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Overview of Today’s Presentation

1. What s fidelity and why does it matter?
2. DACTS to TMACT: How did we get here and
what was changed?

3. Overview of the TMACT
4. Pilot studies of TMACT reliability and validity

5. Applying the TMACT for QI purposes in several
states

6. Re-examining the relationship between fidelity
and outcomes

7. Conclusions & next steps

What is it & why does it matter?

Fidelity: An overview

= Definition: The degree to which a program includes
features that are critical to achieving the inlended
outcomes
« Many purposes of fidelity measures
Our focus: To guide quality improvement efforts
= Fidelity is positively correlated with outcomes
More cosl-effective (Latimer, 1999)
- Decreases hospital days (McHugo et al., 1999)
= Provides a conceptual base for informed
adaptation and innovation

Dartmouth ACT Scale (DACTS)

(Teague, et al., 1998)

» Most widely used ACT fidelity measure

« 28 items/ 5-point anchored scales
“ (1= not implemented; 5 = fully implemented)

» 3 subscales (structure informed by McGrew ot al , 1994)
» Human Resources
= Organizational Boundaries
- Services

« Incorporated into Evidence-Based Practices
(Toolkit) Project

+ Sometimes used for accreditation/funding
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Example DACTS Item:
04. Responsibility for Crisis Services

Rating
Domain
1 2 3 4 5
Not Sy
Responsibility '“Tme service has :{:ﬂ;ﬂ; provides m";
for Crisis . program- | emergency
handling by phone; 24-hour
Services peneraled service
uisnr:u‘;asltnr prolocol consull role backup coverage
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DACTS Concerns

= Original intent: multi-site study of ACT for COD

« No ACT program manual available when developed
» Little grounding in program theory

= Doesn't fully match up with the National ACT

Standards

= Focus is on structure vs. process .

« Specific measurement gaps: How did we get here (TMACT)
+ Recovery-oriented practices (vs. medical model) from there (DACTS)?

« Team functioning (vs. team structure)

+ Staff roles (e.g., vs. staff FTE)

« Specific treatment & rehabilitation interventions
* Recalibration of some items

Washington State ACT Implementation Our approach to scale development
« WA richly funded 10 ACT teams in 2007 * Applied the DACTS template & approach
» WA chose & adapted National ACT Standards : ersswalket}l WAACT Slandardsivity DACTS
« Needed to address concerns about a + Built on the initial work of ACT Center of Indiana
potentially coercive or paternalistic model * Worked collaboratively with national experts on
« Rich training & TA with focus on: core content development
* Promoting a culture of recovery within teams on Day 1 » Ongoing Vetting & Feedback: .
* Getting ACT basics down, but quickly moving to clinical + Practicing ACT clinicians
skill-building (e.g., MI, IDDT, SE) * National experts in related areas
+ Speaks to need for a fidelity tool that captures - :’l:ielit:l ﬂ;vf:::urs M:; 1nilﬁleﬂ the scale i
these essential processes Wletisnlsios e ploLeies.
« Implications outgid:t::f WA State « Piloted 52-item version with 2 WA teams; refined |
through further piloting in WA, PA, NY, NE, & F:-J 1’
L J |

Qur Aims

« Better assess processes consistent with high
fidelity ACT
Recovery-oriented services
« Evidence-based practices
Functions promoting a transdisciplinary team
= Improve the reliability and validity of the
assessment i
. Minimize subjectivity What did we change & why?

- Offer more guidance with concrele examples and
decision rules

» Create a more nuanced measure of ACT

- Distinguish between low, moderate, and high fidelity
CT teams

g
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From DACTS to TMACT: Changes

DACTS = 28 items

« Revised (20 items)
Rescaled anchors
Modified assessment
= Removed (6)
Items not particular to ACT
Folded into another
» Added (25)
- New items judged critical to ACT
« Extracted/ expanded concepts embedded in earlier
items

TMACT = 47 items

ACTA - Chicago, 6/18/2010

| Summary of Items Added

« Evidence-based practices
ACT is a platform for delivering comprehensive serwces
Many effective services available for adults with severe
mental illness

« Staffing roles in treatment and within team
A warm, qualified body not enough!
More specification about what services are to be delivered
Creating a true transdisciplinary team

+ 4 items assessing person-centered planning practices
If misused, ACT services have the potential for being
coercive and paternalistic.
Operating from a recovery model arguably epitomizes high
fidelity ACT

- The Tool for
‘Measurement of ACT
(TMACT)

What does it look like?

Overview of the TMACT

* 47 items; 5-point anchored scales

* 6 subscales:

Operations & Structure (OS): 12 items

Core Team (CT): 7 items

Specialist Team (ST): 8 items

Core Praclices (CP): 8items

Evidence-Based Practices (EP); 8 items

+ Includes 1 Supporr.iva Housing item under development
Person-Centered Planning Practices (PP). 4 items

O

o

Operations & Structure (OS)
0S1. Low Ratio of Consumers to Staff
0S2. Team Approach

0S3. Daily Team Meeting (Frequency & Attendance)
0S4. Daily Team Meeting (Quality)

OS5. Program Size

OS6. Priority Service Population

OS7. Active Recruitment

0OS8. Gradual Admission Rate

0S9. Graduation

0S510. Retention Rate

0S11. Coordination of Hospitalization
0S12. Dedicated Office-Based Program
L Assistance

0S4. Daily Team Meeting [Cltilmy] Team uses |ts daily team meeting to: (1)
Conduct a brief, but clir y t review of all & contacts in the
past 24 hours AND (2) record status of all consumers. Team develops a Daily Stafi|
Assignment Schedule for the day's contacts based on: (3) Weekly Consumer
Schedules, (4) emerging needs, AND (5) need for p A o p
future crises, (6) Staff are held accountable for follow- -through.
1 2 3 4 5

Daily team
maeoting serves Mmgr:ULLY Mmf% Diaily team
no more than 1 | serves 2 funclions [serves 3 i

function oR oR Meeting FULLY | "008 HECY
serves 4 or 5 of thef
OR 3 functions 5 functions it functions

2 functions served, at least | served, al least (500 under
served, al least|  PARTIALLY, PARTIALLY. definition)

PARTIALLY
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[CT4. Role of Paychi.nrlc Care Provider {In Treatment): In addition |o providing
the care provider serves the following
Core Team (CT) functions in TREATMENT m typicaly meets with consumers al feast morthly to conduct
W0 & rosp to 19 side effects; (2
Druvldesbrlefll‘unw [3},_ W dicati i lon 1o (4] iors all
* CT1. Team Leader on Team ¥ RIS hacol cOinm r ronpasi (5) ¢
e CT2. Team Leader is Pracllcmg Clinician fcare providers to ensura wntlmﬂy of coare; & (6) conducts homelcommunity visits,
* CT3. Psychiatric Care Provider on Team 1 2 3 4 5
* CT4. Role of Psychiatric Provider (in Treatment)
* CT5. Role of Psychiatric Provider (within Team)
Psychialric camn -
» CT6. Nurses on Team - eso | Peyersatic care | PoYENSIc care
* CT7. Role of Nurses f carn [Psychialrc caro| g octions, which| proveer performs e
providar performst  provider ey e inesion %1 8 functions, which | 2L & reatment
no more than 2 | perfarms 3 or 4 OR mcluannhhcmn functions
functions total functions performs 5 #1 |see under
functions (#2 - #6) Gisnce).
I'.‘.'TS Rnl- of Pnychlatﬂc Care Provider (Within Team): 1) supervises lhe_
ic treatment of c on the team; {2) educates non-medical team
mamners on medications and their side effects; (3) attends majority of treatment sl
planning meetings; (4) attends daily team ings in proportion to time all Spec"aIISt Team (ST)
on team; (5) actively collaborates with RNs; and (E] provides psychiatric back-up
jo the program after-hours and weekends. e ST1. Substance Abuse Specialist on Team
1 2 3 4 5 » ST2. Role of SA Specialist (In Tx)
. . Role of SA iali ithin T
pegenatic carg | POYCHBIG ST3 eo S Spec_ a _|st (Within Team)
pravidar owne prowiosel = ST4. Vocational Specialist on Team
- _ REmeS oam funchore * ST5. Role of Voc Specialist (in Employment Services)
e (PR corm| PO v prodes, | SR * ST6. Role of Voc Specialist (withinTeam)
porfoms o | peoms3 | PeTOmMS |y tgam | Perform al 8 * ST7. Peer Specialist on Team
mare than 2 toum i 4 team \ & team functions & o
LS Wirisiche. there is a st * ST8. Role of Peer Specialist
mnd\am:;: communication
prod providers

ST8. Role of Peer Specialist: (1) coaching and consultation to consumers to
and self-direction (e.g., preparation for role in treatment .
lanning meelings); (2) facilitating wellness management siraiegies (6.g., WRAP| Core Practices (CP)
[IMR); (3) full participation in all team activities (e.g., tx planning, chart nulas) and
4) cross-training of other team in recovery principles and | . CP1.Community—Based Services
1 2 3 4 5 * CP2. Assertive Engagement Mechanisms
= CP3. Intensity of Service
* CP4, Frequency of Contact
Mo Pear 5
NoPeer | pear Specialist = CPS5. Freq. of Contact with Natural Supports
Speun:lﬂ::"m FULLY r'f:rrm me"::ﬂ | Peer speciatst « CP6. R q ibility for Crisis Servi PP
1 function witte| 1 o™ | Peer Spocialist_| FULLY performs . Responsibi Il}f or Crisis Services _
Bivog ol oyt % team PRl piriocis 8] Ak« Jancions * CP7. Full Responsibility for Psychiatric Services
anyafthed | 21COnS, 8t 13 g pnctions, o e team rorboie » CP8. Full Responsibility for Rehab Services
functions withn PARTIALLY least PARTIALLY.
the team :
- » \ J
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ICP8. Full Responsibility for Rehabilitative Services: Rehab. services are
directly provided by the ACT team rather than by an external program or provider.
[These services include: social & communication skills training, functional skills

training lo enhance independ Hving (e. 9. Ivities of daily living, meals, safety,
planning, chores), & portation planning a skill bullding, & money
management.
1 2 3 4 5
Less than 30% 30~ 59% of 80~ 78% of 80% or mare of

of corsumers in gy n
need of CANNOMArE

gk need of services [ need of services
retabilitation i
SErvices are an il e recehing them SerVICes are

receiving them 'M:‘u:‘::'" the | them from the from the team. recelving them
from the team . from the team

B0 - 89% of CONSUMers in
In need need of
of services are rehabilitation

El’ll Integrated I:lu-l Dlsordan Tx (IDDT) Model: The FULL TEAM (1)

int mental iliness and substance abuse; (2) follows
mgnnws-behawutal principles; (3) does not have absolute expectations of
abstinence and supports harm reduction; (4) understands and applles stages of
change readiness in treatment; and (5) Is skilled In motivational interviewing.

1 2 3 4 5
Team primarily Teamis FULLY
uses (raditional based in IDDT
maodel. (e.g.. 12- Team primarily treatment
slap Oniy1-2 Only 3 criteria operates from principles and
programming, | criteria are met. are mot IDDT madel, maats all 5
focus on meating 4 critena criteria
abstinence) {see under
Criterna not met, definifion)
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Evidence-Based Practices (EP)

EP1. Full Responsibility for DD Services

EP2. Full Resp. for Vocational Services

EP3. Full Resp. for Wellness Management

EP4. Integrated Dual Disorders Tx Model

EP5. Supported Employment Model

EP6. Engagement & Psychoeducation w/
Natural Supports

EP7. Empirically-Supported Psychotherapy

EP8. Supportive Housing Model (new!)

EP6.E &P 1 ion with Supports: The FULL

TEAM works in pannnrshlp with consumers' natural supports. As part of their
aclive engag of natural supg team (1) provides education about their

loved one's iliness; (2) teaches problem-solving strategies for difficulties caused
by iliness; and (3) provides &/or connects natural supports with social & support
groups.

Person-Centered Planning Practices (PP)

e PP1. Strengths Inform Treatment Plan

e PP2. Person-Centered Planning

PP3. Interventions Target a Broad Range of
Life Goals

PP4. Consumer Self-Determination &
Independence

1 2 3 L) 5
Team uses 3 Team works in
Team does not specified T 3 partnership with
Team uses 1 or ) specified
use any of the ¥ sirotegies with consumers’
A 2 specified strateges with
specified consumers’ natural supporis
strategies with sirategies with natural ba and engages
CONSLMErs siupports, but 2 them using ALL
natural X but 1 strategy is
natural - siralogies are anly PARTIALLY 3 strategies
Supports. P only PARTIALLY idod {see under
provided. . definition)
PP2. Person-C ed P; ()] p of formative

treatment plan ideas based on initial inqulr‘_.r and discussion with consumer; (2)
conducting regular treatment planning meetings; (3) attendance by key staff,
consumer, & anyone else s/he pre{ern tailoring number of participants to fit with
the ‘s p (4) g Is driven by s goals &

Teague / Monroe-DeVita / Moser

prefarances; & {5} provision of cuachung & support to p self-direction and
leadership within the meeting, as needed.
1 2 3 - 5
Team provides | Team FULLY Team FULLY
na mora than 1 provides provides Team FLAIL_I;_YS
akamant 2 plements 3 elements Team FULLY pm;“
of person- of person- of person- ‘pruvldas of
p el lariing of parson- Eordonkng
OR OR oR cantersd plnnieg
1 2ok provides 4 g ey (see undar
ded, ol least | pr , &t least at least cacimion).
PARTU\LLY PARTIALLY. PARTIALLY.
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TMACT Protocol: This is the scale!

* Part |: Introduction
* Checklists to prepare for fidelity reviews
* Methods
* Reporting guidelines
e Part ll: Item-by-item breakdown
» Data sources
* Specific interview questions
* What to look for within each data source
* Guidelines for scoring
« Explicit inclusion & exclusion criteria
* Tables & checklists
* Case examples
* Formulae for ratings
* Part lll: Appendices
= All additional forms

CCM - ﬂnwﬁ. eh.

e Hoaw s yonu smiect the cnm you
atterct?
Havm '
imam? Whan, how aften, whil was fe pe?
Do My ! Adk for
i T [ P e week et nst

& Coneultation Provided af lmast monthly
&  Atendance st Dally Tesm Mestings: Eyidence that thers i mguis stisrdance s all dady mam

- - ing Mestings-
for conaimens with dusl disarders
| Fenting Gusatemn: [ sromraw with 318 5CERIAICS Abuve specia as premary daw source s aeence sl

moenng),
at vasi mmority of Feaiment planning
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051. Low Ratio of Consumers 1o Staff : Teem mamtans o low consumer-o-staff rtio of 1001,
m‘mmﬂﬂ

] o

i Tl o 11 L, R
s-n-nuz vdmmmrm Sen item #85. !d’mprn-ﬂy-wd

U

lnr.lslm - AI:TM ma-ummaaﬂw(mmm

Criterta: vocational specialist. and leam leader) EXCEPT the peychialic care provider. Part-
Tames o fmenp staff must work sxchusivaly with the tsam for o least 16 hreiwk & stond
e daily team meeting of least 2 per wesk,

& Conswmers: |n counting ihe cumnt caselond, inchade ol “active” o “enrollod”
congamers. The caseload lotals should include any consurmer who has been formaly
acmitted, even il il is a5 rocont as the last woek. This count should not exciude
consumars currandly enrolled on the team whe are dificul to engage and have nol
hund rocent contact with the leam. The definition of active stalus s delermined by the
tonm, but note tht the count wil affect cther fidelity ilems, such as frequency of visits.

|Exciusion & Donot include psychiatric prescribser in count.

Criteria: & Donol include administrative support stall, such s the program essistant o other

essgned 1o pr oversaght 1o tho taam.

& Donot count stafl who are technically employed by the team but who have been on
exiended loave for 3 months of mom,

{# CONSUMERS PRESENTLY SERVED) / {# FTE STAFF)

1 X3 S T F B - 5
M |26 consumens per| 10 consumen per
| team member or 18-25 1418 n-13 leam member or
mare. Tewres

|3 Team members rogulndy sssess for readiness for
mwmmlm«

1) Teamn conducts regular essessmant of noed for
ACT services
0 Team may use a level of care sysism to categonze

consumes rasdiness for dischrge & rogulary
i s lsam or (TT,

0 Useof lower o less miensve senoes such as
2) Team uses explict crteria or markers for nesd io hempitals of pmergEnCy TOOME.

transfer io less niensive opfion. (@ Mare independent functiening in major role arsas
0.0, work, socil. seif-cara)

imimrview wih clinician. Reconcls any discrepancees with follow-ug uessons wilh e leader
1 =1 53 3 =) = | ) e
Mo substance shuse | Sibstance abuse -
| pcsatat siafing ar pocuke: Subsiance stne s‘""“:“' i ""'“'
1ha e PARTIALLY | npecasis: performs - i
oR partorme 102 | 2 anchions wehe | e "M PR
e et ke vy | Ancsonswiiinthe: | the e T ] Ao winin
L I tman
af the 4 functicrs. imam

|3 Gradug transition may begn with & “Transition
Group,” comprised of olher ACT consumens who
wre gettng ready for graduaton.

(O Consumes may bry oul senvaces in another program
3) Transstion is gracusl & ndvidualized, wilth assured for bewef peniods. of lime (6.g., & Tew hours o ong
contnuty of cane

mechaninms for hmher (o contact the ACT team.

|
|
I
i

Criteria & Examples

1 Team continues to communcalo with ransion
servicn provider rogarding consumes's stalus.
NOTE: Thesa do net have to be formal mestings,
but need to al least be some fom of checking In on
the consumen’s status,

4) Status is monitored following rarsition, por
individual need.

(3 if neoded, (nem mombens visit consumer (0 asseas
SHALS N Iranmston sorvices allor gradustion.

13 Tean miry resarve 1-2 siots for re-enroliment of
onmumirs who graduate from the program o o
imted penod of tane (a.g., 3 months post-
discharge from ACT)

5) Thesre s an option o reiurm to the team as neoded

Teague / Monroe-DeVita / Moser




Fidelity & Quality Improvement:
Applications of the TMACT

Fidelity Review Method

= Review in pairs of two; independent ratings &
consensus on final team rating

= Currently takes 1.5 days per fidelity review

* Primary data sources:

- Team survey & Excel spreadsheet (before review)
Observation of daily team meeting & treatment
planning meeting
Chart review (random selection of 10)

+ Interviews with most staff
+ Interviews with consumers (3-5)

Use enhanced protocol & data collection forms
Feedback targets performance improvement

ACTA - Chicago, 6/18/2010

Written Reports: Mastering the Skill of

Providing Thoughtful Feedback

+ Comprehensive written reports (20 — 30 pages)
Item level ratings with some feedback and rating justification
Synthesized feedback on the team’s strengths and areas ded
for improvement.
+ Feedback provided at both the macro and micro level
Review data to identify major themes that capture areas in need of
improvement
Major areas of improvement may not be directly assessed by the
TMACT, but if remedlied, will have an impacl across several items.
Exampl f
+ Expand the scope of individualized, evidence-based services dellvered to
ACT consumers
+ Refocus team member's efforts towards the consumers who would benefit
most from their particular area of expertise and/or therapeutic relationship.
* Dovelop greater team cohesion so thal the full array of team resources are
belng ac , and team pt both
compliment and correct one amther

Training & Supervision of Reviewers |

-

Sy
Training on ACT — need to know the model! \rur\"\L‘
Orientation to TMACT protocol
* Conduct evaluations
« Sitin on 1-2 fidelity assessments, participating side-by-side with
fidelity reviewers
Participate in consensus ratings during training
< Team up with an experienced fidelity reviewer for first
independent reviews
* Peer review of fidelity ralings & reports
Check accuracy of ratings and quality of item-level feedback
Provide coaching in how to synthesize data to make meaningful
recommendalions
* Maintaining and improving quality of evaluation process
Assessor training and work performance checklist (ACT Toolkit)
Boosler training o prevent drift

L]

Written Reports: Mastering the Skill of
Prowdlng Thoughtful Feedback

paperwork daysfaraﬂ staff,

- A systam can be ‘where staff request paperwork time when it
bacomeu maore pressing for them to have it

« A rotating shift management role can also provide time for staff to get
caught up on paperwork.

+ If a large part of pap ! is canter on developing plans, then try
to fully utilize the ITTs to meat for an hour weeks before a plan is due, to
sketch out the plan given conversations they'd had with consumer leading
up to this point. The ting with the ¢ then b more a
review, where the consumer modifies the tentative plan already drafied.
This process tends to reduce burden for the primary care coordinator for
that consumer.

What have we found so far?

Teague / Monroe-DeVita / Moser

Method

= Fidelity reviews with TMACT in three states:
- WA: 10 teams at baseline, 6m, 12m, 18m
« PA(Allegheny Co). 6 teams al one point in time
(analyzed at various stages/ages of implementation)
- NY: 49 teams al one point in time (analyzed at
various stages/ages of implementation)
= Similar approaches to data collection, using at
least two fidelity reviewers per site
* WA & PA reviews took 1% days; NYS reviews
took 1 day
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Our experience in several states

Themes Across States

« Recently piloted TMACT in WA, NE, FL, & PA State of Washington
« Varied plans for using TMACT for Ql purposes « 10 teams statewide
« State-driven Ql vs. QI at local level « Primary goal: QI (with some tie to contracts)
« Some tied to outcomes + Driven by the State
= Varied selection of trainees/fidelity reviewers * University provides training & TA to teams
« ACT team members and/or outside entities « Trainees/fidelity reviewers:
» Generally consistent training model - Trained 7 reviewers statewide
= 1-day orientation to the TMACT (some orientation to -+ Two reviewers per review: 1 State rep; 1 university rep

ACT model if neeqed) B _ _ _ » Training model consistent w/ previous description
- 1% days side-by-side training during fidelity review

Group consensus ratings & report peer-review = University provides booster training of reviewers
Repeated at least 1x per training cohort « Plan to tie fidelity review data to outcomes —

« Varied approaches to training sustainability collected separately, analyzed by UNC

8

State of Nebraska State of Florida i
* Three teams statewide « 31 teams statewide; 10-year history; tight funding |
« Primary goal: QI « Goal 1: Ql via peer-review/consultation network
Driven by the State - State: requested evaluation; facilitates; modest support
* Plan to bring in consultants for ongoing training/TA = University provides initial training in fidelity evaluation
« Trainees/fidelity reviewers: « Goal 2: Determine outcomes & relation to fidelity
- State ACT lead staff, MCO, local regions, Medicaid & « Plan o link fidelity & outcomes: multiple
team leaders databases, consumer survey; control group; University
- Future reviews will likely include team leaders ar_lalyzes ) ) )
« Training model consistent w/ previous + Trainees/fidelity reviewers statewide:
st » 5 trainee/trainer-reviewers, 8 more trainee-reviewers
description (x3) ;i el
= Discussed ways to apply fidelity tools to collect i Two_ FEMENELS A TENTIEW: OB . BENT1 IDagor .
= Training model generally consistent w/ previous
some outcome data Al z d < A ,_
-t 1
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Why Do We Bother? Suboptlmal Implementatlon‘?
» We still have something of a black box problem = Background: ACT...
) « Need to learn more about how ACT functions - Not a treatment per se, but a way of organizing services
[?Q_\‘A « Recent research shows smaller effect sizes, e.g., * A platform intended to accrete whatever contemporary
t & \ﬂ'p * UK studies — integrated community care, principally best-practice tmalmpnts are needed
“ﬁ \ ‘d){/ hospitalization outcomes * Needs lo keep up with field
\& + ICM — fewer specialists, higher caseloads « Inadequate fidelity specifications — in combination
Q\P }q\f - Specific EBPs (IDDT, SE) with incentives — weaken potential for...
U \,5 » Possible sources of difference - Implementation & thus care delivered
PN - Context: policies; community/culture; treatment system - Recovery for consumers
) differences (including improvements in practices) - Evidence of effectiveness
» Selection: not all consumers should be recruited - Inferences & conclusions re: program design, best
» Suboptimal implementation (poor fidelity) practices N

Needed

» Adequate standardized measure of features
theorized to be critical
« Participation across multiple settings / states
» Compatible measures of a range of outcomes
« Integrated analysis
= Program processes, consumer characteristics, service
system context, outcomes Where do we go from here?

= Intent: identify empirically critical features and
relationships to context & person variables

« Evidence to support and/or help reevaluate
» Organizational, treatment, & boundary features

» Person /program matching
L
Next Steps Lrh’d'./\ )
P % We Wish To Thank...
» Minor changes & call it done (for a while...) « Ourinitial funders at the
« Continue current use & extend YSangton ks Mertied + Ourcolleaguesin PA:
« WA (30-mo. reviews) & other slates State ACT Fidel Kim Patterson, MSW &
 Additional regions, states, countries ' ) VRV::;hmlngm!'l e P 57:;,22:“31"' 3=
« Prepare/refine training materials & protocol : E;brﬁﬂnd NIES e HealthChoices, Inc., PA
+ Intended research (with additional support) Shannon Blajeski, MSW « Our colleagues in NY:
- Fidelity measurement: reliability/validity; value added X %‘;’: JMa;:‘usf:;, T‘g\'x Molly Finnerty, MD, Jennifer
« Outcome research as described - Diane Norell, MSW ;":3:1::3' ;hs%ucin:jn?
. s « David Reed, MAT ellato, s
« Enduring questions - Summer Schultz, M.Ed. Zanger— New York State
- ACT: benefit/cost; absarption of new technology * Bill Voss, Ph.D. Psychiatric Institute, Office
- Fidelity: models; methods, intensity, timing * Yura Yasui, Fh.D. of Metal Fisallh
4
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