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Abstract

Public and private health and human service organizations currently face two challenges regarding measuring outcomes and managing for
results: demonstrating fiscal and programmatic accountability, and using person and organization outcomes for continuous program
improvement. Both managers and program evaluators have attempted to respond to these two challenges through techniques and strategies
such as total quality management and improved evaluation utilization techniques. Despite these efforts, three difficulties in measuring
outcomes and managing for results are typically reported and involve the lack of: (a) a program evaluation model and measurement methods
that clearly delineate organization and individual-referenced outcomes and that meet the dual requirements of increased accountability and
continuous program improvement; (b) a program logic model that helps program managers see the relationship among inputs, processes,
and outputs and the key roles played by formative feedback and contextual variables in managing for results; and (c) a mechanism to manage
for results that includes feedback to service providers, a quality improvement process, and performance standards. The present article
discusses strategies to overcome these three difficulties based on the authors’ work over the last 6 years with a participatory action research
and evaluation project for persons with developmental disabilities.
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1. Introduction

Public and private health and human service
organizations currently face two challenges: demonstrating
fiscal and programmatic accountability, and using person
and organization outcomes for continuous program
improvement. Both of these challenges stem from the
quality revolution of the 1980s and the reform movement of
the 1990s that have brought about significant changes in
how people view the purposes, characteristics,
responsibilities, and desired outcomes from health and
human service programs. Major characteristics of these
changes involve focusing on outcomes rather than inputs,
being guided by goals related to person-referenced and
valued outcomes, redefining clients as customers, and
decentralizing authority (Gardner & Nudler, 1999; Hakes,
2001; Mawhood, 1997; Newcomer, 1997; Schalock, 2001;
Wholey, 1997).

Both managers and program evaluators have attempted
to respond to these challenges through strategies such as
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total quality management (TQM) and improved evaluation
utilization techniques. TQM involves management
techniques related to strong quality leadership, consumer
orientation, continuous improvement, data-driven decision
making, teamwork, and a focus on organization process
(Albin-Dean & Mank, 1997; Drucker, 1998; Hodges &
Hernandez, 1999; Hoffman, Lechman, Russo, & Knauf,
1999). In reference to evaluation utilization, numerous
models have been developed to improve evaluation
utilization, including those of Johnson (1998) and Patton
(1997). Common themes among these models include:
the importance of stakeholder involvement in planning and
implementation; the use of evaluation information for
programmatic change and improvement; the key roles that
both the program’s internal and external environments play
in the utilization of results and programmatic change;
the need to impact decision maker’s understanding of—and
commitment to—change based on the evaluation data;
the necessity of changing managers’ performance based on
the evaluation’s results; and the realistic potential for
organization learning to occur.

Despite these efforts, three difficulties in measuring
outcomes and managing for results are typically reported
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and are due to a lack of: (1) a program evaluation model and
measurement methods that clearly delineate organization
and individual-referenced outcomes and that meet the dual
requirements of increased accountability and continuous
program improvement; (2) a program logic model that helps
program managers see the relationship among inputs,
processes, and outputs and the key roles played by formative
feedback and contextual variables in managing for results;
and (3) a mechanism to manage for results that includes
feedback to service providers, a quality improvement
process, and performance standards (Dewa, Horgan,
Russell, & Keats, 2001; McLaughlin & Jordan, 1999;
Rogers, 1995; Schalock, 2001). The present article is
written in light of these three challenges and contains
three sections. The first introduces the reader to a program
evaluation model based on the two dimensions of the reform
movement: accountability and quality; the second presents a
program logic model that is helpful in managing for results;
and the third presents an example of how the use of these
two models can lead to increased data utilization and
programmatic changes by providing feedback to program
managers that enhances their ability to manage for results.
Data presented in the article are based on the authors’ work
with the Ask Me!®" Project that is a consumer-based,
quality of life measurement and program change effort in
the developmental disabilities system of the State of
Maryland (Schalock, Bonham, & Marchand, 2000; Bonham
et al., 2003).

2. Measuring outcomes: a program evaluation model

Most evaluations of health and human service
programs use a combination of performance measurement
and value assessment. The increasing emphasis on value
assessment reflects heightened interest during the past
decade in consumer/client center health care and
rehabilitation services that try to individualize service
delivery and engage the consumer as an active decision
maker and participant in his/her treatment and rehabilita-
tion. This emphasis is consistent with a significant
change that has occurred during the past decade in
program evaluation: the use of both quantitative and
qualitative research methods. The Program Evaluation
Model shown in Fig. 1 reflects this change and has the
following three core dimensions: (1) an evaluation
standard of performance or value; (2) an evaluation
focus on the organization or the individual; and
(3) evaluation specificity related to outcomes and
measures. As shown in Fig. 1, the model also has: four
‘outcome indicator’ cells that identify the focus of
outcome based evaluation: program process, program
outputs, or organization/person-referenced outcomes; and
suggested measurement methods that are dependent on
the evaluation focus. Table 1 elaborates on the contents
of the model’s eight cells.

Standard
. {é @o@ Performance Value
SV
23
%&oe
S
O
s
2
g
-
«
o
w S
=
13
©
e
=
=
h=
»
2
=

Fig. 1. Program evaluation model.

The evaluation model presented in Fig. 1 has five
important implications for measuring outcomes and
managing for results. First, it guides and clarifies the
evaluation process, consistent with the postmodernists’
emphasis on responsive, constructive evaluation (Guba &
Lincoln, 1989) and the development of participatory action
research strategies (Schalock, 2001). Second, it balances the
competing requirements of measuring valued, individual-
referenced outcomes with organization-referenced
outcomes. Third, all measurements and assessments are

Table 1 ‘
Key aspects of the program evaluation model (Fig. 1)

Organization performance (‘program process’)

Outcomes: health and safety, financial stability, staff development, and
organization efficiency

Preferred measurement methods: performance assessment measures that
include performance planning and reporting, licensure requirements, staff
certifications, performance indicators (such as critical performance
indicators and report cards), and financial accountability measures (such
as financial audit)

Organization value (‘organization outcomes’)

Outcomes: access to services, consumer satisfaction, staff competencies,
family/consumer supports, wrap-around services, and community support
Preferred measurement methods: consumer appraisal measures that include
consumer satisfaction surveys, measures reflecting fidelity to service
delivery model, benchmarks, and standards of excellence

Individual performance (‘program outputs’)

Outcomes: physical and mental health, functional status (activities of daily
living and instrumental activities of daily living), financial well-being,
residential status, and educational development

Preferred measurement methods: functional assessment measures that
include rating scales, observation, objective behavioral measures, and
status indicators (such as education, living, and employment)

Individual value (‘individual outcomes’)

Outcomes: self-determination, social inclusion, social relationships and
friendships, rights and personal dignity, and personal development
Preferred measurement methods: personal appraisal methods that include
quality of life evaluations, personal interviews, surveys, or focus groups
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focused on agree upon ‘outcome indicators’ related to the
person or the organization, which facilitates the
development of organization and individual-referenced
benchmarks. Fourth, the model allows program evaluators
and program managers to meet the following objectives of
mixed-method evaluation strategies: (a) triangulation, or the
determination of correspondence of results among
the ‘outcome indicator’ cells (Cook, 1985); (b) comple-
mentarity, or the use of qualitative and quantitative methods
to measure the overlapping, but distinct, facets of the
outcomes (Greene, Caracelli, & Graham, 1989); and
(c) initiation, or the recasting of questions or resuits
(that is, if...then) from one strategy with questions or
results to a contrasting strategy (Caracelli & Greene, 1993).
Fifth, it reflects the value of measuring results and suggests
desired characteristics of good measures that include
clarity, credibility, balance, flexibility, and relevance
(Hakes, 2001).

The Program Evaluation Model summarized in Fig. 1
and Table 1 outlines clearly the types of outcomes on which
program managers should focus. However, it does not relate
to how these outcomes might be used to better manage for
results. Overcoming this challenge becomes clearer by
focusing on the program logic model discussed next.
The model shows clearly how program processes
and environmental context can affect individual and
organization-referenced outcomes.

3. Managing for results I: a program logic model

The Program Logic Model shown in Fig. 2 emphases
three aspects of managing for results: (1) it shows the
relationship among program inputs, processes, outputs, and
short and long-term outcomes; (2) it indicates that each of
these components is affected by the program’s
environmental context; and (3) it demonstrates the
important role that feedback regarding outputs and
outcomes play in programmatic processes. Thus, it views
a health or human service program as a ‘system’ that is
characterized by inputs, processes, and outputs (short and
long term-outcomes) that occur within an environmental
context and that is influenced by feedback. There are at least
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Fig. 2. Program logic model.

five advantages of this model as an integral part of
measuring outcomes and managing for results.

1. The ‘input’ component allows program managers and
evaluators to focus on the predictors of desired outcomes,
rather than focusing exclusively on the outcomes per se.
This advantage reflects the significant shift in program
evaluation to the use of multi-variate research designs
that allow one to determine the factors that potentially
influence or cause obtained results. Once the significant
predictors are identified, program resources can be
directed at influencing these predictors with the clear
anticipation of improving desired outcomes.

2. The ‘process’ component allows program managers to
better align services and supports to the predictors of
desired outcomes. Alignment can occur along two
dimensions of a health or human service program:
vertical and horizontal (Labovitz & Rosansky, 1997).
Vertical alignment involves aligning the organization’s
strategy and its staff. It requires the rapid deployment of
the organization’s strategy, and transforming that
strategy into meaningful work and results-oriented
program services and supports. When vertical alignment
is reached, staff understand organization-wide goals and
their role in achieving them. In distinction, horizontal
alignment involves aligning agency processes, consumer
needs, and customer outcomes. It requires business
practices that cut across the different functions of the
organization to create what the consumers most value.
Thus, what staff focus on is determined by consumers,
including outcomes related to the four ‘outcome
indicator’ cells described in Table 1.

3. The distinction between short and long-term outcomes is
stressed. Short-term outcomes are the program effects
that occur shortly after the program outputs, such as
within 6 months or a year; whereas long-term outcomes
are expected to occur several years after the short-term
outcomes. Most health and human service programs
typically effect short-term outcomes, whereas program
managers are frequently held accountable for long-term
outcomes. The distinction between the two is essential in
the accountability dialog.

4, The feedback loop allows program managers to
understand better the use of outcome-oriented data and
the predictors of desired outcomes, rather than viewing
the outcomes only as a judgment on the success or failure
of a program and used to reward or punish.

5. The ‘environmental context’ of the model allows
program managers to understand and influence many of
the external (that is contextual) influences on outcomes.
Key contextual variables include respondent
characteristics, organization philosophy and goals,
organization services, phase of program development,
resources, formal linkages, community factors, and
family variables (Schalock, 2001).
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4. Managing for results II: an example

The exemplary data sets and strategies discussed in this
section of the article are related to the Ask Me! Project
discussed next and the following aspects of the
Program Evaluation and Program Logic Models shown in
Figs. 1 and 2, respectively. The outcomes (Fig. 1) are
short-term individual outcomes (bottom right cell of Fig. 1)
related to emotional well-being, interpersonal relations,
physical well-being, rights, material well-being, and
personal development. These categories represent six of
the eight core quality of life domains discussed more fully in
Schalock and Verdugo (2002). The feedback (Fig. 2)
includes descriptive and comparative data provided to
service managers based on the Maryland Ask Me! Project.
Contextual variables that are discussed later in reference to
Fig. 3 are the significant predictors of personal development
from the most recent Project data analysis: proxy
respondent, agency transportation, hearing and visual
difficulty, and 1Q grouping. A complete description of the
predictors and individual-referenced outcomes can be found
in Bonham et al. (2003).

4.1. Overview of the ask me! project

The Ask Me! Project sponsored by the Maryland
Developmental Disabilities Administration has over the
last 6 years developed and standardized an assessment tool
to measure quality of life that is responsive to the desires of
people with developmental disabilities to be heard and
understood. People with developmental disabilities
participate in all aspects of the Project, including being
the primary surveyors during the data collection phase.
People with disabilities are also key panelists when the
Project is presented and results discussed, including
discussions as to how the results can be used for
programmatic change and improvement. A more detailed
discussion of training and survey procedures can be found in
Schalock et al. (2000) and Bonham et al. (2003).

The Maryland Ask Me! Project includes a central quality
assurance training session at the beginning of each year for
all participating providers, and regional workshops during
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Fig. 3. Influences on personal development.

the year. The training and workshops communicate five
topics: importance of the state places on the quality of life of
people it supports, background on quality of life concepts
and measurement, findings on the quality of life of
Marylanders with developmental disabilities, how to read
and understand the data agencies receive, and strategies to
use information in program planning and service
enhancement.

The Maryland Developmental Disabilities
Administration (DDA) sponsors the Maryland Ask Me!
Project which interviews 1000 randomly selected people
each year. DDA uses the data to develop its goals and
monitor their achievements as it manages for results,
a requirement of the governor and legislature for all state
agencies as part of the budgetary process. The Ask Me!
results allow DDA to move beyond the traditional licensing
approach to an approach of enhancing quality for all people
while maintaining a minimum threshold. Basic to
this approach is providing feedback to managers on:
(a) the predictors of personal development (which is the
initial quality of life domain that DDA is focusing on, given
the domain’s significant relationship to the other quality of
life domains and its consistency with DDA’s mission
statement); and (b) individual assessed quality of life scores
from the Ask Me! Quality of Life Survey.

4.2. Feedback to managers

Predictors of personal development. The Ask Me!
Project provides more than data to set DDA goals and
measure their achievement. The Ask Me! findings provide a
potential causal model on how quality of life can be
enhanced. The Ask Me! data presented to program
managers summarize the factors that statistically relate to
personal development and can be modeled in a manner such
as shown in Fig. 3 (although it is important to point out that
these are cross-sectional data collected at the same point in
time). The numbers on the arrows are path coefficients
(standardized multiple regression coefficients) and indicate
the statistically significant (p < 0.01; N = 923) strengths of
the relationship. As shown, the largest contributing factor to
personal development (largest number shown on an arrow)
is the interpersonal relationships people receiving services
have with other people. These other people include staff of
providers. Next in importance are rights and physical
well-being. Efforts to help provider staff develop inter-
personal relations that respect the rights of the people served
and enhance their physical well-being will also contribute to
personal development. Less important, but still statistically
significant, is the amount of transportation provided by
service agencies. The more frequent the transportation,
the greater is the person’s perception of their personal
development. People with higher cognitive functioning
express slightly higher levels of personal development than
those with lower cognitive functioning. However, these
personal characteristics are no more important than
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transportation, and much less important than interpersonal
relationships. The model also provides a cautionary note on
judging personal development. Proxies tend to report lower
levels of personal development than do people with similar
characteristics who respond for themselves. Since over half
of the proxies are staff, this suggests that people themselves
should be involved in every way possible in setting their
own goals for personal development and in measuring
their progress toward them.

Individual assessed quality of life scores. The 1000
people interviewed in the Ask Me! Project are clustered
within 35 providers, with about 30 people served by each of
the agencies included in the survey. All agencies serving 55
or more people are included within a 4 year cycle, along with
a sample of smaller agencies. The 30 people randomly
selected from provider agencies provide estimates of the
quality of life of people served by the agencies. The number
of state-funded interviews is too small to differentiate
between groups within an agency, but providers may fund
additional interviews themselves. The project provides each
participating provider with a chart showing how the average
quality of life of the people it serves compares to all people
supported by DDA, a printout of responses to the individual
question by both the people they serve and all those in
Maryland, and an electronic spreadsheet with survey
responses for each person, but unidentified to protect
confidentiality. The workshops (which are the first step in
the quality improvement process) help providers learn how
to read the data they receive and how other providers have
used their information.

4.3. Quality improvement process

The workshops suggest that providers first compare the
average quality of life reported by their consumers to that of
all consumers in the state, and hypothesize reasons why the
people they support have higher, lower or the same scores as
the state. For example, average quality of life scores for a
provider with a significant share of the state’s consumers is
expected. This may not satisfy such a provider that believes
it is a leader in quality services, so the second step is to
compare the Ask Me! findings with the provider’s goals.
If the quality of life data do not reflect the goals of the
provider, the provider should then ask how it might change
its services to best enhance its consumers’ quality of life.
Fig. 4 provides an illustration of how an agency might work
back from a desired long-term outcome to specific program
processes based upon the Program Logic Model shown in
Fig. 2.

As an example, the agency determines that it wants to
enhance the quality of life of the people they serve in the
domain of personal development. This is a long-term
outcome goal and the agency should not expect to see
immediate and dramatic changes, since outcomes regarding
this goal are influenced by factors such as past experiences,
the individual’s personal value system, and services

Short-Term Long-Term
Process Output Outcome QOutcome
Personal
Development
Monitor Satisfaction
Progress \ on Progress
Assign ‘ Goals
Resources Accomplished
Individual
Goal Planning

Fig. 4. Expected sequence of effects.

currently provided by other agencies. A more immediate
outcome for the agency is the satisfaction that individuals
have with their own personal development. Since consumer
satisfaction is primarily a value of the organization rather
than the people served (‘organization value’ outcome,
see Table 1), it might be measured along with or soon
after output goals have been measured. A key output
objective for enhancing personal development would be that
the consumers accomplish the goals that they have set for
themselves. Thus, they help consumers set goals during
their individual planning meetings, assign staff and other
resources in ways that will help the people progress towards
those goals, and monitor progress. Strategic planning works
from the desired long-term outcomes back to detail program
process. In distinction, effective goal setting during
individual planning, accompanied by the allocation of
resources (responsibility, training, authority, and support)
and careful monitoring of achievement, should lead to
goal-accomplishing outputs, which in turn should lead
to consumer satisfaction with their accomplishment of
specific goals, which should also lead to increased overall
satisfaction with their quality of life in the domain of
personal development.

4.4. Performance standards

Hakes (2001) suggests the following five strategies for
implementing measurement systems and change: coordinate
well with users; develop successful implementation
strategies within agencies; base systems for measuring
results on a broad commitment to customer service and civic
mission; commit to improved performance rather than a set
of rules that employees might fear will be used to evaluate
them and assign punishment; and establish reasonable
expectations about what results should be measured through
consultation with outside overseers. These suggestions are
consistent with three new initiatives in Maryland to
encourage performance-based assessments and desired
programmatic changes: (a) The Standards for Excellence
(Maryland Association of Nonprofit Organizations, 1998)
that outlines performance standards against which all






