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INTRODUCTION

     The research design will include participant survey and pre/post assessments administered to clinicians and clients in an endeavor to answer the following overarching evaluation questions:
· Are data collection objectives being attained as planned?
· What are the essential factors that allow for successful data collection?
· What are the barriers that hinder optimal data collection?
· What are the fundamental components of data collection?
     A mixed methods approach using qualitative and quantitative data will be used to focus on the assessment of four primary areas, which coincide with the four specific evaluation questions. 
The areas are, as follows:
· Implementation of objectives
· Barriers to optimal data collection
· Essential factors to successful data collection
· Fundamental components of programs
 
PURPOSE OF THE EVALUATION (CONTEXT AND EVALUATION REQUEST)

     As an organizational goal, Care and Counseling Center of Georgia (CCCG) seeks to establish a data infrastructure to measure outcomes and support quality improvement. As part of this goal, the organization will better equip its therapists to measure and support client outcomes.  This effort will also help the organization be responsive to foundations and funders.  This is a new approach by the organization and is following their electronic health records (EHR) implementation of the Valant behavioral health software system. However, the Valant system does not currently meet the organizational needs for data collection.
     Advantage Consulting has been engaged to examine opportunities to better support the data collection process.  The Emory team joined the evaluation process during a second pilot study of instruments (client assessments) that could be used to better track outcomes. 
     The ultimate aim of this evaluation is to provide an understanding of how to better utilize and build out EHR functionality and support the tracking of outcomes.  They will apply lessons learned to individual therapist use in care, organizational process, and the development of outcome indicators.
     The Emory team was requested to document the methodology and data collection process for use by Advantage Consulting team and Care and Counseling Center of Georgia leadership and clinicians.  This process is to be captured as a workflow document to provide support as a reference tool during the rollout of the evaluation and data collection. The workflow document will be used to determine if the instruments and process guidelines are being met, by both the clinician and the client.



PRIMARY STAKEHOLDERS AND INTENDED USERS

1. Advantage Consulting team
2. Care and Counseling Center of Georgia leadership
3. Care and Counseling Center therapists 
4. Care and Counseling Center clients
5. Valant, an electronic behavioral health record company
6. Jesse Parker Williams Foundation

PROGRAM DESCRIPTION AND LOGIC MODEL

     Care and Counseling Center of Georgia is a non-profit organization offering counseling services to individuals and families in the Atlanta area and their mission is “offering healing, wholeness, and hope to those in need and educating others for this service”. The counseling offered at these centers includes individual, family, marriage and couples counseling, child and adolescent counseling and testing, drug and alcohol abuse, trauma, depression, anxiety, mediation, divorce, spiritual growth and several other issues. Some additional programs provided are Addiction and Recovery Program, Chaplaincy and Clinical Pastoral Education (CPE) Program, psychological assessments, psychiatric consultations, and training services for mental health professionals, clergy, chaplains, and those interested in counselor training. CCCG’s team includes psychologists, psychiatrists, social workers and counselors who have interdisciplinary backgrounds and experiences.  Funding for CCCG is provided in part by the Jesse Parker Williams Foundation, a foundation dedicated to increasing access to care for women and children.  
     CCCG plays a significant role in Atlanta by providing individuals and communities with faith-based counseling, chaplaincy and educational services. CCCG has recently implemented a new online EHR/database, Valant, which is designed for behavioral health organizations. Advantage Consulting has been hired by CCCG to build additional evaluation and outcome measurement capacity. The overall goal between CCCG and Advantage Consulting is to develop evaluation and data analysis plan for implementing new tools. Valant will be involved with CCCG to create a robust reporting tool to assist with client services and CCCG’s performance assessment.

Second Pilot Test Details
Type of evaluation: process oriented evaluation (both qualitative and quantitative data)
Therapists: 5-7 therapists from the first pilot test are voluntarily participating again
Clients: mostly Jesse Parker Williams clients who have volunteered to participate in pilot test
Sample: clients are from a subpopulation of agencies (grant funded clients only) who are seen for free at the centers due to lack of health insurance and/or low income
Number of participants: 2-4 clients per therapist, totaling 10-25 clients
Pilot study length: 2 months
Goal: understand lessons learned and determine ways to build out additional functionalities for the organization, patient outcomes, and methodologies
Instruments: Valant, SurveyMonkey, Excel, revised symptom screeners, revised quality of life tool, and new goal statement provided by Valant.

Data Collection Process
     Potential clients contact CCCG and they are screened to determine what type of counseling is needed, counselor preference, preferred CCCG location, and determine insurance/income status. The same day the Clinical Director assigns a counselor for the client and within one day the client schedules an appointment. The counselor directs the client to fill out the web based intake form or have them fill out a paper form when they come to the center. Within one week the client comes in for their initial assessment at which time the counselor completes diagnosis, treatment plan, sets goals, offers referrals (if needed), and schedules next appointment. The client at this visit is provided with a link to give feedback as well as to SurveyMonkey where they will complete the symptom screener and quality of life surveys. The therapist will then finalize the goal statement. Reports will be generated from the surveys completed by the client and will be immediately delivered to the counselor and Ko from Advantage Consulting. Ko will remind the counselors to follow-up with each of their clients between the 4th and 5th visit since there are high dropout rates after the 5th visit. The counselor will share the results with their client and a final assessment will be conducted. CCCG will look at Excel spreadsheets, created by Ben, to determine how well the therapist and client worked to improve the symptoms, quality of life and if their goals were achieved. A final report will be provided to Jesse Parker Williams Foundation by the end of the second pilot study.
Analysis Process
     Valant does not have the ability to aggregate data or any data analysis so other programs, such as SurveyMonkey and Excel are needed to support the needs of the therapist and CCCG. Once the survey questions have been finalized Ben will put into SurveyMonkey. Each topic is broken into different sections and each answer is associated with a number. There will be a number threshold for each question and it will be flagged if a certain number is reached within each section for the therapist. Ben will be monitoring SurveyMonkey for results and once a client has completed the surveys he will export the results into Excel for analysis and report generation for the counselor. These reports will be immediately sent to the therapist to determine progress and aid in their therapeutic process. 
Note: please see Logic Model (appendix I) for further information

EVALUATION QUESTIONS
· Are data collection objectives being attained as planned?
· What are the essential factors that allow for successful data collection?
· What are the barriers that hinder optimal data collection?
· What are the fundamental components of data collection?

LITERATURE REVIEW / INSTRUMENT BACKGROUND:

     The program theory utilized is that of process evaluation.  As CCCG enters the realm of electronic health records and outcome based measures the need to collaborate with an experienced program evaluation team arose.  The goal of this collaboration is to incorporate useful and meaningful tools into the plan of care while simultaneously incorporating these outcome based measures into the electronic medical record.  
     For this second pilot study the utilization of newly released symptom screeners by the American Psychological Association will be used.   These symptom screeners include the adult, child, and parent/guardian of child level one assessment tools.   According to research conducted by Dayle, J. K. ( 2012), these tools are more clinician and client friendly, leading to increased utility and promoting better outcomes.  In addition, other areas of improvement over past assessment tools included, “conceptualizing diagnostic entities; communicating information to clients, families, selecting effective treatments; and predicting future clinical management needs” (Dayle, 2012, p. 481). 
     Another important feature of incorporating these specific symptom screeners into the Care and Counseling Center of Georgia as they move towards outcome based measurements is that they have been rigorously tested and have proven to, “reduce missed symptoms … draw attention to mixed presentations with important treatment and prognostic implications” (Narrow et al, 2013, p. 80).  This leads to more specific and targeted goal setting by counselors and clients, correct diagnosis, and better client outcomes.  This can also aid in the justification for treatment modalities suggested by therapists and counselors which may be required by funders or insurance companies. 
     The Ferrans and Powers Quality of Life index is a tool that was developed to look at the impact of treatment on the client. This tool has been shortened and adapted for the needs of the Care and Counseling Center of Georgia’s clients. The goal of the Quality of Life tool is for the clinicians to use this as a “global assessment” versus a clinical diagnostic tool. The index tool will measure both satisfaction and importance on various aspects of life. 
     The successful incorporation of the electronic health record has become an integral component of CCCG’s commitment to delivering quality mental health care to their clients.  The second pilot study will take several providers who had participated in the original pilot study and cast a wider net of the incorporation of outcomes measurement utilizing the electronic health record Valant.  According to one systematic review on literature of health information technology articles from 2004-2007 showed an increase in the number of patient-focused applications (many of which were accessed directly by the patient), fewer articles published by health IT leaders, and lack of articles on the cost to benefit ratio of implementation of health information technology (Goldzweig, Towfigh, Maglione, & Shekelle, 2009).  Cost of implementation was the number one cited barrier by providers in this review of literature (Goldzweig, Towfigh, Maglione, & Sheckelle, 2009).  While Advantage Consulting works with CCCG to evaluate the implementation of these tools and EHR, they too face budget constraints and lack of peer reviewed research articles on the implementation and evaluation of this process.  As early adopters of both an EHR in the field of mental health as well as utilizing this EHR in outcomes based measurement they are in many ways paving the way for future community based behavioral health organizations to follow. 
Note: please see appendix III and IV for Symptom Screener (Child, Adult, and Parent/Guardian) and Quality of Life tools

METHODS

EVALUATION COMPONENTS/METHODS FOR SELECTING DATA:
Current instruments include the SurveyMonkey results from:
· Revised Symptom Screener tool
· Revised Quality of Life tool
· Goal Setting tool
	After the refinement of these instruments, Advantage Consulting, will initiate the second pilot test.  It will be determined if the tools aid the therapeutic process and allow for outcome measurement.  
Convening sample is:
· Approximately 5-7 therapists will be engaged in the second pilot test
· Therapists will offer clients the option to opt in to the pilot test, these will be clients that have access to services through funding by the Jesse Parker Williams Foundation (clients without health insurance or coverage for mental health services)
· Clientele served by grant is challenging and not all therapists can treat
· Clients come from a subpopulation of agencies
· Approximately 2-4 clients per therapists
· Overall, approximately 10-25 clients that participate in evaluation
· Participation in the evaluation is voluntary by both therapists and clients
During this second pilot test, a timeline of therapist visits will be followed:
· Between 1st and 2nd visit the goals are set
· A link is given to the client to give feedback. The Quality of Life tool and Symptom Screener tools are populated by the client
· Therapist finalizes the goal statement
· Therapist then restates goal statement into therapeutic language to quantify progress. Once the client has established a therapeutic goals statement, it is to be restated by the therapist in clinical language.  Included in this rewrite is a timeline and description of what achievement would look like
· Advantage Consulting will replicate this data on a form in SurveyMonkey
· At that point the baseline is set, therapist has been informed, therapist will share with client and discuss follow up, therapist will conduct follow up by 4th-6th visit
· At this point, Advantage Consulting will analyze data in SurveyMonkey (exported to Excel to support analysis)
· Advantage Consulting will remind therapist directly when client is due for follow up (lesson learned from first pilot that this is necessary engagement to support robust data)
· Once assessment is done, Advantage Consulting provides data for the follow up therapy session
· Advantage Consulting will monitor and create a report for each therapist and client
· Advantage Consulting will keep CCCG leadership aware of status
· CCCG looks at results (spreadsheet with all clients and relevant therapist) to determine: how successful they were with symptoms, quality of life, and goal achievement
· A final report will be given to funder by end of July
     One of the main goals of the second pilot test by this organization is to evaluate the process by which goal outcome measurement becomes integrated into routine client care.  Both the use of an electronic health record and the utilization of outcomes measurements have recently been introduced and Advantage Consulting will assist in determining what the best workflow is for introducing these measurement tools and determining their effectiveness with outcomes tracking.  After the quantitative instrument-based data collection process is complete, Advantage Consulting will conduct a “process debrief” meeting with therapists.  This meeting serves as a method for collecting qualitative data that will further elucidate the therapist experience of the process.
     To develop a process protocol document that outlines workflow and resources, the Emory team holds ongoing phone conference sessions with Advantage Consulting.  During these conversations, clarification is provided as to the evaluation goals, process, and status.  The primary methods for collecting data to develop this protocol document are ongoing conference calls and review of data collection resources shared by email.  During the development of the protocol, as questions arise, the team emails Advantage Consulting.  It is then determined if the question can be addressed by email or warrants a conference call.

Advantage Consulting  develops revised screening tools and shares with CCCG therapists  



          Key

Advantage Consulting

CCCG Therapists

CCCG Clients

CCCG Leadership



Therapists review and learn new data collection 
tools 
Process outcomes are shared with CCCG leadership team and used to support Valant build, data infrastructure, and donor reporting
During 1st visit, with input from therapist, client  populates new screening tools and sets personal goals

Between 4th and 6th visit, client repopulates screening data as measure against baseline data
Therapists debrief session held with Advantage Consulting to hear about experience
Advantage Consulting analyzes and creates baseline data report for therapists.  Therapists are also given follow up visit reminders
Advantage consulting reviews and analyzes follow up data and shares with therapists and leadership
Advantage Consulting  develops final report with recommendations for screening and data collection process  
CCCG therapists conduct additional follow up visits and consult baseline data 










Process Evaluation
WORKFLOW DIAGRAM


Note: please see Gathering Credible Evidence worksheet (appendix II) for further workflow information.



SELECTED EVALUATION STANDARDS:  

     We propose the evaluation planning team maintain adherence to The Program Evaluation
Standards (Selected from: Yarbrough, Caruthers, Shulha, & Hopson, 2011):
 
UTILITY STANDARDS: The utility standards are intended to increase the extent to which program stakeholders find evaluation processes and products valuable in meeting their needs.
The utility standards to be implemented by this evaluation plan are:
U2 Attention to Stakeholders Evaluations should devote attention to the full range of individuals and groups invested in the program and affected by its evaluation.
 In order to conduct an evaluation that is useful we must take into account all stakeholders’ viewpoints of the program and what they hope to get out of the evaluation. Understanding this will allow for an evaluation to meet the goals of all stakeholders.
U3 Negotiated Purposes Evaluation purposes should be identified and continually negotiated based on the needs of stakeholders.
 To keep the evaluation in alignment with the goals agreed upon, evaluation purposes should be agreed on before the start of the evaluation. When aspects of the evaluation change immediate communication is needed. Communication is key and therefore should be apart of the plan from the start.
U5 Relevant Information Evaluation information should serve the identified and emergent needs of stakeholders.
Feedback from the original pilot study lead to the adoption of a more succinct and user friendly symptom screener and quality of life measurement tool as well as an updated goal setting tool.  The stakeholders guide the scope and focus of the evaluation efforts by Advantage Consulting and feedback occurs in real time and through direct communication with stakeholders.  Debriefings with staff are also conducted to ensure dissemination of findings and concerns from stakeholders such as therapists can be addressed.   

FEASIBILITY STANDARDS: The feasibility standards are intended to increase evaluation effectiveness and efficiency.
F3 Contextual Viability. Evaluations should recognize, monitor, and balance the cultural and political interests and needs of individuals and groups.
Therapists should possess cultural competence since their clients are individuals and families from low income areas within the Atlanta region, who tend to be a challenging population to work with. 

PROPRIETARY STANDARDS: Proprietary refers to what is proper, fair, legal, right, acceptable and just in evaluations. It includes three contexts: ethical, legal and professional practice.
The proprietary standards to be implemented in this evaluation plan are:
P3 Human Rights and Respect. Evaluations should be designed and conducted to protect human and legal rights and maintain the dignity of participants and other stakeholders.
Since CCCG offer several counseling services to individuals and families in the Atlanta area, we must be concerned and aware of their human and legal rights. Medical records, client identifying information, and income information will be used during the pilot test and therefore we need to secure and protect the client’s information. During the evaluation, care and counseling cannot be interrupted or negatively affected. There are several invested stakeholders in this project so communication and presentation of evaluation results must be done in a respectful and sensitive manner.

ACCURACY STANDARDS: The accuracy standards are intended to increase the dependability and truthfulness of evaluation representations, propositions, and findings, especially those that support interpretations and judgments about quality.
The accuracy standards to be implemented in this evaluation plan are:
A2 Valid Information. Evaluation information should serve the intended purpose and support valid interpretations.
 The focus of the evaluation is on the processes and how well the new instruments are able to aid in therapeutic processes and data collection measures. The stakeholders are currently not interested in outcome measurements therefore information shall not be collected or presented in the final report.
A5 Information Management. Evaluations should employ systematic information collection, review, verification, and storage methods.
Before the start of the second pilot test, a detailed timeline for the therapists to follow has been created, a data collection workflow document has been created, and a data analysis plan has been put into place. This is important because each therapist has specific guidelines to follow and they are all following the same set of steps. Data collection and analysis are being followed in the same steps for each therapist and client. 



PROPOSED DISSEMINATION PLAN

     The presentation and findings will be in consideration of P3 Human Rights and Respect; Evaluations should be designed and conducted to protect human and legal rights and maintain the dignity of participants and other stakeholders. We propose a two phase reporting to distribute findings to key stakeholders identified as important players in planning and the execution of the program objectives.
Phase I
     A formative evaluation report will be used to inform program staff early about how the program is functioning and changes needed improvement. In tailoring the report to meet the needs of the multiple audiences, several media and modes of display are taken into consideration.
     The Program Evaluation Standards recommend that (AEA 2010):"Significant interim findings and evaluation reports should be disseminated to intended users, so that they can be used in a timely fashion”. In accordance to the aforementioned an E-mail report will be sent out to the key contact person.
· E-mail report: due to timing of the next focus group meeting, and the necessity to inform program administrators (therapists and leadership), a copy of the report will be emailed to the contact person to include the following:
· An executive summary will be beneficial especially to executives with busy schedules. The executive summary will include the purpose of the evaluation; highlights of methodology, and a list of the important findings and recommendations with reference to the full report for detailed information.
· Graphs, bullets, colored tabs, or flow charts to make it easier to browse through the report and quickly divert attention to the most significant points.
Phase II
A summative evaluation report to the program’s sponsors (JPW) to include the following:
· PowerPoint presentation offers the advantage of presenting key evaluation points in a more stimulating and interactive way. This method allows for highlights and visually presents major findings in interim, full, and special reports, which usually are more engaging than written reports. The use of simulations can help emphasize key points in the presentation.
· Oral presentations allow for interactive discussion between evaluators and stakeholders, and between the stakeholders themselves.



RECOMMENDATIONS

Recommendations are based on information collected during the development of the evaluation plan. Data gathered during an evaluation allows program leaders to learn from their mistakes, make modifications as needed, monitor progress towards program goals, and to judge the success of the program in achieving its short-term, intermediate, and long-term outcomes. The World Health Organization has established the Working Group on Health Promotion Evaluation and they created a set of conclusions and related recommendations to guide policymakers and practitioners (WHO, 1998).
· Require that a portion of total financial resources for the program is allocated to the evaluation (recommend 10%).
· Ensure that a mixture of process and outcome information is used to evaluate pilot test.
· Support the need for training and education for therapists and other staff members at CCCG.
· Create and support opportunities for sharing information on evaluation methods, processes, and outcomes through conferences, workshops, and other means.
· Establish clear goals for the new pilot study to reflect outcomes focused on data collection using the new mental health assessment instruments.
· Establish what standards must be reached for the program to be considered successful.
· Conduct needs assessment geared towards gathering feedback from therapists on what is working or not working with new mental health assessment instruments.
· Consider personal barriers that may affect clients in participating in online surveys: literacy, linguistic, accessibility/availability of computers etc.
· Rapid release of data from Advantage Consulting to therapists after data collection.
· Reminders in place to encourage compliance with protocol for outcome based client assessments.
· More complete data sets for analysis for the second pilot study with higher percentages of baseline and follow up assessments documented.
· Require evaluation tools that are integrated with routine program operations so as to have ongoing evaluation strategies that involve all program stakeholders.





TEAM LESSONS LEARNED/EXPERIENCE

· We supported Advantage Consulting during the development stage of their evaluation.  As such, we were able to ask questions and hold discussion that may have influenced evaluation design, such as participating during a feasibility/information gathering focus group with Valant.  

· We were brought in to develop an array of instruments and recommendations to be used to better support data collection.  During the process Advantage Consulting determined that clinical and standard forms needed to be used.  Our effort shifted to Advantage Consulting’s need for a guide (this document) that outlined the high-level process.  This is to be used as a component within the broader process evaluation led by Advantage Consulting.  As a result, the team learned flexibility and to be responsive and agile with respect to client needs.  There were multiple iterations of the request from our project advisor until we ultimately arose at the client need.  This was to be expected considering that the needs of the 2nd pilot were still under development when we were brought into the project. We learned the importance, in the future, of laying out concrete project goals at the start of the project, including a project plan, rather than developing the process during the evaluation itself.  However, due to the nature of the organization and multiple stakeholders, a more participatory model was appropriate and employed by Advantage Consulting for this evaluation.

· We also started down a path of determining how to best use and redesign instruments in the EHR to support CCCG providers and organization to use the EHR to drive quality outcomes.  This is still a goal of CCCG, but during the evaluation process, we learned that Valant did not have a robust enough platform to currently support data needs.  We gained several lessons about questions to ask to determine business need prior to an enterprise implementation.  In this case, it was determined after implementation that the vendor could not currently support data needs.  

· As a result of this discovery, the evaluation shifted to a process approach that would determine data infrastructure needs and recommendations.  This information would then be used as a bridge for CCCG to work with Valant to build EHR capacity.  However, the EHR vendor may still not be equipped to provide this data capability.  As such, the data lessons learned in this evaluation may be maintained in an alternate collection format, outside of the EHR. It is our hope that the lessons learned can be applied to one single integrated platform, such as the EHR, as this would better support therapists, drive quality improvement, and support business need.
· We also learned a great deal about communication with stakeholders and pursuing information so as to ensure we receive all materials to inform this guide.  We were often working with rapidly changing information, so we arranged multiple calls and email conversations until saturation and understanding was reached.  As a team this required us to activate patience and a take on a certain level of comfort in operating without full information.  This will be a helpful learning experience to apply to any of our future public health work.   
· At the inception of the project, we were given the caveat that therapists were quite reticent to the evaluation as it would ultimately lead to increased monitoring and a quality metrics driven organizational approach.  As a team, we observed our project lead and learned approaches to assuaging stakeholder concern.  In this instance, this entailed providing assurance to the therapists that the process evaluation was just to look at best practices surrounding the data process but not to evaluate their work efforts.  Debrief meetings were also held with the providers and Advantage Consulting to discuss concerns. We also thought that beyond the evaluator, this could be a key role for organization leadership.  We learned the importance of keeping all levels of stakeholders aware and engaged throughout the process so as to limit misinformation or concern surrounding the evaluation.  
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WHAT IS THE LONG-TERM FUNDAMENTAL IMPACT TO CCCG?
[7-10 YEARS] 

Overarching goal: An effective data collection process is used to support ongoing continuous clinical and organizational quality improvement

The data collection process and EHR continues to meet reporting needs of the organization.  The organization maintains the data collection process and EHR including supporting appropriate upgrades, staff training and engagement, and assessment of environmental needs

Tools developed during the evaluation can be used to support ongoing EHR upgrades and decision-making surrounding reporting needs. EHR system can poise CCCG to conduct outcome-based research.  EHR data to help with CCCG strategic planning

Note: Grey text provided and taken from Advantage Consulting created documents

WHAT IS THE SHORT-TERM AND IMMEDIATE CHANGE FOR CCCG ?
[1-3 YEARS] 
Use evaluation feedback to inform and redesign data collection process, especially approach to EHR

Implement the new mental health tools as part of data collection process (for purposes of clinical and organizational quality improvement) 
· Secure buy-in from therapists and providers
· Organization identifies and addresses their own QI goals

A redesigned EHR/database system is used in managing client care and organizational planning, development, and training

100% of clients have baseline data, process data, and outcome data recorded

Leadership reviews data and reports out during staff meetings to support this goal. All staff has a good understanding of data collection process

WHAT ARE THE DIRECT PRODUCTS OF EVALUATION?
Input to the following questions can be provided:
Are the proposed mental health assessment tools relevant and practical for therapists to use in their practice? And clients?

Is the new EHR/database capable of or will be capable assisting with collecting and analyzing client mental health status?

What steps should staff use in analyzing each client’s results and use it in the therapeutic setting?

What steps should the clinical director use to analyze the aggregate data to identify opportunities for supervision and training?

Recommendations for training, implementation, and change management tools are developed to support providers in new data collection process 

It is determined if Valant has EHR specification capability for data collection goal

HOW DO RESOURCES GUIDE EVLUATION? (SPECIFIC TASKS)
Review background docs of program activities.  Review goals and results of pilot testing of new mental health assessment instruments

Interview database vendor on data collection and analysis capabilities of new online EHR/database, ‘Valant’, designed for behavioral health organizations  (focus group format)

Assist project evaluators to develop evaluation and data analysis plan for implementing new data collection tools 

Hold qualitative debriefing sessions with providers

Determine what baseline and outcome data (with goal of QI) is feasible to collect from EHR and determine best data collection process
WHO IS ENGAGED IN THE ACTIVITES?
Clinical Director and President
Valant (EHR vendor)
Evaluator  (Advantage Consulting)
Therapists and Providers
Clients
Funders (JPW)

WHAT RESOURCES INFORM THIS WORK?
Leadership engagement and champions 

CCCG has strong relationship with evaluation team

Engagement and buy in with electronic medical record (EHR) vendor.  Complete  enterprise EHR implementation (with robust system).  Existing history with EHR for billing (not clinical)

Existing data from first round pilot evaluation

Existing data from the Jessie Parker Williams Foundation  (JPW) pilot study and grant requirements
WHAT ARE BARRIERS?
Limited timeline and budgetary restrictions with multiple implementation sites

Cultural shift in organization.  Some resistance towards shift to outcome measurements

Questionnaires/screening tools are time consuming and invasive for the client (mitigated with consent and client volunteers)


IMPACT
OUTCOMES

OUTPUTS

ACTIVITIES
INPUTS

Appendix I. Care and Counseling Center of Georgia Logic Model
CCCG Mission: Offering healing, wholeness, and hope to those in need and educating others for this service 
Evaluation Goal: Develop Data Collection Plan and EMR Functionality Analysis for Mental Health Assessments conducted at CCCG 

 

                                                                                                                           
























EXTERNAL FORCES
Limited funding for EHR
Data and reporting requirements from external entities such as CMS
A rapidly changing EHR and health care landscape
Reporting needs from funding organizations may shift 
ASSUMPTIONS
CCCG leadership has strong buy in for EHR goal to support efficiency, cultural competency, and clinical and organizational quality.  
The EHR is the best location for collecting data.  
The EHR has functionality that supports data collection. 

Appendix II: GATHERING CREDIBLE EVIDENCE
	[bookmark: h.30j0zll]
EVALUATION
QUESTIONS
	
POTENTIAL
DATA SOURCES
	POTENTIAL
DATA
COLLECTION
METHODS
	
STRENGTHS/DRAWBACKS

	

What are the essential
factors that allow for
successful data
collection?



	· Advantage Consulting resources (Khurram Hassan (Ko) and Ben Cossum)
· Therapists
· SurveyMonkey
· Excel
· Clients-focus on those clients participating in the Jesse Parker Williams Foundation Grants
	· Need the client to accurately fill out the symptom screener and Quality of Life (QOL) tool
· Therapists follow up with client
	Strengths:
· Ko & Ben will be reminding each therapist when a client is in need of a follow-up
· Client can fill out symptom screener and QOL online or on paper in clinic
· Interpreters and outcome measurement tools available for multiple languages
Drawbacks:
· Valant (EHR) cannot aggregate data
· Need to use SurveyMonkey and Excel to create data and reports
· Therapists are hesitant about data collection process

	

What are the barriers that hinder optimal data collection?



	· Advantage Consulting 
· Therapists 
· Valant (EHR)
· SurveyMonkey
	· Valant (EHR) does not have the ability to aggregate data 
· Therapists timely follow-up with client 
· Data is manually entered into SurveyMonkey
· Client drop off rates
· Ways to identify client in Valant (EHR)
	Strengths:
· Most of the therapists from the 1st pilot have signed up to participate in the 2nd pilot test
· Ko & Ben will be reminding the therapists about follow-up visits in the 2nd pilot test 
Drawbacks:
· Need an improved way to identify clients (client is manually entering their ID number, which could be inaccurate)
· Questions and answers to symptom screener and QOL has to be manually entered into SurveyMonkey by Ben and then data is extracted into Excel
· Client drop off rates
· Resistance from therapists

	

What are the
fundamental
components of data
      collection?





	· Child & Adult Symptom Screeners
· Quality of Life screening tool
· Goal setting tool 
· Valant EMR
· SurveyMonkey
· Excel worksheets
· Engagement by Advantage Consulting resources (Ko & Ben)
	· Goals are set between 1st & 2nd visit
· Link is given to client to provide feedback
· Symptom Screener & QOL are filled out by client
· Question/answers are entered in SurveyMonkey by Ben 
· Follow-up conducted between 4th-6th visit
· Ben provides therapist with data/report for each client
	Strengths:
· Symptom screeners are new (APA approved)
· QOL tool is shorter
· Goal statement will be written in language of the client, then restated by therapist in more therapeutic language
· Excel data and reports will be sent immediately to therapist
Drawbacks:
· Difficulty identifying client
· Therapists forgetting to conduct follow-up
· Client buy in necessary for completion of symptom screener, QOL, Goal statement
· Potential for inaccurate data entry
· Having to use multiple tools to collect and create data and reports (Valant, SurveyMonkey, Excel)






Appendix III: SYMPTOM SCREENER INSTRUMENTS (SELECTED EXAMPLES)
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Appendix IV: QUALITY OF LIFE INDEX INSTRUMENT (SELECTED EXAMPLES)
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DSM-5 Self-Rated Level 1 Cross-Cutting Symptom Measure—Adult

Name: Age: Sex: O Male O female  Date:,

If this questionnaire is completed by an informant, what s your relati with the individual?
Ina typical week, approximately how much time do you spend with the individual? hours/week

Instructions: The questions below ask about things that might have bothered you. For each question, circle the number that best
describes how much (or how often) you have been bothered by each problem during the past TWO (2) WEEKS.

None | Sight | Mild | Moderate [Severe Highest
During the past TWO (2) WEEKS, how much (or how often) have you been |1 2| 1areless | several More han | Mearly | Domaln
ol [thanaday | days | halfthe | every | score
bothered by the following problems? e vl Rl el
I [ 1 wittleinterest or pleasure in doing things? o 1 [2] 3 |a
2. Fesling down, depressed, or hopeless? o 1 [2 | 3 |a
1._[3. Feeling more iitated, grouchy, or angry than usual? o 1 [2] 3 |a
|4 Slecping less than usua, but til have a lot of energy? o[ 1 [2] 3 |a
5. Starting lots more projects than usual or doing more risky things than o 1 |2 | 3 |a
usual?
V. [6._Feeling nervous, anxious, frghtened, worried, or on edge? o 1 |2 s [
7._Fecling panic or being frightened? o[ 1 |2 s |a
8. Avoiding situations that make you anxious? o 1 [2] s [a
V. [9. Unexplained aches and pains (e.g., head, back, joints, abdomen, legs)? o[ 1 [2] 3 |a
10. Feeling that your inesses are not being taken seriously enough? o 1 [2 | 3 |a
V1. | 11, Thoughts of actually hurting yourself? o 1 [2] 3 |a
Vi, 12. Hearing things other people couldn't hear, such asvoices evenwhenno | 0 | 1 | 2 | 3 | 4
one was around?
13. Feeling that someone could hear your thoughts,or thatyou couldhear | 0 | 1 | 2 | 3 | &
what another person was thinking?
Vil 14_Problems with sleep that affected your sieep quality over all? o 1 [ 2] s
X. [ 15. Problems with memory (e.g, learning new information) or withlocation | 0 | 1 | 2 | 3
(e finding your way home)?
. [ 16. Unpleasant thoughts, urges, or images that repeatediy enteryourmind? | 0 | 1 | 2 | 3 | 4
17. Fecling driven to perform certain behaviors or mental acts overandover | 0 | 1 | 2 | 3 | 4
again?
X1 | 15. Fesling detached or distant from yourself, your body, your physical o 1 [ 2| 3 |a
surroundings, o your memories?
XL, | 19. Not knowing who you really are or what you want out of life? ol 1 | 2| 3 | & -
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DSM-5 Self-Rated Level 1 Cross-Cutting Symptom Measure—Child Age 11-17

Name: Age: Sex: O Male O Female Date:,

Instructions: The questions below ask about things that might have bothered you. For each question, circle the number that best
describes how much (or how often) you have been bothered by each problem during the past TWO (2) WEEKS.

None | Siight | Mild [Moderate| Severe | Highest
ot e, s sevra| W than | Nearly | Domain
firenado| s | hattne | every | Score
During the past TWO (2) WEEKS, how much (or how often) have you. ortwo e | oy | inican)
1. [1_[Been bothered by stomachaches, headaches, or other aches and pains? o [ 1 [2] 3 |a
2| Worried about your health or about getting sick? o | 1 [2] 3 [a
L[, [Been bothered by not being able o fall asleep or stay asleep, orbywaking | o | 1 | , | 3 | 4
up too early?
W[, [Been bothered by not being able o pay attention when you were in class or
| doing homework or reading a book or playing 2 game? R I
V.| 5._|Had less fun doing things than you used to? o [ 1 [2] 3 [a
6_|Feltsad or depressed for several hours? o [ 1 [2] 3 [a
V.&| 7. [Felt more iritated or easily annoyed than usual? o [ 1 [2] 3 [a
VI._[8 [Feltangry or lost your temper? o | 1 [2] 3 [a
Vil [ 5._|Started lots more projects than usual or done more risky things thanusual? | 0 | 1 | 2 | 3 | 4
10.[Slept less than usual but til had a lot of energy? o [ 1 [2] 3 [a
Vil | 11.[Felt nervous, anxious, or scared? o [ 1 [2] 3 [a
12.[Not been able to stop worrying? o [ 1 [2] 3 [a
Not been able to do things you wanted to or should have done, because
13- |they made you feel nervous? Of = =] e e
X Heard voices—when there was no one there—speaking about you or telling
* |you what to do or saying bad things to you? L
Had visions when you were completely awake—that i, seen something or
5 |someone that no one else could see? R I N R et
X Had thoughts that kept coming into your mind that you would do
16. |something bad or that something bad would happen to you ortosomeone | 0 | 1 | 2 | 3 | 4
eise?
Felt the need to check on certain things over and over again, Iike whether a
7 door was locked or whether the stove was turned off? R I I et
15, |Worried ot about things you touched being dirty or having germsorbeing | | | | 5 | ,
poisoned?
o [Feltyou had to do things ina certain way, ke counting or saying special |, | . | o | - | , -

T LevellMeasureChild...pdf # Show all downloads... X
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DSM-5 Parent/Gua

in-Rated Level 1 Cross-Cutting Symptom Measure—Cl

Age 6-17

Child's Name: Age: Sex: O Male O Female Date:
Relationship with the child:

Instructions (to the parent or guardian of child): The questions below ask about things that might have bothered your child. For each
question, circle the number that best describes how much (or how often) your child has been bothered by each problem during the,

past TWO (2) WEEKS.
None | Sight | Mild [Moderate Severe] Highst
Mot [far, e seers|More than | Nl | Domain
Al franaday| days | hatne | ovey | Score
During the past TWO (2) WEEKS, how much (or how often) has your child ortwo e | ooy |ciniian)
1 [1._[complained of stomachaches, headaches, or other aches and pains? o 1 [2] 3 [a
2._[Said he/she was worried about his/her health or about getting sick? o 1 [2] 3 [a
1[5, |Wad problems sleeping—that i, trouble fallng asleep, staying asleep, or ol 1 |2 3 |a
waking up too early?
UL |, [Had problems paying attention when he/she was in class or doing his/her
- |nomework or reading a book or playing  game? O g
1. [5._|Had less fun doing things than he/she used to? ol 1 [2] 3 [
6._[Seemed sad or depressed for several hours? ol 1 [2] 3 [
V. &[7._|Seemed more iritated or easily annoyed than usual? o 1 [2] 3 [a
Vi. [5 [Seemed angry or lost his/her temper?. o 1 [2] 3 |
Vil [9.|started ots more projects than usual or did more isky things than usual? ol 1 [2] 3 [
10 [Slept ess than usual for him/her, but stillhad Iots of energy? ol 1 [2] 3 [
Vil | 11 [Said he/she felt nervous, anxious, or scared? o 1 [2] 3 [a
12.[Not been able to stop worrying? o 1 [2] 3 [a
[Said he/she couldn't do things he/she wanted to or should have done,
%3 |because they made himher feel nervous? O 2 2 e
X[ 5, [5d that he/she heard voices—when there was no one there—speaking ol 1 2] 3 |«
Jabout hm/her or telling him/her what to do or saying bad things to him/her?
Said that he/she had a vision when heshe was completely awake—that s,
15 |saw something or someone that no one else could see? R I R
X Said that he/she had thoughts that kept coming into hs/her mind that he/she
16. |would do something bad or that something bad would happentohim/heror | 0 | 1 | 2 | 3 | 4
to someone else?
Said he/she felt the need to check on certain things over and over agai, ke
*7- | whether a door was locked o whether the stove was turned of2 R I I
15, [seemed o worry 3 ot about things he/she touched being diry or having. ol 1 |2 3 |a .
[rerms or being poisoned?

T LeveliMeasureparen ¥ Showall downloads... X
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Ferrans and Powers
QUALITY OF LIFE INDEX®
‘GENERIC VERSION - 11T
PART 1. For each ofthe following, please choose the answer that best describes how satisfied you are with that
area of your life. Please mark your answer by circling the number. There are no right or wrong answers.
2
Z 3 z

E 7 2 ]

ERE- B

1§28 & 3 %2

a § z =z § @&

5§ 2 32 & Z 3

> = =z =z = >
HOW SATISFIED ARE YOU WITH:
1. Your health? 1 2 3 4 5 6
2. Your health care? 1 2 3 4 5 6
3. The amount of pain that you have? 1 2 3 4 5 6
4. The amount of energy you have for everyday activities? 1 2 3 4 5 6
5. Your ability to take care of yourself without help? 1 2 3 4 5 6
6. The amount of control you have over your life? 1 2 3 4 5 6
7. Your chances of living as long as you would like? 1 2 3 4 5 6
8. Your family’s health? 1 2 3 4 5 6
9. Your children? 1 2 3 4 5 6
10. Your family’s happiness? 1 2 3 4 5 6
11. Your sex life? 1 2 3 4 5 6 A

T generic_qualityofife...pdf # Show all downloads.. X
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ERE O B

I35 &8 3 35 %

a § =z =z § 2
HOW SATISFIED ARE YOU WITH: F 32 E’ E’ g ¥
16. Your ability to take care of family responsibilites? 12 3 4 5 6
17. How useful you are to others? T 2 3 4 5 6
18. The amount of worries in your life? T 2 3 4 5 6
19. Your neighborhood? 12 3 4 5 6
20. Your home, apartment, or place where you live? T2 3 4 5 6
21 Your job (if employed)? T2 3 4 5 6
22. Not having a job (if unemployed, retired, or disabled)? 1 2 3 4 5 6
23. Your education? T 2 3 4 5 6
24. How well you can take care of your financial needs? T 2 3 4 5 6
25. The things you do for fun? T 2 3 4 5 6
26. Your chances for a happy future? T2 3 4 5 6
27. Your peace of mind? T2 3 4 5 6
28 Your fuith in God? T2 3 4 5 6
29 Your achievement of personal goals? T 2 3 4 5 6
30. Your happiness in general? T 2 3 4 5 6
31. Your life in general? T 2 3 4 5 6
32. Your personal appearance? T2 3 4 5 6
33. Yourself in general? 12 3 4 5 6
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