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Purpose:
The purpose of the PBHCI grants is to improve the overall wellness and physical health status of people with serious mental illnesses (SMI), including individuals with co-occurring substance use disorders, by supporting communities to coordinate and integrate primary care services into publicly-funded community mental health and other community-based behavioral health settings. 

The information collected for the PBHCI national evaluation, conducted by the RAND Corporation, will assist SAMHSA in assessing whether integrated primary care services produce improvements in the physical and mental health of the SMI population receiving services from community-based behavioral health agencies. 


Research Questions (RQs):
The national evaluation of the PBHCI grants program will address three research questions: 

1. Is it possible to integrate the services provided by primary care providers and community-based behavioral health agencies? (RQ1)

2. Does the integration of primary and behavioral health care lead to improvements in the mental and physical health of the population with SMI and/or substance use disorders served by these integrated models? (RQ2)

3. Which models (and respective model features) of integrated primary and behavioral health care lead to better mental and physical health outcomes for the population served?  (RQ3)


Data Sources:
Research questions will be addressed using several sources of data. Some data collection activities are supplemental (in gray) and only a subset of invited grantees will take part. Table 1 explains which grantees collect what data and when.  


Table 1. Data sources for the PBHCI national evaluation

	Data Source
	Participating Sites
	Timing and Duration of Data Collection

	TRAC – NOMs (incl. section H)
	All sites (n=56)
	Winter 2011 - end of grant

	TRAC – IPP
	All sites (n=56)
	Life of grant

	Quarterly reports
	All sites (n=56)
	Life of grant

	Individual service use (registry)
	All sites (n=56)
	Winter 2011 - end of grant

	Consumer physical exam and survey
	Select PBHCI sites (n=3) and matched control sites (n=3)
	Spring 2012 (Cohort I) or Spring 2013 (Cohorts II, III)

	Site visit interviews
	Select PBHCI sites (n=6) and matched control sites (n=3)
	Spring 2013

	Web Survey (1-hour)
	All sites (n=50)*
	Spring 2013


[bookmark: OLE_LINK3]*Programs participating in the site visit interviews will not take part in the web survey. 
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TRansformation ACcountability (TRAC) is the web-based system through which all grants funded by the SAMHSA Center for Mental Health Services (CMHS) report performance measurement data. 

SAMHSA’s National Outcome Measures (NOMs) tool is a standardized questionnaire that captures client-level, behavioral health information in the following domains: Demographics, functioning, stability in housing, education and employment, crime and criminal justice status, perception of care, social connectedness, services received, and status at reassessment and clinical discharge. The NOMs is completed when consumers enroll in the PBHCI program, every 6 months thereafter, and at discharge. 

PBHCI grantees also complete a program-specific section of the NOMs (Section H) for tracking physical health indicators. Data reported through Section H include: Height, weight, HgBA1c or blood glucose, blood pressure, triglycerides, and cholesterol. These physical health indicators are biomarkers for obesity, diabetes, hypertension, hyperlipidemia, and hypercholesterolemia, respectively.  Grantees may also report optional indicators including waist circumference and breath carbon monoxide, which are indicators of metabolic syndrome and smoking status, respectively. Grantees may also indicate if an 8 hour fast occurred prior to the blood tests. NOMs section H facilitates standardized reporting and consolidation of the physical health data from all 56 grantees. 

TRAC -IPP
TRAC Infrastructure Development, Prevention and Mental Health Promotion (IPP) data are collected and report by all PBHCI grantees. IPP data include program-level information on policy development, workforce development, financing, organizational change, partnerships and collaborations, targets of practice, awareness, training, knowledge/attitudes/beliefs, screening, outreach, referral and access. IPP data are submitted to TRAC on a quarterly basis.  

Quarterly Reports
Quarterly reports (requested by SAMHSA but submitted through the RAND SharePoint site) are intended to capture regular information about the innovative and creative approaches grantees take to accomplish PBHCI program goals. Quarterly reports are due at the same time as the individual service use data (i.e., registry data; below), as the two reports are intended to be complementary. 

Quarterly reports contain qualitative, program-level information about program accomplishments, changes in staffing, involvement of consumers and families, barriers to program accomplishment, infrastructure activities, wellness activities, progress with data collection, program components implemented as a function of grant activity, funding sources, eligible program clients, staff involvement in SAMHSA group activities, and other grant programs. Quarterly reports can also include supplementary materials such as press releases or résumés of new hires.

Individual Service Utilization Data
Individual service utilization data (sometimes referred to as “registry data,” as these data may come from programs’ clinical registries) are submitted quarterly by all grantees to the RAND SharePoint site. Individual service utilization data are submitted at the same time as quarterly reports, as the two data streams are intended to be complementary. The individual service utilization data include quantitative information about each site’s clinical activities (to be summarized by RAND) and the quarterly report includes a qualitative summary of a site’s clinical and programmatic activities. Individual service use data include consumer-level information about: Physical health service use, mental health service use, substance use service use, wellness service use, and contacts with various providers of care.  

Individual service utilization data may be collected in any standard spreadsheet or database format [e.g., excel spreadsheet, comma-separated values file (.csv), etc.]. Questions about the collection of individual service use data should be directed to Jeff Capobianco at the Center for Integrated Health Solutions: jeffc@thenationalcouncil.org 

Consumer Physical Exam and Survey (subset of grantees only)
Consumers at three (n=3) grantee sites (invited by RAND, with the option to refuse) and three (n=3) matched-control sites (non-PBHCI, community behavioral health centers without integrated primary care services) will recruit clients to undergo an additional physical exam and behavioral health survey. The physical health exam will include all measures included in NOMs Section H and the survey will include NOMs behavioral health items, as well as a small subset of additional items related to diet, medications and side effects. A total of n=300 clients at each of the three grantee and control sites will complete the consumer physical health exam and survey. In total, n=900 PBHCI consumers and n=900 control consumers will be screened.  

The timing of data collection at the three control and intervention sites will be different. Consumers from control sites will complete the physical exam and survey on 2 occasions: at baseline and again at one year follow-up. There is no other source of physical health indicators information from the control sites, as control sites do not offer any form of primary care services. Consumers at the three PBHCI sites will only complete the physical exam and survey at one year follow-up. Baseline data for patients at intervention sites will come from data already submitted to TRAC as part of grantees’ routine data collection. 

Site Visit Interviews (subset of grantees only)
RAND will conduct in-depth, in-person interviews with select staff from the three (n=3) sites participating in the consumer physical exam and survey (above), and three (n=3) other invited sites (total n=6 PBHCI grantee sites). Staff from the three (n=3) non-PBHCI sites taking part in the client physical exam and survey (above) will also take part. In-person interviews will take between 1-2 hours each and will occur after approximately two years of program implementation. These data will be the main source of qualitative staff-level information about PBHCI programs.

Interviews will be conducted with select staff from the following domains: Program leadership (administrators, which may include program managers, medical directors, CFOs, key administrators, and evaluators/data managers), care coordinators, primary care providers (physicians, nurse practitioners, physician assistants, and wellness educators), and behavioral health providers (psychiatrists, psychologists, social workers, case managers and/or peer specialists). Interviews will address: Behavioral health/primary care collaboration, program structural features, screening and referral, registry and client tracking, performance monitoring, care management, evidence-based practices, wellness/prevention/early intervention, self-management support, consumer involvement, electronic capabilities, women and minority health cultural competency, and program implementation.

Web-Based Survey
A web-based survey of select PBHCI staff will be conducted in the third year of the evaluation (Spring, 2013).  The web-based survey will be used as a cost-effective and time-efficient alternative to site visits among staff at sites not taking part in the site visit interviews (n=50). Like the site visit interviews, the web-based survey will cover information about behavioral health/primary care collaboration, program structural features, screening and referral, registry and client tracking, performance monitoring, care management, evidence-based practices, wellness/prevention/early intervention, self-management support, consumer involvement, electronic capabilities, women and minority health cultural competency, and program implementation. At each grantee site not receiving a site visit, the survey will be administered to 2-4 administrators, which may include program managers, medical directors, CFOs, key administrators, and evaluators/data managers for PBHCI; 1-3 care coordinators; 1-2 physicians and 1-2 nurse practitioners or physician assistants (2-4 providers total); 1-2 wellness educators where available; and 2-4 psychiatrists, psychologists, social workers, case managers and/or peer specialists. 


Data Uses:
In this section we describe how each data source collected by grantees will be used to support the PBHCI national evaluation. This information is summarized below in Table 2. 










Table 2. How data sources will be used to support the PBHCI national evaluation
	Data Source
	Level of Observation
	Research 
Question
	Content Areas
	Analysis

	CMHS TRAC – NOMS including Section H
	Consumer
	RQ1, RQ2
	Exam (primary and secondary indicators); Client interview (demographics, functioning, stability in housing, education and employment, crime, perception of care, social connectedness, services received)

	Descriptive statistics for individuals served by each program. Intervention sites will use this data for baseline measures of physical health indicators. 

	CMHS TRAC – IPP Indicators
	Program
	N/A
	Program (policy development, workforce development, finances, organizational change, partnership/collaborations, accountability, types/targets of practice, awareness, training, knowledge/attitudes/beliefs, screening)
	Requested by SAMHSA and used for performance management and budget evaluation. Not currently included in the PBHCI national evaluation. 

	Grantee Quarterly Reports
	Program
	RQ1, RQ3
	Program accomplishments, staffing changes, consumer involvement, barriers, infrastructure activities, wellness programming, data collection, grant-funded programming, sustainability, eligible patients, contact w/ SAMHSA, alternate funding sources
	Use coded data to identify challenges/barriers to integrating services, strategies to overcome barriers, and to categorize sites according to models and features of integrated care. 

	Individual Service Utilization 
(i.e., registry data)
	Program and Consumer
	RQ1, RQ3
	Physical health services, mental health services, substance abuse services, wellness services, provider contacts 
	Descriptive statistics for the number of individuals using categories of PBHCI services at each site and process of care indicators. 
Regression analyses to examine relationships between program-level structure/model features and client-level process of care indicators in order to identify model features associated with rates of appropriate care.  









	Data Source
	Level of Observation
	Research 
Question
	Content Areas
	Analysis

	Physical Health Assessment (exam and questionnaire)
	Program and Consumer
	RQ2, RQ3

	Exam (primary and secondary indicators)
Questionnaire (demographics, daily functioning, substance use, housing, education/employment/crime, social connectedness, service utilization, diet/nutrition, physical activity and fitness, physical health and healthcare, medications and side effects 
	Inferential statistics (ANCOVA or propensity score analysis) to compare individuals at intervention sites and matched control sites on changes in physical health indicators over time. 
Extend the individual-level difference-in-difference analysis of program outcome effects to include process of care indicators as predictors of outcomes. 

	Site Visit Interviews
	Program
	RQ1, RQ2, RQ3
	Collaboration across MH/PC, program structure, screening and referral, registry/tracking, performance monitoring, care management, EBPs, wellness/prevention/ early intervention, self-management support, consumer involvement, electronic capabilities, cultural competency, implementation 
	Qualitative analyses and coding will identify themes in each site visit domain. Based on the themes identified, conceptual maps will be generated to characterize the way sites in general (as well as types of sites or individual sites) describe issues regarding the integration of care. Data will also be used to inform interpretation of quantitative analyses for RQ1.  

	Web-Based Survey
	Program
	RQ1, RQ3
	Role and caseload, collaboration between MH/PC, structure, care management, wellness/prevention/ early intervention, other activities, screening/referral, registry/tracking, performance monitoring, EBPs, self-management support, consumer involvement, cultural competency, implementation
	Quantitative data will be used for descriptive statistics to characterize sites, identify challenges/barriers to integrating services, strategies to overcome barriers, and to categorize sites according to models and features of integrated care.



More detailed information about the use of each data source is described below. 




TRAC – NOMs and Section H (Physical Health Indicators)
RAND will use the TRAC data to determine if physical health indicators are being reliably collected as part of behavioral health care (RQ1) and to test for improvement in physical health from before to after enrollment in PBHCI services (RQ2). The evaluator may opt to use these data to test which model features lead to better physical health outcomes for the population served (RQ3). 

TRAC -IPP
IPP data are requested by SAMHSA and used to support program monitoring, budget and quality assurance activities. These data are not currently included in RAND’s plans for the national evaluation of the PBHCI program. 

[bookmark: OLE_LINK20][bookmark: OLE_LINK21]Quarterly Reports 
Quarterly reports will allow the evaluator to assess how sites are implementing primary care-behavioral health integration on an ongoing basis. In particular, it will allow the investigators to assess key accomplishments and barriers, staffing changes, infrastructure activities, and implementation of specific program components. It will help the evaluators understand which patients are deemed eligible for the program and how funding is being used to support the program.  For example, quarterly reports will show why some sites may have taken longer than others to enroll their first consumers in PBHCI services (e.g., building renovations, difficulties hiring primary care providers, etc.) and how various barriers to program implementation (e.g., problems with electronic health records) may be related to the number of referrals to services that clients receive (RQs 1 and 3).

Individual Service Utilization (Registry) Data
The purpose of collecting individual service utilization data from grantee’s clinical registries or other similar data systems is to quantify the type and amount of clinical services each client receives. The evaluator will then conduct analyses to determine if the quantity of services (and/or provider contacts) received is related to changes in consumers’ behavioral and physical health. Individual service utilization data will also be linked to program features to determine if different integration models and model features are linked to variations in the quantity of a variety of services received (e.g., do consumers seen at programs with co-located PC providers have fewer visits to the emergency department?) (RQs 1 and 3).

Consumer Physical Health Exam and Survey
This highly-controlled data collection (conducted by an outside firm) will be used to supplement analyses addressing the impact of PBHCI program participation on physical health and behavioral health outcomes. In other words, all of these data elements will be primarily used to answer RQ2. Demographic information collected will also be used to assess disparities in physical health and well-being among different groups of PBHCI clientele. (RQs 2 and 3).

Site Visit Interviews
The interviews are designed to provide an in-depth understanding of how a select number of programs have implemented the PBHCI program, both globally and with respect to specific required features of the program, such as screening/referral, registry/tracking, care management and wellness/prevention (RQ1, RQ3). It will 



provide an additional opportunity to learn about barriers and facilitators to program implementation. Site visits will also enable the evaluators to directly observe how the sites are implementing various features of the program. The site visits will also be made to the matched control sites (from the client physical exam and survey, above)  to provide the evaluators with information about their services and the extent to which they have program features similar to the intervention sites such as registries, care management and wellness services. (RQs 1, 2, and 3). Qualitative data from site visit interviews will be coded and quantified where possible using Atlas.ti and other qualitative data management techniques.

Web-Based Survey
Similar to the site visit data, data from the web-based survey will highlight how grantees have implemented the PBHCI program, both globally and with respect to specific required features of the program, such as screening/referral, registry/tracking, care management and wellness/prevention (RQ1 and 3). Survey data will be used to show, from different staff perspectives, which aspects of PBHCI programs are working well, which aspects could be working better, and how these program components may be related to the amount and quality of services provided. The web-based survey will primarily include quantitative data (e.g., forced-choice survey items), but there will also be a small subset of open-ended, qualitative items that will be coded and analyzed post hoc (RQs 1 and 3).
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