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Abstract

Outcomes measurement in health and mental health should be of vital concern to social workers since public support and financing will follow evidence of effectiveness. Social work in health and mental health requires a framework for conceptualizing outcomes measurement so that the profession can focus clearly on the work to be done in outcomes measurement. This framework should distinguish among the various ways that outcomes measurement can be used to advance policy, program and practice. This article discusses two applications of outcomes measurement, namely for improving policies and programs, and, second, for conducting outcomes research. Other dimensions that could be included in an outcomes measurement framework for social work in health and mental health are identified but not elaborated. The author’s objective is to make a strong case for the role that outcomes measurement can play in both the improvement of social work policies and programs in healthcare, through performance measurement, as well as in advancing the healthcare knowledge base, through outcomes research.
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Outcomes Measurement: A Social Work Framework for Health and Mental Health Policy and Practice
This article examines measurement of social work outcomes in health and mental health. Outcomes measurement is the systematic, empirical observation of the effects of social programs on the achievement of objectives having to do with improving the health and mental health of individuals and populations. Outcomes measurement plays an important role in both the improvement of social work policies and programs, through performance measurement, as well as in advancing knowledge about how to provide effective and efficient social services in health and mental health, through outcomes research. Outcomes measurement in health and mental health is of vital concern to social workers since evidence of effectiveness is required for public support and financing.
Concern with cost-containment is ever present. But in addition to cost-containment purchasers and payers of health care as well as some health care providers are expecting quality and evidence of desired outcomes from care provided. Payers no longer accept the argument that 
increased funding will improve quality and outcomes. At one time healthcare professionals including social workers may have enjoyed public confidence regarding the effectiveness of their interventions but that is no longer the case. Rather, the assumption now is that there is room for improvement in performance. Public confidence has shifted to public skepticism. Consumers and payers now expect professionals to provide evidence of effectiveness, responsiveness to expectations, and fairness in financial burden. In response to these widespread expectations 
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health care systems are shifting rapidly toward performance measurement and management with a focus on outcomes. Calls for evidence-based practice, practice guidelines, and best value are ever present. In the coming years these efforts will intensify. Each of the health care professions, including social work, will be challenged to provide evidence regarding their respective contributions to healthcare system performance. Social work in health and mental health will be expected to articulate the specific contributions the profession can make to health system goal attainment and to provide evidence that health system outcomes are measurably improved because of social work interventions.
Social Work Needs an Outcomes Framework

Social work is vulnerable because it lacks a conceptual framework for defining specifications of the profession’s outcomes in healthcare and for clearly focusing on the work to be done in outcomes measurement. If social work is to address the demand that its contribution to healthcare be documented, the social work community needs to engage in discourse regarding how to conceptualize the intended outcomes of its interventions; what criteria can be used to
indicate attainment of those objectives; and, how to measure those outcomes.   This framework must specify social work’s particular contribution to healthcare, consistent with health system goals set by broader constituencies. Social workers must develop a common language for talking about objectives and outcomes in healthcare. A common outcomes language is required for effective communication between social work practitioners themselves as well as for clear communication among practitioners, managers, policy analysts and researchers both within the profession and across professions. The profession’s outcomes framework needs to be inclusive of the range of interventions that contribute to health system performance, from policy to direct 
2-FD-01A

practice interventions, and cutting across system levels, from neighborhoods to nations. Defining such a framework presents a significant challenge since social workers in health and mental health are deeply involved in efforts to improve the health status and care of whole populations - internationally, nationally, and locally – as well as with efforts to improve outcomes for individuals and families at the clinical level.
A number of outcomes related conceptual frameworks currently exist in health and mental health that social work can draw from in specification of social work outcomes. For example, the Australian National Health Information Management Group Working Party on Health Outcomes and Priorities developed an outcomes indicator framework that can be applied to specific health conditions and population groups (Australia Institute of Health and Welfare and Commonwealth Department of Health and Family Services, 1997). A similar framework has been developed by Statistics Canada and the Canadian Institute for Health Information (2001) in their Health Indicators project. Mrazek and Haggert (1994) outline a useful framework for considering mental health outcomes pertaining to prevention. Nevertheless many of these frameworks are specific to a particular national context or a specific aspect of health or mental health. Most importantly they are silent regarding social work’s specific contributions to health and mental health outcomes.

Some argue against an outcomes measurement framework specific to social work. Critics say that health and mental health outcomes frameworks should be general, cutting across professional contributions. However, while social work shares many objectives with other healthcare professionals, social work does have special objectives and special emphases that need to be made explicit by framing objectives as well as outcomes indicators pertaining to those objectives. For example, whereas medical professionals may stress outcomes pertaining to disease states and outcomes indicators such as physiologic measures, social work is focused on quality of life objectives and outcomes. Most importantly there is great confusion in practice as well as in the literature about social work’s objectives, intended outcomes, and ways of demonstrating the attainment of outcomes in health and mental healthcare. This confusion undermines the profession’s capacity to speak clearly and convincingly about its contributions. Accordingly, the profession needs to establish some common understanding about objectives and outcomes, and this requires a broad conceptual framework as well as specialized frameworks applicable to specific areas of social work practice.

What Is Outcomes Measurement?
Although the topic of outcomes measurement attracts considerable attention in many countries, there is confusion regarding what is meant by the phrase “outcomes measurement”. A common language pertaining to “outcomes” and “outcomes measurement” is missing. Moreover, as a profession social workers lack a common understanding of why we engage in outcomes measurement. As noted recently by Maloney and Chaiken (1999, p. 3): “An outcomes vocabulary has emerged in healthcare. However, there is no consensus to date on the best approach to defining and measuring outcomes.” They continue, “Without a precise translation of the word outcome in its application to health-care, outcome means different things to different people.” They observe that “… the definition used by one organization or person can vary significantly from that used by other groups or individuals. Most often outcomes are categorized according to the perspective of the users of the data ….” They cite differences among such users as managed care organizations (e.g., focusing on cost-effective service indicators), accrediting organizations (e.g., screening for early detection), clinicians (e.g., clinical results), and patients (e.g., health improvement, functional status, quality of life).

Donabedian (1981) defined health outcomes as changes in a patient’s current and future health status that can be attributed to antecedent health care. This definition is widely accepted within healthcare. In the report Australia’s Health 2000, health outcome is defined as “A health related change due to a preventive or clinical intervention or service. (The intervention may be single or multiple and the outcome may relate to a person, group or population or be partly or wholly due to the intervention)” (Australia Institute of Health and Welfare, 2000, p. 444). The British National Health Service describes outcomes as “The attributable effect of an intervention or its lack on a previous health state” (United Kingdom Clearing House on Health Outcomes, March 1997).  Definitions of “outcomes” applicable to general public sector services are consistent with these health definitions. In the United States the Government Performance and Results Act of 1993 (1993, §1115) defines outcome as “…the results of a program activity compared to its intended purpose.” All of these references tie outcomes to identifiable, traceable interventions, at least in part.
Origins of Outcomes Measurement in Healthcare

Elsewhere we have reviewed the origins of outcomes measurement in the human services (Mullen & Magnabosco, 1997). In healthcare the interest in outcomes measurement was stimulated in the early 1980s when studies of healthcare interventions documented great variation in the use of specific types of medical interventions among practitioners, and that little was known about what caused the variation or the effectiveness of the interventions. As noted by the Agency for Healthcare Research and Quality (2000, § 2): 

 --- researchers discovered that ‘geography is destiny.’ Time and again, studies documented that medical practices as commonplace as hysterectomy and hernia repair were performed much more frequently in some areas than in others, even when there were no differences in the underlying rates of disease. Furthermore, there was often no information about the end results for the patients who received a particular procedure, and few comparative studies to show which interventions were most effective.

In response to the recognition that evidence of effectiveness was lacking and wide variation existed in practice, it has now become widely accepted that outcomes measurement can be of benefit: (1) to clinicians and patients by providing evidence of benefits, risks, and results of interventions so that they are able to make more informed decisions; and, (2) to healthcare managers and purchasers, by providing information regarding effective interventions that can be used to improve the quality and value of healthcare (Agency for Healthcare Research and Quality, March 2000). The widespread emphasis on public accountability has moved outcomes measurement in many countries into the forefront. As noted by the Australia Institute of Health and Welfare and Commonwealth Department of Health and Family Services (1997, p. 3) concerning national health priority areas:

A changing focus of accountability in government, from inputs (for example, total expenditure) to outputs and outcomes, has led to an increasing emphasis on the measurement of activities and the impact that these activities have. In the health sector, this has seen a general shift in emphasis from a focus on service providers and inputs, to a system also incorporating a focus on outcomes and the consumer.
Dimensions of a Social Work Health and Mental Health Outcomes Measurement Framework
In the following I outline dimensions to be included in a health and mental health social work outcomes measurement framework. Such a framework should provide for outcomes measurement variation by: (1) system level; (2) geographical unit; (3) outcomes measurement questions asked; (4) effects sought across a continuum of possibilities; and, (5) purpose of the outcomes measurement program.

System Level
An outcomes framework should distinguish among system levels. Here the question is “What level of intervention is being examined?” In healthcare there are at least three levels: (1) clinical level involving outcomes of clinical interventions with specific individuals; (2) program level involving outcomes of a program or a program component on a population or a sample of a population; (3) system level involving outcomes of a health care system on a population or a sample of a population.
Geographical Unit
Geographical unit can further classify system level outcomes with possible units being: (1) local community or neighborhood where questions would address outcomes of a health system program on community residents; (2) municipality where questions would address health program outcomes on a municipality’s population or subpopulation; (3) state, province, region or the like where questions would focus on even larger population aggregates; (4) nation in the case of questions regarding national health system outcomes; and, (5) sets of nations such as health system outcomes on World Health Organization or Organization for Economic Co-operation and Development member nations.

Question Asked
This outcomes measurement dimension pertains to the questions asked. There are at least five types of question: (1) efficacy - what are the outcomes, as measured under highly controlled conditions? - the ability of health care, at its best, to improve the patient’s well-being and the degree to which this is achieved; (2) effectiveness – what are the outcomes, as measured in routine practice?; (3) efficiency – what is the greatest outcomes at the lowest costs; (4) quality – how good are the outcomes, as compared to some standard of desirability?; (5) equity – how fair are the outcomes, as distributed across groups according to some view of what is a fair share of benefits and burdens?

Of particular importance to a social work outcomes framework are questions of effectiveness and equity. Efficacy refers to outcomes examined in controlled trials removed from practice contexts, but effectiveness refers to outcomes found in the context of real world applications, the settings in which social workers function. Oftentimes what is found to be effective in controlled trials is found to be ineffective in natural settings unless additional environmental modifications are made. Social work has a special skill in addressing effectiveness questions involving real world applications. And, with social work’s commitment to social justice, equity questions are directly relevant at all system levels.

Effects
Five types of effects relevant to health and mental health are described by Clancy and Eisenberg (1998): (1) mortality (e.g., infant death rate); (2) physiologic (e.g., blood pressure); (3) clinical events (e.g., stroke); (4) generic or specific health related quality of life measures of symptoms (e.g., difficulty breathing), of function (e.g., social adjustment or adaptation), and, of care experience (e.g., consumer survey); and, (5) composite measures of outcomes and time (e.g., quality-adjusted life years; potential years of life lost; disability adjusted life years; health-adjusted life expectancy). This is a particularly important dimension for social work in health care. As noted by Clancy and Eisenberg (1998, p. 245-6):

Clinical success has traditionally been appraised in terms of mortality, physiological measures such as blood pressure or diagnostic test results that are surrogates for physiologic function (such as laboratory tests, radiographic findings, or biopsy results), and definable clinical events. Clinical trials have produced these objective measures as their primary dependent variables. Seldom have patients' preferences for outcomes and risks of treatment been used to evaluate health services; they often have been perceived as important but subjective and unreliable. However, patients and clinicians must increasingly make decisions associated with different types of outcomes, such as length of survival, preservation of function, or pain relief.
Of special importance to social work Clancy and Eisenberg observe: 

The dimensions of health and well-being that encompass consequences for the daily lives of individual patients are referred to as health-related quality of life (HRQL). Broad aspects of HRQL include health perceptions, symptoms, functioning, and patients' preferences and values. The sum of these constitutes a continuum of effects of health care services on health and well-being, ranging from mortality to patient satisfaction.
Social workers have special expertise and interest in measures of health related quality of life, such as symptoms, functional measures, and experiences with care including satisfaction and access. Mortality measures and composite measures, which address life quality as well as length of life, are of special pertinence to the formation of social work policy. Social work has special sensitivity to measures that take into account the preferences and perspectives of clients.
Purposes of Outcome Measurements
There are two equally important but very different purposes for doing outcomes measurement. The first is to support performance measurement and management. The second is to conduct outcomes research. Confusion has resulted when these differences of purpose have been ignored in outcomes measurement practice and in the literature.
Outcomes Research as a Purpose of Outcomes Measurement
Outcomes measurement can serve the purpose of outcomes research. In healthcare, outcomes research, like performance measurement, has as its purpose improving the quality of interventions and policies governing interventions. In outcomes research, applied social science research methods are typically used to enhance the validity of causal assertions regarding measured associations between interventions and outcomes whereas such methods may be less important in performance measurement. Outcomes research is conducted, not to improve the performance of individual programs directly, but rather to contribute to general knowledge about healthcare intervention outcomes. Consequently, with increased understanding of what works, policies and programs can be improved.

The Agency for Healthcare Research and Quality (March 2000, § 1) has defined outcomes research as:
Outcomes research seeks to understand the end results of particular health care practices and interventions. End results include effects that people experience and care about, such as change in the ability to function. In particular, for individuals with chronic conditions—where cure is not always possible—end results include quality of life as well as mortality. By linking the care people get to the outcomes they experience, outcomes research has become the key to developing better ways to monitor and improve the quality of care.
Two types of outcomes research are important in healthcare. One focuses on efficacy and effectiveness studies, which seek to establish the effects of specific healthcare interventions using social science research methods. The product of this line of research is seen in what is now called “evidence-based practice” and “practice guidelines”. The second type of outcomes research in healthcare is the study of social indicators, but only when social indicators are used to assess and monitor health system performance at the population level. Also of importance is a third type of outcomes research, namely methodological research, which aims to develop measures for use in subsequent outcomes research.
Methodological research – developing measures. Methodological research aimed at developing measuring instruments has resulted in the production of a large number of measures that can be used in both outcomes research and performance measurement. These measures are readily available in print (e.g., Murphy, Plake, Impara, Spies, & Buros Institute of Mental Measures, 2002) and on the web (e.g., Agency for Healthcare Research and Quality, 1997). This area of outcomes research has been very productive yet much more needs to be done, especially pertaining to measures that are sensitive to cultural variations, consumer expectations and preferences, and quality of life measures.

Efficacy and effectiveness research. Outcomes research examining the efficacy and effectiveness of specific healthcare interventions has received considerable attention both in social work and in healthcare for some time. During the past two decades this area of research has been unusually productive. Accordingly, information regarding the effectiveness of a wide range of healthcare interventions is now readily available and much of this information is easily accessible on the web (e.g., Cochrane Collaboration, 2002). The Cochrane Collaboration has established a library available on the web that provides over one thousand systematic research syntheses (reviews) and over 800 protocols (proposed reviews in preparation) encompassing a large spectrum of health and mental health intervention and disease areas. The recently formed Campbell Collaboration, which is modeled on the Cochrane Collaboration, is especially relevant since it focuses on social work and social welfare intervention effectiveness research (as well as education and criminal justice research). A global network of Cochrane and Campbell collaborators are contributing to a database of randomized controlled trials and controlled clinical trials (C2-SPECTR) which now contains approximately 11,000 studies.
It is remarkable how productive this area of outcomes research has been in the last decade. Whereas no clear evidence was available about social work intervention effectiveness when my colleagues and I examined this in the early 1970s, much information is now available for use by policy makers, managers, clinicians, and consumers alike (Mullen, Dumpson & Associates, 1972). Perhaps because the evidence has mounted so recently little has yet found its way into everyday practice (Mullen & Bacon, 2002). Accordingly, transfer of this evidenced-based practice knowledge into clinical settings and into policy is a high priority.
Policy Research and monitoring. Social indicators research designed to monitor health and mental health status as well as trends in status is an increasing significant type of outcomes research. The intent of this research is to inform policy as well as program decisions and directions. Social indicators research conducted to examine the effects of healthcare policies or programs on populations is a powerful application of outcomes research methods. Many outcomes measurement efforts at local, national, and international levels now include such policy research efforts under the rubric of outcomes measurement. For example the framework of health indicators for outcome-oriented policy making developed in the 1999 Occasional Paper issued by the Organisation for Economic Co-operation and Development (OECD) on health outcomes in OECD countries includes social indicators in its definition of outcomes research. The OECD report states: “Given that the primary objective of health policy is to improve the health status in a population, health status indicators are included under the umbrella of health outcomes to describe the level of health and the variations across countries and over time” (Jee and Or, 1999, p. 12).

The OECD framework identifies outcome-oriented policy making health indicators for four measures of health status: (1) mortality (e.g., life expectancy, infant mortality, standardized causes of mortality rates, premature mortality – potential years of life lost); (2) general and disease specific morbidity and quality of life (e.g., perceived health status; measures of impairment, disability, and handicap; multi-dimensional health status measures such as the SF-36, EuroQol, and Health Utility Index; prevalence and incidence of specific diseases); (3) composite health measures of mortality and morbidity (e.g., disability-free life expectancy; health-adjusted life expectancy; disability-adjusted life years).

Another example of social indicators health research is found in the human development reports issued annually since 1990 by the United Nations Development Programme (UNDP). The Human Development Report 2000 uses four composite indices to measure different dimensions of human development, which are of significance to health and mental health (Human Development Index, Gender-related Development Index, Human Poverty Index for Developing Countries; Human Poverty Index for Industrialized Countries). As noted in the UNDP report “tracking changes in outcomes is the focus of the human development indices” (United Nations Development Programme, 2000, p.99). To assess the adequacy of progress in achieving outcomes the report calls for benchmarking so that countries set specific, time-bound targets for making progress toward achieving publicly stated outcome goals. This is an excellent example of using outcomes measurement for policy research purposes.
Performance Measurement

 Outcomes measurement is used to measure the performance of single programs or systems, not comparing the performance with that of other programs or systems. Also, outcomes measurement can be used to compare program or system performance with other programs or systems of like kind.

Non-comparative performance measurement. Outcomes measurement is widely used in both the public and private sectors to examine the performance of individual health and mental health systems and programs. The information resulting from performance measurement is used for system and program improvement. Performance measurement typically includes the regular collection and reporting of information about the efficiency, quality, and effectiveness of programs. The widespread use of performance measurement, especially in public sector programs, marks a shift from the traditional focus on inputs or resources used and processes or program activities, to outcomes, or what is being accomplished. Martin and Kettner (1996) outline a comprehensive performance measurement model in which outcomes are key to what are called effectiveness measures where effectiveness is defined as the ratio of results, accomplishments, or impacts (outcomes) to resources consumed (inputs) as measured by cost per outcome, outcomes per full-time-equivalent employee, and outcomes per hour worked. As noted by Martin and Kettner, outcomes measurement for assessing program performance is rapidly becoming the expectation in governmental agencies and publicly funded programs. For example in the United States the Government Performance and Results Act of 1993 now requires that all federal departments report effectiveness (outcomes) performance data to Congress as part of the annual budget process. This legislation requires that all federal agencies set specific outcome objectives, identify outcomes indicators pertaining to those objectives, measure achievement of outcomes, and report results. It is expected that these results will then be used to set new objectives in a continuous year-to-year process of improvement.

When used in performance measurement, outcomes measurement is usually incorporated into a continuous quality improvement process. Performance frameworks incorporating outcomes measurement have been promulgated for some time by organizations such as the European Foundation for Quality Management. The Foundation’s EFQM Excellence Model (©EFQM) places results and outcomes measurement center stage. The model is promulgated by a number of European governments. For instances in the United Kingdom Cabinet report “Getting it Together: A Guide to Public Schemes and the Delivery of Public Services” (United Kingdom Cabinet Report, 2000) the EFQM model is explicitly promoted for public sector organizations as part of the Modernizing Government programme. This report presents a comprehensive guide to quality schemes relevant to public sector policies and programs with particular reference to health and education.  The report promotes other quality schemes as well including Investors in People, Charter Mark, and ISO 9000. These schemes are promoted as a way to help the public sector deliver Modernizing Government policy, including improved outcomes.
Another example of the use of outcomes measurement to assess performance is illustrated in the report of the Organization for Economic Co-operation and Development (OECD) examining performance measurement in OECD country health systems (Hurst & Jee-Hughes, 2001). The OECD paper places outcomes measurement at the center of the performance measurement and management cycle. This cycle begins with the health care system and an assumption that improvements in this system are desired. In the next phase in the cycle, conceptualization and measurement of performance including outcomes, specific intended outcomes would be identified and outcomes indicators would be specified for measurement. The third phase is an analysis of the outcomes indicator data that is collected and comparison of the data with intended objectives. Action to improve the health system based on the analysis of performance data is the final step in the cycle. The OECD paper defines health system performance as the extent to which the system is meeting established objectives.

The OECD report notes:

There is mounting pressure on health systems to improve their performance. Technological advances and rising consumer expectations continue to raise demand. There is also growing concern about medical errors. Meanwhile, both public and private funders continue to strive to contain costs and control supply. Consequently, there is an intensification of the search for improvement in value for money. …. The result is widespread interest in the explicit measurement of the ‘performance’ of health systems, embracing quality, efficiency and equity goals and in influencing or managing performance (Hurst & Jee-Hughes, 2001, p. 8).

According to the OECD report 12 member countries are developing performance frameworks and indicators for the country’s health care systems.
Comparative performance measurement. Typically performance measurement schemes are used to examine how well a program is doing relative to some internal criteria, such as baseline performance, or in relation to a desired level of performance. Outcomes measurement can also be used in a process of comparative performance measurement (CPM). In CPM the questions are: “how well is a program performing relative to other similar programs?”; Is a program’s performance among the best of its kind or among the worst of its kind?” CPM can be used to identify which programs are among the best of their kind, and, in doing so, suggest best practices. As noted in an Urban Institute report, when applied to public sector and non-profit organizations such comparisons increase competition for limited resources and clientele (Morley, Bryant, & Hatry, 2001).

An example of comparative performance assessment in health and mental health is the United Kingdom’s Best Value program (United Kingdom Office of the Deputy Prime Minister, 2002). In the United Kingdom comparative performance assessment is an integral component of the national Modernizing Government initiative. The UK’s Best Value regime, a part of that initiative which is applicable to all parts of local government, requires that local councils compare their performance with other similar councils. In health and social services local authorities are required to measure and report on Best Value outcomes, that is, established performance targets and national standards. The Best Value program mandates that local councils seek continuous improvement in services with respect to cost and outcomes; disseminate Best Value performance plans for public comment; and implement regular performance reviews to raise standards and reduce costs. The UK National Health Service Plan stipulates that comparative performance improvement be supported by a new system of targets and incentives (United Kingdom National Health Service, 2000). 

A second example of comparative performance measurement in the public sector is the Comparative Performance Measurement Program of the International City/County Management Association (ICMA) based in Canada and the United States (International City/County Management Association, 2002). Through this program, the ICMA assists local governments in measuring, comparing, and improving municipal service delivery. In keeping with the goals of comparative performance measurement, this program provides a means for local governments to share data on a range of programs, benchmark their performance to comparable jurisdictions, and improve service delivery through the application of best management practices and efficient use of resources. 

An important example of comparative performance assessment is found in the World Health Organization (WHO) publication “The World Health Report 2000”. This report assesses and compares national health system performance among its 191 member countries. A number of performance measures are used to report on each country’s absolute performance. The WHO report argues that it is achievement relative to resources that is the critical measure of a health system’s performance. By matching countries with similar resources allocated to healthcare, the WHO calculates potential. In addressing the question of how well health systems perform the WHO report states:

Assessing how well a health system does its job requires dealing with two large questions. The first is how to measure the outcomes of interest – that is, to determine what is achieved with respect to the three objectives of good health, responsiveness and fair financial contribution (attainment). The second is how to compare those attainments with what the system should be able to accomplish – that is, the best that could be achieved with the same resources (performance).” (p. 23)

Accordingly, to assess relative performance the WHO calculated an upper limit or performance “frontier”, corresponding to the most that could be expected of a health system.  As the report notes:

This frontier – derived using information from many countries but with a specific value for each country – represents the level of attainment which a health system might achieve, but which no country surpasses. At the other extreme, a lower boundary needs to be defined for the least that could be demanded of the health system. With this scale it is possible to see how much of this potential has been realized. In other words, comparing actual attainment with potential shows how far from its own frontier of maximal performance is each country’s health system. (p. 41)

Comparative performance assessment is a powerful use of outcomes measurement. It is through comparison that explanations for important differences in performance emerge. For example, because of the comparative approach taken in the WHO analysis, the authors were able to draw the following conclusion.

This report asserts that the differing degrees of efficiency with which health systems organize and finance themselves, and react to the needs of their populations, explain much of the widening gap in death rates between the rich and poor, in countries and between countries, around the world. Even among countries with similar income levels, there are unacceptably large variations in health outcomes. The report finds that inequalities in life expectancy persist, and are strongly associated with socioeconomic class, even in countries that enjoy an average of quite good health. Furthermore the gap between rich and poor widens when life expectancy is divided into years in good health and years of disability. In effect, the poor not only have shorter lives than the non-poor, (but) a bigger part of their lifetime is surrendered to disability. (p. 2)

Conclusion
Social work has an important contribution to make to the performance of health systems worldwide, a contribution at all system levels, ranging from clinical services to policy and system shaping at national and international levels. However, documentation of those contributions is required. At the clinical level the profession must move rapidly toward evidence based practice models (Mullen, 2002a & 2002b), adopting practice guidelines that have empirical support (Mullen & Bacon, 2002), derived from outcomes research. Social work research can contribute to the development of validated practice guidelines and system and policy relevant indicator systems. Outcomes measurement, guided by clearly articulated conceptual frameworks, can strengthen social works’ voice in health and mental healthcare. A framework oriented to social work outcomes should highlight the specific contributions that the profession intends to make to individuals, families, and communities -- in addition to its contributions to system performance and knowledge development. These outcomes can be planned in partnership with other health and mental healthcare stakeholders, including potential recipients of care. A clearly defined framework will enhance our ability to communicate about outcomes with clarity. Transparency of objectives and intended outcomes will strengthen the profession’s position in increasingly skeptical national debates about best value in health and mental health.

My purpose has been to urge the social work profession to adopt an outcomes-oriented view. I have said that an outcomes-oriented approach to social work policy and practice is necessary if the profession is to make the contribution to health and mental health that it has the potential to make. However, I have concluded that we cannot move toward an outcomes-oriented approach unless we think clearly about what we mean by outcomes, and how outcomes can be measured, so that the data gathered is relevant to social work purposes. I have argued for a conceptual framework pertaining to outcomes measurement in social work in health and mental health that incorporates four key dimensions: the purpose for conducting outcomes measurement; the system level wherein outcomes measurement is to be applied; the questions asked in outcomes measurement; and, the continuum of effects included in the measurements.
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