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Preface

Devising quality assurance mechanisms in an era of shrinking resources
may seem to some to be akin to polishing the brass rails on the Titanic -- why
should we be concerned with improving the quality of social services when the
Primary concern of many providers is holding their heads above water? Though
this initial reaction seems in keeping with the times, a more thoughtful
assessment suggests that now, more than ever, responsive quality assurance
mechanisms are necessary to ensure that the most effective and efficient
services survive funding cut-backs. Without adequate information regarding
the quality of services, the process of allocating scarce resources will lack
foundation and will be too easily swayed by political pressures.

In addition to the importancéfof information about program quality to
decisions on budget priorities, quality mechanisms are also important to the
protection of client well-being in times of limited funding. As financial
support becomes constrained, service providers may be foreed to cut corners in
order to meet continuing demand. If this process is not carried out in a
rational and conscientious fashion, the interests of particular clients may
suffer.

Further, as social services have proliferated and decentralized, the
ability of public agencies to monitor such providers in the traditional ways
(e.g., periodic on-site reviews characteristic of licensing, certification,
ete.) is declining. Formal licensing and accreditation procedures, though
useful in assuring a minimum capability to provide quality services, do not
address actual performance, nor do they ensure that client well-being is
effectively protected. As the number of providers has grown in proportion to

the number of public licensing staff, the process of monitoring providers has
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slowed and in some instances has become more of a hindrance to service
delivery than a help. Given the importance of such monitoring, it will be
necessary to explore less costly, more versatile, and more affirmative methods
for accomplishing these ends. Quality assurance mechanisms built on more
inmovative and less bureaucratic models must be investigated including those
that involve eitizens, consumers, and consumer advocates.

The Social Services Block Grant also provides an impetus for designing
more locally responsive quality assurance mechanisms. Because block grants
are accompanied by a diminution of federal regulation and the enforcement of
uniform standards for provider performance, states and localities will have to
eraft alternative monitoring techniques that are consistent with their unique
needs and that preserve public-accountability.

The following report is an attempt to analyze the shortcomings of current
quality assurance approaches, to investigate the state-of-the-art in quality
assurance, to present examples of innovative methods currently in practice
around the country, and to deseribe a systematic approach whereby state and
local human service agencies can put these methods to use. Our hope is that
this report will lead those responsible for assuring the quality of human
services to reevaluate their practices, and where it makes sense, to adopt

more practical, effective, and dynamic methods.
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' Chapter | o
Introduction

Over the past several years, the shape and content of the system
providing social services to the elderly, to children, to the disabled and to
other disadvantaged groups has undergone a significant metamorphosis. The
primary hallmarks of this change are decentralization of services, diminution
of the segregation of social services clients, reduction in the role played by
large congregate care facilities, reinstatement of local control over service
delivery, and -- as a means of accomplishing the above ends -- a dramatic
expansion in the use of the private sector to provide social services. While
this near revolution substantially changed the service landscape, the
infrastructure of the system including public quality assurance mechanisms
changed very little and in fact was allowed to atrophy in some instances due
to shortages of staff, a failure to keep pace with evolving service
technology, and the difficulties involved in monitoring services in a
decentralized system.

Because the expansion of services outpaced the development of
administrative support systems, the past several years have witnessed a
frenetic scramble on the part of many states to regain control over what some
would call a runaway system. Unfortunately in their rush to take the reins,
some public social services officials opted for quality regulating methods
aimed solely at policing the system rather than developing a balanced
oversight structure that included quality enhancing techniques as well. The
result in some states has been an increasing alienation of the public

overseers from the private providers, and the development of a relationship



more akin to a ébmnéficgi arrangement between "purchaser" and "verfdor" than a
public/private partnership devoted to collaboration and service improvement.

The major casualty of the rigidification of relationships between the
public and private sector in the sogial services field is the ability of state
officials to transmit programmatic policy to the service system. The
commmication of a vision of what the service system should be is blocked both
by the adversarial character of the relationships and by the narrow focus of
much of public monitoring {e.g., on fiscal irregularities, inadequate record-
keeping, etc.). Ironically, the ossification of the channels of pelicy
transmittal between the state and the private sector may lead to the same
state of affairs that precipitated the initial wave of reform -- a staticr
delivery system deveid of innovation and geared to the lowest c¢ommon
denominator. -

The feollowing mamal provides a new way of viewing quality assurance
mechanisms and presents a variety of concrete methods for enhancing service
quality while alsoc regulating provider accountability. The purpose of the
document 1is to assist public offiecials, social services professionals,
consumers, and their advocates to design and install quality assurance
techniques that are cost-effective, wutilize existing resources (e.g.,
volunteers, parents, ete.), respond to c¢lient interests, and stretch the
capabilities of sccial services agencies to their maximum potential. Before
outlining some of the techniques that can be employed, the remainder of the
introduction desribes the ewvolution of the manual and guide, the major
findings that underpin its design, and the rationale for the organization of

the material.



-~ History of the Study e

This report reflects the culmination of a five year collaborative effort
directed by the Human Services Research Institute (HSRI) and including
Berkeley Planning Associates (BPA) and the Urban Institute (UI). Funds to
support this exploration have come from the Office of Human Development
Services in the Department of Health and Human Serviees -- initially from the
agency's "cross-cutting" grant program and subsequently from the diseretionary
grant fund. Over the projeet period, the study has gone through several
stages and has generated numerous analyses and reports.

The first phase of the study was devoted to the conceptualization of
quality assurance principles and approaches. Our task was to ascertain how
"quality" should be defined in the social services arena and to explore the
literature to determine the range of techniques available to measure and
assess this elusive concept. Though no single definition of quality was found
to be adequate by the study team, we were able to describe the dimensions
along which quality could be assessed (i.e., input, process, output, and
outcome), to differentiate the levels at which particular forms of quality
assurance information are required (i.e., policy level versus operational
level), and to assess the efficacy of particular quality assurance techniques
(e.g., outcome monitoring, accreditation, ete.).

The substance of the analysis relied heavily on information gained from
the health literature because of the breadth of experience in that field. It
was also greatly assisted by two advisory groups -- one comprised of academies
and theorists interested in the field of quality assurance and the second

consisting of social services practitioners. The report from that phase of
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the project, Aséﬁring the Quality of Human Services: A Connép%ﬁ;i Analysis

(Ashbéugh, Bradley & Stoddard, 1980), was useful to a range public aﬁd private
gocial services providers and officials interested in assessing the relative
merits of various approaches and in designing quality assurance systems.

The findings of the first phase led to a recognition of the limitations
of broad-scale, complex quality assurance systems. Such limitations were in
part the 'result of inadequate technology (e.g., inability to devise
reasonably-priced outccme monitoring techniques]), overly ambitious
expectations (i.e., a desire to lmow more about services than the information
processing system could reasonably be expected to transmit), and rapidly
diminishing budgets for quality assurance activities. The initial assessment
of quality assurance techniques also pointed cut the inability of conventional
oversight technigues to ensure ongoing client well-being and to prevent abuse
and exploitation.

Persuaded, therefore, that any further exploration of large-scale,
mechanistic quality assurance schemes would bhe counter-productive, the study
team turned its attenticn to more innovative, moderately priced and responsive
mechanisms. With the help of a wide range of human services organizations,
the study team advertised in numeraus journals and newsletters for exemplary
quality assurance methods. The result was the identification of over 50
techniques -- all of which were followed up either through site visit or by
phone. The utility of the methods uncovered was reviewed by another project
advisory group, this time camprised of publie officials, representatives of
national organizations, agenecy directors, and consumer representatives. The
result of this phase was the preparation of a report titled Overview of‘l

Methods for Assuring the Quality of Human Services Currently Operating at

State and local levels (Ashbaugh, Harder & Stoddard, 1981}).




The final phase of fhék"ﬁroject has involved the formulation of --& new
orientation toward quality assurance in human services that builds on the work
in the first two project phases and that grows out of organizational
menagement principles that have been receiving increased attention over the
past few years (e.g., use of positive incentives and encouragement,
elimination of rigid hierarchical siructures, mutual participation and
collaboration, etc.). It 1s also premised on a recognition that every quality
assurance system must include regulatory or control-criented mechanisms (e.g.,
auditing, licensing, etec.) as well as capacity- enhancing techniques {i.e.,
technical assistance, self assessment, efc.). The nature of the balance

between these two poles 1is discussed in more detail in the section that

follows.,

Critique of Current Quality Assurance Approaches

A review of quality assurance systems around the country suggests that
most are only partially effeetive and in some instances counterproductive.
The problem stems from an inadequate balance between the aims of quality
regulation and qudlity enhancement. This lack of equilibrium can be seen in

the of +the following characterization of +traditional quality assurance

systems.

Minimum vs. Model

By and large, the standards used to judge social services are static and
represent minimal compliance threshholds. Standards are relatively static in
that they change little wlth the state-of-the-art or the development of the

service system. They are minimal in that they are more concerned with floors



than ceilings. 'C'léazh'is;‘,’-‘there are basic requirements that all services should
meet and that are unlikely to change over time including minimum health and
safety standards. However, those standards that pertain to the conduct of
programs should not be immutable since the "Yart of service" changes over
time. Further, standards should not only mark minimal achievement, but should
contribute to the dynamic character of a system by constantly exhorting
providers to higher levels of attainment.

Thus, while most conventional standards guarantee that cruecial health and
safety protections are available to social services consumers, they also tend
to build medioerity into the service system by aiming at the lowest common
denominator. This latter phenamenon is understandable given the importance of 7
standards in determining eligibility for federal and/or state funding. If
standards are set too high, funding bodies run the risk of eliminating a large
segment of the provider community from the system. There 1s noc reascn,
however, why minimum and model standards cannot be developed -- minimum
standards to ensure client well-being, and model standards to serve as a
target for increasing levels of performance and as a way of infusing the
system with new ideas.

An instance of the failure of minimum standards to move the service
system to maximum performance levels was observed by the study team during one
of the state site visits. In that particular state, the division of
developmental disabilities devised a set of standards to be administered by
site review teams made up of providers, state officials and consumers. In the
initial stages of the peer review process, according to a number of program
administrators interviewed, providers benefitted by their exposure to the new |
standards and to the experiences of their peers. However, after a few years,

most providers had achieved campliance and there was nothing left to learn



from the process. There was &lso no incentive to move beyond the standerds,
only sanctions for non-compliance. Eventually, what had bhegun as a
challenging and stimulating quality assurance scheme became routinized and was
seen as superfluous by many providers. Though the standards continued to
provide a floor under the service system for developmentally disabled persons,

the rules became inereasingly irrelevant since many providers had moved beyond

them.

Burden of Documentation

A second characteristic of most quality assurance systems 1s +the
extensive amount of written documentation needed to satisfy "quality assurers"
that standards have been achieved. In order to understand why such
informational demands are placed on the service system, it is necessary to
review the bases that underlie conventional standards. The two most pervasive
theories on which standards are hased are: 1) management systems theory
(Johnson, Kast & Rosenzweig, 1973}, and 2) rational casework theory (Wdod,
1978). Both of these theories are derived from the systems approach to
service management and differ only in the purpose for which they are
applied.

Systems management theory was originally developed with large camplex
organizational structures and tasks in mind (e.g., missile construetion,
computer production, ete.). It stressed the importance of articulating formal
purposes or goals and objectives, implementation strategles, time-tables, and
standing operating procedures. It also stressed the Importance of documenting
these plans or formal statements of antlieipated courses of aetion. Such
procedures were necessary to keep camplex undertakings on track by making them

more manageable.



The importahéeh 6§”fwritten plans and procedures is also &tressed in
rational ecasework theory which calls for the development of individual or case
plans that address agreed upon client goals and records of goal achievement,
and the design of principles to govern the delivery of services. An example
of the influence of %this theory can be seen in the standards developed by the
Aecreditation Council for Services to Mentally Retarded and Other
Developmentally Disabled Persons which contain nc less than three dozen
requirements for standing plsns (AC-MR/DD, 1978). These written standing
plans or procedures are intended to guide staff in lieu of ad hoc, personal
management directives.

The convergence of systems thecry and rational casework theory in the
design of standards for social services has resulted in a monitoring system
that relies heavily on documehtation of paper policies and procedures (e.g.,
written plans, standard operating procedures, formal objectives, etc.).
Though the need for formal and predictable routines is unarguable, the
question is how many of the policies and procedures need to be committed to
paper. In a 1large and complex organization, such formalization and
routinization 1is essential to efficient operatiomn. However, many social
services agencles are small and the program management and case management
processes are not that complex., Good managers in these settings can and do
handle a range of situations on a case-by-case basis.

To a large extent, documentation requirements for social services
programs are designed more to satisfy quality assurance requirements than to
bolster internal management. Under these circumstances, one must ask: 1) to
what extent is sueh documentation needed and justified? 2) would it be more
efficient to devise a less burdensome and "paper-laden" means of monitoring

social services programs and client performance? In other words, does



extensive documentaticn céﬁg}fiute to service quality or has it beecdfie a
hollow and_iﬁordinately time-consuming exercise? A quote from a prestigious
provider that appeared in a recent report on purchase of service reinforces
the latter possibility: "I could be running a zoo here and they wouldn't care

as long as I filled in the 1little blocks (on the forms)" (Massachusetts

Taxpayers Foundation, 1980]}.

Reactive vs. Positive

The third tendency of traditional quality assurance systems is tc employ
techniques that are more reactive than "proactive." Proactive mechanisms
involve continually monitoring and assisting programs for the purpose of
improving practice to the point where it surpasses minimum standards, and
heading off potential problems before they develop. Reactive mechanisms are
designed to investigate service quality problems post facto. Proactive
mechanisms are by nature positive and forward locking, while reactive
mechanisms are generally negative and targeted to past practice.

A quality assurance system that is characterized by reactive approcaches
is aimed primarily at past performance and is geared to finding fault or non-
compliance. When site visitors appear from state licensing authorities, they
are usually looking for irregularities, not for positive achievements.
Further, techniques such as grievance mechanisms are aimed at uncovering and
investigating past wrong-doing rather than building future consumer
protections. Clearly, ferreting out abuses in service delivery is an
important activity in any quality assurance system. The problem arises when
the system becomes dominated by negative oversight and sanctions.

Proactive mechanisms are those elements of quality assurance that move

the sgystem to higher levels of performance and include such things as
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interdisaiplinar;g-rﬂ review of client progress, provision of "fi";ining and
techni-éal assistance to provider staff, and active involvement lof‘ case
managers, parents and others in overseeing program operations and advocating
for program improvements. Proactive techniques seek to encourage and reward
performance and to equip social services staff with the tools and capabilitles
needed to do their jobs properly. It is through these techniques that social
services officials communicate their expectations for system development and
renew their connection to the delivery of services.

Without the proper balance of positive proactive procedures, alienation
between overseer and provider intensifies and the transmission of programmatic
vision is jammed. Social services administrators come to see the public
monitors as adversaries concerned only with finding fault and without anything
more than a technocratic vision of program content. Conversely, quality
assurance officials increasingly treat the provider at arm's length since the
absence of positive approaches diminishes the collaborative aspects of the
public/private service partnership. As a result, the mutual support and

cogperation conducive to service quality is undermined.

Conclusion

The previous discussion points ocut the one-sided character of current
quality assurance systems in the field of social services. The imbalance
stems fram an over-reliance on mechanisms that are static, that fail to reward
superior performance, that entail burdensome documentation requirements, and
that are oriented to fault-finding rather than capacity enhancement. This
critique is not meant to suggest that such quality assurance mechanisms are
inappropriately applied in the field, but that they are applied to the

exclusion of other technigues. Without the leavening of quality enhancement



mechanisms such as technical “*Assistance and training, the exclusive relkance
on more nggétive quality regulating approaches may ultimately frustrate the
very ends they are meant to achieve -- the maintenance of a responsive and

dynamic social services system for vulnerable and disadvantaged citizens.

Overview of the Manual

Guiding Concepts

In order to understand the way in which this report is organized, it is
necessary to set out some governing principles and categories for the
discussion. First, in designing the manual, the study team identified five
fundamental governmental responsibilities or purposes that should be served by
a quality assurance system and component methods: 1) to assure that
providers of human services have the capability to provide an acceptable level
of service; 2} to assure that client services are provided consistent with
accepted beliefs about what constitutes good practice; 3} +to assure that a
given commitment of resources produces a reasonable level of service; 4) to
assure that the services that are provided have the intended effect; and 5) to
assure that the limited supply of services is provided to the clients most in
need.

There are two additional ends to whieh specific quality assurance methods
lend themselves ihat cut across the major cobjectives mentioned above and that
help to further define and catalogue quality monitoring approaches -- quality
regulation and quality enhancement. As noted earlier, quality regulation
seeks to ensure that services meet minimum standards, that finaneial and

programmatic irregularities are detected, and that basic procedures are
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documented. Qua]:ity erthancement seeks to maintain the momentum of ~the system
toward-a progremmatic ideal and to equip service providers with the skills
necessary to keep in step with changes in the art of service. As will be seen
in Chapter III, some methods by their nature are either quality regulating
(e.g., licensing) or quality enchancing (e.g., technical assistance), while
others are basically neutral and take on the coloration of one or the other
aim depending on the purposes to which they are put.

Further, quality assurance techniques are usually comprised of three

elements: 1) standards and measures -- these terms represent the expected

levels of provider competency or performance (i.e., in terms of input,
process, outcome, and/or outputs) and the corresponding indicators used to

gauge their achievement; 2) monitoring and evaluation -- these activities

involve the actual measurement of service provider competence and/or
performance and the commmication of this information to the quality assurance

organization; 3} control mechanisms -- this term encompasses those procedures

and techniques involved in initiating corrective action or any action
necessary to bring actual competency or performance in line with what 1is
expected.

Whether one is intent on the overhaul of existing state or local quality
assurance systems or simply on the improvement of a particular method, one
must keep these purposes and key elements in mind. Because of their
significance, the study team has organized the discussion of the state-of -the-

art quality assurance according to these concepts.

Organization of the Manual

As noted, the layout and substance of the manual is intended to underline

the concepts that should govern quality assurance activities and to emphasize



the importance of a balance Botween quality-regulating and quality-enhaficing
techniquest" The initlal discussion of the state-of-the-art in quality
assurance in Chapter II is organized according to each of the five areas of
responsibility and includes an assessment of the capabilities and limitations
of existing quality assurance methods relative to each govermmental
responsibility. The discussion highlights some of the most troublesome
problems and constraints that plague quality assurance endeavors and provides
a useful backdrop for the discussion of specific techniques that follows in
Chapter III. It should be noted, however, that this section of the manusl is
somewhat theoretical and sabstract. If the reader 1is more interested in
particular applications of quality assurance techniques, skimming Chapter II
to pick up the major themes may be advisable.

The analysis of specific teehniques 1is organized according tc +the
auspices under which Innovative quality assurance activities can be carried
out and the categories of techniques that can be employed. The description of
each approach includes an assessment of its uses and limitations in terms of
the fundamental quality assurance responsibilities, the applicability of the
technique to specific services and target populations, and the ways in which
the +three key elements of quality assurance techniques (measurement,
monitoring, and control) are manifest. The discussion also notes whether or
not the approach is by nature quality-regulating or quality-enhancing, or
whether its purpose is dependent on the context in whieh it is used. Some of
the methods that are discussed in Chapter III represent alternatives to the
more reactive federal and state quality regulasting measures currently in
use. Other methods can be put to more positive purposes and can be employed
to rectify the current imbalance deseribed earlier.

Chapter IV of the manual is intended for state and local offieials and
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private funders of human services locking for more than a short-term solution

to immediate quality assurance problems. It describes a systematic.procedure
for analyzing and redesigning quality assurance systems to bring about a
balance between reactive and proactive elements, and for managing the
implementation of major system changes.

Chapter V includes a description of the quality assurance methods
described 1in the text. The discussion is divided into the following
canponents: purpose, scope; implementation history, monitoring process,
analytic process, control process, strengths, and limitations. Each method

also includes the name of a contact person for further information.



- “Chapter Il -
State-of-the-Art |

Growth in Public Quality Assurance Systems

Prior to the growth of large publicly funded human service networks, the
definition and assurance of quality was largely a private and informal matter
between service recipient and provider. As the size and complexity of the
human sgervice bureaueracy has grown, the role played by the individual
consumer in assuring the gquality of services has declined.,

Morgan (1974) suggests two explanations for the growing reliance on
formal quality assurance mechanisms:

One is our change to a society which is technically specialized, in which
the ordinary citizens have neither the expertise nor the access to inspect
for quality and safety, and must rely on the authority of the state for
protection. The second is the change to a society in which people have
become more mobile, more likely to be strangers to one another with the
result that informal community supervision cannot be fully relied upon.

(p. 22)

A third, and perhaps more important explanation is the inecreasing role of the
government and other third party payers in the service system which has
resulted in a diffusion of the provider's sense of accountability to the
Individual consumer,

Although the individual consumer may participate in the monitoring and
evaluation of service quality, quality control is largely left to a publiec or
private "quality assurance" agent or agency. Collective quality assurance

entities, both public and private, are motivated variously by the protection

of consumer and/or community interests, promotion of good and efficient
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practice, and préﬁention'of the misuse of publie funds.
Levels of Quality Assurance Systems

Two levels of decision making and associated quality assurance activities
can be characterized within a social services delivery system: (1) poliey
level, and (2) operational level. At the policy level, the decisions are
strategic and complex in nature, encompassing a relatively broad program scope
and geared to a long versus short term purpose. Decisions at this level apply
to the overall delivery system, and are primarily concerned with the relative
cost effectiveness of alternative service designs (i.e., programs).

At the operational level, the decisions are tactical and less complex in
nature, more focused on present rather than future concerns, and less
concerned with service design alternatives than with the efficient
implementation of a given design. These decisions are directed at individual

providers.

Policy Level

By definition, the prime quality concern at the policy level is with
service outcomes or the assurance of effectiveness. This characteristically
entails the comparative evaluation of services or providers in terms of
selected outcome measures. Seientific research and statistical methods are
employed to ensure that the findings are reasonably valid and reliable. Such
information 1is important at the policy level to assist in designing larger
service strategies. Design activities entail a determination of whaf—
services, new or existing, will have a more beneficlal outcome at a lesser

cost (i.e. cost/outcome, cost/benefit, and cost effectiveness evaluations).
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For example, is adop‘_bifé’_‘care more beneficial than foster care? -- Are
community-based residential and day programs more or less cost/beneficial than
institutional programs for severely and profoundly mentally retarded adults?

In order to arrive at sound program strategies, policy level analysts
must be concerned not only with the prospective outcomes of proposed service
alternatives, but also with the consequences of taking no action. Further,
policy designers cannot loock just to the existing system to define quality,
but must imagine and explore the outcomes of innovative service technology
that may yield more beneficial results (Weiss, 1973). For instance, it may
well be that preventive or self-care approaches to human development would be
more cost effective than existing direct service approaches.

Finally, it should be noted that quality sassurance systems not only
inform policy-making, but also serve as a means of purveying pollicy or
programmatie vision to service providers. The content of quality assurance
standards, for instance, sets the tone for the delivery of services and
communicates programmatic expectations. The level and type of technical
assistance and training delivered through quality enhancement mechanisms
further solidify and expand the service aims developed at the policy level.
Thus, quality assurance activities serve policy-making in two ways -- to
provide information for strategic budget and programmatic choices, and to

serve as a vehicle for diffusing programmatic policy through the system.

Operational Level
At the operational or service delivery level, the basie design of the

service has been established, and the responsiblity is to assure that the

provisicn of the service conforms to the established service design and
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specifications. - By-dei"fnition, the prime concern here is with—the control of
serviée inputs, processes and outputs, and indirectly with client outcomes.
Quality standards are established as a means to gauge the performance of
individual service providers and the provider's performance i1s continually
monitored and evaluated to assure that the standards are being met. If not,
the quality assurance mechanisms aet to coerce or persuade the provider to
take corrective action.

Operational level quality assurance mechanisms, based on input process
measures: ". . . assume that the objective of service is 'good,' that certain
activities predictably lead to the achievement of these objectives, and that
[one] can determine whether these activities have been adequately performed."
(Lorisch, 1977) Given these assumptions, quality assurance decisions at the
operational level are less complex and more limited than policy-level quality
assurance decisions. They are, in fact, largely repetitive and routine in
nature and governed by decision rules that are typically worked out in
advance.

In keeping with the practical orientation of the project, the manual that
follows deseribes operational level methods that focus on the quality of
services delivered by individual providers. However, the study team also
endeavored to include operational methods that facilitate the communication of
programmatic poliecy and that provide information for the enrichment of policy

development.

Strengths and Limitations of Current Approaches

Over the past decade, we have witnessed an extraordinary emphasis on

human service provider accountability (Newman & Turem, 1974). Countless
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quality assurance tools ha¥e been designed, developed, tested,-—and
implemented,"Yet, despite the flurry of formal quality assurance activities,
some critics are still skeptical. Haselkorn (1978), for instance, writes:

« « . there remain a number of thorny problems which will not be resolved
simply with a deluge of forms, statistical tabulations, or postures of
professional self-criticism. What we are witnessing, in the name of
accountability, is often pseudo-accountability. This situation 1is
especially evident in bureaucratic auditing and reporting, in the
evaluation of records which may not reflect the quality of performance, in
the empty compliance that may sacrifice service in order to give the
appearance of accountability. (p. 330)

The predominant problems that constrain the effectiveness of quality
assurance actlvities are: 1) a limited ability to obtain and commnicate
valid and reliable measures of service quality at a reasonable cost; and 2)
the diffieculty of constructing effective control mechanisms. In other words,
formal buresucracies are limited in their ability to oversee and control the
individual behavior of practitioners and the organizational behavior of
providers.

The section that follows focuses on the extent to which the objectives of
quality assurance can be fulfilled given these limitations in the state-of-
the-art, Specifically, the discussion centers on the three basic camponents
of quality assurance (standards and measures, monitoring and evaluation, and
control) and the ways in which they serve to advance each of the five quality

assurance responsibilities reiterated below:

1. To assure that providers of human service have the capability +to
provide an acceptable level of service;

2. To assure that client services are provided consistent with accepted
beliefs about what constitutes good practice;

3. To assure that a commitment of resourees produces & reasonable level
of service;

4. To assure that the services that are provided have the intended
effect;

5. To assure that the limited supply of services is provided to clients
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most in need.

Ability to Assure the Capacity of Providers of Human Services
to Offer Acceptable Levels of Service

Standards and Measures. Standards and measures of the capacity of

providers to offer minimal service are generally termed "input” standards and
measures -- that is standards and measures of the resources entering into the

service process. Inputs include:

Personnel -- personnel or staff are by far the most prominent inputs,
generally accounting for 75% or more of a provider's operating costs.
Typical standards end measures pertain to the qualifications of staff
including their education and training, and to staffing levels expressed
relative to client levels or workload.

Funding -- most financial standards and measures relate to the provider's
finaneial condition. Does the provider represent a reasonable risk for
the funding agency? Is the provider unlikely to be put in a position
where financial constraints could sericusly campromise the care provided
to individual clients? These standards and measures are commonly
expressed as vratios of assets to liabilities and revenues to
expenditures. Most indicators gauge the trends in and stability of the
provider's base revenues and expenditures.

Facility and Equipment -- facility and equipment standards and measures
relate to the size of the facility, and to programmatic areas within the
facility; condition of the facility with respect to health, and fire and
life safety; and the presence and condition of essential equipment. Such
standards are most relevant %o residential and day care providers where
the character of the facility -- both physically and aesthetically -- is a
major concern.

The major drawback to using "inputs" as measures of quality is that they
measure only the capability to perform and not actual performance. Such
measures rest on the assumption that inputs predict performance; very few rest. .
on empirical evidence. Focusing on inputs has the advantage of relying on

concrete items that are easily counted and have face validity. However,

demonstrating the construet or proven validity of these measures Is a very

- 20 -



difficult proposition. - While "home researchers have been able to present
empirical evi’dénce linking particular human service inputs to service outcomes
(Berkeley Planning Associates, 1977, lally & Honig, 1977; Cooper 1974), as
many, if not more, have not {(Lamborn, 1960; United States DHEW Audit Agency,
1976}.

Scores of researchers have also tested for significant relationships
between various dimensions of +the physical service environment ({(e.g.,
neatness, home-like furnishings, amount of available living and program space,
ete.) and indices of service quality with mixed results. On the positive
side, Eyman, DeMaine, and Lei (1979) described the relationship between
environmental ratings of community homes and changes in adaptive behavior of
retarded residents in those facilities. On the negative side, Conroy and
Lemanowicz (198l1) found no relationship between the standards of the
Accreditation Couneil for Services to Mentally Retarded and Developmentally
Disabled Persons (AC/MR-DD) and the development of mental retardation
clients. Until recently, most "mileu" research has teken place 1in
institutional settings (Gurel, 1964; Lawton, 1975), thus testing a somewhat
limited range of environments.

One area where empirical research has been fairly conclusive on the
relationship of inputs and outcomes is in fire safety. In an attempt to
minimize excessive and costly facility and equipment requirements in small
residential programs for disabled persons, the National Bureau of Standards
(NBS) sponsored a study designed to establish the relationship beiween the
demographic and developmental characteristics of developmentally disabled
residents in group homes and their ability to evacuate the home and exercise
due safety precautions. The results of the study have since been used by NBS

in making recommendations on the fire safety requirements in homes for the
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elderly and menfélky i1l as well as developmentally disabled ﬁéfgghs {Center
for Fire Research, 1982). |

Monitoring. Inputs have the advantage of being relatively easy to
observe directly or indirectly through existing documentation (e.g., number of
staff, number of fire doors, educational credentials, capital improvements to
facilities, ete.). Moreover, most inputs change little in the short run and
thus need to be measured relatively infrequently. Revenues and expendltures
seldom change significantly more than once a year. Staff credentlals likewise
change little in the short run. Staffing levels and training are about the
only input that could conceivably change markedly within a given year.

The tangible and unchanging nature of most inputs means that they can be
monitored fairly in{ :quently, and indirectly through reports ra*her than in
person. This greatly reducesimonitoring costs. Recognizing these facts, most
quality assurance methods designed to measure inputs should and do obtain the
data through periodic reports, tests, or record reviews, and do not trouble
providers unnecessarily with personal interviews or on-site visits. For this
reason, +%oo, preliminary self-assessment reports or applications are
inereasingly common as part of licensing and accreditation procedures
(Ashbaugh, Bradley & Stoddard, 1980; Commission on Accreditation of
Rehabilitation Facilities [CARF], 198l1; Accreditation Council for Services for
Mentally Retarded and Other Developmentally Disabled Persons [AC/MR-DDJ,
1978). A number of these techniques are described in Chapter III.

Control. The control mechanisms most commonly used to assure the quality
of service inputs are licensing, regulation, and ecredentialing. These

techniques are described below.

licensing -- the process by which an agency of the govermment grants
permission to individuals or organizations to practice or provide a
service;
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Regulation -- a statutory based process that relies on legal intervention
by the government to punish Infractions of the law by amy individual or
organization, but does not require any assurance of quality prior *o
practice;

Credentialing -- a process whereby individuals or organizations providing
a service are formally recognized, accredited or certified as qualified to
practice by a non-governmental agency.

Licensing is future oriented, requiring a would-be provider to take the
time and make the effort to tocl up, develop needed capabilities, and take
safety precautioﬁéﬁ before securing permission to provide a service. The
minimum standards for licensure usually pertain to the protection of the
health, safety, and welfare of clients.

Like licensing, regulation is a statutorily-based process that allows
legal intervention by public entities to punish infractions of the law. As
noted, regulation operates only after a program is in operation. Unlike
licensing, which is centrally concerﬁed with assuring the ability to perform,
regulation is more concerned with assuring the .adequacy of ongoing
operations. Licensing and regulation are both supported by the legal
authority necessary to assure that providers are financially stable, meet
minimum facility and equipment (fire and safety) requirements, minimum
staffing levels, and personnel qualifications.

Given the extreme nature of these mechanisms -- especially licensing
(regulating authority to practice) -- and the lack of a strong empirical link
between positive outcomes and the qualifications and/or practice of staff
(Ziarnik & Bernmstein, 1982; Abt Associates, 1977), such approaches are too
rigid to use to control the competence of human service workers. It is easy
to see how uneducated medical practitioners present a danger to the public and
why legal protection is necessary. It is also easy to see how violators of
fire and safety regulations in human service facilities present a danger to

public safety. However, 1t is more difficult to envision in what ways
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untrained social workers pose a serious threat to the welfare of the consumer.

" Moreover, locking human service provider qualifications intollaw would
probably be a mistake. Giving legitimacy to unproven and ever-changing
educational and training programs in this way may be premature. Over time,
such qualifications, frozen in law, could well become outmoded, irrelevant and
even deleterious to clients. For instance, Medicaid and Medicare reguwlatory
provisions that disallow payments for paraprofessional services have done much
to discourage the use of such resources. Many feel that this unnecessarily
raises treatment costs with no measurable increase in service quality.

Various forms of credentialing and contracting, discussed In subsequent
sections, represent less extreme and rigid means for assuring minimum staff

qualifications.

Ability to Assure that Client Services Conform to Generally
Accepted Standards of Good Practice

The process or practice dimension of service quality refers to the
interaction between the elient and the organization providing the service, and
to the administrative and support activities integral to the delivery of the
service.

Standards. FProcess standards and measures pertain to the program
administration and support dimensions of service delivery such as facility
meintenance, management style, programming, order and organization, record
keeping, and the 1like. They also address face-to-face service deliveﬁ—

dimensions such as counseling methods, service staff attitudes, and behavior

toward clients. Most process standards are ideoleogically based. Most are
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also knowledge based ---that Is~based on empirical, theoretical, or scientific

knowledge relating them to client outcomes.

Ideoclogically-Based Standards. Ideology stands above and to some extent

governs the influence of theory, scientific Inowledge, and empirical
knowledge. In order to understand the overarching nature of ideology in
conceptualizing quality, a definition is helpful. Mayer (1978}, in discussing
the position of ideology in social and institutional change, characterizes

ideology as follows:
Ideology is (1) a set of values that is (2) a property of an organization
(3) designed to influence the acts of others regarding (4) the goals of
the organization and (5) the appropriate means for pursuing these goals. .
. We are assuming that an ideology deals primarily with output [ocutcome]
goals, by which other types of goals must be justified. (p. 14)

As Mayer (1978) points out, ideology is not the only concept that directs
action -~ scientific, empirical, and theoretical knowledge are also bases for
selecting among competing means. Ideclogy, however, dictates the general aims
or goals of the enterprise as well as "the range of acceptable courses of
actions to be taken" (p. 15). Therefore, it can be said that ideology governs
the ends of an activity, such as service provision, and in turn the nature of
the means to be used. The other knowledge bases provide guidance for carrying
out ends and evaluating the relative effectiveness or efficiency of the
intervention.

An example of this distinction can be seen In behavior modification
programs for disturbed juveniles. If the end of such a program is to treat
clients in a humanitarian fashion, then the use of cattle prods to control
behavior -- even if it is an effective means of control -- would be ruled ocut
as an intervention. Any standards governing such a program would constrain
the use of aversive techniques such as the one described.

By and large, ideologically derived standards center on the process of
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service deliVener§£her,;han on service inputs or outputs. Concefitration on
proceés dimensions can be explained by the fact that quality rorms are more
concerned with the ways in which clients are treated rather than the inputs or
outcomes of the intervention. For example, if the end of a program for
developmentally disabled persons 1s narrowly defined as reducing inappropriate
behavior, ideological standards would constrain the use of aversive techniques
to achieve ‘that end. An ideological standard 1s not necessarily inattentive
to the end but places more emphasis on the way in which the outcome is brought
about.

In some instances, ideologically-based process standards may even take
precedence over outcome standards. The designers of the Program Assessment of
Social Services (P2<S) ({Wolfsenberger & Glenn, 1973) and the AGC/MR-DD
standards would maintain that some process standards -- such as those related
to dignified treatment and normalized envirorment -- are important to assess
even if they have no bearing on client outcomes. It is the adherence to these
process concerns in and of themselves that forms the basis for defining
service quality.

This 1is not to say the ideology cannot be translated into outcome
standards. It is to say that those favoring ideologically based standards
have not traditionally focused on service outcomes but on service processes.
With respect to independence, for instance, one can clearly measure the extent
to which a client's living situation and skill level make him or her a more
independent and integrated member of the community. Other norms, such as
dignity, are more difficult to describe in terms of outcomes and, therefore,
will probably continue to be assessed as process indicators.

It 1s also possible that, over time, process indicators related to

ideology will be correlated with successful outcomes. Work being conducted at
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the University of Californmia &% Los Angeles with the PASS system has.already
shown direct connections between high process ratings and positive outcomes
{Eyman, et al., 1979). It is probably safe to say, however, that even if some
ideclogically governed process standards are not ultimately correlated with
client outcomes, they will still be maintained for purposes of program
assessment. Because ideology asserts that adherence to such norms is an end
in itself, such values will contimue to govern the conduct of the program and
the ways in which service providers treat vulnerable and needy clients.

Some of the most prominent ideals governing human service practice are
individual dignity, protection from harm, normalization and equity. The norm
of "individual dignity"™ dictates that each person in the scciety has a core of
personal integrity and uniqueness that defines his or her individuality.
Dignity is elosely related to an individual's ability to choose, to select and
malntain possessions, to be treated with respect, and to live in surroundings
that foster individuality and allow for privacy.

"Protection fram ham"™ is directed at potential abuse or exploitation of
service recipients such as the elderly, handicapped, children, and others who
may be particularly vulnerable because of mental impairment or physical
frailty. The norm of protection from harm can be viewed along a continuum
from prevention of physical abuse (as in the case of health threatening
conditions in institutions) to the use of the least restrictive means of
caring for the client. At all points on the spectrum, the normative
orientation is toward client well-being and reinforcement of personal
autonomy.

Wolfensberger (1972) defines “normalization" as follows: "Utilization of
means which are as culturally normative as possible, in order to establish

and/or maintain personal behaviors and characteristics which are as culturally
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normative as poséﬂr)l-e'.'l‘(;. 28). Services with a normalization eriefitation are
those that rely on an environment and process that are as culturally
appropriate as possible to the person's age, sex, and other personal
characteristies. Normslization analogues include the principles of
mainstreaming and integration, and the utlilization of generic services to the
maximum extent possible.

"Equity" is a norm that speaks to the allocation of resources to and
accessibility of services by different individuals and groups in the
society. The norm suggests that the allocation or distribution of resources
for govermnmental or social ends should be carried out in a fair and just
fashion so that no individual or group is deprived of its "fair share," just
as no group should receive more than its just due.

Knowledge-based Standards. Knowledge-based process standards are based

on theory, that is on more or less plausible or scientifically acceptable
principles offered to explain how a service works. A human service theory
explains the nature of the relationship between service inputs, processes and
outcomes. Definitions of human service quality may be grounded in a variety
of theories including social, behavioral, econanic, cybernetic, biological,
and physical. Social and behavioral theories, however, predominate in the
field. Numerous theories in +the social and behavioral seciences have
influenced both the definition of quality and the standards selected +to
measure service quality.

Although the grand hope of social and behavioral science has been the
discovery of immutable laws for human behavior comparable to those in the
physlcal scilences, thus far the predictability of social behavior and its
outcomes is still a relatively imprecise art. Scocial science has been useful

in exploding myths and folklore about human behavior, but has not generally
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succeeded in building -strong géneralizations that have held up, statistiemlly,
to replace the folklore.

The image social scientists have of what it means to derive "laws" for
human behavior has shifted in +the recent past. We have moved from
deterministic to probabilistic expectations regarding human behavior. As a
result, there is an increasing awareness of the dependency of behavioral
theories on the cultural and linguistic context in whieh behavior takes
place. There is a recognition that most social acts are affected by a highly
complex range of stimulae, making "if x, then y" statements obvious
simplifications. There is a recognition that most supposedly "™eutral" or
"objective" assertions about human needs or laws of behavior in fact embody
major assertions about meaning, values, and context, and thus are social and
even political statements and not merely theoretical in nature. All this is
to say that the development and application of soecial, behavioral, and other
theoretical propositions pertaining %o the effective delivery of human
services remain largely in a formative and highly conceptusl stage. The
following comments regarding social casework underscore this point:

e On behaviorally oriented casework, Thomas (in Roberts & Nee, 1970)
observed:

There is as yet no coherent set of principles and procedures for
behaviorally oriented casework. The principles and procedures of such
an approach must be informed at the very least by the knowledge and
practice of behavioral modification and by the several functions
beyond behavioral alteration itself that are served in the agency and
program contexts of casework practice. (pp. 216-217)

L) Conceptualizations about crises in casework are described by Iydia
Rapoport (in Roberts & Nee, 1970) as follows:

Crisls theory is not as yet a well formulated or holistic theory which

has systematically validated propositions
« « . 1t exists as a framework for viewing and treating individuals
and families in situations of urgency and stress. (p. 267)

« The nature of family therapy casework was described by Frances H.
Scherz (in Roberts & Nee, 1970):
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_ The forces that were tentative in the 1950's have steadily gained

- impetus until now it can be said that family therapy has, in many

social work settings as well as in psychiatry, achieved the status of
a therapeutic model. . . there is general agreement among those who
accept family therapy as a therapeutic model that unless there are
specific econtradictions, the family should be the unlt of attention
for casework exploration and treatment. (p. 222)

As Haselkorn (1978) notes "[social workers| are still far from a
homogeneous approach to practice, and will econtinue to practice with more
rather thaﬁ”less conceptual and clinical diversity" (p. 333).

To recapitulate, then, there are a multiplicity of theoretical
propositions explaining how human development services should and do work.
Many of these theories are competing. Most of the significant theories
relating to the delivery of human services (social, behavicral, economic,
ete.) are broadly defined coqceptual frameworks or models rather than well
defined propositions. Consequently, these propositions are extremely
difficult to prove. FEven if these theories can be verified, the selection of
a single theory that is universally applicable to the variety of complex
client and service characteristics is practically impossible. Theoretical
standards are generally too simplistic and rigid to be reasonably applied in
the complex, esoteric human service delivery process.

In view of the inability to establish scientifically the superiority of
particular service techniques as "the standard," some quality assurance
organizations have substituted competency or "input" standards as described in
the previous section. They define standards and measures of practice in terms
of the theoretical knowledge (or competency} that a practitioner should
have. Given a fimm grounding in the range of theories in his or her field,
the Inowledgeable professional is expected to be able to select among

competing theories in the course of providing service.

It is essential that the practitioner have sufficient technical expertise
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based on systematic Khowié&égfand doctrine acquired through formal trafhing.
The neophyjé practitioner must have this training to gain the formal knowledge
and skills and the implieit or tacit knowledge, values, and norms of the craft
{Wilensky, 1970). It is the latter -- the tacit knowledge values, and norms
-- that provide the basis for what is commonly referred to as the "art" of

social work.

In the National Association of Social Workers (NASN) Standards for Social

Work Services In Schools, Standards for Attainment of Competence (1978),

Standard I states:
Areas of required knowledge are . . . Human behavior and soecial
environment including a wvariety of theoretical perspectives . . .
psychodynamic approaches +to understanding individual and group
behavior, iI1ncluding cultural, racial and ethnie diversity; social
learning theories; biological factors affecting growth and behavior;
theories of social interacticn, e.g., symbolic interaction, role
theory, labeling, cognitive dissonance, referring group. . .

Such competency oriented approaches are clearly accepted and administered by

many associations of human service professionals.

(ther organizations have adopted standards preseribing a rationsal,
problem solving or gosl-related approach to casework. Wood (1978) maintains
that such principles or standards (e.g., negotiation of a contract with the
client) are related to more effective casework or group work based on her
analysis of 22 studies of the effectiveness of human services. However,
Fischer (1979), for one, fails to see the comnection, and others doubt that
casewoTk can proceed on the basis of rational principles let alone be more
effective because of them (Cross, 1979; Haselkorn, 1978). Cross questions
whether the rational approach can work in human services because of the
limited degree of contrel over the client. Similarly, Haselkorn and Cross

find such principles narrow and nalve because they fail to address the less

quantifiable and more complex aspects of human services.
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Process Measures. In addition to being technically adequate, The process

of sérvice delivery should also be sensitive to the needs of ‘clients.
Similarly, the art of program management and administration are important
elements in service delivery. Capturing the essence of the service process,
then, involves measuring not only technical skill, but also the qualitative
manner in which services are conducted. Brook and Williams (1975) suggest
that quality of care is best defined as the sum of the "technieal care"
provided, the "art of care" provided, and the interaction between the two.
They state that "technical care" ineludes the adequacy of the diagnostie and
therapeutic processes, while "art of care" relates to the "mileu, manner and
behavior of the provider in delivering care to and commmicating with the
client" (p. 134). & stresses that the two components are nct just additive
but interactive.

Most measures used to assess the technical aspects of the administrative
support and service processes pertain to the existence of formalized program
and client-specific case planning and mansgement procedures (discussed in the
previous subsection). On the other hand, measures addressing gqualitative
(art-of -service) concerns include the extent to which an agency displays
concern, consideration, friendliness, patience, and sincerity toward
clients. Qualitative measures can also gauge negative agency characteristics
such as disrespect, condescension, and inattentiveness toward clients (Ward,
Gutierrez, Most, Ostrander & Smith, 1976). They are generally concerned with
the overall service or service "gestalt," rather than focusing on discrete
aspects of the service process or the client's behavior or situation. These
measures are heavily judgmental since they rely primarily on the conceptions
and experience of the evaluator. Judgements are made regarding such things as

client need, organizational setting, community attitudes, and the timing of
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particular actions during t}xéﬁ service delivery process. Mles (1979)-Points
out both tjxé virtues of art-of-service information as well as the drawbacks:

« « . qualitative data are attiractive for many reasons, they are rich,
full, earthy, holistic, '"real" and their face validity seems
unimpeachable; . . . They tend to reduce a researcher's trained
incapacity, bias, narrowness, and arrogance; . . . qualitative data
can very usefully be played off against quantitative information fram
the same organizational setting (Sieber, 1973) to produce more
powerful analyses . . .

But the most serious and central difficulty in the use of qualitative
data is that methods of analysis are not well formulated. For
quantitative data, there are clear conventions the researcher can
use. But the analyst faced with a2 bank of qualitative data has very
few guidelines for protection against self-delusion, let alone the
presentation of "unreliable" or "invalid" conclusions to scientific or
policy-making audiences. How can we be sure that an "earthy,"
"indeniable," "serendipitous" finding is not, in fact, wrong? (p. 590)

Art-of-Service Monitoring. The manner in which a program is managed or

the services are provided is not as easily measured or communicated to quality
assurance agents as technical process measures. Yet qualitative indicators
are no less important and perhaps are more important in human development
gservices where the clients are more vulnerable and likely to be negatively
affected by inconsiderate, uncaring and inhumane treatment. By definition,
such dimensions represent interpersonal and informal processes which are
difficult to observe and therefore difficult to document. At best, one can
obtain indications of '"good" service directly through observation, or
indirectly by questioning parties to the delivery of the service. As a
general rule, unless there is reason to believe that the judgment of the
clients {or client advocates) or the service providers is likely to be biased,
such Judgments are probably the most telling insofar as the highly
personalized, interactive and qualitative dimensions of service. Where these
biases cannot be controlled, the judgment of informed observers may be called

for.
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Technical Measurement and Monitoring. Most measures of the technical

aspects of administrative and service processes can be quantified. They are
directed at formal procedures which are almost always documented as part of
the provider's administrative records, case records and reports. Most
measures are designed to verify administrative procedures and controls already
in place. For instance, the review may establish whether individual client
service plans and assessments are reasonably complete and up-to-date, whether
adequate procedures have been established for citizen participation, whether
staff education and training programs are sufficient, and whether reasonable
precautions have been taken to ensure that clients are not subject to abuse.
Such formal controls are relatively static and need not be checked very
often. Moreover, * .2y are easy to observe and verify directly through a
review of standing operating brocedures, and through random interviews with
staff and clients.

As noted earlier, it is assumed that administrative procedures beget or
are at least conducive to "good service." However, very few studies have been
done to test such assumptions, and service providers complain that the
requirement to document takes scarce time awﬁy from clients, is costly and
does little to improve the quality of service. Haselkorn (1978) speaks of:

« « « the mechanistic tools and rituals that trivialize the human
experience, not to speak of the cost, the time, and the effort or the
paper work involved. The morass of information being gathered and "data
overload" bring to mind the query, "Where is the knowledge that gets lost
in information? (p. 330)

Others point out that many formal, documented procedures are little more
than window dressing, designed to satisfy outside reviewers. In reality,
staff routinely employ less formal approaches which often bear little relation

to formal procedures. ILogic tells us that those providers accomplished in the

art of documenting will fare better than those accomplished in the art-of-
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service 1if technical méésu:r.éks-’—ialone are used to rate provider performghce.

The cqnmn_'disparity between formal organizational procedures and informal

behavior has been well established in studies of organizational behavior for

more than a decade (Azumi & Hage, 1972). Blau and Meyer (1971) say it well:
From an abstract standpeint, the most rational method of effecting
uniformity and coordination in a large organization would appear to be
to devise efficient procedures for every task and to insist that they
be strictly followed. In practice, however, such a system would not
function effectively for several reasons. One is that it implicitly
assumes that management is omniscient. No system of rules and
supervision can be so finely spun that it anticipates all exigencies
that may arise. Changes in external conditions create new
adminstrative problems, and the very innovations introduced to solve
them often have unanticipated consequences that produce further
problems. {pp. 56-57)

Control. The choice of mechanisms for the control of provider practices
is effectively limited to those that are personalized and less formal. As
indicated earlier, studies of organizational behavior have long shown that the
marmer in which an individual carries out his or her job is influenced
primarily by informal associations with peers and may bear little resemblance
to formal work procedures (Freidson, 1970). A classic organizational study of
an attempt to reform a penal institution clearly illustrates the gap between
formally prescribed and actual procedures:

The policy making group had gained status without gaining influence.
It wrote new regulations and the guards continued to enforce the
old. At this point -- one not uncommon in the administration of penal
or other institutions -- reformulation of general policy has exerted

little visible impact on actual procedures. (Azumi & Hage, 1972, p.
328) '

While +the organization can formally dictate the basic roles and
responsibilties of each worker, dictating how s/he fulfills these
responsibilities or how s/he plays a particular role is largely an exercise in
futility. In the words of Ralph Nader (Institute of Medicine, 1975), "at

best, regulation is a negative process occasionally enjoining bad behavior but
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rarely ccmpelling'goed.:f In fact bureaucratic control mechanisms manifest in
regulétony and administrative procedures -- if overdone -- can alienate the
human service worker (Argyris, 1971). The corollary is that the most
effective means of control are those that are less formal and that rely more
on interpersonal networks than on impersonal procedures (Organ & Greene,
1981).

As Meloof (1975) explains, the professionalization of practitioners
generates an ethie, attitude, or frame of reference rather than a recipe for
behavior. Accordingly, "management must rely on professional standards rather
than hierarchical relationships to ensure the conformity of the staff" (p.
25). Service quality standards, then, that emanate from peer or professional
circles are more likely to have currency with practitioners than those arising
through govermment regulation.-

Benveniste (1977, p. 46) -emphasizes the influence of organized
professions on the behavior of their members. He explains how sets of general
rules about professional behavior, appropriate to various circumstances,
evolve within the profession, and how they became gradually accepted as the
norm. He contends that professions are a formal secondary network cutting
geross task-oriented organizations. As such, they represent an informal
network which serves to mediate and proteect the behavior of its members fram
demands of the hierarchical structure. Since professions emerge from a basic
knowledge or skill, they have considerable ability to exercise influence on
the processes taking place within organizations.

Finally, Beneveniste (1977) notes that professionally based forms of
control tend to center on role performance. Formal standards and measures are.
rejected because they sharply narrow the practitioner's ability to exercisé

discretion based on his or her knowledge or experience. Professionals prefer
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to be judged by their'peefélﬁgusting that their peers are experiencedand
sensible enoﬁgh to weigh all aspects of thelr performance.

Maloof (1975) and Walker (1972) both stress the superiority of positive
incentives over negative sanctions as a means of influeneing professional
behavior in human service bureaucracies. Walker's (1972) rule is "reward good
behavior and provide the bad with skillful neglect and bountiful supplies of
technical assistance" (p. 53). He suggests soclal praise and recognition,
attendance at conferences, time off, salary increases and other such
incentives as preferred means of influencing professional practice. Hage
(1974) puts it another way: ‘"there is a difference between saying something
is wrong, and pointing out how it might be done better" (p. 53). He argues in
favor of reason and constructive rather than critical reviews as a means of
influencing professional practice.

While the technical dimension of the service process may be monitored
economically through reviews of agency and case records, the ability to
monitor the qualitative aspects of service delivery in a reasonably efficient
and reliable manner is severely constrained by the fact that such monitoring
must be done directly through observation or indireetly through interviews
with clients and/or staff. The fear is that in the press for accountability,
the more easily measurable and mechanistic dimensions of service are
emphasized and the human dimensions are slighted.

In controlling the practices of human service practitioners, the
overwhelming evidence 1is that formal, bureaucratic mechanisms are less
effective than less formal, less bureaucratic procedures. This strongly
suggests the need to rely less on heavy-handed bureaucratic procedures in
evidence today, and to look more to informal and constructive training and

technical assistance approaches.
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Ability to Assure a Commitment of Resources (Inputs)
Produces a Reasonable Level of Service (Outputs)

Agencies of the goverrment have the responsibility to assure that public
funds are spent in a reasonably productive and efficient manner and for the
purpose intended. Quality assurance systems developed to meet these ends
variously take the form of fiscal management and program auditing procedures,
program planning and budgeting procedures, and provider unit cost reporting
and control systems.

Some would argue that cost is never a legitimate quality concern. They
believe that service quality should not be compromised by efficiency
considerations. What they are really saying is that "our first responsibility
is to provide quality services to the individual client."

The human service worker is usually quite limited in terms of what he or
she can do for an individual client. The amount of service that the provider
can offer is constrained by the amount of funds made available by the
government or charitable organization. Unlike medical services, most human
development services are pald for fram general program funds, or through fixed
individual subsidles, and not through individual service cost reimbursement.
And even when cost reimbursement arrangements exist there is usually an upward
limit governed by the availability of funds (Gettings, 198l).

Thus, as a rule, the human service practitioner is not as free as the
medical practitioner to provide additional services or more costly forms of‘—
service deemed to be in the individual client's best interest._ Even more, the

human service practitioner is often bound to serve all who seek service which
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effectively Qilutes thé time available to each individual. Human service
providers iﬁ many settings continually argue that publie resource limits énd
pressures for service econamies diminish the abllity of the program to meet
individual needs. This traditional conflict between the practitioner's
Judgment of what 1is right for an individual and scciety's interest in
distributing scarce resources as widely as possible is increasingly the focus
of public debate regarding the most effective allocation of resources
available for human service programs. Though improvements in service quality
do not always require increased resources or inputs, there can be little doubt
that costs and quality are generally inter-dependent and as such must be
approached together.

Measures. The keystone of any cost accountability system is +the
definition of reasonably accurate anﬂ representative units{s) of output to be
costed {(Greenberg, 1978). The unit cost index includes both a measure of cost
and a measure of the output. The measures should be such that they can be
applied consistently from provider to provider. The cost measure(s) should
capture most, if not all, of the resources consumed in serving the client.
The output measure(s) should capture, to the extent feasible, the bulk of the
outputs (products or services) received by the clients. Three types of units
may he employed for human development services: the cost per case or episode,
the cost per time interval ({(day, month, year), and the cost per period of
service.

Choosing the most appropriate unit to use to gauge program efflciency is
difficult. In long term programs where the client 18 not expected to progress
out of the program, and where the volume of services per client is not
considered to be a prime indicator of the efficiency of the program, the cost

per time interval may be the most appropriate measure,
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In short-teﬁn progz-'ams, where the volume of service per) é_liént is not
considered to be a prime indicator of program efficiency, the cost of service
may be the most appropriate measure. In other programs where the volume of
services per client and/or the time spent in the program are considered to be
prime indicators of program efficiency, cost per case or episode may be the
most apt measure. In most programs, some combination of these measures is
probably appropriate.

Reliable measures can be exceedingly difficult to obtain for most human
development services. This is because human development services are highly
individualized and problem specific, and can vary widely in terms of the
ameunt of resources, principally staff time, required tc address them. For
instance, in studies of the average per capita cost of providing residential
and day activity services to mentally retarded persons, (Intagliata, Willer &
Cooley, 1979; Baker, Seltzer & Seltzer, 1973; Jones, Conroy, Feinstein, &
Lemanowicz, 1982) researchers have found that the costs are generally higher
for more severely and profoundly retarded persons than for moderately and
mildly retarded persons.

At the same time, similar services may be delivered by providers in a
variety of ways. For example, Greenberg (1978) discovered in a cost study of
in-home support services to the chronically ill elderly that the definition of
what constituted in-home health aid services differed considerably across
agencies. In some agencies, in-home health services consisted mainly of
"quasl medical" and personal care, while In other agenciles, these services
also comprised light housekeeping and homemaker services.

The diversity of client types and service approaches frustrates attemp‘t.s.
to establish standardized measures that can be applied uniformly to a universe

of providers. Bowers and Associates (1978) and Coulton (1978) present
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excellent discussions of fhe enormous problems involved in trying to establish
a taxonomy o-f- human services and unit of service measures. |

The ideal set of output measures would be those that are sensitive to
workload differences (resource requirements) associated with different types
of cases or presenting problems and with different types of services.
Realistically few such measures are obtainable.

Stendards. -Unit cost norms are necessarily based on experience since
only experience can suggest what level of efficliency or productivity human
service providers can achieve. While cost norms are typically set at the
average ‘"normal" level, +they may also be set more liberally or
congservatively. In practice, cost standards in the form of fee or rate
schedules are often set at whatever level the funding will bear (Gettings,
1981).

Monito . In most reporting systems, the output measure categories
(e.g., number of cases) are defined in a general way in order to keep the
number of categories at a reascnable level and still embrace the wide spectrum
of service approaches. Given these general unit definitions, such systems are
not very sensitive +to important differences 1in individval provider
approaches. Thus they are of limited use for the purpose of individual
provider accountability though they may be of some use for identifying
exceptionally low output programs worth further investigation.

The routine monitoring of provider wunit costs may be accomplished
expediticusly through self reports with pericdic audits to verify their
aceuracy. Such management information and reporting systems exist in many
states. However, as indicated earlier, given the general unit definitions
employed, they cannot be used in making final Judgments as to the efficiency

of one provider relative to others. At best such reports can be used to
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identif_‘y seemingi& inefficient providers warranting further invoe)éfig‘sltion.

“ﬁvaluationu More conclusive judgments may be made on the relative
efficiency of a given program if one controls or at least accounts for the
cost effects of different service approaches and different client problems or
demands. However, the imposition of such controls can be a relatively
expensive proposition which can be afforded only on a periodic or ad hoc basis
for selected sets of providers. The most common form of control is to
partition or classify service providers into groups that provide like outputs
to 1like clients and to compare those providers in like groups. Where a
relatively large number of providers is involved, it may alsoc be possible to
use statistical measures of assoclation or correlation to indicate the extent
to which unit costs vary as a function of c¢lient and organizational variables
(Wieck & Bruininks, 1980).

Control. Accountability mechanisms, whether regulatory or contractually
based, invariably hold out funding incentives or sanctions intended to
encourage efficient operations and discourage inefficient, wasteful, and
fraudulent operations. The influence of prospective funmding increases and
especially decreases is particularly strong in the case of human development
service providers, many of whom depend largely on a single source of funds.

The literature on organizational behavior warns of the problems involved
in establishing objectives and rewarding performance without considering the
possible "perverse" effects of such rewards. Examples of such organizational
behavior can be seen in some social service programs. Researchers and
administrators in several soclal service flelds are famliliar with the
phenomenon of "creaming" or choosing easy, low cost cases 1n response to unit‘—
reporting and related control procedures that place a premium on processing a

maximum number of units at a minimum cost. In the vocational rehabilitation
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program, a legislative mand;t,; to serve "individuals with the most devere
handicaps" ﬁfose in part from the tendency of programs to reject severe or
diffieult clients in order to maximize success In terms of the sole eriterion
-- "number of cases successfully closed."

It is hardly surprising that individuals and organizations tend to do
what they perceive as necessary to gain recognition, monetary advantage, or
even to survive, taking their cues from the system's Incentives and sanctions
(Funkhauser, 1979).

Where the output is a tangible product, the quality of whieh wvaries
1little as a funetion of labor time and effort, the system that holds out
rewards or punishments on the basis of volume may well serve to Iincrease
productivity. However, in the labor intensive human services arena where the
worth of the service can depend heavily on the amount of effort expended by
gtaff, the system may cut short the amount of time devoted to each client to
the point where the service 18 no longer of value. Then again, a provider may
simply choose to redefine the service or to overstate the outputs while
continuing to perform the service as always -- an avenue quite easy to take
since human service outputs are often loosely defined and difficult to observe
or audit independently (Bowers and Associates, 1978; Coulton, 1978).

Donabedian (1976), in stressing the importance of being alert to such
perverse behaviors, has stated: "It is safe to say that everything that human

"

ingenuity can devise will be used to tame a regulatory mechanism . . ." (p.

25).
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Ability to Ensure that the Services Provided Have the Intended
Effect

Outcomes reflect what happens to the client as a result of the service.
Outcoames correspond to the e¢lient service goals of the gervice and measure the
extent to which the service has been effective in meeting its goals. Outcomes
promise an answer to the question "what difference does it [the service]
make?" |

Standards. Because outcome measures relate to the actual results of
service, they are generally regarded as heing more objective than other
approaches. However, 1like the Input, process and output standards, many
outcome standards are based on ideclogy and as such are no less subjective.
The "normalization" principle discussed in Seection 2.a.(l) of this Chapter
suggests a myriad of outcome as well as process standards that gauge the
degree to which a client's daily living approaches the cultural norm (e.g.,
engaging in social activities, shopping for one's self, etc.).

In addition, the "maximization of independence" principle which guides
many human development programs is grounded in the wvalue of individual self
reliance. This principle underlies most outcome standards concerning programs
designed to help develop or rehabilitate disabled and other disadvantged
persons. The norm that dictates maximization of independence spawns outcome
standards concerned with econamic self-sufficiency as well as personal self-
reliance (e.g., the ability to obtain and hold a job, the ability to feed
oneself, ete.).

Unlike most imput, process, and output standards, the standard levels of
expected outcomes are not usually set in advance but are established as part
of the performance measurement and evaluation process. This is because -- far

more than the input, process, and output dimensions -- client outcomes are in

- 4l -



=
e

part a f unct-ion of fac%;.ors. ou;c.éide the provider's contrcl, most signﬂ‘iéahtly
the in't.eresfs and capabilities of clients and external situational factofs.
Setting outcome - standards without controlling for or &t least recognizing
these mitlgating factors is 111 advised. Preferably, the actual performance
of a provider or a group of providers 1s campared to the performance of
similar providers during the same period or to the performance of the same
provider{s) in earlier periods.

The development of outecome standards is also complicated by the tendency
of evaluators to develop their own measures of client attitudes, behaviors and
capabilities (level of functioning}, rather than adopting those of other
researchers. Weissman (1975) observes in her state-of-the-art review of 15

social adjustment scales:
« » o+ there iz . . . a strong need for standardization of methods
between studies. . . . It might be best to include iIntact a standard
and widely used scale and to supplement with innovations. In this way
the art of assessments will not atrophy but information based on
comparative data from a number of studies can accumulate. (p. 364)
Measures. As indicated earlier, human service outcomes are essentially
concernad with changes in elient attitudes, behaviors, capabilities, or
sltuation. In the latter case, changes are relatively easy to measure (e.g.,
Placement in a foster care home, placement in a residential home, ete.).
However, problems in obtaining wvalid and reliable measures of attitudes,
behaviors and capabilities are well documented in +the psychological and
sociological literature. The principal difficulties lie in capturing, in an
effective and economical fashion, the many dimensions of client behavior and
funetioning that the provider may wish to affect. It is safe to say that no
set of measures can begin to cover everything.

In a few human service areas, uni-dimensional outcome measures may be

appropriate, for instance in vocational rehabilitation services. Typical
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measures in this field are whether or not a client is working, percent of time

-

employed, skill Aléve];, earnings, and so forth (Institute on “RéRabilitation
Issue's-, 1974).

The Utah Department of Soclal Services and the Welfare Research Institute
have also had some success in the development of a battery of uni-dimensional
cutcome measures for state child protective services and foster care services
{e.g., percent of children that return home and/or that stay home for a
specific period of time). Indices of family stability and rates of placement
and recidivism are central to these outcome measurement systems {(Western
Federation for Human Services, 1979; Bowers & Associates; 1978).

While relatively easy to obtain, such single-dimension e¢lient outcome
variables are not well suited to the bulk of human development services
concerned with sustaining or ©building the capacity of disadvantaged
individuals to cope v._rith the many exigencies of community living. The variety
and complex inter-relationship of a client's problems and corresponding
outcomes are simply too great to be represented adequately by a few one-
dimension measures. The assessment of service quality using single-dimension
outcome measures can be both incomplete and misleading. Even in the
vocational rehabilitation field where single-dimension outcomes are perhaps
most appropriate, evaluators are moving toward more multi-dimensional indices
of client outcome incorporaiing measures in the physical, emotional and
intellectual domains as they pertain to the work envircnment (Anthony, Cohen &
Vitalo, 1978; Institute on Rehabilitation Issues, 1974).

Changes in attitudes, behaviors and functioning targeted by human service
providers are commonly measured on scales and indexes. An index 1is
constructed through a simple accumulation of scores assigned to individual

attributes. A scale is constructed through the assignment of scores to
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patterns of aitributeéA(Babbié, 1975). These scales or indexes rahééﬂfran
those comprised of explicit, discretely defined criteria or anchor poinfs,
which can be characterized as "anchored" measures, to those comprised of
loosely defined anchor points, which can be characterized as "global"
measures.

Well-anchored measures based on a number of specific eriteria are, of
course, much easier to interpret than are global measures. Though anchored
measures are just as dependent on personal judgment as global measures of
c¢lient outcome, the basis for that judgment is at least reasonably explicit.
The quality assessor's attention 1is directed toward specific outcome
dimensions, and the extent to which these dimensions have been realized is
reasonably well delineated (e.g., the ability to walk with the aid of & cane).

Most of the progress in the development of indexes and scales of client
outcome has been in assessing a person's level of functioning or more broadly
his or her self-sufficiency or independence. These measures essentially
address four inter-related areas of functioning:*

e Social adaptation -- covering interpersonal skills, activities of
daily living, household work, etc.;

e Vocational/educational performance -- including work and education;

e Self-care -- activities such as bathing, dressing, and feeding
oneself;

e Mobility -- the ability to travel from place to place.
There are many indexes and scales that have been developed, pre-tested, and

are currently in use in the measurement of service outcomes (Weissman, 1975;

*  Note: Westerhelde, Lenhard and Miller (1974, p. 36) emphasize the need to
address not only these outcome measures in developing an adequate measure
of client outcome, but physiecal, psychological, and economic dimensions as
well. These latter factors also influence a client's ability to cope with
his or her particular situation.
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Stewart, Ware, & .Brook, 1977; Millar, Hatry, & Koss, 1977).

‘A related problem is that not all changes in client behaviors and
functioning are manifest at least in the short run, and the short-run effects
may or may not be lasting (Donabedian, 1978). For instance, the education and
counseling of one-time child abusers may produce measurable changes in parent
attitudes, but will these changes be lasting and will they be sufficient to
prevent abuses in the distant future (Deutscher, 1979). Attitudes and
behaviors are not necessarily related (Freeman & Sherwood, 1971).

Longitudinal measures might provide a clue to "true" ocutcomes but would
certainly be of limited use for assuring the quality of a provider's current
services., Moreover, the link between these longitudinal measures and the
provider's interventions grows quite weak as the client is subjected to a
wealth of subsequent life events (Vosburgh & Alexander, 1978; Williams &
Evans, 1972). The rapid erosion of program effects is a familar phenomenon.
One example is provided by the follow-up studies of Head Start, virtually all
of which find that the initial differences between experimental and control
groups are largely gone by the end of the first year of school (Deutscher,

19’79) L]

Yonitoring and Evaluation. Monitoring or evaluation of service outcomes

may be carried out to inform policy level decisions or operational level
decisions. At the policy level, evaluation may influence program funding
decislons or add to the body of knowledge of the relative effects of alternate
techniques. At-the operating level, monitoring or evaluation of outcomes may
inform provider funding decisions, identify exceptionally goed or poor
bractices, or help to refine existing techniques., |

At the policy level, unlike the operational level, the target of concern

1s not the individual provider or individual service or technique but
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different types or g?cups o,i-: providers (e.g., institutional residential
programs f‘efl developmentally dissbled persons versus commmity residential
programs, privately-owned and operated providers of service versus publicly-
owned and operated services, behavior modification wversus psychoanalytic
approaches to changing behavior). Moreover, the hope is to generalize from
the results by proving a cause and effect 1ink between the program or
technique and the ocutcome using the seientific method. By and large the most
important and most troublescme outcome measures are those concerned with the
behavior and level of development of clients.

The core problem in evaluating the ocutcomes of human service programs and
techniques 1is the enormous complexity of human service organizational
(provider) behavior and individual (client) behavior, and the causal effects
of the former upon the latter. Its difficult enough to indicate that a
relationship probably exists let alone proving it and generalizing from it.
As Haselkorn (1978) puts it, "[one] must cope with a chaotic array of
interlocking, client, worker, process, and soclal context variables which in
spite of computer technology remain almost unmanageable" (p. 334).

To do so requires that these variables be simplified. And still it is
costly. The high cost coupled with the limited availability of funds to
support human service evaluation research makes it economically infeasible to
conduct numerous evaluations, and demands that the objects of such evaluations
must be prudently selected and the evaluation carefully conducted. Even then,
the information lost in the course of simplification and the inability to
control for the myriad of non-service factors that may account for eclient
changes, conspire to make it difficult to achieve scientifically definitive or
conclusive results.

The situation is made obvious by the fact that many findings and
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conclusions of human service evaluation research are found to be in conflict
{Lorisch, 1977;'Fiséﬁg;? 1971; Wood, 1978). As Cohen and Lindblom (1979)
point'out, "Standing in sharp contrast to the customary belief in the-tendency
of scientifie investigation to converge on increasingly correct
representations of reality is the phenomenon of divergence that marks much of
social science professional social inguiry" {(p. 553). As Veblen (1961} sees
it, "the outcame of any serious research can only be to make two questions
grow where -one question grew before" (p. 33)}). Cohen and Lindblom (1979)
suggest that the usual effect of professional sceial inqﬁiny is to raise new
issues, stimulate new debate, and multiply the complexities .of the social
problem at hand.

In order to generalize from the results, it is necessary to obtain
reasonably uniform measures for a sufficient number of clients to permit
statistically significant results, and to caompare these measures in the
Presence or absence of the intervention. To do so, uniform outcome measures
are typically employed, that is measures that can be applied generally to
clients regardless of their individual potential for change as a result of the
intervention. These measures are used under the simplifying assumption that
clients are alike both in terms of their presenting problems or objectives and
in terms of their potential for change. The potential for over simplification
i1s typically overcome by controlling for client differences as part of the
experimental test or control design. However, it is difficult to think of a
human development service where the clients are truly homogeneous in terms of
either problems or potentials. Consequently, the results may be misleading
both in terms of the relative importance of the behavioral or situational
obJectives measured, and in temms of the degree to which client change is

achieved.
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In an attempt to“iéélate the effects of service intervention{"fﬁese
measures areléompared in the presence (experimental) or absence (control) of
the human service intervention using classical test or control group research
methods. However, given the limited ability to recognize and control for
external factors affecting client outcomes, the results are usually
inconclusive.

The predominant problem, then, is the inability to isolate the effect of
the service intervention on e¢lient outcome in view of the multiplicity of
other variables influencing the client's state, the inability to control for
bias through the differential selection of clients for the test or control
groups, and the inability to generalize from one service situation to the next
given the unique character of each situation. In other words, the evaluation
researcher simply cannot fulfill the criterion for validity as required by the
classical research model.

Essentially, the best research design employs more outcome measures built
around individual client problems or goals and potential. It reflects a
modification of classical research designs by accounting for differences in
test or control group processes and client problems and potentials through
better measurement rather than through the careful matching of test or control
groups in order to reduce significant test/control group differences. A
variety of quasi-experimental methods have been advanced (Campbell & Boruch,
1975) for the comparative analysis of group outcomes.

A second advance is the development and application of multivariate
analytic techniques. It is difficult, and often times impossible, to isolate
the relationship between specific input and process measures (independent
variables), and indices of successful client outcomes (dependent variables).

Many of the input and process elements are simply too inter-related or, taken
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singly, are insigﬁificant. Using techniques such as incremertal multiple
regreséion analysis and path analysis, researchers are able to isolate the
relationship of input and process variables 1o outecomes with more
regulerity. The work of Moos and Schwartz (1972) in the development and
testing of different envirommental scales in mental hospitals is a case in
point, as is the successful use of path analysis in relating vocational
rehabilitation and developmental disabilities service variables to eclient
outcomes employed by Flynn (1975) and Eyman, et al., (1979).

Another weakness common to evaluations of human service ocutcomes 1s the
dearth of reascnable +thecories linking program inputs and processes to
outcomes, As a result, the input and process variables selected are often
poorly thought out and may be as responsible for poor evaluation findings in
human service programs as actual program weaknesses. A prevalent fear is that
the variables chosen are those that are easiest to measure thus artifically
down-grading more difficult to measure variables such as warmth and empathy
which have been shown ito be signifieant variables in psychotherapy {(Cross,
1979 p. 248). Warren (in Wolfensberger, 1972) underscores this fear by
pointing to the dangers inherent in identifying irrelevant program variables:

« + .« the evaluator who limits his study to the effects of the
experimental variables -- +those few factors +that the program
manipulates -- conveys the message that other elements in the
situation are either unimportant or that they are fixed and
unchangeable. The intervention strategy is viewed as the key element,
and all other conditions that may give rise to, sustain, or alter the
problem are brushed aside. (p. 41)

There is little consclation in the fact that this wealness is common to
program evaluations in general (Bernstein & Freeman, 1975). The key question
is posed by Boruch et al. (1979): "Do we know enough about the program,.

target group and its operations to make estimates of program effects

meaningful?" (p.39). Unfortunately, the answer is often, nol
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A significant adva-n.ce in this area has been the design of evaluﬁtﬁlity
studies (Wholey, 1979) or formative evaluations of programs conducted for the
purpose of deciding whether a more costly investment in a summative evaluation
is warranted. The evaluability study involves "stepping through the theory
and practice of the program to establish what we think we know and what
characteristics of a program [if any] can be tested for effects"™ (Baruch et
al., 1979 p. 39).

Evaluations of client outcomes condueted for purposes of individual
provider accountability and improvement 1n +the techniques of individual
providers are not saddled with the need to generalize beyond a given situation
(i.e., to estabiish that a particular type of program intervention leads to a
particular coneclusion). On the other hand, they must establish that
particular eclient outcomes associated with the intervention of a given
provider are not isolated events. In other words the ocutcomes must be shown
to be consistent and fair indicators of the performance of an individual
provider. This creates the very same set of problems described for policy-
level evaluation and demands costly measurement +techniques and research
protocols. In fact, the cost of such outcame evaluation techniques rarely
- Justifies the benefits if they cannot be generalized beyond the individual
situation.

The most prudent appreoach for quality assurance purposes seems to be
outcome monitoring based on individual client-based technigues. Further, the
objective in outcome monitoring systems should not be to prove but rather to
suggest that a provider or practitioner is relatively effective or ineffective
in terms of selected outcomes. Monitoring methods are designed only to point
out possible areas for improvement subject to further investigation.

Control. The methods available to control those provider inputs or
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processes associated with cutcomes and their possible perverse effects were
discussed in earlier sections. An added problem with outcome-based control
techniques is not knowing for sure the extent to which an observed outcome is
a function of a particular input or process. As Wood (1978) says:
A lack of standardization among outcome measures makes cumulative
evidence difficult to assess. The Iinterventive variable is either
different among the studies, inadequately defined, or inadequately
controlled. The relationship of the definition and measures of
outcome to the problem being intervened in varies, and the outcome
measures also vary to the degree of validity and reliability achieved.
. s Such research can give 1little information about whether
practice is effective or how to make it more effective. (pp. 450-451)
Consegquently, Iinformation based heavily on the evaluation of human
service provider outcomes can hardly be considered authoritative, and for this
reason, contrary to publiec opinion, has been shown to carry no more weight
with most practitioners and policy makers than ordinary lnowledge (Cohen &
Lindblom 1979). As many studies of policy analysis and evaluation show,
scientific information has no compelling independent claim on the attention of
decision makers. Clearly, the evidence argues in favor of treating human
service outcome data as an inerement to other knowledge and not as
independently conclusive. Nonetheless, as Cohen and Lindblom (1979) lament,
the likelihood that social scientists and workers In bureaucracies will resign

themselves to these more modest claims for the authoritativeness of scientific

knowledge and practice is not high.

Ability to Assure that the Limited Supply of Services is
Provided to Those Clients Most in Need

At a minimum, the human development services authority should establish

an eligibility determination procedure to be sure among those persons seeking
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services, only those £h§£ b&s;t a recognized level of need are provided
services. If human development services were "entitlemeni" programs in which
all persons meeting specified criteria (e.g., level of disability, income,
ete.) would be automatically entitled to services under law, state or local
agencies would have little or no leeway to make the determinations assoclated
with this quality assurance aim. However, human development services are not
open-ended programs and the funding agency therefore, does have some leeway
and concommitant responsibility to establish criteria that ensure that those
most in need receive services.

In many cases, however, this may not be enough. For instance, abused and
neglected children and battered wives may not know about the avallability of
family counseling and protective services or may be reluctant to seek them out
for fear of retribution. Persons who are mentally retarded may be unable to
negotiate the many bureaucratic hurdles that must be faced in obtaining needed
services. In such cases, outreach efforts are essential.

Qutreach involves actively seeking perscns in need of service but who are
outside the service system. To do so effectively requires the establishment
of formal and informal contacts with public and private organizations such as
health, legal services, education, welfare agencies, clergy, and any .other
organizations or individuals who are likely to Inow of persons in need of
human development services and who could refer these persons to the
appropriate human development provider given some encouragement and
guldance. Effective outreach must also include the active and creative use of
the media and other means of informing the public on how to identify persons
in need of service, why it is important for these persons to obtain particular

human development services, and the actions the persons can and should take to

obtain the necessary services.
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Standards and Measires. In establishing eligibility eriteria, public

human development agencies must attempt to satisfy both the intefests and
needs of clients and the interesits and needs of the public. One of the best
11lustrations of how the interests of clients of human develcopment service
agencies and the interests of the larger community might conflict is over
deinstitutionalization. For years, local citizens have opposed attempts to
locate small group living arrangements for mentally handicapped persons in
their neighborhoods preferring instead +that they be kept 1in remote
facilities. This confliet in values can occur in many contexts. At worst,
the assertion of community interest can be a reflection of narrow self-
interest, bias, or ignorance. At best, 1t represents those utilitarian
principles that underpin much of public policy and which can be summarized as
the "the greatest good for the greatest number."

Another objective of the human development service ageney is to make the
limited supply of services available to those clients who stand to gain the
most from the service or stand to lose the most from the absence of the
service. These are obviously difficult and camplex deecisions and presume a
level of Iknowledge that few 1f any agencies possess. The setting of
eligibility eriterla is best informed by systematic assessments of the supply
of human development services and the current and potential users of services
(Bloan, 1983; Ashbaugh, Hoff, Bradley & Reday, 1980; Bell, 1976). However,
these methods are fraught with theoretical and practical limitations (Kimmel,
1977; Varenals, 1977). One of the biggest problems confounding attempts to
strike an appropriate balance between service supply and demand through the
setting of ellgibility ecriteria is that the supply and demand situation.
differs from area to area and changes over time. The assessment of human

development service needs {service demand/supply) remains a heavily subjective

- 56 -



._-‘f‘

undertaking as does theTfeiétéEj;etting of eligiblity eriteria. -

Standards for use in judging the relative ability of provider(s) to find
and serve those. most in need through outreach efforts may be derived
empirically through formalized assessements of service need using commmity
survey, client survey, provider survey, key informant survey, social and area
analysis, and other techniques for profiling the types of services needed and
the relative urgency of these needs. They might also be developed normatively
in the form of profiles of the service needs of persons being served by like
providers. These need-relative profiles may then be compared to the profiles
of individuals served by the provider(s) of concern. An alternative albeit
less compelling approach is to establish "process standards" defining minimum
or model outreach efforts.

Monitoring and Evaluation. Eligibility determinations and redetermina-

tions may be conducted by an administrative agency independent of the service
provider and thus having no vested interest in which clients are deemed
eligible for service. If so, amy monitoring by a quality assurance agency
need only be concerned with assuring that the eligibility standards and
measures are being iInterpreted correctly, and not with the possible
application of self-serving eligibility standards.

Independent mechanisms in the human development service field for making
initial and continual program service need determinations include independent
intake, information and referral agencies, or case managers or case workers.
These agents or agencles screen clients according to established eligibility
eriteria, If eligible, the case managers or caseworkers at least coordinate
the development of individual plans of service based on client needs that have
been identified as part of the intake process. This may be done by the case

manager or case worker alone, or as part of an interdisciplinary team. The
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case manager then attempts to make service arrangements pﬁféﬁgﬁt to the
plan:-- The case manager continually reviews the progress of the élient to
assess continued or changing service needs. There are a variety of
independent eligibility determination models (e.g., private, public, totally
independent, partially independent, generic, categorical, etc.). However,
none clearly stand out as the "model" to follow.

On the other hand, 1f eligibility determinations are made by the provider
or any other agency known to have a vested interest in the process, monitoring
is warranted to assure that clients are not being compromised by the self
interest of the agency applying the eligibility standards and measures. One
of the best known of these methods 1s the Professional Services Review
Organization (PSRO) designed to review the admission of Medicaid and Medicare
patients, and to validate their initial and continuing need for health care
services. However, the cost of such oversight mechanisms can be quite high
when considered relative to the cost of providing many human development
services. Moreover, the ability of these review teams to assess client needs
accurately is open to question. Almost all of these methods of admission and
utilization review concentrate heavily on client records with minimal personal
contact with, and cbservation of clients.

There are a great many difficulties associated with gleaning information
from case records. The extraction of particular data fram an entire case file
can be cumbersome and time-consuming since a great deal of the information
recorded in the file is irrelevant. There is also a greai deal of uneveness
in information available In the case records. In other words, there is no
such thing as a standard case record. HRecords are often lncomplete because of.
the inability of providers to use the required uniform formats, because of

misunderstandings of the procedures for completing the forms, or because the
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completion of.such recbfds cohflicts with the direct provision of Séfﬁfges.
Relying on cﬁée records may also be constrained by restrictions on access for
reasons of client privacy and confidentiality.

Audits of the extent to which agencies have complied with special case
record requirements indicate significant problems. However, several large
studies that relied on case records to identify service defieits have
concluded that the deficiencies uncovered in large part reflected incamplete
records rather than poor care (Brook, 1974).

Case record reviews may likewise be employed in developing need-related
profiles of a provider's clients. However, the more common methoed is to have
providers extract and compile such information routinely and to report this
information periodically or on request to the quality assurance agency or to
another administrative agency with the information available to the quality
assurance agency on request. Most client information systems inelude some
indicators of eclient problems and needs.

Control. Control over client admissions and service utilization in
connection with the eligibility determination process may be exercised through
regulatory mechanisms and/or contract mechanisms. By definition, regulations
are designed to handle rules and not exceptions. Based in statute, they are
also relatively difficult to adopt and change. Legislative as well as
administrative reviews are required as are hearings before the publie.
Accordingly, regulation is best suited to the enforcement of nationwide or
statewide eligibility criteria of a uniform nature -- criteria that are
inviclable and that merit the use of legal sanctions.

The purchase of service contract on the other hand is a mechanism that
can be used to enforce eligibility ceriteria that are tailor-made to particular

situations. For instance, a state or local govermment recognizing the urgent
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need for residential services for a specific sub-group of the population in
need (eligible)"bf 't58§é services, may contract with a provider of these
residential services with the stipulation that the provider serve one sub-
group alone or in some proportion. Examples of the use of the contracting
mechanism to exercise a degree of control beyond regulation are presented and
discussed in Chapter III.

Local agencies and providers as well as clients affected by elipgibility
provisions should be allowed to request a variance to the eligibility criteria
or procedures established under regulation. Like the appeal procedure, the
variance request should be in writing and the time period allowed for action
and resolution should be time limited. Such variances may be warranted in
areas where the services available are not appropriate to client need and yet
the client(s) have far more to gain from the service or to lose if they do not
receive the service than do other persons in the area who meet the criteria.

The most prevalent and straightforward methods of encouraging providers
to direct their services to clients deemed most in need are special funding
provisions and incentives which may be part of either the regulatory or
contract mechanisms. In a number of states, funds are allocated to providers
according to formulas established by regulation or administrative directive
that favor those providers serving individuals and providing services deemed
most in need. Similarly contracts may be written that provide added funding
for high priority client populations and services or for ouireach efforts
meeting specified standards. As indicated in the previous section, the
contracting mechanism is inherently more flexible than allocation formulas

since each contract can be to fit a particular situation.
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- Chapter Il o
Selected Techniques |

Overview

The previous chapter provided an introduction ito the coneepts of quality
assurance, the ways in which quality assurance information is used at each
level of +the human services system, and the strengths and weaknesses of
aspects of quality assurance systems in facilitating the achievement of
quality assurance obJectives, In the following Chapter, specific quality
assurance methods and approaches are delineated and analyzed according to
their utility with specific services and target groups, the dimension of
service quality measurement (i.e,, input, process, outcome} for which the
technique 1is best suited, and the praetical and technical difficulties
associated with implementation of the method.

The Chapter 1is organized into two parts -- locus of responsibility and
specific techniques. In the first half, we discuss the various auspices under
which quallity assurance can be carried out and the specific methods that are
likely to be consistent with the characteristics of each entity. The various
groups 1include citizens, peers, private evaluation services, consumers and
famllies, advocates, and accreditation organizations.

In the second section, we describe additional examples of quality
assurance methods within selected categories of quality assurance techniques
including prescreening and self-assessment, outcome monitoring and evaluation,

case tracking and exception reporting, client surveys, observation,
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performance céhfréc%iﬁé, training and technical assistéhééjﬂ camplaint
mechanisms, and consumer empowerment.

As noted in the introduction to the manual, HSRI canvassed the country to
identify quality assurance approaches that appeared relatively cost effective,
client responsive, quality enhancing, and relatively easy to apply. These
methods are described in detail in the Appendix of this menual. The
discussion of each approach also includes the name and address of & contact
person on site from whom additional information can be obtained. The
following sections include references to methods that were not selected for
more intensive review (and are therefore not in Chapter V)}; methods that are

sunmarized in Chapter V are highlighted in bold-face type.
Locus of Responsibility

Citizens and Volunteers

Introduction. Using citizens to gather information regarding program

qQuality has become more common in recent years. Citizen interest in program
oversight has evolved in response to several pressures and issues: (1) s
growing skepticism regarding the ability of govermment or governmental proxies
to provide responsive and efficient services; (2) a basic recognition of the
value of citizen input; (3) an impetus to eliminate waste, increase
efficiency, and to ensure accountability; (4) the use of citizens by public
agencies to monitor publicly-funded programs thet resist govermment oversight;
and (6) involvement of citizens in order to develop support for difficult and
controversial decisions (Dinkle, Windle & Zinober, 1982), |

The antecedents of citizen involvement in quality assurance can be found

in the citizen participation movement that began in the 1960's and included
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such concepts as "mayimum feasible participation of the poor" and "commurity
control.” It was through the Great Society programs and their concomitant
requirements for citizen participation that citizen monitoring and evaluation
of publicly-funded services -- Ineluding health planning, education, commmity
development and urban renewal and others -- became widespread. Citizens also
became involved in monitoring and evaluating nursing homes, public schools,
biomedical develcopments and enviromnmental issues.

State requirements for citizen review and oversight together with federal
mandates and technical assistance activities have led to a significant level
of citizen involvement to ensure the quality of human services at state and
local levels. The specific roles and responsibilities that citizens can play
in quality assurance are quite varied; 1o some extent, these roles are
patterned after professional roles.

Citizens can participate 1in passive activities such as reviewing the
results of an evaluation or quality assurance report as well as more active
roles such as conducting independent reviews of a program or service system.
Between these two extremes, citizens can become partners with professional
staff to evaluate program quality. In some of these roles, citlzens are
involved in designing instruments to assess the quality of services (e.g.',
checklists), conducting site visits, interviewing staff and clients, assessing
the way in which services are delivered, and preparing written reports.

Several citizen-related activities 1in quality assurance involwve using
parents, consumers and others to conduet visits of various programs. For
example, boards of visitors -- citizen groups attached to public institutions
in New York, Montana and Minnesota -- have unlimited access for purposes of
investigating complaints. Further, some assoclations for retarded citizens in

Canada and the U.S. coordinate the efforts of parents and other citizen
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volunteers who'-drop in on providers for both informal and formal visits
(Kenfﬁcky ARC, 1983; levy, Levy, Liberman, Dern, Rae, & Ames 1§81). The
purpose of these visits is not solely to provide the quality assurance agency
with additional "eyes and ears," but to promote the integration of programs
into the community, and to increase citizen or parent involvement.

As highlighted in the statement above, in some ways using eitizens to
ensure theé quality of services may be preferable to using professionals to
conduct similar activities. At the very least citizen involvement promotes
different values and outlocks., For example, citizens inherit the results of
any quality assurance activity since they live in the community and may
ultimately use the institutions with which they are involved. In addition,
unlike professionals, citizens have greater access to the political arena and
the media -- two vehlcles that are often necessary to publicize deficiencies
in program quality (Windle, 1982}.

Service and Target Group Appliecations. Quality assurance activities

directed by citizens have many applications; however, some examples of citizen
involvement in quality assurance are more circumscribed than others. Many
examples can be found where citizens have focused thelr activities on one
target group, such as on developmentally disabled individuals, elderly persons
or children. Within the target group, however, many services may be reviewed,
assessed and evaluated.

In Lancaster County, Pennsylvania, citizens use PASS (Program Analysis of

Service Systems, Wolfensberger & Glenn, 1973) -- a standardized evaluation

technique based on the concept of normalization -- to assess the quality of a
variety of human services, including residential programs, medical facilities,
erisis intervention units and others. The PASS reviews by citizen teams are

targeted to three groups -- mentally ill, and mentally retarded persons and
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subgtance abusers, and ééfviceé,ffor both children and adults are covered.

Other citizen-directed activities are even more targeted, including the
Colorado System  for Monitoring Residential Services for developmentally
disabled adults. Conversely, some quality assurance activities Involving
citizens cover the gamut of human service programs and clientele such as the
HKhode Island Evaluation of Commmity Services Task Force. This Task Force,
comprised of volunteers and pald staff, has conducted evaluations of family
services, juvenile Justice projects, and mental health programs.

It appears, therefore, that citlzens can be used to assess program
quality in a very targeted fashion (e.g., monitoring nursing homes that serve
elderly persons), they can be included in somewhat broader sctivities such as
evaluating a variety of services provided to certain target populations
{mentally retarded, mentally ill and substance abusers), or they can focus on
those programs that are providing generic human services to a variety of
population groups.

The question this raises, however, is does the narrowness or the breadth
of the service and target group application facilitate involvement of citizens
in quality assurance? In other words, if citizens are used in a more limited
and targeted fashion, are they more effective than if they are used across the
continuum of services and population groups? The following discussion may
provide some answers to this question.

Program Dimensions. For the most part, quality assurance activities

involving citizens focus on reviewing and assessing the input and process
dimensions of service quality. Few examples can be found where citizens are
ineluded in reviews of program ouputs and ocutcomes. Using citizens to apply
input and process measures may prove to be the best use of their talents and

Insights since these measures 1nvolve less technical expertise than 1is
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necessary to meﬁéure outbuts or outcomes. As such, citizens can meet two of
the five basic responsibilities of & quality assurance program: (1)-to assure
the ability to provide an acceptable level of service, and (2) to assure the
ability to provide a service that is consistent with accepted bellefs
regarding what is good practice.

Many examples of citizen-directed quality assurance activities encompass
both input and process measures. For example, the Mursing Home Information
Projeet, sponsored by the Urban Institute, trained citlzen volunteers to
monitor nursing homes focusing almost exclusively on inputs (e.g., staffing,

condition of facilities, ete.), with a few process observation measures also

included. In addition to monitoring the health, safety, and sanitary
dimensions of care in nursing homes -- the areas that federal regulations
address in detail -- the nursing home information project addressed other

areas of vital interest to nursing home residents and their families, such as
their views and preferences for care (Durman, Dunlop, Hogers, & Burt, 1979).
In addition to nursing homes, citizens have alsc been used across the
country to monitor and review the quality of care provided in a varlety of
state institutional settings. For instance, the Greater Chicago Mental Health
Association iInitiated a site visit review team in 1977 which monitors
inpatient care in state institutions in Illinois (Bradley, Allard & Mulkern,
1984}, The focus of the team's efforts is on inputs and certain process
measures. For example, all aspects of physical plant, staffing, dietary
gservices, client rights, and other inputs are reviewed. Intake, referral, and
discharge procedures, as well as service strategies and other process concerns
are also assessed. The site visit team uses observation forms adapted fraﬂ
material prepared by the National Mental Health Associlation (1976} for onsite

visits., One of the more interesting aspects of this citizen monitoring effort
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is 1ts use of the media and tf{é political system to secure implementation of
its recommex;d&tions. Specifically, the site visit tesm stimulated a series in

the Chicago Sun-Times which was responsible for the appointment by the

Governor of a special task force to address problems in the mental health
system. This sort of outside pressure may be difficult for professionals to
secure.

The Montana -Board of Visitors, a volunteer board attached to the
Governor's office to investigate complaints at the state's facilities for
mentally disabled persons, can also use the media to highlight some of its
findings (Moorse, in Bradley, et al., 1984). In general, however, citizens
attempt to use the power of persuasion and negotiation to convince facility
administrators and others to implement program recommendations. Although some
citizens pursue non-traditional avenues to ensure implementation, others are
assisted in their attempts to make reforms by legislation that provides them
with power to influence budgetary decisions.

For example, Massachusetts state law requires that a children's committee
be established in each Department of Mental Health catchment area to review
services for children funded by the Department, to assess needs for new
programs, and to advise the Department regarding contract renewals (Bradley,
et al., 1984). As part of 1its review of one facility, the children's
committee in the western part of the state recommended that the program's
vendor be changed because of the agency's continuing instability which
threatened program quality. The agency in question -- an emergency shelter
for adolescents -- had significant problems regarding staff turnover and
financial management. In its review, the committee analyzed both input
measures, (e.g., physical plant, administration, and staff'}, as well as

process issues such as the methods 1in place for staff backup, the
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administration of the ﬁrbgram's funding sources and others.

- Citizens are frequently involved in quality assurance efforts fhat focus
on children's services. Another example is the Offiece for Children in
Massachusetts which has a network of 43 local eitizens councils -- one in each
catehment area. In 1978, the Office received a grant fram the National Center
on Child Abuse and Neglect to review conditions in children's residential
facilities across the state. Bullding on its statewide network of citizen
participation, the Office recruited local council members to serve on seven
regional Institutional Review Committees (IRCs). As noted in thelr guide to
institutional review, "the purpose of these committees 1s to get citizens
behind the walls of children's institutions” (Massachusetts Office for
Children, 1980).

The institutional review committees use +the same questionnaire for
monitoring a variety of settings (e.g., state schools, pediatric nursing
homes, correctional facilities, halfway houses, ete.). The questionnaire is
directed at certain input and process concerns such as intake, discharge and
aftercare; the existence of educational and therapeutic programs; and the
status of children in particular wards, cottages or units.

Although many of the examples provided in this summary describe eitizens
performing active roles in quality assurance, other examples involve more
passive roles. In Fulton County, Georgia, volunteers are recruited to review
the abstracts of case histories and case plans invelving permanancy plamning
in foster care. After their review of materials prepared by an agency
caseworker, the volunteers identifyy weaknesses in the permanent plan, note
obstacles to developing a stronger permanent plan, and propose ways to
overcome those obstacles. These review teams, however, do not have the

authority to enforce their recommendations. Implementation is left up to the

- 68 -



_ e

public agency child welfare worker. -

Another_'f;or'm of passive citizen involvement in reviewing program quality
is the citizen review group (CRG) concept initiated by the National Institute
of Mental Health to implement the 1977 amendments to the Commmity Mental
Health Centers Act. Members of a CRG in Florida reviewed evaluation reports
of children's services funded by a mental health center. The ad hoc group of
citizens -- including former patients and parents of children -- were
particularly interested in the quality and appropriateness of services for
children and adolescents. -Based on their review of these reports,
recomrendations were made regarding improvements in quality of service
(Burgner, in Bradley, et al., 1984).

As is evident in the above descriptions, in general, citizens engaged in
quality assurance efforts tend to monitor the input and process dimensions of
service quality. There are, however, some examples where cltizens have
reviewed outputs or outcome measures -- especially when citizens have
specialized expertise. One example where citizens have assessed output as
well as process measures 1s the Rhode Island Council for Commmity Services
model in which volunteers participate with staff and are selected according to
their knowledge and skills relating to the program slated for evaluation.
Usually, the teams conduct staff and client interviews, observe the service
delivery process, and review administrative and case records. The evaluation
process consists of a formative and summative stage. The analysis generally
Ineludes findings relative to project outputs, process, and client outcames.
The major limitation of this method, however, is that it is not designed to
actively uncover service quality problems since it 1s an exception oriented
method. Moreover, though the on-site review fteam 1s encouraged to provide

technical assistance as approprlate during the on-site visits, there is no

- 69 -



U ]
formal control element. -

e

-Practical and Technical Considerations. Using citizens to ?erfonm a

variety of quality assurance functions in human services presents a number of
advantages and disadvantages. Some of these are directly related to the
particular context in which a service or program is being reviewed or
monitored, while others apply broadly to any citizen related activity. Some
of the more common disadvantages of using volunteers include the following:

e Problems in scheduling site visits when many volunteers are either
working full-time or occupied with other day time activities;

e Problems with retention of volunteers -- many of whom drop out of the
activity, move on to paid work, move to other parts of the country and
so forth;

e Volunteers' feelings of inadequacy, especially if they have not been
properly trained or equipped with the tools and knowledge necessary to
evaluate or review a progran;

e Individual blases that may be difficult to overcome during the course
of a review;

e Lack of finaneial support for expenses, especially 1f long distance
traveling is involved.

There are many positive aspects to using citizen volunteers in addition
to the amount of contributed time received by a particular agency or
program. Citizen review brings a special focus and an "outside" perspective
to a program that may not be present when professionals conduct comparable
assessments. Moreover, citizens usually have more flexibility regarding the
dissemination and communication of the results of their quality assurance
activities. Finally, citizens themselves acquire new skills and knowledge by
participating in such endeavors and thus expand the overall commumnity's
knowledge of special populations and their needs.

In order to inecrease the effectiveness of volunteers in public services,
many publications have been prepared that address the management of volunteer

resources. The principles in these training documents have been evolved by
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citizens themselves or ~staff- working with volunteers in human seryices
programs. Some of the more pertinent guidelines that should be followed in
developing a; citizen-based quality assurance system are discussed below.

legitimacy. | Any citizen-initlated activity needs legitimacy (i.e.,
empowerment from the state legislature, the Governor, an administrative agency
or other source of formal power). Approval and support from the program or
service agency staff receiving the benefits of citizen review and evaluation
must also be obtained. Many citizen review activities are mandated and tied
elther to licensing requirements or +to budgetary review, thus providing
citizens with the clout to implement their recommendations.

Framework. An agency planning to use citizens to review services should
develop a framework for the volunteer program that includes the specific roles
and responsibilities that citizens will assume. It is especially important to
distinguish the differences in responsibilities between paid staff and
volunteers. An agency plan should also highlight methods to retain volunteers
such as formal recognition of their special input and worth to a project.
Adequate supervision alsc appears 1o be helpful in terms of keeping
volunteers. Finally, staff should support and monitor volunteer efforts.

Recrultment. Agencies must also develop a plan for recruiting, screening
and training volunteers. Recruiting is an art in and of itself and must be
tailored to the type of activity for which citizens are being solicited. For
example, if programs serving developmentally disabled persons are the focus of
a particular quality assurance project, then it might be appfopriate to
recruit parents or others with family members who are similarly disabled.
Other persons in the cammmity with an identified interest, either
professional or perscnal, in this area should also be recruited.

Newspapers, radic anncuncements, and brochures may be used to attract
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interested personsj ﬁdﬁ@ﬁer, as noted in one volunteer manuel, -%#he average
respogsé to such a recruitment appeal is roughly 2-5% of an identified
audience. Using personal contacts is another important recruitment strategy
(i.e., developing a network of persons who can act as referrals and links to
others who may be interested in this type of activity). Some recruiters go as
far as to place notices in such places as supermarkets, laundromats, bowling
alleys, clubs, and ice cream or hamburger spots in order to involve a broad
cross-section of commmity representatives. In the final analysis, a
recruitment strategy should include all of the methods mentioned above in
order to attract the maximum number of persons.

Further, guidelines should be established to help screen potential
volunteers. If the agency has developed a deseripfion of the volunteer's
regsponsibilities, it can be used to help determine 1f both the interests of
the volunteer and the agency can be met. Screening also occurs during the
tralning sessions when volunteers and trainers can assess and evaluate their
potential abllities in a review/monitoring project.

Many of the examples cited earlier stress the necessity of preparing or
training volunteers before they are used in a quality assurance activity. In
some situations volunteers already have expertise in the particular area being
asgessed. In genersl, however, lay citizens need some tools, an understanding
of the history of the program being assessed, and other pertinent skills in
order to complete the proposed assessment. As noted in several volunteer
pvhlicationg, training should not became an overwhelming experience and should
recognize the varied life experiences of the volunteers. Training must also
be flexible enough to meet individual work or other related schedules. Some
agencies have used creative and Immovative techniques to train wvolunteers in

quality assurance activities. The Massachusetts Institutional Review Project
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staff developed a board géﬁéji%at enabled citizens who were unfamiliar-with
the state's_fésidential treatment system to learn and discuss various aspects
of the system. Some agencies, such as the Illinois Review Board and the
Lancaster mental health and mental retardation program, inveolve volunteers in
preliminary site visits so that they can observe how a review or evaluation is
actually conducted.

Expenses. Finally, volunteers need some financial support for expenses
such as mileage, meals and so forth that occur during the course of their
reviews. Many staff and volunteers involved in citizen review efforts have
underscored the importance of some minimal level of funding to help pay for
monitoring or evaluation expenses. This becomes a critical consideration in
states such as Utah, Nevada, and others where transportation costs are
significant. This may necessitate that a state agency ineclude a line item in

their budget for such expenses.

Peers

Introduction. The use of peers to assess the quality of human services

involves an assessment of the professional practices of individuals providing
services within the agency by professicnals external to the agency. The
assessment is based on some comparison between actual service delivery and the
accepted norms of '"reasonable and customary" practice within the professional
group (e.g., social work, psychology, early childhood education, etc.). Peer
review ranges from informal consultations among professionals to more
stringent and formal peer reviews such as those carried out within the context
of acereditation.

The history of peer review is Interesting and parallels both the growth

in ‘"professionalism" and the increase in the level of involvement of
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government and %hirarﬁg;ty insurers in the support of human dévéiopment and
health.services. In the history of the development of professions,-the first
attempt 1o exerclse quality control was the establishment of professional
schools that provided training linked directly to those activities involved in
practice. The second major device was credentialing; one first received a
diploma and then received a '"license" after a period of practice or
apprenticeship. Later, the issuance of a license became contingent on passage
of an examination.

By the early nineteenth century, education and credentialing requirements
-- at least for physicians and lawyers -- were well established. Following s
brief wave of anti-professional and anti-elitist sentiment during the
Jacksonian era, the legitimization of the professions continued into the
twentieth century with requirements for the acereditation of professional
schools and with the development of state licensing boards for & variety of
professional disciplines.

The use of professionals by government and third party payers to assess
the judgement and conduet of thelr peers grew primarily out of concerns over
the costs of medical care that began to escalate as early as the 1920s. The
inflationary pressure intensified after World War II and came to a head with
the passage of Medicare and Medicaid. At that point, both the govermment and
private insurers began to assert their right to be assured that the services
for which they were paying were necessary and appropriate. In order to head
off an "invasion" by government and third party payers into the sanctity of
the client/practitioner relationship, providers insisted that their work be
reviewed by persons with equivalent experience and training (Young, 1982, p..—
12). The role of peer review in quality assurance in the health field was

legitimized in 1972 when Congress enacted legislation setting up Professional
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Standards Review Organizations [PSROs). PSROs were to function in Medicdre,
Medicaid, and Maternal and Child Health programs. Their role was to assess
the necessity and professional acceptabllity of the care provided.

As a quality assurance tool, peer review can be used for both quality
regulation and quality enhancement. As a quality regulation tool, it is
directed primerily toward the control of service utilizatlon and the
identification of abusive and inappropriate practices. Some have argued that
the use of peer review to regulate has not been successful. Specifically,
they point to PSROs and note that they have not proven highly effective, in
part because neither cost savings nor increased service quality has been
documented (Young, 1982, p. 12). It can also be argued, perhaps less
convineingly, +that using peer review to carry out policing functlons is
inconsistent with assumptions about professional practice. As Sechrest and

Hoffman (1982) have noted:

Part of the definition of a profession -- and part of the iImplicit
compact with the publiic that the profession makes in return for monopoly
on some service, privileges, or title -- is that the profession will

train and support only qualified and trustworthy people. To base

arguments for peer review on the proposition that there are incompetent

and untrustworthy professionals who need to be controlled or eliminated

is inconsistent with this premise. (p. 16)

As a quality enhancement tool, however, peer review has many virtues. It
can serve an educational function by passing on to providers the most up-to-
date service approaches. The mere publlication of peer review standards can
have a salutory educational impact. Further, the educational experience of
the peer reviewer himself or herself cannot be underestimated. Finally, the
peer review system that includes as much feedback as possible to the
practitioner will provide the sort of information necessary to refine and

improve treatment approaches, Consequently, as a forward-looking or quality

enhancement mechanism, "a good peer review system should have the effect of
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optimizing the treatment’ given in each instance" (Sechrest & Hoffman, 1982, p.
17}.-

Target Group and Service Application. The use of peers to assess quality

is not necessarily limited to any one target group or service type. Three of
methods identified in Chapter V that employ peer review techniques show the
versatility and flexibility of peers as monitors. The first example is the
Colorado System for Monitoring Residential Services. In that state,
residential providers, consumer representatives and local ecitizen board
members participated on peer review teams to review of residential services
for developmentally disabled persons. The method, administered by the
. Colorado Division for Developmental Disabilities, involves annual site visits
by the peer teams to 120 adult residential facilities in the state. Peers
cannot review services within their own regions. The use of knowledgeable and
concerned peers has reportedly enhanced provider acceptance of the procedure,
and the sharing of information snd service approaches was seen as wvaluable in
the early phases of the process.

The second example, the New York Home Care Quality Project, was
established to ascertain whether home care services funded by the City of New
York were being delivered and whether the service was delivered at an
acceptable level. Monitoring is conducted on-site by senior homemakers who
have delivered home care services themselves for an average of 17 years. The
application of the method has shown that their experience as homemakers
enhances the monitors' ability to evaluate the efforts of home care vendors.

The third example 1s the Commission on the Accreditation of
Rehabiljtation Facilities (CARF). Like the methods described above, CARF uses.
providers of rehablilitation, day services and residential programs to survey

their peers. Like the Colorado peer review method, CARF reviewers do not
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assess programs in their ‘own “states. Attempis are made, however, to-select
surveyors in the same general geographic region. The peer review process is
based on professional standards adopted by the CARF board and which presumably
reflect the state-of-the-art in the field. The team spends abclmt one and one
half days on site applying the standards and making determinations regarding
strengths and wealmesses of the facility's program. Once the CARF board acts
on the recommendations of the surveyors, the facility is notified and a report
with specific suggestions for program improvement 1is forwarded to the
provider. According to those interviewed, the process 1is relatively inex-
pensive, is generally well-received and can be applied to a wide range of
programs and settings.

As noted, peer review is applicable across human development services and
target populations. The major variation from program to program is who should
be considered a "peer" in the review process. In those areas where services
are customarily delivered by one professional group (e.g., case management),
the composition of +the +team and the design of standards 1s fairly
straightforward. However, in residential programs, education and training
programs, and other more complex services, judgements about practice should be
made by a multi-disciplinary team reflecting the professional diversity within
an agency.

A further question that emerges, depending on the nature of the service
and the target group served, is the extent to which consumers or their
representatives should be considered "peers" for the purpose of peer review,
Since peer review may lncreasingly be used as a tool to ration scarce services
(Simon & Rosenberg, 1982), involvement of consumers is one way of ensuring
that standards are gpplied in ways that are acceptable to the clients of the

gservice. Further, consumer participation in the peer review process can
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ensure that the review 'is not merely an assessment of the “tééﬁnological
aspects of care, but scrutinizes the less tangible and more quélitative

agpects of service dellvery as well.

Program Dimensions. Peer review tends to focus primarily on service

inputs and service process, although such reviews can be used to assess
gservice outcomes in certain types of programs. With respect to Inputs, peer
review teams review the training and experience of professionals within an
agency, the ratio of such professionals to their clients, and other similar
aspects of the service enviromment. It is the service process, however, that
peer review teams are conceptually the most eguipped to oversee since peer
reviewers are ostensibly there to observe professional practice and compare it
to some agreed upon norm of performance. Thus, mest peer standards, such as
those embodied in the CARF acereditation method and the Colorado residential
review system, focus primarily on the way In which services are provided and
administered.

Peer review can, however, be directed toward outcomes -- especially when
it involves retrospective record review. This technique, used heavily in
health and mental health oriented peer review, invelves both z determination
of the appropriateness of the service provided (given the diagnosis or
presenting problem), and the mnature of the outcome of the service
intervention. Outcomes derived from c¢lient record review might include such
measures as skills acquisition for developmentally disabled persons or
improvement in reduction of abusive behavior among high risk parents.

The standards applied by peer reviewers presumably reflect the norms of

customary practice withln the particular profession. They are derived from .

analyses of the patierns of practice within a profession and also fram expert

opinion. 1In some instances, the criteria applied can be linked empirically to
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benefieial outcaomes. waévéf:”ESome of the criteria are necessarily arbifrary
in nature and will probably never be supportable by empirical data" (Stricker
& Sechrest, 1982, p. 19). Instead, they reflect what might be called "art of
service" elements or professional norms rooted more in ethiecs and ideology

than science.

Practical and Technical Considerations. As noted in the introduction to

this section, the use of peer review to control service utilization and
therefore costs is an application of the method which to date has not been
shown 1o be effective., While it 1s true that the use of professional peers to
judge the appropriateness and extent of care and services 1s by far more
palatable to providers, there is still no real evidence that such utilization
review has in faet resulted in significant cost savings.

On the other hand, peer review can serve as a valusble quality
enhancement +tool and can support the improvement of services and the
dissemination of state-of-the-art service techniques. However, in order for
the peer review process to serve a technical assistance function, the criteria
applied during the peer assessment must be explicit to the extent possible.
Those peer review procedures where the assessment merely involves the exercise
of professional judgement using unstated or 1mplicit ecriteria -- though
valuable for quality regulation -- are inadequate for educational purposes.
Only when the criteria are explicit can they be communicated to and
subsequently applied by providers.

The process of peer review does have some inherent problems. For
instance, it tends to reinforce the elitist character of professional guilds
and is wvulnerable to ecriticisms of cromyism. This criticism can to some
extent be countered by the Inclusion of consumers or thelr representatives on

peer review teams. Further, unless the criteria applied during peer reviews

- 79 -



are updated and refined as the state-of-the-art changes, the"ébﬁications of
professional norms become static and no longer encourage progress and
reform. Finally, the issue of confidentiality of records may constrain the

use of non-professionals on peer review teams.

Private Evaluation Services

Introduction. Another option for program managers concerned about

quality assurance issues is to rely on private evaluation services provided
under contract. The evaluators serve as consultants, conducting the quality
analysis and preparing reports on the findings. The use of consultants is a
common method for conducting formal program evaluations that involve large-
scale data collection. This type of evaluation is typically not part of a
routine monitoring system but is conducted to the particular concerns of
program funders or other policy-makers. The type of work under review here is
somewhat different from this type of evaluation research, although formal
evaluation research can provide useful data about service quality. Our
interest is in the use of private evaluation services is as part of an on-
going program of quality assurance.

There are several ways in which private evaluation services can be used
to help assure the quality of human service programs. One 1s to use
interviewers or trained observers from outside a provider organization in
order to gather outcome data directly from clients. This is a particularly
good use of outside consultants since clients may be reluctant to answer
questions about service quality if the questioner is a representative of the
agency providing the service. |

Another way in which private consultants may be used is in designing a

quality assurance gystem. Such tasks as the design and testing of data
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collection instruments,"crééfi& of an automated client information -system,
and establishﬁ]ent of data analysis procedures may be beyond the technical
competence of small providers or over-taxed publiec oversight agencies. Rather
than hire staff to perform what is essentially a time-limited task, the agency
may have private consultants perform the work. Finally, programs may use
private consultants to provide the training and technical assistance in
quality assurance systems to improve agency performance. Such expert program
advice from private consultants and evaluators can serve a quality assurance
function by encouraging compliance with "best practices" and standard
procedures.

The Evaluation and Technical Assistance Unit of the Rhode Island Council
for Commmity Services, Inec. provides a range of quallity assurance services to
administrative and provider agencies, Ineluded in the services offered are
formative or ‘'evaluability" assessments as well as summative or full
evaluations. In the process of conducting service assessments, the evaluation
team is also encouraged to provide technical assistance when indicated. To
carry out the evaluations, the Council for Commmnity Services relies on
knowledgeable volunteers thereby cutting down the fees they charge to a range
of $5,000 to $10,000 for the average quality assurance report. The reports
are based on the findings of the survey team and on the performance measures
contained in the evaluation design.

Expert advice from an independent source need not come excluslvely from
private evaluation consultants hired to advise. The same type of help may
come from volunteer experts, willing to share their knowledge on a pro bono
basis. Although there is no financial incentive to motivate performance,
volunteer consultants have assisted many human service organizations., Using

volunteer experts or evaluation teams has worked well in the Hhode Island



ey

exampie describe& above. In fact, many cities now have cleariﬁéﬂguses which
nﬂtchivolunteer consultants with non-profit clients. The Communify Renewal
Society in Chicago and Community Training and Development in San Francisco are
examples of organziations which porform this matching function.

Target Group and Service Application. There are no constraints to the

uge of private evaluators and consultants in amy of the target group or
service areas indentified in our taxonomy. There are organizations and
individuals who are qualified to provide expert assistance to private and
public agencies in each of the major human service areas.

Program Dimensions. Private evaluators can be used equally well to help

assure quality in each of the four dimensions of human service provision --
input, process, output and cutcome. The Rhode Island Commmity Services group
conducts analyses that span all four. It is most likely however, that human
service adminisirators and policy makers will use private consultants to
assist with setting standards, monitoring and taking corrective actlon in the
process and outcome aspects of service programs. It is these two aspects that
present the most difficult conceptual and methcdological problems. In dealing
with these aspects, program managers may go outside their agencies for expert
guidance.

Practical and Technical Considerations. There appear to he no technical

considerations that are specific to the use of private evaluation services to
assist in program quality assurance. However, there are a number of practical
factors to be considered. The most obvious practicel consideration is
funding. Private consultants must be paid and funds must be obtained for this
purpose. Given constraints on funding for human services, this presents a.
problem. However, 1in some agencies, it may be easier to obtaln time-limited

funds for the purchase of consulting services than to gain support for regular



staff positions that will requ;r’:e continued funding.

Using pfivate evaluation services to collect data is a longer term
commitment than involving consultants in the design of a quality assurance
system, and may therefore be more expensive. In welghing the question of how
private expertise should be used, an agency must consider how a consultant
will complement existing staff capabilities and at what point in the quality
assurance process a consultant can add the most value.

The longer term accountability of private evaluation consultants 1is
another consideration. Unlike employees, consultants have no obligations to
the agency beyond the terms of the consulting agreement. Using the financial
mechanism of a contract, a provider organization can assure that the services
purchased are actually delivered. Beyond that, the agency carmot hold the
consultant responsible for the long-term utility of those services or for
revising the products delivered to respond to changes in the agency's needs.
Requesting additional work will generally involve the commitment of additional
funds., A prudent purchaser of private consulting services will also work
closely with the consultants so that they will be sufficiently familiar with
the design and operations of the quality assurance system to make any needed
changes.

Finally, it should be noted that the use of private evaluators cannot
substitute for formal control mechanisms. While they may be useful in system
design and data collection, outside evaluators lack the authority to enforce
change in an organization. They may serve as change agents but cannot be
expected to control programs or agencies. That is a major management
responsiblity reserved for the senior staff within an organization. Private
evaluators can help program mansgers and policy-makers institute quality

assurance systems, they cannot create quality without a commitment from the
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agency to use data on service quality to improve services.

Consumers and Families
Introduction. Earlier in this seection of +the manual, the role that

citizens and volunteers can play in assuring the quality of human development
services 1s discussed. The examples clearly show that lay persons and
volunteers are prime resources for a wide range of quality assurance tasks.
This section deals with the ways in which another volunteer resource --
clients and their families -~ can serve the purposes of gquality assurance. In
addition to extending the capabilities of regulatory agencles and service
providers to assess program quality, there are a variety of other reasons why
clients and family members should be included in any service monitoring plan:
¢ Clients and their immediate families have a level of interest and a
point of view not shared by either citizen/volunieers or service
professionals;
e Involvement of clients and/or families in monitoring activities should
temper a tendency on the part of professional peers to concentrate on

the more technological aspects of service delivery;

o Using clients and/or their families as a source of information about a
program can Iimprove the likelihood that systematic c¢lient abuse or

neglect will be uncovered;

¢ Inclusion of clients and/or their families in monitoring service
quality underscores the role of consumers as partners in the provision
of services;

¢ Clients and/or their family members may be more successful at
eliciting quality-related information from other eclients and their
families;

e Participation in quality assurance may prove to be a stirong
motivational factor for the continued involvement of consumers and/or
their families with the agency and its programs.

Involvement of clients and their families in quality monitoring is a

fairly recent phenomenon. A variety of legal, social, and programmatic forces

have stimulated an increasing recognition on the part of public officials and
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gservice professionals b_fr th;.,j:_‘mportance of integrating consumers as ‘detive
rather than—ﬁaséive participants in the service process. One factor is the
growing assertion in the courts of the rights of a range of disadvantaged
groups including developmentally disabled persons, children and the elderly.
In some instances, legal intervention has resulted in court-ordered mechanisms

through which clients or their advocates can air their grievances,

preferences, or expectations (See: Halderman v. Pennhurst). Additionally,
federal legislation (P.L 94-142) has elevated the role of parents In the
provision of special education by mandating parental involvement in the
preparation of the individual education plan and by giving parents due process
rights so that they can appeal decisions made by the school district.
Further, the self-help movement and the spread of consumerism has emboldened
many clients and their families to be more assertive regarding thelr service
needs and their level of satisfaction with services delivered. Finally there
is growing agreement among marny service professionals that inclusion of the
client and/or family in service planning and service assessment enhances the
service outcome.

An increasing acceptance among professionals of a less traditional and
walled-off relationship with c¢lients and their families makes consumer
involvement Iin service monitoring not only theoretically wvaluable, but also
possible. As a result, there are a varlety of ways in which clients and
family members can function as quality monitors. The following list ranks
such roles from the most passive to the most proactive:

e As sources of Iinformation -- One portion of any systematic quality

assurance system should be the measurement of consumer and/or family
gatisfaction with services rendered. The use of surveys of elther

current or former consumers of service is one of the most frequent
ways that consumers are included in quality assurance activities.

o As targets of consumer education -- The more knowledge-able the
consumer 1is regarding service options and indicators of service
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qualitj; the more likely he or she is to select thekﬁést.responsive
: provider and to demand a high level of service once the selection has
- been made.

e As participants in structured grievance mechanisms -- By providing
clients, their families or advocates with a formalized avenue for
airing grievances and complaints, administrators are provided with
information about potentially abusive situations before they becomne
full-fledged crises. One analyst goes as far as to state that "the
public posting of all clients' comments received without exception
would reduce the likelihood of unprofessional staff conduct and
facilitate the rapid investigation of any serious problem. oM
(Quilitch & Szezepaniak, 1976, p. 9).

® As parties to a performance cantract -- By assisting in the
development of service objectives and the design of a service plan,
clients and/or families can enter into a contract with an agency which
can subsequently be assessed in terms of goal attainment.

e As participants in structured monitoring activities -- Consumers can
be included as members of peer review teams comprised of service
professionals or can function as independent monitors.

® As adweates for other clients and/or family members —- By acting as
external advocates for individuals within a system, former consumers
and/or their families can bring problems to the attention of the
public in ways that are campelling and personal.

Service and Target Group Application. With the possible exception of

very severely handicapped and infirm clients (e.g., fragile elderly persons,
young children, or multiply handicapped non-verbal developmentally disabled
persons), all clients covered under the rubric of consumers of human
development services should be capable of participating in one or more of the
quality assurance activities deseribed above. Likewise, there is no apparent
limitation on the types of famlly members that can be mobilized to assume
quality monitoring functions. Methods outlined in the appendix and additional
examples uncovered during the course of the development of the manual show the
range of services that can be subjected to consumer monitoring, and the range
of consumers that can augment quality assurance resources.

For example, family members and consumer representatives were included as

participants on the teams that monitored residential programs in Colorado. As
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discussed in the appendix; fhéuaolorado Division of Develcpmental Disabilities
established_péer review teams that include consumer representatives from local
associations for retarded citizens. The method, which has recently been
refined, has proven widely acceptable and now includes an even stronger
emphasis on consumer partiecipation.

A monitoring committee comprised solely of parents has been established
as a special unit of the Association for Macamb-Oakland Regional Center -- an
advocacy group that acts on behalf of the ¢lients receiving services either in
Macomb-Oskland or in commumnity programs. The role of the parent monitoring
committee 18 to assess the ageney's group homes to ensure that the persons
living in those homes are receiving the best services possible in an
enviroment that enhances and motivates individual growth. One of the primary
reasons for establishing monitoring was to alleviate parental concerns
regarding the stability of community homes once parents are no longer
living. Further, the parent monitoring teams are seen as complements to
ongoing quality assurance activities including quality of life monitoring and
case manager visits.

The major areas that the parents review during their home visits
include: general quality of life and enviromment, health, nutrition and
client rights. Among the issues of greatest concern to the parents are the
inside and outside appearance of +the home, client-staff ratios and
compatability, barrier-free accessibility for the multi-handicapped and the
proper storage of medicatlions. The site visit is govermed by a checklist that
was developed using input from the parents themselves and from checklists used
by other agencies. Site wvisits are unannounced and usually include two
monitors. Site vislt reports are compiled by each team member and are shared

with the Director of Macomb-Oakland who has 10 days to respond with a list of
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any necessary cbi‘rec.ti‘w}; actions.

In another approach Included in the Chapter V, consumers themselves
served as sources of information regarding the quality of boarding homes in
Santa Clara County, California. The project, sponsored by the Mental Health
Advocacy Project (MHAP), involved the use of social work students and board
and care residents (many of whom were former state institutional residents),
to collect .information on a variety of aspects of care in boarding homes in
the canmnity. Initially, the sceial work students interviewed board and care
residents regarding such issues as the "hominess" of the environment, the
extent to which the home encouraged and supported independence, and fairness
of the house rules. Subsequently, the residents themselves were trained to
interview other residents. The product of the assessment was a guide to board
and care homes in the county that ranked homes according to a variety of
variables,

The approach to data collection and analysis included the design and
fleld test of a questionnaire, training of students and consuners, conduct of
interviews (in private whenever possible), and development of ratings. The
latter tasks were carried out by three person teams that developed consensus
statements for each facility (e.g., if eight out of ten residents said the
food was very good, then the consensus statement read , "most of the residents
say the food is very good").

The major problem encountered by the review teams was access to board and
care facilities. Operators of the homes were, in some instances, extremely
reluctant to let surveyors into the homes, They feared that the results of
the survey might damage their reputations. Another source of opposition was a |
small group of parents that argued that mentally 111 and developmentally

disabled persons should not be permitted to make Judgments regarding where
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they should live without fﬁé"éupervision of mental health professicnal® or
family members. This schism points to the fact that clients and family
members do not always share the same point of view regarding service
philosoplyy and approach. For purposes of quality assurance, this suggests
that family members and actual clients should not necessarily be thought of as
interchangable participants on monitoring teams or as similar sources of
information.

There are also examples of programs in which consumers themselves
designed and carried out evaluations. For instance, in Chio, adult mental
health service consumers representing Hill House {a  psychosocial
rehabilitation agency) have been conducting quality assurance reviews since
1977 (Smith, 1984). The consumers, who functlion as client advocates, have
designed several instruments for assessing client needs and for evaluating
client progress In the agency's multiple programs. Consumers submit the
results of the surveys to the ageney's staff and board of trustees with
recommendations for improvement.

Consumers or potential consumers can also be used to monitor contr;acts
for funding agencies. In Santa Clara County, California, the Area Agency on
the Aging has appointed a board camprised of elderly individuals to evaluste
the agenecy's contractors. The senior citizens on the board conduct site
visits to programs for the elderly and interview the clients regarding their
level of satisfaction with the quality of the service. Likewlse, chronically
mentally ill persons and their families were recruited by the Arizona
Community Support Program to review the level of care being provided in
residential programs under contract with the Arizona Depariment of Health
(Fanning, 1984}, Reviewers made site visits to each faecility in the state

using an open-ended questionnaire that focused on five areas -- physical
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structure, residéﬁfs' aét‘ivities, staff and resident interactioﬁ,"';émparison
with ‘ﬁhe program a year ago, and the general character of the f‘acilitj.

With minimal exceptions, each of the above techniques can be transferred
to other target populations and services. For instance, family members of
elderly persons could be recruited to conduct site visits at nursing homes,
elderly clients of social service programs could design their own evaluation
schemes, and parents of children in day care could be part of the development
and publication of ratings of the level of day care services in a giwven
community.

Program Dimensions. In the examples cited, consumers and family members

tend to focus most frequently on the input and process aspects of services.
In the three examples listed in Chapter V -- Colorado residential monitoring,
Santa Clara County board and care review, and Macanb-Cakland parent monitoring
teams -- the monitoring aectivities concentrated primarily on the physical
aspects of the enviromment {e.g., accessibility, attractiveness, homelike
character, cleanliness, etc.), and the way In which which the service was
provided. In the latter instance, femilies and consumers are particularly
good at Investigating the extent to which the rights of clients are respected
within a program, the level and type of interaction between staff and client
(e.g., is the client treated with dignity), and the level of involvement of
¢lients and their families in the service delivery process.

Though process and iIinput dimensions of human service programs seem to
occupy most consumer and family monitors, there are examples of outcome
oriented consumer assessments. At Hill House for example, the clients
designed a self-assessment instrument that reflected the clients' perspective.
on their treatment progress and on the program's effectiveness (Smith,

1984). In developing the questionnaire, the clients discovered that while the
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