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Bio - Barbara Dunn
As Director of Program Innovation and Outcomes for Magellan Health Services, Barbara
Dunn is responsible for coordinating and evaluating innovative programs across the public
sector. Barbara also facilitates the implementation of Magellan’s public sector outcomes
assessment initiatives, which help service-recipients and their parents, caregivers and
providers track their health, recovery and resiliency.
Barbara began her career working with homeless children and their families through an
innovative Headstart program. She also held positions in community mental health, and
worked for 10 years in child welfare. She later headed up a foster care program, where she
administered a successful pilot program for reunification that was expanded and funded by
the Philadelphia Department of Human Services.
As a Magellan-credentialed psychotherapist, Barbara joined Magellan’s staff in 2000 as a
care manager, then became clinical supervisor for the Children’s Outpatient/Behavioral
Health Rehabilitative Services (BHRS) Department, helping to improve the quality of home
and community services. She has championed outcomes-based programs and the use of
evidence-based practices to reduce residential treatment and keep children with families.
Barbara also managed the first data-driven, outcomes-based, collaborative BHRS
management program in Pennsylvania, which earned a Public Sector Innovative Practices
Award in 2006.
A licensed clinical social worker, Barbara holds a master’s degree in Social Service
Administration from the University of Chicago and a bachelor’s degree in psychology from
Binghamton University.
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Learning Objectives
As a result of this training, participants will be able to:
• Explain the use of the CANS for prospective and retrospective outcome
analysis as distinct from other CANS uses
• Identify at least three strengths to using scaling for CANS outcomes
• Identify an approach to classify and analyze items for scaling
• Make a plan to create and use scaling for improved outcomes measurement
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Overview
• Using the CANS for outcomes

• The problem of conventional scoring for outcomes
• Classifying items through clinical assessment and statistical modeling
• Scaling for increased reliability and prediction of change
• Implications for outcomes measurement
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The CANS-MH
• The CANS-MH is composed of 47 items comprising 7 domains:
–
–
–
–
–
–

Risk Behaviors
Functioning
Child Safety
Family/Caregiver Needs and Strengths
Strengths
Problem Presentation
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Study Population and Factor Analysis
• N = 395
• Ages 5-20 in mental health home and community based services
• 58% age 7<12 (median age 10.5) years
• 57% male and 43% female

• Jan 1, 2011 – Dec 31, 2012
• Ave 144 days between first and last paired CANS
• Principal component analysis (PCA) on 31 items of the CANS MH 2008
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CANS Use

• As a prospective assessment tool for decision support during
the process of planning service.

• As a retrospective assessment tool to evaluate the current
services system and to evaluate the effectiveness of services
for youth.
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Scoring the CANS-MH: Conventional Method
• There are two conventional methods for using the CANS-MH to
demonstrate outcomes:
– Analyzing a population’s improvement, maintenance, and decline on
specific items.
– Scores on the items comprising a domain (or all for a global score) can
be summed and improvement, maintenance, and decline can be
calculated in the same way as for specific items.

Example of Conventionally Calculated Outcomes
Risk Behavior Overall
Improved

21%

29%

39%

19%

Maintained

29%

31%
32%

53%

48%

45%

48%

45%

32%

36%

37%

44%
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Scoring the CANS-MH: A Modest Proposal

• Don’t calculate items with initial and most recent/discharge 0s.

• Don’t use certain items when evaluating functional outcomes.

• Think about using scales, instead of domains, to measure outcomes.
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Don’t calculate items with initial and most
recent/discharge 0
Any clinical/functional outcomes measure must be able to record improvement
or decline – if movement is not possible, or there is no where to move to, then
we don’t want to measure it.

0 to 0 “movement” should not be included in any item or domain analysis.

However, 0 to higher ratings should be as it is indicative of decline.
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Don’t use certain items when evaluating functional
outcomes.
• Certain items have value as for prospective assessment, but not for
retroactive assessment – ratings for certain items will never change.
• Family/Caregiver Needs and Strengths
– Physical/Behavioral Health
• Functioning
– Intellectual/Development
– Physical/Medical
Intellectual/Developmental (in Functioning Domain)
0 Child’s intellectual functioning appears in normal range. There is no reason
to believe that the child has any problems with intellectual functioning.
1 Low IQ or learning disability (IQ between 70 and 85) or mild developmental
delay.
2 Mild to moderate mental retardation (IQ between 50 and 69) or significant
development delay.
3 Severe or profound mental retardation (less than 50) or pervasive
developmental delay.
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Don’t use certain items when evaluating functional
outcomes
• Certain items have informative value, but should not be used to assess
clinical/functional outcomes
• Functioning
– Sleep
• Strengths
– Spiritual/Religious
– Talents/Interests
Spiritual/Religious
0 This level indicates a child with strong moral and spiritual strengths. Child may be
very involved in a religious community and may have strongly held spiritual or
religious beliefs that can sustain or comfort him/her in difficult times.
1 This level indicates a child with some moral and spiritual strengths. Child may be
involved in a religious community.
2 This level indicates a child with few spiritual or religious strengths. Child may
have little contact with religious institutions.
3 This level indicates a child with no known spiritual or religious involvement.
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A Better Way of Scoring: Using Scales
• Creating scales can be an informative since items in domains are not always
reliable in all populations.

Using 2011-2012 data, the Strength Domain only has a reliability of .573.
Creating scale Coping has reliability of .751.
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Using Scales
• Scales can make more psychometric sense.
Coping scale can be composed of items Resiliency, Resourcefulness,
Interpersonal, Well-Being, and Optimism.
These items seem to tap into a concept of resiliency as a dynamic process
of positive behavioral adaptation when encountering significant
adversity, trauma, tragedy, threats, or significant sources of stress.
Factors of resiliency: Capacity to make realistic plans, having selfconfidence and a positive self image, developing communications
skills, and forming interpersonal relationships.

(APA Resilience Factors and Strategies at www.apa.org/helpcenter)
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USING SCALES: Predictive Power
• Using the scale Coping can predict changes in other variables like the
various problem presentations.

Example: Coping significantly predicts Depression. The lower your
resiliency as measured by Coping, the higher your Depression. For each 1
unit change in Coping there is a one unit change in Depression.
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Clusters to Scales
Six Scales

Cronbach's alpha

Family Functioning

.89

Child Safety

.84

Resiliency

.81

Sexuality

.73

School Behavior

.72

Danger to Self

.67
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Family Functioning Scale
Scale One: Family Functioning (0.89)
Domain

Item

Caregiver

Involvement

Caregiver

Organization

Caregiver

Resources

Caregiver

Supervision

Caregiver

Knowledge

Caregiver

Safety

Functioning

Family Functioning

Strengths

Family (Strengths)
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Child Safety Scale
Scale Two: Child Safety (0.84)

Domain

Item

Safety

Abuse

Safety

Neglect

Safety

Exploitation

Safety

Permanency*
*Inclusion of Permanency yielded a reliability of .80
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Resiliency Scale
Scale Three: Resiliency (0.81)

Domain

Item

Strengths

Resiliency

Strengths

Resourcefulness

Strengths

Well-being

Strengths

Optimism

Strengths

Interpersonal

Strengths

Inclusion
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Remaining Scales
• Scale Four: School Behavior .72
– School Achievement
– School Behavior
– Educational
– Social Behavior
• Scale Five: Danger to Self .67
– Runaway
– Danger to Self
– Other Self Harm

• Scale Six: Sexuality .73
– Sexually Abusive Behavior
– Sexual Development
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Individual Predictor Variables
• Crime/Delinquency

• School Attendance
• Relationship Permanence
• Danger To Others
• Permanency
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Predictive Modeling
Problem Presentation

Predictive Scale(s)

Percent of
Variance

Adjustment to Trauma

Resiliency
Sexuality
Child Safety

23%

Oppositional Behavior

Family Functioning
Danger to Self
Resiliency

22%

Attachment

Family Functioning
Danger to Self
Resiliency
Child Safety

19%

Depression/Anxiety

Resiliency
Danger to Self
Family Functioning

16%
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Implications for Treatment Planning
• Focus treatment on the Family Functioning Scale items
– Most correlated with problem presentation changes
– Improvements are early indicators of change
• Focus treatment on the Resiliency Scale items
– Second most correlated with problem presentation change
– Improvement leads to positive Trauma outcomes
• Building strengths for families and youth is key
• Use of individual items for population trajectories, i.e. crime/delinquency
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Implications for Outcomes Measurement
• Functional behavioral health outcomes can best be measured through
meaningful scales which often cross domains
• Items which do not measure outcomes should not be used
• Principal Component Analysis (PCA) reveals factors to construct reliable and
valid scales
• The scales can be used for treatment planning and early indicators of
change
• The predictive power of these scales can be used to improve outcomes
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Question and Answer
Contact us at:
Barbara Dunn, LCSW, ACSW, Director, Program Innovation and Outcomes

BADunn@MagellanHealth.com
Leah Polcar, PhD, MA, Senior Health Outcomes Scientist
LMPolcar@MagellanHealth.com
Twitter: @MagellanCares
Linkedin: www.linkedin.com/company/5438

Facebook (MyLife program): www.Facebook.com/MYLIFEyouth
www.MagellanHealth.com
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Contributor – Leah Polcar
As a Senior Health Analytics Scientist at Magellan Health Services, Leah Polcar is
responsible for clinical outcomes analytics and program evaluation with an emphasis
on identification of trends, actionable interventions, and operationalization of data
models.
Prior to coming to Magellan, Leah held positions in academia, industry, and consulting.
Most notably, these positions included an Associate Professorship at the University of
Amsterdam, Netherlands, teaching and overseeing research teams, and as a Senior
Operations Analyst for Arbitron Inc. where she conducted strategic analyses and
developed procedures to improve efficiency.
Leah holds a Doctor of Philosophy in Communication Science/Cognitive Science with a
focus on applied statistics and research methods from the University of Arizona , a
Master of Arts in Communication Science from the University of Arizona, and a
Bachelor of Arts in English from Loyola University of Chicago. She is fluent in Dutch.

