers. Models adjusted
for all covariates listed above except smoking status because models were stratifıed on this variable.

Results
The LMTS sample consisted of 19,701 young adults aged
18 –24 years. Of these, 44.4% were male and 55.7% were
female. Most respondents identifıed as white (51.2%),
followed by Hispanic (19%); African-American (17.3%);
Asian (8.4%); and other (4.1%). The majority had either a
full-time (37.9%) or part-time (31.7%) job. A small percentage had completed college (9.6%); the remainder reported a high school diploma or GED (36%); some college or technical school (35.3%); less than a high school
degree (17.3%); or a technical school degree (1.8%). Most
respondents lived with their parents (53.3%) or in an
apartment (37.3%). One third lived with smokers
(34.3%). Never-smokers constituted 36.8% of the sample,
followed by former (31.9%) and current smokers (30.9%).
On average, a majority of the sample had awareness of
truth. Before campaign launch (LMTS 1), there was 0%
awareness. Following campaign launch, levels of awareness were 68%, 42%, 65%, 64%, 60%, 60%, and 49%,
respectively, for the remaining seven LMTS surveys. Current smokers, noncurrent ever-smokers, and neversmokers had overall awareness levels of 63.6%, 59.8%,
and 56.4%, respectively.
The frequencies of respondents endorsing anti-smoking
attitudes, beliefs and intentions before (baseline) and following campaign launch are displayed in Table 1. Following
campaign launch, there were slight increases in endorsement of some attitudes and beliefs, namely: “Cigarette companies lie” (60.9% at baseline vs 73.0% following launch);
“Cigarette companies try to get young people to start smoking” (64.6% vs 75.5%); and “I would like to see cigarette
companies go out of business” (45.9% vs 55.6%).
Adjusted logistic regression analyses showed that
awareness of truth was associated signifıcantly with several attitudes and beliefs (Table 2), including “Cigarette
companies try to get young people to start smoking”
(OR⫽1.42, p⬍0.01) and “Cigarette companies lie”
(OR⫽1.30, p⬍0.01). The association between awareness
and the intention to not smoke within the coming year
was positive (OR⫽1.43) but not signifıcant (p⫽0.37)
among nonsmokers. However, the association between
awareness and the intention to quit smoking was of borderline signifıcance (OR⫽1.31, p⫽0.06) among current
smokers.
To further understand the relationship between attitudes/beliefs targeted by truth and the intention to not
smoke, the association between each of the nine attitude/
belief items and the intention to not smoke in the coming
year was examined among nonsmokers (Table 3). Four
attitudes/beliefs were associated signifıcantly with the intention to not smoke, including “I would like to see cigarette companies go out of business” (OR⫽3.55, p⬍0.01)
www.ajpm-online.net
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Table 2. The association between confirmed awareness
of truth® and anti-smoking attitudes, beliefs, and
intentions
Outcome: confirmed
awareness of truth
Variable

ORa (95% CI)

p-value

Attitudes and beliefs
Cigarette companies try to get 1.42 (1.21, 1.68)
young people to start
smoking

⬍0.01

Cigarette companies lie

1.30 (1.12, 1.52)

⬍0.01

Cigarette companies deny that 0.90 (0.78, 1.03)
cigarettes cause disease

0.13

Cigarette companies deny that 1.17 (1.02, 1.35)
cigarettes are addictive

0.03

I would like to see cigarette
companies go out of
business

1.00 (0.86, 1.15)

0.97

I want to be involved in efforts 1.18 (1.02, 1.36)
to get rid of smoking

0.02

Taking a stand against
smoking is important to me

1.10 (0.95, 1.28)

0.20

Not smoking is a way to
express independence

1.15 (1.00, 1.32)

0.04

Smoking cigarettes makes
1.15 (0.90, 1.46)
people your age look cool or
fit inb

0.26
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current smokers. After controlling for smoking status
and other covariates, awareness was associated signifıcantly with fıve of the nine anti-smoking attitudes and
beliefs. Although further research using longitudinal data
is needed, these results suggest that exposure to youthfocused anti-smoking campaigns among young adults,
especially smokers, may result in high levels of awareness
and may help promote shifts in some, but not all,
smoking-related attitudes and beliefs.
Among nonsmokers, although there was a positive
association between awareness and intention to not
smoke in the coming year, the result was not signifıcant.
However, the high percentage of nonsmokers endorsing
this intention (greater than 91%) may have made it diffıcult to discern small effects between groups. The association between awareness and the intention to quit among
smokers was of borderline association, suggesting that
messages in truth may affect cessation intentions of
young adult smokers.
Table 3. Association of attitudes and beliefs with
intention to not smoke next year among nonsmokers
aged 18 –24 years
Outcome: intention to
not smokea
Variable

ORb (95% CI)

p-value

Intentions
Definitely will not, or probably 1.43 (0.89, 2.29)
will not, smoke a cigarette at
any time during the next
yearc

0.37

1.31 (0.99, 1.73)

0.06

Want to completely stop
smoking cigarettesd

Attitudes and beliefs

a

ORs are adjusted for covariates listed in the Methods section.
b
Strongly disagree/disagree
c
Nonsmokers only (never-smokers and former smokers who have not
smoked in the past 12 months)
d
Current smokers only

and “Taking a stand against smoking is important to me”
(OR⫽3.25, p⬍0.01).
Additionally, the association between attitudes/beliefs
and the intention to quit was examined among current
smokers (Table 4). Seven attitudes/beliefs were associated
strongly (p⬍0.01) with the intention to quit, including “I
would like to see cigarette companies go out of business”
(OR⫽4.52, p⬍0.01) and “I want to be involved in efforts
to get rid of smoking” (OR⫽4.41, p⬍0.01).

The majority of young adults aged 18 –24 years had
awareness of truth, and this awareness was highest in
December 2010

1.72 (0.97, 3.03)

0.06

Cigarette companies lie

1.63 (0.98, 2.71)

0.06

Cigarette companies deny that
cigarettes cause disease

1.03 (0.64, 1.66)

0.90

Cigarette companies deny that
cigarettes are addictive

1.24 (0.78, 1.95)

0.36

I would like to see cigarette
companies go out of
business

3.55 (2.23, 5.64) ⬍0.01

I want to be involved in efforts
to get rid of smoking

2.26 (1.35, 3.79) ⬍0.01

Taking a stand against smoking 3.25 (1.95, 5.43) ⬍0.01
is important to me

a

Discussion

Cigarette companies try to get
young people to start
smoking

Not smoking is a way to
express independence

0.68 (0.42, 1.10)

0.12

Smoking cigarettes makes
people your age look cool or
fit inc

3.05 (1.60, 5.81) ⬍0.01

1⫽intention to not smoke, 0⫽intention to smoke (among neversmokers and former smokers who have not smoked in the past 12
months)
b
ORs are adjusted for covariates listed in the Methods section.
c
Strongly disagree/disagree
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Table 4. Association of attitudes and beliefs with
intention to stop smoking among smokers aged 18 –24
years
Outcome: want to
completely stop smoking
cigarettesa
Variable

ORb (95% CI)

p-value

Attitudes and beliefs
Cigarette companies try to get
young people to start
smoking

1.81 (1.36, 2.41) ⬍0.01

Cigarette companies lie

1.59 (1.20, 2.11) ⬍0.01

Cigarette companies deny that
cigarettes cause disease

1.29 (0.97, 1.70)

Cigarette companies deny that
cigarettes are addictive

1.53 (1.17, 2.01) ⬍0.01

I would like to see cigarette
companies go out of
business

4.52 (3.14, 6.50) ⬍0.01

I want to be involved in efforts
to get rid of smoking

4.41 (3.11, 6.25) ⬍0.01

0.08

Taking a stand against smoking 2.94 (2.12, 4.07) ⬍0.01
is important to me
Not smoking is a way to
express independence

1.57 (1.19, 2.07) ⬍0.01

Smoking cigarettes makes
people your age look cool or
fit inc

0.94 (0.62, 1.44)

0.78

a

1⫽intention to quit, 0⫽no intention to quit (among current smokers)
ORs are adjusted for covariates listed in the Methods section.
c
Strongly disagree/disagree
b

There were several signifıcant associations between attitudes/beliefs targeted by truth and the intention to not
smoke among nonsmokers. This is consistent with other
research, including a report25 that youth and young
adults aged 12–24 years living in states with aggressive
countermarketing media campaigns had more negative
attitudes and beliefs about tobacco industry practices and
less progression along the continuum of smoking intentions and behavior. Another study49 showed that current
and established smoking decreased at roughly twice the
rate in states with established or newly funded countermarketing campaigns as compared to other states (52.6%
vs 24.9%). Results presented here build on previous
work50 suggesting that some anti-industry media messages, such as those in truth, may be effective in promoting changes in smoking intentions in young adults, which
may, in turn, affect behavior.
Perhaps the most intriguing fınding is the association
between several of the anti-smoking attitudes/beliefs targeted by the campaign and the intention to quit among
smokers. This is consistent with a study51 using 2002

California Tobacco Survey data, which found that support for anti-tobacco industry action was associated negatively with current smoking and susceptibility to smoking, and was associated strongly with intentions to quit
among young adults. Results from the International Tobacco Control Four-Country Survey52 also showed that
anti-industry beliefs were related to cessation outcomes
among adults. Although truth was developed with a primary target audience of youth aged 12–17 years,3,53–55
results suggest that youth-focused anti-smoking campaigns such as truth may have secondary effects on young
adults who already have started to smoke. Prior analyses6
estimated that the campaign saved at least $1.9 billion in
medical costs to society. Research is needed to further
examine the secondary effects on young adults; however
if proven valid, the net cost effectiveness and public
health benefıt may be much greater.
There are several limitations to this research. First,
these data are up to 1 decade old (2000 –2004). It is
possible that given the evolving nature of tobacco control
efforts, young adults might respond to truth or a similar
campaign differently now than they would have previously. However, these data contribute substantially to our
limited knowledge of the effectiveness of youth-focused
anti-smoking campaigns on young adults. A second limitation is the cross-sectional data, which prevents the
examination of these relationships within the same individuals over time. Results do show, however, that awareness is associated with increased anti-smoking attitudes
and beliefs, which are believed to precipitate behavioral
change.25,56
Third, young adults with strong pre-existing antismoking attitudes and beliefs may have paid more attention to truth and, thus, may be more likely to be aware and
receptive to the ads. To account for this, a proxy measure
of exposure to anti-tobacco sentiment (perceived presence of anti-tobacco organizations in school or the community) was included as a covariate. Further, the frequency of respondents who participated in anti-tobacco
organizations in either their school or community was
examined, and this number was negligible (⬍2%). Lastly,
the tobacco-related media marketplace can be crowded
and complex, consisting of pharmaceutic ads, tobacco
industry ads and promotions, and state tobacco control
media messages. This may have influenced how young
adults responded to truth. Although unable to account
for all these influences, factors potentially related to competing exposure, such as average hours of TV watched per
day, access to cable or a satellite dish, and exposure to
pro-tobacco advertising or promotions, were included as
covariates.
Approximately 43% of the young adult population is at
risk for smoking initiation,57 and those who have initiwww.ajpm-online.net
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ated are at risk for progression to established smoking.
Although several studies58 – 62 have focused on how to use
media to prevent or delay smoking initiation among
young people, there has been little examination of this in
young adults. Data presented here show that awareness of
truth is associated with several anti-smoking attitudes
and beliefs targeted by the campaign. In turn, several of
these attitudes and beliefs also were associated with the
intention to not smoke (for nonsmokers) or quit (for
smokers) in young adults. Although more evidence is
needed, specifıcally the short- and long-term behavioral
response of young adults, results suggest that countermarketing strategies may help prevent or delay initiation
and progression of smoking in young adults, thereby
decreasing the current and future burden of tobaccorelated illness in our society.
No fınancial disclosures were reported by the authors of this
paper.
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Dear  Members  of  the  Joint  Millennium  Fund  Committee,  
    

The  Idaho  State  Pharmacy  Association  and  the  Idaho  Retail  Pharmacy  Council    is  pleased  to  
support  the  FY18  Millennium  Fund  request  to  prevent  prescription  drug  abuse  submitted  by  the  
Governor’s  Office  of  Drug  Policy,  the  Idaho  State  Board  of  Pharmacy,  and  truth208.  Abuse  of  
prescription  medications  is  at  alarming  levels  in  Idaho  and  the  proposed  project  will  play  an  
important  role  as  it  joins  the  comprehensive  list  of  strategies  currently  being  implemented  at  the  
state  and  local  level.  
    

This  project  works  in  harmony  with  Idaho’s  Prescription  Drug  Workgroup’s  objectives  by  
providing  additional  sites  for  disposing  of  unwanted  medications  and  thereby  reducing  their  
accessibility  for  diversion  and  abuse.  Currently,  the  only  option  available  to  safely  dispose  of  
unwanted  medications  is  local  law  enforcement  take  back  programs.  Unfortunately,  not  every  
law  enforcement  agency  has  the  resources  to  host  a  take  back  program  and  those  that  are  in  
place  are  not  always  easily  accessible.  With  the  passage  of  new  federal  regulations,  retail  
pharmacies  can  now  host  drug  take  back  programs  but  a  lack  of  resources  for  start-up  costs  
has  resulted  in  very  few  programs  in  Idaho.  This  funding  will  provide  these  start-up  costs  to  
pharmacies  throughout  the  state  to  begin  collection  programs  if  they  commit  to  sustaining  the  
program  for  at  least  three  additional  years,  filling  a  huge  need  and  providing  a  great  service  to  
Idahoans.  
    

The  second  important  component  of  this  project  is  an  awareness  campaign  directed  at  youth  
that  will  build  on  the  adult-focused  Lock  Your  Meds  campaign  funded  by  the  Millennium  Fund  
and  administered  by  ODP  in  2014.  It’s  vital  that  we  continue  to  educate  our  youth  about  the  
dangers  of  prescription  drugs.      
    

ISPA  and  the  IRPC  believe  this  project  is  an  important  part  of  a  comprehensive  approach  to  
reduce  prescription  drug  abuse  and  I  encourage  the  Joint  Millennium  Fund  to  grant  the  request.  
  

As  always,  please  contact  me  if  you  have  any  questions  (208-870-8312  or  
pameaton@idahoretailers.org).  Thank  you  for  your  consideration  of  this  important  matter.  
  
Sincerely,  
  

Pam Eaton
  

Pam  Eaton  
President/CEO  
Idaho  State  Pharmacy  Association  
Idaho  Retailers  Association,  Retail  Pharmacy  Council  
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District 1

Dates of Service

# Served

Ongoing

4

Boundary County
Organizations that
Juvenile Probation
participated in
(208)267‐7983
tobacco cessation
Kootenai County
services, including Juvenile Court system
contact information
(208)446‐1920
for that organization,
(208)446‐1970
dates of service, and
the number of
people participating
Kootenai County WIC
in that program
Program (208)415‐
5140

Ongoing

26

Ongoing

62

Bonner County WIC
Program (208)415‐
5140

Ongoing

1

Benewah County WIC
Program (208)415‐
5140

Ongoing

1

Shoshone County WIC
Program (208)415‐
5140

Ongoing

3

Post Falls High School
(208)773‐0581

11‐3‐15 to 12‐ 1‐15

3

St Maries High School
(208)245‐2142

Feb 17‐March 10

10

Shoshone Medical
Center (208)784‐
4616

Ongoing

4

Shoshone County
Juvenile Court system
(208)752‐1106

Ongoing

2

Nurse Family
Partnership Program
(208)415‐5298

Ongoing

51

UGM Center for
Women & Children
(208)665‐4673

2‐13‐16 to 2‐20‐16

10

Kootenai County PHD
(208)415‐5143

Ongoing

166

Benewah County PHD
(208)415‐5143

Ongoing

1

Bonner County PHD
(208)415‐5143

Ongoing

5

Boundary County PHD
(208)415‐5143

Ongoing

2

Shoshone County PHD
(208)415‐5143

Ongoing

6

Total

357

District 2
PH‐INCD Nez Perce County WIC
Program (Lewiston); Kara Jo
Herndon & Heidi Henson, 208‐799‐
3100
PH‐INCD Latah County WIC
Program (Moscow); Kara Jo
Herndon & Heidi Henson, 208‐799‐
3100

Dates of Service

# Served

Ongoing

42

Ongoing

3

PH‐INCD Clearwater County WIC
Program (Orofino); Kara Jo
Herndon & Heidi Henson, 208‐799‐
3100

Ongoing

5

PH‐INCD Lewis County WIC
Program (Kamiah); Kara Jo
Herndon & Heidi Henson, 208‐799‐
3100

Ongoing

2

PH‐INCD Idaho County WIC
Program (Grangeville); Kara Jo
Herndon & Heidi Henson, 208‐799‐
3100

Ongoing

2

Ongoing
Classes held in partnership
with SJRMC. PH‐INCD
teaches program.
3‐3‐16 to ‐3‐24‐16, 4‐7‐16
to ‐4‐28‐16,

5

Gritman Medical Center, Moscow;
Jim Parson, RRT, 208‐883‐6236

St. Joseph Regional Medical
Center; Elizabeth Keys, Director
Cardiopulmonary Services, 208‐
799‐6553
Bess Isaacson, Independent
Contractor, Kendrick, 208‐289‐
4016; Latah Recovery Center,
10‐26‐15 to 11‐9‐15; 1‐5‐
Moscow, Darrel Keim (Executive 16 to 1‐25‐16; 3‐22‐16 to 4‐
Director), 208‐750‐3165
12‐16
Nez Perce County Court Services;
PH‐INCD END Program, Lewiston;
Heidi Henson & Jen Deffenbaugh
(instructors), 208‐799‐3100; Joe
Steinwand , NPCCS referral
Ongoing as referrals are
source, 208‐750‐2002;
received

3

7

3

Snake River Community Clinic; PH‐
INCD Fresh Start Program,
Lewiston; Heidi Henson & Jen
Deffenbaugh, (instructors), 208‐
799‐3100; Charlotte Ash, Snake
River Clinic Director,
cmash@cableone.net

Ongoing

2

Lewis‐Clark Early Childhood
Program, Kamiah Head Start, Terri
Dobson & Heidi Thornton, 208‐
935‐2811

3‐31‐16 to 5‐12‐16

4

St. Joseph Regional Cancer Center;
208, 743‐7427 (Fax referrals sent
to PH‐INCD)

Ongoing as referrals are
received

5

Timothy Voglewede, Independent
contractor, 208‐476‐3998

11‐10‐15 to 12‐1‐15

2

Tri‐State Memorial Hospital:
Wound Care, ICU, & Med Surg (fax
referrals sent to PH‐INCD)

Ongoing as referrals are
received

1

Valley Medical Center (fax
referrals sent to PH‐INCD)

Ongoing as referrals are
received

1

Clearwater Medical Clinic (fax
referrals sent to PH‐INCD); 743‐
8416

Ongoing as referrals are
received

1

PH‐INCD Fresh Start Program,
Heidi Henson & Jen Deffenbaugh
facilitate 208‐799‐3100

Ongoing

10

Howell Munition & Technology,
classes held at worksite,
facilitated by PH‐INCD

10‐9‐15 to 12‐18‐15

6

Total

104

District 3

Start Date

End Date

# Served

Duck Valley Indian Reservation Po
Box 219 Owyhee, Nv 89832 775‐
757‐2921

6/27/2016

6/30/2016

16

Duck Valley Indian Reservation Po
Box 219 Owyhee, Nv 89832 775‐
757‐2921

6/27/2016

6/30/2016

17

Centennial Job Corps Center
3201 Ridgecrest Drive
Nampa, ID 83687
(208) 442‐4500

6/20/2016

6/23/2016

13

Centennial Job Corps Center
3201 Ridgecrest Drive
Nampa, ID 83687
(208) 442‐4500

5/17/2016

5/26/2016

15

Centennial Job Corps Center
3201 Ridgecrest Drive
Nampa, ID 83687
(208) 442‐4500

5/3/2016

5/12/2016

13

Centennial Job Corps Center
3201 Ridgecrest Drive
Nampa, ID 83687
(208) 442‐4500

4/12/2016

4/21/2016

20

Centennial Job Corps Center
3201 Ridgecrest Drive
Nampa, ID 83687
(208) 442‐4500

4/12/2016

4/21/2016

10

Saltzer Main Clinic
215 E. Hawaii Avenue
Nampa ID, 83686
(208)
463‐3000

2/29/2016

3/9/2016

17

COSA School
109 Penny Ln
Wilder, ID 83676
(208) 482‐6074

2/8/2016

2/11/2016

15

Centennial Job Corps Center
3201 Ridgecrest Drive
Nampa, ID 83687
(208) 442‐4500

1/12/2016

1/21/2016

12

Saltzer Main Clinic
215 E. Hawaii Avenue
Nampa ID, 83686
(208)
463‐3000

1/4/2016

1/13/2016

2

Saltzer Main Clinic
215 E. Hawaii Avenue
Nampa ID, 83686
(208)
463‐3000

12/7/2016

12/16/2015

3

Centennial Job Corps Center
3201 Ridgecrest Drive
Nampa, ID 83687
(208) 442‐4500

11/9/2015

11/18/2015

14

Saltzer Main Clinic
215 E. Hawaii Avenue
Nampa ID, 83686
(208)
463‐3000

10/19/2015

10/28/2015

7

10/20/2015

10/29/2015

11

7/21/2015

7/30/2015

5

9/21/2015

9/30/2015

10

7/20/2015

7/29/2015

13

Centennial Job Corps Center
3201 Ridgecrest Drive
Nampa, ID 83687
(208) 442‐4500
Saltzer Main Clinic
215 E. Hawaii Avenue
Nampa ID, 83686
(208)
463‐3000
Centennial Job Corps Center
3201 Ridgecrest Drive
Nampa, ID 83687
(208) 442‐4500
Saltzer Main Clinic
215 E. Hawaii Avenue
Nampa ID, 83686
(208)
463‐3000

Centennial Job Corps Center
3201 Ridgecrest Drive
Nampa, ID 83687
(208) 442‐4500
Centennial Job Corps Center
3201 Ridgecrest Drive
Nampa, ID 83687
(208) 442‐4500

8/11/2015

8/14/2015

12

8/31/2015

9/3/2015

11

8/17/2015

8/24/2015

1

6/9/2016

6/21/2016

13

4/5/2016

4/26/2016

9

Atlas School
5 South 3rd Avenue West
Middleton, 83644
(208) 585‐3027

1/19/2016

2/2/2016

4

Atlas School
5 South 3rd Avenue West
Middleton, 83644
(208) 585‐3027

11/18/2015

12/10/2015

12

Nampa Public Library 215 12th Ave
S, Nampa, ID 83651
(208)
468‐5800

3/3/2016

3/16/2016

1

6/6/2016

6/9/2016

5

6/6/2016

6/10/2016

20

Saltzer Main Clinic
215 E. Hawaii Avenue
Nampa ID, 83686
(208)
463‐3000
Atlas School
5 South 3rd Avenue West
Middleton, 83644
(208) 585‐3027
Atlas School
5 South 3rd Avenue West
Middleton, 83644
(208) 585‐3027

Valor Health 1202 E Locust St,
Emmett, ID 83617
(208) 365‐3561
Juvenile Detention Center
222 North 12th Ave, Caldwell,
Idaho 83605
(208)454‐7353

Valor Health 1202 E Locust St,
Emmett, ID 83617
(208) 365‐3561

5/23/2016

5/26/2016

7

Juvenile Detention Center
222 North 12th Ave, Caldwell,
Idaho 83605
(208)454‐7353

2/15/2016

2/20/2016

23

Valor Health 1202 E Locust St,
Emmett, ID 83617
(208) 365‐3561

2/11/2016

2/19/2016

1

Valor Health 1202 E Locust St,
Emmett, ID 83617
(208) 365‐3561

1/4/2016

1/7/2016

4

Juvenile Detention Center
222 North 12th Ave, Caldwell,
Idaho 83605
(208)454‐7353

10/12/2015

10/15/2015

23

Southwest Idaho Juvenile
Correction Center 1650 11th Ave
N, Nampa, ID 83687 (208) 465‐
8443

7/20/2015

7/24/2015

6

Juvenile Detention Center
222 North 12th Ave, Caldwell,
Idaho 83605
(208)454‐7353

8/6/2015

8/24/2016

25

Valor Health 1202 E Locust St,
Emmett, ID 83617
(208) 365‐3561

9/18/2015

9/19/2015

4

Southwest Idaho Juvenile
Correction Center 1650 11th Ave
N, Nampa, ID 83687 (208) 465‐
8443

7/20/2015

7/24/2015

9

Southwest District Health
13307 Miami Lane
Caldwell, ID 83607
208‐455‐5321
Southwest District Health
13307 Miami Lane
Caldwell, ID 83607
208‐455‐5321
Southwest District Health
13307 Miami Lane
Caldwell, ID 83607
208‐455‐5321
Southwest District Health
13307 Miami Lane
Caldwell, ID 83607
208‐455‐5321
Southwest District Health
13307 Miami Lane
Caldwell, ID 83607
208‐455‐5321
Southwest District Health
13307 Miami Lane
Caldwell, ID 83607
208‐455‐5321

Southwest District Health
13307 Miami Lane
Caldwell, ID 83607
208‐455‐5321

Southwest District Health
13307 Miami Lane
Caldwell, ID 83607
208‐455‐5321
Southwest District Health
13307 Miami Lane
Caldwell, ID 83607
208‐455‐5321
Southwest District Health
13307 Miami Lane
Caldwell, ID 83607
208‐455‐5321

3/9/2016

5/18/2016

1

1/13/2016

3/30/2016

1

10/23/2015

3/30/2016

1

12/11/2015

3/30/2016

2

11/13/2015

12/16/2015

1

8/19/2015

3/2/2016

2

6/25/2015

10/29/2015

3

9/9/2015

10/29/2015

1

5/20/2015

9/23/2015

2

6/29/2015

9/23/2015

1

Southwest District Health
13307 Miami Lane
Caldwell, ID 83607
208‐455‐5321
Saltzer Main Clinic
215 E. Hawaii Avenue
Nampa ID, 83686
(208)
463‐3000

3/17/2015

6/5/2015

1

5/23/2016

6/2/2016

3

Saltzer Main Clinic
215 E. Hawaii Avenue
Nampa ID, 83686
(208)
463‐3000

1/26/2016

2/4/2016

6

Saltzer Main Clinic
215 E. Hawaii Avenue
Nampa ID, 83686
(208)
463‐3000

10/6/2015

10/5/2015

4

4/6/2016

4/14/2016

1

4/16/2016

5/7/2016

3

Amalgamated Sugar 138 W
Karcher Rd, Nampa, ID 83687
(208) 466‐3541
Vallivue High School
5207 S. Montana
Caldwell, ID 83607

Total

436

District 4

Dates of Service

# Served

12‐4‐14 to 7‐13‐15

1

7‐6‐15 to 7‐15‐15

4

Library @ Ustick & Cole
Gail Wester
Phone: 208.869.9669
e‐mail: grwester74@hotmail.com

7‐14‐15 to 8‐3‐15

4

IDHW Mtn Home ‐ Youth
Anne Bush
Phone: 208.587.4623
e‐mail: ahlane79@hotmail.com

7‐21‐15 to 8‐4‐15

2

St. Luke's McCall ‐ Forest Street Center
Connie McClaran
Phone: 208.630.2426
e‐mail: mcclarac@slhs.org

7‐23‐15 to 8‐13‐15

1

St. Luke's Saltzer ‐ Meridian
Ariel Fuentealba
Phone: 208.381.9000
e‐mail: arifue@yahoo.com

8‐3‐15 to 8‐12‐15

2

Calvary Chapel
Vicki Lyons
Phone: 208.871.2544
e‐mail: vickilyons@hotmail.com

8‐25‐15 to 9‐3‐15

6

St. Luke's McCall ‐ Forest Street Center
Connie McClaran
Phone: 208.630.2426
e‐mail: mcclarac@slhs.org

9‐1‐15 to 9‐29‐15

1

Library @ Ustick & Cole
Gail Wester
Phone: 208.869.9669
e‐mail: grwester74@hotmail.com

9‐8‐15 to 9‐29‐15

1

WIC Ada County
Chakoma Haidari, Central District Health
Department
Phone: 208.327.8543
St. Luke's Saltzer ‐ Meridian
Ariel Fuentealba
Phone: 208.381.9000
e‐mail: ariefue@yahoo.com

Idaho National Guard ‐ Gowen Field
Carl Rizzo
Phone: 208.250.6575
e‐mail: carlrizzob@yahoo.com
West Ada ‐ Lowell Scott Middle School
Marjorie Bass Phone: 208.861.2633
e‐mail: oncloud9@cablone.net
Alison Terrill Phone: 208.242.7918
e‐mail:alison.terrill@gmail.com
West Ada ‐ Lowell Scott Middle School
Andy Grant Phone: 208.250.6793
Russ Hills Phone: 208.283.1973
e‐mail: grant.andy@westada.org
e‐mail: hills.russ@westada.org
Boise City ‐ Ada County Housing
Chakoma Haidari, Central District Health
Department
Phone: 208‐327‐8543
e‐mail: chaidari@cdhd.idaho.gov
West Ada ‐ Lowell Scott Middle School
Marjorie Bass Phone: 208.861.2633
e‐mail: oncloud9@cablone.net
Alison Terrill Phone: 208.242.7918
e‐mail: alison.terrill@gmail.com
Boise ‐ Borah High School
Gail Wester
Phone: 208.869.9669
e‐mail: grwester74@hotmail.com
Calvary Chapel
Vicki Lyons
Phone: 208.871.2544
e‐mail: vickilyons@hotmail.com
St. Luke's Saltzer ‐ Meridian
Ariel Fuentealba
Phone: 208.381.9000
e‐mail:
West Ada ‐ Lowell Scott Middle School
Marjorie Bass Phone: 208.861.2633
e‐mail: oncloud9@cablone.net
Alison Terrill Phone: 208.242.7918
e‐mail:alison.terrill@gmail.com

9‐8‐15 to 9‐17‐15

6

9‐10‐15 to 9‐29‐15

8

9‐10‐15 to 9‐29‐15

1

9‐14‐15 to 10‐5‐15

4

10‐6‐15 to 10‐27‐15

8

10‐7‐15 to 11‐18‐15

8

10‐20‐15 to 10‐29‐15

5

11‐2‐15 to 11‐11‐15

4

11‐3‐15 to 12‐1‐15

10

IDHW Mtn. Home ‐ Youth
Anne Bush
Phone:208.587.4623
e‐mail: ahlane79@hotmail.com
Boise ‐ Borah High School
Gail Wester
Phone: 208.869.9669
e‐mail: grwester74@hotmail.com
West Ada ‐ Lowell Scott Middle School
Andy Grant Phone: 208.250.6793
Russ Hills Phone: 208.283.1973
e‐mail: grant.andy@westada.org
e‐mail: hills.russ@westada.org
Calvary Chapel
Vicki Lyons
Phone: 208.871.2544
e‐mail: vickilyons@hotmail.com
St. Luke's Saltzer ‐ Meridian
Ariel Fuentealba
Phone: 208.381.9000
e‐mail: arifue@yahoo.com
West Ada ‐ Lowell Scott Middle School
Marjorie Bass Phone: 208.861.2633
e‐mail: oncloud9@cablone.net
Alison Terrill Phone: 208.242.7918
e‐mail:alison.terrill@gmail.com
Boise ‐ Borah High School
Gail Wester
Phone: 208.869.9669
e‐mail: grwester74@hotmail.com
Meridian Library
Carl Rizzo
Phone: 208.250.6575
e‐mail: carlrizzob@yahoo.com
Boise ‐ Boise High School
Gail Wester
Phone: 208.869.9669
e‐mail: grwester74@hotmail.com
West Ada ‐ Lowell Scott Middle School
Andy Grant Phone: 208.250.6793
Russ Hills Phone: 208.283.1973
e‐mail: grant.andy@westada.org
e‐mail: hills.russ@westada.org

11‐18‐15 to 12‐15‐15

2

12‐2‐15 to 1‐20‐16

15

1‐5‐16 to 2‐25‐16

15

2‐16‐16 to 2‐25‐16

1

2‐5‐16 to 2‐12‐16

2

2‐2‐16 to 2‐23‐16

11

2‐10‐16 to 3‐16‐16

3

2‐16‐16 to 2‐27‐16

2

2‐25‐16 to 4‐7‐16

7

3‐1‐16‐ to 3‐29‐16

10

West Ada ‐ Lowell Scott Middle School
Marjorie Bass Phone: 208.861.2633
e‐mail: oncloud9@cablone.net
Alison Terrill Phone: 208.242.7918
e‐mail:alison.terrill@gmail.com
Boise ‐ Borah High School
Gail Wester
Phone: 208.869.9669
e‐mail: grwester74@hotmail.com
Meridian Library
Carl Rizzo
Phone: 208.250.6575
e‐mail: carlrizzob@yahoo.com

4/5/16 ‐ 4/26/16

16

4‐6‐16 to 5‐11‐16

8

4‐18‐16 to 4‐30‐16

2

4‐26‐16 to 5‐17‐16

2

5‐3‐16 to 5‐24‐16

7

West Ada ‐ Lowell Scott Middle School
Andy Grant Phone: 208.250.6793
Russ Hills Phone: 208.283.1973
e‐mail: grant.andy@westada.org
e‐mail: hills.russ@westada.org

5‐3‐16 to 5‐24‐16

12

Gowen Field
Ed Barnowski
Phone: 208.870.7316
e‐mail:
edward.p.barnowski2.mil@mail.mil

5‐24‐16 to 5‐14‐16

8

5‐27‐16 to 6‐29‐16

12

11‐23‐15 to 6‐21‐16

1

Timberline High School
Chakoma Haidari, Central District Health
Department
Phone: 208‐327‐8543
e‐mail: chaidari@cdhd.idaho.gov
West Ada ‐ Lowell Scott Middle School
Marjorie Bass Phone: 208.861.2633
e‐mail: oncloud9@cablone.net
Alison Terrill Phone: 208.242.7918
e‐mail:alison.terrill@gmail.com

WIC Ada County
Chakoma Haidari, Central District Health
Department
Phone: 208.327.8543
e‐mail: chaidari@cdhd.idaho.gov
WIC Quit Tobacco
Idaho City Chakoma Haidari, Central
District Health Department
Phone: 208.327.8543
e‐mail: chaidari@cdhd.idaho.gov

Total

212

District 5

Dates of Service

# Served

5th Judicial District;
Nancy Kunau
Phone: 208‐431‐1392

7‐10‐15 to 9‐14‐15

6

Buhl High School;
Anna Howard
Phone: 208‐543‐8262

11‐13‐15 to 12‐8‐15

5

St. Luke's Magic Valley;
208‐814‐1000

10‐20‐15 to 5‐31‐16

8

City of Burley;
Carol Anderson
Phone: 208‐878‐2224

5‐19‐16 to 6‐23‐16

6

Cassia County WIC
Phone: 208‐678‐8608

Ongoing

4

Gooding County WIC
Phone: 208‐934‐4477

Ongoing

1

Jerome County WIC
Phone: 208‐324‐1323

Ongoing

6

Twin Falls County WIC
Phone: 208‐737‐5900

Ongoing

22

Total

58

District 6

Date of Service

# Served

Bannock County WIC
Tracie Lambson 478‐6316

Ongoing

20

Bingham County WIC
Tracie Lambson 478‐6316

Ongoing

1

Franklin County WIC
Traci Lambson 478‐6316

Ongoing

7

Oneida County WIC
Tracie Lambson 478‐6316
Southeastern Idaho Public Health
Fresh Start Bannock Healthy Place
Counseling
Daniel
Ravenheart
ravenheart.daniel@gmail.com

Ongoing

1

9‐14‐15 to 10‐28‐15

2

Southeatern Idaho Public Health
Bannock Fresh Start Health West
Darlene Lester 239‐5290

10‐7‐15 to 10‐28‐15

3

Southeastern Idaho Public Health
Fresh Start Bannock Fort Hall
Casino Darlene Lester 239‐5290

10‐8‐15 to 10‐29‐15

6

Southern Idaho Public Health
Bannock Fresh Start Health West
Bannock Amanda Collins
amanda@healthwestinc.org

11‐3‐15 to 11‐24‐16

7

Southeastern Idaho Public Health
Bannock Fresh Start
Darlene Lester 239‐5290

1‐12‐16 to 2‐2‐16

7

Southeastern Idaho Public Health
Bannock Fresh Start
Darlene Lester 239‐5290

3‐1‐16 to 3‐22‐16

6

Southeastern Idaho public Health
Fresh Start City of Pocatello Anne
Butler 234‐6150

3‐8‐16 to 3‐29‐16

2

Southeastern Idaho Public Health
Bannock Fresh Start Darlene Lester
239‐5290

6‐1‐16‐ to‐6‐30‐16

10

Southeastern Idaho Public Health
Fresh Start Human Development
Center Bannock Michelle Osmond
234‐7917

4‐416 to‐5‐5‐16

4

Southern Idaho Public Health
Bannock Fresh Start Darlene Lester
239‐5290

6‐8‐16 to 6‐15‐16

7

Health West Bannock
Amanda Collins
amanda@healthwestinc.org

6‐16‐16 to 6‐23‐16

2

Southeastern Idaho Public Health
Fresh Start Bannock
Darlene Lester 239‐5290

6‐7‐16 to 6‐28‐16

5

State Hospital South Bingham Kevin
Young‐A‐Lora Randall
785‐8495

3‐2‐16 to3‐9‐16

5

State Hospital South Bingham Kevin
Young‐A‐Lora Randall
785‐8495

3‐1‐16 to 3‐1‐16

3

State Hospital South Bingham Kevin
Young‐A‐Lora Randall
785‐8495

3‐9‐16 to 3‐16‐16

3

State Hospital South Bingham Kevin
Young‐A‐Lora Randall
785‐8495

3‐16‐16 to 3‐23‐16

4

Southeastern Idaho Public Health
American Falls Judy Hoopes
226‐5096

10‐13‐15 to 12‐15‐15

1

Caribou County WIC Traci Lambson
478‐6316

Ongoing

3

Southeastern Idaho Public Health
Butte Paige King 527‐3463

3‐21‐16 to 3‐21‐16

1

Southeastern Idaho Public Health
Caribou Leslie Talbot 547‐4375

11‐4‐15 to 11‐25‐15

2

Southeastern Idaho Public Health
Oneida Taia Murray 766‐4764

1‐14‐16 to 2‐4‐16

2

Bingham County WIC

1‐14‐16 to 2‐4‐16

3

State Hospital South Bingham Kevin
Young‐A‐Lora Randall
785‐8495

5‐1‐16 to 5‐8‐16

6

State Hospital South Bingham Kevin
Young‐A‐Lora Randall
785‐8495

5‐15‐16 to 5‐29‐16

6

SIPH END Power Juvi Prob Connie
Sheppard 226‐2522

1‐27‐16 to 2‐24‐16

4

SIPH END Bannock Century High
Office Bartschi 478‐6863

1‐17‐16 to 2‐11‐16

10

SIPH END Power Juvi Prob Connie
Sheppard 226‐2522

1‐27‐16 to 2‐14‐16

7

SIPH END Bannock Youth
Foundation 234‐1122

2‐9‐16 to 3‐1‐16

8

SIPH END Bannock Alameda Middle
School Jay Linker 235‐6800

2‐22‐16 to 4‐18‐16

7

SIPH END Bannock Century High
Officer Bartschi 478‐6863

4‐7‐16 to 5‐5‐16

7

SIPH END Bannock New Horizons
Alt School Officer Cardenas 237‐
2233

4‐25‐16 to 5‐23‐16

11

SIPH END Pocatello High School
Officer Peck 233‐2056

4‐25‐16 to 5‐23‐16

10

Total

193

District 7

Dates of Service

# Served

Bonneville Juvenile Correction
Facility
Gricelda Vasquez 206‐5099

6/24/15

8

Bonneville Juvenile Correction
Facility
Gricelda Vasquez 206‐5099

7/22/15

7

Bonneville Juvenile Correction
Facility
Gricelda Vasquez 206‐5099

10/27/15

8

Wackerli Auto (Idaho Falls,ID)
Worksite Wellness Program
Gricelda Vazquez 206‐5099

3/7/16

4

Bonneville Juvenile Correction
Facility
Gricelda Vasquez 206‐5099

6/22/15

5

Five County Treatment & Youth
Rehabilitation Center
Tate Swensen 317‐2976

7/29/15

7

St.Anthony Private Group
Tate Swensen 317‐2976

9/22/15

5

Madison County Juvenile
Probation
Tate Swensen 317‐2976

8/24/15

5

Madison County (Adult) Probation
Tate Swensen 317‐2976

10/6/15

4

Five County Treatment & Youth
Rehabilitation Center
Tate Swensen 317‐2976

10/29/15

9

Five County Treatment & Youth
Rehabilitation Center
Tate
Swensen 317‐2976

11/18/15

4

Madison County Juvenile
Probation
Tate Swensen 317‐2976

11/30/15

7

Five County Treatment & Youth
Rehabilitation Center
Tate
Swensen 317‐2976

12/29/15

4

Madison County (Adult) Probation
Tate Swensen 317‐2976

1/7/16

2

Madison County (Adult) Probation
Tate Swensen 317‐2976

2/6/16

4

Five County Treatment & Youth
Rehabilitation Center
Tate
Swensen 317‐2976

2/28/16

3

Five County Treatment & Youth
Rehabilitation Center
Tate
Swensen 317‐2976

3/29/16

11

Madison County Juvenile
Probation
Tate Swensen 317‐2976

4/25/16

3

Idaho Falls Class
Swensen 317‐2976

Tate
6/8/16

9

Behavioral Health Center at EIRMC
Jenny Taylor‐Heiner 569‐8166

7/23/15

16

Behavioral Health Center at EIRMC
Jenny Taylor‐Heiner 569‐8166

11/16/15

8

Bonneville County Women's Jail
Jenny Taylor‐Heiner 569‐8166

11/16/15

14

3 B Juvenile Detention Center of
Idaho Falls
Evan Thomas 227‐4231

10/3/15

34

3 B Juvenile Detention Center of
Idaho Falls
Evan Thomas 227‐4231

10/8/15

13

3 B Juvenile Detention Center of
Idaho Falls
Evan Thomas 227‐4231

11/24/15

8

3 B Juvenile Detention Center of
Idaho Falls
Evan Thomas 227‐4231

11/24/15

20

3 B Juvenile Detention Center of
Idaho Falls
Evan Thomas 227‐4231

11/24/16

20

3 B Juvenile Detention Center of
Idaho Falls
Evan Thomas 227‐4231

2/1/16

27

3 B Juvenile Detention Center of
Idaho Falls
Evan Thomas 227‐4231

4/4/16

17

3 B Juvenile Detention Center of
Idaho Falls
Evan Thomas 227‐4231

4/4/16

20

3 B Juvenile Detention Center of
Idaho Falls
Evan Thomas 227‐4231

6/2/16

20

3 B Juvenile Detention Center of
Idaho Falls
Evan Thomas 227‐4231

6/2/16

8

Bonneville Cnty WIC
Neeley B. Butler 533‐3158

Ongoing

20

Driggs Cnty WIC
Neeley B. Butler 533‐3158

Ongoing

8

Lemhi Cnty WIC Neeley B. Butler
533‐3158

3‐7‐2016 (ongoing)

1

Madison Cnty WIC Neeley B.
Butler 533‐3158

12‐15‐2015 (ongoing)

2

Jefferson Cnty WIC Neeley B.
Butler 533‐3158

ongoing

11

Total

376
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IDOC SUD Rate Matrix - Treatment Services

IDOC FY17 SUD CLINICAL TREATMENT SERVICES MATRIX (Effective 8/29/2016)
AUTHORIZED SERVICE

APPLICABLE FUNDING/INSURER TYPES

BILLABLE ITEM

n/a

n/a

Procedure
Code w/
Modifier
H0001

Travel for Professionals (1 unit = 1 mile) n/a

n/a

S0215

1 mile

Unit

$0.55

Pre Treatment *

Pre-Treatment Services (Education)

S9448

15 min.

Duration

$4.14

OP and IOP (Group)

H0005

15 min.

Duration

$6.21

Pre-Treatment Services (Individual)

H0004

15 min.

Duration

$12.40

Outpatient (Education)
OP and IOP (Group)
Outpatient (Individual)
Outpatient (Individual with Family
Members)
n/a

S9448
H0005
H0004
90847

15 min.
15 min.
15 min.
15 min.

Duration
Duration
Duration
Duration

$4.14
$6.21
$12.40
$14.20

H0017

Day

Unit

$176.40

Individual or Parent Service
Alcohol or Drug Assessment

Parolee Aftercare

Adult Residential

ASAM Level (if
applicable)

n/a

n/a

Level III.5

Child Service (if applicable)

Unit
15 min.

19-2524
Billable Rate
Cost
19-2524
Share
Duration
$12.40
No
Unit
Type

3
3
3

No

Yes

Risk to Revocate
Cost
Risk to
Share
Revocate

3
3
3

No
No

Reentry
Reentry

3
3

Yes

3

No
No

3

No

Yes

Service Limits

Auth Span Maximum

20 units

60 days

120 units (1 unit = 1 mile)

60 days

NTE 4 Hrs/Wk

64 units for up to 60 days

* Drug Testing, Case Management,
Recovery Coaching, Staffing,
Transportation, & Transportation Flat Fee
are the only RSS allowed during PreTreatment.

Yes

3

3

Cost
Share

FREQUENCY

Medicaid
Cost
Medicaid
Share
Supplemental

3

NTE 4 Hrs/Wk

192 units for up to 90 days *Additional 30
days allowable

NTE 28 Days

14 units for 14 days

No

Once per day (include admit day, do not
include discharge day)
No
Services beyond 28 days (requested by
provider or ordered by court) will be
reviewed and approved by IDOC on OM.

STAGE 1 - 90 DAYS
Outpatient

Level I

Education (Medicaid Supplemental)

n/a

Outpatient (Education)
OP and IOP (Group)
Outpatient (Individual)
Outpatient (Individual with Family
Members)
Intensive Outpatient (Education)
OP and IOP (Group)
Intensive Outpatient (Individual)
Intensive Outpatient (Individual with
Family Members)
n/a

Adult Social Detox

Level III.2

n/a

H0008

Day

Unit

$176.40

3

Yes

3

Yes

3

No

Level I

S9448
H0005
H0004
90847

15 min.
15 min.
15 min.
15 min.

Duration
Duration
Duration
Duration

$4.14
$6.21
$12.40
$14.20

3

Yes

3

Yes

3

No

S9448
H0005
H0004
90847

15 min.
15 min.
15 min.
15 min.

Duration
Duration
Duration
Duration

$4.14
$6.21
$12.40
$14.20

S9448

15 min.

Duration

$4.14

H0008

Day

Unit

$176.40

Intensive Outpatient

Level II.1

S9448
H0005
H0004
90847

15 min.
15 min.
15 min.
15 min.

Duration
Duration
Duration
Duration

$4.14
$6.21
$12.40
$14.20

S9448
H0005
H0004
90847

15 min.
15 min.
15 min.
15 min.

Duration
Duration
Duration
Duration

$4.14
$6.21
$12.40
$14.20

S9448

15 min.

Duration

$4.14

3
3

Yes

Yes

3
3

Yes

Yes

3
3

NTE 8 Hrs/Wk

264 units for 90 days

NTE 10 Hrs/Wk

456 units for 90 days

No

No

3

No

Consistent with OP/IOP Stage 1 Frequency Consistent with OP/IOP Stage 1 Auth Span
Limits
Maximums
NTE 5 days

5 units for 5 days

NTE 5 Hrs/Wk

240 units for 90 days

NTE 9 Hrs/Wk

432 units for 90 days

STAGE 2 - 90 DAYS
Outpatient

Education (Medicaid Supplemental)

n/a

Outpatient (Education)
OP and IOP (Group)
Outpatient (Individual)
Outpatient (Individual with Family
Members)
Intensive Outpatient (Education)
OP and IOP (Group)
Intensive Outpatient (Individual)
Intensive Outpatient (Individual with
Family Members)
n/a

Adult Social Detox

Level III.2

n/a

Intensive Outpatient

Level II.1

3

Yes

3

Yes

3

No

3
3

Yes

3

Yes

3

No

No

Consistent with OP/IOP Stage 2 Frequency Consistent with OP/IOP Stage 2 Auth Span
Limits
Maximums
NTE 5 days

5 units for 5 days

Pleasenote:reimbursementiscontingentontheBPAHealthproviderratesinthecontractbasedontheunitsauthorizedforanIDOCclient
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IDOC SUD Rate Matrix - Recovery Support Services
IDOC FY17 SUD RECOVERY SUPPORT SERVICES MATRIX (Effective 8/29/2016)
AUTHORIZED SERVICE
Individual or Parent Service

BILLABLE ITEM

ASAM Level (if
applicable)

Child Service
(if applicable)

Procedure
Code w/
Modifier

Unit

Unit
Type

Billable
Rate

Case Management (Basic and
Intensive) *

APPLICABLE FUNDING/INSURER TYPES
Risk to Revocate
Reentry

19-2524
19-2524

Cost
Share

Risk to
Revocate

Cost
Share

Reentry

Cost
Share

n/a

n/a

H0006

15 min.

Duration

$12.40

3

No

3

No

3

No

n/a

n/a

H0003

1 Test

Unit

$13.50

3

No

3

No

3

No

Drug/Alcohol Testing *

FREQUENCY
Medicaid

Medicaid
Supplemental

Transportation *

n/a

H0044

Day

Unit

$11.50

Transportation Pick Up

T2002

Pick-up &
Unit
1st Mile

$4.20

n/a
Transportation of Client

A0080

1 mile

Unit

$1.17

3

No

3

No

3

No

3

3

Child Care
Life Skills
Life Skills (Medicaid
Supplemental)
Staffing (Planned Facilitation) *

NTE 2x/Wk

26 tests for 90 days, **limited services
may be vouched for pre-treatment

90 days per treatment episode max.

Initial authorization in WITS is 60 units for
60 days. An additional 30 units for 30
days can be requested.

No

If the client has been approved for any
IDOC transitional housing (outside of
WITS) or has had the "Transitional
Housing Only" stage (inside of WITS), the
remaining available units can be
authorized in WITS (not to exceed 90 total
days).

No

Must be documented in care plan

3

No

3

No

3

No

3

800 miles 6 month maximum

Transportation to or from Adult
Transportation to and/or from Adult
Residential treatment - NTE 800 miles Residential treatment will be authorized
per episode.
according to transportation need of client.
200 units per treatment episode max.

n/a

n/a

T2003

$1.00

Unit

$1.00

T1009

15 min.

Duration

$4.04

n/a

Life Skills (Individual)
Life Skills (Group)

H2015
HQ2015

15 min.
15 min.

Duration
Duration

$6.56
$3.94

n/a

Life Skills (Group)

HQ2015

15 min.

Duration

$3.94

n/a

n/a

H0022

15 min.

Duration

$6.21

3

3
3
3

No

No
No

No

3

3
3
3

No

No
No

No

3

3
3
3

No

No

Interpreter Services

n/a

n/a

T1013

$1.00

Unit

$1.00

3

No

3

No

3

3

No

3

No

3

No

3

No

No

Transportation to and/or from Adult
Residential treatment - NTE 800 units
per episode.

Tx Provider will inform of total rate for
transportation (i.e. bus tickets, air fare, etc.).
Authorized units are total dollars billed.
Authorization date will cover for day of
purchase only.
Rates that are not whole dollars will be
rounded - $0.49 and below will be rounded
down and $0.50 and above will be rounded up
to the nearest dollar.

No

No

400 miles for 90 days

No

Transportation Flat Fee *

n/a

Auth Span Maximum

Treatment and Parolee Aftercare:NTE Treatment and Parolee Aftercare: 48 units
12 Hours/90 Days; Pre-Treatment: NTE for 90 days; Pre-Treatment: 32 units for 60
8 hours/60 days
days

AdultSafe&SoberHousing

n/a

Service Limits

Cost
Share

Based on RSS care plan and client
need.
Based on RSS care plan and client
need.

Treatment and Parolee Aftercare: NTE Treatment and Parolee Aftercare: 24
6 hours/90 days; Pre-Treatment: NTE 4 units/90 days; Pre-Treatment: 16 units/60
hours/60 days
days
Case by Case; IDOC will review on OM Tx Provider will inform of hourly rate &
Requests.
needed hours. Authorized units will be
the total dollars to be billed . If travel is
needed, authorize "Travel for
Professionals".

*Drugtesting,casemanagement,recoverycoaching,staffing,transportation,andtransportationflatfeearetheonlyRSSservicesallowedduringPreTreatment.
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IDOC SUD Rate Matrix - Recovery Support Services
IDOC FY17 SUD RECOVERY SUPPORT SERVICES MATRIX (Effective 8/29/2016)
AUTHORIZED SERVICE
Individual or Parent Service
Aftercare (Group)

BILLABLE ITEM

ASAM Level (if
applicable)
n/a

Child Service
(if applicable)
n/a

Procedure
Code w/
Modifier
H0047

Unit
15 min.

Unit
Type

Billable
Rate

Duration

$5.91

APPLICABLE FUNDING/INSURER TYPES
Risk to Revocate
Reentry

19-2524
19-2524

Cost
Share

Risk to
Revocate

Cost
Share

Reentry

Cost
Share

FREQUENCY
Medicaid

Medicaid
Supplemental

Cost
Share

Recovery Coaching*

Service Limits

Auth Span Maximum

Treatment and Parolee Aftercare:NTE Treatment and Parolee Aftercare: 48 units
12 Hours/90 Days; Pre-Treatment: NTE for 90 days; Pre-Treatment: 32 units for 60
8 hours/60 days
days
n/a

n/a

H0038

15 min

Duration

$10.00

3

No

3

No

3

No

3

No

This service must be requested by
client’s current treatment provider or
care manager and be a part of the
client’s treatment plan.

TRANSITIONAL HOUSING W/O SUD SERVICES - 30 DAYS
30 days max.

AdultSafe&SoberHousing

n/a

n/a

H0044

Day

Unit

3

$11.50

30 units for 30 days, maximum 60 units
for 60 days
IDOC staff will determine client's eligibility
and enter 30 day authorization. Additional
30 day requests must be approved by
district manager (DM). Max housing shall
not exceed 90 days. BPA Health will not
reauthorize this service.

No

TRANSITIONAL HOUSING W/O SUD SERVICES - 60 DAYS
60 days max.

AdultSafe&SoberHousing

n/a

n/a

H0044

Day

Unit

3

$11.50

No

Maximum 60 units for 60 days
IDOC staff will determine client's eligibility
and enter 60 day authorization. Additional
30 day requests must be approved by
district manager (DM). Max housing shall
not exceed 90 days. BPA Health will not
reauthorize this service.

*Drugtesting,casemanagement,recoverycoaching,staffing,transportation,andtransportationflatfeearetheonlyRSSservicesallowedduringPreTreatment.

SA5608/29/2016

LastUpdatedAugust29th,2016

Page3of3

This Page
Intentionally
Left Blank

Idaho Legislative Services Office

This Page
Intentionally
Left Blank
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304 N 8th Street, Room 455

C.L. “Butch” Otter

Boise, ID 83702

Governor
Elisha Figueroa

208‐854‐3042

Administrator

208‐854‐3041
State of Idaho

Office of Drug Policy
Executive Office of the Governor

October 11, 2016
Joint Millennium Fund Committee
Room C305, State Capitol
Boise, Idaho 83720
Dear Committee Members,
I am pleased to lend support to the Community Coalitions of Idaho’s (CCI) Millennium Fund request. I
have the good fortune of being a past member of CCI and I am keenly aware of the vital work
community coalitions do throughout our great state.
If granted, CCI’s request will allow them to continue their work in supporting community coalitions
throughout the state, as well as developing new coalitions. These organizations are powerful prevention
partners and CCI has become an invaluable resource to them. The statewide organization works to
educate, support, and provide resources to coalitions, as well as connecting them with each other to
collaborate and benefit from shared experiences.
At the Office of Drug Policy (ODP), we know that the type of prevention work done by community
coalitions is often the most successful in producing sustainable change. When ODP needs to know what
is happening in an individual community, who the relevant stakeholders are, or how we can best work in
a community, coalitions are our first contact. Without them, “boots on the ground” prevention work
would not get done. Therefore, I encourage the Joint Millennium Fund Committee to grant CCI’s
request for funding.
Warm regards,

Elisha Figueroa
Administrator, Office of Drug Policy
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Sponsored in
Idaho by
FOUNDATION

IDAHO ACADEMY OF FAMILY PHYSICIANS  777 N. Raymond St., Boise, ID 83704

Idaho Tar Wars Coordinator-Peggy Drzayich  Email: idtarwars@aol.com  Phone: 208-939-3373

TAR WARS COMMUNITY PARTNERS
Clearwater Hospital & Clinics
Family Medicine Residency of Idaho-Boise
Family Medicine Residency-ISU
Family Medicine Residency-Kootenai
FMR-Caldwell RTT Residency Program
HD 1-Panhandle District Health
HD 2-Public Health-Idaho North Central District
HD 3- Southwest District Health
HD 4-Central District Health
HD 5- South Central Public Health
HD 6- Southeastern Idaho Public Health
HD 7-Eastern Idaho Public Health
ISU Dept. of Dental Hygiene
St. Joseph Regional Medical Center
St. Luke’s MSTI-Ada County/McCall
St. Luke’s MSTI-Magic Valley/Wood River
St. Luke’s MSTI-Canyon County/Western sites
St. Mary's Hospital
Syringa Hospital & Clinics
WWAMI Medical Education Program

City

County

Chuck Stivison

Meridian

Ada

Jackie Maas

Meridian

Ada

Wynne Guiles

Boise

Ada

Donna Urspringer,
Boise
RN

Ada

Collister Elementary Robert Heller

Boise

Ada

Crimson Point

Kuna

Ada

Boise

Ada

Meridian

Ada

Kuna

Ada

Boise

Ada

Erica Stadler

Boise

Ada

Lindsy Thomas

Boise

Ada

Sara Wright

Boise

Ada

Chris Hall

Hidden
Springs

Ada

Beth Ann Spolar

Boise

Ada

Hillcrest Elementary Nathan Dearing

Boise

Ada

Horizon Elementary Tamra Vanegas

Boise

Ada

Hunter Elementary

Gina Janke

Meridian

Ada

Jefferson
Elementary-Boise

Candace Bauer

Boise

Ada

Joplin Elementary

Steve Rohlmeier

Boise

Ada

Koelsch Elementary Heidi Bonner

Boise

Ada

Liberty ElementaryTraci Glover
Boise

Boise

Ada

Lowell Elementary

Boise

Ada

Jamie Lang

Cynthia Mann
Kristen Hennessy
Elementary School
Discovery
Cory Johnson
ElementaryFreemont H. Teed
Susan Gordon
Elementary
Maryellen
Garfield Elementary
Frischmuth
Gateway School
Grace Jordan
Elementary
Hawthorne
Elementary-Boise
Hidden Springs
Elementary
Highlands
Elementary

Dave Sica

Email

Stivison.Chuck@wes
tada.org
maas.jackie@westad
a.org
Guiles.Wynne@west
ada.org
durspringer@cvcsonl
ine.org
Robert.Heller@boise
schools.org
jlang@kunaschools.o
rg
kristen.hennessy@b
oiseschools.org
Johnson.Cory@west
ada.org
sgordon@kunaschoo
ls.org
maryellen.frischmuth
@boiseschools.org
stadler.erica@westa
da.org
Lindsy.Thomas@boi
seschools.org
sara.wright@boisesc
hools.org
chris.hall@boisescho
ols.org
bethann.spolar@bois
eschools.org
nathan.dearing@bois
eschools.org
tamra.vanegas@bois
eschools.org
janke.gina@westada
.org
Candace.bauer@boi
seschools.org
rohlmeier.steven@w
estada.org
Heidi.Bonner@boise
schools.org
traci.glover@boisesc
hools.org
dave.sica@boisesch
ools.org

# 5th Grade Students

Barbara Morgan
ElementaryChaparral
Elementary School
Christine Donnell
School of the Arts
Cole Valley
Christian

School
Contact Person

# 5th Grade Classes

School

3

90

3

90

2

64

3

48

2

40

3

90

3

60

3

87

3

101

2

46

3

72

3

81

1

32

2

60

2

56

2

56

3

95

5

140

2

35

3

77

3

60

3

93

2

41

Maple Grove
Elementary

Michelle Montoya

Monroe Elementary David Grapp

Boise

Ada

Boise

Ada

Mountain View
Elementary-Boise
Owyhee-Harbor
Elementary
Paramount
Elementary

Jennifer Jarvis

Boise

Ada

Mary Baker

Boise

Ada

Mary Thomas

Meridian

Ada

Pepper Ridge

Julieann Horras

Boise

Ada

Pierce Park
Elementary

Sarah Dunn, LPC

Boise

Ada

Reed Elementary

Susan Gordon

Kuna

Ada

Ashley McDowell

Meridian

Ada

Jason Shanks

Boise

Ada

Julie Douglas

Boise

Ada

Ross Elementary
Sacred Heart
School
Shadow Hills
Elementary

Rana Brown

Kuna

Ada

Kim O'Sullivan

Boise

Ada

Kim Erwin

Boise

Ada

Siena Elementary

Gina Janke

Meridian

Ada

Bryan Lowman

Boise

Ada

Kim Birkinbine

Meridian

Ada

Jason Oostra

Boise

Ada

Kelly
St. Joseph's School Weaver/Carolynne Boise
Joy

Ada

St. Marks School

Paula Jones

Boise

Ada

St. Mary's School

Carol Herring

Boise

Ada

Valley View-Boise

Sara Slaughter

Boise

Ada

Pat Griffin

Boise

Ada

Katrina Bradbury

Boise

Ada

Alexia Jahn

Boise

Ada

Jennifer Tachell,
M.Ed.

Boise

Ada

Boise

Ada

River Valley
Elementary
Riverside
Elementary
Rose Hill
Montessori

Silver Sage
Elementary
Silver Trail
Elementary
Spalding STEM
Academy

Village Charter
School
Washington
Elementary-Boise
White Pine
Elementary-Boise
Whitney Elementary

Whittier Elementary Matt Johnson

michelle.montoya@b
oiseschools.org
david.grapp@boises
chools.org
jennifer.jarvis@boise
schools.org
mary.baker@boisesc
hools.org
Thomas.Mary@west
ada.org
horras.julieann@wes
tada.org
sarah.dunn@boisesc
hools.org
sgordon@kunaschoo
ls.org
mcdowell.ashleye@
westada.org
Jason.Shanks@bois
eschools.org
stampinsfun2@yaho
o.com
smbrown@kunascho
ols.org
kosullivan@rcdb.org
Kim.Erwin@boisesch
ools.org
janke.gina@westada
.org
lowman.bryan@west
ada.org
kbirkinbine@kunasch
ools.org
Oostra.Jason@west
ada.org
weaverk@stjoes.com
/joyc@stjoes.com
pjones@stmarksbois
e.org
cherring@stmarysboise.org
sara.slaughter@bois
eschools.org
patgriffin@thevillagec
harterschool.org
Katrina.bradbury@bo
iseschools.org
alexia.jahn@boisesc
hools.org
jennifer.tachell@bois
eschools.org
matt.johnson@boise
schools.org

2

65

3

50

2

60

2

50

4

128

4
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2

65

4

100

3

80

3

93

1

18

3

84

1

25

3

69

5

145

2

60

3

99

4

125

2

45

2

40

1

26

3

80

2

60

2

56

3

80

3

75

3

62

Council Elementary Jill Abshire

Council

Adams

Meadows Valley
Elementary
Pinehurst
Elementary School
Chubbuck
Elementary

New
Adams
Meadows

jabshire@csd13.org

1

25

1

15

3

65

Nicole Lewis, MSN,
Pinehurst Adams
RN

pdoramus@mvsd11.
org
nicole.lewis@kellogg
schools.org

Lori Schmitt

Chubbuck Bannock

schmitlo@sd25.us

3

90

Downey Elementary Mel Hansen

Downey

mghansen@mvsd21.
org

1

11

Edahow Elementary Tonianne Wood

Pocatello Bannock

woodto@sd25.us

2

47

Camile Georgeson Pocatello Bannock

georc@d55.k12.id.us

1

22

Christin Brown

Pocatello Bannock

BrownCh@sd25.us

3

84

Laura Johnson

Pocatello Bannock

2

55

1

17

Fort Hall
Elementary
Gate City
Elementary
Greenacres
Elementary

Pam Doramus

Holy Spirit Catholic
Heidi Preston
School
Jefferson
Cathy Leavitt
ElementaryPocatello
Stephanie Nickell
Community Charter

Bannock

Pocatello Bannock

creative9961@gmail.
com,
johnsonla@sd25.us
prestonhe@hscsidah
o.org

Pocatello Bannock

leavitca@sd25.us

3

70

Pocatello Bannock

stephanie.nickell@pc
cs.k12.id.us

3

37

Tyhee Elementary

Jane Johnson

Pocatello Bannock

johnsoj@sd25.us

3

90

Washington
Elementary-

Jan Damron

Pocatello Bannock

damronja@sd25.us

2

40

Wilcox Elementary

Patricia Hemsley

Pocatello Bannock

hemslepa@sd25.us

4

92

Jennifer Garbet

Montpelier Bear Lake jagidaho@gmail.com

2

60

Kristi Payne

St. Maries Benewah kpayne@sd41.org

2

60

LeeThomas

Plummer

1

18

Kristi Payne

Fernwood Benewah kpayne@sd41.org

1

12

AJ Winters
Elementary
Heyburn
Elementary-St.
Lakeside
Elementary
UpRiver School

Aberdeen
Neal Cassell
Elementary School
Ridge Crest
Cheri Warren
Elementary
Cydnie
Snake River Middle
Capson/Peggy
School
Watt
Stalker Elementary
Chad Barker
School
Stoddard
Tonie Heath
Elementary

Benewah

Aberdeen Bingham

casselln@aberdeen5
8.org

3

66

Blackfoot Bingham

warrc@d55.k12.id.us

3

85

5

129

3

65

3

72

2

40

1

18

Blackfoot Bingham
Blackfoot Bingham
Blackfoot Bingham

Wapello Elementary LaNae Porter

Blackfoot Bingham

Idaho Hill
Elementary

Oldtown

Patsy Charlton

thomas.lee@lakesid
esch.org

Bonner

capsoncy@snakerive
r.org/wattpegg@snak
eriver.org
BarkC@d55.k12.id.u
s
heattoni@d55.k12.id.
us
portlana@d55.k12.id.
us
patsycharlton@sd83.
org

Kootenai
Elementary
Priest Lake
Elementary
Priest River
Elementary School
Sagle Elementary

Kim Clad

Kootenai

Bonner

Jennifer
Gunnarson
Jennifer
Gunnarson

Priest
Lake
Priest
River

Jennifer Cornelius

Sagle

Barbie Hunt

Cocolalla Bonner

Bonner
Bonner
Bonner

kimberle.clad@lposd
.org
JenniferGunnarson@
sd83.org
JenniferGunnarson@
sd83.org
jennifer.cornelius@lp
osd.org
barbie.hunt@lposd.or
g

2

45

1

2

2

55

2

44

1

25

Southside
Elementary
Washington
ElementarySandpoint
Ammon Elementary
School
Discovery
Elementary-Idaho
Falls
Ethel Boyes
Elementary

Ann Dickinson

Sandpoint Bonner

ann.dickinson@lposd
.org

2

50

Nathan Porter

Idaho
Falls

Bonneville

portern@d93.k12.id.
us

2

50

Stacy Hansen

Idaho
Falls

Bonneville

hansens@d93.k12.id
.us

2

70

Marie Elser

Idaho
Falls

Bonneville

2

43

Linden Park
Elementary

Michelle Wells
/Rochelle Rogers

Idaho
Falls

Bonneville

3

67

Brooke Morgan

Ammon

Bonneville

3

68

2

60

3

70

2

60

3

74

1

4

4

112

4

100

3

78

3

96

2

90

4

60

3

94

Mountain Valley
Elementary
Rimrock
Elementary
Temple View
Elementary
Tie Breaker
Elementary
Woodland Hills
Elementary
Caldwell Adventist
Elementary
Centennial
Elementary-Nampa
Central Canyon
Elementary School
Central ElementaryNampa
Endeavor
Elementary
Greenhurst
Elementary
Idaho Arts Charter
Iowa Elementary
Lake Ridge
Elementary
Lakevue
Elementary

Idaho
Falls
Mark G. Rodel, Ed. Idaho
S
Falls
Idaho
Angela Winchester
Falls
Lori Wickham

Bonneville
Bonneville
Bonneville

elsemari@d91.k12.id
.us
wellmich@d91.k12.id
.us/
rogeroch@d91.k12.i
d.us
morganb@d93.k12.i
d.us
wickhaml@d93.K12.i
d.us
farnlori@d91.k12.id.u
s
WinchesAn@d93.k1
2.id.us
andersog@d93.k12.i
d.us

Gerrolyn Anderson Ammon

Bonneville

Jamie Miller

Caldwell

Canyon

Mary Dennis, RN

Nampa

Canyon

Keisha Bullard

Caldwell

Canyon

Melissa Warner

Nampa

Canyon

Mary Dennis

Nampa

Canyon

Nampa

Canyon

Nampa

Canyon

Susan Schriver

Nampa

Canyon

Laura Crawford

Nampa

Canyon

kcollis@nsd131.org

3

85

Suzanne Bowen

Nampa

Canyon

suzanne.bowen@vall
ivue.org

4

108

Jacque
Kyles/Amanda
McConnell
Erinn
Urquiaga/Nikki

jmiller@mycaes.org
Mdennis@nsd131.or
g
keisha.bullard@valliv
ue.org
mwarner@nsd131.or
g
Mdennis@nsd131.or
g
Jkyles@nsd131.org/
amcconnell@nsd131
.org
erinn.urquiaga@idah
oartscharter.org
sschriver@nsd131.or
g

Middleton Heights
Elementary

Melissa Kohler

Middleton Canyon

Mill Creek
Elementary

Brandi Janssen

Middleton Canyon

Nampa Christian
School

Julie Vermillion

Nampa

Canyon

Nampa

Canyon

Owyhee Elementary Denise Driver
Parma Middle
School
Purple Sage
Elementary

mkohler@msd134.or
g
bjanssen@msd134.o
rg
ccramer@msd134.or
jvermillion@nampac
hristianschools.com

4

104

4

120

2

28

ddriver@nsd131.org
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4
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4
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3
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3
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3
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4
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3
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1
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3
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4
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4

120

4
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4
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3
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1

5

1

16

1

6

2
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1

15

1

14

1

26

10

300

4
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kkerby@parmaschoo
ls.org
mdorris@msd134.or
Melissa Dorris
Caldwell Canyon
g
Jen Rehberg/Libby
jrehberg@nsd131.or
Reagan Elementary
Nampa
Canyon
g
Hill, RN
sschriver@nsd131.or
Roosevelt
Susan Schriver
Nampa
Canyon
g
Elementary-Nampa
skloetzer@caldwellsc
Sacajawea
Shari Kloetzer
Caldwell Canyon
hools.org
Elementary
jsonnen@nsd131.org
Sherman
Jessica Sonnen
Nampa
Canyon
/Kwalker@nsd131.or
Elementary
shelmandollar@nsd1
Snake River
Sharon
Nampa
Canyon
31.org
Elementary
Helmandollar
Annette Wall/Mike
srider@stpaulsnamp
St. Paul's School
Nampa
Canyon
Fisher
a.org
egerry@caldwellscho
Van Buren
Erin Gerry
Caldwell Canyon
ols.org
Elementary
jseale@caldwellscho
Washington
Juanita Seale
Caldwell Canyon
ols.org
Elementaryamanda.puckett@val
West Canyon
Amanda Puckett/
Caldwell Canyon
livue.org/sally.vander
Elementary
veen@vallivue.org
srosenbaum@nsd13
Willow Creek
Stacy Rosenbaum Nampa
Canyon
1.org
Elementary
Awatson@caldwellsc
Wilson Elementary Amanda Watson
Caldwell Canyon
hools.org
dougdave@sodasch
Tigert Middle
Soda
Caribou
Dave Douggal
ools.org
School
Springs
Albion Elementary
smyarlene@sd151.k
Arlene Smyer
Albion
Cassia
School
12.id.us
stewartr@mudlake.n
Lindy Ross
Rusty Stewart
Dubois
Clark
et
Elementary
Clearwate nordj@sd171.k12.id.
Cavendish-Teakean Jenine Nord
Lenore
r
us
Clearwate
gilmert@jsd171.org
Orofino Elementary Tammy Gilmer
Orofino
r
Clearwate jaredj@sd171.k12.id.
Timberline
Julie Jared
Weippe
r
us
Elementary
michpete@mackaysc
Mackay Elementary Michelle Peterson Mackay
Custer
hools.org
Glenns
cgrigg@glennsferrys
Glenns Ferry
Crystal Grigg
Elmore
Ferry
chools.org
Elementary
Hacker Middle
ogarrd_jl@mtnhome
Judy Ogaard
Mt. Home Elmore
School
sd.org
Emmett Middle
Shelly Gurney
Emmett
Gem
sgurney@isd221.net
School
Kathy Kerby

Parma

Canyon

Shadow Butte
Kim Sherrer
Elementary School

Emmett

Gem

kimsherrer@isd221.n
et

3

78

Sweet-Montour

Kara Jenkins

Sweet

Gem

kjenkins@isd221.net

1

5

Bliss School

Stephanie Taylor

Bliss

Gooding

1

20

Donna Clark

Hagerman Gooding

2

35

Delise Denham

Kooskia

3

60

Karen Wisdom

Grangevill
Idaho
e

wisdomk@sd244.org

5

65

Colleen Sonnen

Cottonwo
Idaho
od

sonnenc@sd242.org

1

25

Riggins Elementary Tracy Travis

Riggins

travist@jsd243.org

1

11

Sts. Peter & Paul
School

Grangevill
Idaho
e

1

8

Menan

3

71

1

30

11

352

2

54

2

50

1

25

2

63

1

6

4

128

2

64

2

42

1

20

1

28

1

22

2

44

1

25

1

27

1

12

Hagerman
Elementary
Clearwater Valley
Elementary
Grangeville
Elementary Middle
School (GEMS)
Prairie Middle
School

John Johnston

Linda Smith/Sheri
Clayton
Roberts Elementary Joanna Barrett

Roberts

Summit Elementary Danielle Ashby

Jerome

Midway Elementary

Valley School
Betty Kiefer
Elementary School
Canyon Elementary
School
Fernan STEM
Academy
Harrison
Elementary-

Gail Richardson,
RN

Hazelton

Bridgette O'Dwyer

Rathrum

Nicole Lewis, MSN,
Cataldo
RN
Coeur
Leanne Bullamore
D'Alene
Jessica Hammond Harrison

Ramsey Elementary Steven Blee
Sorensen Magnet
Hilary Mann
School
Lisa
AB McDonald
Elementary School Carscallen/Kim
Deary School

Diana Moser

Genesee
Tauna Johnson
Elementary
Moscow Charter
Vanessa Hylton
School
Potlatch Elementary
Dona Merrell
School
Troy Elementary
Kamiah Middle
School
Nezperce
Elementary

Alison Bohman

Coeur
D'Alene
Coeur
d'Alene
Moscow
Deary

Idaho

jjohnston@myspps.o
rg
lsmith@sd251.org/sc
Jefferson
layton@sd251.org
Jefferson jbarrett@sd251.org
danielle.ashby@jero
Jerome
meschools.org
richardson@valley26
Jerome
2.org
bodwyer@lakeland2
Kootenai
72.org
nicole.lewis@kellogs
Kootenai
chools.org
Lbullamore@cdasch
Kootenai
ools.org
jhammond@sd274.c
Kootenai
om
sblee@cdaschools.o
Kootenai
rg
hmann@cdaschools.
Kootenai
org
carscall@msd281.or
Latah
g
dmoser@sd288.k12.i
Latah
d.us

Genesee

Latah

Moscow

Latah

Potlatch

Latah

Troy

Latah

Shannon Engledow Kamiah
Rhonda Seitz

Idaho

stephanie.taylor@blis
s234.org
Donna.Clark@hjsd.o
rg
denhamd@sd244.or
g

Lewis

Nezperce Lewis

tjohnson@sd282.org
vhylton@moscowcha
rterschool.org
dona.merrell@psd28
5.org
abohman@troysd287
.org
sengledow@kamiah.
org
rseitz@nezpercesd.u
s

Peggy
Grunenfelder

tanyaa@sd314.k12.i
d.us
terrholl@richfieldsd.o
Richfield Lincoln
rg
carol.newman@shos
Shoshone Lincoln
honesd.org
sbailes@minidokasc
Rupert
Minidoka
hools.org
mvaldivia@lewistons
Lewiston Nez Perce
chools.net
pgrunenfelder@lewis
Lewiston Nez Perce
tonschools.net

Jessica Case

Peck

Sherry Martin

Lewiston

Allison Parker

Lewiston

Kristal Hanes

Bruneau

Owyhee

khanes@sd365.us

1

10

Ryan Cantrell

Bruneau

Owyhee

rcantrell@sd365.us

1

19

5

135

3

80

5

125

5

125

4

116

4

100

1

17

2

46

1

20

3

90

1

14

5

150

3

78

4

112

4

110

Dietrich Elementary Tanya Astle
Richfield School
Shoshone
Elementary
Rupert Elementary
School
Centennial
ElementaryMcGhee
Elementary
Peck Elementary
Webster
Elementary
Whitman
Elementary
Bruneau
Elementary School
Grand View
Elementary
Fruitland Middle
School
New Plymouth
Elementary
Park Intermediate
School
Westside
Elementary-Payette

Terry Holland
Carol Newman
Suzi Bailes
Maria Valdivia

Dietrich

Lincoln

Nez Perce casej@sd171.org
smartin@lewistonsch
ools.net
Aparker@lewistonsc
Nez Perce
hools.net
Nez Perce

twilson@fruitlandsch
ools.org
New
gaskinst@npschools.
Tambra Gaskins
Payette
Plymouth
us
Christine
HendricksonC@weis
Weiser
Payette
Hendrickson
erschools.org
shbain@payettescho
Shauna Bain
Payette
Payette
ols.org
American
pattyb@sd381.k12.id
AF Intermediate
Patty Bolinger
Power
Falls
.us
dturner@homedales
Homedale Middle
Debbie
Homedale Qwyhee chools.org/lfolwell@h
School
Turner/Lesa Folwell
omedaleschools.org
teradakem@hotmail.
John Mullan
Kristy Dykes
Mullan
Shoshone
com
Elementary
Bickel Elementary Steve Hill/Rachel
Twin Falls Twin Falls hillst@tfsd.org
School
McAuley
afreeman@hansen.k
Hansen Elementary Ashley Freeman
Hansen
Twin Falls
12.id.us
Harrison
Anne Jensen
Twin Falls Twin Falls jensenan@tfsd.org
Elementary-Twin
Immanuel Lutheran
ecarlson@immanuelt
Emily Carlson
Twin Falls Twin Falls
School
f.org
jtoberer@kimberly.ed
Kimberly
Julie Toberer
Kimberly Twin Falls
u
Elementary
Lincoln ElementaryEmily Strom
Twin Falls Twin Falls stromem@tfsd.org
Twin Falls
Morningside
Sharon Behrens
Twin Falls Twin Falls behrenssh@tfsd.org
Elementary-Twin
Falls
Oregon Trail
Julie Delia
Twin Falls Twin Falls deliaju@tfsd.org
Elementary
Teresa Wilson

Fruitland

Payette

1

24

1

15

2

50

4

116

2

50

2

48

1

3

2

50

2

60

Perrine ElementaryCarolyn Brock
Twin Falls
Sawtooth
Nanette Allen
Elementary
St. Edwards
Catholic School

Deanna Heil

Barbara Morgan
Anne Baldrica
Elementary-McCall
Cascade
Bev Davenport
Elementary School
Donnelly
Deirdre Bingaman
Elementary School
Midvale School

TOTAL:

Nicole DeVries

Twin Falls Twin Falls brockca@tfsd.org

4

120

Twin Falls Twin Falls allenna@tfsd.org

4

108

heilTwin Falls Twin Falls deanna@sainteddie.
org

1

7

McCall

3

60

1

14

1

25

1

14

478

12285

Cascade
Donnelly
Midvale

Valley

abaldrica@mdsd.org

bev@cascadeschool
s.org
bingamand@mdsd.o
Valley
rg
Washingt devriesn@ruralnetwo
on
rk.net
Valley

Tar Wars
Presenter

MSTI-Vicky
Jekich
Autumn
Freeland, PA-C
MSTI-Vicky
Jekich
MSTI-Vicky
Jekich
HD 4-Joanne
Graff
Michael Foutz
MD
MSTI-Vicky
Jekich
HD 4-Joanne
Graff
Michael Foutz
MD
Mary Barinaga,
MD
FMR-Boise-Liz
Johnsen
FMR-Boise-Liz
Johnsen
MSTI-Vicky
Jekich
MSTI-Vicky
Jekich
MSTI-Vicky
Jekich
MSTI-Vicky
Jekich
FMR-Boise-Liz
Johnsen
HD 4-Joanne
Graff
MSTI-Vicky
Jekich
HD 4-JoAnne
Graff
FMR-Boise-Liz
Johnsen
MSTI-Vicky
Jekich
Autumn Bernal

MSTI-Vicky
Jekich
MSTI-Vicky
Jekich
MSTI-Vicky
Jekich
Suzanne Allen,
MD
MSTI-Vicky
Jekich
MSTI-Vicky
Jekich
Suzanne Allen,
MD
Michael Foutz
MD
MSTI-Vicky
Jekich
Becky & Scott
Elder
MSTI-Vicky
Jekich
Michael Foutz
MD
MSTI-Vicky
Jekich
MSTI-Vicky
Jekich
HD 4-JoAnne
Graff
MSTI-Vicky
Jekich
Michael Foutz
MD
HD 4-Joanne
Graff
MSTI-Vicky
Jekich
MSTI-Vicky
Jekich
MSTI-Vicky
Jekich
Kevin Rich MD
MSTI-Vicky
Jekich
Suzanne Allen,
MD
Kara
Cadwallader, MD
MSTI-Vicky
Jekich
FMR-Boise-Liz
Johnsen

Misty Robertson,
RDH
Misty Robertson,
RDH
Scott Reed, MD
Jennifer
Robinson, PA-C
HD 6-Traci
Lambson
FMR-ISU-Sara
O'Connor
ISU Dental
Hygiene
Heather Gunter
FMR-ISU-Sara
O'Connor
HD 6-Traci
Lambson
ISU Dental
Hygiene
HD 6-Traci
Lambson
FMR-ISU-Sara
O'Connor
Heather Gunter
ISU Dental
Hygiene
Clay Campbell
MD
Terry Davenport
DO
FMR-Kootenai
Rachel Gardy
Terry Davenport
DO
Linda Cassell,
NP
Dennis Hatch,
DDS
Richard C. Hill,
MD
HD 6-Traci
Lambson
Bryce Moser, MD
Gary Soucie, MD
Jennifer
Gunnarson

Scott Dunn, MD
Jennifer
Gunnarson
Jennifer
Gunnarson
HD 1-Linda
Harder
Scott Dunn, MD
Scott Dunn, MD
Jared Morton,
MD
Jared Morton,
MD
Jared Morton,
MD
Jared Morton,
MD
HD 7-Elyse Baird
Jared Morton,
MD
James Drake,
DMD
Matthew Fackrell,
DO
Jared Morton,
MD
Jeff Hansen, MD
HD 3-Mitch
Kiester
HD 3-Mitch
Kiester
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Kiester
HD 3-Mitch
Kiester
Daron Stevens,
DDS
MSTI-Dawn
Callaham
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Kiester
Kim Keller, DDS
Neal Webster,
DDS

John Mullins, MD
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Johnsen
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DO
Daron Stevens,
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Kiester
MSTI-Dawn
Callaham
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Kiester
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Kiester
MSTI-Dawn
Callaham
Neal Webster,
DDS
MSTI-Dawn
Callaham
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Kiester
Daron Stevens,
DDS
MSTI-Dawn
Callaham
Kent Whitaker,
PA-C
Jeff Swenson,
MD
HD 7-Elyse Baird
Morgan Renner
RDH
Mary Curtis
Mary Curtis
Robin Sebastian
MD
MSTI-Melanie
Gonzales
Scott A.
Baldridge, DO
Robn Sebastian,
MD
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MD
MSTI-Dawn
Callaham
HD 5-Kristiana
Berriochoa
David Spritzer,
MD
Syringa-Jo Anne
Smith
Syringa-Jo Anne
Smith
Peg Gehring,
FNP
Syringa-Jo Anne
Smith
Syringa-Jo Anne
Smith
HD 7-Elyse Baird
HD 7-Elyse Baird
FMR-Boise-Liz
Johnsen
MSTI-Melanie
Gonzales
HD 1-Linda
Harder
Scott Reed, MD
FMR-Kootenai
HD 1-Linda
Harder
Roxanna Jones
FMR-Kootenai
Rachel Grady
WWAMI
HD 2-Jen
Deffenbaugh
HD 2-Jen
Deffenbaugh
WWAMI
HD 2-Jen
Deffenbaugh
WWAMI
Mary Curtis
HD 2-Jen
Deffenbaugh

HD5-Kristiana
Berriochoa
MSTI-Melanie
Gonzales
Keith Davis, MD
Jeff Swenson MD
HD 2-Jen
Deffenbaugh
Glenn Jefferson,
MD
Morgan Renner
RDH
HD 2-Jen
Deffenbaugh
Carla Edmison,
RRT
MSTI-Melanie
Gonzales
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Gonzales
MSTI-Dawn
Callaham
MSTI-Dawn
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MSTI-Dawn
Callaham
MSTI-Dawn
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HD 6-Traci
Lambson
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Harder
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Gonzales
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MSTI-Melanie
Gonzales
Jim Dardis MD
Mikael Bedell,
MD
Mo Ferguson,
MD
Misty Robertson,
RDH
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Idaho Legislative Services Office

Millennium Fund FY2016 Evaluation
Findings and Recommendations
INTRODUCTION
Thanks to generous funding from the Millennium Fund, the American Lung Association in Idaho (ALA) was able to offer
three programs to prevent youth tobacco use, encourage community involvement in the effort to keep youth off of
tobacco, and to help those teens already addicted to tobacco products to quit.
TATU (Teens Against Tobacco Use) is a nationally recognized American Lung Association youth tobacco prevention
program. Using a peer teaching model, ALA staff and representatives train teens in tobacco facts, history, marketing,
health effects, and other issues, as well as in the skills and techniques they need to craft engaging, creative
presentations for younger youth. The TATU teen teachers then take their presentations into elementary and middle
school classrooms or community settings. Teens may also present the TATU message at health fairs and community
events and can become powerful advocates for improved tobacco policies in their communities.
STAND (Support Teens Against Nicotine Dependency) is the American Lung Association in Idaho’s locally developed
program to engage Idaho youth, ages 13-19, in a statewide movement against tobacco use. The program awards grants
of $750-$1,000 to student groups across the state to conduct activism and advocacy projects targeting tobacco use in
their communities. The goal is to raise awareness about the dangers of tobacco and to garner support for tobacco
policy changes to create a healthier community.
NOT (Not On Tobacco) is the American Lung Association's smoking cessation program developed to meet the specific
social, emotional, and psychological needs of teens ages 14-19. Over the 10-week program, participants learn to identify
their reasons for smoking, find healthy alternatives to tobacco use and to quit using tobacco. The program covers the
entire quitting process, including the prevention of relapses.

SURVEY METHODOLOGY
All three programs use participant surveys to provide ongoing evaluation. This formal program evaluation method for
TATU was implemented in 2009 in conjunction with the Center for Health Policy at Boise State University.
TATU – the TATU program has three required surveys that must be completed and submitted. Survey data is then
captured and analyzed by ALA staff to identify trends and needed program improvements. These surveys include:




Surveys of participants in teen training events
Surveys of classroom teachers whose students receive the TATU program
Surveys of students receiving TATU presentations from trained teens.

STAND – the STAND program is also evaluated using survey data. Surveys are collected from:




Student participants at the end of the training workshop
Adult advisors at the end of the training workshop
Student participants at the end of the program year

NOT – The NOT program tracks student participation, quit rates, as well their overall thoughts about the program. The
American Lung Association also solicits qualitative feedback to better understand the survey information already
gathered by program facilitators.
Other Feedback
The ALA solicits qualitative feedback from stakeholders throughout the program year to illuminate the survey data.

KEY FINDINGS & RECOMMENDATIONS
The information included in this report includes findings from the qualitative and quantitative data collected.

FY 16 TATU Findings & Recommendations
Area
Marketing
Program
Management
Program
Delivery

Program
Evaluation

Key Finding
The one-on-one outreach methods used to recruit schools are
labor intensive and time-consuming
The TATU manual does not fully address the health threats posed
by e-cigarettes.

Recommendation
Develop, test, and refine a program marketing tool that can
introduce schools and staff to the TATU program.
Update the TATU manual and accompanying program tools
with new facts and figures as well as new e-cigarette
information.

Teen surveys indicate a need for more time to practice
presentations during training.
Teen presenters should reflect the demographic of the younger
students to whom they are presenting. Males and students
reflecting a variety of academic achievement are currently
underrepresented.

The standard training time should be increased by one hour to
ensure that teens leave training better prepared to present.
Create a plan to recruit a wider variety of teens to be teen
teachers.

Minorities tend to be underserved. Native Spanish speakers and
Native Americans in particular are underrepresented in the
program’s demographics both as teen teachers and classroom
students who receive the presentations.

Translate the TATU curriculum into Spanish and develop a
Spanish-speaking volunteer base to both train teens and
accompany them to classroom presentations. Modify the TATU
curriculum as needed to reach Native American populations
and recruit volunteers to accompany them to classroom
presentations.
Expand the volunteer base of TATU facilitators who can take
the program into new areas of Idaho and therefore expand its
reach.
Update surveys to ensure grades are captured.
Require contractors to submit stories and photos monthly.

TATU is resource intensive to deliver to rural areas, which make
up much of Idaho and whose youth are most in need of the
program.
Surveys require students to note their age, but not their grade.
Surveys alone provide only a partial picture of program efficacy—
additional qualitative information also needed to understand
program impact.

FY 16 STAND Findings & Recommendations
Area
Marketing/
Recruitment
Program
Management

Program Delivery

Program
Evaluation

Key Finding
Recommendation
There is limited growth in applications from new student groups. Identifying and engaging students from non school-based
groups such as Rotary Interact Clubs and Boy and Girl Scout
troops. Expand outreach to teachers that participate in TATU.
Schools report that they have a hard time finding teens to
Reconfigure workshop to make travel requirements less
attend the training workshop.
arduous.
Some groups struggle to manage their funds to best meet
Increase budget training during workshop and explore ways of
project needs.
incorporating approval process for certain expenditures.
It is difficult to hold youth groups accountable for meeting
Consider awarding only half of the grant funds when final plan
reporting requirements and for completing agreed upon
is submitted and approved.
deliverables.
Teens and their adult advisors know little about advocacy and so Create three “project in a box” models that can be added to
are often reluctant to apply.
the application to make it easier for groups to consider and
apply for funding.
Groups enter training with little to no understanding of
Devote more time during the workshop to providing real world
advocacy and have a steep learning curve.
examples of projects that have worked in the past, how goals
have been achieved, and road maps for possible projects.
End-of-year evaluations should elicit more specific feedback
Update end-of-year report to make it easier for students to
from students.
provide specific, concrete comments.

FY16 NOT Findings & Recommendations
Area
Program Reach

Key Finding
The students who need NOT most, such as Native Americans,
native Spanish speakers, and LGBT-Q teens are the least likely
to have access to the program.

Program
Management
Program Delivery

Facilitators trained before FY 15 do not have new e-cigarette
information.
NOT trainings occur in locations requested by potential
facilitators as opposed to being provided in the geographic
areas most in need of facilitators.
Low number of FY 16 surveys were submitted by facilitators.

Program Evaluation

Recommendation
Work with Native American tribes, native Spanish speakers,
and LGBT-Q adults to adapt the program as needed to address
the needs of these groups and then market the program to
target these groups for participation.
Provide updated materials to all facilitators as needed and
provide associated retraining as necessary.
Plot the location of active NOT facilitators to identify priority
areas for future trainings.
Retrain facilitators on their responsibility to submit surveys.
Incentivize survey return.
Establish deadline for survey submission.

FY 16 Progress Made toward FY 15 TATU Evaluation Recommendations
Area
Marketing

Key Finding
There are no promotional materials or outreach
activities to generate interest in program.

Program
The TATU manual and accompanying program
Management materials need to be updated with new facts and
figures and need to more fully address the health
threats posed by e-cigarettes.
No central database exists of contacts at
participating schools to aid in program continuity
and relationship building.

Contractors do not have ALA identification to lend
credibility or program legitimacy.

Contracts need to be updated to reflect to new
goals, deliverables, and reporting requirements.

Contractors report feeling left too much on their
own and without adequate resources for support.

Recommendation
Create TATU marketing materials to help
contractors, staff, and participants promote
the program.
Provide contractors with tools and tips for
reaching out to schools and teachers about
participating in TATU.
Update the TATU manual and
accompanying program tools with new
facts and figures as well as new e-cigarette
information.
Contractors should submit contact
information for their schools as part of
their monthly reports and again in one
complete report at the end of the program
year.
Create a process to welcome new schools
and teachers to the program each year and
thank them for their participation annually.
Provide contractors with ALA business
cards and nametags to increase
professionalism and lend credibility when
working with schools.
Update child protection guidelines in
facilitator contracts.
Update monthly and quarterly contractor
reports to capture all necessary reporting
information including the number of
students reached by grade and school as
well as all contact information for school
point(s) of contact.
Update contractor invoice formats to
include a reporting of total hours worked,
teens trained, and number of students
reached.
Institute a monthly phone call between ALA
staff and TATU facilitators to create a forum

Status
Completed and materials are in use.

Completed.

Not yet complete.

Completed.

Completed.

Completed.

Completed.
Completed.

Completed.

Completed.

Program
Delivery

Program demonstration materials for teen use are
out of date and difficult to use, and presentations
require teens to transport many materials including
hard-to-carry items like pig lungs, which can lead to
disorganization or leaving needed items behind.

Need greater effort to ensure program consistency
across the state.

where questions can be asked, issues
surfaced, and learnings shared.
Share TATU contractor and facilitator
contact information so they can reach out
to one another as needed.
Update all demonstration activity cards
that teens use for presentations so they’re
easier to follow.
Create two new demonstrations: one
focused on the dangers of e-cigarette use
and the other focused on helping students
develop refusal skills to say no to tobacco
and especially e-cigarettes.
Prepare checklists for teen trainings and
classroom presentations to ensure that all
items needed are on hand. Complicated
demonstrations, like the pig lungs
demonstration, should be handled by teens
with additional, specialized training to
allow them to transport and set up the
lungs while still being on time.
Include time in teen teacher trainings for a
“dress rehearsal” to help students learn
how to handle common issues that may
arise such as a noisy classroom.
Provide teens with small giveaways for
younger students that can be used after the
presentation to reinforce the central
message of a tobacco-free lifestyle.
ALA staff should observe each contractors’
teen trainings once per year to ensure key
objectives are met and that program is
delivered consistently and accurately.
Institute a monthly phone call between ALA
staff and TATU facilitators to create a forum
where questions can be asked, issues
surfaced, and learnings shared.

Completed.

Completed.

Completed.

Completed.

Completed.

Completed.

Completed.

Completed.

Program
Evaluation

Teen presenters should reflect the demographic of
the younger students to whom they are presenting.
Males are currently underrepresented.
Survey response rates are inadequate and those
surveys that are returned are not submitted to ALA
until the end of the program year, making it hard to
make midyear program improvements.

Surveys alone provide only a partial picture of
program efficacy—additional qualitative information
also needed to understand program impact.
The many different surveys look too similar to one
another which leads to wrong surveys being given
out.

Create plan to recruit more teen males to
become teen teachers.

Underway.

Consider creating an incentive program for
teachers to increase the number of surveys
that they and their students complete.
Require paper survey copies to be
submitted to ALA quarterly.
Review surveys quarterly including handwritten comments so program
improvements can be made more quickly.
Collect photos and impact stories from all
facilitators monthly.

Completed.

Print different surveys on different colors of
paper so they are easily identifiable.

Completed.

FY 16 Progress Made toward FY 15 STAND Evaluation Recommendations
Area

Key Finding

Recommendation

Completed.
Completed.

Underway.

Marketing

There is no marketing strategy to increase
awareness of and participation in STAND.

STAND is not cross-promoted through TATU or
NOT.
Program
Many partially-completed applications are
Management submitted—need to improve the number of highquality, fully complete applications submitted.

There is no standardized process for selecting
awardees.
It is difficult to hold youth groups accountable for
meeting reporting requirements and for
completing agreed upon deliverables

Program
Delivery

Final reports from student groups indicate the
need for more training on project management
and budgeting.

Create and implement a marketing strategy
to increase awareness of and participation in
STAND program.
Create a plan for engaging students from non
school-based groups such as Rotary Interact
Clubs and Boy and Girl Scout troops.
Work with TATU and NOT facilitators to
promote STAND.
Simplify and streamline the application
materials.
Encourage early submission with the promise
of feedback to ensure that groups have the
best possible potential for being funded and
that they submit the best possible project
request.
Update the STAND grant application to more
clearly highlight tobacco policy change for
healthier communities as the central goal of
the program.
Establish a standardized review process to
rate applications.
Restructure monthly reports to provide the
level of specificity needed by ALA to provide
project oversight.
Consider not awarding grant funds until final
annual plans have been approved by the
entire student group and submitted to ALA
for final approval.
Update and strengthen final reporting
requirements to provide accurate and
detailed information about grant outcomes.
Identify and implement consequences for
groups that do not meet requirements,
deliverables, and deadlines.
Incorporate project management and
budgeting training into the workshop.

Greatly increased outreach. Ongoing
effort.

Post final project outcomes on the STAND
website.

Completed.

Ongoing.

Completed.
Completed.
Completed.

Completed.

Completed.
Ongoing.

Completed.

Completed.

Ongoing

Completed.

Groups would benefit from seeing what a
successful project looks like and hearing how it
was achieved.

Consider giving a “Best Project of the Year”
award to encourage groups to participate
and highlight was a successful project looks
like.
Incorporate tips about what makes a project
successful into workshop.

Program
Evaluation

FY 16 Progress Made toward FY 15 NOT Evaluation Recommendations

Placed on hold.

Completed.

Area
Marketing

Key Finding
There are no promotional materials or activities to
generate interest in becoming a facilitator for or
participating in NOT.

Program
The ALA database of NOT facilitators only goes
Management back to 2013 for Idaho.
Facilitators are not contacted regularly to ensure
their needs are met and survey results submitted.
Program
Delivery

Program
Evaluation

Facilitators trained before FY 15 do not have new
e-cigarette information.

No FY 2015 surveys were received.

Recommendation
Create promotional materials to attract students and
facilitators.
Use TATU facilitators, school contacts, and teen
participants to cross-promote the program.
Reestablish regular contact with as many NOT facilitators
as possible and ensure the database has up-to-date
contact information for all facilitators in the state.
Create plan for maintaining contact with all newly trained
facilitators and for creating a community in which they
can share resources and lessons learned.
Create a plan to retrain facilitators that have not been
trained for 3 years or more and that have not received ecigarette specific training.
Provide updated materials to all facilitators as needed
and provide associated retraining as necessary.
Compile updated e-cigarette information and provide to
NOT facilitators for their use.
Retrain facilitators on their responsibility to provide
participant surveys to ALA staff.
Establish deadline after program completion date for
facilitators to get information back to the ALA for
evaluation.

Status
Completed.
Completed.
Ongoing.

Ongoing.

Ongoing.

Ongoing.
Ongoing.
Ongoing.
Completed for newly
trained facilitators.
Ongoing for previously
training facilitators.

FY 16 TATU Evaluation Summaries--Classroom Presentations
Question
How old are you?
10 or younger
11 or 12
13 or 14
15 or 16
17 or older
What did you learn about in this class? (Circle as many as you want)
Harmful effects of tobacco use (cigarettes and other tobacco)
How to say "no" to tobacco use
How the tobacco industry traps youth
Harmful effects from secondhand smoke
Why using tobacco doesn't make you look more attractive or popular
How to educate other youth and adults about the importance of being tobacco free
Did this class give you good reasons NOT to smoke or use tobacco?
Definitely Yes
Probably Yes
Probably No
Definitely No
Do you believe the information you received today is true?
Definitely Yes
Probably yes
Probably No
Definitely No
Would you tell your friends that this was an interesting class?
Definitely Yes
Probably Yes
Probably No
Definitely No
Is there anything we can do to improve this class?
"no" or "nothing" (most comments)
"awesome" or "great"
"more information"

Percent
35%
35%
24%
4%
2%
74%
75%
53%
70%
55%
55%
89%
8%
1%
2%
85%
13%
1%
1%
61%
32%
5%
2%

FY 16 TATU Evaluation Summaries--Teen Trainings
Question
I felt comfortable participating in the training
Definitely Agree
Probably Agree
Probably Not Agree
Definitely Not Agree
The training was well organized
Definitely Agree
Probably Agree
Probably Not Agree
Definitely Not Agree
The facilitator was effective in leading the training
Definitely Agree
Probably Agree
Probably Not Agree
Definitely Not Agree
This training gave me good information about tobacco issues
Definitely Agree
Probably Agree
Probably Not Agree
Definitely Not Agree
This training met my expectations
Definitely Agree
Probably Agree
Probably Not Agree
Definitely Not Agree
I feel prepared to present a TATU program
Definitely Agree
Probably Agree
Probably Not Agree
Definitely Not Agree
I have specific plans or a schedule to use the information from this training
Definitely Agree
Probably Agree
Probably Not Agree
Definitely Not Agree
Overall, my evaluation of this workshop is . . .
Excellent
Good
Fair
Poor
The best thing about this workshop was . . .
"being able to educate kids"
"learning new information"

Percent
76%
22%
2%
1%
73%
26%
2%
0%
85%
14%
0%
1%
83%
16%
1%
1%
66%
30%
4%
1%
49%
43%
5%
3%
35%
48%
12%
5%
69%
28%
3%
0%

FY 16 TATU Evaluation Summaries--Teen Trainings
"pig lungs"
This workshop could be improved by . . .
"nothing" (most comments)
"More Practice Time"

FY 16 TATU Evaluation Summaries--Classroom Teachers
Question
What were the grades of the students in the class?
3rd grade or younger
4th grade
5th grade
6th grade
7th grade
8th grade
9th grade or older
What kind of setting was the presentation delivered in?
Classroom
Assembly
Youth Summit
Community Group
Other
Is the TATU presentation being included as part of a complete tobacco prevention curriculum or
series?
Yes, my class has recently or will soon receive a complete tobacco prevention curriculum
Yes, my class has received or will receive such a curriculum at another time
No, my class is participating in TATU as a stand-alone activity
The TATU teen presenters were well-organized
Definitely Agree
Probably Agree
Probably Agree
Definitely Disagree
My class was interested and engaged in the TATU presentation
Definitely Agree
Probably Agree
Probably Agree
Definitely Disagree
The information presented by the TATU teen presenters was appropriate for the youth in my class
Definitely Agree
Probably Agree
Probably Agree
Definitely Disagree
Circle any of the following topics that were covered in the TATU presentation
Harmful effects of tobacco use (cigarettes and other tobacco)
How to say "no" to tobacco use
How the tobacco industry traps youth
Harmful effects from secondhand smoke
Why using tobacco doesn't make you look more attractive or popular
How to educate other youth and adults about the importance of being tobacco free
My class was positively impacted by the TATU presentation
Definitely Agree

Percent
5%
26%
30%
9%
15%
11%
3%
77%
18%
0
0
6%

33%
61%
6%
90%
9%
1%
0%
87%
13%

95%
5%

94%
84%
66%
78%
63%
55%
82%

FY 16 TATU Evaluation Summaries--Classroom Teachers
Probably Agree
Probably Agree
Definitely Disagree
The TATU presentation met my expectations
Definitely Agree
Probably Agree
Probably Agree
Definitely Disagree
I would recommend TATU presentations to other teachers or colleages
Definitely Agree
Probably Agree
Probably Agree
Definitely Disagree
How long have you been working with youth in the way that you are now?
Less than 5 years
5-10 years
10-15 years
More than 15 years
Do you believe that teens can be effective role models in encouraging youth to be tobacco free?
Definitely Agree
Probably Agree
Probably Agree
Definitely Disagree
Please share suggestions for how to improve the TATU program, or any other comments you may
have.
"Very Engaging"
"We always enjoy TATU coming to our class"

10%

89%
10%
1%

91%
8%
1%

30%
29%
15%
26%

99%
1%

FY16 STAND Post-Workshop Evaluation Summaries - Teen Grant Awardees
Question
Before this workshop, had you received any formal training or education about the dangers of
tobacco?
Yes
No
If yes, what training or education program did you have?
HEALTH CLASS (5)
DARE (4)
TATU (2)
IDFY (2)
SCHOOL COUNSELOR (1)
Did your group leader talk with you/your group prior to applying for the 2015-2016 STAND grant?
Yes
No
Don't Know
Did the workshop give you ideas you could use to conduct advocacy and awareness activities in
your community?
Yes
No
Don't Know
Did the workshop provide you with both the project management and budgeting tools needed to
plan and carry out your Awareness and Advocacy Efforts?
Yes
No
Don't Know
If not, why not?
What did you like most about the workshop?
"everything"
"hands on activities"
"better understanding of requirements"
"overall learning" (2)
"how interactive it was"
"what can happen to your body" (2)
"I want to come back next year"
"e-cig presentation"
What did you like least about the workshop?
"waking up early"
"sitting a long time"
"different flavors of e-cigs"
"got out late the first day"
"could be longer"
How could we improve the workshop?
"even more information"

Percent

92%
8%

85%
8%
7%

100%

92%
8%

FY16 STAND Post-Workshop Evaluation Summaries - Teen Grant Awardees
"how tobacco effects us"
"a break during group work"
"more on varieties of tobacco products and how they effect us"
"active activities"
"get more people"
Please include and additional questions or comments for us
"Capitol is neat"
"food was loved by advisors and students"
"you guys did a great job" (2)
"I had a blast"
"Meeting Sen. Martin"
"loved hotel"
Based on the information you received at the workshop, please rank your level of understanding
regarding each topic. Scale: 1=Poor; 3=Moderate; 5=Excellent
Knowledge that tobacco is a threat to youth
Importance of raising public awareness about tobacco issues
The concept of advocacy
Conducting an advocacy activity
The concept of community awareness
Conducting a community awareness activity
The difference between lobbying and advocacy
What is expected of you related to this grant when you return home
Please rank your level of interest in the two questions below. Scale: 1=Poor; 3=Moderate;
5=Excellent
How interested in advocacy were you BEFORE the workshop?
How interested in advocacy are you AFTER the workshop?
Please rate the following specific issues about the wokshop by circling the score which best
represents your experience or opinion. Scale: 1=Poor; 3=Moderate; 5=Excellent
Location of the workshop in Boise
Hotel for the workshop
Food that was provided
Number of breaks provided
Length of the workshop sessions
Content of the sessions
Quality of the speakers/presenters
Quality of the overall workshop
Workshop materials provided
I would recommend this workshop to other students

4.8
5
4.3
4.2
4.8
4.8
4.3
4.9

3.6
4.7

4.5
4.6
4.6
4.1
3.8
4.7
5
4.9
4.8
4.8

FY16 STAND Post-Workshop Evaluation Summaries--Adult Advisors
Question
Percent
Did the workshop give you ideas you could use to conduct advocacy and awareness activities in your
community?
Yes
100%
No
Don't Know
Did the workshop provide you and your students with both the project management and budgeting
tools needed to plan and carry out your Awareness and Advocacy Efforts?
Yes
100%
No
Don't Know
What did you like most about the workshop?
"having a specific plan done"
"tobacco facts"
"collaboration/networking"
"ideas from ALA"
"excellent information and how it was presented"
"teens felt wanted/needed"
"well planned details"
What did you like least about the workshop?
"needed direct flight"
"shorter" (2)
"hotel location and having to take transport Friday and Saturday"
How could we improve the workshop for other youth group adult advisors or facilitators?
"a fun group evening event" (2)
"add in more games"
"let advisors bring pictures"
"why we do the Capitol tour"
"teen networking"
"share project ideas in advance"
Please include any additonal questions or comments for us.
"well worth attending"
"very pleased to be a part of the program"
"fabulous goodie bags"
"great energy"
"kicking out advisors a good idea"
Based on the information we covered at the workshop, please rank your leel of understanding of
each topic. Scale: 1=Poor; 3=Moderate; 5=Excellent
Knowledge that tobacco is a threat to youth
Importance of raising public awareness about tobacco issues
The concept of advocacy
Conducting an advocacy activity
The concept of community awareness
Conducting a community awareness activity

4.9
4.7
4.7
4.7
4.9
4.9

FY16 STAND Post-Workshop Evaluation Summaries--Adult Advisors
The difference between lobbying and advocacy
What is expected of you related to this grant when you return home
Please rank your level of interest in the two questions below. Scale: 1=Poor; 3=Moderate;
5=Excellent
How interested in advocacy were you BEFORE the workshop?
How interested in advocacy are you AFTER the workshop?
Please rate the following specific issues about the wokshop by circling the scale score which best
represents your experience or opinion. Scale: 1=Poor; 3=Moderate; 5=Excellent
Location of the workshop in Boise
Hotel for the workshop
Food that was provided
Number of breaks provided
Length of the workshop sessions
Content of the sessions
Quality of the speakers/presenters
Quality of the overall workshop
Workshop materials provided
I would recommend this workshop to other students

4.7
4.9

4
4.5

4.9
4.7
4.9
4.1
4.1
4.6
4.7
4.7
4.7
4.9

FY 16 NOT Evaluation Summaries--Teen Graduate Pre-Program Responses
Question
What is your gender?

Percent
Male
Female

60%
40%

What is your age?
12
13
14
15
16
17
18
19

17%
17%
50%
16%

What grade are you in?
7
8
9
10
11
12

60%
40%

What is your race/ethnic group?
Non-Hispanic White
Non-Hispanic African American
American Indian or Alaska Native
Asian American or Asian
Hispanic
Native Hawaiian/Pacific Islander
Other (please specify):
Have you smoked a cigarette at least one in the past 30 days?
Yes
No
Have you smoked a cigarette on 20 or more days in the past 30 days?
Yes
No

100%

83%
17%
83%
17%

During the week (Monday thru Friday), about how many cigarettes do you smoke per day?
2-3 on a good day
3 to 4
4 to 5
5 to 10
a lot

17%
17%
17%
33%
16%

During the weekend (Saturday and Sunday), about how many cigarettes do you smoke per day?
1 to 3

17%

FY 16 NOT Evaluation Summaries--Teen Graduate Pre-Program Responses
3 to 5
6 to 8
5 to 10
25
Right now, how would you rate your motivation to stop smoking cigarettes?
None
Low
Medium
High
Very High
Right now, how would you rate your confidence in quitting smoking?
None
Low
Medium
High
Very High
Each rung on the ladder below represents how various smokers are thinking about quitting. Circle
the number that indicates how you feel now. Please circle only one number.
Taking action to quit (cutting down, enrolling in a program).
Starting to think about how to change my smoking patterns.
Thinking I should quite, but not quite ready.
Thinking I need to consider quitting someday.
No thought of quitting.
Which of the following statements best describes your attitude toward smoking cigarettes right
now?
I do not plan to quit smoking in the next six months.
I plan to quit smoking in the next six months.
I plan to quit within the next 30 days.
I have made a serious quit attempt in the past six months.
I quit less than six months ago.
How old were you when you smoke a cigarette for the first time?
5
12
13
14
How many times have you tried to quit smoking?
None
1 to 2
3 to 4
5 to 6
7 or more
If you have tried to quit smoking, how did you try to quit?
On my own

17%
17%
33%
16%

17%
33%
33%
17%

17%
33%
33%
17%

33%
50%
17%

62%
25%
13%

17%
33%
17%
33%

68%
17%
17%
56%

FY 16 NOT Evaluation Summaries--Teen Graduate Pre-Program Responses
In a group
With N-O-T. If you have participated in this program before, when?
Month:
Year:
Nicotine replacement theragpy (e.g., nicotine path, nicotine gum)
Other quit smoking medications like Zyban or Chantix
Doctor or other healthcare provider
Online/Internet program
Telephone HelpLine or QuitLine
Other (please specify): vape
Do you live with someone who smokes? (Check all that apply)
Parent/guardian
Sibling
Other person (please specify):
No one smokes in my household
Do you have other important people in our life (that do not live with you) who smoke? (Check all
that apply)
Close Friend
Boyfriend/Girlfriend
Family member
Other (please specify):
No one
How did you learn about N-O-T? (Check all that apply)
Poster
Friend
Handout (flyer)
Teacher
School TV
School nurse
Sign-up table
Incentives like pizza or prizes
Other (please specify): school counselor
Please Answer a few questions about your cigarette smoking habits.
Have you ever tried to quit but couldn't?
Do you smoke now because it is really hard to quit?
Have you ever felt like you were addicted to tobacco?
Do you ever have strong cravings to smoke?
Have you ever felt like you really needed a cigarette?
Is it hard to keep from smoking in places where you are not supposed to (e.g., at school or in a
store)?
For the last four questions, think about times when you tried to stop smoking, or when you have
not used tobacco for a while:
Did you find it hard to concentrate?
Did you feel more irritable?

11%

22%

11%
83%

17%

60%
40%

45%

11%
11%
33%
100%
83%
83%
100%
83%
33%

83%
100%

FY 16 NOT Evaluation Summaries--Teen Graduate Pre-Program Responses
Did you feel a strong need or urge to smoke?
Did you feel nervous, restless, or anxious because you couldn't smoke?

83%
83%

FY 16 NOT Evaluation Summaries-- Teen Graduate Post-Program Responses
Question
Are you still smoking any cigarettes?
If you are not smoking, how many days has it been since your last cigarette?
2
22
If you are smoking:
During the week (Monday through Friday), about how many cigarettes do you smoke per day?
0 to 1
1 to 2
3 to 4
1 to 5
During the weekend (Saturday and Sunday), about how many cigarettes do you smoke per day?
0 to 1
1 to 5
4
Each rung on the ladder below represents how various smokers are thinking about quitting. Circle
the number that indicates how you feel now. Please circle only one number.
Taking action to quit (cutting down, enrolling in a program).
Starting to think about hwo to change my smoking patterns.
Thinking I should quite, but not quite ready.
Thinking I need to consider quitting someday.
No thought of quitting.
Which of the following statements best describes your attitude toward smoking cigarettes right
now?
I do not plan to quit smoking in the next six months.
I plan to quit smoking in the next six months.
I plan to quit within the next 30 days.
I have made a serious quit attempt in the past six months.
I quit less than six months ago.

Percent

17%
16%

34%
17%
16%
40%
40%
20%

80%
20%

40%
60%

FY 16 NOT Evaluation Summaries--Teen Graduate Responses
Question
How important was the N-O-T Program in helping you quit or reduce smoking?
Not at all important
Somewhat important
Moderately important
Very Important
Extremely important
What did you like best about the N-O-T Program?
The conversations
Help with stress
The fact that cigarettes smell gross now!
The help from my peers
Others in the group had similar reasons for smoking that I did.
What did you like least about the N-O-T Program?
The worksheets
Some people stopped coming
Nothing really
Super talkative
I didn't like that there was a week break between meetings
Who was in your group? (Check only one)
All males
All females
Both males and females
If you were in an all boy or all groups, how important was it to you to have separate groups for
males and females?
Not at all important
Somewhat important
Moderately importnant
Very Important
Extremely important
Not applicable; I was in a mixed group
In what areas of your life (other than stopping or reducing smoking) was the program helpful?
(Check all that apply.
Exercising more
Getting better grades
Going to school more often
Eating better
Making new friends
Feeling better about myself
Dealing better with stress
Dealing better with family and friends
Other (please specify)
No other areas

Percent

80%
20%

100%

100%

100%
40%
60%
40%
40%
80%
40%
40%

FY 16 NOT Evaluation Summaries--Non-Graduate Pre-Program Responses
Question
What is your gender?

Percent
Male
Female

80%
20%

What is your age?
12
13
14
15
16
17
18
19

20%
20%
40%
20%

What grade are you in?
7
8
9
10
11
12

20%
20%
60%

What is your race/ethnic group?
Non-Hispanic White
Non-Hispanic African American
American Indian or Alaska Native
Asian American or Asian
Hispanic
Native Hawaiian/Pacific Islander
Other (please specify): Interracial
Have you smoked a cigarette at least one in the past 30 days?
Yes
No
Have you smoked a cigarette on 20 or more days in the past 30 days?
Yes
No
During the week (Monday thru Friday), about how many cigarettes do you smoke per day?
0
2
3 to 4
4 to 5
10
14
During the weekend (Saturday and Sunday), about how many cigarettes do you smoke per day?
2

60%

20%
20%
80%
20%
80%
20%
20%
20%
20%
20%
20%

20%

FY 16 NOT Evaluation Summaries--Non-Graduate Pre-Program Responses
3 to 4
6 to 8
5 to 10
20+
Right now, how would you rate your motivation to stop smoking cigarettes?
None
Low
Medium
High
Very High
Right now, how would you rate your confidence in quitting smoking?
None
Low
Medium
High
Very High
Each rung on the ladder below represents how various smokers are thinking about quitting. Circle
the number that indicates how you feel now. Please circle only one number.
Taking action to quit (cutting down, enrolling in a program).
Starting to think about hwo to change my smoking patterns.
Thinking I should quit, but not quite ready.
Thinking I need to consider quitting someday.
No thought of quitting.
Which of the following statements best describes your attitude toward smoking cigarettes right
now?
I do not plan to quit smoking in the next six months.
I plan to quit smoking in the next six months.
I plan to quit within the next 30 days.
I have made a serious quit attempt in the past six months.
I quit less than six months ago.
How old were you when you smoke a cigarette for the first time?
5
12
13
14
How many times have you tried to quit smoking?
None
1 to 2
3 to 4
5 to 6
7 or more
If you have tried to quit smoking, how did you try to quit?
On my own
In a group

40%

40%

40%
20%
20%
20%

20%
40%
40%

20%
60%
20%

80%
20%

20%
40%
40%
40%
20%
20%
20%

66%
17%

FY 16 NOT Evaluation Summaries--Non-Graduate Pre-Program Responses
With N-O-T. If you have participated in this program before, when?
Month:
Year:
Nicotine replacement theragpy (e.g., nicotine path, nicotine gum)
Other quit smoking medications like Zyban or Chantix
Doctor or other healthcare provider
Online/Internet program
Telephone HelpLine or QuitLine
Other (please specify): parents
Do you live with someone who smokes? (Check all that apply)
Parent/guardian (1 parent chews tobacco)
Sibling
Other person (please specify): Dad's girlfriend
Other person (please specify): both roommates
No one smokes in my household
Do you have other important people in our life (that do not live with you) who smoke? (Check all
that apply)
Close Friend
Boyfriend/Girlfriend
Family member
Other (please specify): all my friends
No one
How did you learn about N-O-T? (Check all that apply)
Poster
Friend
Handout (flyer)
Teacher
School TV
School nurse
Sign-up table
Incentives like pizza or prizes
Other (please specify): school counselor
Please Answer a few questions about your cigarette smoking habits.
Have you ever tried to quit but couldn't?
Do you smoke now because it is really hard to quit?
Have you ever felt like you were addicted to tobacco?
Do you ever have strong cravings to smoke?
Have you ever felt like you really needed a cigarette?
Is it hard to keep from smoking in places where you are not supposed to (e.g., at school or in a
store)?
For the last four questions, think about times when you tried to stop smoking, or when you have
not used tobacco for a while:
Did you find it hard to concentrate?
Did you feel more irritable?

17%
50%
17%
17%
16%

56%
33%
11%

50%
50%

80%
100%
80%
100%
100%
40%

80%
80%

FY 16 NOT Evaluation Summaries--Non-Graduate Pre-Program Responses
Did you feel a strong need or urge to smoke?
Did you feel nervous, restless, or anxious because you couldn't smoke?

80%
80%

FY 16 NOT Evaluation Summaries--Facilitator Post-Training Responses
Question
What do you like most about the N-O-T program?
What I like best about the NOT program is that is walks you through step-by-step training and
facilitating the program for teens. Lots of resources and help if you need it. (4)
That it feels very nonjudgmental towards teens, it is a “support group” really – not a “lecture” to
kids, the facilitator is a guide for discussion and ultimately guides each individual to personal success.
(4)
That this is an evidence-based program (2)
It was very comfortable and everyone participated. Relaxing environment! Facilitators were
awesome! (and enthusiastic)
I like how versatile the program is and how 10 sessions give enough time with the youth.
I really like all of the life skills taught that are woven into the quit process
I love the facilitator’s passion for the subject! She’s by far my favorite part of the training. Makes
me believe this is all worth it and that the work we are doing is possible and improves lives! The
excitement and passion is appreciated.
Focus on the positive aspects of making personal changes. Positive self-talk and finding support.
Presentation was engaging for the duration. The information was all relevant and useful. I came
away feeling like I could easily facilitate.
What changes do you suggest for the N-O-T program?
More vaping discussion – all the teens I know ask or have a tried a vape pen! (3)
10 weeks is a long time to keep kids coming and shortening to 6 would be good. A workbook or a
binder so kids can keep the information to review later. (2)
Maybe adapt NOT into a one-hour session presentation to give to schools.
I loved the video (of kids looking at tobacco products like candy from Oregon.) Definitely show it!
Maybe a video on how to facilitate like a live class setting to watch.
Additional comments on the NOT program and/or facilitator training:
Great job – the day was informative and interesting. It didn’t feel like hours of training. (6)
I liked the collaborative efforts of the group that we’re all discussion and learning from each other.
And on a side note – the lunch was great! Thank you! (2)
Thank you! (3)
I was nervous to take this class, but during the class I felt comfortable, all my questions were
answered. I am happy that I am able to stay in touch. (2)
Make sure to send the statistic information and resources of where to find the current data or Idaho
information
Loved all the resources facilitator mentioned. She’s a wealth of knowledge. Sometimes it felt a little
rushed but not too much. If we sped up the beginning – there would be more discussion time.
Maybe less “selling” us in the NOT at the beginning, we are already here and ready to learn – extend
the time for each of us “teaching “a session. I would have like to actually sit in a circle and “teach” a
5-7-minute lesson. We could add our own ideas. Thanks!

Addendum: American Lung Association Proposal FY
American Lung Association: Youth Tobacco Prevention and Cessation
Millennium Fund Grant Proposal
For the Period July 1, 2017 through June 30, 2018
ADDENDUM
Regional Board of Directors and Idaho Leadership Council Members
Our regional Board of Directors is comprised of community leaders, business leaders, and medical
professionals who meet regularly to provide governance and organizational leadership. They include:













Mike Fenello, Idaho, Chair-Elect
Patty Ginsburg, Alaska, Board Chair
Ted Zurcher, Oregon, Immediate Past Board Chair
Jeff Bertalotto, Washington
John Coefield, Montana
Anne Etter, Washington
John Feltz, Oregon
Virginia Hall, Oregon
Robert Merchant, M.D., Montana
Tad Seder, Washington
Sterling Yee, Hawaii
Allison Hickey, President and CEO, American Lung Association of the Mountain Pacific

Our Idaho ALA Leadership Council is comprised of community leaders who help extend awareness about
lung health and expand our programmatic reach. They include:









Susan Olson, Chair, Hawley Troxell Ennis & Hawley
Kathy Eroschenko, PharmD, University of Idaho
Rebecca Hupp, Boise Airport
David W. Knotts, Hawley Troxell Ennis & Hawley
Robert Low, Holland & Hart
Amy Ocmand, MD, St. Luke’s Health System
Eugene Ritti, Office Depot Inc.
Heather Kimmel, Idaho Executive Director, American Lung Association of the Mountain Pacific

Staff Roles, Responsibilities, and Apportioned Time (for Budget Notes and Grant Management):
Staff members responsible for managing the grant and whose time is directly apportioned to it include:
 Idaho Executive Director (.19FTE): Provides oversight of the grant, Community Engagement Manager,
and Lung Health Coordinator; ensures that grant-funded programs meet their stated deliverables on time
and within budget; measures progress toward grant goals and reviews with Community Engagement
Manager on monthly, quarterly, and semi-annual basis; maintains oversight of all grant-related contracts;
and ensures program fidelity. Reports to Regional President and CEO.
 Idaho Community Engagement Manager (.60FTE): Maintains primary responsibility for day-to-day grant
operations; trains and oversees independent contractor program facilitators, Lung Health Coordinator,
and university interns; manages volunteers; maintains oversight and tracks progress and expenses of
STAND grant recipients; coordinates STAND training workshop; schedules, promotes, and conducts NOT
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Addendum: American Lung Association Proposal FY
facilitator training; ensures collection of evaluation data; and tracks grant expenses on monthly basis.
Reports to Idaho Executive Director.
 Lung Health Coordinator (.5FTE): in coordination with Idaho Community Engagement Manager,
coordinates with schools, community partners, and program facilitators to promote and schedule grant
activities; conducts TATU teen trainings and oversees classroom presentations; conducts outreach to
schools and recruits volunteers. Reports to Idaho Community Engagement Manager.
Independent Contract Program Facilitators: individuals experienced in working with youth and in
educational and/or community settings who implement TATU in North, Southwest, Central, and Southeast
Idaho. All staff, contractors, and interns or key volunteers with a direct role in implementing youth
programs are required to pass an Idaho State Police background check, successfully complete program
training, and be non-smokers.
Regional staff with a role in overseeing grant management and ensuring successful implementation
whose time is not directly apportioned to the grant include:
 Chief Financial Officer: compiles reports of all expenses, including personnel, related to grant; ensures
grant revenues and expenses are correctly tracked in accordance with generally accepted accounting
principles; prepares monthly and year-end financial statements
 Regional Sr. Vice President, Health Initiatives: works with Idaho State Executive Director and national
Lung Association health education staff to ensure programs meet and maintain practice standards;
assists, supports, and reviews program evaluation and innovation
Description of Proposed Programs:
TATU: Teens Against Tobacco Use is an American Lung Association school-based prevention program
that has trained more than 6,600 teens to reach more than 112,000 Idaho youth since 2004. American
Lung Association in Idaho staff train adult program facilitators and work with them to train teens in high
school and community settings. During each training, TATU teen participants learn the information, skills,
and demonstration techniques needed to craft creative and engaging presentations for younger students.
The TATU Teen Educators make classroom and community presentations lasting approximately 45
minutes that include a variety of hands-on activities to teach children the threat that tobacco poses to their
health, along with awareness of how marketing, movies, social media, and peer pressure work to
influence them, and how they can make independent decisions that are in their own best interest. Young
students learn life-saving facts and practice refusal skills in a fun and non-threatening setting. TATU
educational outreach may also take the form of health fairs and community awareness activities. The
American Lung Association provides coordination and technical support to implement TATU
presentations, conducts observations to ensure program fidelity and integrity, and disseminates and
collects evaluation forms at each training and presentation to support program evaluation and
improvement. Particular effort is made to reach underserved populations that have proportionately higher
rates of tobacco use. We experience high demand for TATU in rural areas and small towns, where there
is both higher need and less access to tobacco prevention resources.
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STAND: The tobacco industry spends over $100,000 per day in Idaho to sell its addictive products, and
STAND seeks to counter this messaging. The Centers for Disease Control cites youth advocacy and
engagement programs as a best practice tobacco prevention method. STAND has fostered leadership
and civic involvement in over thirty youth groups throughout Idaho. With American Lung Association
training, technical support, and resources provided through $750-$1,000 mini-grants, teens conduct
projects to raise awareness in their communities of the consequences of tobacco use while working with
and influencing decision makers to make positive policy changes. From advocating for smoke-free parks
in Meridian to working with city councils in Post Falls, Coeur d’Alene, and Hayden to pass Idaho’s first
ordinances prohibiting the sale of electronic cigarettes to minors, to persuading the management of
Soldier Mountain Ski Resort to designate smoke-free areas at the resort, these young citizen-leaders
have made impressive achievements since the program’s inception in 2010. Last year STAND projects
included work to create a smoke-free city parks in Boundary County and Kamiah, work with school and
leaders in Middleton to include cessation options for teens caught using tobacco as an alternate to
suspension, and work to create tobacco-free campus policies for St. Maries schools.

NOT: Many teens who are daily smokers report that they wish they had never started and express a
desire to quit. Yet programs that are designed for adult smokers often don’t fit the social, emotional, and
developmental needs of young people. NOT is a nationally recognized smoking cessation program for
smokers under the age of 19 that was developed by the American Lung Association to address youth’s
specific needs. Support from the Millennium Fund allows us to offer no-cost NOT facilitator training to
equip adults working with youth to lead cessation classes for teens who want to quit. Designed primarily
as a volunteer program, NOT also includes a component that can be used as an alternative to
suspension, making it adaptable to the needs of schools and communities. We experience continuing
interest and demand for this program from juvenile corrections agencies.
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PHOENIX MULTISPORT – Board of Directors and Officers
Current as of September, 2016
______________________________________________________________
DIRECTORS
Susan Broderick, Esquire
Chairperson of the Board
Occupation: Assistant Research Professor & Project Director at Center for Juvenile Justice Reform,
Georgetown University's Public Policy Institute
Community Affiliations: Advisory Board member for Reclaiming Futures and Young People in
Recovery
City of Residence: Alexandria, VA

Deni Carise, PhD
Occupation: Chief Clinical Officer - Recovery Centers of America
Community Affiliations: Adjunct Clinical Professor at the University of Pennsylvania, Department
of Psychiatry
City of Residence: Philadelphia, PA

Don Fertman
Occupation: Director of Development - Doctor’s Associates, Inc. (Subway Sandwiches World
Headquarters)
Community Affiliations: Subway System Advisory Council and Management Committee, Subway
Franchise Owners Advisory Council; Agent Advisory Council; Phi Theta Kappa Honor Society
International Scholastic Honorary
City of Residence: Bethany, CT

Mark Gaylord
Occupation: Founder and CEO– The Gaylord Group
Community Affiliations: Past President, Cherry Creek Chamber of Commerce, Cherry Creek Arts
Festival, Founding Board Member
City of Residence: Denver, CO

Terry H. Hunt
Occupation: Energy Investments Consultant
Community Affiliations: Board of Directors, NEMO Equipment
City of Residence: Villanova, PA

2239 Champa Street
Denver, CO 80205
www.phoenixmultisport.org

Joshua J. McClellan, NHA, MBA
Occupation: Principal/Partner - Azura Living, LLC
Community Affiliations: Board of Directors-Adcare Health System (Public Company); Board of
Directors-Azura Living; Member-Colorado Healthcare Association; Member-Young Presidents
Organization
City of Residence: Boulder, CO

Mark A. Strode
Committee: Nominating
Occupation: Full time philanthropic endeavors
Community Affiliations: Board of Directors, Exponent Philanthropy (formerly known as The
Association of Small Foundations); Executive Secretary and Director -“The Woods” Charitable
Foundation
City of Residence: Napa, CA

Scott A. Strode, President
Committee: Ex-officio member of all committees except Nominating
Occupation: National Executive Director, Phoenix Multisport
Community Affiliations: Director-“The Woods” Charitable Foundation
City of Residence: Denver, CO

OFFICERS
Sam Brandt, Treasurer
Occupation: Chief Financial Officer, Phoenix Multisport
Community Affiliations:
City of Residence: Arvada, CO

Joy A. (Jamie) Horwitz, Secretary to the Board
Occupation: Attorney, former General Counsel and Secretary, The Pew Charitable Trusts,
Philadelphia, PA
Community Affiliations: Advisory Council, Penn Medicine Institute on Diabetes, Obesity and
Metabolism, Philadelphia, PA
City of Residence: Haddonfield, NJ

PHOENIX MULTISPORT – BOISE LOCAL ADVISORY BOARD

Ginny Gobel, Executive Director, Phoenix Multisport – Boise. Masters in Nursing, Certified
Nurse Midwife, avid advocate and volunteer for better treatment resources, lived experience
of family members with substance use disorder

Branden Rudd, CPA, Clifton, Larsen and Allen Boise, ID

Heather Harper, CPA, previous Project Coordinator at JUMP, Finance Director of Telluride
Foundation, CFO at Hospice of Santa Cruz County

Grace Dehner, Contracts and Funding Specialist, Idaho State Department of Educaton,
volunteer KaBOOM nonprofit

Kyle Esbensen, Youth leader YMCA, Boys and Girls Club, certified climbing instructor and
river guide, lived experience of recovery

Margi Stroh, Ada County Drug Court Counselor, triathlete, Founder of pilot program Boise
Ignite

Diana Esbensen, Business Manager of Education Department of Boise State University,
lived experience of family member recovering from substance use disorder

Bio for Ginny Gobel, Executive Director, Phoenix Multisport – Boise
Ginny Gobel is a mother who has experienced the heartbreak of watching a teenaged son spiral
into addiction. Her family has had the opportunity to attend nationally acclaimed treatment
programs and learn alongside their son. Realizing the scarcity of help for families in Boise, ID
she has made it her mission to create meaningful resources, impact legislation and reduce
stigma by speaking openly about Substance Use Disorder in her community. Ginny is by
training an Ob/Gyn Nurse Practitioner and she has both taught, administered programs and
provided clinical care in this previous role, but her full time focus for the last 6 years has been to
serve as a “wake-up call” and change agent in her community.
Educational Background:
• BS in Nursing, Montana State University, 1980
• Masters in Nursing, University of Utah, 1991
• Maternity care for inner-city teenaged girls, Mt Sinai Hospital, Milwaukee, WI 1991-1996
• Obstetrical Flight Nurse, Outreach Educator, Program Development - University of Utah
Health Sciences Center, 1985-1990.
• Coordinated and taught at the Art Parent Program at Roosevelt Elementary, Boise, ID
1996-2006
Board Memberships:
• Region 4 Behavioral Health & Welfare - Recovery & Wellness Committee and Youth
Committee
• Past Member Recovery Idaho
• The Grapevine Recovery Community Center
• Drug Free Idaho Coalition
• Healthwise Consumer Advisory
Memberships:
• Idaho Nonprofit Center
• Voices of Recovery
• National Association of Drug Court Professional
Awards:
• Community Education & Outreach Award 2015, Drug Free Idaho Coalition
• Boise High School Volunteer of the Year Award 2015 for Blinders Off Column
Services Created in Boise by Ginny Gobel as a volunteer:
• Ashwood Recovery Volunteer Parent Co-facilitator weekly, 2011 – December 2014.
• Author of Blinders Off www.blindersoff.org weekly online newsletter for parents about
drug use awareness and prevention with teens January 2015-present
• Produced 15 min video for parents to be viewed at Back to School Night and Sophomore
Orientation January ( http://www.blindersoff.org/my-story.html) 2015- present
• Three part series Parent to Parent Class for parents wanting to form a more cohesive
parenting culture in their community January 2016- present
• Lead facilitator of first chapter of nationally acclaimed Learn to Cope in
Idaho, www.Learn2Cope.org, a weekly resource of education, connection to resources
and support for family members with an addicted loved one, January 2016-present

•

Volunteer Activities Coordinator and Fundraiser for Boise Ignite, active outings for
people in recovery November 2014 – July 2015

Affiliations:
• Meridian Mayor’s Anti-Drug Coalition
• Idaho Rx Drug Workgroup
• SPAN (Suicide Prevention Area Network)
• Speaker for Boise Public School Parental Survival Course
• Speaker for Idaho Federation for Families
• Peer Wellness Center (local recovery community center)
• Idaho Homeless Coalition
• Speaker 2nd Annual Recovery Day at the State Capital, September 3,2016
• NAMI Annual Walk, September 26, 2015
• Tiny Houses of Idaho for the homeless.
• Fundraisers for SHIP (Supportive Housing and Innovative Partnerships)
• Idaho Veterans Wellness Center (holistic, experiential opportunities for Veterans)
• SOBER club of Boise State University
• Al Anon
• B.I.L.Y. (Because I Love You) parent support group at Intermountain Hospital
• Treasure Valley YMCA, Livestrong Campaign – Felting Artist for Collaboration of #42
Cancer Survivors 6’ X 8’ Wool Garden mural, raised $10,000 for local YMCA
• Women’s Business Center, Boise
• Idaho Non Profit Center member
• Southwest Idaho Directors of Volunteer Services (SWIDOVS) member
Trainings & Conference Attendance:
• CRAFT (Community Reinforcement and Family Training) with Robert Meyers, May 2015
• Learn to Cope Facilitator Training, December 2015, Fort Lauderdale, Florida
• Rx Drug Summit, Atlanta, March 2015
• Unite to Face Addiction Legislative Advocacy Day, FED UP Rally, Washington D.C.,
October 2015
• Reducing Alcohol Use: Parent-Based Interventions for High-Risk Teens, Boise State
University, February 2014
• Overdose Education & Naloxone Administration Training, Idaho State University, August
2015
• Women’s Business Center of Idaho’s 12 Week Business Start-Up Course, October 2015
• Patient Centered Outcomes Conference, Healthwise, February 2015
• Teen Substance Abuse Conference, Drug Free Idaho 2015 & 2016 (24 CEU’s)
• Community Anti-Drug Coalitions of America (CADCA) Training, Boise, April 27-May 1,
2015
• Multiple Pathways of Recovery Conference, Groton, CT, May 1-4, 2016
• Idaho Conference on Alcohol and Drug Dependency (ICADD) Conference, Boise,
May16-19, 2016
• NW Drug & Alcohol Conference, Boise, July 27-29, 2016
• Idaho Non Profit Conference, September 2015 & 2016
• Serve Idaho 16th Annual Service & Volunteerism, Boise, March 1-2, 2016
• Numerous webinars and local seminars by business networks pertaining to running a
nonprofit (list available on request)

Phoenix Multisport – Boise has strong links to other peer agencies, recovery support groups,
treatment facilities and social service organizations in the Treasure Valley. In order to foster
and support local community efforts while minimizing duplication of services and programs, we
are collaborating with the following organizations:

Peer Wellness Center

Idaho Voices in Recovery

Connections to resources and peer support for
those suffering from or recovering from SUD or
mental illness
Statewide involvement in National Advocacy

Idaho Veterans Wellness Center

Holistic and integrative mindfulness meditation,
art-assisted therapy and medical advocacy

Learn to Cope

Peer led support and SUD education for family
members within the Phoenix programming

Sustainable Housing Innovative Partnerships
(SHIP)

Supervised, supportive housing and transportation
for homeless veterans, persons in recovery,
offenders and those who are diagnosed with
mental illness

Idaho State University College of Pharmacy

Grant administration for free Naloxone (opioid
overdose reversal medication)

The Boise Hive

Music rehearsal space providing sober support
and resources for physical, financial, and
emotional well-being

Sober Club of BSU

Peer support group for students affected by
alcohol or other drugs (AOD) by outreach in an
encouraging environment that supports recovery
and promotes awareness of the possibilities
available to those in recovery

Boise Bicycle Project

Community oriented co-op promoting social and
environmental benefits of cycling including space,
tools and instruction for bike maintenance

WHY, WHAT, HOW – A VISION FOR RECOVERY
September 27, 2013

WHY WE DO WHAT WE DO
As a peer‐founded and run organization, we know first‐hand:
1. The pain caused by addiction, and that individuals can lead successful, meaningful and
vibrant lives in recovery from alcohol and drug addiction and that a supportive peer
community is key to that success.
2. That the physical activities we offer make people feel alive! We know the experiences we
offer can transform a person’s perspective from one of hopelessness to one of inspiration
and aspiration.
3. That through uniting people with a shared, lived experience in addiction and by encouraging
a positive recovery experience together, we can help vast numbers of people maintain
recovery from drugs and alcohol, and go on to live fulfilling, happy lives.
4. We can change the current approach to recovery that provides a variety of short‐term
solutions to abstinence but fails to offer an equal variety of solutions to supporting a person
in their long‐term recovery that will have to last a lifetime.
WHAT WE DO
1. We offer daily peer facilitated programs, events and opportunities for individuals to build
connections and a community with other like‐minded peers.
2. We offer activities that provide a physical AND social experience.
3. We bridge people from short‐term treatment settings to a long‐term recovery community.
4. We enforce a culture and set of values in our community that promotes heath, ensures
physical and emotional safety, respects diversity, reduces stigma and is welcoming to all.
5. We engage and participate in key conversations, workgroups and steering committees at
the community, state and federal level that are addressing the inadequacies of current
addiction recovery services and are looking for new, innovative, peer‐support approaches to
recovery.
6. We collect data and pursue research opportunities to evaluate our effectiveness.
HOW WE DO IT
1. We employ instructors who are in recovery themselves and who are also certified and highly
qualified to instruct in the disciplines we offer. This provides individuals in our programs
support from peers and an exceptional learning experience.
2. We remove financial barriers by providing, at no‐cost to the participant, the programs,
equipment and facilities required to enjoy the full experience of our programs.
3. We conduct programs in treatment centers with our peer instructors to build relationships
with inpatients while in short‐term treatment to increase access for them to our community
programs once they leave treatment.
4. We define our culture through a written Team Member Agreement that we ask all
participants to sign which states our core values and expectations on conduct while
participating in Phoenix programs.
5. We sit on numerous committees at the local, state and federal level and have a voting role in
steering committees that inform decisions on allocation of public funding and policies such
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as BRASS TACS (we are part of the steering committee), Behavioral Health Transformation
Council, Substance Abuse Trend and Task Force, Planning Council (they determine where
federal block grant money allocated for Colorado will be directed within CO, we have a
voting seat on this council).
6. We speak at national meetings such as at National Association of Drug Court Professionals
annual conference, Association of Recovery Schools Conference, Boulder TedX and at the
Faces and Voices of Recovery Ceremony.
7. We employ surveys, focus groups and are engaging outside research partners to broaden
and deepen our collection of evidence of our effectiveness.
HOW WE FUND IT
1. Financial support for Free Community Programs comes from:
‐ Membership dues from partner organizations (earned income)
‐ Donations, grants, corporate sponsorship (contributed income)
‐ HealthCare / Medicaid Reimbursements and vouchers (future earned income)
2. Financial support for Treatment Center Programs:
‐ Fee‐for‐service agreements (earned income)
3. Financial support for Research and Evaluation:
‐ Grants and donations (contributed income)
4. Financial support for having a voice and being part of the movement towards social
change:
‐ Grants and donations (contributed income)
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  PHOENIX	
  MULTISPORT	
  TEAM	
  MEMBER	
  AGREEMENT	
  

	
  

	
  
	
  
	
  
MISSION	
  
Phoenix	
  Multisport	
  (PM)	
  is	
  a	
  nonprofit	
  organization	
  whose	
  mission	
  is	
  to	
  foster	
  a	
  safe,	
  supportive,	
  physically	
  active	
  community	
  
for	
  individuals	
  who	
  are	
  recovering	
  from	
  alcohol	
  and	
  substance	
  abuse	
  and	
  for	
  those	
  who	
  choose	
  to	
  live	
  a	
  sober	
  life.	
  Through	
  
pursuits	
   such	
   as	
   climbing,	
   hiking,	
   running,	
   strength	
   training,	
  yoga,	
   road/mountain	
   biking,	
   socials	
   and	
   other	
   activities,	
   we	
   seek	
  
to	
  help	
  our	
  members	
  develop	
  and	
  maintain	
  the	
  emotional	
  strength	
  they	
  need	
  to	
  stay	
  sober.	
  
	
  
SOBRIETY	
  	
  
Persons	
   with	
   at	
   least	
   48	
   hours	
   of	
   continuous	
   sobriety	
   are	
   welcome	
   to	
   attend	
   events.	
   Members	
   who	
   attend	
   regularly	
   should	
   be	
  
committed	
  to	
  maintaining	
  a	
  sober	
  lifestyle.	
  Our	
  programs	
  are	
  not	
  intended	
  to	
  be	
  a	
  replacement	
  for	
  other	
  forms	
  of	
  treatment,	
  
and	
  we	
  encourage	
  members	
  to	
   engage	
  in	
  any	
  and	
  all	
  forms	
  of	
  recovery	
  that	
  suit	
  their	
  individual	
  needs.	
   In	
  the	
  event	
  of	
  relapse,	
  
members	
   are	
   welcome	
   and	
   encouraged	
   to	
   return	
   as	
   soon	
   as	
   they	
   have	
   met	
   the	
   minimum	
   sobriety	
   requirement.	
   Members	
   who	
  
are	
   or	
   appear	
   to	
   be	
   under	
   the	
   influence	
   of	
   drugs	
   or	
   alcohol	
   will	
   be	
   asked	
   to	
   leave.	
   Supporters	
   and	
   family	
   members	
   should	
  
respect	
  the	
  sobriety	
  requirements	
  and	
  community	
  standards	
  when	
  attending	
  PM	
  events.	
  
	
  
COMMUNITY	
  STANDARDS	
  	
  
By	
   signing	
   this	
   document,	
   you	
   agree	
   to	
   respect	
   and	
   uphold	
   these	
   standards.	
   If	
   you	
   fail	
   to	
   do	
   so,	
   we	
   may	
   ask	
   you	
   not	
   to	
  
participate	
  with	
  PM.	
  
	
  
1. PM	
  aims	
  to	
  foster	
  a	
  sense	
  of	
  community	
  in	
  a	
  supportive,	
  nurturing	
  environment.	
  At	
  PM	
  events,	
  everyone	
  is	
  welcome	
  and	
  
active	
  participation	
  in	
  the	
  community	
  is	
  expected.	
  Members	
  must	
  be	
  kind	
  and	
  courteous	
  to	
  one	
  another	
  at	
  all	
  times.	
  	
  
	
  
2. PM	
  strives	
  for	
  all	
  of	
  our	
  events	
  to	
  be	
  a	
  physically	
  and	
  emotionally	
  safe	
  space.	
  Behavior	
  that	
  is	
  or	
  could	
  be	
  perceived	
  as	
  
violent	
  or	
  threatening	
  (including	
  physically	
  disciplining	
  children)	
  is	
  unacceptable.	
  Language	
  or	
  conduct	
  that	
  could	
  be	
  
perceived	
  as	
  racist,	
  sexist,	
  homophobic,	
  or	
  otherwise	
  inappropriate	
  will	
  not	
  be	
  tolerated.	
  
	
  
3. PM	
  is	
  not	
  a	
  dating	
  club.	
  While	
  we	
  do	
  not	
  prohibit	
  dating	
  among	
  members,	
  we	
  ask	
  that	
  members	
  refrain	
  from	
  viewing	
  
our	
  events	
  as	
  a	
  place	
  to	
  meet	
  romantic	
  partners.	
  Unwelcome	
  advances,	
  physical	
  contact,	
  and/or	
  sexually	
  suggestive	
  
speech	
  will	
  not	
  be	
  tolerated.	
  
	
  
4. PM	
   events/activities	
   are	
   tobacco-‐free.	
   Smoking	
   is	
   not	
   permitted	
   at	
   or	
   in	
   the	
   proximity	
   of	
   any	
   PM	
   event	
   or	
   while	
   taking	
  
part	
  in	
  programming	
  (we	
  may	
  make	
  exceptions	
  on	
  multi-‐day	
  trips).	
  
	
  
5. While	
   children	
   over	
   the	
   age	
   of	
   five	
   are	
   welcome	
   at	
   certain	
   events	
   (e.g.,	
   Family	
   Programming),	
   PM	
   does	
   not	
   provide	
  
childcare.	
  Parents/guardians	
  are	
  solely	
  responsible	
  for	
  child	
  supervision.	
  If	
  a	
  child’s	
  behavior	
  creates	
  a	
  distracting	
  or	
  
unsafe	
  environment,	
  parents/guardians	
  may	
  be	
  asked	
  to	
  leave	
  with	
  the	
  child.	
  
	
  
6. Members	
   are	
   the	
   face	
   of	
   PM.	
   By	
   attending	
   our	
   events	
   or	
   wearing	
   PM	
   attire,	
   you	
   represent	
   this	
   organization.	
   Please	
  
respect	
  our	
  community	
  standards	
  both	
  in	
  terms	
  of	
  sobriety	
  and	
  conduct.	
  
	
  
7. In	
  the	
  event	
  of	
  an	
  emergency,	
  please	
  inform	
  a	
  PM	
  instructor	
  immediately.	
  	
  
	
  
8. PM	
  staff	
  and	
  instructors	
  are	
  here	
  to	
  help.	
  Whether	
  you	
  have	
  technical	
  questions,	
  want	
  to	
  find	
  a	
  workout	
  partner,	
  need	
  
help	
  finding	
  recovery	
  resources,	
  or	
  have	
  concerns	
  about	
  another	
  member’s	
  conduct,	
  PM	
  instructors	
  are	
  available	
  to	
  
assist	
  you.	
  We	
  encourage	
  you	
  to	
  approach	
  us	
  with	
  any	
  questions	
  or	
  concerns.	
  
	
  
	
  
By	
  signing	
  this	
  agreement,	
  you	
  agree	
  to	
  respect	
  the	
  Community	
  Standards	
  outlined	
  herein.	
  	
  Failure	
  to	
  abide	
  by	
  these	
  standards	
  
may	
   result	
   in	
   suspension	
   or	
   termination	
   of	
   your	
   membership.	
   Final	
   judgment	
   on	
   all	
   policy	
   matters	
   is	
   at	
   PM	
   staff/instructor’s	
  
sole	
  discretion.	
  
	
  
	
  
	
  
First	
  name:	
  ____________________________________Last	
  name:	
  ____________________________________	
  
	
  
	
  
Signature:	
  ____________________________________________Date:	
  ____________________________________	
  

PHOENIX MULTISPROT EVALUATION SURVEY
(NOTE: This survey is administered using an electronic form.)
Dear Phoenix Team Member,
In order to improve programming and deliver a quality experience for you, we are writing to ask for your
opinion about the experiences you have had with Phoenix Multisport. Even if you've only come to one
event or just a few, your opinion is very important to us. While we want to tell the world about our
successes, we also want to know where we can make improvements. So, please be critical! We really
want your honest opinion - we can handle some constructive criticism and this will not have any effect
on your participation whatsoever.
As always, Phoenix will make sure to protect and keep your information private. Your responses will not
be linked to you personally and any information that could identify you will be excluded from all reports.
This survey will take less than 10 minutes to complete. If you have any questions about this survey
and/or Phoenix Multisport evaluation procedures, please contact Brett Wyker, Evaluation and
Enrollment Associate, at brett@phoenixmultisport.org.

PROGRAM QUALITY
First, please tell us about the experiences you've had at Phoenix Multisport events over the past three
months. Read each statement below and select the response that best describes your experiences.
Physical Safety
I felt physically safe at Phoenix
Multisport events.
To the extent possible, the spaces or
locations used for Phoenix
Multisport events were free of
safety hazards.
Before events, relevant safety
information, such as routes, skill
requirements and potential hazards
were discussed.
There were enough instructors or
volunteers available to ensure
members at events were safe.
Instructors paid close attention to
the needs of members to ensure
they were participating safely.
Professionally-led
Instructors of Phoenix Multisport
events demonstrated that they have
the appropriate level of training or
experience to lead events.
Instructors clearly communicated
instructions on how to participate in
events.
Instructors gave participants at
events an opportunity to asks
questions.
Instructors did a good job of
assessing participants'
understanding of instructions and
knew when they needed to clarify
the details.
Instructors were organized and well
prepared to lead events.
Instructors asked for feedback from
participants on how they can
improve as an instructor.

Never

Rarely

Sometimes

Usually

Always

□
□

□
□

□
□

□
□

□
□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□
□

□
□

□
□

□
□

□
□

Peer-facilitated
The instructors and I could relate to
one another.
The instructors have been through a
lot of the same things that I have
been through.
When I've shared my feelings or
problems with instructors, I've felt
that they have understood me.
I've found that I have a lot in
common with the instructors.
I could talk to Phoenix Multisport
instructors like I talk to friends.
Emotionally safe
To what extent do you feel
welcomed at Phoenix Multisport?
To what extent do you feel valued at
Phoenix Multisport?
To what extent do you feel accepted
at Phoenix Multisport?
How comfortable do you feel
sharing your emotions with others
at Phoenix Multisport?
If you have relapsed or if you were
to, how confident are you that you
can/could return to Phoenix
Multisport without being judged?
To what extent do you feel
welcomed at Phoenix Multisport?
Fosters pride & purpose
Phoenix Multisport encourages its
members to be proud of their
recovery stories.
Phoenix Multisport inspires its
members to help others in the
recovery community.
Phoenix Multisport helps its
members discover new ways to be
passionate about life.
Phoenix Multisport inspires its
members to take control of the
direction of their lives.

Never

Rarely

Sometimes

Usually

Always

□
□

□
□

□
□

□
□

□
□

□

□

□

□

□

□
□

□
□

□
□

□
□

□
□

□
□
□
□

□
□
□
□

□
□
□
□

□
□
□
□

□
□
□
□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

Experiential programming
Please describe what your experience was like when you first attended Phoenix Multisport and any
benefits you received from participation:

If the types of benefits you experienced have changed over time, please describe how they changed and
how they are different now.

Recovery support
How many people in your life are there that you can truly count on when you need help with your
recovery efforts?
___ 0 ___ 1 ___ 2 ___ 3 ___ 4 ___ 5 ___ 6 ___ 7 ___ 8 ___ 9 or more
How many of these are people you met through Phoenix Multisport?
___ 0 ___ 1 ___ 2 ___ 3 ___ 4 ___ 5 ___ 6 ___ 7 ___ 8 ___ 9 or more
Please tell us how supported you feel by team members, friends and family.
To what extent are the people you
met through Phoenix Multisport
encouraging you or supporting you in
your recovery efforts?
To what extent are your friends
(outside of Phoenix Multisport)
encouraging you or supporting you in
your recovery efforts?
To what extent are your relatives
encouraging you or supporting you in
your recovery efforts?

Not at all

Not much

Somewhat

A lot

Completely

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

OUTCOME CHANGE
Please read each of these statements and tell us how well it describes you the first day you came to a Phoenix Multisport event and how well it
describes you now.
Think back to your first day as a Phoenix team member.
To what extent do you feel these statements describes you
To what extent do you feel each of these statements
NOW?
describes you THEN?
Not at
Not
Not
Somewhat A lot Completely
Not at all
Somewhat
A lot
Completely
all
much
much
Social support – (4-item Medical Outcomes Study Social Support Survey Instrument. Adapted from Gjesfjeld, Greeno & Kim, 2008)
Someone to help you with
tangible needs like daily
chores if you are sick or a
ride if you need
transportation
Someone to turn to for
suggestions about how to
deal with a personal
problem.
Someone to do something
enjoyable with.
Someone to make you feel
cared for and wanted.

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□
□

□
□

□
□

□
□

□
□

□
□

□
□

□
□

□
□

□
□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

Attitudes towards sober activities
There are a lot of
activates I enjoy doing
sober.
When I am not drinking or
using I have a busy social
life .
I can have fun without
using drugs or alcohol.
The things I most enjoy
doing are things best
done sober.

Think back to your first day as a Phoenix team member.
To what extent do you feel each of these statements
describes you THEN?
Not at
Not
Somewhat A lot Completely
all
much
General self-efficacy (modified General Self-Efficacy Scale, Chen, Gully & Eden, 2001)

I am able to achieve most
of the goals that I have
set for myself.
When facing difficult
tasks, I am certain that I
will accomplish them.
I believe I can succeed at
most any endeavor to
which I set my mind.
I am able to successfully
overcome many
challenges.
I am confident that I can
perform effectively on
many different tasks.
Coping Skills (modified Coping Strategies Inventory Short-Form, Addison et all., 2007)
When faced with a
stressful situation, I try to
let my emotions out.
When faced with a
stressful situation, I try to
talk about it with a friend
or family member.
When faced with a
stressful situation, I look
for the silver lining or try
to look on the bright side
of things.

To what extent do you feel these statements describes you
NOW?
Not at all

Not
much

Somewhat

A lot

Completely

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

Think back to your first day as a Phoenix team member.
To what extent do you feel each of these statements
describes you THEN?
Not at
Not
Somewhat A lot Completely
all
much

When faced with a
stressful situation, I tackle
the problem head on.
When faced with a
stressful situation,
participating in sports or
physical activity helps me
to deal with the stress
effectively.
Self-Esteem (modified Self-Esteem Scale, Rosenberg, 1965)
On the whole, I am
satisfied with myself.
I feel that I have a
number of good qualities.
I feel that I'm a person of
worth, at least on an
equal plane with others.
I take a positive attitude
toward myself.
I am able to do things as
well as most other
people.
Purpose (modified Purpose in Life Test, Crumbaugh & Maholick, 1964)
I am interested in working
on projects to improve
things in my community.
It's important for me to
try and make a difference
in the world.

To what extent do you feel these statements describes you
NOW?
Not at all

Not
much

Somewhat

A lot

Completely

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

I have very clear goals and
desires.
I have achieved many of
the goals I've set in life.
I have a purpose in life.

Think back to your first day as a Phoenix team member.
To what extent do you feel each of these statements
describes you THEN?
Not at
Not
Somewhat A lot Completely
all
much

To what extent do you feel these statements describes you
NOW?
Not at all

Not
much

Somewhat

A lot

Completely

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

Prosocial interpersonal skills (modified Spheres of Control Scale: Version 3, Paulhus, 1983)
I don't have trouble
making friends.
When I am interacting
with others, I am careful
not to behave in a way
that would make them
uncomfortable.
I can get along with
people even if I don't
agree with them on
certain issues.
I am able to reestablish
communication with
people after a serious
argument or
disagreement.
People generally like my
company.

After participating in Phoenix Multisport’s Resilience Project, have you learned about any new resources
that support your recovery?
___ YES ___ NO
If yes, please tell us what you have learned of:
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