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EVALUATION OF EDUCATION/TRAINING AND CLINICAL IMPROVEMENT INTERVENTIONS: METRICS

In 2020, the Weitzman Institute at Community Health Center, Inc. began a year-long effort to develop an implementation/evaluation framework for our education/training programs and clinical interventions, and for our learning collaboratives and Project ECHO.  The literature was very large! There are multiple models and frameworks for implementation, evaluation, knowledge translation, as well as educational and sociological theories to back them up. We read dozens of resources: Damschroder’s Consolidated Framework for Implementation Research, Graham’s Knowledge Translation Model, Moore’s learner outcomes, Proctor’s implementation outcomes framework, the RE-AIM evaluation framework, among others.  Again and again, the point was made that without identifying outcomes metrics early in the phase of developing a program or intervention, implementation has no structure, and post-implementation evaluation cannot provide meaningful information. That is, start and end with metrics.  Business, education, health care, and software technology all have models of program development and evaluation, and while the wording may be different, the process is the same: 
· begin with an assessment/analysis of current state; 
· decide what you want to accomplish or change and how you will know it if and when you do, that is, identify metrics up front; 
· design and implement a program to achieve these same metrics; 
· then evaluate what you have done using those metrics in addition to any other observations you have made along the way;
· all models have feedback loops that address revision, re-implementation, and so on; that is, they are not linear.
The Clinical Microsystems improvement ramp incorporates the same concepts. At CHCI, we use four different types of outcomes metrics, but not all of them apply to every initiative.  There are multiple ways to measure the outcomes, and it is often best to consult the literature further.
TYPES OF OUTCOMES
Implementation/process outcomes refer to the implementation of the intervention itself.  So we want to know if the intervention (webinar, learning collaborative, new clinical programs such as annual wellness visits, etc.) was implemented as intended. Interventions are planned change, which means preparing and engaging people through meetings, education/ training activities, developing new workflows, etc. Was the intervention implemented as intended or were changes made and why? Outcomes:
1) number and role of people engaged in preparing for and implementing the intervention (penetration).
2) number of training/education/information sessions or meetings (dose); attendance; evaluation of training/education/information activities (materials, content, appropriateness);
3) cost, feasibility, and sustainability of the intervention;
4) fidelity to the model that the intervention represents (as applicable, e.g., there are models for learning collaboratives, team-based care, and annual wellness visits).

Learner outcomes are about what participants have gotten out of the intervention, especially an educational/training intervention, such as a course, webinar, in-house training. Learner outcomes address knowledge, skills, and attitudes. These outcomes can be measured after each educational/training session, at the end of a series of sessions, and 3-6 months later depending on the program.  You can also do a pre-intervention survey to determine knowledge, skills, attitudes prior to the intervention so that you can measures changes later.  Learner outcomes are usually self-report, but objective measures are better if applicable, such as performing a skill correctly.
1)    acceptability to the learners (satisfaction, appropriateness, cost, feasibility at an individual level); 
2) 	changes in learners’ knowledge, skills, attitude, self-efficacy (depending on the objectives of the intervention); 
3) 	intention to make changes in practice and/or actual changes in practice depending on the type of intervention; 
4)    completion of learner deliverables.  

[bookmark: _GoBack]Service outcomes are related to the IOM Crossing the Quality Chasm for improved quality in health services: efficiency, safety, effectiveness, equity, patient-centeredness, and timeliness.  These outcomes are the result of actions taken by the staff.  Many UDS measures are service outcomes, but there are in-house measures you can use as well.  A few examples:
1) improved screening rates for cancer, diabetes, hypertension;
2) shorter cycle times;
3) new policies, procedures, job descriptions, education materials, and so on, that are designed to improve quality;
4) number of annual wellness visits;
5) follow-up phone calls to patients discharged from hospital;
6) staff turnover, staffing ratios.

Patient outcomes are evidence for improved health status of a population of patients. A patient outcome is something that is patient-centered, a result of actions taken by patients.  Some UDS measures are patient outcomes. 
1) Improved A1c in population of patients screened (UDS measure)
2) improved rate of patients picking up medications at pharmacy;
3) decrease in colon cancer rates (UDS measure)
4) patient satisfaction.



DIFFERENTIATING BETWEEN SERVICE AND PATIENT OUTCOMES
	SERVICE OUTCOME
	PATIENT OUTCOME

	Increased A1c screening rate
	Improved A1c in population of patients screened (UDS measure)

	Increased colorectal cancer screening rate
	Decrease in colorectal cancer in population of patients screened (UDS measure)

	Increased number of nurse visits for blood pressure checks
	Improved blood pressure control of population of patients who attend visits (UDS measure)

	Increased number of annual wellness visits, which can lead to better medication compliance, improved screening rates for colon cancer
	Self-report improvement in medication compliance, decrease in colon cancer rates (UDS measure)

	Shorter wait time for follow-up appointments
	Improved patient satisfaction, improved attendance at follow-up appointments
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