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IOREWORD

The Southyrn Retional Educa4tion Board was awarded.a granC (Mental Health
Tratning Crant No. q-T15-MH14-703) in late 1976 from the State.Manpower and
Development Branch of the Na/ional Institute of Mental Health. The Project

was to.develop publiations and conduct workshops to assist mental health
centers in improving thelr management practices and their program activities
through the use of practical ptiogram evaluation. A series of publications
and workshops is b/ng developed /hrough the combined effortsof the Board's
staff and task force participants. Topic areas'include:

-

o .The Administrative Uses of Program Evaluatio
o Use of Information Systems for Monitoring Mental Health Programs

.o Linking Needs Assessment to program Planning and Management

o Ouality Assurance in Mental Heajth Centers
o Client Outcome Evaluation in Mental Health Centers
o Improving Staff Productivity in Mental Health Centers

The selection of these toplcs.was based on the preferences expressed in.a
survey of mental health centers and clinics qn .the 14 states served by the,
Southern Regional Edueation Board.

Client Outcome Evaluation in Mental Health Centers describes outcome
evaluation methods, and explores soge of the ways that studies can be conv

ducted and used. This frnblication is based on the recommendations of people
1.9 mental health centers and state mental health agencl'es. We thank all of
them for their willingness to share their knowledge and experiences with us.
We assume responsibility fozzthe content of this report, including any
misunderstandings resUlting from the translation of ideas.

Janet F. Despard, Project Director
Improving Mental.Health Centers and
Mental Health Planning Project

Harold L. McPheeters

Director, Commission on Mental Health
'and Human Sirvices
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-WHAT IS nUTCOME EVAhUATION?

There appears to be a limited agreement in the mental health field on

the meaning of the term "outcoT1.4 evaluation." A general definition fjund in

the SREB publication, Definition of Terms in Mdntal Health, Alcohol.Abusel

Drug Ahuse, and Mental Retardation, defines program outcome evaluation as:

"The effects achieved for a target population by a yrogram." This definition

is expanded with the rationale that:

4 There has been much attention given to the servic0:14 delivered by.
staff persons, but less attention given to the benefits or results
to clients or communities. Outcome'refers to the changes or
benefits brought about in clients or communities as a result of
the services delivered. Outcomes are seen ns effects, changes, or
impacts on recipients.

This general definition is probably acceptable to most people. Problems

arise, however, when a more specific description is req04ed to explain why

outcome evaluation is clOne, how outcomes are measured, And what uses are made

of findings.

1

The purpose of-outcome evaluation is to find out whether clients are

being helped by,the mental health services they receive. Federal and state

administratiye agencies and legislative bodies are now exerting pressure on ,

mental:health centers to document the effectiveness of their services to
r

116

.'clients in the Community. B) the expectations of outside agencies are not

the only reasons for evilluating program outcomes. The information drawn from
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outcome evaluation,is also useful to,the administrative and clinical staff in

a centj*r. Some of the questions that outcome evaluation can answer are:

o Is mental health tre-m,Tent, Helping clients?'*

o How much does: treatwnt help clients?

o What kinds of clients benefit more'from a particular kind Of
treatment?.

o Is one service modality more effective than `another?

o Are clients satisfied with th services_that they)uctive?

1/,

o Is the community satisfied with the center's services?

These questions) can be answered by usinvevaluation or research

approaches.

Outcome Evaluation

Outcome evaluation uses descriptive data on client'status at diferent

points in time to come to a conclusion about the influence of treatment on

clients. Scientific rigor is not nearly as important as producing findings

that are appropriate for decision making gnd useful for educating management

and clinical-staff. This' more pragmatic approach often does not produce

information
(
that can be generalized to other 'settings, but methodologies

shot(0.d be used that will give the most precise answe ossible, given the

constraints of time, tesources, and planned uses of the data. Findings from

,

outcome evaluation are4used to trigger action by clinicians and managers in

assigning clients to particular therapies, allocating resources to programs,

and: identifying inserlice training needs. They also may be oat by

to restructure existing programs.

1
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Out come Eva I tot Ion Research

Evaluation research is a form of applied, scientific xesearch which

measures cloangu,in client status over time to draw causal inferences about
A

the effect of treatment on clients. A research design with random selection

of clients'or equivalent controls is used so that the relative effectiveness

of two treatment approaches can he compared. This kind of study involves the

investigation of events under scientific rules of evi'dence to generalize

knowledge. Research restat are used in developing alternative treatment

approaches within programs in mental health centers.

Evaluative research is feasible when centers have the research talent

and other resources aw.iilable. Otlierwise, it is not sensible for agencies

with limited resources to spend service delivery dollars on rigorous scien-

tific appeoaches. This does not imply that centers should not look for ways

of improving treatment approaches. It does-suggest that most centers should-

employ methods of measuring cli4nt outcomes that will provide practical and

.

timely feedback on clinical activities before they attempt mere sophisticated

'studies.

Mention ,should also be made about comparative studies of the effective-

ness of various' me.ntal health programs,,Jt is recommended that comparative

studies. are best addressed by-State and federal agencies because of the costs

and the problems of compatible data across programs. The exception would be

when a number of-centers pool their resources and data to do comparative

studies, offeon with support_ and X.echnical assistance from state mental health
-

agencies.

3
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OUTCOME EVALUATION METHODS /

A nuMber or methods c4n be used to evaluate outcomes. These methdds

differ in the dimensions of outcomes that are measured. Each method has

advantages and drawbacks related to its specificity, cost, and potential uses.

Seven different methods are briefly describe4 and referenced.

Level of Functioning Scales

-The client's overall level of functioning is measured from the perspec-.

tive of the clinician. These global asslssment scales are a orthand way of

indicating,a number of factors related to client status. -They mut be backed

up by a good clinical record to clarify what these factors are.

It is suggested that a broa8 range of scale points -- up to 100 with

10 point levels wAltin the scale is more desirable than scales with 5 or

10 scale points because the scales with broader range are more Sen.sitive in

discriminating changes in client stalus, The indicators produced on broader

scales are far more useful in quality assurance procedures bacause the

informatlon they yield is more sensitive.,

References:

Carter, Dale E.; Newman, Frederick L.,AA Client-Oriented Systeill of
Mental Health Service Delivery and Program Management: 4 Workbook
and Guide. Departmelt of Health, Education, and Welfare Publication
No. (ADM) 76-307. Wd*h1ngton, D. C.: 'superintendent of Documents,
U. S. Government Printing Office, 1976.

Endicott, Jean; Spitzer, Robert; Fleiss, Joseph; and Cohen, Jacob.
The Global Assessment Scale: A Procedure for Measuring Overall
Severity of Psychiatrià Disturbance. Unpublished manuscript, March 1975.
Copies ayailable.upon request from New York state Psychiatric Institute,

-. 722 West 168th Street, New York, New York 10032 (Dr. .Endicott).

4
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Multidimensional Ratigils
_

ef$

Pre- and post-multidimensional ratings of symptoms And personal, social,

1

and community adjustment are avAlleble to centers, that wish to use them. .It

.)
N'is 'recommended that centers carefully choose the instrument that best suits

their needs in providing answers td the questions which prompted the outcome

study. Purthermore, centers are urged to use available Scales instead of '

6

trying to develop their own. Some suggested measures and references are:

The SCL-90 Syu tom Checklist is a client self-report form consisting of

90 items,covering common complaints of psychiatric outpatients. . Because it

takes little time to administer and score, this checklist can be used on a,

routine basis with all clients. It can be used to explore the symptomatology

and progress op particular client groups. Its limitations\are that it )

includes no measures of inttkpersonal or social adjustment and, because it is

.>

confined to a standard set 61 sythptoms, it does npt show unusual or unique
.

symptoms.

References:

fat

Derogatis, L.R.; Lipman, R.S. andj,ovi, L. "SCL-90: An Outpatient
Psychiatric Rating Scale" (preliffikiary report). PsychaPharmacology
Bulletin, 9:13-28, 1973.

Derogatis, L.R.; Lipman, R.S.; Rickels, K.; Uhlerhuth, E.H.; and
Covi, L. "The Hopkins Symptom Checklist (HSCL): "A Self-Report
Symptom Inventory." Behavioral Science, 19:1-15, 1974,.

Personal, Social and Community Adjustment Scales measure and coMpare the

client.'s personal, social and community adjustment prior to treatment witl,

adjustment. at later. points (eit4r during or after treatment). Althaugh the

three scales shown below share the same measurement objectives, these scales

differ In the tails of their content, format, implementation procedures



and costs, These scales ten(1 to be lengthy and expensive to administer and

analyze. They ate mosAuitable for4ppe In well-designed, time-limited

studies rather than on a routine basis with all clients. The analysis of the
...,0.. ,

, fa
data yielded by kkese seales can identify areas of adjustment in which clients

_

need help can be used to.develop new types of services to meet the treatment

. _
needs 0 viients; and can help assess the durabijity of treatment results

* .

after termination.

1. The Katz Adjustment Scale(KAS) consists of five scales containing a

total of 205 items: 1) personal,symptoms; 2) performance of social roles

3) informant's "expectations" of the client's social role performance; ft

4), performance of leisure time activities; 5) informant's expectations about *

leisure time activittys. These scales have been mbst widely used in long-

term psychiatric hospitals.

Reference:

Kati, M.M. and Lyerly, S.B. "Methods for Measuring Adjustment and
Social Behavior in the Communityr Rationale, Description, Discrimi-
m!tive Validity, and Scale Development." 13sychological Reports,
13:505-535, 1963.

2. The Personal Adjustment and Role Skills Scale (PARS) cdhtains 40

items which measure personal and social adjukmentr *Separate versions of the

scale are used for males and females. This scale is developed for rating by

an informant (e.g., the client's family members) and has been used success-

fully asja mail-out questionnaire.

Reference:

Ellsworth, R.B. "Consumer Feedback in Measuring the Effectiveness of
Mental Health Programs. In: Cuttentu, M. and Struening, E.L. (Eds.).
Handbook of Evaluation Research. Beverly Hills, California: Sage
Publications, 1975.

or,
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3', The Denver Community Mental Health Questionnaire consists of 171 Items.

4-

that r4ous on personal and social adjustment, cOntact'with other human service

agenAes, and client sl'sfaction with services. This quettionnaire was

designed specificall'y for use in mental health centers, primarily.to\.tpllow

m

up on cl4ents aftqr termination or treatment. It Includes both se1f-rei5orts

by the client and reports by other informants; al.'s usually administered

through structured interviews in the client's or other informaht's home.

Reference:
4,

z
Ciarlq, J.A. and ReihmanN J. "The Denver Community Mental Health -

Questlonnaire,i, Development of a Multidimensional Program Evaluation

Instrument.", Apuhlished paper; 1974. Available from the Mental

Health Systems Evaluation Project, 70 West Sixth Avenue, Dever,
Colorado 80204.

Goal Attainment Scal,ing

Goal Attainment Scaling is a technique that measures treatment outcome

by assessing the extent io- which clients achieve individualized gOals. Tile

ecifie content of the .scales is tailored for-each client. A goal attain-

ment follow-up is done for each client to determine the,level of outcome on

each scile. Outcomes for all clients are calculated through the combi atfon

of goal attainment scoreslof all clients. It is common for each mental

health center to modify the'ciasic telnique to meet in own specific needs.

References:

Kitesuk, Thomas J. and Sherman, Robert E. "Goal Attainment 'S,caling:

A General.Method for Eyaluating Comprehensive Community Mental

Health Programs." Community Mental Health Journal, 4:443-453, 1968. -

Kiresuk., Thomas J. "Goal Attainment Scaling at a County Mental

Health Service." Evaluation, 1:12-18, 1973.

7 .
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Kiresuk, Thomas A. and Lund, Sander H. "Process and Outcome%
Measurement' s,iGoa I AtLainment S'Caling: In: Zusman, Jack And
Wurster, (:ecil R. (Eda.). Program Evaluation: Alcohol, Drug Abuse,
and Meatal Health SerVices. Lexington, Massachustts: Lexington
Books, 1975.

,The Automated 114h-informant
Goal-Oriented-Progress Notel/(ATGON).servds

many of the.:;ame purposes as goal attainment scaling. It is based on the

\\:!ame underlying assumption, hut the design and proCedure's differ. ATGON is

an automated technique which measures client progress toward predebermined

vals. Assessments from three sources are included:- clients, clinicians,

and relatives of the)clients.

Reference:

Wilson, N.C., and MuMWower,
"AutomatedEvaluation of Goal

Attainment Ratin.gs." Hospital and_rqmmunity Psychiatry,
26:163-164, 1975.'

.Client Satisfaction Follow-up Questionnaire.

Assessing the satisfaction )ct,f clients with the process and results of

tr'eatment has become increasingly common in mental health cetiters., in part

because' of the emphasis'On citizdn patticipation and consuMerism in human
4,

service agencies., These questionnaires are vlatively inexpensive tO design

to and implement. .The data that they yield can assist in identifying lqi.oplemp

in programs, getting feedback From the community on the value of mentqI.,,,

health services, and providing fnformation dn "accessibility" an& 'iaccept.4--

ability" as required by current me'ntal health legislation (P.L. 94-63).

It is,csufkested that Client satisfaction questionnaires be kept SimpleA
4

and brief -- about 5 to 10 questions. These questionnaires usually include

to,

=MI

S.

-
items directed to the client's satisfaction with treatment and their overall

8
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satislaction with the services orfered by the center. her concrete

quoitions that Ahy be of interest to the cent t direCtor.can hlso be added.

It is recommended,that some pestions bd qt.*
.

Refeeence:

two or three different way,s, .

Denver Health Questionnai; (selected questions5:
,N_ e

James Cir1o, Shie"ing Lin, Donglas Bigelow,and ari1yn aiggerstaff
DenverGenelt#1 Hospital MeAtal ItOthObntv
70 Wept 6th Avenue.

Oer, Colorado 80204

Daniel Larsen, C. Cdifford Atiftkissonend William A. Harg(eves .

tangley'Porter Institute
eUniversity of plifornia

rSan.Francisco,..41ifornia 94143

'Community. Satisfaction Studies /
Outcome indicators cad be derived from,-pre- and post-measures of change

in community satisfaction based on key informant reports (e.g., formal center

affiliates, ancillary services, referring agencies). Several other methods

can be used. Actual clfent'movement. into end from the center can be tracked

and compared to the policy and formal service agreements with other agencies.

Reference:

Warheit, G,J.; Bell, K.A.; and Schwab,. J.J. 'Planning for Change: '

Needs Assepment Approaches. Rockville, Maryland:. Natiolkal lqstituteR
of Mental Health, n.d.

-Consultation and Education Outcomes

Consultation and education services in,schools, industry, nursing hOmes

4law-enforcement agencies, courts and (her human service agencies can be

! k......

evaluated by compartng aCtual activities to stated goals for service's if the
.

.

ON%
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center opel-ates under.a goal-oriented approach.. Basic steps in setting.

a

goals and evaluating outcomes include:

I. EstablisHing an agreement wit* the agency thab defines till

goalo to be achieved by the so-vice;

2. Setting the ORan for the provision of services;

.4-

Providingthe services;.

4. Measuring the outcomes by comparing the results to stated goals.

1:he rc_CN is also referred to two general resource publications for

inrormation on outcome measures:
.

Hagedorn, H.J.; Beck, K.J:; Neubert, S.F.; Werlin, S.H. A Working
Manual of Simple'Program Evaluation Techniques for Community Mental
Health Ceriters. Department mf aealtb, Education, an Welfare
Publication No. (ADMI 76-404. Washington, D. C.: Superintendent,of
Documents, U. S. Government Printing Office, 1976.

-

Ha*eav.es, W.A.; Attkis'son, C.C.; Sorensen, J.E. Resource Materials
for Community Mental Health Program Evaluation (2nd edition).
Departmen.t of Health, EdueatiOd, and Welfare Publication No. (ADM)
77-328,.Washington, D. C.: Superintendent of Documents, U. S. Government
Prenting Office, 1977.

When selecting outcome measures, the evaluator should look for an

instrument that s appropriate and sensitive to chhnge in client statds.

Other consderations are.the reliability of the instrument, tlie usefulness of

the measures to clinicians and program managers, and the costs of the pro-

cre.44res. Since the majol% ways of measuring client outcomes ollten are not

correlated to each other, the evaluator sheuld try to select instruments to

assure that 1) the d4mension of client statub chosen will answer the-

questions being raised;.and 2) the resources needed for iMpleme.ntation are

related to the potential,pays-off that the findings will have.

10

1 I



sT

, .

Variations in the demographic, socioeconomic, and cultural character-

istles of communities influence what.ts-conSldered "normal" behavior and

functioning in different communities. Althoughthis is not an overriding

facor in the selectIon.of outcome scales, knowledge of community, norms is

helpful in rating and analyzing client outcomes. Some authors have developed

outcome techniques'that compare client outcomes to community norms to assess

1( the effectiveness of treatment programs (Ciarlo, the states of Oregon and

Washington) . Assessments of the need for services whiCh include the

4

,

characteris4cs of the community (e.g., age, sex, race/ethnicity, idcome, 114*

education, unemployment, crime) assist in identifying the nature of factors
o

that influence "normal" functioning and behavior in the community.

Mental health centers should conduct credible outcom studies whether

they are done on A continuing basis or on a special study basis. The need

for measures that apply across all treatment modalities reduces the scientific

rigor of scales'that can be used, but reliable instruments -are easily found.

.

.It is advisable to select methods that rate both the clinician's and the

client's perspectivi of treatment results.

ONGOING ACTIVITIES IN.PLACE

It is recommended Oat centers have the following activitiefr in place
,

before condilting outcome evaluation:..

1. Goal-oriented planning should take place bePore conducting outcorde

eyaluati,ons. Written documentation of the proposed evaluation procedures

should be included in the plans.



)
. The center should haNT an evaluator or permit) with-vvaluation skills

who serves as a member or the management team.

I. The center's administration must support .program evaluation and have,

the ability to use the evaluation findings.

4. Operations and clinical procedures should be monitored through an

information system (organtized files from which data can be.freadily accessed)

that includes data on:

o client movement;

o (staff activity that accounts for at least direct service activitiesand Indirect services, such as' consultation and education;

o cost data including direct costs, indirect servic'e costs, and
administrative support costs;

Ao clinical records that are up-to-date and include treatment goalsand plans lor each vlient

5. Case management should include the review of client cases by

stipexvisors and a quality assurance program in the developmental.

stare.

6. There should be mechanisms for feedback to clinicians and to the
4
community.

12
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CONDUCTING OUTCOME EVALUATION .

.

Many centers defer client outcome studies to a l9ter stage in theirf

development for a number of reasons. Other program evaluaLion,activities,

such as the development of information systems and cost studies, have a higher
, .

priority than outcome evaluation in mo.st centers. Implementation of outcome

evaluation is often delayed because centers do not consider the potential

payoff in the uses of outcome data to be high enough to justify the costs

4

involved. (The exception is when categorical programs require outcome 4

evaluations.) Anothet related factor is that the state of the art of outcome

studies is, still in the developmental stage and the potential uses of outcome

data are not always understood.

PLANNING AN OUTCOME EVALUATION STUDY
R

The f011owing questions should be asked in the planning stage of An

outcome study to aid in selecting an appropriate method:

o Why is the data needed?

o What specific questions are being asked?

o Wbo will use the data?

o How often Will the Aata be .needed.?

o How does the data collection process fitointo other, ongoing program
evaluation efforts? v,

o Are the needed resourceb available?

13
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Outcome 1vi1LIlt ion should he done _when there is a clearly defined need

for data, resources are available, and administrators and.clinical staff

%
agree to use the)findings. These decisions can be made by the center's

management team.

NI selecting appropriate -enstruments for measuring outcomes, it is
.. .1.-----

'

re-ommended that centers choose from standard measures that are alre4dy

SIavai Stble ins.toad of trying to develop their own. If the persons i olved in

makiing this cho-ice are not sure about the instrument that shou be used,

they should Lall in consultants-from state or other agenciAs for assistance

in the selection of an appropriate measure.

When doing an outcome evaluation ror,a categorical program (e.g., Nation-

al Instityte of Drug Abuse requires Client Oriented Data Acquisition Process),

it is suggestea that the center look-at the federal and state reporting re-

quirements Fer that program before choosing an instrument, even if the center'

does not,receive categorical funds tor the service. There are two advantages

to using the shme.methods of measurement required by state and federal

agencies: I) outComes can be compared with state and federalstatistical
0

data; and 2) if the program does get funding from these agencies% the center

will not have to revise its evaluation procedures.

QP

IMPLEMENTING; AN OUTCOME EVALUATION/STUDY

C1inica4 and managerial staff should be educated on the meaning and.uses

odf outcome evaluatiOn before outcome studies are implementea. Additional
A

training sessiions may be nectssary after implementation to, maintain the

r.eliability of ratings and to demonstrate the uses of the evaluation findirigs.

14
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Staff should be given feedback reports on-findingrperiodically po they can'

use the.data.for cliniOat and overall management purposes.

'The evaluator can anticipate anxious reactions from-staff when they first

see the results of outcome studies because results are peldom as good,as

fko
yxpected. 'Training sessions on the meaning and uses of outcome data will

hp.duce these anxieties. The center administrator should judge when and

how,an information is released to others: He maY decide to withhold the

se of outcomerja4prmation until the evaluation system is operatiing

smoothly and the reliabitity of ratings-is well established.

Cliniciansmaybebotheredbythe.words used in an instrument and may
4

feel that identifying clients' behaviors with a number is alien to their way

of thinking. Others may think nat a standard instrument is inappropriate

' for the program. Some suggestions fo handling these problems are:

o Try a standard instrument. If it does not produce the desired
cooperation, try another one.

o Do not mnke word changes in a standard instrument initially.

Instead, have training sessions in which the results of
individhal ratings are discussed and consensus on the meaning

of rating categories is developed.

o After the instrument has been used a while, there are '-two

possible approaches to increase rater reliability: 1) an

interpretation for local usage of scales can be agreed upon
without, modifying the instrument; and 2) words in the instrument
can be changed to fit local usage of the scales. if word usage

Is changedI notations on these changes should be made in any

reports. Iiither approach should include staff training
rrixding changes in the scales to increase reliability.,

15
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TWO WAYS OF EVALUATING OUTCOMES

There are two basic approaches to outcome, evaluation: ,1 peciai studies

aq0 2) continuous data collection. The,basic procedures thaerhave been out-

lined apply to both kinds of outcome evaluation efforts.

Special _studies. Special outcome studies fOr evaluation require data

'10t,that are not routinely collected or reported in the information system. .

Special outcome studies might involve sampling froksontinuously.collected
fiT

data for a particular subgroup of clients or conducting a full-'scale study of

client outcomes in a articular program. These sfudies may be done period-
-.

ically or only once, depending On.the need. Often the nee r special

studies is prompted by problems that appear in the lar monitoring reports.

Clinical supervisors may req6est a special study when planning for a

modification in an ongoing treatment program. The administrator may need

outcome data to support the development of a new program or to justify an

existing one.

Continuous Data Collection. The continuouscollection of outcome

information usually involves the rating of all clients who receive services.

These ratings are recorded in the clinical record§ to assist in clinical

management and in the center s information system to provide easily tabulated

--data for evaluation. The minimal level of outcome data that centers shot&

consider maintaining on a continuous basis is: .

1) The overall level of functioning-for every client on
intake. These ratings should be backed up by progress
records for each client.

2) The overall level of futistioning for every client at least
once at a predeterminedif)oint in time, whether or not the
client is still under treatment.
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3) A client ,satIsfaction follow-up questionnaire to all
terminatq clients (can he conducted by mail).

4) Sumparies of.data on levels of functioning and client
satisfaction foliow-up qlgestionnaires at regular intervals,,'
.with appropriate 'feedback to the u9ers of the.information.

USE OF LEVEL OF FUNCTIONING SCALES

Several level of functioning scales were suggested in the previous

section. These scales show ehe overall status of clients at the time of

rating. Before and after measures,show whether any changes have taken place

whil the clients were under treatment. It is recommended that level of

functioning ratings be done at every clinical contacf with clients to provide

more adequate information for decision-making by clinicians, supervisorc, and

peer review and utilization review committees.

, -

Regardless of how often level of functioning ratings are done, these

'indicators shQuld be entered in the ctnter's information system in two

places:. in the client's progress record for case documentation purposes and

in the data collection system with other management data. These may be

reported on billing tickets for individual clients along with the client's

identifier, the services rendered, the code f.or the service provider, and the

fee charged. In a hand-operated information system the aggregation of data

can be facilitated by using a code to identify whether the rating was pre-.

treatment,-during, or aftet treatment. A staff member should be-assigned

responsibility for monitoring data entries to make sure that the data are

properly and completely collected.

Level of functioning Oata shOuld be t4u1ated and reported to appropriate
V-

personnel at predetermined intervals. In smaller centera it may take as long

17



as stx months before the data base is large enough to provide evidence of

1
status changes by program. For these indicators to have meaning, they must

be pyrtitioned according to specific time periods. Client ratings are

usually partitioned int6 'the following groupings:

,I. Clients who enterea before reporting period--;
.

'

2. Clients yho.entd.ed during reporting period;
'

311 Clients who terminated during reporting period;

p 4. Clients who terminated after reporting period.

A partition,Ing by client typ is also reCommended'to make lbe outcome

measures more meaningful. Clients can be divided into those.whose goals are.

_ directed tOward improvement and those whose goals are primarlly maintenance

of te..tr pr6sent st4Itus, or they may be divided bY. Xind af probleM or age

S.

grouP.

Routine feedback reports should be provided to clinicians, clinical
0

supervisors and.center managers. GeneTally outcome data is aggregated by

client groups so that as reports proceed up the center's hierarchy, individual

clients cannot be identified.

-CLIENT SATISFACTION FOLtOW-UP QUESTIONNAIRES ..

.

Standard client satisfaction questiOnnaires are v...9.lable to centers, or
1

-centers may construct their own. There are several basic tssues that shovld.

be considered when using.this method:

. o .Puestionnaires should be short.-- )p more than 10 questions,

o Questions .shOuld be concrete. They maj7 include satl.sfaction with
results of the treatment or general satisfaction with and

,accessibility of the services oftered by the center.

18
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o Questionnaires can be mailed or, in come cafes, filled out

by clients at. the time-treatMent is terminatecL

o Client satisfaction studies are secondary in importnoe to .
other evaluation activities, such asjcost hnalyses, but
because they a;te relatively inexpensive to do, they are
usually worth the efftrt.

COST-pUTCOME STUDIES

Client outcomes*can be merged.with cost data to derive cost-outcome data,

which; relates the cost of providing sdrvice to clients to the degree of

thrrprovement in thAs\functioning whi e in treatment. These studies are used

to discover%factors that contribute o differences in costs and client

outcomes and to help decide about the best wysto deliver services.to client

'groups.

4
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USING OUTCOME EVALUATION,

Mental health centers ise outcome evaluation to help in making decisions

,../2
about clini-cal management and program planning. The data may also be used to

support requests.for Alocation of resources.

Clinical Man, ement

When outcoMe ratings on clients are linked with treatment plans,

glinicians 'Aet an objective view of their work with clients to help them make

better decisions in managing their case work. They are able to'identify

those cases in which a treatment approach is particularly effective and those
,

in which they are "spinning their wheels." Staff are also better able to,

make decisions on termi.nations of treatment and transfers of clients.

Mnicians usually do not like the idea of having the effects of their

work evaluated. However, if it can be demonstrated,that assessing outcemies

can help them.In providing better care to clients, they are less resistapt,

particularly when they can be assured that the findings will not be used
IP

punitively by management. Clinical supervisors find.these data useful in

monitoring cases and peer reviewer's can use the data, totorsure the quality.of

the programs. The center may use the findings in inservice training

to change the ways that clients are assigned to clinicianS or to modify

clinical Procedures.

20 a.
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Documentation of client rrogress through outcOme ratings tan also help

ig.

clients. For example, a"pljientoetceiving alcohol rehabilitation serNrices may

be yriticized by his probation officer because of negative reports made hy

the'client's family. The therapist, by demonstrating that the client

progressing well in the program, could modify,the probation officer's

attitude toward the client. In addition, inlinical management, outcome
(

indicators are used to "flag" areas where treatthent ih having problems.

Program Ylanning %

Outcome studies assist center management in setting policy and develop-.

ing program.plans. Outcome information can b used 1) to improve programs,;

2) to conserve resources; and 3) to justify programs. Several examples of

the potential programmatic uses of outcome information follow.

Outcome information can be used to compare the effectiveness of one

service to another in a very simple .way. A center may be able h) demona-trate

that. treating chronically disabled clients in a day care service is just as

effective and costs less than the fnpatient it that was .used in the past.

Qr, when recidivism rates and outcome indi tors from the twt) groups are com-

pared, the day care clients may have lower recidivismrates and higher outcome

scores than t.hose treated in. the inpatient unit, thus showing that day care

is a more effective treatment modality that also costs less.

Outcome information may also be used to support a decision to maintain

a,,more costly but more effective service by demonstrating that clients

improve more and.have lower recidivism rates than tHOse treatq lira less

effective service.

21:
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ient satiSfaction studios providt information on,the.client s per-

coptionAlof the value ond quality of treatment and mental health programs in

general. This information Ls useful in'modifying program procedures. In

addition, such studies yield statistical data on the acceslbility and,

acceptability of services for federal and state,mental health, agency eeports.
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4' SUMMARY

4

Outcome evaluation assesrses the benefits or _results of mental health

services received by'clients or communities,. It ia an evaluation approach.

A *
that compares descriptive data on the mental health status of clients at

different poidts in Ume. Its pUrpose is to triggeT action hy cllalcians

and managers. in planningprograms and managina clinical services,

XAnters defer client outome evaluation.until goal-oriented program

planning,information systems and_quality assurande programs are in place.

Outcome evaluation ahould be donewhen there is 4 clearly defined need for

the data, fesources are availabre, and the uses of. dat are,agreed on by

cliniCians and managers,

Seven methods of evaluating dUtcomes have.been described,: Each method

has its advantages and drawbacks which are telated to its si)ecificity, cost,

and potential uses,. Some o the major'considerations in selecting an

appropriate outcome measure are its sensitdvity to change in client status,

Its reliability, the usefulness of findings, and the costs of implementation.

Client outcomes studies,can be conduCed continuously or as special,'

studies. , A minimal level of continuous data collection includes the rating

of clients level of functioning at predetermined times and the assessment

client aatidafattion, with feedback to clinicians and Inanagers At regular

intervals.

444
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Special studfes tN4d to be rre problem-oriented. They are usually

( ,'

conducted when thete is a..Tlearly defined need for information'aboUt al
e

particular service or grouç ? of clients.

-
Outcome evaluation is used to asist In clinical management and. program

planning. ,Continuously Aillectd,outcome data help clinicrans get an'

objective view of'their work witr'Clients. 'These data also assist'clinical

supervisors in monitoring cases and identifying the need for inservice train

ing or changes in clfnical-proce'Oure.s. Outalme studies assist in setting'

pOlicy, developing program plans, and justifying programs.

4
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