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Progress and Representation

-  Three meetings complete (five remaining)
- Attendance/representation from the following stakeholders:
- Providers — Hospital Owned and Independent
- Health First
- Bi-State Primary Care Association
- Vermont Medical Society
- Program Managers/Community Health Team Leads
- Quality Improvement Facilitators
- Agency of Human Services - Health Reform
- Blueprint Central Office
- Department of Mental Health
- Larner College of Medicine
- Vermont Program for Quality in Health Care

- Blue Cross Blue Shield g’
- National Committee for Quality Assurance VERMONT
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Evaluation Plan Deliverables

In progress or completed:
Background/Evaluation Purpose/Scope

Logic Model or Theory of Change
Program Aim and Objectives
Assumptions

Stakeholder Matrix

Evaluation Questions
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Blueprint for Health Expansion Logic Model

AlM: To provide Vermonters with enhanced screening, care, support, and coordination for circumstances that impact their health and wellbeing, their mental health needs, and substance use concerns throughout their lifespan by formally incorporating services into Patient
Centered Medical Homes across the state. Within 1-2 years, the Blueprint for Health will increase the number of health professionals working im Patient Centered Medical Homes who possess the knowledge, skills, and competencies necessary to provide high guality,
person-centered, coordinated care for individuals at risk for and currently experiencing mental health concerns, substance use needs, and/or requiring assistance to navigate barriers, facilitators, or other social factors.

INPUTS ACTIVITIES OUTCOMES
‘What we invest What we do ‘Who we reach outputs Short/intermediate results long-term results
Patient Service Provision
# Community Health Team Staff (50-60 FTE total), which = DULCE * Patients # Etaff hired PCMIHz are consistently asking about SDOH, MH, and 5U needs | Morbidity
may include ¥ Evidence based MH and 3UD Services # Families of Vermonters. -Decregsed physical morbidity —
-Community Health Workers Screening # Unigue patients served diobetes, stroke, myocaraiol
-Drug and Alcohaol Counselors Stepped care interventions # Screenings completed PCMHz are equipped with the workforce, knowledge, and skills | infarction™

-Mastars Level Mentzl Health Clinicians/Socdal Workers

# A4 FTE 0l Facilitators
¥ Education and Training Funds {5200,000)
# Data and Analysis Funds {5350,000)

Referral to higher level of care
Fost Hospital Follow Up

Post Residentizl /10T Follow Up
Ongoing care management

# Provider/CHT Education and Training
# Winrkfarea{CHT) Monitoring
# Outcome Manitoring

¥ Quality Improvement Facilitation

# Providers and teams
# CHT Members

¥ Program Managers
¥ Ql Facilitators

# Aszessments completed
# Care plans completed

# Interventions provided
# Follow ups completed

# Referrals complete

# Training =z=szions delivered

# Ol Interventions Delivered
- Im practice facilitation

- Academic detailing

- Learning collaborative

necessary to address Vermonters SDOH, MH, and 5U needs.

PCMHz hawe systems in place to measure and monitor service
demand, service provision, and clinical outcomes of MH and
SUD care.

PCMHz have protocols, agreements, and systems in place for
MH,/SUD consultation, co-management, and higher level of care
BCCESS.

Increazad percentage of new SUD episades that resuftin
trestment initiation and engagement, stratified by three
diagnosis cohorts: (1) alcohol use disorder, (2) opicid uss
disorder, and {3} other substance use disorder.

Improvement in patient reported ocutcomes sfter treatment,
including general mental health stetus and experience of care.

Patients and Families experience greater coordination and
continuity of care at their PCMH following ED wvisits,
hozpitalizations, and discharge from residential or 10T services
within required timeframes.

Mortality

-Decregsed deaths af Vermont
Residents reloted to drug
overdose and swicide™
-Decreased deaths aszocigted
with chronic physical iliness™
Function

-improved physical,
psychological, secial, and role
functioning

Quality of Life

-improved Social Adjustment
and Participation, Purpose,
Belonging, Wellbeing

Systems of Care

-Access - Improved timeliness
and gpproprigteness to MH and
SUD services

-Improved Patient Experience of
Care

-Improved Provider Experience
of Care

Assumptions

It is appropriate and necessary to address MH and SUD needs in the PCMH setting, including:
1. Short termyepisodic mental health 2nd substance uss needs

2.

Long term MH and SUD dizgnoses

3. Co-occurring conditions
Pediatric/adolescent population and adult population service nesds will differ
& lot of work is zlready occurring; these additional resources and program activities will relieve some of the challenges faced by providers and teams in PCMH settings

This work will integrate into a continuum of care — working in parzllel and partmership with existing programs in DAs, HUBs, Spokes, Private Practices, Peer Support Programs, etc. Additional work will be

required to articulate:

1
2.
3.

PCMH specific intervention goals
Referral criteria and pathways

Referral expectations: consultation, co-management_ar comprehensive and coordinated care

Local communities are best able to determine the CHT staffing mix and location based on their unigue practice types and populstion nesds (within defined parameters)

Adding CHT staff is possibla in this workforce climate
There is an existing need and desire for developing knowledge, skills, and competencies for treatment of S3UD and MH needs in primary care

External Factors

integrated)

integration)

programs)

¥ Practice organizationzl structurs (g independent, affilizted,

¥ Practice environmenit (.g., patient demographics and health
literzcy, practice size leadership)

¥ Health care environment [e.g., payment approaches, general
practice patterns, level of market competition and

# Community resources (2.g., availability of sodal services,
linkzges between health care delivery and local public health

¥ Existing incentives, supports, and initistives
# National/world health and zocial change




Expansion Pilot Aim

To provide Vermonters with enhanced screening, care, support, and coordination for circumstances that
impact their health and wellbeing, their mental health needs, and substance use concerns throughout their
lifespan by formally incorporating services into Patient Centered Medical Homes across the state. Within 1-
2 years, the Blueprint for Health will increase the number of health professionals working in Patient
Centered Medical Homes who possess the knowledge, skills, and competencies necessary to provide high
quality, person-centered, coordinated care for individuals at risk for and experiencing mental health
concerns, substance use needs, and/or requiring assistance to navigate barriers, facilitators, or other social

factors.
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Objectives/Desired Outcomes for PCMHS

PCMHs are consistently asking about and addressing SDOH, MH, and SU needs of Vermonters
throughout the lifespan.

PCMHs are equipped with the workforce, knowledge, and skills necessary to address
Vermonters SDOH, MH, and SU needs.

PCMHSs have systems in place to measure and monitor service demand, service provision, and
clinical outcomes of MH and SUD care.

PCMHs have protocols, agreements, and systems in place for MH/SUD consultation, ce
management, and higher level of care access.
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Objectives/Desired Outcomes for
Vermonters

Increased percentage of new SUD episodes that result in treatment initiation and engagement,
stratified by three diagnosis cohorts: (1) alcohol use disorder, (2) opioid use disorder, and (3)
other substance use disorder.

Improvement in patient reported outcomes after treatment, including general mental health
status, substance dependence and use, and experience of care.

Patients and Families experience greater coordination and continuity of care at their PCMH
following ED visits, hospitalizations, and discharge from residential or IOT services within
required timeframes.
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Stakeholder Matrix

Stakeholder Group Impact Influence Relevance to Stakeholder

How much does pilot impact them (low, How much influence do they have over the What is important to the stakeholder?

medium, high) pilot (low, medium, high)

-

Legislators Medium
- Senate
- House

Agency of Human Services Medium

Medium

Administrative Entities Medium

Low/Medium

High

High

Medium

Medium

Medium

High

High

Low

Caring for themselves and their loved ones.

Accountability to constituents

Responsibility for administering and
oversight — State and Federal
Demonstrating efficacy and value of added
services
Cost and benefits to beneficiaries

Responsibility for administering and
oversight — Local Health Service Areas

Expansion of team members roles, resources

Providing high quality, high value care to
Vermonters

Addressing patients needs

Ensuring the right care, right place, right
time.
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Draft Evaluation Questions

The following 9 questions will form the overall evaluation framework:

*REACH - Who was reached by this expansion pilot?

*EFFICACY - How effective was the expansion pilot at providing Vermonters with enhanced screening, care,
support, and coordination for circumstances that impact their health and wellbeing, their mental health
needs, and substance use concerns in Patient Centered Medical Homes?

*ADOPTION - How well was the expansion pilot adopted by target staff, practices, and institutions?

*IMPLEMENTATION - Was it implemented as planned? Were there any adaptations made? Were the funds
used as intended?

*What impact did the pilot have on the Administrative Entities tasked with administering the Blueprint for
Health Programs/Community Health Teams?
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Draft Evaluation Questions (continued)

*What impact did the pilot have on the Administrative Entities tasked with administering the Blueprint for
Health Programs/Community Health Teams?

*What impact did the pilot have on Patient Centered Medical Homes? Were there any unintended
outcomes (positive or negative)?

*What impact did the program have on other Mental Health, Substance Use Disorder, and Social Service
Providers? Were there any unintended outcomes (positive or negative)?

*What impact did the pilot have on patients, families, caregivers, and their local communities? Were any
Vermonters not previously engaged with a Patient Centered Medical Home able to benefit from any of
these services?

*MAINTENANCE - What supports and resources will be needed to maintain the initiative over time?
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Planned Upcoming Work

*Integration of DULCE evaluation criteria (ongoing)

* Data Collection Plan (Sources, Methods, Timing, Responsibility)
* Ethical Considerations

» Data Sources/Evaluation Question Matrix

* Reporting Products

*  Communication Plan

*  Timelines
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Challenges and Concerns

Awaiting decision on term of pilot

Coordinating with decisions to be made by the Program Planning Groups (e.g. expectations around
frequency of certain activities, standardization of screening and outcome measurement)
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Timeline

Session 4 - May 3, 2023 — Matching Questions with Measures

Session 5 - May 17, 2023 - Measures (continued) / Data Collection
Session 6 - May 31, 2023 - Data Collection (continued) / Communication of Results

Session 7 — June 14, 2023 — Final Evaluation Plan Review
Session 8 — June 28, 2023 - Flex
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