














14. Quality Improvement: Client Outcomes

A mechanism is in place for collecting and using client outcome data characterized by
the following:

(Use boxes to indicate criteria met.)

Note: Client outcomes must be appropriate for the EBP, e.g. Supported employment
outcome is persons in compeltitive employment, and excludes prevoc work, transitional
employment, and shelter workshops. If outcome measurement is variable among sites,
consider typical site.

1) Outcome measures, or indicators are standardized statewide,
AND the outcome measures have documented
reliability/validity, or indicators are nationally
developed/recognized

2) Client outcomes are measured every 6 months at a minimum

3) Client outcome data is used routinely to develop reports on
agency performance

4) Client specific outcome data are given to programs and
practitioners to support clinical decision making and
treatment planning

5) Agency performance data are given to programs and used for
purposes of quality improvement

6) Agency performance data are reviewed by the SMHA -+/-
local MHA

7) The SMHA routinely uses agency performance data for
purposes of quality improvement; performance data trigger
state action. Client outcome data is used as a mechanism for
identification and response to high and low performers (e.g.
recognition of high performers, or for low performers
develop corrective action plan, training & consultation, or
financial consequences, etc.).

8) The agency performance data is made public (e.g. website,
published in newspaper, etc.)

Narrative

It is generally accepted that Evidence Based Practices are implemented to help clients
achieve their desired goals and outcomes in an effective way. Therefore, one of the
critical tenets of EBPs is the identification, data collection and use of client outcomes to

monitor, sustain and improve EBPs. Surprisingly, the NH BBH system is operating
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without the collection of any outcomes related to any IMR services. Many respondents
confirmed that the system does not collect any useful client level outcomes. As one
CMHC stakeholder noted, “BBH collects no outcomes for IMR.” In response to what
outcomes CMHCs are assessed by, one person stated, “We are judged on our financial
bottom line.” Another stated, “We feed in MHSIP (Mental Health Statistical
Improvement Program) data for seventeen years and we never got anything back.” One
BBH stakeholder noted, “There is no mechanism to communicate anything back to the
CMHC:s regarding outcomes.” Another stated, “We stopped MHSIP with no plan in

place.”

Some informants did indicate that a process would begin with the development of the
“Phoenix system” that will help to track clients and their services through the use of a
specific IMR billing code that will help provide some data that will be necessary for the

tracking of client outcomes.

There appears to be some general confusion about the use of fidelity and GOI

assessments as tools to measure outcomes. Several interviewees (including stakeholders

from CMHCs, BBH and members of the EBP Steering Committee) erroneously identified

the data from fidelity assessments as the outcomes from IMR. Outcomes refer to
improvements in consumer functioning, whereas fidelity refers to program-level quality.
There is an absence of any consensus across respondents as to which client-level

outcomes should be collected to monitor the effectiveness of IMR services.
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15. Stakeholders

The degree to which consumers, families, and providers are opposed or supportive of
EBP implementation.

Note: Ask - Did stakeholders initially have concerns about or oppose EBPs? Why? What
steps were taken 10 reassure/engage/partner with stakeholders. Were these efforts
successful? To what extent are stakeholders currently supportive this EBP? Opposed?
In what ways are stakeholders currently supporting/ advocating against this EBP? Rate
only current opposition/support.

Scores:

1. Active, ongoing opposition to the EBP

2. Opposition outweighs support, or opinion is evenly split, but no
active campaigning against EBP

3. Stakeholder is generally indifferent

4. Generally supportive, but no partnerships, or active proponents.

5. Stakeholder advocacy organization leadership/opinion leaders
currently offer active, ongoing support for the EBP. Evidence of
partnering on initiative.

Present

Three | 15. Summary Stakeholder Score: (Average of 3 scores below)
Three | 15.a Consumers Stakeholders Score

Three | 15.b Family Stakeholders Score

Three | 15.c Providers Stakeholders Score

Narrative

Stakeholder involvement in IMR has been variable. Most informants reported only
minimal ongoing structures and mechanisms to engage stakeholders in the
implementation and sustaining of IMR practices. The variation across stakeholder groups
in the support or opposition to IMR and EBPs in general is pronounced, especially within
the provider community. Impressionistically, there are four to five CMHCs who are
enthusiastic about the implementation of IMR, three CMHCs who are actively resisting
the implementation of IMR and two to three CMHCs who are somewhere in the middle

of those two extremes. This divergent level of support and opposition appears to be one
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of the factors behind the CMHCs trade association opposition to funding incentives for
high fidelity agencies. As one member of the CEO group stated, “The capacity of BBH
to be our partner in this process has been adversely affected by all this is going on at
BBH.” Some people described a sense of “chaos with what has gone on within BBH, the
loss of positions, the loss of personnel while they (BBH) were deciding if EBPs were a
good idea.” Another informant stated, “There is constant harassment about doing this, it
is not a collaboration between BBH and the CMHCs.” One person described the
situation this way, “We (CMHCs) are interested in implementing EBPs, but this is a
wounded situation right now.” Another observer noted, “We have some stellar CMHCs
right now, some are really invested in IMR, some are very hesitant and some are strongly
supportive.” There was also indication that many CMHC executive directors were
minimally involved in the implementation efforts at their own agencies and did not attend
local IMR implementation steering committee meetings. Some executive directors
turned down invitations from BBH staff to meet with them concerning IMR

implementation at their agencies.

Many interviewees clearly felt there was a rocky beginning to the IMR implementation
process with the consumer “community.” One person described their observation that,
“the consumer community felt like it was being forced on them, they felt left out, they
felt significant resentment and anger.” Another person stated, “The consumer
community at BBH has fallen apart, consumers are not in the hallways anymore.”
Several people described that family and local consumer engagement had been left to the

local agencies. Some respondents on the EBP Steering Committee described the purpose

33



of the committee as increasing stakeholder involvement, one stated, “There was no

stakeholder involvement before this committee.”

Another person stated that there have been two general family reactions to IMR in the
state, “From families we hear two things. One, they don’t know what IMR is, but they
think of it as skill that their family member is learning. Two, they wonder why it is

called illness management instead of wellness management.” Another member of the
committee offered this concern, “CMHC leaders are not in the same place with providing
IMR so what will happen over time? There is no contract mechanism in place between

the state and providers, without that IMR will not be sustained.”
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Overall Observations and Recommendations

The authors are grateful for the time, efforts, resources, energy and commitment of all the
people and groups that participated in our two days of interviews and meetings. Sucha
commitment to work of assessing and improving state-level actions to facilitate the

implementation of IMR and other EBPs is praiseworthy.

The following observations and recommendations highlight the prominent strengths and
threats regarding the implementation of IMR services in New Hampshire. In order to
continue to capitalize on the strengths and to effectively address the threats, the reviewers
recommend that NH BBH leadership, in collaboration with stakeholders, develop an
action plan for all of the following items. A failure to address any of the prominent
threats and challenges (#4 - #9) will jeopardize the current progress with IMR

implementation and endanger the ability of the system to sustain IMR services.

1) Initial Implementation Plan

The initial stages of the statewide implementation of IMR was purposefill, rigorous, well
conceived and included all the identified components of quality training and consultation
for CMHC leaders and practitioners. It was clear that this process was also based upon
the delivery of training and technical assistance provided on-site and over an extended

period of time.

35



2) Adequate Reimbursement for IMR Services

A major strength of the New Hampshire IMR implementation effort is that all indications

suggest that the reimbursement for IMR is sufficient to cover most if not all of the costs
associated with delivering the practice. However, one key funding dilemma concerns
clients who are designated in the “low-utilizer” (capped funding) category, options for
providing IMR services, and managing the associated financial complications should be

explored.

3) New Hampshire Bureau of Behavioral Health Leadership

The leadership commitment to the statewide implementation of IMR at ten CMHCs, two

mental health provider agencies, as well as parts of New Hampshire Hospital and
Transitional Housing is admirable. It is evident that BBH has maintained a focus on the
implementation of IMR in the face of numerous challenges and other potential
distractions. In order to improve this leadership, it is recommended that NH BBH
undertake an active initiative to clarify for all stakeholders the identity of the BBH staff
member who is the IMR point person in the BBH central office. The IMR point person
should invite feedback on the state role in IMR and identify policy barriers. The IMR
point person must have, at a minimum, the responsibility and authority to influence the

BBH agenda regarding IMR implementation and sustaining.
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4) Quality Improvement with IMR Fidelity and General Organizational Index
The NH BBH has developed and dedicated an infrastructure and the capacity to provide
annual fidelity and GOI assessments for all of the CMHCs in NH regarding IMR
services. These reports are routinely sent back to the CMHCs. The staffing and broad
stakeholder commitment to this process is laudable. At the same time, the variation in
how the CMHCs are using these reports to improve the quality of IMR services is
disconcerting. In order for IMR implementation to flourish in a sustainable manner, NH
BBH should provide ongoing, regular, technical assistance and consultation from the
Dartmouth Evidence Based Practices Center for each CMHC on how to develop action
plans and incorporate the assessments into their existing quality improvement processes.
It is not clear if the lack of use is due to a lack of knowledge of how to apply quality
assurance protocols for IMR development, a lack of leadership by reluctant CMHC
executives, or the lack of a meaningful structure for accomplishment. One mechanism
used by other states is the creation of local EBP leadership teams that regularly review
the process of implementation, identifies obstacles, and organizes an attack on the
obstacles. The membership of these teams is crucial. It should include the. executive
director, the CSP director, and the IMR consultant/trainer and quality assurance staff
from the CMHC. 1t is desirable to include a representative from NH BBH, consumers,
family members and others in the CMHC who have important roles in the IMR
implementation. Quarterly meetings of these teams have been found to work best. The

NH BBH and the State EBP Steering Committee both have the opportunity to use the
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data from the fidelity and GOI assessments to create a larger system-wide quality

improvement process for IMR.

5) IMR Client Outcomes

The lack of client outcome for IMR services must be addressed. The general sense of a
lack of client level outcomes to monitor quality and accountability at all levels of the
state system and provider system appears to present both significant challenges and a

grand opportunity.

At present, aside from the pilot study at Manchester, there is no way to assess whether
IMR is producing any tangibles improvements in client outcome. Lacking an outcome
monitoring system, there is no way to determine if the purpose of IMR is being fulfilled.
In order to effectively accomplish this, the following ideas are recommended,

a. The outcome system obviously must identify who is receiving IMR
services. As we understand it, there is currently no easy way present to
identify IMR clients statewide.

b. BBH and its partners should first identify simple, measurable outcomes.
These outcomes should assess personally meaningful client outcomes.

c. The outcome measures should be mandated to be collected in every
CMHC.

d. The outcome measures should be compiled in user-friendly reports and
distribute in a timely fashion. Centers should be encouraged to use these

to improve their internal IMR quality on a timely basis.
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e. At the state level, a group such as the State EBP Committee should

monitor IMR performance regularly.

Investment in the infrastructure and the data gathering capacity for client level outcomes
across the system would appear to be a vital ingredient not only for sustaining and
improving IMR services but also for the larger system transformation across all domains.
The impression from BBH was that the new Phoenix system would be able to capture this
needed data. At the onset, data collection issues and occasional technical bugs usually
preoccupy new statewide data systems. Developing a meaningful outcome reporting
structure is often “put off” until these other factors are worked out. This mistake leads to
the slow development of accurate outcome data and cynicism by CMHC leaders who
devote considerable time and money to data collection but receive little useful data
feedback from their efforts. It is recommended that NH BBH immediately create a
process for designing meaningful and accurate IMR outcome reports for the state and the
CMHCs. It is further recommended that BBH delegate responsibility for the collection
and dissemination of these data reports to a single BBH program leader (not a “tech”

person).

6) Financial Incentives for High Fidelity IMR Services

There is no clear financial incentive for agencies to provide IMR services versus “usual”
services at the current time. Funding incentives for implementing IMR with high fidelity
and good penetration can be one of the most enduring and effective sustaining

mechanisms for practices. There are several ways this could be accomplished. The plan
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proposed by the BBH Bureau Chief (e.g., to give bonuses to CMHCs exceeding a certain
level of fidelity) is one such plan. Other incentives might be to pay a higher rate for IMR
services delivered in centers with high IMR fidelity. Please note that the incentive
funding formula should also incorporate the penetration (proportion of eligible clients
served). The rationale for this is straightforward, unless BBH provides some financial
incentive to CMHCs to provide IMR, it is unlikely that most centers will continue to
provide IMR, or they will do it with half-hearted fidelity and with low penetration rates in

the consumer population.

7) Stakeholder Support and Opposition

The pronounced variation in critical stakeholder support for IMR is disquieting. Support
among the leadership levels of the CMHCs appears to be uneven, at best. The uneven
support for IMR implementation seems, in part, to draw from conflicts between CMHC
executive directors and NH BBH during the last half decade. The worries and distrust
has unfortunately spilled over to the IMR implementation. This strain is less evident at
the program level where CSP directors were generally supportive and pleased with IMR

efforts.

Reinforcement and recognition for those CMHCs and their leaders who have embraced
and incorporated IMR into their daily work will be useful in securing more stakeholder
support from providers. Additionally, working to identify shared interests and benefits

regarding the implementation of IMR and other EBPs with providers may be fruitful.
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Renewed conversations, dialogues and discussions with consumer and family groups may

also be beneficial.

8) Dartmouth Psychiatric Research Center

NH BBH should fully capitalize on the national EBP expertise, experience, talent and
resources that are available within the states own borders regarding EBPs at the
Dartmouth Psychiatric Research Center by expanding their contract for training and
consultation. The authors are puzzled by the deep cuts in funding for the Dartmouth EBP
Center services combined with the corresponding reduction of resources and personnel
dedicated to the implementation of IMR and future EBPs. Stakeholders constantly
identified these cuts as a significant barrier to implementation. The NHBBH isin a
unique position to effectively capitalize on this local resource that provides the highest
quality training, technical assistance and consultation for the implementation and

sustaining of EBPs, including IMR.

As a stand-alone strategy, the “training of the trainers” strategy is not effective. The
reviewers are pessimistic about the consequences of making it the centerpiece of on-
going training and technical assistance to sustain IMR. It would be useful only as a

supplement to PRC delivered technical assistance and consultation services.
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9) Sustaining IMR Services
The plan for sustaining the progress made in implementing IMR across the state seems to
be murky and inadequate to address the needs of the CMHCs, providers and practitioners.
The reviewers strongly recommend that NH BBH collaboratively develop a detailed and
systematic state plan to sustain IMR statewide. The absence of such a plan is a glaring
weakness, and without it, it is likely the IMR implementation will continue to flounder.
This plan should include:
a. Face-to-face meetings with CMHC leadership after the completion of the
IMR and GOI fidelity assessment to provide feedback and recommendations
for quality improvement. A Dartmouth trainer should facilitate these
feedback meetings.
b. Provision of statewide basic overview training in IMR to acquaint new
practitioners to the practice; this training should be frequent enough to
accommodate staff tunover and increase penetration of IMR services. These
trainings should be provided centrally and not left to individual CMHCs to
manage.
c. On-site monitoring and consultation to the administration and leadership
of CMHC:s on a regular basis regarding the monitoring and improvement of
IMR services
d. Specific trainings offered on a regular basis for IMR supervisors,
including the formation of an IMR supervisor’s group structure to facilitate

IMR supervisors learning from each other.
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With adequate financial incentives in place, these four elements will help assure

sustainability of IMR services.

National Implementing Evidence Based Practices Project Perspective

The overall mean SHAY score for states participating in the National EBP Project was
3.14. In these states, the overall mean item fidelity score for all EBPs was 3.47. States
that successfully implemented EBPs with mean item fidelity score of 4.0 or greater had a

mean SHAY of 3.82. It is clear from the graph below that states with higher SHAY

scores also had better EBP implementation. In other words, the actions of state

leadership described in the contents of the SHAY makes a difference.

The following chart plots the mean item fidelity scores and SHAY scores across all states

in the National EBP Project.

5 R?=0.6151
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SHAY Scores
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Summary of SHAY Scores

1. EBP Plan 3
2. Financing: Adequacy 4
3. Financing: Start-up and Conversion Costs 4

4. Training: Ongoing Consuitation & Technical Support 3

5. Training: Quality 5

6. Training: Infrastructure / Sustainability 2

7. Training: Penetration 3

8. SMHA Leadership: Commissioner Level 5

9. SMHA Leadership: EBP Leader 3

10. Policy and Regulations: Non-SMHA TNA

11. Policy and Regulations: SMHA 3

12. Policy and Regulations: SMHA EBP Program 2
Standards

13. Quality Improvement: Fidelity Assessment T3

14. Quality Improvement: Client Outcome 1

15. Stakeholders: Aver. Score (Consumer, Family, 3
Provider)

a4 3.14
OVERALL SHAY SCORE=SUMTOTAL  +14=

*For information on the specific numeric scoring methods for each item, please see the

SHAY Rating Scale





