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ABSTRACT
Outcome evaluatior assesses the results or benefits
of mental health services received by clients or ccmmunities by
comparing descriptive da*a on the mental health status of clients at -
" different poir*s in time. I+ alds.clinicians and manggers in planning
proarams and managing clinical services, A mental health center
should establish goal-oriented prcaram planning, informatioh systenms,
and quality assurance programs before it attempts ¢lient outcome {
evaluation. Outcome studies are still in the develcpmental stages and
should be conducted when +there are clearly defined needs, available
resources, and clinical' and mAnaaderial agreement regarding the uses
of the resultant data. Seven outcome evaluation methods are described
and referenced: (1) .level of func*loning scales: (Z) rultidimensional.~ ~
ratings: (3) SCL-90 Symptom Checklist: (4) goal attainment scaling;
(5 client satisfaction follow-up questionnaire: (6) community , A
satisfaction studies: anrd (7) consul*ation and education cuteqnes, &
Clgent outcome studies can be continuous and provide¢ on-going '
fe®dback, or they can be terminal and provide information about a.
particuler service or group of clien*s. These studies assist in
. forming policy,~developing proarams, ard justifying .prograums.
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JOREWORD .

4

The Southern Regional Educgﬁion Board was awarded.a grant (Mental Health
Tratning Crant No. ‘I-T15-MIH14703) in late 1976 from the State. Manpower and
Development Rranch of the National Tnstltute of Mental Health. The Project
was tos develop publications and conduct workshops to assist mental health
centers In Improvipg thelr manapement practices and their program activities
through the use of practical program evaluation. A series of publications
and workshops is beNng developed through the combined efforts of the Board's
staff and task force participants. Topic areas include:

.Thc Administrative Uses of Program FEvaluatio

Use of Information Systems for Monitoring Mental Health Programs
lLinking Needs Assessment to Program Planning and Management ’
Ouality Assurance in Mental Health Centers

Client Outcome Evaluation in Mental Health Centers N
Ilmproving Staff Productivity in Mental Health Centers

o 0 o0 2 O 0

The selection of these toplcs-was based on the prefcrences expressed in a
survey of mental health centers and clinics “n Ihe'IA states served by the
Southern Regional EduCa;<on Board. '

]

Client Outcome Evaluation in Mental Health Centers describes outcome
evaluat ion methods, and explores soge of the ways that studies can be cong
ducted and used. This publication is based on the recommendations of people
ip mental health centers and state mental health agencies. We thank all of
them for their willingness to share their knowledge and experienceq with us.
We assume responsibility forthe content of this report, including any
misunderstandings resulting from the translation of iqeas.

-

o v

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

Harold 1.. McPheeters

. Director, Commission on Mental Health
v ‘and Human Sq;yices
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There appears to be a limited agreement in the mental health field on

+

. . - v
the meaning of the term 'outcome evaluation." A general definition ﬁdund in

. ' ] v "
the SREB publication, Definition of Terms in Mdntal Health, Alcohol Abuse,

Y

Drug Abuse, amnd Mental Rétqrdation, def'ines program outcome evaluation as:

"The effects achieved for a target populatien by a program.' This definition

is expanded with the rationale that:

.

# There has been much attention given to the servicet delivered by.
staff persons, but less attention given to the benefits or results
to clients or communities. OQOutcome refers to the changes or
benefits brought about in clients or communities as a result of

the services delivered. (Outcomes are seen as effects, changes, or
impacts on recipients. : .7 :

. *
7

This peneral definition is probably acceptable to most people. Problems

-

arise, however, when a more specific description is requiged to explain why i
- } \ . . .
outcome evaluation 1ls done, how outcomes are measured, and what uses are made
P * ’ 3 .
of findings.
0}
The purpose of .outcome evaluation is to find out whether clients are

*

~

being helped by, the mental health services they rcceive. Federal ana state

adminigtrative agencles and legislative bodies are now exerting pressure on

N
)

mental 'health centers to document the effectiveness of their services to

- R ~ v 4

clients in the community. ;51 the expectations of outside agencies are not

- ‘e -

the only reasons for evaluating program outcomes. The information drawn from

A\

& . . !




outcome cevaluation.is also useful torthe administrative and clinical staff 1in

] w =

a center.  Some obf the questions that outcome evaluation can answer are:

0 1s mental health tréhimcnt,ﬁblplng clients? ‘

0 How much does: treatment help clients? , /
/
o What kinds of clients benef it more from a particular kind of
treatment 7 . . ~
+
\ :
. - 0 Is one service modality more effective than wnother?

o Are clients satisfied with the'servicqg\Fhat they yeceive?
v :
o Is the community satisfied with the center's services?

. . . ’

[}

®
These questiong can be answered by using evaluation or research J

//// apfroaches.

. OQutcome FEvaluation
T » °

»

.Outcome evaluation uses descriptive data on ¢lient status at different

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

5

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

that are appropriate for decision making @nd useful for educating management
>~ / : -
and clinical.staff. This more pragmatic approach often does not produce

information(;hat can be generalized to other\settings, but methodologies
1 A Y . . .

sho&ld be used that will give the most precise answefjpossible, given the

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

outcome evaluation are®used to trigger action by clinicians‘and managers in
aSSigning clientq to particular therapies, allocating resources to programs,

. and identifying inserlice training needs. They also may be uadl by manag5;§

- tn restructure existing programs.
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Outcome Evaluation Research - ‘ .
Fvaluation research is a form of applied, scieptific research which t

4

measures changa.in client status over time to draw causal inferences about
N .

the etfect of treatment on clicents. A research desipgn with random selection
/

of clients or equivalent ¢ontrols is used so that the relative effectiveness
)
N\

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

4
invest igation ol events under scientific rules of evidence to generalize

knowledge. Research resultts are used in developing alternative trcatment

approaches within programs in mental health centers.
’

Evaluative research is feasible when centers have the research talent
< N\ ’ ‘ .

and other resources avgilab]e.' Otherwise, it is not sensible for agencies
with limited resources to spend service delivery dpllars on rigqrous scien-
titic approaches. This does not imply that centers should not look for ways
of improving treatment approaches. Tt déeS'suggeét that most centers should
emplov methods of measuripg client outcomes that will pro?ide practipalvand
timelyv feedback on clinical activities before ghey attempt mpre sophisticated

'studies. ) : : : '
Ment ion sheuld also be made about comparative studies of the effective-

ness of various’ mental health programs.__ Jt 1s recommended that comparative

studie's are best addressed by™“state and federal agencies because of the costs
»

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

f\ .
when a number o6f centers pool their resources and data to do comparative

3

studies, often with support and technical assistance from state mental health
. ;% '\\

. agencles. ;o

\

* &




OUTCOME. EVALUATION METHODS * /

A number of methods can be used to evaluate outcomes. These methdds
differ in the dimensions of outcomes that are measured. FEach method has g
advantages and drawbacks related to its specificity, cost, and potential uses.

. Seven different methods are briefly described and referenced.

Level of Functioning Scales . . ) -

~;Fhe'client's overall level of functioning is measured from the perspec-

r tive of thg clinician. These globa! ass%ssment scales are a/;horthand,&ay of
- indiqgting,a number of fagtors relatea to client status. -They muét Be backed
up by a good clinical record to clarify what these factbrs are.
It i% suggested-that a»broaa range of scalehpoints == up to 100 with —

10 point levels w!!hin the scale -~ 1s more dpsirablé than scales with 5 or

¥ ’

10 scale points because the scales with broader range are more sepsitive 1in

N .

x ) \
discriminating changes in client status. The indicators produced on broader

. . . .,-‘
scales are far more useful in quality assurance procedures bacause the

)

'Y

informatlon they yield is more sensitive.,

References:
v 2 ) £
Carter, Dale E.; Newman, Frederick L.lQA.Client—Oriented Systent of
Mental Health Service Delivery and Program Management: A Workbook
and Guide. Department of Health, Education, and Welfare Publication
No. (ADM) 76-307. Washington, D. C.: Superintendent of Documents,
U. S. Government Printing Office, 1976. ) .\ ’

Fndicott, Jean; Spitzer, Robert: Fleiss, Joseph; and Cohen, Jacob.
The Global Assessment Scale: A Procedure for Measuring Overall
e - Severity of Psychiatrié¢ Disturbance. Unpublished manuscript, March 1975.
) Coples availlable upon request from New York State Psychiatric Institute, {
- 722 West 168th Street, New York, New Yogk 10032 (Dr. Endicott).
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. Multitimensional Ratings ’

. P P . : I3

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

. )
.and community adjustment are available to centers that wish to use them. .It '
is recommended that centers carefully choose the instrument that best suits

-thelr needs In providing answers td the questions which prompted the outcome

.
.

} study. Purthermore, centers arc urged to use available scales Instead of
., ‘ ) ' é

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

- ™

The SCL-90 Symptom Checklist Ls a client self-report form consisting of

2
. ~ !

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 of particular client groups. 1Its limitations\are that it 7
includes no measures of int&&personal or social adjustment and, because it is

. : .

. confined to a standard set bf gsymptoms, it does npt show unusual or unique -
svmptoms. - L e - .

References: ' !

Derogatis, L.R.; Lipman, R.S.; and Covi, L. "SCL-90: An Outpatient
Psychiatric Rating Scale" (prelimipiary report). Psyghopharmacology
Bulletin, 9:13-28, 1973. . o : \

Derogatis, L.R.; Lipman, R.S.; Rickels, K.; Uhierhuth, E.H.; and
Covi, 1. "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 witﬁ$

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

‘

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

. " differ in the‘ﬁéﬁalls of their content, format, impleméntation procedures

N




) ‘} .
>

and costs,  These scales tend to be lengthy and expensive to administer and .

“

]

analyze. They are most\:ultable t'or'e in well-desigﬁed, time~limited

- -

studies rather than on a routiggjbasls with all clients. The analysis of the

° i 7 4

. ‘ . " &
data ylelded by chcse scales can Identify areas of adjustment in which clients

2 .
need helpy can be used to.develpp new types of services to meet the treatment
- : \ R :
needs of ¢llents; and can help assess the durability of treatment results

L4 .
e

after termination.

»
.

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

3 v

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

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

~

[y

" . 4) performance of leisure time activities; 5) informant's expectations about #

13

leisure time act}vithﬁg. These scales have been most widely used in long-

term psychlatric hospitals.

Reference:

Katg, M.M. and Lyerly, S.B. 'Methods for Measuring Adjustment and
Social Behavior in the Community: Rationale, Description, Discrimi-
native Validity, and Scale Development." "Psychological Reports,
13:505-535, 1963. ' /

\

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

o i 73

items which measure personal and social adjubtmenﬁf ,Separate\yersions of the

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

\ .M
an informant (e.gf? the client's family members) and has been used success-

- (¢

fully as a mail-out questionnaire. " "
. s .

Reference:

Fllsworth, R.B. '"Consumer Feedback in Measuring the Effectiveness of
Mental Health Programs.!" 1In: Guttentgg, M. and Struening, E.L. (Eds.).
Handbook of Fvaluation Researc¢h. Beverly Hills, California: Sage
Publications, 1975. ) A 1

4
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that tasus on personal and social adjustment, contact ‘with other human service

The Denver Community Mental Health Ouestionnaire consists oF.7l items.

N

agenclies, and client satfsfaction with services. This queStionnaire was

designed specifically for use In mental health centers, primarily. to~f{ollow
' ¢ .
up ongcldents attgr termination ‘of treatment. =Tt inclydes both self-reforts
v « ¢
bv the client and reports by other informants; it is usually administered

through structured dinterxviews in the client's or other informant's home.

‘ v -
Reference: .

/ . . ‘ .

. Ciarlo, J.A. ané/Reihmnng J. "The Denver Community Mental Health -~
Queétionnaireg Development of a Multidimensional Program Evaluatioq/}
Instrument.'. Unpublished paper, 1974. Available from the Mental
Health Svstems Fvaluation Project, 70 West Sixth Avenue, De?Ver, ot P
Colorado 80204. ’ ‘

= . (,f/_\\‘f-\
A J P Py -

Goal Attainment Scaling A,

-

Goal Attainment Scaling is a}technique that measures treatment outcome
by assessing the extent to”which clients achieve individualized goals. TKe

;¥ecific content of the .scales is tailored for -each client. A goal attain-

s

ment followwup is done for each client to determine the.level of outcome on

s

* -

each i9£19. Outcomes for all clients are calculated through the COTEiyétIon

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

Y

N .- , -
health center to modify the “basic tec?pique to meet its own specific needs.

Y : . = ‘

‘. References: -

Kiresuk, Thomas J. and Sherman, Robert E. '"Goal Attainment 'Scaling:
A General Method for Fvalwating Comprehensive Community Mental
Health Programs.'" Community Mental Health Journal, 4:443-453, 1968. -

L3

Kiresuk, Thomas J. “"Goal Attainment Scaling at a County Mental
Health Service." FEvaluatiopn, 1:12-18, 1973.

e
’ 14

o
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Kiresuk, Thomas .I. and lLund, Sander H. "Procoss and Outcome:
) : “casurement Usipg.‘Goal Attainment Soaling In:  Zusman, .Jack #nd
Wurster, (CLl] R. (Fds.). Program Ivaluation. 1: _Alcohol, Drug Abuse,
- : and Memtll anlth Scrvice Lexington, Massachusetts. Lexington

_ Books 1975. ' \ . -

The Automatedbrﬂi-lnformant Goai—Oriented-Progress Note//(ATGON) servds
) f; 1 . .

.
“

many of the same purposes as goal attatnment scaling. Tt is based on the
). [ . . . o ’ -

\\same underlying assumption, but the design and procedures differ. 'ATGON is

an automated technique which measures client progress toward predetermined
N ’ - . . L4

N goals. Assessments from three sources are included:- clients, clinicians, - Cow
and relatives of theyelients.

; , —_—

Reference: ) ~

Wilson, N.C., and MuMﬁower, J.L. "Automated-* Fvaluation of Goal
Attainment Ratings." Hospital and_Community Psychiatry, o
26:163-164, 1975. ”

<

.,

.

v ‘Client Satisfaction Follow-up Questionnaire:

”

jqf clients with the process and results of ‘

v .

Assessing the satisfaction

treatment has become Increasingly common in méntal Kealth centersy, in part

¢ >
. .

. M/ v
becausg of the emphasis™n citizdn participation and consumerism in human
service agenciosv These questionnaires are relatively inexpensive to design
% and implement. .The data that they yield can assist in identifying N{‘blems

o - © In programs, getting feedback from the community on the value of mental -

health services, and providing information én "accessibility" and””accept(”

- ¢ . 1

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

Tt Isxsufbested that client satisfaqtion questionnaires be kept simple
»

‘ . ' . . -
and brief -- about 5 to 10 questions. These questionnaires usually include .
ftems directed to the client's satisfaction with treatment and their overall
. ’ . ’ ,\ .

Y




-

satisTaction with the services offered by the center.\vﬂfher concreéte
- . T * . M ' A

questions that why be of Interest to the centpr director can also be added.
® s

’. * . - . . L

. . . " s [ '
+ 1t s recommended-: that some guestions be agkdd two or three different ways.
. . . . N [ . * . L]

) . R . 4 .
Reference: R - .. - . . - . |
, .

Denver Coagunity ‘Mental Health Questionna (selected questions§

Iames CLarlo, ghieﬁﬁanp Lin, Doug]aq Bigolow and %arilyn Biggerstaff |
Denver’ Genemgl Hospital Mental He))th Oent:sr RS .

' ﬁ.70 West 6th ‘Avenye - - _ .
') pvér, Colorado 80204 - et

‘Daniel Larsen «Clifford Agtkisson and William A Hargge@ves .
Langley Porter [nstitute _ 'ﬂh

jpniversity of California ’ - o
/San Francisco,ﬂpﬁ}ifornia 94143 A P

FERY

1Y

- - : s
‘Community Satisfaction Studies //”n S v

V4 l.'//

Outcome indicators car be derived from,pre- and post-measures of change

~

«t

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 and from the center can be tracked
. "~ ¢

~and compared to the policy and formal servicé agreements with other agencies.

Reference: T ’ T
Warheit, G.J.; Bell, R.A.; and Schwab,. J.J. "Planning for Change: ' -.

.L Needs Assegsment Approaches. Rockville, ‘Maryland:- National Igstitutes
of Mental Health, n.d.

-

-Consultation and Education Outcomes

r

Consultatlon and education services in schools, industry, nursing homes,

law’ enforcement agenciés, courts and d/her human service agencies can be

evaluated by comparing actual activities to stated goals for servicés if the

- -

-
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center operates under-a goal-oriented approach. Baslc steps in setting

— . 3 ’ . . ) ; ' . ‘o
poats and evaluating outcomes Include: .

. . .
- - R Phtdhl[ﬁh[ng an aprocmont witm the agency that defines th!
gaals to be achieved by the sgprvice;

)

‘ < Setting the gan for the provision of services;

. <
[N . )
}.. Providingithe services;

. 4. Measuring the outgomes by comparing Lhé results to stated goals. . //)

The KO:EEY is also rLFerred to two general resource publications for -

; .
. ’ N

s informat len on outcome measures: . ) ) ' ¢

Hagedorn, H.J.; Beck, K.J.; Neubert, S.F.; Werlin, S.H. A Working
A Manual of Simple- Program Fvaluation Techniques for Community Mental
w4 Health Centers. Départment of Health, Education, and- Welfare -
' Publication No. (ADM) 76-404. Washington, D. C.: Superintendent pof
Documents, U. S. Government Printing Office, 1976.

Hafﬁ%eaveq W.A. Attkis@on C.C.; Sorensen, J.E. Resource Materials
for Community Mental Health Program Evaluation (2nd edition).

Departmenr of Health, Education, and Welfare Publication No. (ADM)
- 77-328, Washington, D. C.: Superintendent of Documents, U. S. Government
_Prihttng Office,Q§277. ' '

~ . . . ~

M -

When selecting outcome measures, the evaluator ghould look for an o "

o 8
instrument that xf appropriate and sensitive to chinge in client status.

<

Other considerations are  the reliability of the instrument, the usefulness of

. ' . ' ’ w

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

' cedyres. Since the major.ways of measuring client outcomes o®tert are not

.

correlated to each other, the evaluator ghould try to select instruments to
- ’ ' y . ‘
assure that 1) the dimension of client status chosen will answer the.

questions belng raised;.and 2) the resources needed for implementation are

-

N related to the potenéialmpayloff that the findings will have. - S

o . o
- v . . a
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A Variatlons In the demographlic, socioeconomic, and cultural character-

.
. .

(stlcs of communities Influence what. s constdered "normal" behavior and

N

funct toning in different communities. Although this is not an overriding

?(\.- Y . N v . .
? fackor in the selectlonvof outcome scales, knowledge of community nofms 1is

i
st

. . N Y
helpful 4n rating and analyzing client outcomes. Some authors have developed

»

- outcome techniques that gompare client outcomes to community norms to assess -
- A ’ .

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

N -

. Washington).* Assessments of the need for services which include the . -

~ ’
characteristics of the community (e.g., age, sex, race/ethnicity, idcome, LN

education, unemployment, crime) assisQ\in identifying the nature of fathrs

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

Mental health centers should conduct credible outcom£>sfudies whether

*-

. they are done on a cont inuing 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 easlly found. . <
N ) CON ' ’
- It is advisable to select methng that rate both the clinician's and the

*

(:.lieﬁ:t's perspectivct of treatment results. S : :
ONGOING ACTIVITIES IN-PLACE -
,’ hd - g .

1 - .

It is recommended that centers have the following activities in place

a

before condhﬁting‘ouggpmeipvaluation:'“

- .
-

1. Goal-oriented planniog should take place pefbre’conducting out'come

L4

evaluat bons. Written documeptation of the proposed evaluatien procedures  °
. < .
. . ¢
should be included In the plans.
’. —

I:¢

1)

ot
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- )

\/ ) :
. ) ) ‘ N Ny .
' 2o The center should have an evaluator or person with~vvaluation skills
who serves as a member ot the management team.
B ‘ . . \ R

- ‘ 3. The center's administratlon must support .program evaluation and have,

. -

the ability to uwse the ovaluat ton findings. ‘ i .

A PP

h . : 4. Operations and clinical procedures shoh}d be monitored through an -

information system (orpanizaed files from which data can besreadily accessed)

that includes data on:
0 client movement :

O gstaft activity that accounts for at least direct service activities
\ A{ ‘ and indirect services, such as consultation and education; ’

“ o cost data including direct costs, Indirect service costs, and
. 5dminlstrative support costs;
| e
0 clinical records that are up-to-date and include treatment goals
and plans 'for each 'client.

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

£ clinical supervisors and a quality assurance program in the developmental.

.
'

o R Sta;'t‘. : .

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

8 ~ ' : A .
copmun fty.

Q

EMC | L ’ | ) : . '.

P e R i ' cooN J \
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CONDUCTING OUTCOME EVALUATION . S

Many centers defer client outcome studics to a lgter stape in theirf

-

. o
development for a number of reasons. Other program evaluation, activities,

' ] ‘ -
such as the development -of Information systems and cost studies, have a higher

LN

pflority than outcome evaluation in most centers. Implementation of outcome

N
cvaluatlon Is often delayed because centers do not consider the potential

pavoff In the uses of outcome data to be high enough to justify the costs

Involved. (The exception is when categorical programs require outcome “

evaluations.) Anothet related factor is that the state of the art of outcome [/‘
’ 1
studies is still in the developmental stapge and the potential uses of outcome

»
~

data are not always understood.

\

PLANNING AN OUTCOME EVALUATION STUDY . : ) .'

The fdllowing-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 Who will use the data? | B

t

0 How often will the,déta be neede@?

o How does the data collection process fit, into other ongolng program '
evaluation efforts? . . . v -

w

o Are the needed resources available?

A




- C S ,

Owtcome evaluation should be done when there 1s a clearly defined ﬁeed

for data, resources are avallable, and administrators and. clinical staff .
- “ ' * 1]
agree to use the findings. These decisions can be made by the center’s
management team. : R N
'n select Ing appropriate {nstruments for mgasufing outcomes, it is
L4 r’

N

xeg;;:ended that centers choose from standard measures that are already
. \". ~

avail¥ble Instead of trying to develop their own. If the persons ipyolved in
y - LJ///9¥\\
making this chodce are not sure about the instrument that shou be used,

they should éallfin consultants from state or other agencies for assistance

!

in the selection of an approprigqte measure.

When doing an outcome evaluation,Fb},a categorical program (e.g., Nation-
al Instityte of Drup Abuse requires Client Oriented Data Acquisition Process),

it i1s supggested that the center look”at the federal and state reporting re-

quirements for that program before choosing an instrument, even 1if the center’ .

does not.recelve categorical funds Yor the service. There are two advantages

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

agencles: 1) outéomes can be compared with state and federal-statistical
. . . " o . )

data; and 2) {f the program doe's pet fundinglfrom these agencies’, the center

witll not have to revise its evaluation procedures. )

. | ) o

IMPLEMENT ING AN OUTCOME EVALUATION,STUDY

“

Clinical and managerial sbaff\should be educated on the meaning and . uses

»
*

_gf»outcdme evaluation before outcome studies are_implementea. Additional

training sessions may be nec€ssary after implementation to maintain the

rellabllity of ratings and to demonstrate the uses of the evaluation findings.

L

»
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. .
{

Statt should be plven leedback reports on {indinp¥ periodically so they can s
te B ' ¢ .

~

use the.datd-for clinical and overall management purposes.
., L

] M ’

"The evaluator can anticipate anxious reactions from staff when they first

v
s - ]

¢ \ .

see the results of outcome studles because results are geldom as good. as
» oxpected. "Training sesslons on the meaning and uses of outcome data will

reduce these anxieties. The center administrator should judge when and

1
Y

how .any information is released to others. He maﬁ decide to withhold the

ralegse of outcom%};gﬂprmation until the evaluation system is operatdng

. ’

$ _
smoothly and the reliablility of ratings-is well established.

Clinicians may be bothered by th%;words used in an instrument and ma§

—

feel that identifying clients’ behév}ors with a number is alien to their way

- !
of thinking. Others may think fhat a standard instrument is inappropriate

for the program. Seome suggestions for handling these problems are:

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

o Do not make word changes in a standard instrument initially.
Instead, have training sessions in which the results of
individual ratings are discussed and consensus on the meaning
of rating categortes 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. 1If word usage

_1s changed, notations on these changes should be made in any
“reports. FKither approach should include staff training
. tﬁﬂ?rding changes in the scales to increase reliability.,




s ad ~'1‘W() WAYS OF EVALUATING OUTCOMES : : .

There are two basic approaches to outcomg evdluation: *1) fpecial studies -

. aggl 2) continuous data collection. ~ The.basic procedures that* have been out-

-

- -

‘\ lined apply to both kinds of outcome evaluation efforts.

. Specifal studies. Special outgome studies for evaluation require data
. ?

14

-

. that are not routinely collected or reported in the information system. .

¢

. Special outcome studies might involve sampling fro%wppntinuously'collebted

- »

" data for a particular subgroup of clients or conducting a fu114§ca1e’study of
client outcomes in a particular program. These studie§ may be done period-

fcally or only once, depending on-the need. Often the nee r special

studies 1s'prompted by problems that appear in the lar monitoring reports.

.
n) kY

Clinical supervisors may reqliest a spééial study when planning for a
moditication in an ongoing treatment program. The administrator may need

Outcome data to support the development of a new program or to justify an
A 4

existing one. ¢ . .

o

L] ”' *

Continuows Data Collection. Thg continuous collection of outcome
.Lnformatiod usually involves the rating ;f ali clients who receive services.
Thesg ratings are recorded in the clinical records to assis; in clinical
manégéhent'and in the center's informati;n system to provide easily tabulated
=ddata for EValuation.: The minimal 1eVe1 of outcome data thattcenteﬁs shoJ!h
N coﬁslder maintaining on a continuous basis is:
° &
'1) The overall level of functioning for every client en
intake. These ratings should be backed up by progress
records for each client, .
2) The overall level 6f fu ctidning for every client at least

once at a predetermined®oint in time, whether or not the
' client is still under treatment.

16
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1) A client satisfaction follow-up questionnaire to all o
tcrmlnatqg clients (can be conducted by mnil). o - .’

) \ \
. 4) Sumparies of data om levels of functioning and client _ * .
' ' satisfaction folLow—up d‘estionnaires at regular intervals, -
. -with appropriate feedback to the users of the information. '
&
USE OF LEVEL OF FUNCTIONINC SCALES .

Several level of functioning scales were suggested in the previous
section. These scales show the overall status of clients at the time of
o . . .
rnqlng. Betore and after measures show whether any changes have taken place

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

.

functioning ratings be done at every clinical contact with clients to provide
more adequate information for decision -making by clinicians, supervisows, and

peer review and utilization review committees.

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

+ 'indicators shguld be entered in the center's information system in two

places:” 1in 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
L ) \ v -
idemtifier, the services rendered, the code for the service provider, and the

fee charged. 1In a hand—operéted information systen the aggregation of data
; AP ] | )
can be facilitated by using a code to identify whether the rating was pre--

treatment, during, or aftetr treatment. A staff member should be* assigned

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

properly and completely collected. ‘ -

Level of functioning data should be tqpulated and reported to appfopriate
Q. 2

’

. - personnel at' predetermined intervals. 1In smaller centers it may take as long

h

17




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

s Y : 1 - ¢
status changes by program. For these indicators to have meaning, they must

be partitioned according to specific time periods. Client ratings are
usually partitioned intd the following groupings: : <

. Clients who entergd before reporting periody . T

J . . -

) 2. Clients/who_entefed'dhring reporting period; ‘ . }& R Y
. N ‘ ' \ "~
ﬁL‘ Clients who terminated during reporting period; , "

~

» 4. Clients who terminated after reporting period.” - i..

-

N

A partitioning by client type is also recommended to make .the outcome

4

measures more meaningful. Clientslcgn be divided into those whose goals are

. 3
directed toward improvement and those whose goals are primarily maintenance

Y

of ths}r présent stﬁtus,'or they may be divided by. kind of problem or age
group. ) - o

e
. SN :
Routine feedback reports should be provided to clinicians, clinical

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

client groups so that as reports proceed up the center's hierarchy, individual
/ ) . . .
clients cannot be identified.

-

t . B
-CLIENT SAT{SFACTTON FOLLOW-UP QUESTIONNAIRES . .

Standard client satisfaction questionnaires are\gze}lable to centers, or -

' P

5

‘centers may construct their own. There are several basic tssyes that shoyld .

. v

be considered whén using this method: ' .
- 0 Questionnaires should be short -~ )p¢more than 10 questidns.
o Questions should be concrete. They may\ﬁnclpde satisfaction with

v results of the treatment or general satisfaction with and
. accessibility of the services offered by the center.

, -




d 4
- -y, : .
D . v y
/ : -
4
- 0 _Ouestionnaires can be mailed or, in come cages, filled out ‘\
) ) "by clients at the time treatment is terminated.
Ve : '
. , o C(lient satisfaction Studies are seceondary in importance to.
3 other evaLuation activities, such as.cost hnalyses, but
because they ate relatively inexpensive to do, they are
usually worth the effort. . "
N (
- COST-HUTCOME STUDIES
~ - ) ' ! EREPNEN
Client outcomes can be merged with cost data to derive cost-outcome data iy
S
. g
which relates the cost of providing sérvice to clients to the degree of P
v . LN
J ) .
. <mprovement in the)(\functioping while in treatment. These studies are used
.o to discoverfactors that contribute to differences in costs and client N
outcomes and to help decide about the best ways to deliver services-.to client
. " t Co o
" groups. o ;
. "»\\
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USING OUTCOME EVALUATION

Mental health cenij:j/yse outcome evaluation to help in making decisions
about clinical manggement and program planning. The data may also be used to

support requests 'for allocation of resources.

.Clinical Manqgément

When outcome|ratings on clients are linked with treatment plans,

hlinicians get an objective view of their work with clients to help them make

v

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

3

those cases in which a treatment approachuis particularly effective and those
in which they are "spinning their wheels." Staff are also better able to,
make decisionséon terminations of treatment and transfers of clients.

' Clinicians‘qsually do not like the idea of having the effects of their

: : l
work evaluated. However, if it can be demonstrate% that assessing outcémeg

\ g

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

¢

punitively by management. Clinical supervisors find these data usefuldin
monitoring cases and peer reviewers can use the data'tok356urq the quality. of

the ﬁrograms. The center may use the findings in inservice training frograms

to change the wajs that clients are assigﬁed to ciinician? or to modify’

clinical brocgdures.

*
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Documentation of client progress through outcofie ratings tan also help :

) J

clients. For example, aaplﬂenf”fbceiving alcohol rehabilitation services mayA

be geiticized by his probation officer because of negative reports made by
.the“client's family. The therapist, by demonstrating that the client

progressing well in the program, could modify .the probatibn officer’'s /"ﬁ>

attitude toward the client. 1In addition, in ¢linical management, outcome
N '

Iindicators are used to '"flag' areas where treatment is having problems.

4

Program Planning "

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

“ing program_plans, Oﬁtcome information can ;Z usedul) to improve programs;
2) ‘to conserve resources; énd 3) to justify programéi':Several examples of'
* the potentiél programmatic uses of outcome’information follow.

Outcome information can be used to compare the effectiveness of one
service to anothefkin a very simple way. A center may be able to demonstrate
thafftréating chr?nically disabled clients in'a da? care service‘is jusg as
effectiye*énd coéts less t han ﬁhe fnpat;;;;\ﬁndt that was used i;‘the past, ' l
Qr, when reciéivism rates and odtcome indi;thrs from thé two groups are com~
pared, the day care clienfs may have lowe; recidivism' rates ana higher outcome
scéres than those treated inrthe‘inpatient unit, thus showinguthat day care
is é more effectlve treatment modality ?ha;lalso costs less. | .

OubéomeAinformat{qn may also be used to support a decision.to maintain
a more cgsély byt more effecti;e gservice gy demopétrating that clients

- [
improve moré and .have 1owe§ recidivism rates than tHose treat%f ina less

\

effective service. . o

+




Client satisfaction studles provide* information on .the client's per-

I} -

ceptionsot the value and quality of treatment and mental health programs in

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

addition, such studies yield statistical data on the'acceésibility and

"

acceptability of services for federal and state mental health agency reports,.
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.Outcome evaluation should be done‘ when there is a clearly

= SUMMARY

.- Q

Outcome evaluation assesses the benefits or results of mental health

~
v

services recelved by clients or communlties.
. | N ‘ . |
that compares descriptive data on the mental health status of clients at.

It is-an‘evaluation apprqach .

'

time.

“

different poiﬁts in Its purpose is to trigger action by cMuwicians

4 -

and managers in planning‘programs and méhaging_clinical services,

.
° *

M: enters AQEerlclient outeome evaluationcuntil oal—oriented rogram
dnihkf. ¢ - eve )| g prog

planning, information systems and quality assyrance programs are in place.

defined need fof

»

the data, Fesources are available, and the uses of datg are-agreed on by
clini¢ians and managers, ' : —

6
.

Seven methods of evaluating outcomes have been described. Each method

has its advantages and drawbacks which are related to }ts sbecificity,.cost,
. A . P . ) . s .

the major considerations in selecting an

and potential uses. Some o
. ' o

.

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

*

~

]

Its reliability, the usefuldoess of findings, and the costs of impiementation,'

Client outcomes studies, can be condugféd continuwously or as special -

¢ _ -
studies. - A minimal level of continuous data collection includes the rating

”
4

of clipnts‘ level of functioning at predetermined times and the assessment of,

»

clign; éhﬁd§fatt1on, with feedback to clinicians and managers at regular

intervals. . ‘ ‘ o '

A—
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l’-
Spéﬁial stud fes téqd to be nore ﬁroblem¥oriented. They are usually

¢

“+ conducted when thefe is aclearly defined need for information ‘about a,

-

pérticular service or gromp of clients.

Ul

Outcomc ov aluation ib used to asﬁist in ciinical management and. program

‘ pldnning. (ontinuously (bllectkd outcome data help clinicians get an*
: N !

objccpivc view of their work wffﬁ'clients. " These data also assist clinical

supervisors in monitoring'éases and identifying the need for inservice train-

“ . ’ 1

ing or changes In clfnical'propeaures. Outchme studies assist ih'settiqg‘
. I R ) .
~policy, developing program plans, and justifying programs.
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