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A widely held but false belief or idea.

Definition 2 from Oxford online English dictionary

What is a myth?
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• 1. We are running a service delivery system

• 2. Outcomes management is a form of program 
evaluation

• 3.  Program evaluation is a form of applied 
research

• 4.  Objective is better than subjective

• 5.  You have to triangulate your outcomes by 
measuring different perspectives

• 6.  Status at discharge represents an outcome

• 7.  Changes in means represents meaningful 
changes in people

The Myths
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I. Commodities

II. Products

III. Services

IV. Experiences

V. Transformations

- Gilmore & Pine, 1997

The Hierarchy of Offerings
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• Find people and get them to show up

• Assessment exists to justify service receipt

• Manage staff productivity (case loads)

• Incentives support treating the least 
challenging individuals.

• Supervision as the compliance enforcement

• An hour is an hour.  A day is a day

• System management is about doing the 
same thing as cheaply as possible.

Problems with Managing Services
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• Myth 2:  Outcome Management is not 
program evaluation and 

• Myth 3: Program evaluation is not research.  
Therefore, Outcomes Management is not 
research

It is engineering……
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• The creative application of scientific 
principles to design or develop 
structures, machines, apparatus, or 
manufacturing processes, or works 
utilizing them singly or in combination; 
or to construct or operate the same with 
full cognizance of their design; or to 
forecast their behavior under specific 
operating conditions; all as respects an 
intended function, economics of 
operation or safety to life and property 
(American Engineer’s Council, 1947).

Engineering
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• This belief leads us to focus on measuring 
things that are ‘objective’ rather than things 
that are relevant to a transformational 
enterprise

• There is substantial body research that 
demonstrates that global, subjective ratings 
are often more reliable and valid that very 
specific ratings

• Subjective does not means unreliable.  It 
means that judgment is involved.  How can 
you be clinically, culturally or 
developmentally sensitive without exercising 
judgment

Myth 4: Objective is better than 
subjective
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• Youth self report, Parent report, 
therapist report, teacher report and so 
forth represent the standard of 
triangulation in research and program 
evaluation.

• We have been trying for more than 50 
years to statistically create a consensus 
outcome-it is impossible.

• You have to triangulate first and then 
measure.

Myth 5: You must triangulate by 
measuring multiple perspectives 
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Scenario 1:  Youth is distressed and the parent is minimizing 
the situation. With treatment the youth feels better and the 
parents come to realize the youth’s mental heath needs
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Scenario 2.  Parent is catastrophizing and youth is minimizing.  
With treatment the youth understand his her mental health 
needs better and the parent sees progress
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The problem with means of single perspectives—the average 
of two clinically successful treatment episodes equates to no 
effect
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• There is a large body of research that demonstrates that 
the people who need our interventions the least have the 
best outcomes.

• All of that research uses status at discharge as the 
definition of an outcome.

• Of course, many of these individuals who ‘need it the 
least, have already achieved the positive status prior to 
the intervention.

• This body of research is simply irrelevant for the business 
of personal change

Myth 6: Status at discharge represents 
an outcome
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• Let’s say you effectively help 75% of the 
youth you serve.

• But the other 25% escalate and require 
something more intensive.

• How does the mean change reflect your 
success rate?

Myth 7: Means reflect meaningful 
change
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Mean Outcomes of a Program that 
is successful 75% of the time
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• Isn’t our goal to try to provide clinically relevant 
information to key decision makers to support 
them in making choices the improves 
effectiveness?

• Doesn’t this goal replicate itself at the person, 
program and system level?

So how should we actually approach
outcomes management
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• Transformational means that it is focused 
on the personal change that is the reason 
for intervention.

• Collaborative means that a shared 
visioning approach is used--not one 
person’s perspective.

• Outcomes means the measures are 
relevant to decisions about approach or 
proposed impact of interventions.

• Management means that this information 
is used in all aspects of managing the 
system from individual family planning to 
supervision to program and system 
operations.

The Philosophy:  Transformational 
Collaborative Outcomes 
Management (TCOM)
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• Philosophy—always return to the shared 
vision.  In the mental health system the 
shared vision are the children and families 
we serve

• Strategy—represent the shared vision and 
communicate it throughout the system with 
a standard language/assessment

• Tactics—activities that promote the 
philosophy at all the levels of the system 
simultaneously

Managing Tension is the Key to 
Creating an Effective System of 
Care
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TCOM Key Decision Points
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• Should be informed by the needs of the 
individual (child and family)

– Although other considerations must be 
included

• Information about these needs must be 
available PRIOR to decisions being made

• Documentation should reflect these 
effective decision making processes

– Information efficiency promotes clinical 
effectiveness. Work smarter not harder

Decision Support on Key Decisions
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TCOM Grid of Tactics
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By using Provider and Child proximity 
scores IDCFS will be able to realign 
contracted services to better serve 
children and families :

1. Eliminates waste by identifying 
contracted services that may be at 
locations which are diff icult  for children 
reach.

• A proximity threshold

2. Identif ies areas where DCFS needs to 
recruit new providers, or encourage 
providers to relocate, in order to 
improve service proximity for children.

• Convert  c lusters of  ch i ldren into ‘hot  
spots’

• Convert  c lusters of  providers into ‘cold  
spots’

3. Optimizes current contracts by placing 
them with providers that children can 
easily reach.

• Allows you to model  impacts pr ior  to  
act ion.
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Key Decision Support CSPI Indicators 

Sorted by Order of Importance in Predicting Psychiatric 

Hospital Admission

If CSPI Item
Rated as Start with 0 and

Suicide 2,3 Add 1

Judgment 2,3 Add 1

Danger to Others 2,3 Add 1

Depression 2,3 Add 1

Impulse/Hyperactivity 2,3 Add 1

Anger Control 3 Add 1

Psychosis 1,2,3 Add 1

Ratings of ‘2’ and ‘3’ are ‘actionable’ ratings, as compared to ratings

of ‘0’ (no evidence) and ‘1’ (watchful waiting).
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Change in Total CSPI Score by Intervention and 

Hospitalization Risk Level (FY06)
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