Muslim
American
Society

SACRAMENTD®O

CALIFORNIA REDUCING DISPARITIES PROJECT

SHIFA FOR TODAY

(HEALING FOR TODAY)

JULY 2016- JULY 2021

Evaluation Report Prepared

by: Kendra L. Smith, Ph.D.
Smith Research & Consulting LLC

in collaboration with the
MAS-SSF Evaluation Committee

This report was made possible by the support of the California Department of Public Health - Office of
Health Equity, through a California Reducing Disparities Project Phase 2 grant funded by the Mental

Health Services Act (MHSA).




Table of Contents

EXECUTIVE SUMMARY ..t ttuueeeeeeeeeeoessnsseosssssssosssssssssssssssssssssssssssssssssssssssssssssssssssss 3
DEF INITION S .. ieettueeeeeeeneneeseasesoosssssssossssssssosssssssosssssssosssssssossssssssssssssssassssssssssss 7
INTRODUCGCTION ttuuueeeeeueneeeeasenoooessssssossssssossssssssssssssssosssssssssssssssssssssssssssssssssssss 8
LITERATURE REVIEW. . tuuuueeeeeeeueeoeosneosossssssosssssssossssssssossssssssssssssssssssssssssssssssssss 12
PEER SUPPORT IN MENTAL HEALTH vvuuveeeeeneeeeeeeneseesessescesessssssasssssssasssssssonssssssanssssssons 12
CULTURALLY TAILORED PEER SUPPORT v tvuueeeeeeeeeeeessseseesssssssesssssssassssssssssssssssssssssssanses 13
COMMUNITY-DEFINED EVIDENCE PRACTICE ...cceeuuueeeeeeeeesosssseocossssssscssssssssssssssssansss 16
PURPOSE «evttteeeereeeeeeeeesseseessssessesessssssssssssssssssssssessssssssssssssssasassssssssssssssssssssssne 16
DESCRIPTION AND IMPLEMENTATION .t tuueteeeereeeereeeeseeeessecssssessssossssessssassssassssssssssassonans 16
COMPONENT 1: PEER SUPPORT SPECIALIST RECRUITMENT & SCREENING . ... ttuuetrnerenerenesennesennesennes 16
COMPONENT 2: PEER SUPPORT SPECIALIST TRAINING CURRICULUM DEVELOPMENT +uutvunereneeennerennesennes 17
COMPONENT 3: TRAINING OF PEER SUPPORT SPECIALISTS v v uuttuneennseenesennesenneseseesenesessesesnesennes 19
COMPONENT 4: COMMUNITY ENGAGEMENT v utttetttetenneteneeennesesnesesnesesnesessssssssessesesnesennes 21
LOCAL EVALUATION QUESTIONS ...eeeeueeeeeeeeesooscssesoossssssssssssssssssssssssossssssssssssssssss 23
EVALUATION DESIGN & METHODS .. .eeuuueeeeeeeeeeeseseencossssssssssssssssssssssssosssssssossssssssss 24
HUMAN SUBJECTS PROTECTIONS vtvueeeeeeeneeeeecssescoscsssssessssssssssssssssassssssssssssssssssssssssns 25
DESIGN . eeeeenieereneeeeeeesseseessssessesessssssssssssssesssssssassssssssssssssssasassssssssssssssssssssssos 25
QUALITATIVE STRAND .« ettt tteteterttetennnnneeeseeeseesesssssssssssnssssseessessesssssssssssssssnsesseessesses 25
QUANTITATIVE STRAND 4 ttttttttttttttenenaeeeseeeseesesssssssssssnsnnssesesessesssssssssssssssnsesseessesees 26
SAMPLING METHODS AND SIZE cevtuuuueeeeeeeneesesssssessssssssesssssssesssssssosssssssessssssssssssssssansss 26
AT TRITION s ettt ttteetttee ettt tneeeenneeeneesssssessesennesessssssssessssessssessessnssssssssssssssnessnnssnns 27
FIDELITY AND FLEXIBILITY vt vvureeeeeseeeescsssescsessssscescsssssessssssssssssssssasassssssassssssasssssssane 27
MEASURES & DATA COLLECTION PROCEDURES .. ..eeeeeeeeesesseecessssesecsssssssesssssssassssssssasssssssns 28
FOCUS GROUPS . vttt tttettteettueesennesennesensessnssesnssesnesessessssesssssssnsssssssesssssssessssesnnnesnns 28
INDIVIDUAL INTERVIEWS 1 e ettt et eenettnneesnneennssensesensssssssessssessssessesssssssssssssesssnesnnnesnns 29
PRE= AND POS T T ST ettt ettt tteeteneseneeeneeansseanssesnesessesesnesssssssnsssssssesssssssessnnesnnneenns 29
DATA ANALYSES PLAN IMPLEMENTED ...ueeeeeeeeeeceneeeescsssecesessssssasssssssasssssssosssssssansssssssne 31
RESU L T S . et uueeeeeeeeneoseseenoossssessossssssssssssssssosssssssosssssssossssssssssssssssssssssssossssssssss 32
STUDY PARTICIPANTS 1 eeveeeeeeeeeeseeeeesssessesssssssessssssssasssssssasssssssassssssssssssssssssssssssansss 32
QUALITATIVE DATA FINDINGS evtevuueeeeeneeeesessnesessssssssesssssssosssssssesssssssessssssssssssssssansss 34
QUANTITATIVE DATA FINDINGS ¢evvvuueeeeeneeeesessnesessssssssesssssssossssssssssssssssssssssssssssssssansss 42
OVERALL PRESENTATION OF FINDINGS vevuueeeeeeneeeeecssescesesssssosssssssesssssssessssssssssssssssansss 44



FINDING 1: PEER SUPPORT SPECIALISTS ARE DRIVEN TO PROVIDE PEER SUPPORT OUT OF AN INTRINSIC NEED TO

SUPPORT OTHERS 4t ttttuneeennneeeeensnneseeesnsssseesssssssesssssssessssssssssnsesssssssssssssnssesssnnns 44
FINDING 2: PEER SUPPORT SPECIALISTS ENTERED SHIFA FOR TODAY WITH SKILL, EDUCATION, AND LIVED
EXPERIENCE + + vttt tetueeeeeennneeseennneseeessnsessessnssssesssssssessnsssssesssssssessssssssssanssssennnnnss 44
FINDING 3: SHIFA FOR TODAY TRAINING CURRICULUM AND DELIVERY PROVIDED VALUABLE CONCEPTUAL AND
THEORETICAL TOOLS FOR PEER SUPPORT SPECIALISTS v euutttuntenneeenesennesenneeenseeenssesnssesnesennesnns 45
FINDING 4: PEER SUPPORT SPECIALISTS LACK SUFFICIENT HANDS-ON, PRACTICAL EXPERIENCES IN SHIFA FOR
TODAY TRAINING 1 tettuneeeseenneeseenaeeseesnnseseesnnssesessnsessesssssssesssssesesssnsssessssssssensnnnns 45
DISCIUSSION .. ieeeuueeeeeeeenosossesoosssssssossssssssosssssssosssssssosssssssssssssssssssssssssssssssssss 46
CONCLUSION . tttuueeeeeeeneeoseseessossssessosssssssssssssssossssssssssssssssossssssssssssssssssssssssassss 49
AP PENDICES ...uieeeeueeeeeeeeesesosseooossssssssosssssssssssssssosssssssossssssssssssssssssssssssssssssssss 50
APPENDIX A - PEER SUPPORT SPECIALIST SAMPLE APPLICATION AND SCREENING PROTOCOL.....ccevueees.. 50
APPENDIX B- CORE PRACTICES FOCUS GROUP PROTOCOL 1vuetteeeeseeesscscsscsssccassssassssassssasssssses 52
APPENDIX C - CLOSEOUT FOCUS GROUP ...vttrereeeeeneeeeresssecesssseseosssssssesssssssesssssssaasssssssns 53
APPENDIX D - RECOVERY KNOWLEDGE INVENTORY PRE- AND POST-TEST cevteeteeteeeeeaseesecsscascasconns 54
APPENDIX E - SHIFA FOR TODAY PRE= AND POST-TEST cettueeeseeesseeesscscsscsssscassssassssassssasssssses 55
APPENDIX F - RECOVERY KNOWLEDGE INVENTORY PRE- AND POST-TEST DESCRIPTIVES.ceveeeseeeesecesses 59
REF ERENCES . ...ueuuueeeeeeueeeoseesessosssssessssssssssssssssssssssssssosssssssssssssssssssssssssssssssssss 65




EXECUTIVE SUMMARY

The Muslim American Society-Social Services Foundation's (MAS-SSF) mission is to
aid families at large and the Muslim community with meeting their social service needs. Our
vision is to be at the forefront of community social services in terms of provision of resources to
support the community in attaining overall well-being. We are accomplishing our vision through
a blend of prevention and early intervention (PEI) mental health programming and culturally
competent, linguistically appropriate client-driven services. All services are steeped in
community collaboration and aimed at connecting people to resources needed to recover.

Shifa for Today is an early intervention program designed by MAS-SSF that aims to
reduce trauma, anxiety, depression, and suicidal thoughts among South Asian Muslim adults by
developing a culturally competent mental health workforce, increasing access and utilization of
mental health services, increasing social support, and decreasing psychological distress. It is
designed to accommodate the cultural values and linguistic needs of South Asian Muslims as
recommended by the Asian Pacific Islander report, developed by the Office of Health Equity and
various stakeholders in Phase I of the California Reducing Disparities Project (CRDP).

Shifa for Today is a community-defined evidence practice that provides meaningful
insights into reducing disparities and improving the quality and availability of mental health
services and support for immigrants and refugees. This intervention that incorporates the use of
psychoeducation and traditional spiritual and religious Islamic content and practices, peer
support specialists (PSS) will use cultural, linguistic, and spiritual/religious approaches aligned
with clients/consumers’ beliefs, cultures, and languages to support them.

The purpose of this evaluation is to assess the program and workforce development

components of Shifa for Today. These components include the recruitment and training of PSS



and the development of the Shifa for Today curriculum. Listed below are the evaluation
questions:

e [Evaluation Question 1: What prior knowledge, experiences do Peer Support Specialists
have, as it pertains to peer support, prior to training?

e [Evaluation Question 2: What characteristics or attributes do Peer Support Specialists
have in common?

e Evaluation Question 3: What feedback do Peer Support Specialists offer following
training?

e Evaluation Question 4: What modifications are made to Shifa for Today training
following first and second cycle?

e Evaluation Question 5: What type of peer support and community engagement are Peer
Support Specialists engaged in?

e [Evaluation Question 6: How are Peer Support Specialists applying training knowledge to
cases?

MAS-SSF employed a descriptive mixed-methods methodology with a community-based
participatory research orientation to develop a formative evaluation to assess aspects of PSS
training curriculum development, the training itself, and how PSS are engaged in the broader
community. Shifa for Today took place between October 2016 — June 2021. Cycle 1 took place
between November 2019 and June 2020 (n=20). Cycle 2 took place between June 2020 — June
2021 (n=6). Each cycle had a unique cohort associated with it. Both cohorts were part of the
evaluation. Six focus groups were facilitated, four interviews were conducted, and two pre- and
post-test assessments were administered. Focus groups and interviews centered on PSS’s
knowledge, skills, background, and perspectives on training. The pre- and post-tests assessed
prior knowledge of key concepts related to peer support and knowledge acquisition of key peer
support concepts following training.

Listed below are the overall findings:



e Finding 1: Peer Support Specialists are driven to provide peer support out of an intrinsic
need to support others

e Finding 2: Peer Support Specialists entered Shifa for Today with skill, education, and
lived experience

e Finding 3: Shifa for Today training curriculum and delivery provided valuable conceptual
and theoretical tools for Peer Support Specialists

e Finding 4: Peer Support Specialists lack sufficient hands-on, practical experiences in
Shifa for Today training

The findings of this evaluation provide insights into recruitment and screening of volunteer
peer specialists, curriculum development, and training. A clear bright spot of this project is
having PSS with lived experience that will likely align the clients’ needs and experiences. The
PSS were candid about their personal experiences and challenges and their desire to “walk with
others” as they work through the challenges that brought them to MAS-SSF.

The delivery of a curriculum culturally tailored for South Asian Muslims (SAM) appears to
have been timely and relatable. The PSS desired to have more training on culture. The difficulty
of including more detail on culture is that there are so many cultures, nuances and intersecting
identities associated with each client’s culture. Finding methods of infusing more cultural
training into the curriculum and determining the correct balance for the training will be helpful in
the future. Understanding how the culturally tailored curriculum from this project modifies
patient outcomes will also be an important area of evaluation.

The lack of hands-on training was a deficit of this project. The type of hands-on training the
PSS requested was learning by doing. This type of training goes beyond learning by doing as it
has been found to be emotionally engaging and transformative. Creating more opportunities for

more experiential, hands-on training of PSS is recommended to be included in next iterations of



training. A material change that has been made to the curriculum is that role plays have been
added to each module in the Shifa for Today curriculum. More changes are being considered.
Shifa for Today reflects the intricacies of developing a culturally tailored peer support
program for South Asian Muslims. Having skilled peer support specialists, a well-developed
curriculum, and an engaging training aided in building a peer support program poised to improve
health outcomes and reduce disparities. The findings from this evaluation illuminate valuable

insights to consider as MAS-SSF continues to grow Shifa for Today.



Definitions

Community defined evidence practice - Knowledge accumulated through the ongoing
successful implementation and/or evaluation of practices developed locally with significant
community input.!

Culture — The social behavior and norms found in human societies, as well as the knowledge,
beliefs, arts, laws, customs, capabilities, and habits of the individuals in these groups.

Cultural tailoring — Adaptation of messages, strategies, and materials to fit specific cultural
characteristics.

Muslim — A person or people who follow the practices of Islam.

Peer Support - The provision of social emotional support by persons sharing a similar mental
health condition to aid in bringing about a desired social or personal change.?

Peer Support Specialist — A person who has been successful in the recovery process who help
others experiencing similar situations.?

South Asian ethnic group — Diverse set of ethnic groups that include, but not limited to, people
from India, Pakistan, Bangladesh, and Afghanistan. Although Afghanistan is in Central Asia,
Afghans are grouped, at times, with South Asians. Each group has their own culture and sub-

culture and linguistic traditions.



Introduction

Immigrants and refugees face many difficulties settling into their new environment.* At
times, these difficulties result in emotional problems and social emotional adjustment challenges.
The events leading up to resettlement or displacement can be filled with violence, threats, or war.
In some cases, refugees will have been subject to either direct or indirect trauma. Those from
collectivistic cultures will often share that trauma, discrimination, and oppression as a collective
identity. Similarly, immigrants usually face similar and contrasting hardships by arriving to
unfriendly or unjust conditions and being at the lower rungs of society.’

These social and mental health issues are further aggravated by the lack of culturally,
linguistically, and spiritually/religiously sensitive mental health services,’ fear of seeking
services due to anti-Muslim bigotry,” and cultural stigma against seeking services. The extent of
the experience of hostility in the public arena makes it challenging for many Muslim-Americans
to develop healthy communal life. An understanding of religious and cultural differences, social
customs, and values is necessary when conducting psychotherapy with any community but is
very important for South Asian communities. Unfortunately, there remains a dearth of data in
this area because attempts to offer mental health services tailored to the specific socio-cultural
needs of Muslim Americans of various ethnic backgrounds have only been made in recent
decades.®

Culturally-based discrimination, stigma, and shame deprive Muslims of seeking and
receiving the professional care they need. These impediments faced by South Asian Muslims
(SAM) discourage them from seeking professional help, thus causing them and their families
unmanaged psychological distress and further suffering.”!%!! Another potential obstacle for
SAM men and women is the lack of permission or approval they receive from extended family

members who may be offended by the notion of seeking formal help from someone outside the



family, considered a cultural taboo. The need to protect, or honor, their “izzat,” constructs
another barrier for SAM; this burden to protect “izzat” is disproportionately placed on women,
who may avoid seeking professional mental health services out of fear of tarnishing their
individual and family’s reputations.'?

It is estimated that a quarter of Pakistanis who participated in a recent study conducted in
the Sacramento area had experienced past trauma in their country of origin and current trauma in
the US.!* Given the influx in Sacramento of recent refugees from Syria, Afghanistan, and parts
of Africa, it is imperative to better identify the additional challenges they encounter in accessing
necessary mental health services. MAS-SSF’s peer support records show that about 50% of SAM
clients/consumers suffer from post-traumatic stress disorder (PTSD) symptoms when assessed
for counseling. Other symptoms reported by clients/consumers include symptoms of anxiety (in
more than 10% of clients/consumers) and suicidal thoughts (30% of clients/consumers). With the
rise of anti-Muslim bigotry, counselors expect to see more clients/consumers suffering from
psychosocial stressors, which might trigger the onset of symptoms of low self-esteem, anxiety,
PTSD, and depression.

Acculturation problems are frequently seen in SAM clients/consumers. Acculturation
speaks to the balancing of two cultures while adapting to the dominant culture. At the core of
acculturation is culture, which is complex and difficult to define. Culture can include very visible
things such as artifacts and behaviors as well as fundamental attitudes, beliefs, and values.'*
Research suggests a paradox found in the concept of acculturation because it is noted to improve
mental health and damage mental health.!>-16:17:18

More than 90% of SAM clients/consumers seen by MAS-SSF’s PSS reported suffering

from emotional distress due to challenges faced in their efforts to adjust to the American system.



Gender discrimination is a source of trauma for some immigrant women who have lost the social
companionship and support they had in their home country before being brought to the United
States by husbands and in-laws who expect them to maintain subservient roles as housewife and
caregiver to the in-laws.!” Other educated SAM women find difficulty balancing work and
family. These challenges and stressors can be significant, especially in stressful conditions of
learning a new culture. Therefore, family conflicts are high among SAM clients/consumers (20%
of MAS-SSF clients/consumers). This could result in emotional, physical, and verbal abuse
estimated to be affecting 18% of SAM clients/consumers.

An initial needs assessment was done by MAS-SSF for Sacramento Muslims in 2006-
2007. In that assessment, 70% of the 120 Muslims who responded indicated that counseling
services for marriage, parenting, and teen issues were needed. Yet, while those respondents
recognized this need, cultural and social stigma often discourages SAMs in distress from help-
seeking actions or seeking help outside the family.?

Despite these challenges, it is important not to label all refugees or immigrants as having
suffered from mental illness or distress.?’ Immigrants and refugees off all backgrounds are
typically stereotyped as ignorant, prone to disease, criminality, and insanity.!* It is true that
immigrants and refugees have likely lived through extraordinary circumstances, but the
population must be viewed broadly for its culture, strengths, and the context (e.g., political,
social, economic) they have arrived in. Strengths-based approaches that are culturally
appropriate, flexible, and tailored to the community are fitting for this population.?!-*? Peer
support is a promising practice.

Research suggests that peer support programs, like Shifa for Today, can provide an

opportunity for people from similar backgrounds (peer support specialists) --those with their own
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lived experience of recovery and resilience from trauma and those without those experiences but
with a shared cultural understanding--to assist other clients/consumers in their journey to
recovery and healing. PSS can model recovery and resilience, offer support, and teach skills to
others experiencing mental health challenges so that they may lead successful and meaningful
lives in their communities. PSS can empower the client/consumer, enhance their sense of hope,
aid in system navigation, and promote healing and recovery through peer support. MAS-SSF has
found that some peer counselors also use their own lived experience of recovery from mental
health challenges to support others in recovery. The PSS’s perspective and role put them in a
unique position to offer their personal knowledge and support and be effective in counseling, in a
way that someone without that same shared background and understanding could not.? In
addition, PSS may have innovative approaches in helping clients/consumers with access and
utilization of healthcare services.?

The Muslim American Society-Social Services Foundation's (MAS-SSF) mission is to
aid families at large and the Muslim community with meeting their social service needs. Our
vision is to be at the forefront of community social services in terms of provision of resources to
support the community in attaining overall well-being. We are accomplishing our vision through
a blend of prevention and early intervention (PEI) mental health programming and culturally
competent, linguistically appropriate client-driven services. All services are steeped in
community collaboration and aimed at connecting people to resources needed to recover.

MAS-SSF was created in 2007 to respond to the unmet community need for mental
health prevention and early intervention with culturally, linguistically, and spiritually competent
services. The organization has trained volunteer PSS over the past 10 years through a variety of

methods (including role playing, watching counseling videos, presentations on ethics, and talks
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by guest speakers from the field of mental health and social services, with a specialization in
working with the Muslim community). Training occurred with the support of various Muslim
social services experts and scholars. In 2007, when it was started, MAS-SSF trained volunteer
PSS on cultural, spiritual, and religious content, in addition to basic PSS training. In 2016, MAS-
SSF trained its second group/cohort of volunteer PSS through an in-depth certified peer support
training, but that training did not include the cultural, spiritual, and religious content delivered
before.

This evaluation report describes the evaluation of the Shifa for Today program. A
literature review of relevant literature related to culturally tailored peer support among
immigrants and refugees will be presented. The study design will be described along with the
data collection measures and procedures. The findings will be presented based on the
corresponding evaluation question. Finally, the findings will be discussed and recommendations

for future actions will be provided.

Literature Review

Peer Support in Mental Health
Innovative approaches to aiding immigrants and refugees with mental health support are

community-based interventions that provide a comfortable, safe space for sharing and
empowering through peer support.?#2>2¢ Peer support is defined as the provision of social
emotional support by persons sharing a similar mental health condition to aid in bringing about a
desired social or personal change.?’-32%-3031 Peer support is not based in psychiatric or clinical
models; instead, it centers on understanding another’s situation through empathy, support, and a
lens of a shared experience of emotional and psychological pain.?? Peers use their own lived
experiences of overcoming mental distress to support another through their own struggles. In

essence, peer support means walking with clients as they work through their challenges.
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The key premise that makes peer support so attractive are the benefits one receives when
they find support through a connection outside of an expert/patient relationship. That is, when
people find and feel connection with someone who is like them based on mutual experience, trust
builds and the opportunity for mutual empowerment grows. The support of peers serves as a
natural extension and expansion of community rather than reinforcing the professionalized
model of caretaking in mental health support. It spurs movement toward autonomy and
community because peers learn to see their problems in the context of a larger system (e.g.,
social, political, economic) that helps move them away from seeing themselves as damaged,
different, or ill. In essence, the relationship between peers is centered on reciprocity and building
up a synergistic relationship between both parties.

Peer support has been shown to be beneficial in other chronically ill populations such as
people living with diabetes, HIV, cancer, and heart disease.?*34353¢ In cancer support, peer
support aids patients in receiving experiential empathy that often goes beyond the scope of health
professionals.’”-3® Moreover, patients with peer support have been found to have improved
satisfaction in their medical care, increased sense of belonging, improved mood, and better
personal relationships.’* However, adverse outcomes from peer support have also been found,
including reinforcement of poor behaviors and lower feelings of self-efficacy.*’ Research on peer
support among HIV patients found consistent themes of acceptance, reciprocal support, and

personal growth and empowerment.*!

Culturally Tailored Peer Support
While there is no single description of what makes the best peer support, peer support is

often wanted and most useful from “people like me”.** A shared or similar culture is key to peer
support as social support is influenced by cultural values and norms.** A critical part of the lived

experience peer support specialists provide is experience living and existing within the same or a
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similar culture. Current research on peer support reflects resounding evidence of the importance
of building out culturally tailored peer support programming to enhance outcomes and reduce
unintended consequences and exacerbating challenges.

Culturally appropriate and tailored interventions require the adaptation of messages,
strategies, and materials to fit specific cultural characteristics.***> Patients at risk for poor health
disparities experience a “double burden” due to a lack of understanding from clinicians on how
race, ethnicity, and nationality further influence their experiences and health outcomes. There are
many patient populations who report significant barriers to culturally competent care.*® As a
result, a one-size-fits-all approach will not work.*’

A peer support program in South Africa for people with diabetes reported deeply
religious women with disease associated their disease with a sin or being a victim of witchcraft.
As a result, the program incorporated singing and praying at the beginning and ending of peer
support sessions.*® A study of peer support to support SAM adults who had recently migrated to
the U.S. found that peer support specialists (called community ambassadors) served a hybrid role
of family-life and professional support where they navigated the sensitive interplay between the
elders, their adult children, and community resources.*’ In Denmark, displaced women
participated in a mutual support club of women with the same experiences. The club was
described as a place for well-being and stimulated feelings of being part of a family and
community and an aid for coping with loneliness.>

In some instances, similarity of diagnostic history or category is not necessary. A study of
a postpartum depression intervention implemented among rural Pakistani women drew peer
support from women from the same village but who did not necessarily have a shared history of

postpartum depression or depression.®! This point underscores the wider range of lived
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experience that can exist among peer support specialists. Broadening the scope of who “people
like me” can be in the peer support context is beneficial for managing the delicate interplay

between individuals with many intersecting identities. Beyond the immediate impact that direct
peer support provides, community engagement is a benefit of peer support programs.>>-3
Research reflects that peer support aids in building relationships and greater community

integration like stronger familial relationships, friendships, spiritual/religious alignment, leisure,

and civic life occur.’*
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Community-Defined Evidence Practice

Purpose
Shifa for Today is an early intervention program that aims to reduce trauma, anxiety,

depression, and suicidal thoughts among SAM adults by developing a culturally competent
mental health workforce, increasing access and utilization of mental health services, increasing
social support, and decreasing psychological distress. It is designed to accommodate the cultural
values and linguistic needs of SAM as recommended by the Asian Pacific Islander report,
developed by the Office of Health Equity and various stakeholders in Phase I of the California
Reducing Disparities Project (CRDP).

Through this intervention that incorporates the use of psychoeducation and traditional
spiritual and religious Islamic content and practices, PSS will use cultural, linguistic, and

spiritual/religious approaches aligned with clients/consumers’ beliefs to support them.
Description and Implementation

Component 1: Peer Support Specialist Recruitment & Screening

The purpose of Component 1 is to recruit and screen a diverse pool of PSSs to serve
clients of diverse backgrounds. This component was implemented in June 2018. PSS diversity is
based in range of variables including nationality, language, gender, age, and lived experience.
PSS were recruited via word-of-mouth, tabling at community events, announcements during
Mosque events, flyers, community partner referral, the MAS-SSF e-blog, and previous
experience or engagement with MAS-SSF. Preferred candidates were individuals with innate or
learned qualities of resilience, strength, sensitivity, understanding, and compassion gained
through their own traumatic life experiences, mental health challenges, and adverse life

experiences or from other experiences. Those individuals with lived experiences with mental
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health challenges may be able to effectively share with others how they have navigated and
maintain their recovery. Those individuals can use their recovery experience as a framework to
understand and support clients/consumers in their own recovery journey and process, in a
professional, personal, and competent manner supported by their initial and ongoing training.
While there were no outright exclusion criteria, potential PSS were excluded if they submitted an
incomplete application that did not describe their lived experience or they did not have sufficient
education.

Once they applied, the potential PSS was screened during an interview with the same set
of questions [Appendix A]. The questions were designed to assess lived experience, sensibilities
for peer support, and motivation for being a PSS. Potential PSS were assessed by MAS-SSF staff
and some board members. Potential PSS were assessed on the information provided in their
application and the content of their interview. The interview centered on a set of questions that
delved into their involvement in the Muslim community, rationale for wanting to become a PSS,
and their response to a situational question. MAS-SSF were generous in their assessment and
ultimately were looking for people with lived experience who were interested in learning. Once a
potential PSS was screened, they were either invited to join the upcoming cohort or not invited to
participate.

Component 2: Peer Support Specialist Training Curriculum Development
Shifa for Today was designed to complement existing peer specialist training that all certified

peer specialists receive. The Shifa for Today curriculum development was a significant part of
this study. The curriculum development process of securing a subject matter expert started in
2017 and was prolonged due to several challenges. The most prominent challenge was working
through the process of ownership of the curriculum once developed. The CRDP program is

funding the development of this curriculum and there was question of who owned the intellectual
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property. Settling this matter took several months. Additionally, there were delays related to this
issue and the internal review of the content. The curriculum was completed in May 2019.

Prior to receiving in the Shifa for Today training, all PSS became certified peer specialists.
Training was provided by RI International for Cycle 1 and CalVoices for Cycle 2. RI
International and CalVoices are different agencies that provide the same or similar 80-hour peer
specialist certification training. The peer specialist certification is a standardized curriculum of
training on mental health, coaching, documentation, communication skills, and ethics. CalVoices
requires an additional 20 hours of field practice within a peer support organization like MAS-
SSF and Mental Health First Aid Training.

To provide a standard, culturally relevant training for PSSs, MAS-SSF set out to develop an
original training curriculum for the Shifa for Today model and program. MAS-SSF identified
five core practices that it would like to incorporate into a more formal PSS training for its Shifa
for Today program:

1) Communicating non-judgmental understanding to clients/consumers;

2) Employing and providing diverse potentially beneficial Islamic religious and spiritual

content and practices to clients/consumers;

3) Honoring family context and cultural considerations in an ethical manner when they

promote healthy family relationships and dynamics;

4) Providing counseling in the native language of the clients/consumers; and

5) Using flexible practices to accommodate the diverse prevention and early intervention

mental health needs of clients/consumers.

For each of the five core practices, MAS-SSF planned to define and describe what the PSS

needed to know and how the peer support would apply it in the peer support session. For
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example, for the second core practice focused on Islamic religious and spiritual content and
practices, examples of Islamic practices and cultural practices include: Qur’anic verses, Hadiths
(collection of traditions containing sayings of the Prophet Muhammad (pbuh)), Seerah (stories
from the life of the Prophet Muhammad (pbuh)), Duaa (voluntary prayers/supplications), and
Dhikr (remembering God and His attributes), the use of a misbaha or prayer beads for dhikr,
listening to and/or performing salat (formal prayers), cultural poetry, including Qawwali,
Nasheed, Naat, Gnawa, El Hamdouchiyya, Muslim hip-hop and rap music, as well as Rumi’s
Sufi poetry. In addition to the cultural, religious, and spiritual elements, MAS-SSF needed to
incorporate and condense the essentials of a standard peer support training into the Shifa for
Today curriculum.

MAS-SSF engaged Lisa St. George as the subject matter expert to develop and deliver the
Shifa for Today curriculum. Mrs. St. George has over 40 years of experience in health and
human services with expertise in leading large peer support programs. She is also of Islamic
faith. Mrs. St. George situated the Shifa for Today into a 32-hour training of four 4-hour
Saturday sessions. The curriculum was reviewed internally by the MAS-SSF evaluation

committee for consistency with Islamic practices and quality.

Component 3: Training of Peer Support Specialists
The purpose of Component 3 was to provide training for PSS to aid them in supporting

and empowering immigrants and refugees of the SAM community. Cycle 1 took place between
November 2019 and June 2020. Cycle 2 took place between June 2020 — June 2021. PSS training
was designed to be offered at MAS-SSF’s office training room. The first two sessions would
include a training on the recovery model, peer support skills and concepts, working with refugee

populations, and how to recognize serious psychological symptoms that may require a referral to
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a professional. The last two sessions would focus on the cultural and spiritual practices specific
to Shifa for Today’s peer support sessions, as well as how to conduct assessments and monitor
progress. There were also specialized follow-up trainings, consultation, and resources available
to PSS to increase their understanding of the continuum of behavioral health needs of
clients/consumers and families. To ensure continuity in the program for clients, PSS were asked
to make a commitment of two years of availability to provide peer support.

The training for Cohort 1 was facilitated by Mrs. St. George in-person over two
weekends sixteen hours each weekend. Cohort 2 was held on consecutive weeknights across two
weeks 4 hours per night on Zoom due to the COVID-19 pandemic. In their training, PSS focused
on the shared interest of helping clients/consumers recover and heal with an emphasis on the
shared dedication to heal from the historical, cultural, political, and intergenerational traumas
putting them at higher risk for mental illness to foster the beginning of building trust and rapport.
The training and counseling program also highlighted the following:

e Acculturative stress; migration and resettlement trauma

e Risk for Post-Traumatic Stress Disorder

e Cultural components of psychosocial environment

o Family psychosocial factors

o Intergenerational and personal trauma from British colonization, 1947 partition, Afghan
wars, Kashmir situation, Gujarat riots, immigration history, refugee status, post-9/11
anxiety, conversion to Islam, discrimination, stereotyping

e Cultural considerations: Muslim women, immigrant/refugee issues, cultural adjustment,

domestic violence, child abuse; intersectionalities of gendered violence; risk of

20



depression for men and women whose income and socio-cultural status has dropped from
satisfactory to unsatisfactory as a result of migration.

e Continuum of religiosity: Identify the various complexities of faith (i.e., born a Muslim
but do not follow any of its tenets; Islam is an integral part of my life that I live and
breathe, etc.)

e Intercultural and intracultural transference and countertransference

o Distrust, hesitance, and fear to share for fear of being shamed or stereotyped, facing
stigma

Moreover, PSS were trained to be cognizant of the boundaries between peer support and clinical
treatment. They were provided resources to make referrals when appropriate. Following their
training, some PSS have been engaged in providing peer support to MAS-SSF clients. Others

have been engaged in MAS-SSF program and continuing education around peer support.

Component 4: Community Engagement
The purpose of Component 4 was to continuously engage PSS in MAS-SSF activities and

the broader Muslim community to enhance knowledge of mental health and reduce stigma.
Engaging PSS in the broader community provided an opportunity to build natural connections to
the broader Muslim community. PSS were invited to participate in MAS-SSF events including
Al Afiya, Marriage Events, the Family Day events, and many continuing education workshops
provided throughout the year. The continuing education workshops were diverse in subject
matter and designed to be as inclusive as possible. There were events for youth, parents, families,
and seniors. MAS-SSF provided translation to most regularly spoken languages such as Urdu,
Pashto, Dari, Arabic, Hindi, Punjabi, and others. The events served as an opportunity for

relationship building and keeping the PSS engaged with MAS-SSF and the community.
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Local Evaluation Questions

The local evaluation questions were updated mid-way through the project period to align
more closely with the project activities. Part of the CRDP grant funds provided for capacity
building which MAS-SSF engaged in fully through the first two and half years of the program.
Mid-way through the funding period, a closer look was given to the original evaluation questions
listed below:

e Original Evaluation Question 1: What are the defining cultural and spiritual values,
practices, and traditions for the Shifa for Today curriculum and training model?

e Original Evaluation Question 2: What criteria are used to select peer support specialists
from the South Asian Muslim Community?

¢ Original Evaluation Question 3: To what extend is the Shifa for Today curriculum
effective with training individuals to become peer support specialists.

After reviewing the original questions, it was found that the questions needed to be refined to
evaluate the prior knowledge and background of PSS, characteristics, feedback from training,
modifications made to training, application of new knowledge, and community engagement. The
following process evaluation questions were adopted in 2018.

e [Evaluation Question 1: What prior knowledge, experiences do peer support specialists
have, as it pertains to peer support, prior to training?

e Evaluation Question 2: What characteristics or attributes do peer support specialists have
in common?

e Evaluation Question 3: What feedback do peer support specialists offer following
training?

e Evaluation Question 4: What modifications are made to Shifa for Today training
following first and second cycle?

e Evaluation Question 5: What type of peer support and community engagement are peer
counselors engaged in?

e [Evaluation Question 6: How are peer support specialists applying training knowledge to
cases?
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Evaluation Design & Methods
MAS-SSF employed a descriptive mixed-methods methodology with a community-based

participatory research orientation to developing a formative evaluation to assess aspects of PSS
training curriculum development, the training itself, and how PSS are engaged in the broader
community. The Shifa for Today evaluation was designed utilizing community-based
participatory research (CBPR) principles. CBPR is an orientation to health research that
combines the knowledge and actions of partners equitably through co-learning, partnering, and
capacity building to arrive at products that are important and useful to the improving community
health and eliminating health disparities.>

CBPR exists along a continuum that begins at the initiation of the study and concludes
with the dissemination of findings and knowledge gained by all partners. Throughout this
process, multiple partners with the MAS-SSF community were engaged to help support the
development of Shifa for Today and the evaluation. The partners involved in this partnership
included the MAS-SSF Evaluation Committee, the local evaluator, members of the Office of
Health Equity at the California Department of Public Health, and technical assistance providers
at Special Service for Groups Research & Evaluation (SSG). The MAS-SSF Evaluation
Committee is composed of different stakeholders (a board director, administrative staff, Lead
Peer Counselor, client/consumer, family members, volunteers) to ensure that internal
stakeholders will help design and implement the evaluation process. The Evaluation Committee
received training from the local evaluator and from the technical assistance team in preparation
of becoming involved in all steps of the evaluation process.

Moreover, this evaluation design includes an intersectional approach that acknowledges
the many identities of members of the SAM community. The population MAS-SSF is serving are

SAMs who come from different ethnic and religious backgrounds. SAMs have ancestries tracing
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back to different countries including Afghanistan, Bangladesh, Bhutan, India, Iran, the Maldives,
Nepal, Pakistan, and Sri Lanka. Their Islamic background might reflect various sects: Sunnis and
Shi'as. Economic background varies. Members of our communities have unique gender

identities, gender expressions, and sexualities that we also take into consideration.

Human Subjects Protections
The Committee for the Protection of Human Subjects (CPHS) approved a ‘Request for

Determination’ to exempt MAS-SSF from submitting a formal Institutional Review Board
application for this study on the basis that it is an evaluation and not research. This project is
Exempt and did not require CPHS approval to be conducted. This decision was issued under

CPHS' Federal wide Assurance #00000681 with the Office of Human Research Protections.

Design
A mixed-methods approach was employed to answer the evaluation questions. This form

of evaluation utilizes a combination of quantitative and qualitative approaches to provide greater
understanding of the phenomena than either method can provide alone.>® Mixed-methods
approaches to evaluation and research are useful approaches for producing a more complete

picture of the phenomena under study.>’

Qualitative Strand
The qualitative strand was guided by the following research question and objectives:

e [Evaluation Question 1: What prior knowledge, experiences do Peer Support Specialists
have, as it pertains to peer support, prior to training?

e [Evaluation Question 2: What characteristics or attributes do Peer Support Specialists
have in common?

e Evaluation Question 3: What feedback do Peer Support Specialists offer following
training?

e Evaluation Question 4: What modifications are made to Shifa for Today training
following first and second cycle?
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e Evaluation Question 5: What type of peer support and community engagement are Peer
Support Specialists engaged in?

e [Evaluation Question 6: How are peer support specialists applying training knowledge to
cases?

A descriptive methodology was selected for its clear potential for triangulation with the
quantitative data. Descriptions of how PSS experience the peer support training and subsequent
activities were obtained. A qualitative descriptive methodology was selected as the best possible
method for this evaluation because it is pragmatic in nature and allows the evaluator to stay close

to the informants” point of view.->

Quantitative Strand
The quantitative strand was guided by the following research question and objectives:

e Evaluation Question 1: What prior knowledge, experiences do Peer Support Specialists
have, as it pertains to peer support, prior to training?

e Evaluation Question 4: What modifications are made to Shifa for Today training
following first and second cycle?

This strand utilized a descriptive, single-group design. It will describe participants’
understanding of peer support concepts prior to participating in the training and following their
participation in training.

Sampling Methods and Size
Shifa for Today took place between October 2016 — June 2021. Cycle 1 took place

between November 2019 and June 2020 (n=20). Cycle 2 took place between June 2020 — June
2021 (n=6). It is worth noting that the second cycle is smaller than the previous; a potential
explanation of this is the impact of COVID-19 and the timing of training. Training was timed to
happened directly before a religious holiday which might have made it inconvenient for

prospective PSS to apply and participate. Each cycle has a unique cohort associated with it. Both
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cohorts were part of the evaluation. Cycle 2 had significantly less PSS; however, the PSS that

were trained were representative of MAS-SSF’s general population.

Attrition
There was limited attrition in the recruitment and training stages. One person was unable

to participate in training due to a family issue. All other PSS who signed up to participate in
training fulfilled their commitment. An expected reason for the follow-through by the PSS is
that, within the religion, each person is required to do charity either financially or in-kind.
Second, the training was valued at $1,000 to $3,000. Although PSS were not asked to pay that,
they were required to put down a $100 deposit (that they received back) to secure their spot.
After training, some PSS did fall out of the program because there were not enough cases. MAS-
SSF suspects that, due to stigma and then the COVID-19 pandemic, people were not taking up
Shifa for Today services. The lack of cases meant that the PSS were not able to commit to charity
in the way they needed. As a result, they turned to other charity within MAS-SSF such as

outreach and engagement.

Fidelity and Flexibility

Shifa for Today was implemented as designed; however, the timeline was adjusted
numerous times throughout the project to accommodate organizational needs and the COVID-19
pandemic. Participants were exposed to the planned number of sessions. A key modification was
the way in which they were engaged. Cycle 1 PSS had an in-person training across several
weekends while Cycle PSS participated in virtual trainings during the week in the evening. The
quality of delivery was consistent; however, PSS certification training was provided by different
vendors. The training Cycle 1 received from RI International was facilitated by Lisa St. George,

the developer and facilitator of the Shifa for Today curriculum so that cohort had more exposure
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to Mrs. St. George. MAS-SSF suspects that the groups facilitated by Mrs. St. George experience

great application of the knowledge to their practice as PSS.

Measures & Data Collection Procedures
Data collection for the qualitative and quantitative strands took place between November 2019 to

June 2021. The qualitative sample (n =20) and quantitative sample (n =6) participated in the
evaluation. PSS were engaged in focus groups, individual interviews, and pre- and post-tests.
Focus Groups

Six focus groups were facilitated. Core practices focus groups occurred after PSS participated in
Shifa for Today. The purpose of the core practices focus group was to gather PSS perspectives
and opinions on the peer support training. PSSs were invited to voluntarily participate in the
focus groups through e-mail invitations from the MAS-SSF staff. Each focus

group was facilitated via the Zoom platform. The core practices focus group protocol [Appendix

B] was developed specifically for this

Date Focus Group # Of
evaluation. Each session was record with the Novermber 7, | Core Practices E IS
2020
permission of participants and detailed notes November Core Practices | 7
14, 2020
were prepared for analysis. All data were de- December 6, | Core Practices | 6
2020
identified and June 1, 2021 | Core Practices 5
June 21, Closeout 4
. 2021
stored in a password protected cloud storage. June 30, Closeout 5
2021
The closeout focus group sought to Table I: Total Focus Groups

understand the overall experience of participants in Shifa for Today who had taken cases and
who had not. PSS were invited to voluntarily participate in the focus groups through e-mail
invitations from the MAS-SSF staff. Each focus group was facilitated via the Zoom platform.
The closeout focus group protocol [Appendix C] was developed specifically for this evaluation.

Each session lasted 60 to 90 minutes and was recorded with the permission of participants and
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detailed notes were prepared for analysis. The session was facilitated in English. All data were

de-identified and stored in a password protected cloud storage.

Individual Interviews
Individual semi-structured interviews were conducted in instances when a PSS could not

participate in a focus group. A total of four interviews were conducted with the PSS utilizing the
closeout protocol [Appendix C]. Unlike the focus group conversations, participants were able to
reveal their opinions without the influence of others. Each interview was facilitated via Zoom
and took approximately 30 minutes and was recorded with the permission of participants and

detailed notes were prepared for analysis. The interviews were facilitated in English.

Pre- and Post-Test
PSS took two pre- and post-tests. In using a pre- and post-test design, PSS are exposed to the

intervention, Shifa for Today curriculum, and then post-tested. The purpose is to assess changes
in understanding and/or improvements. The Recovery Knowledge Inventory (RKI) [Appendix
D] is an instrument designed to assess the knowledge of and attitudes of providers of mental
health treatment toward recovery-oriented practices.®-%! The RKI is organized in the following
four domains:

1) Roles and responsibilities in recovery,

2) Non-linearity of the recovery process,

3) The roles of self-definition and peers in recovery, and

4) Expectations regarding recovery.

The RKI was selected to understand PSS attitudes toward recovery before and after their
training. Studies have argued that providers of mental health services carry pessimistic,
prejudiced, or poor attitudes toward recovery.52,93,64 95 These types of negative attitudes toward

recovery can be detrimental in clinical and peer support settings. Providers’ knowledge and
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attitudes regarding recovery impact their interactions and attitudes.®® As result, assessing PSS
attitudes is appropriate. Although similar inventories exist, the RKI is the most influential and
predominately used.®’

The pre-test was administered online via Qualtrics prior to commencing training. The post-
test was administered at the end of training online via Qualtrics. The RKI was administered in
English and not translated in any other language. PSS were originally given 15 minutes to
complete both pre- and post-tests; however, as Table 3 illustrates, it took PSS between 13 and 18
minutes to complete each assessment. A possible explanation for the unexpected time to take

each assessment was language and the nature of the subject matter.

Average Time Taken on Pre- and Post-Test
Cycle 1 Recovery Knowledge Inventory (Pre-Test) 13.23 minutes
Cycle 1 Recovery Knowledge Inventory (Post-Test) 15:36 minutes
Cycle 1 Shifa for Today Assessment (Pre-Test) 23:29 minutes
Cycle 1 Shifa for Today Assessment (Post-Test) 30:52 minutes
Cycle 2 Recovery Knowledge Inventory (Pre-Test) 14:55 minutes
Cycle 2 Recovery Knowledge Inventory (Post-Test) 18:19 minutes
Cycle 2 Shifa for Today Assessment (Pre-Test) 27:41 minutes
Cycle 2 Shifa for Today Assessment (Post-Test) 35:22 minutes

Table 2: Average Time Taken on Pre- and Post-Test

The Shifa for Today Assessment [Appendix E] pre- and post-test is an original
assessment designed for this program. The Shifa for Today was primarily designed by Lisa St.
George, the subject matter expert who developed and delivered the Shifa for Today training. The
assessment included multiple choice questions related to concepts the PSS would learn during
the training. The concepts included in the assessment were purposefully chosen to include items
that were common sense-type questions and designed to elicit the PSS’s perspective on the role
of a PSS.

The pre-test was administered online via Qualtrics prior to commencing training. The

post-test was administered at the end of training online via Qualtrics. The Shifa for Today
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Assessment was administered in English and not translated in any other language. PSS were
originally given 15 minutes to complete both pre- and post-tests; however, as Table 3 illustrates,
it took PSS between 23 and 35 minutes to complete each assessment. A possible explanation for
the unexpected time to take each assessment was language and the nature of the subject matter.

Data Analyses Plan Implemented
Thematic analysis was employed to analyze the data. Thematic analysis is a systematic

method for identifying and organizing data into patterns and themes.®® This approach to analysis
allowed the evaluator to make sense of the data collectively as well as individually. Notes and
recordings from the focus groups and interviews were manually coded by evaluator. The
evaluator pored over the detailed notes and revisited the recordings to identify relationships
among the codes. The evaluator took caution to not make hasty generalizations that could be
unwarranted and not aligned with the data. Data from the individual interviews and focus groups
provided mutually supported findings. The focus group data offered a breadth of information and
the interviews aided with depth.

The local evaluator was the only person to review the data. Members of the evaluation
committee were not available to aid in the thematic analysis; thus, interrater reliability is limited.
However, member checking with the evaluation committee was completed to ensure that all
interpretations were reasonable and appropriate.

Descriptive statistics utilizing univariate analyses (frequencies) were applied to analyze
all data utilizing analysis features in the Qualtrics platform. The pre- and post-test data were
reviewed individually and together to find patterns. Descriptive statistics aided in understanding
changes in knowledge of Islamic cultural and spiritual practices and peer support concepts and

attitudes after receiving training.
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The mixed method analysis involved combining the data for meaningful interpretation.
This was accomplished by identifying mutually supported findings to address the research
questions. Analysis was conducted twice during each cycle and then taken together to provide an
overview of the overall project findings. A process of validation was undertaken to verify the
qualitative and quantitative data and in providing a complete pictures of PSS knowledge and
attitudes; thus, producing a more robust analysis of the phenomena.

Key in the validation process was member checking with participants. Member checking
is a process for checking back with participants to ensure that their perspectives are represented
as they meant them and not as the evaluator views them. This step in the evaluation process was
critically important as it aligns with the CBPR orientation of this evaluation. The CBPR
paradigm values the primacy of practical and local knowledge.® In this instance, it is the
participants themselves as well as the MAS-SSF staff, board members, evaluation committee,
and community. Additionally, the evaluator shared preliminary findings and assumptions with
members of the evaluation committee and MAS-SSF staff to fully understand cultural nuances

that might not be easily explained or understood with additional background.

Results

Study Participants
The socio-demographic characteristics of the participants in this study are presented in

Table 3. All participants were adults with 79.92% of participants were women and most
participants were from Afghanistan, Iraq, and the U.S. Study participants are bilingual with

many speaking two or more languages.

32



MAS-SSF Peer Support Specialist Demographics

Gender

Age

Male
Female
Non-binary / third gender

Prefer not to say

18-25
26-34
35-54
55-64
65+

Country of Origin

Algeria
Afghanistan
India

Iraq

Egypt
Pakistan
United States

Other

Education

High School Diploma or equivalent
Some College

Associate Degree

Bachelor’s Degree

Master’s Degree

Professional Doctorate

%

23.08%
76.92%
0.00%
0.00%
%
6.85%
23.08%
54.69%
15.38%
0.00%
%
7.69%
26.92%
7.69%
19.23%
3.85%
7.69%
19.23%
7.69%

0.00%
19.23%
0.00%
34.62%
15.38%
7.69%
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“"Not Listed 23.08% 6

Language(s) Spoken (outside of English)* % Count
Arabic 25.64% 10
Dari 17.95% 7
Pashto 12.82% 5
Urdu 10.26% 4
Hindi 7.69% 3
Punjabi 7.69% 3
Other 17.95% 7

*Note. Frequencies may not equal 26 and percentages may not equal 100% due to multiple responses and statistical rounding
Table 3: Cycle I and Cycle 2 Participant Characteristic Frequencies

Qualitative Data Findings
Findings of the qualitative strand are reported according to the corresponding evaluation

question.

Evaluation Question 1: What prior knowledge, experiences do Peer Support Specialists
have, as it pertains to peer support, prior to training?

Data from applicant screening, focus groups, and interviews were utilized to arrive at an
answer for this evaluation question. PSS came into the program with lived experience,
professional experience, and educational experience. Each PSS reported bringing lived
experience of hardship (e.g., acculturative stress, family challenges, Muslim community stigma
of mental challenges, etc.) and mental health challenges. When asked why they decided to
become a PSS, most reported their desire to support other people experiencing similar
challenges.

“Life experience made me want to get involved especially after going through my own

mental health challenges and growing up family members with mental health challenges.

Peer support was introduced to me after experiencing post-partum depression. While

going through post-partum depression, there were unmentionable thoughts. When [

decided to speak that truth, I got confirmation of ‘me too’. I had great experiences with
other moms, and we were each other’s peer support. Slowly we started helping each

34



other out. We started seeking out programs at mosques that were informal support
groups. I saw how people flourished and I want to be in mental health. I prayed for an
opening and a few weeks later the peer support training came my way.” — Cycle 1 Peer
Support Specialist

“I want to give back to community through mental health. I recently became acquainted
with its importance through my own life and realization of the lack of support.”
-Cycle 2 Peer Support Specialist

“I wanted to know all of the resources available for people to get help or for myself. It is
really taboo topic in our culture, so I wanted to know more and find resources and places
to directly connect people when they need it.” --Cycle 2 Peer Support Specialist

“I got interested in this because I have a life experience with someone I loved who had
mental health challenges. My experience with the community and the system that wasn’t
helping a lot. I struggled my own and was familiar with MAS-SSF and the work they do in
the community. In 2007, started with MAS-SSF to receive help. Once built confidence in
myself, I wanted to work with others”

- Cycle 1 Peer Support Specialist

“My passion is working with individuals 1-on-1. From working with people doing
volunteer work, I understand that each person has a challenge through life. When the
opportunity came up to become a peer specialist, I took the opportunity to learn more.’
- Cycle 1 Peer Support Specialist

’

PSS professional experience expands from work before they migrated to the U.S. and their
current occupations working with the Muslim community. Among the PSS are case managers, a
women’s health counselor, social workers, and nonprofit employees. One PSS is a case manager
for Muslim transitional house while another has been a counselor for 25 years. Some PSS spoke
to wanting to become a PSS to enhance the work they do already.

“I came across a lot of women who come in the shelter [at place of employment] that are
only comfortable with me. [ wanted to get certified to become a peer counselor to make
sure I am doing the right thing.”

- Cycle 1 Peer Support Specialist

Most PSS have some college experience; 34.62% have bachelor’s degrees, 15% have

master’s degrees, and 7% have a professional degree or doctorate.
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“I had a background in psychology, a master’s degree from my country. I love that this is
an extension of my work and training.” - Cycle 1 Peer Support Specialist

“I love to talk to people and listen to them. I was doing a PhD in clinical psychology in
Pakistan then I moved to the U.S. I was busy with family but wanted to do something and
then I found MAS-SSF.” - Cycle 1 Peer Support Specialist

“My background is in clinical psychology. I have lived experienced with family members
with mental health problems, and I have a passion of helping others. [ wanted to get

information on how to cope and help to other people. Women are not helped a lot and it
is not understood. As a refugee, I didn’t know all of the resources so becoming a peer

’

counselor has helped me with knowing the resources and supporting other women.” -
Cycle 1 Peer Support Specialist

Evaluation Question 2: What characteristics or attributes do Peer Support Specialists have
in common?

Data from applicant screening, focus groups, and interviews were utilized to arrive at an
answer for this evaluation question. The PSS mentioned their lived experience led them to
engaging with Shifa for Today. Many of their careers in the so-called “helping professions” or
career fields like medicine, social work, public health, human services, and mental health. The
most similar attribute across all PSS were their desire to “walk with others” through their
experiences with hardship and emotional challenges. Several mentioned the feelings they
experienced when they were new to the U.S. and when they experience hardship and that they
felt alone. Knowing that feeling spurred their desire to help. Although the PSS carry similar
attributes, the nature of their lived experiences varied greatly. Some PSS had acculturation stress,
some dealt with deaths in their family, and others experienced the loss of their former identities
such as previous profession (i.e., doctor or engineer in home country) or as a pillar in their
community.

Evaluation Question 3: What feedback do Peer Support Specialists offer following
training?
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Data from focus groups and interviews were utilized to arrive at an answer for this
evaluation question. PSS offered a great deal of feedback regarding their training. Most PSSs
acknowledged their appreciation of the facilitator, Lisa St. George. They found Mrs. St. George
to be knowledgeable, empathetic, and a role model of the types of qualities of a peer support
specialist. A cycle 1 PSS said, “Lisa is incredible. She is very patient and humble. She gave us
the platform to add in more knowledge. She was instructing and learning. She let everyone
express themselves the way the wanted.”

The PSS reported learning how to support others through the training. Skills for
supporting others included validation, actively listening, nonjudgmental communication, being
cognizant of culture, and spiritual and religious practices. PSS emphasized learning a significant
amount about active listening and not forcing their opinions or perspectives on the clients. They
learned through training that it was not their position to provide answers or advice to their
clients’ challenges, but to help them—through empowerment—arrive at conclusions.

“The training gave me the answer of how to connect the bridges between their former life
and their life here. The beginning is the hardest part to adjust to and figure out how much
you take from the former culture and how much you give up. I am so happy I took this
class because I have the fundamentals of communication and delivering.”

- Cycle 1 Peer Support Specialist

PSS reported appreciating the training and how it aided in open mindednesses. They

described the open mindedness as seeing beyond their own lives and perspectives and learning
how to see others. The dialogue with peers in the training was also supportive of this.
“I have never worked outside of the home. This training allowed me to go outside and
open my mind. I always think how I can help the community and help others.” - Cycle 1
Peer Support Specialist
“Hearing other people’s experiences was helpful. You go into a training knowing that

people have different experiences but hearing firsthand experiences is helpful. Learning
how to be present and there for people is great and getting the tools on how to do that. I

37



learned how to put aside my own biases and how to uncover my own biases. The class
taught us to put the religion aside for a moment and see the person.” - Cycle 1 Peer
Support Specialist

The message I got from training is that everybody can use support. We all have different
challenges and some of us might not realize that we treat people without consideration of
the challenges. Lisa was amazing. The experience that opened my eyes during training
was each person’s experience and how they overcame something. - Cycle 1 Peer Support
Specialist

“I learned the difference between sympathy and empathy (when you empathize with
people it comes from the heart instead of saying how sorry you are). I learned about the

importance of the love and time spent with others. We were taught to listen, observe, and
understand.” - Cycle 1 Peer Support Specialist

“I learned a lot about people from different cultures and how to be sympathetic to people
from different backgrounds. We learned the dos and don’ts of the religion in terms of
counseling. Learned how to be a better Muslim and counselor. - Cycle 1 Peer Support
Specialist
The training also provided PSS with concrete tools for supporting healing in others. They

recalled learning how to validate others through listening. The training helped untangle the
differences between culture and religion. Religion is the most important aspect in healing, and
they learned how to use (Islamic practices) to help and not hurt. They were taught not to make
Islamic interpretations but provided the tools to guide the client to the right resources.

“I learned a lot of things. I learned how to take care of a case, how to listen, how to
react, and how to deal with people. If someone has a difficult time, I can give a surah to
help them.” - Cycle 1 Peer Support Specialist
“When somebody needs help, and they want us to learn the spiritual point-of-view and

tell them it is not their fault and that they are strong enough to face their problem.”
Cycle 1 Peer Support Specialist

1

“Very spiritually uplifting to realize how much peer counseling is based in the Quran.’
Cycle 1 Peer Support Specialist

Moreover, they were taught how to learn culture, respect the culture, frame situations, and give

people a safe place to talk.

38



“I spent a lot of time on the person we are working with, managing when they react (e.g.,
discomfort, acting up) and we respond with a calm, cool head. We also discussed not
getting too personal, no touching, suicide assessment, what to do if something has
escalated (not jump the gun and dial 911 and how our own actions shouldn’t escalate the

issue), and if a person is agitated.” - Cycle 2 Peer Support Specialist

When asked if they would be comfortable taking a case, PSS were split in their level of
comfort. PSS with previous experience and more time as a PSS were more confident in taking
cases. The lack of confidence stemmed from having the formal knowledge from training but

lacking the hands-on experience with documenting/notetaking and role playing.

’

“I comfortable starting the case, but I do not know how to document. I need examples.’

-Cycle 2 Peer Support Specialist

“I would have liked training to be more interactive. There was extremely beneficial
theory but more on the application was needed. Keep the information but balance that
with breakout rooms and discussion driven scenarios.” --Cycle 2 Peer Support Specialist

“I would take the case because I have all of the information, but I don’t feel comfortable

taking it independently. I would want a backup or a supervisor. If [ were to talk to
someone, I wouldn’t know what to write...you know the small things. We were given a

generalized example, but it was specific enough.” --Cycle 2 Peer Support Specialist

“After watching the videos, I feel good but I don’t know what to write and what to focus
on.” --Cycle 2 Peer Support Specialist

“This class was wonderful, and Lisa is fantastic. We didn’t have enough time to do role
play. Doing things independently is difficult; need someone to guide on how to document,

etc.” --Cycle 2 Peer Support Specialist

“No, I would need a little more support and training. I felt the training was very
beneficial, but I need more in terms of role play or a few more case scenarios to build
that confidence. Practical application, basically.” --Cycle 2 Peer Support Specialist

“Depending on the case, I would be ready. I am rusty. I need to practice role playing and
practice the language.” --Cycle 2 Peer Support Specialist

“Not ready. I would like practice scenario or role play on how to share information with
the client.” --Cycle 2 Peer Support Specialist
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“In addition to the role plays, the person conducting the training should tell us real life
situations and what impact it had. This would boost our morale and give us hope. Lisa

did give examples and that was wonderful.” --Cycle 1 Peer Support Specialist

“Case review is really wonderful. We need more time for every scenario. It is too much

pressure to solve a case in 10 minutes. We can do this is small groups. I feel like we are

repeating things in the 4 modules. The Quran and Surrah are too much to digest in such

a short amount of time.” --Cycle 1 Peer Support Specialist

“Anytime we have a meeting we have a role play.” --Cycle 1 Peer Support Specialist

Additional training or continuing education that focused on role playing and case reviews
were suggestions made by PSS. PSS also suggested including more content about specific
cultures. Cycle 2 PSS recommended modifying the training schedule to space the sessions out
and reduce the length of time of each session. The 32-hour Cycle 2 training took place across
four days for eight-hour sessions due to the COVID-19 pandemic and the need to complete
training before a religious holiday.

Evaluation Question 4: What modifications are made to Shifa for Today training following
first and second cycle?

Data from focus groups and interviews were utilized to arrive at an answer for this
evaluation question. The preliminary finding of additional training focused on role playing and
case reviews, more background on specific cultures, and modifying the training structure were
shared with the subject matter expert and evaluation committee by the local evaluator. Material
changes that have been made to the curriculum are the addition of role plays that have been
added to each section. These changes were made after Cycle 2 in 2021. A tool will be shared
with participants on which they will document as if they were providing the peer support in the

role play (even if they were not) and document the goals, plans, and other aspects of

documentation for each role play.
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Evaluation Question 5: What type of peer support and community engagement are Peer
Support Specialists engaged in?

Data from focus groups and interviews were utilized to arrive at an answer for this
evaluation question. PSS are actively engaged in their community. In the recruitment and
application phase, many noted the ways in which they are active in the Muslim community.
Many are active through their engagement with MAS-SSF. For those involved with MAS-SSF,
they recalled becoming acquainted with MAS-SSF and the program through word-of-mouth
from a friend or family member or from being involved in the community.

“I started volunteering with MAS in 2018. I enrolled in the Shifa program in 2018. I have
also been volunteering regularly with many other programs MAS-SSF has. I am so glad |
have had the chance to volunteer with them, especially for our community. There are many
issues with language, and this is an important service we are providing to the community.” --
Cycle 1 Peer Support Specialist

“I've been volunteering since 2016 and I became a certified peer specialist in 2019.” --Cycle
1 Peer Support Specialist

“I joined MAS-SSF in 2016. I was in the first training group to become a peer specialist.
Someone sent the invitation and he signed up because I really liked the idea of what they
did.” --Cycle 1 Peer Support Specialist

“I am familiar with MAS-SSF because mom is very involved. Now my mom is involved in
multiple projects and sits on the board. I want to give back to community through mental
health because we don'’t talk about it enough and this is important” --Cycle 2 Peer Support
Specialist

“I've been with MAS-SSF since it started in May 2007 because of my background in masters
in clinical psychology. I enjoy MAS-SSF and it is my second home. God gave me something
and I am giving something back.” --Cycle 1 Peer Support Specialist

“I've been part of MAS-SSF for 15 to 20 years. ['ve been involved in Muslim community too.
I learned about MAS-SSF from brother who is does stuff in MAS-SSF. I am attracted to the
focus work on social services because our community needs that help.” --Cycle 1 Peer
Support Specialist

For others engaged on their own, several PSS mentioned being active in their mosques,

children’s schools, and Muslim community volunteering. For most of the PSS, the involvement
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is a combination of their own community work, MAS-SSF work, and their professional work

that makes up their community involvement.

Quantitative Data Findings
Evaluation Question 4: What modifications are made to Shifa for Today training following
first and second cycle?

Data from the pre- and post-test assessment were utilized to answer the evaluation
question. The Recovery Knowledge Inventory was administered after PSS participated in peer
specialist certification, but before their Shifa for Today training. An examination of the data
derived from the Recovery Knowledge Inventory [see Appendix F] demonstrated that PSS
perspectives did not change before and after training. A plausible explanation for the lack in
change by the PSS is that they had already been exposed to peer training through their

certification course. Moreover, many came into the program with a basic foundational

understanding of mental, recovery, and peer support.

The Shifa for Today pre- and post-test was an original assessment designed by the
curriculum development consultant. Similarly, there were no significant changes in responses on
the Shifa for Today assessment. PSS came in with significant knowledge about peer support in
the cultural context. For example, questions 13 and 14.

Q13 - As trained Peer Support Counselors working as a Muslim oriented service

provider, we have earned the right to tell people what they are doing wrong as Muslims
and how they should fix it.
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True

False

Q14 - The first thing to do when a person comes to us seeking support is to guide them to
read Quran and pray more.

True

False

0 2 - 6 8 10 12 14 16 18 20
For both questions, most of the PSS were correct and did not deviate from that response

following their training. Q20 varied the most in responses.

Q20 - If we are working with an individual as a Peer Support Counselor and they engage
in behavior that we do not approve, are we able to request that we no longer work with
that individual? Please explain your answer.
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The answer to this question is ‘yes’. The post-test data reflected that PSS understanding of their

ability to make changes to their client assignments improved greatly.

Overall Presentation of Findings
The collection of prominent themes presented in this section was discovered through

thematic analysis of data derived from focus groups, interviews, and pre- and post-test

assessments.

Finding 1: Peer Support Specialists are driven to provide peer support out of an
intrinsic need to support others
PSS overwhelmingly reported that they joined Shifa for Today program because of their

desire to support others through hardship and challenging times.

Finding 2: Peer Support Specialists entered Shifa for Today with skill, education, and
lived experience

PSS share similar characteristics in terms of skill, education, and lived experience. Most PSS
come from careers in the “helping professions” or career fields like medicine, social work, public
health, human services, and mental health. The most similar attribute across all PSSs were their

desire to “walk with others” through their experiences with hardship and emotional challenges.

PSS also share have some college experience; 34.62% have bachelor’s degrees, 15% have
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master’s degrees, and 7% have a professional degree or doctorate. Moreover, PSSs reported lived

experiences with mental health challenges.

Finding 3: Shifa for Today training curriculum and delivery provided valuable
conceptual and theoretical tools for Peer Support Specialists

PSS gained valuable tools and resources from the Shifa for Today training. They were
able to clearly articulate the concepts learned throughout training around actively listening, peer
support, healing and recovery, ethics, and empowerment. The peer specialists also appreciated

the facilitator of the training as they found her knowledgeable, compassionate, and a positive role

model of peer support.

Finding 4: Peer Support Specialists lack sufficient hands-on, practical experiences in
Shifa for Today training

Many PSS repeatedly reported that they felt they needed more hands-on, practical
experiences to be truly prepared to take cases. There were opportunities in the formal Shifa for
Today training for role play, but that was not sufficient. The PSS want more opportunities to

practice and see real-life examples of cases. An opportunity to provide this hands-on training is

in the monthly meeting with PSS where they engage in short learning discussions and role plays.
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Discussion
Shifa for Today is an early intervention program focused on providing culturally tailored

support to SAMs, with an emphasis on immigrants and refugees. This CDEP focused solely on
the development of the volunteer PSS workforce who will provide the peer support. The findings
of this evaluation provide valuable insights into recruitment and screening of volunteer peer

specialists, curriculum development, and training.

Bright Spots
A clear bright spot of this project is having PSS with lived experience that will likely

align with the client. Literature on peer support notes that it is not based in psychiatric or clinical
models; instead, it centers on understanding another’s situation through empathy, support, and a
lens of a shared experience of emotional and psychological pain.”® The PSS were candid about
their personal experiences and challenges and their desire to “walk with others” through their
own problems. The quality of fit of PSS indicates that MAS-SSF has done an exceptional job
recruiting and cultivating relationships with volunteers who are willing to engage so deeply with
others.

The PSS commitment to others reflect the potential benefits of volunteering and prosocial
behavior. By nature, peer support is a form of volunteerism that requires work without an
expectation of reward. Prosocial behavior is a term that refers to activities benefiting other
people or society. These behaviors are usually divided into three categories: altruism, helping,
and cooperation.”! The benefits of volunteering for the volunteer are well-established. The
literature on formal volunteering reflects significant benefits to the volunteer that include social
inclusion, improved mental health, and overall wellness.”>’* Reviewing and understanding the

benefits of serving as a PSS should be a considered as an area of future evaluation.
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The similar attributes across PSSs in profession, education, and lived experience reflect a
more professionalized pool of volunteer PSSs. It is important to note that, although PSSs share
similar attributes, the nature of their lived experiences varied widely. This range of experiences
is likely to contribute to creating stronger matches between PSS skills and client needs. While
there is no single description of what makes the best peer support, peer support is often wanted
and most useful from “people like me”.”* A shared or similar lived experience is supportive in
building out culturally tailored peer support programming to enhance outcomes and reduce
unintended consequences and exacerbating challenges.

The delivery of a curriculum culturally tailored specifically for SAMs population appears
to have been timely and relatable. The PSSs desired to have more training on culture. The
difficulty of including more detail on culture is that there are so many cultures and nuances
associated with each culture. Moreover, the intersecting identities that each unique client will
have adds an additional layer of complexity.” Finding methods of infusing more cultural training
into the curriculum and figuring out the correct balance for the training will be helpful in the
future. Unfortunately, literature is scant on how to effectively and efficiently culturally tailor
interventions and their influence on health outcomes.”® Understanding how the culturally tailored
curriculum from this project modifies patient outcomes will be an important area of evaluation.

The lack of hands-on experiential training was a deficit of this project. Essentially,
experiential learning is learning by doing. Experiential education goes beyond learning by doing
as it has been found to be emotionally engaging and transformative.””-’®7° Time limitations
played a role in the lack of experiential training. Creating more opportunities for experiential

learning for PSS should be included in next iterations of training.
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Future Implementations and Opportunities
This evaluation was a process evaluation. It assessed whether programs were

implemented as intended and as well as the outputs of the programs. Moving forward, more
outcomes-based measures will be appropriate for this project. Understanding more nuanced
outcomes related to PSS training will be key to creating the correct balance of theoretical
knowledge and time for practical application. The PSS spoke clearly about the need for practical
application. More time for practical application has been added to future models and that will be
to be assessed to understand if the scope and nature of the change has been effective.

PSS enthusiastically requested more training on different cultures. This project was
specifically funded to train and serve the SAM population; however, Middle Eastern Arabic-
speakers are among the largest population of Muslims. MAS-SSF is expanding its training to
include cultural components for these populations. Moreover, a library of information is
developed to house literature about various Muslim sub-cultures for PSS to explore on their own.
Culture and the variations among cultures are vast and MAS-SSF will never to be able to address
any one in substantial detail. The library will allow for the PSS to explore the cultures they are
most interested in learning about.

A disappointment throughout the project is the low number of cases. Stigma around
mental health support is significant in this community. MAS-SSF is a visible and trusted member
of the Sacramento County Muslim community. MAS-SSF continues performing community
engagement activities outside of Shifa for Today to grow engagement and reduce stigma. For
example, MAS-SSF is creating a youth component of Shifa for Today for youth ages 16 to 24 to
increase interest in careers in mental health, grow the Muslim peer support workforce, and

reduce stigma. Additionally, MAS-SSF is collaborating with Sacramento County officials to
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expand outreach and engagement around COVID-19 vaccines to help immigrants and refugees

get vaccinated. It is expected that these efforts can translate into more cases.

Conclusion
Shifa for Today reflects the intricacies of developing a culturally tailored peer support

program for SAMs. PSS working with MAS-SSF are working from a higher purpose of spiritual
caring. Having valuable PSSs, a well-developed curriculum, and an engaging training aid in
building a peer support program that is poised to improve health outcomes and reduce
disparities. The findings from this evaluation illuminate valuable insights to consider as MAS-

SSF continues to grow Shifa for Today.
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Appendices

Appendix A - Peer Support Specialist Sample Application and Screening Protocol

Demographics
1. First Name:
2. Last Name:
3. Year of birth (or age):
4. E-mail Address:
5. Phone Number:
6. Zip Code:

1. Highest level of education attainment [dropdown list]:
some high school; high school diploma or GED; some college; bachelor's degree; master’s
degree; doctorate

2. Do you have a criminal background? If so, please explain.:

3. Languages spoken [dropdown list of languages]:
First:
Branching Logic: reading, writing, and speaking
Second:
Branching Logic: reading, writing, and speaking
Third:
Branching Logic: reading, writing, and speaking

4. Dropdown List of languages:

e Arabic (North African, Hassaniya, Egyptian, Levantine, Iraqi, Gulf, Hejazi, Najdi, &
Yemeni)

e Urdu (Dakhini, Pinjari, Rekhta, & Modern Vernacular Urdu)

e Hindi (Braj Bhasha, Khari boli, Haryanvi, Bundeli, Awadhi, Bagheli Kannauji, &
Chhattisgarhi)

e Afghan (Pashto & Dari)

e Hindi-Urdu (Punjabi)

e Other (please specify):

N

Gender:
6. Country of origin:

Screening Questions
1. Why are you interested in becoming a peer counselor?
2. Have you served as a peer counselor before?
3. What is your current involvement in the Muslim community?
4. What is your lived experience with mental or emotional distress (e.g., depression,
anxiety, bipolar disorder, etc.)?
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5. Has there ever been a time you or someone you know has been in a crisis where you
thought counseling might help?
6. Are you comfortable with working with the following groups?
1. Men
2. Women
3. Lesbian, gay, transgender, or queer individuals
4. People from different countries

Situational Questions
1. Your friend has shared that she is unhappy in her relationship with your husband. She
shares with you that she is considering divorce. Please describe in detail of how you
would respond to her.
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Appendix B- Core Practices Focus Group Protocol

1.

2.

Why have you decided to become a peer counselor?

You participated in extensive training over the last four weeks. Tell me about what you
learned?

What would you want to know more about (when it comes to peer counseling)?

If there was a case available tomorrow, how comfortable would you be with providing
peer support? Why or why not?

What is one thing you would change about the training?

What final thoughts to do you have to share?
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Appendix C - Closeout Focus Group
For Peer Support Specialists who have taken cases

1. Describe how long you have been with MAS-SSF?

2. Tell me about your experience taking cases?

3. Tell me what are key principles you learned from your Shifa for Today training?
4. What challenges have you experienced?

5. What additional information would be helpful to you?

For Peer Support Specialists who have not taken cases
1. Describe how long you have been with MAS-SSF and your feelings about the org?
2. What are doing to remain prepared for cases?
3. How do you feel you are contributing to your community?
4. How do you see your peer specialist training contributing to your future?
5. Have you had any personal changes since you went through changes?

6. Have you experienced any challenges with regard to being a peer specialist?
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Appendix D - Recovery Knowledge Inventory Pre- and Post-Test

Date:

10.

11.

12.

13.

14.

15.

16.

17Z.

18.

19.

20.

RECOVERY KNOWLEDGE INVENTORY

3 4 5
Strongly Disagree Disagree Not Sure Agree Strongly Agree
The concept of recovery is equally relevant to all phases of treatment.

People receiving psychiatric/substance abuse treatment are unlikely to be able to
decide their own treatment and rehabilitation goals.

All professionals should encourage clients to take risks in the pursuit of recovery.

Symptom management is the first step towards recovery from mental
iliness/substance abuse.

Not everyone is capable of actively participating in the recovery process.

People with mental iliness/substance abuse should not be burdened with the
responsibilities of everyday life.

Recovery in serious mental illness/substance abuse is achieved by following a
prescribed set of procedures.

The pursuit of hobbies and leisure activities is important for recovery.

It is the responsibility of professionals to protect their clients against possible failures
and disappointments.

Only people who are clinically stable should be involved in making decisions about
their care.

Recovery is not as relevant for those who are actively psychotic or abusing
substances.

Defining who one is, apart from his/her iliness/condition, is an essential component
of recovery.

It is often harmful to have too high of expectations for clients.

There is little that professionals can do to help a person recover if he/she is not
ready to accept his/her illness/condition or need for treatment.

Recovery is characterized by a person making gradual steps forward without major
steps back.

Symptom reduction is an essential component of recovery.

Expectations and hope for recovery should be adjusted according to the severity of
a person'’s illness/condition.

The idea of recovery is most relevant for those people who have completed, or are
close to completing, active treatment.

The more a person complies with treatment, the more likely he/she is to recover.

Other people who have a serious mental iliness or are recovering from substance
abuse can be as instrumental to a person’s recovery as mental health professionals.

Developed by the Yale Program for Recovery and Community Health, New Haven , CT
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What is your understanding of the recovery process? Please rate the following items using the scale below:




Appendix E - Shifa for Today Pre- and Post-Test

Shifa for Today

1. When working with a person in my role as a peer support counselor using Shifa for Today,
viewing each of us as having wisdom and knowledge is an important part of mutuality.

[ ] True []False

2. By studying in this Shifa for Today course, I now understand that I am required tell
people what they should do from a spiritual perspective if they want a happy life. []
True []False

3. People from Southeast Asia may be in the United States as refugees. Refugees are

(choose one):
a) People fleeing famine, war, and homelessness.

b) People fleeing their home country because of a well-founded fear of
persecution based on religion, nationality, race, political opinion, or
membership in a particular social group.

c) People fleeing one city to get to a safer city in the same country due to well-
founded fear of persecution based on religion, nationality, race, political opinion,
or membership in a particular social group.

d) People fleeing famine, war, and homelessness in a country besides their own.

4. In Islam, there is one school of thought and everyone agrees with it. [ ] True [ ] False

5. If an individual asked for specific Islamic guidance on diversity and race relations, a
peer counselor would be able to show the individual at least one surah that speaks to
specific guidance from Allah that we are made differently and as Muslims we are

guided to embrace our differences because Allah created us to be different. [ ]

True []False

6. Peer Support Counselors can engage in deeper relationships with the individuals they
serve beyond their professional relationship. [ ] True [ ] False

7. When faced with an ethical dilemma, the first thing a peer support counselor
should do is (choose one)

a) Seek guidance from a co-worker on what to do.
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10.

11.

12.

13.

14.

b) Study the dilemma on-line and find a solution.
¢) Go to their supervisor and seek assistance.
d) Both Aand C
Islamic manners require Muslims to
a) Embody the characteristics of the Prophet Muhammad

b) Engage in honest relationships with the people we serve outside of the peer
support relationship.

c) Behave in honest, kind, and helpful relationships with the people we serve
as a peer supporter.

d) Eat with people whenever we meet.
e) both Aand C
d) both A and B

As a peer supporter, it is my responsibility to protect the people | serve from making
mistakes. [ 1 True []False

When a person has a mental illness, they should not be burdened with the
responsibilities of life.

[ ] True []False

Trauma Informed Care calls upon us to ensure we follow six specific principles to
ensure the wellbeing of those we serve. Please name two of the principles
and

The first thing to do when a person comes to us seeking support is to guide them to
read Quran and pray more. [ | True []False

When Peer Counselors work with someone,
a) They mustn’t document to protect confidentiality

b) They need to write down everything that is said and share what the
community needs to know

c) They get to choose if they want to work with that person or not
d) They must write clear documentation and keep confidentiality

As trained Peer Support Counselors working in a Muslim oriented service provider, we
have earned the right to tell people what they are doing wrong as Muslims and how

they should fix it. [ | True []False
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15.

16.

17.

18.

19.

20.

If an individual asks for help with distress from an Islamic perspective, what are two
things the Peer Support Counselor might offer to assist?
&

Malak talks about his experiences as a refugee. He says, “We ran from our home in the
middle of the night. We could take nothing with us. Everything we owned was left
behind. We ran for hours, and when we finally stopped, we were so hungry. We had no
food with us. My brother and | stole some food from a stall in the marketplace. We ran
away with it and my mother and father made us some soup with it using water from a
well near where we were hiding. | just remember being hungry every day for months.
Now, | just want to eat everything all the time, it is like | can’t stop. It is becoming a
big problem for me, because | always have to have food with me, or | can’t do what |
need to do at work or anywhere.”

What kind of an experience shows up in Malak’s story?

Please write a response to Fatima that demonstrates that you see strengths in her.

Fatima says, “l am exhausted. My son has been sick and in and out of the hospital since
we arrived here to the United States. My husband says he caught a chill and can’t get
over it. | think that is right. We spent our last two days in Greece, waiting in the line to
get our tickets to the United States. It was raining all day, both days and we did not
have proper coats and hats and our feet got wet. My son was shivering. | kept him warm
by giving him my coat, but | don’t think it helped much. Anyway, | have been staying in
the hospital with my son, sleeping in a chair, and | wonder what | am doing wrong that
he can’t get better?

In South Asian culture, everyone has the same belief system and practices, they are all
alike. [ True []False

An event occurred when England exited the Indian Sub-Continent which displaced
millions of people. What was this event?

If we are working with an individual as a Peer Support Counselor and they engage in
behavior that we do not approve, are we able to request that we no longer work with

that individual? [ ] Yes [ ] No

Please explain your answer.
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Appendix F - Recovery Knowledge Inventory Pre- and Post-Test Descriptives

Recovery Knowledge Inventory Pre-Test

# Field | Minimum | Maximum | Mean . .Std Variance | Count
Deviation
The concept of recovery is
1 equally relevant to all phases 1.00 5.00| 4.53 1.14 1.31 17
of treatment.
# Field | Minimum | Maximum | Mean . .Std Variance | Count
Deviation
People receiving
psychiatric/substance abuse
treatment are unlikely to be
2 able to decide their own 1.00 500 | 2.53 1.50 2.25 17
treatment and rehabilitation
goals.
# Field | Minimum | Maximum | Mean . .Std Variance | Count
Deviation

All professionals should
3 encourage clients to take risks 1.00 5.00 | 3.06 1.39 1.94 17
in the pursuit of recovery.

# Field | Minimum | Maximum | Mean . .Std Variance | Count
Deviation
Symptom management is the
4 first step towards recovery 1.00 500 | 3.53 138 190 | 17
from mental illness/substance
abuse.
# Field | Minimum | Maximum | Mean . .Std Variance | Count
Deviation

Not everyone is capable of
5 actively participating in the 1.00 5.00| 247 1.61 2.60 17
reCoVery process.

Std

# Field | Minimum | Maximum | Mean .. Variance | Count
Deviation
People with mental
illness/substance abuse should
6 not be burdened with the 1.00 5.00 | 2.00 1.24 1.53 17
responsibilities of everyday
life.
. .. ) Std .
# Field | Minimum | Maximum | Mean .. Variance | Count
Deviation

Recovery in serious mental
7 illness/substance abuse is 1.00 500 | 3.06 163 | 264 17
achieved by following a

prescribed set of procedures.
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Std

# Field | Minimum | Maximum | Mean _ Variance | Count
Deviation
The pursuit of hobbies and
8 leisure activities is important 1.00 5.00 | 4.24 1.16 1.36 17
for recovery.
# Field | Minimum | Maximum | Mean . .Std Variance | Count
Deviation
It is the responsibility of
g |  professionals to protect their 1.00 500 | 2.29 167 280 17
clients against possible failures
and disappointments.
# Field | Minimum | Maximum | Mean . .Std Variance | Count
Deviation
Only people who are clinically
10 stable should be involved in 1.00 4.00| 1.71 0.96 0.91 17
making decisions about their
care.
. .. . Std .
# Field | Minimum | Maximum | Mean .. Variance | Count
Deviation
Recovery is not as relevant for
11 those who are actively 1.00 2.00 | 1.06 0.24 0.06 | 17
psychotic or abusing
substances.
# Field | Minimum | Maximum | Mean . .Std Variance | Count
Deviation
Defining who one is, apart
1o | from his/her illness/condition, 1.00 500 | 3.29 1.77 3.15 17
is an essential component of
recovery.
# Field | Minimum | Maximum | Mean . .Std Variance | Count
Deviation
13 | Itis often harmful to have too 1.00 5.00| 2.94 1.59 253 17
high of expectations for clients.
# Field | Minimum | Maximum | Mean . .Std Variance | Count
Deviation
There is little that professionals
can do to help a person recover
14 | if he/she is not ready to accept 1.00 7.00 | 4.94 1.89 3.58 17
his/her illness/condition or
need for treatment.
# Field | Minimum | Maximum | Mean . .Std Variance | Count
Deviation
Recovery is characterized by a
j5 |  person making gradual steps 1.00 5.00| 3.76 1.39 1.94 17
forward without major steps
back.
) .. ) Std .
# Field | Minimum | Maximum | Mean _ Variance | Count
Deviation
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Symptom reduction is an
16 essential component of 1.00 5.00 | 3.82 1.34 1.79 17
recovery.
# Field | Minimum | Maximum | Mean . .Std Variance | Count
Deviation
Expectations and hope for
17 recovery should be adjusted 1.00 500 | 3.53 1.72 2.96 17
according to the severity of a
person’s illness/condition.
# Field | Minimum | Maximum | Mean . .Std Variance | Count
Deviation
The idea of recovery is most
1g |  relevant for those people who 1.00 5.00 | 3.12 1.64 269| 17
have completed, or are close to
completing, active treatment.
# Field | Minimum | Maximum | Mean . .Std Variance | Count
Deviation
The more a person complies
19 | with treatment, the more likely 2.00 5.00| 4.35 0.97 0.93 17
he/she is to recover.
# Field | Minimum | Maximum | Mean . .Std Variance | Count
Deviation
Other people who have a
serious mental illness or are
20 recovering from substance 1.00 500 | 4.12 1.08 1.16 17
abuse can be as instrumental to
a person’s recovery as mental
health professionals.
Recovery Knowledge Inventory Post-Test
. .. . Std .
# Field | Minimum | Maximum | Mean .. Variance | Count
Deviation
The concept of recovery is
1 equally relevant to all 1.00 5.00 | 4.42 1.27 1.61 19
phases of treatment.
# Field | Minimum | Maximum | Mean ) .Std Variance | Count
Deviation
People receiving
psychiatric/substance abuse
treatment are unlikely to be
2 i . 1.00 500 | 1.58 0.99 0.98 19
able to decide their own
treatment and rehabilitation
goals.
. .. . Std .
# Field | Minimum | Maximum | Mean .. Variance | Count
Deviation
3 All professionals should 1.00 500 | 3.26 1.65 2.72 19
encourage clients to take
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risks in the pursuit of

recovery.
# Field | Minimum | Maximum | Mean . .Std Variance | Count
Deviation
Symptom management is
4 the first step towards 1.00 5.00| 3.53 1.46 214 19
recovery from mental
illness/substance abuse.
# Field | Minimum | Maximum | Mean ) .Std Variance | Count
Deviation
Not everyone is capable of
5 actively participating in the 1.00 5.00| 2.28 1.52 2.31 18
r€COVEry process.
# Field | Minimum | Maximum | Mean . .Std Variance | Count
Deviation
People with mental
illness/substance abuse
6 should not be burdened 1.00 5.00| 1.63 1.22 1.50 19
with the responsibilities of
everyday life.
# Field | Minimum | Maximum | Mean ) .Std Variance | Count
Deviation
Recovery in serious mental
illness/substance abuse is
7 achieved by following a 1.00 5.00 | 2.78 1.69 2.84 18
prescribed set of
procedures.
# Field | Minimum | Maximum | Mean . .Std Variance | Count
Deviation
The pursuit of hobbies and
8 leisure activities is 4.00 5.00 | 4.74 0.44 0.19 19
important for recovery.
# Field | Minimum | Maximum | Mean . .Std Variance | Count
Deviation
It is the responsibility of
professionals to protect
9 | their clients against possible 1.00 5.00| 1.95 1.43 2.05 19
failures and
disappointments.
# Field | Minimum | Maximum | Mean . .Std Variance | Count
Deviation
Only people who are
1o | Clinically stable should be 1.00 500 | 1.74 1.25 1.56| 19

involved in making
decisions about their care.
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Std

# Field | Minimum | Maximum | Mean .. Variance | Count
Deviation
Recovery is not as relevant
1 | forthose whoare actively 1.00 500 | 1.56 1.30 169 18
psychotic or abusing
substances.
# Field | Minimum | Maximum | Mean . .Std Variance | Count
Deviation
Defining who one is, apart
from his/her
12 illness/condition, is an 1.00 5.00| 3.89 1.63 2.65 18
essential component of
recovery.
# Field | Minimum | Maximum | Mean . .Std Variance | Count
Deviation
It is often harmful to have
13 | too high of expectations for 1.00 5.00 | 3.67 1.49 2.22 18
clients.
# Field | Minimum | Maximum | Mean . .Std Variance | Count
Deviation
There is little that
professionals can do to help
14 | @person recover if he/she is 1.00 7.00| 5.16 190 361| 19
not ready to accept his/her
illness/condition or need for
treatment.
# Field | Minimum | Maximum | Mean . .Std Variance | Count
Deviation
Recovery is characterized
15 | by aperson making gradual 1.00 500 | 337 166| 276 19
steps forward without major
steps back.
# Field | Minimum | Maximum | Mean . .Std Variance | Count
Deviation
Symptom reduction is an
16 essential component of 1.00 500 4.11 1.41 1.99 19
recovery.
# Field | Minimum | Maximum | Mean . .Std Variance | Count
Deviation
Expectations and hope for
7 | recovery should be adjusted 1.00 500| 332 172 295 19
according to the severity of
a person’s illness/condition.
# Field | Minimum | Maximum | Mean . .Std Variance | Count
Deviation
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The idea of recovery is
most relevant for those
people who have

18 1.00 5.00| 2.74 1.74 3.04 19
completed, or are close to
completing, active
treatment.
# Field | Minimum | Maximum | Mean . .Std Variance | Count
Deviation
The more a person complies
19 with treatment, the more 2.00 5.00 | 4.37 0.74 0.55 19
likely he/she is to recover.
# Field | Minimum | Maximum | Mean . .Std Variance | Count
Deviation
Other people who have a
serious mental illness or are
recovering from substance
20 abuse can be as 3.00 5.00 | 4.37 0.87 0.76 19

instrumental to a person’s
recovery as mental health
professionals.
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