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Introduction

Harmonized Health (HH) is one of the feature
initiatives of the Thumbs Up Foundation (TUF), a
foundation established to advocate for positive
change for mental health. HH is intended to be a
new, different, and more effective way of
supporting people with mental health and
addiction challenges. HH aims to provide
seamless, integrated care that puts people first, as
opposed to being constrained by system priorities
and processes. The aim is not to replace, but
rather to complement existing community
services, connecting clients aged 16 and older with
mental health and addiction challenges to available
local resources, from prevention through the
continuum of care. Its “people first” approach is
intended to result in improved individual and
health system outcomes.

The need for improved individual and health
system outcomes in Alberta’s mental health
systems is well established. The Alberta
Government Valuing Mental Health report
(Alberta Government, 2015) found that for adults
who met criteria for a past-year addiction or
mental health problem, almost half reported
unmet needs for one or more services; either they
needed services but didn’t receive any or didn’t
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receive enough service (Alberta Government,
2015). The long-term impacts of not meeting the
increasing mental health needs will have many
social and financial ramifications including more
people living with disability, shorter life
expectancies, increased struggles with housing and
homelessness, and increased incarcerations
(Mental Health Commission of Canada, 2017).

Evaluation Overview

This final evaluation report describes outcome
data from clients, service providers and
operation team members to understand
adoption and effectiveness of the 12 month
HH Pilot Project. The report also identifies
recommended next steps beyond the pilot
phase. This evaluation used a mixed methods
approach. HH administrative data was used to
report activity and outcome data for clients (both
individuals and family members) who participated
in HH. In addition, pre and post appraisal client
survey data was collected and reported on in this
report. The quantitative data was supplemented
with HH client, service provider and operational
team interview data. Certain clients also submitted
stories of change — two of which are included in
this report.
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Key Findings & Recommendations

There were six key findings and corresponding recommendations from this pilot project evaluation. As HH
continues to develop the following strengths and areas for development should be considered.

Key Finding #1 — The Harmonized Health Pilot Project offered a more person-centred model of
care.

HH clients, service providers and the operations team discussed how HH is different from traditional mental
health and addiction models. These stakeholder groups felt that HH offered a more ‘personalized’ or ‘person-
centred’ approach to care than traditional mental health models. Clients described feeling listened to and a
greater sense of trust with service providers in their HH journey than they had experienced in the past. Many
clients described more satisfaction and success with their HH journey than they had experienced when
accessing other mental health services in the past.

Client journey data showed that each person’s journey through HH differed. Clients and service providers
valued the personalized nature of HH care; however, it also meant that the HH journey and processes were
sometimes unclear.

Recommendation 1: Continue to offer a person-centred model, which is adaptable to client needs, while formalizing some aspects of
the HH client care pathway(s). Work with service providers to refine commmunication of the FHIH journey and processes for clients.

Key Finding #2 — Collaborating organizations and their service providers operate differently.

HH collaborating organizations offer approaches and content that are different from the existing system.
Clients felt that HH service providers had an elevated level of expertise and more experiential knowledge
from what they had experienced before. Service providers and the operations team thought the collaborating
organizations offered more effective programs than other community based mental health and addiction
programs. The family program offered by Cool Family Solutions was described by clients, service providers
and the operations team as a unique aspect because it focuses on family members as opposed to the
individuals dealing with mental health and/or addiction struggles. Understanding the shared values and
principles of care among the collaborating organizations will be important in supporting integrated care.

Recommendation 3: Identify core values and principles that underpin how HH, and its collaborating organizations operate.

Key Finding #3 — Integrated care is important but was not achieved.

The HH Pilot Project worked to facilitate collaboration between the organizations. This collaboration
required considerable effort but the full integration it had intended was not achieved. Individuals, service
providers and the operations team recognized the traditionally siloed approach to cate and the need for a
more integrated approach. However, integration was hindered by operational and systemic barriers that
resulted in service providers not fully adopting the HH Pilot Project model.

Recommendation 2: Seek out expertise to help provide leadership and coaching on healthcare change management.
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Key Finding #4 — A Coordinator role is essential and requires further clarity and development.

The Coordinator role was viewed as important by clients, service providers and the operations team. In
addition, HH data shows that this role takes on a variety of responsibilities. Clients appreciated how the
Coordinator proactively called and checked in on them, but also advocated for them. The TUF founder acted
in this role temporarily for the purposes of the pilot project. Going forward, it will be important to determine
a) who will take on the responsibilities of this role post-pilot, and; b) what training they will receive.

Recommendation 4: Identify where the role and responsibilities of the Coordinator role should be transitioned to and the type of
training that person(s) should receive.

Key Finding #5 — An integrated system is needed to support quality improvement, evaluation and
integrated client care.

Having systems and processes that support monitoring of clients’ activity and outcomes is important for
quality improvement and evaluation purposes. In addition, clients expressed how they liked monitoring their
progress by completing the outcome measures. However, service providers felt that additional data and
systems to record that data (Nula and AirTable) was burdensome. Service providers felt that integrated EMRs
- although outside the scope of this pilot project — were needed to support integration.

Recommendation 5: Work with collaborating organizations to establish agreed upon systemss and processes for capturing client
activity and outcome data.

Key Finding #6 — Cost is a barrier to entry.

One of the underlying assumptions of the HH Pilot Project model was that cost is a barrier to entry. Clients,
service providers and operations team members validated this assumption in the evaluation by indicating that
clients could not afford HH care or would be less likely to seek and sustain care if they needed to fund it on
their own. To mitigate this barrier, client care was funded for 12 clients (Category A) as part of the pilot
project. During the pilot project there was additional demand for care and 21 Category A Minus clients were
provided care; these costs were/are funded by TUF. After removing operational costs, the estimated “all in”
average HH cost per person was approximately $2100.

Recommendation 6: Determine how to secure or reallocate funding to cover the operational and client costs.

Summary

Transforming how mental health and addiction care is delivered is complex. Complexity means there is high
uncertainty about what works, disagreement even about the nature of a problem, no right answers, and
nonlinear interactions within a dynamic system (Patton, 2010). Creating a setting that is conductive to
innovation means having strategies that set a clear and firm direction, but are flexible, adaptable, and
responsive to changing conditions and contexts and that allow for the emergence of a continually improving
model (Antwi and Kale, 2014). As next steps for HH are explored the six recommendations listed above
should be considered as next steps to further develop and adapt HH.
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Jubroduction

Harmonized Health (HH) is one of the feature initiatives of the Thumbs Up Foundation (TUF), a foundation
established to advocate for positive change for mental health. HH is intended to be a new, different, and
more effective way of supporting people with mental health and addiction challenges. HH aims to provide
seamless, integrated care that puts people first, as opposed to being constrained by system priorities and
processes. The aim is not to replace, but rather to complement existing community setvices, connecting
clients aged 16 and older with mental health and addiction challenges to available local resources, from
prevention through the continuum of care. Its “people first” approach is intended to result in improved
individual and health system outcomes.

This final evaluation report describes outcome data from clients, setvice providers and operation
team members to understand adoption and effectiveness of the 12 month HH Pilot Project. The
report also identifies recommended next steps beyond the pilot phase.

Background

The need for improved individual and health system outcomes in Alberta’s mental health systems is well
established. The Alberta Government Valuing Mental Health report (Alberta Government, 2015) found that
for adults who met criteria for a past-year addiction or mental health problem, almost half reported unmet
needs for one or more services; either they needed services but didn’t receive any or didn’t receive enough
service (Alberta Government, 2015). The review explains that addiction and mental health issues are not
treated with the same urgency as those related to physical health. Despite the growing demand for addiction
and mental health services, only six per cent of health care spending goes to these services, when the
recommended amount is nine to more than 13 per cent (as cited in Alberta Government, 2015). This
disproportionate allocation of funding results in inequality in care, delays, and inadequate treatment (Alberta
Government, 2015). Unfortunately, the COVID-19 pandemic has exacerbated the need for mental health and
addiction care. A recent survey by the Canadian Mental Health Association — Alberta Division (2020)
identified ongoing, increased mental illness and mental health problems as one of the most pressing future
concerns for Albertans. The long-term impacts of not meeting the increasing mental health needs will have
many social and financial ramifications including more people living with disability, shorter life expectancies,
increased struggles with housing and homelessness, and increased incarcerations (Mental Health Commission
of Canada, 2017).

TUF identified the increasing need to advance positive change for mental health in Alberta. In 2015, it began
engaging with other people and organizations who were also trying to address mental health and addiction
concerns. TUF engaged with four formative organizations:

1) Cool Family Solutions (CFS)

2) Anchor of Hope (AOH)

3) the Foundation for Addiction and Mental Health (FAMH)
4) Health Upwardly Mobile (HUM)

In 2020, the HH Pilot Project received Alberta Health funding to explore a community model. Both the
funder and TUF outlined evaluation as a necessary component of the HH Pilot Project.
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Emﬁﬁm Overviewr

TUF prioritized evaluation as an important element of the HH Pilot Project. In August 2020, an external
evaluator worked with HH to refine and define the program vision and mission, as well as develop a program
logic model. In December 2020, Three Hive Consulting (“Three Hive”) was contracted to continue the
evaluation. Three Hive outlined an evaluation process that aimed to address the following evaluation
questions for the HH Pilot Project:

Evaluation Question 1: What is the Harmonized Health model of care?

Evaluation Question 2: To what extent has Harmonized Health model of care been implemented?
Evaluation Question 3: To what extent has Harmonized Health’s model been adopted?
Evaluation Question 4: How effective is Harmonized Health’s model of cate?

In February 2021, Three Hive analyzed and reported data that had been collected until January 2021 in a
Harmonized Health Interim Evaluation Report (Three Hive Consulting, 2021). The interim evaluation report
focused on defining and describing the HH model and the extent to which it had been adopted in the first six
months (evaluation questions 1 and 3), primarily using quantitative data. Early outcome data from family
members was positive and showed improvement in most resiliency scores; individual outcome data was
limited. This report focuses primarily on qualitative outcome data collected from clients, service providers
and operation team members to understand adoption and effectiveness of the HH mode of care.

Data Sources
This evaluation used a mixed methods approach. The following table presents a list of data sources used for
this evaluation report. Refer to : Data Sources and Methods for a more detailed description of the methods.

Data Source Ovetview

HH databases = HH uses two databases to capture client data: AirTable and Nula. Service providers
enter clinical information into both databases. Nula is where clinical information is
captured and AirTable houses HH specific variables (e.g., demogtaphics,
participation in HH program elements). In addition to these two databases, an “HH
Management” spreadsheet was used to capture the ongoing events/interactions (e.g.,
emails, text) of the HH Coordinator.

Client stories of = Clients (individuals and family members) were invited to submit stories about their

change and experience with HH. Clients were provided with six question prompts and asked to
virtual either write their story using these questions as a guide or record a five-minute voice
interviews or video recording. Clients who consented were then contacted by the evaluation

team and invited to participate in a short interview.

Five individuals submitted their written story (two are highlighted in this report). No
family members submitted their story. There were eight individual semi-structured
interviews and eight family member interviews conducted. Two of the family
interviews had two family members interviewees in the interview.

Experience Clients (individuals and family members) were given a baseline survey upon intake
sutrveys and a post appraisal survey at program completion. Six individuals and eight family
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Data Source Ovetrview

members completed the baseline surveys. Ten (out of 12) individuals completed the
post appraisal survey, and 43 family members completed the post appraisal survey.

Client outcome = The Canadian Personal Recovery Outcome Measure (C-PROM) is a patient-reported
measures outcome measure to assess recovery. It is a 30-item questionnaire that is to be
completed by the individual at the beginning of each HH appointment.

The Adult Resiliency: Social, Emotional Strengths Survey is used to determine where
people’s strengths are upon entering the 10-week family support program and how
those strengths have changed after the 10-week program.

Service Service providers (n=7) and operations team members (n=3) were invited to
provider and participate in a one-on-one semi-structured interviews with an evaluation team
operations member. Ten people, representing the operations team and each of the organizations
team virtual involved in HH, were invited and all agreed to participate.
interviews

Terminology

25 <c;

The terms “clients,” “individuals” and “family members” will be used throughout this report. For this report,
“clients” includes both individuals and family members. “Family members” are people who participated in
the Cool Family Solutions family program. “Individuals” includes the people categorized according to the
definitions in the callout box below.

Individuals are grouped into four categories. These categorizations help to differentiate the level and type of
service people have received over the years (clients in the HH Pilot Project and pre HH Pilot Project).

Category Definitions

CATEGORY A: Individuals experiencing the full range of seamless, integrated clinical and community services
since August 14th, 2020 onwards. This includes comprehensive assessments, counselling services, community
navigator, peer group sessions, including psychotherapy, and family group services (where applicable). Note — some
of these people may have previously had some services financed by TUF prior to August 14th, 2020.

CATEGORY A Minus: The “minus” indicates an absence of program funding. These are people who have heard
from others about HH and wish to join the program. Due to pilot funding constraints, these people will either be
funding themselves for the cost of provision of professional services or a hybrid of funding through TUF. These
people will be able to participate in all HH community led services as they would as a Category A client. The client
care process will be the same as for Category A clients subject to funding.

CATEGORY B: Individuals or family members who have prior to August 14th, 2020 availed themselves of one or
more of the services developed at that time by HH.

CATEGORY C: Represents the historical approach of an individual to TUF expressing an interest in further
information on HH and/or mental health in general. Or could be persons who did have a TUF subsidized/funded
or self-funded service but who elected not to continue with HH.

Harmonized Health: Final Evaluation Report 3



A Overviewr / f&m&%p@/ Health

Flements of the Harmonized Health Pilot Project Model
The HH model of care is a community mental health and addiction model designed around four pillars,
operationalized by four collaborating organizations, and delivering four key components (see figure below).
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Four Key Collaborating organizations
The four collaborating organizations linked under the HH umbrella are described below:

Health Upwardly Mobile (HUM) is an integrated interdisciplinary team of healthcare
y.A professionals including medical doctors, registered psychologists, social workers, and
nurses who provide holistic assessment and treatment for addiction, mental health, and

““ chronic pain (Health Upwardly Mobile, 2020). HUM’s treatment plan is based on a

comprehensive assessment, a process HUM developed to fully explore a person’s
history, their symptoms, and the acuity of their issues. HUM provides a team approach
to psychotherapy. HUM also provided some training to other HH service providers (e.g.,
Care First Medical physicians).
Care First Care First Medical (CFM) is a family practice medical clinic in Airdrie. Staff and two
Medical physicians from CFM participated in the HH Pilot Project.

Anchor of Hope (AOH) is an organization that offers counselling services, recovery in
AncHoR oF Hore addiction, and individual and group therapy (Anchor of Hope, 2021).
€ OL FAMILY  Cool Family Solutions (CFS) is an organization focused on supporting families with
loved ones struggling with mental health and addiction (Cool Family Solutions, 2018).
They offer a ten-week program that focuses on equipping family members with
strategies to engage in honest conversations about difficult situations, regardless of their
loved one’s state of readiness for change.

Backbone support
The HH operations team supported the four HH collaborating organizations and was comprised of two
Project Leads, an Operations Coordinator, Peer Coordinator and Project Assistant. The backbone supports
they provided included:

1) HH training to support aligned activities (see HH Interim Evaluation Report for more details related

to training);

2) Project management and coordination services;

3) Monitoring and evaluation support; and

4)  Quality improvement support for the collaborating organizations.

Coordinator Role

One of the Project Leads (the TUF founder) acted in the Coordinator Role upon the recommendation of a
HH Adpvisor and the previous evaluation firm. The TUF founder acted in this role temporarily for the
purposes of the pilot project. This recommendation was based primarily on two considerations: 1) this
position was not budgeted for in the pilot project grant application, and; 2) there were only a limited number
of clients who funded for the pilot project, which meant broadly advertising the pilot could result in a
situation where demand exceeded supply. TUF was known in the community and therefore had the ability to
provide outreach and recruit potential clients.

The Coordinator was responsible for receiving referrals, conducting the initial conversations whereby
information about HH was shared, and supporting clients in their decision of whether or not to participate in
the HH Pilot Project. After reviewing the Coordinator’s activities captured in the HH Management
spreadsheet, it is evident that this role also served other functions. The Coordinator also initiated referrals to
appropriate programs or other key HH contacts (i.e., CFM for intake), helped coordinate completion of
baseline surveys, gathered testimonials and received feedback on HH experiences. A significant portion of
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this role is in client support: participating in active listening, validation and “check-ins,” and providing
ongoing offerings of support.

The specific tasks that the Coordinator did were captured as events in a spreadsheet. Events included texts
and emails that were exchanged between the Coordinator and the client or the client’s referral contact. These
events were grouped into the following six tasks.

Event Type Description of events % of total events
(approximate)
1. Sending The Coordinator sends information, usually over email. ~8%
information
2. Responding Several incoming events request information about HH or ~9%
to requests for = services offered.
information
3. Logistic Communication events to set up an in-person meeting or time to  ~20%
support chat on the phone.
4. Liaison The Coordinator acts as a connector, making introductions or ~6%
liaising people with other programs, people and services.
5. Surveys The Coordinator reminds clients about or receives completed ~13%
baseline sutrveys.
6. Testimonials The Coordinator requests or receives an individual’s testimonial ~6%
about their experience.
7. Feedback Clients express gratitude or provide positive feedback about their ~ ~5%
experience in the program, unrelated to a testimonial.
8. Follow-up A significant portion of communication events is attributed to ~30%

following-up or checking in with previous contacts. These follow-
ups can result in lengthy discussions, often with an offer of
support.

Community Peer Support
HH also offers community peer support in addition to the professional services offered through its
collaborating organizations. Its community and peer support element are intrinsic, unique components of
HH. The peer element of HH is available through three main types of community peer support:

Comprebensive Assessment Navigator — Someone who has had a comprehensive assessment, is very familiar with
the clinical process and the overall fit of the comprehensive assessment process within the HH framework.
This person can explain/answer questions on the assessment process to a new client of HH.

Peer Navigator — A community member who is familiar with HH, is in recovery within the program and can

walk with a new client through the early stages of their recovery journey from a lived experience perspective.

Peer Group Facilitator— A community member with sufficient experience or training to organize and facilitate a
small group (or groups) of HH clients for regular recovery meetings.

Harmonized Health: Final Evaluation Report 6



Harmonized Health Costs

Mental health and addiction care can be costly and a barrier for some to seek help (Alberta Government,
2015). Recognizing this barrier, the HH Pilot Project has fully funded the HH services. The various HH care
elements that have been funded for individuals and a breakdown of those approximate costs are included in
the table below.

HH Care Element Cost Per Person
Comprehensive Assessment $600

10 Week Family Support Course $300

Course of 10 individual counselling sessions $1500

Course of 12 group psychotherapy sessions $70 per session
Intensive Outpatient Program $5000
Community Peer Supports Nominal

The estimated “all in” average HH cost per person served to date is approximately $2100 (after removing
project operational costs).
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Who does Harmonized Health care for?

121

Is the number of people served by Harmonized Health

There have been 50 individuals served through Harmonized Health; 12 of those individuals were part of the

HH Pilot Project
Category* Total people

Category A 12
Category A Minus 21
Category B 17
Category C 0
TOTAL 50

*Refer to Category definitions on page 3.

There have been 71 family members served through Harmonized Health. Five sessions were part of the HH

Pilot Project.
Session start date Total people

November 13, 2018 3
May 28, 2019 12
October 30, 2019 9
November 11, 2020 9
February 10, 2021 10
March 23, 2021 10
March 25, 2021 8
June 3, 2021 10
TOTAL 71
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Client demographics
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What is the clienUs experience with Harmonized Health?

Harmonized Health Journeys

The following charts show that each individual’s journey through HH is different. The first chart shows the
number and type of visits each Category A client attended over time (in number of days). Each dot represents
one visit date. Some of the dots are overlapping; therefore, the second chart shows the total number of visits,
according to visit type, for each client — the larger the bubble the higher the number of visits.

The Harmonized Health journey is not uniform; it differed for each Category A client.
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Client Interviews & Survey Data

Clients were invited by the service providers to participate in a one-on-one semi-structured interview with an
evaluation team member. For clients who replied to the invitation and consented to be interviewed, an

evaluation team member followed up to schedule the virtual interview. Eight interviews with individuals were
conducted and seven interviews with family members. Themes from the client interviews are explored below.

In addition, relevant individual and family experience pre- and post-appraisal survey data is highlighted. In
total there were 14 clients who completed the pre survey (6 individuals and 8 family members) and 53 clients
who completed the post appraisal survey (10 individuals and 43 family members).

Previous experiences with the mental health
system

All clients (individuals and family members)
reflected on their experiences with mental health
and addiction care prior to HH. When discussing
the care, they tried to access (or tried to access for
their family member), nearly all spoke about how
it was ineffective. Ineffective care was most often
characterized as difficult to access, lacking continuity
and being depersonalized.

Pre- Experience Survey Finding

86% (n=12) of dients (individuals and family members) said prior
to HH they were moderately, slightly, or not at all satisfied with
the quality of care they or their loved one received. No clients
were completely satisfied and only 14% were very satisfied.

Lack of Accessibility

When respondents talked about trying to access
mental health and addiction services prior to HH,
they talked about difficulties navigating and
accessing the care they needed when they needed
it. When people did find services, they thought
they or their family member needed, they
discussed cost as a barrier. For example, some
talked about how there are limits on the number
of appointments allowed, and when that limit was
reached, they needed to find care elsewhere.

Pre-Experience Survey Finding

58% (n=5) of dients (individuals and family members) said prior
to HH care always, almost always or usually cost too much.

“Cost was always a huge thing because you could do one-

on-one sessions with certain groups and then obvionsly your

benefits wonld be done and then all of a sudden you were
left to hold that whole cost on your own, right? And in
some cases, that wasn't just — that wasn't feasible.”

Discontinuity

Pre- Experience Survey Finding

71% (n=10) of cients (individuals and family members) said that
prior to HH they had to always or almost always repeat important
details of their or their loved one’s care to different care providers.

Respondent’s experiences prior to HH were
characterized by short, episodic care. Some
attributed the discontinuity to the costs of care.
Some described experiences accessing acute care
in inpatient settings; they spoke of getting well,
but then reverting to past behaviour after
discharge.

“T wonld go, and I would get well while I was there. And
the