If you have issues viewing or accessing this file, please contact us at NCJRS.gov.

CHAPTER 21

50685

OUTCOME STUDIES IN MENTAL HEALTH PROGRAM EVALUATION!

Wm. A. Hargreaves, C. Clifford Attkisson, University of California, San Francisco;
and Frank M. Ochberg, National Institute of Mental Health, Rockville, Maryland

Few community mental health centers systemati-
cally examine client outcomes (Hargreaves et al.
1975). The first program evaluation concern is
usually a broad monitoring of the process of the
center. This includes assessing community needs,
describing the utilization of various services by
different types of clients, meeting funder reporting
requirements, and integrating client and staff sta-
tistics with the accounting system in order to carry
out cost finding and rate setting. Usually it is only
after these tasks are begun that attention shifts to
examining outcomes for the individual clients served
by the center programs. We have suggested else-
where that this davelopmental sequence seems ap-
propriate (McIntyre, Attkisson, and Keller 1974;
Attkisson et al. 1974; Hargreaves et al. 1975).
Regular, effective use of outcome studies is an
advanced stage in the maturation of program evalua-
tion capability in the managemer.t of a center. This
general rule should not blind the reader, however,
to the many possibilities for creative use of out-
come information in program management and plan-
ning. The six examples which follow illustrate a few
of these possibilities, ranging from simple monitor-
ing to advanced program evaluation.

Some Examples

Monitoring Clients® Level of Functioning

A county mental health facility records a global
rating of each client’s level of functionjng at admis-
sion and at each subsequent contact. Changes in this
rating from beginning to end of service are tabu-
lated in relation to the type and cost of treatment
received, This provides a periodic overview of the
performance of the center so that changes from
year to year can be documented. Client subgroups
that tend to show worsening have been identified
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and steps taken to improve the quality and con-
tinuity of their care. The breakdown of costs and
treatment type according to intake level of func-
tioning helps in budgeting for new services, such as
an increased load of former State hospital patients.
The availability of this very simple and inexpensive
outcome measure will also allow tentative cost-
outcome comparisons of different treatment ap-
proaches. Such comparisons may suggest opportuni-
ties for program improvement, or may raise ques-
tions about the allocation of program resources
which can be answered by a planned, time-limited
study using more adequate measures of outcome
(Rotenberg, Gordon, and Underhill 1974).

Followup Using Volunteers

A proup of volunteers who worked with the
inpatient unit of a community mental health center
were concemed about the lack of aftercare facilities
for patients who had been hospitalized. The center’s
program evaluator encouraged this citizen group to
carry out a followup study, which they did. The
evaluator helped them develop a simple question-
naire, and all patients discharged during a 3-month
period were included, Members of the citizens’
group visited as many as possible of these former
inpatients 6 months after their discharge. They were
appalled by the lonely, isolated life situation of
many of the people they visited. The citizen group
was motivated by this experience to develop a
proposal for a new aftercare program and effectively
demanded that the center shift its priorities in this
area. In this example, the information-gathering
function of the outcome study was secondary to its
function as a community organization effort that
developed a vocal constituency for a particular
program change (Landsberg and Hammer 1975).

Second Chance for Daycare Failures

In a large daycare program, 250 chronic schizo-
phrenic patients were seen fwice weekly in groups
of 25 to 80. The staff had identified 24 patients
whom they considered “treatment refractory.” It
was decided to explore two new approaches to
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these patients. The 24 patients were randomly di-
vided into two groups of 12. Group A was offered
a program which featured socialization and refresh-
ments within a group setting. Group B was offered
closeness with the therapist through individual sup-
portive psychotherapy but permitted emotional dis-
tance from fellow patients. Patient responses during
an 18-week period were compared by clinic attend-
ance, rated degree of increased socialization, and
cost efficiency, all of which favored group A. Both
groups did somewhat better in fhe new programs
than during a prior 18-week baseline, but attend-
ance progressively fell in group B. Group A patients
were no longer considered ‘refractory’ at the end
of the study. The approach used with group A
therefore seemed promising for future use with
“refractory” patients in the daycare program. This
is an example of a very simple outcome experiment
aimed at program improvement (Donlon, Rada, and
Knight 1973).

Feedback to Therapists

Applicants are assessed in an outpatient clinic
using Goal Attainment Scaling (described in chapter
23 of this volume). The method makes it possible
to assess the degree to which each client has
attained an individually defined set of treatment
goals. The attainment of the goals was judged by an
independent interviewer who saw the client several
months after the beginning of treatment. At one
point the clinic therapists received feedback com-
paring the outcome of their own clients with the
distribution of outcomes for the clinic as a whole.
It was found that the therapists receiving this
feedback showed a subsequent improvement in their
average outcomes. This suggests that the feedback
of client outcomes in this setting may have been a
useful part of the continuing inservice training and
supervision of outpatient therapists (Kiresuk 1975).

Who Accepts Group Therapy?

A large urban outpatient clinic had innovated a
“contact group” to which clients could come with-
out an appointment, as frequently as every day if
they wished, to talk about their problems or simply
to listen to others. Some therapists saw the contact
group as the treatment of choice for certain clients,
but most staff saw it as a holding strategy, an
“active waiting list” prior to treatment assignment,
and a dumping ground for poorly motivated appli-
cants, Intake interviewers also expressed a more
general concern that they lacked clear criteria for
assigning applicants to individual therapy, group
therapy, or contact group. To explore these issues,
they developed a comparative experiment in col-
laboration with an experienced evaluator. Applicants

who preferred not to participate, or form whom
random assignment was judged to be unsafe, were
excluded and were generally seen in individual ther-
apy. The remaining applicants were randomly
assigned to individual therapy, weekly group ther-
apy, or contact group. The acceptance of this
referral was judged by whether the applicant kept
his first appointment and, if he did, by client and
therapist ratings of satisfaction following this first
appointment. Results suggested that the acceptance
of treatment could be improved by not initially
assigning poorly motivated applicants to either type
of group therapy. More surprising, however, was the
finding that shy, distressed clients accepted contact
group best, while the more articulate and outgoing
clients more readily accepted the traditional ongoing
weekly group. Clients assigned to the “wrong” type
of group therapy showed poor acceptance of the
referral, while the “correctly” referred group
showed initial acceptance as great as comparable
clients assighed to individual therapy. While the
results said nothing about ultimate treatment out-
comes, it did identify a specific group which might
benefit from a contact group. It also told the intake
interviewers that any group assignment for a
“poorly motivated” client had almost the same
effect as refusing treatment. This is an example of a
relatively complex experiment aimed at improving
the match of clients to services (Hargreaves et al.
1974).

Does Community Treatment Cost Less and
Achiene More for Clients?

The community mental health center movement is
based in part on the premise that severely disturbed
patients can be treated more effectively through
early crisis intervention in or near their hom.
community than in a State hospital. The staff of
the Singer Zone Center in Rockford, Hlinois, found
an opportunity to test the validity of this premise.
During its first years of operation, it served only 40
percent of the population of its region, while the
remainder continued to be served by three tradi-
tional State hospitals. All first admission inpatients
in the region admitted during a 6-month period
were screened, and a matched pair of samples of
State hospital and zone center patients was selected
for study. All patients were interviewed every 6
months during the subsequent 4 years. The center
group had fewer days hospitalized, less disability,
less total cost per patient and per capita, as well as
a lower cost-outcome ratio than the State hospital
group. This study is reported in another published
paper in which the authors discuss a number of
program changes at the center which were based on
specific findings. An ambitious study such as this
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can only be undertaken by a center with excellent
program evaluation capability (Smith, Kaplan, and
Siker 1974).

Uses of OQutcome Evaluation

These examples convey the variety of functions
that outcome evaluation may serve. In some cases
the issue to be studied requires a carefully designed
controlled experiment, but more often a simpler
approach is better, Some programs gather simple
outcome information routinely on a selected sample
of their clients. More frequently, outcome informa-
tion is collected to answer a specific, time-limited
question that has arisen in the management of the
program, Funding agencies have also undertaken
outcome studies or required routine reporting of
outcome data. This has most often been true in the
drug abuse and alcoholism aveas, but there are
examples in general mental health as well, usually
undertaken by some statewide mental health author-
ity. In this chapter, however, we will restrict our
attention to the use of outcome evaluation within
the management of community-based programs.

In the above examples the reader will have
noticed that a wide range of outcomes was
examined. Improvements in the psychological, intex-
personal, and vocational functioning of the clients
are among the ultimate outcome goals of nearly
every mental health effort. Yet, often, a specific
study will focus on intermediate outcomes which
are easier to measure, such as client satisfaction,
rehospitalization, or acceptance of a recommended
treatment. These intermediate goals may be valued
in themselves, but in part their value derives from
assumed relationships to ultimate improvement in
client functioning. One may choose to focus on
intermediate or long-term goals depending on the

. management issue that motivates the study. If an

important decision must be made soon, it may be
better to have some information about the inter-
mediate effects of a treatment than no information
about its effects. If the issue is a recurring one, it
may be better to invest in a study which can cobtain
a balanced picture of both intermediate and long-
term client outcomes, since the intermediate out-
comes alone may be misleading.

Program goals include more than individual client
goals, however. For example, a community mental
health center attempts to be accessible to all resi-
dents of its catchment area without regard to ethnic
background or ability to pay for services. Centers
that are located in poverty areas often have goals of
employing catchment area residents and providing
career ladders for indigenous staff. Some manage-
ment issues may motivate a study of the program

outcomes which indicate the attainment of these
goals. While the comments which follow focus
mostly on the study of individual client outcome,
the program evaluator will want to attend to the
full range of program goals.

The issues of costs and relative cost-outcome
ratios are implicitly present in every outcome evalu-
ation. The last of the six examples illustrates the
way one program evaluator made an explicit cost-
outcome comparison. Clinicians, and program evalu-
ators who trained originally as clinicians, sometimes
feel reluctant to consider cost comparisons because
in their experience cost-conscious administrators
have seemed foo ready to reduce service quality in
order to save money. But the program manager has
to face the task of integrating quality and economy,
and this trade-off process must be recognized in
planning outcome studies if these studies are to be
relevant to realistic program alternatives.

We see three aspects of program management
which may motivate an outcome study. These are:
ongoing monitoring of program quality; demon-
strating program effectiveness; and making program
modifications aimed at program improvement, While
some of the above examples show how a study may
contribute to more than one of these areas, each
motive leads to a different allocation of program
evaluation effort.

Monitoring Client Qutcome

In routine monitoring, one examines indicators
which describe the program’s functioning and com-
pares these indicators to some previously formulated
objective, expectation, or norm in order to detect
problems needing remedy or situations requiring
closer examination. Every manager and every clini-
cal supervisor utilizes a variety of sources of infor-
mation for monitoring the operation of his or her
program. When a program grows beyond a small
face-to-face group, skilled managers find that peri-
odic statistical summaries are needed to keep the
program activities visible and manageable. Data on
the outcomes of the program are a useful part of
this monitoring. Management information systems
should be designed to provide continuing informa-
tion on the attainment of program objectives. This
is not difficult for many program objectives and
intermediate client outcomes, but data on ultimate
client outcomes are relatively expensive to gather
and are usually obtained on only a sample of clients
(Cooper 19738; Elpers and Chapman 1973).

Only the most basic measures of client function-
ing are appropriate for routine collection and statis-
tical summary. The Global Assessment Scale (see
following chapter) is a good example. It is a single,
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global rating of client functioning and might be
thought of as a modest step beyond the “improved/
unimproved/worse” ratings traditionally required in
a clinical discharge note. It can be used economi-
cally by clinical staff at the first and at subsequent
treatment contacts for all clients. This not only
provides information about change during treatment
but also a comparison of the level of functioning of
clients entering each of the center’s programs. This
is valuable for planning purposes, but also allows
the selection of comparison samples matched for
initial level of functioning. For children we can as
yet recommend no such global rating scale, but
some usable parents’ and teachers’ rating scales are
available (Conners 1973). Other adult and child
rating instruments are discussed in the next chapter
in this volume. Finally, client satisfaction ratings
can be economically collected in a variety of ways
and are also suitable as a program monitoring
technique.

A number of mental health, drug abuse, and
alcoholism programs have attempted routine moni-
toring of client outcomes using some form of
individual goal attainment assessment (Davis 1973).
The best known of these methods is Goal Attain-
ment Scaling, described in Kiresuk and Sherman
(1968) as well as chapter 23 of this volume. The
basic idea is to formulate one or more treatment
goals, unique to each client. These goals are scaled
in terms of specific outcome events which will
define the extent to which each goal has been
reached. The attainment of each goal then can be
scored quite economically and reliably, and the
results combined into an indicator of the extent to
which a given client has attained his or her own goals.
Different clients, or groups of clients, can be com-
pared in terms of this goal attainment score. As a
monitoring technique, Goal Attainment Scaling is of
special interest because it can be integrated effec-
tively into treatment planning and clinical supervision
and can be a part of negotiating an initial treatment
“contract” with the client. Houts and Scott (1973)
report a series of controlled studies in which the use
of clear, time-limited treatment objectives in the
supervision of treatment staff sometimes improved
the attainment of these specific treatment objectives.
We know of at least one instance in which initiation
of the goal-setting procedures resulted in a consider-
able reduction in case conference time (Shaw, per-
sonal communication). Goal Attainment Scaling man-
uals are now beginning to appear for use in specific
treatment programs, such as methadone maintenance
(Putnam et al. 1973) and mental health services for

children (Ricks et al. 1978). In spite of these
promlsmg advahtages, it represents a major invest-
\ment in staff onentatlon and continuing training to

install Goal Attainment Scaling as a routine proced-
ure. Centers should be very cautious about gaal
attainment methods as a monitoring approach unless
the responsible clinical staff are ready to incorporate
the goal scaling into their everyday operation. Several
centers that wuse an individual goal attainment
method report enthusiasm about its value as a
routine part of a clinical program. However, if
one’s task is to install a routine monitoring proced-
ure across a heterogeneous set of decentralized
treatment programs, caution is recommended in
beginning with Goal Attainment Scaling. It requires
a level of enthusiastic support from treatment staff
that will usually not be possible to enlist under such
circurnstances.

With an array of client outcome indicators avail-
able, a sensible approach to freatment monitoring
will match the indicators to the functional com-
ponents of the treatment process. To illustrate this
idea, consider a simplified model of the methadone
maintenance treatment of heroin addicts. Four com-
ponents or stages of this treatment might be called
induction, maintenance, growth, and voluntary with-
drawal. Each individual client could be classified at
any particular time into one of these components.
Goals during induction might be regular attendance
and a steady reduction in the incidence of urine
tests positive for morphine and other illicit drugs.
The maintenance goal might be continued program
participation without positive urine tests and a
stable social adjustment. Growth, by contrast,
would aim for specific improvements in vocational
and interpersonal adjustment. Finally, withdrewal -
would focus on maintaining a stable social adjust-
ment and continued abstinence from illicit drugs,
while achieving a decreasing dose of the mainten-
ance drug. These outcomes are routinely monitored
in methadone maintenance programs, though some-
times quite superficially. Organizing the program
into functional components linked to specific treat-
ment interventions, emphasizing different outcome
indicators in different components, then provides a
rational framework for allocating both treatment
and program evaluation resources. In this example,
induction and maintenance may require only the
routine program monitoring procedures, while both
an increased treatment effort and a more detailed
outcome measurement effort, such as Goal Attain-
ment Scaling (see chapter 23) or the Social Adjust-
ment Scale (see chapter 22), may be focused on the
growth and withdrawal components. The key to this
approach is to identify client groups with relatively
homogeneous goals and identify the corresponding
functional components of the service delivery sys-
tem, whether or not these correspond to existing
organizational components.
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Demonstrating Program Quality

This topic is close to the hearts of program
directors. With the inadequate evaluation capability
of most treatment programs today, the director
must deal with advisory boards, county government,
funding agencies, and third-party payors with no
straightforward, uniformly accepted way of portray-
ing the quality of the program. This is becoming an
increasingly difficult issue as these agencies raise
their expectations for program accountability. The
technical problem in demonstrating program quality
is the usual lack of a relevant comparison against
which to judge the program’s effects. When an
ongoing program is not changing and must serve
everyone who applies, it is usually impossible to
rigorously demonstrate that it has any effect. Yet
there are some practical ways to approach this
accountability issue,

Our favorite definition of program evaluation is
this: Program evaluation is a process of making
reasonable judgments about program effectiveness
and appropriateness based on systematically
gathered information. Scientific proof, in its most
rigorous sense, is one very special basis for judgment
but is a very expensive and cumbersome standard to
be applied to program evaluation, except by gradual
approximation. A first rudimentary step in this
approximation is to identify and operationalize the
goals and objectives of each component of the
service system. For publicly supported mental
health, drug abuse, and alcoholism programs, many
general goals have been embodied in legislation and
funding agency regulations. For community mental
health centers, Spaner and Ellsworth (NIMH 1973)
have compiled these public goals and developed a
proposed set of indicators. Other groups are also
compiling such sets of overall goals. Since there is
usually good consensus about service goals at this
most general level, these existing efforts should be
reviewed before expending staff or advisory board
time in formulating goal statements de novo.

From general goals one needs to formulate spe-
cific objectives. These state that the program aims
to accomplish a particular improvement by a spe-
cific date (Mager 1972). Attainment of this im-
provement will be assessed by one or more measur-
able indicators specified in the objective. The set of
current program objectives then defines an evalua-
tion task to assure that the relevant indicator data
are available as needed to monitor the attainment of
the objectives.

A Dbaseline of previous performance provides a
comparison that allows more precision in setting
objectives. For example, one goal of a publicly
supported facility is to be accessible to the relevant

potential ¢lient groups in the community. In moni-
toring the characteristics of people who are utilizing
services and comparing this to, say, census data, a
particularly underserved group may be identified
(e.g., older people, poor people, or residents in a
particular geographic area). Further investigation
suggests that there are specific barviers preventing
the underserved group from utilizing needed serv-
ices. Therefore an objective is set to increase the
utilization of sexvices by this group. The effective-
ness of subsequent efforts to remove barriers to
service will then be evaluated by comparing later
client utilization statistics (and census data) to the
baseline information.

The above example concerns a program outcome
rather than a level of client outcome. Objectives and
their related measures have often been restricted
entively to this type of program outcome, and
adequate attention has not been given to direct
measures of client outcomes. Even very simple data,
such as the Global Assessment Scale ratings men-
tioned in the discussion of monitoring, would en-
able a program to gather baseline data on client
change and help to focus some program objectives
on improving client outcomes.

Comparisons between programs, or with normative
groups of programs, would also be helpful in setting
realistic program objectives and evaluating their
attainment. A few descriptive program character-
istics gathered by Federal agencies such as the
NIMH Biometry Branch are available, but client
outcome norms do not exist. The comparison of
client outcomes from one program to the next
involves some problems, but it would be instructive
for a few groups of collaborating programs to
experiment with it. One interprogram cost-outcome
comparison method is being tested by the State
of California Department of Health (Hanson
1975). The extensive outcome data collected by
federally funded alcoholism and drug abuse pro-
grams may also provide useful pilot experience. As a
practical tool for routine use in demonstrating pro-
gram effectiveness, however, interprogram outcome
comparisons are still in the future.

Studies To Aid Decisions

It is the authors’ impression, after reviewing pro-
gram evaluation efforts in many mental health cen-
ters, that the best payoff of good program evalua-
tion capability derives from the evaluator’s contribu-
tion to specific decisions. These decisions may be
internal to the program, or involve external deci-
sions, e.g., a funding agency’s decision about
whether to fund a new program component. The
payoff is possible because the evaluator has relevant
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information or the skill, tools, and staff to quickly
gather or review such information, and a good
understanding of the decision process, through his
or her direct participation in the management of the
program., The evaluator and other program leaders
are then gble to respond to emerging decision
situations with more information than would other-
wise be possible. This means that the evaluator must
be ready to respond in a timely way by mounting
simple “studies” or retrieving and effectively ‘“‘pack-
aging” existing data. These special studies usually
consume only a small part (say 10 percent) of the
center’s program evaluation resources. Most of the
effort is devoted to planned ongoing data collection
and report generation, but one function of these
ongoing activities is to provide the resources to
respond to emerging decision issues.

These ad hoc studies are not just a matter of the
evaluator responding to requests for information. It
is our impression that program management rarely
uses even available information to good advantage
unless the evaluator is struggling with these emerg-
ing decision issues along with the other program
leaders. When all are actively looking for ways in
which new information would be useful, the prob-
ability of practical payoff from program evaluation
is greatly increased.

The studies which emerge from this type of
cvaluation capability will at first be restricted to
simple, brief undertakings. Some of these will in-
clude the examination of client outcomes, but many
will not. As the evaluator and the other center
leaders gain skill in these brief studies, they may be
able to consider a few substantial comparative
studies of client outcomes, studies focused on major
program decisions. The remainder of this chapter
deals with planning such studies. .

Two types of program decision seem most likely
to be aided by a comparative outcome study. The
first is a decision to offer a new or changed service,
and the second is the ongoing decision process of
assigning clients to the best currently available treat-
ment. In the former case, when a new procedure is
instituted to improve results with a particular prob-
lem or client group, one may choose to run both
the new and the old procedure for a time,
assigning clients to both procedures and comparing
freabment acceptance and outcome in each group.
The second type of question arises when alternate
treabments are available and the choice between
treatments is currently made without any clear or
convincing rationale, at least for some portion of
the clients. Here a simple comparison of two treat-
ments will not do, since one treatment may be
better for some clients, while the opposite may be
true for other clients. To examine this question, one

or more ‘‘predictor variables’ are tested to see whether
they can be used in selecting treatment assignment so
that client acceptance and outcome are improved.

A useful step in ascertaining the appropriateness
of an outcome study is to outline the flow of
clients through the functional components of the
center’s service programs and identify the major
points at which choices are made about what serv-
ice§ to provide. Selecting several of these choice
points, the evaluation planner should discuss the
actual decision process with the personnel involved,
attempting to understand what questions are cur-
rently most important to these decision makers. Are
there client groups who seem poorly served no
matter what service approach is used? Is a new
approach being considered for them? If so, what is
the readiness of program staff, center management,
and funders to attempt a new approach in a context
in which its effectiveness can be compared to the
existing approach?

It is also fruitful to inquire about the process of
matching clients to the best service approach among
those already available. Are there types of clients
for whom the staff say they are unsure about the
best approach or often disagree with each other
about treatment assignment? Are any client groups
essentially being assigned at random to different
treatments? By exploring these issues the evaluator
can judge when there may be an opportunity to
improve the effectiveness of the program with the
aid of a comparative outcome study.

If an outcome study is to influence a specific
decision, it is essential that the decision makers
participate in the design of the study. The decision
maker may be a member of the county board of
supervisors, the mental health center director, the
head of a particular program, or a group of front-
line staff workers. The decision maker must be
considering two questions: ‘““What are the actual
options or alternatives which are possible to con-
sider? What information would be sufficient to
justify choosing this alternative over that one?”
(Harper and Babigian 1971). In planning the study,
one test of its potential usefulness is to consider the
possible study results and ask the decision maker(s)
what course of action they would take in each case.
If the actions are the same regardless of the study
results, then obviously the study should be rede-
signed or abandoned.

Planning a clinical experiment will naturally also
involve the program staff who will participate in the
study or otherwise be affected by it. Experienced
evaluators have noted that successful clinical experi-
ments often have a stormy organizational course
during their early phases (Glaser and Taylor 1973;
Weiss 1973). It seems that this vigorous interaction
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is necessary to develep collaboration and avoid later
disastrous misunderstandings.

Ten Issues in Planning an Outcome Study

There are 10 issues which must be resolved when
planning a study. If the elinical participants and the
decision-making users of the study also review and
critique these specific details, the study will have a
better chance to run smoothly and have maximum
impact. These 10 issues are:

Selection of the treatment comparison
Assignment to treatment

Selection of subjects

Informed consent procedure

Description of the sample

Description of treatment received

Selection of predictor variables

Selection of outcome measures

Analysis of data

10. Feedback of results into the decision process

e R Al el

These topics are discussed in a number of texts,
such as Riecken and Boruch (1974). However, the
basic ideas are straightforward and are summarized
below.

Selection of the Treatment Comparison

The most important issue is the relevance of the
proposed treatment comparison to future manage-
ment decisions. There are some practical limitations
which should be kept in mind, however, in selecting
the service strategies to be compared.

A common error is to compare too many differ-
ent treatments. Two or three treatments will usually
be enough to handle in one study. Beyond this one
usually must continue the study too long in order
to attain sufficient numbers of subjects in each
group. How many subjects are enough? It is a waste
of time to carry out a study which has little
statistical power to detect a difference between
treatment groups. The size of sample needed is
related to the size of effect which would be clini-
cally important and to the variability of outcomes
within the treatment groups being compared. Dero-
gatis, Bonato, and Yang (1968) discuss sample size
issues in relation to drug studies with schi%o-
phrenics, and the reader may find their article a
useful introduction to this topic (see also Overall
and Dalal 1968; Cohen 1969). Rarely will it be
worth doing a comparative experiment with fewer
than 20 subjects per treatment group. In some
situations much larger sample sizes are needed. In
estimating sample sizes, cne must also realistically
anticipate some subject attrition during the study.

These sample size considerations limit the feasible
complexity of the study.

Assignment to Treatment

The basic task is to assign clients to treatment
groups so that differences in outcome can be at-
tributed to the treatment assignment rather than to
preexisting differences in the client groups. Random
assignment is a traditional, and conceptually simple,
way to achieve this but gives rise to apprehension
among clinicians, community groups, and clients.
Random assignment should be carried out only with
adequate safeguards through careful subject screen-
ing and informed, uncoerced consent. Nevertheless,
many evaluators prefer to avoid randomized trials in
favor of quasi-experimental designs (Campbell and
Stanley 1969) even in situations where randomiza-
tion is feasible. The choice should be based on a
judgment about the trade-off between the risk to the
study subjects and the benefit to future clients that
the study may bring about. It is our view that
avoidance of the issue of random assignment often
means that some basic issues about the value and
the design of the study are not being faced by the
study planners. For example, if it seems unethical
to randomly assign a particular group of clients to
two alternative treatments, it may mean that insuf-
ficient thought has been given to the criteria for
screening out clients for whom the study is inappro-
priate. If all concerned are in agreement about the
proper treatment assignment for all clients, there is
probably no need for the study. If clinicians are not
clear about treatment assignment for some subgroup
of clients, this subgroup may already be assigned
randomly, or at least capriciously, to treatments.

There are many situations where randomization is
not possible, and other situations where quasi-
experimental comparisons can easily be made and
will provide useful information. In these cases, one
can attempt a partial control of preexisting subject
differences through matching and covariance tech-
niques. A quasi-experimental approach is often
taken when evaluating a major change in a service
program. Outcomes are measured for a group of
clients before the change and again after the new
program has begun. We have seen instances when a
mental health center was able to institute a new
program on a trial basis and successfully justify its
continued funding on the basis of this type of
outcome comparison. Various approaches to such
quasi-experimental studies have been discussed by
Campbell and Stanley (1969).

Selection of Subjects

Criteria for exclusion of subjects should be agreed
upon in advance as much as possible, and each
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potential subject should be screened for appropriate-
ness prior to being invited to participate. Reasons
for exclusion should be recorded in each case.

Informed Consent Procedure

This is actually a larger issue regarding the pro-
tection of subjects, of which informed consent is a
key component. Study planners and program direc-
tors should be familiar with The Institutional Guide
to DHEW Policy on Protection of Human Subjects
(DHEW 1971). Biomedical and social research prac-
. tices have recently come under sharp scrutiny by
public interest groups. It may be wise to collaborate
with members of the center’s community advisory
board or other representatives of the larger com-
munity in developing specific informed consent pro-
cedures. Informed consent is appropriate whenever a
client’s activities in the program are affected by
research or evaluation beyond those procedures
which are undertaken as a routine and necessary
part of his or her treatment. Random assignment is
always such an occasion, but so are many other
research and evaluation activities. For example, it is
now generally considered inappropriate to undertake
followup evaluations after treatment unless clients
give their consent for later followup while they are
in treatment and also consent at the time the
followup is carried out. They must be free to refuse
without prejudicing their further treatment (Ameri-
can Psychological Association 1973).

Description of the Sample

It is usually helpful to record some demographic
and prognostic characteristics of subjects in the
study and a limited amount of information about
clients considered but screened out of the study,
clients refusing to participate, and subjects leaving
the study before its completion. This allows one to
assess the similarity of the different treatment
groups, which is important even if they were ran-
domly assigned to treatments. It also allows a
description of the ways in which study subjects
differ from other clients in the program.

‘Description of Treatment Received

To judge the relevance of a treatment study to
other settings, a clear description of the treatments
being compared is essential. This may be an un-
necessary frill in simple studies that are entirely for
local consumption, but, if a major investment has
been made in a study, it should be published so
that other programs have a chance to benefit as
well. More important than a global verbal descrip-
tion of treatment philosophy are records of the
specific service activities carried out and the extent

to which clients actually accepted and participated
in them.

Selection of Predictor Variables

In a treatment comparison study, predictor vari-
ables are ordinarily omitted, although they may be
used to increase the sensitivity of the study to
treatment differences and to generate retrospective
hypotheses about the types of clients who benefit
most from each treatment. In treatment selection
studies, however, predictor variables are the major
focus. Variables are examined which are thought to
predict differential suitability for the specific treat-
ments being compared (as distinct from prognostic
variables which predict outcome regardless of treat-
ment). In seeking predictor variables, one approach
is to ask clinicians who are involved in making the
treatment assignment decision under study to
nominate client characteristics which they feel may
be relevant.

Selection of Outcome Measures

Often, simple global outcome measures will suffice
if they can be rated reliabily, and if the expected
treatment effects are moderately large and sample
sizes are adequate. If the number of available sub-
jects is limited or outcome differences are expected
to be subtle, then measurement sensitivity can
sometimes be increased by supplementing the global
scale with a multiple-item rating scale or with Goal
Attainment Scaling and by using more than one
independent rater (Derogatis et al. 1968). Be sure
the measures include the range of outcomes felt to
be important by the decision makers who are the
intended consumers of the study findings.

Analysis of Dala

The major statistical analyses should be planned
before the study is begun, since this may lead to
changes in the way that data are collected. When
the study objectives have been clarified and the
overall study plan developed, it is often helpful to
review the plan with a statistical consultant.

If the study utilizes several outcome measuring
instruments, it is still useful to include a simple
global outcome rating. In the data analysis, this
global rating is analyzed first to provide a prelimin-
ary overview of results as soon as possible. This will
ordinarily maximize the usefulness of the study in
the decision process and may engage decision
malkers in raising further questions to be explored in
more detailed analyses. In planning a study, one
should anticipate that data analysis will often re-
quire an effort equal to the effort invested in data
collection. Users of the study results, however, will
often assume that findings will be available as soon
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as all the data sre collected. A complex data
analysis may so delay the presentation of results
that this factor alone removes any possibility that
the results will be utilized. If this seem likely, it
may be better to simplify the study, so that it
attempts to cover only the most important aspect
of the decision issue.

Feedback of Results Into the Decision Process

This is the step at which traditional clinical re-
search has often faltered. In program evaluation, the
groundwork for implementation should have been
laid during the initial negotiations of the study
design. The evaluator should be aware of the crucial
decision points for management, when study results
are most likely to have an impact. These crucial
occasions include budget preparation, submission of
annual plans, development of grant proposals, and
reports to the board of directors. Data should be
analyzed and displayed in the context of such
management choice points. Clinicians and other
program staff should also be given frequent feedback
about the progress of the study and of the data
analysis. Finally, integration of study results into
program planning will be enhanced if the evaluator is
an ongoing advocate for consideration of the study
findings in the management of the program.

Conclusion

We began by saying that outcome evaluation is an
“advanced stage” of program evaluation. Some exper-
ienced evaluators feel that oufcome studies are a
program evaluation ‘““frill,”” and will not give a useful
return as a direct contribution to program manage-
ment. In the present state of the art of program
evaluation, it is hard to argue against this position.
Most centers lack the evaluation and the management
skill and experience to apply existing outcome study
techniques to program planning issues. As these skills
are gradually developed in the field, and relatively
simple ‘standard” methods evolve to deal with
common evaluation issues, more centers will be able
to utilize outc¢ome evaluation.

Although examples of useful outcome evaluation
are not plentiful, there is another point of view which
asserts that practical approaches must be found. The
public human services resist rational management
because the effects of programs are usually unknown.
Improving human services requires that program
effects be made more visible, This is part of our
common task as human service program evaluators. In
community mental health, outcome evaluation is an
essential component of our efforts to monitor
program effects.
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