
See discussions, stats, and author profiles for this publication at: https://www.researchgate.net/publication/237004341

The development and use of Provider Profiles at the organizational and

systems level

Article  in  Evaluation and Program Planning · May 2013

DOI: 10.1016/j.evalprogplan.2013.05.001 · Source: PubMed

CITATIONS

73
READS

1,092

5 authors, including:

Some of the authors of this publication are also working on these related projects:

HiLives - Including and connecting in higher education: networking opportunities for independent lives View project

"PRACTICAPACES" Internship Program for Persons with Intellectual and Developmental Disability View project

Laura E Gómez

University of Oviedo

149 PUBLICATIONS   2,609 CITATIONS   

SEE PROFILE

Miguel Angel Verdugo

INICO, Universidad de Salamanca, Salamanca, Spain

458 PUBLICATIONS   9,918 CITATIONS   

SEE PROFILE

Benito Arias

Universidad de Valladolid

213 PUBLICATIONS   2,951 CITATIONS   

SEE PROFILE

Patricia Navas

Universidad de Salamanca

72 PUBLICATIONS   1,347 CITATIONS   

SEE PROFILE

All content following this page was uploaded by Patricia Navas on 10 September 2015.

The user has requested enhancement of the downloaded file.

https://www.researchgate.net/publication/237004341_The_development_and_use_of_Provider_Profiles_at_the_organizational_and_systems_level?enrichId=rgreq-4b2d2966d61b48a9f6f298952760449e-XXX&enrichSource=Y292ZXJQYWdlOzIzNzAwNDM0MTtBUzoyNzIxNTE4MjM1MTU2NTFAMTQ0MTg5NzQ1OTk5Mg%3D%3D&el=1_x_2&_esc=publicationCoverPdf
https://www.researchgate.net/publication/237004341_The_development_and_use_of_Provider_Profiles_at_the_organizational_and_systems_level?enrichId=rgreq-4b2d2966d61b48a9f6f298952760449e-XXX&enrichSource=Y292ZXJQYWdlOzIzNzAwNDM0MTtBUzoyNzIxNTE4MjM1MTU2NTFAMTQ0MTg5NzQ1OTk5Mg%3D%3D&el=1_x_3&_esc=publicationCoverPdf
https://www.researchgate.net/project/HiLives-Including-and-connecting-in-higher-education-networking-opportunities-for-independent-lives?enrichId=rgreq-4b2d2966d61b48a9f6f298952760449e-XXX&enrichSource=Y292ZXJQYWdlOzIzNzAwNDM0MTtBUzoyNzIxNTE4MjM1MTU2NTFAMTQ0MTg5NzQ1OTk5Mg%3D%3D&el=1_x_9&_esc=publicationCoverPdf
https://www.researchgate.net/project/PRACTICAPACES-Internship-Program-for-Persons-with-Intellectual-and-Developmental-Disability?enrichId=rgreq-4b2d2966d61b48a9f6f298952760449e-XXX&enrichSource=Y292ZXJQYWdlOzIzNzAwNDM0MTtBUzoyNzIxNTE4MjM1MTU2NTFAMTQ0MTg5NzQ1OTk5Mg%3D%3D&el=1_x_9&_esc=publicationCoverPdf
https://www.researchgate.net/?enrichId=rgreq-4b2d2966d61b48a9f6f298952760449e-XXX&enrichSource=Y292ZXJQYWdlOzIzNzAwNDM0MTtBUzoyNzIxNTE4MjM1MTU2NTFAMTQ0MTg5NzQ1OTk5Mg%3D%3D&el=1_x_1&_esc=publicationCoverPdf
https://www.researchgate.net/profile/Laura-Gomez-15?enrichId=rgreq-4b2d2966d61b48a9f6f298952760449e-XXX&enrichSource=Y292ZXJQYWdlOzIzNzAwNDM0MTtBUzoyNzIxNTE4MjM1MTU2NTFAMTQ0MTg5NzQ1OTk5Mg%3D%3D&el=1_x_4&_esc=publicationCoverPdf
https://www.researchgate.net/profile/Laura-Gomez-15?enrichId=rgreq-4b2d2966d61b48a9f6f298952760449e-XXX&enrichSource=Y292ZXJQYWdlOzIzNzAwNDM0MTtBUzoyNzIxNTE4MjM1MTU2NTFAMTQ0MTg5NzQ1OTk5Mg%3D%3D&el=1_x_5&_esc=publicationCoverPdf
https://www.researchgate.net/institution/University-of-Oviedo?enrichId=rgreq-4b2d2966d61b48a9f6f298952760449e-XXX&enrichSource=Y292ZXJQYWdlOzIzNzAwNDM0MTtBUzoyNzIxNTE4MjM1MTU2NTFAMTQ0MTg5NzQ1OTk5Mg%3D%3D&el=1_x_6&_esc=publicationCoverPdf
https://www.researchgate.net/profile/Laura-Gomez-15?enrichId=rgreq-4b2d2966d61b48a9f6f298952760449e-XXX&enrichSource=Y292ZXJQYWdlOzIzNzAwNDM0MTtBUzoyNzIxNTE4MjM1MTU2NTFAMTQ0MTg5NzQ1OTk5Mg%3D%3D&el=1_x_7&_esc=publicationCoverPdf
https://www.researchgate.net/profile/Miguel-Verdugo?enrichId=rgreq-4b2d2966d61b48a9f6f298952760449e-XXX&enrichSource=Y292ZXJQYWdlOzIzNzAwNDM0MTtBUzoyNzIxNTE4MjM1MTU2NTFAMTQ0MTg5NzQ1OTk5Mg%3D%3D&el=1_x_4&_esc=publicationCoverPdf
https://www.researchgate.net/profile/Miguel-Verdugo?enrichId=rgreq-4b2d2966d61b48a9f6f298952760449e-XXX&enrichSource=Y292ZXJQYWdlOzIzNzAwNDM0MTtBUzoyNzIxNTE4MjM1MTU2NTFAMTQ0MTg5NzQ1OTk5Mg%3D%3D&el=1_x_5&_esc=publicationCoverPdf
https://www.researchgate.net/profile/Miguel-Verdugo?enrichId=rgreq-4b2d2966d61b48a9f6f298952760449e-XXX&enrichSource=Y292ZXJQYWdlOzIzNzAwNDM0MTtBUzoyNzIxNTE4MjM1MTU2NTFAMTQ0MTg5NzQ1OTk5Mg%3D%3D&el=1_x_7&_esc=publicationCoverPdf
https://www.researchgate.net/profile/Benito-Arias?enrichId=rgreq-4b2d2966d61b48a9f6f298952760449e-XXX&enrichSource=Y292ZXJQYWdlOzIzNzAwNDM0MTtBUzoyNzIxNTE4MjM1MTU2NTFAMTQ0MTg5NzQ1OTk5Mg%3D%3D&el=1_x_4&_esc=publicationCoverPdf
https://www.researchgate.net/profile/Benito-Arias?enrichId=rgreq-4b2d2966d61b48a9f6f298952760449e-XXX&enrichSource=Y292ZXJQYWdlOzIzNzAwNDM0MTtBUzoyNzIxNTE4MjM1MTU2NTFAMTQ0MTg5NzQ1OTk5Mg%3D%3D&el=1_x_5&_esc=publicationCoverPdf
https://www.researchgate.net/institution/Universidad_de_Valladolid?enrichId=rgreq-4b2d2966d61b48a9f6f298952760449e-XXX&enrichSource=Y292ZXJQYWdlOzIzNzAwNDM0MTtBUzoyNzIxNTE4MjM1MTU2NTFAMTQ0MTg5NzQ1OTk5Mg%3D%3D&el=1_x_6&_esc=publicationCoverPdf
https://www.researchgate.net/profile/Benito-Arias?enrichId=rgreq-4b2d2966d61b48a9f6f298952760449e-XXX&enrichSource=Y292ZXJQYWdlOzIzNzAwNDM0MTtBUzoyNzIxNTE4MjM1MTU2NTFAMTQ0MTg5NzQ1OTk5Mg%3D%3D&el=1_x_7&_esc=publicationCoverPdf
https://www.researchgate.net/profile/Patricia-Navas-2?enrichId=rgreq-4b2d2966d61b48a9f6f298952760449e-XXX&enrichSource=Y292ZXJQYWdlOzIzNzAwNDM0MTtBUzoyNzIxNTE4MjM1MTU2NTFAMTQ0MTg5NzQ1OTk5Mg%3D%3D&el=1_x_4&_esc=publicationCoverPdf
https://www.researchgate.net/profile/Patricia-Navas-2?enrichId=rgreq-4b2d2966d61b48a9f6f298952760449e-XXX&enrichSource=Y292ZXJQYWdlOzIzNzAwNDM0MTtBUzoyNzIxNTE4MjM1MTU2NTFAMTQ0MTg5NzQ1OTk5Mg%3D%3D&el=1_x_5&_esc=publicationCoverPdf
https://www.researchgate.net/institution/Universidad-de-Salamanca?enrichId=rgreq-4b2d2966d61b48a9f6f298952760449e-XXX&enrichSource=Y292ZXJQYWdlOzIzNzAwNDM0MTtBUzoyNzIxNTE4MjM1MTU2NTFAMTQ0MTg5NzQ1OTk5Mg%3D%3D&el=1_x_6&_esc=publicationCoverPdf
https://www.researchgate.net/profile/Patricia-Navas-2?enrichId=rgreq-4b2d2966d61b48a9f6f298952760449e-XXX&enrichSource=Y292ZXJQYWdlOzIzNzAwNDM0MTtBUzoyNzIxNTE4MjM1MTU2NTFAMTQ0MTg5NzQ1OTk5Mg%3D%3D&el=1_x_7&_esc=publicationCoverPdf
https://www.researchgate.net/profile/Patricia-Navas-2?enrichId=rgreq-4b2d2966d61b48a9f6f298952760449e-XXX&enrichSource=Y292ZXJQYWdlOzIzNzAwNDM0MTtBUzoyNzIxNTE4MjM1MTU2NTFAMTQ0MTg5NzQ1OTk5Mg%3D%3D&el=1_x_10&_esc=publicationCoverPdf


Evaluation and Program Planning 40 (2013) 17–26
The development and use of Provider Profiles at the organizational and
systems level
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A B S T R A C T

While the use of quality of life-related personal outcomes has been broadly reported during the last

decade, little attention has been paid to the use of such data as a basis for developing and using Provider

Profiles at the organizational and systems level. This article illustrates a way in which these evidence-

based outcomes may be used not only to improve clinical decisions, but also managerial and policy

strategies. To that end, the quality of life of 11,624 social service recipients was assessed by means of the

application of the GENCAT Scale, a questionnaire to assess quality of life according to the eight-domain

model (Schalock & Verdugo, 2002). Data were analyzed at organizational and the systems level in order

to develop Provider Profiles. Once implemented, these profiles can be used to compare individuals in

different diagnostic groups, develop province-level performance standards, encourage continuous

program improvement, and guide the development of evidence-based policies

� 2013 Elsevier Ltd. All rights reserved.
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1. Introduction

Care approach for people with disability and persons in
dependent situations – those who traditionally have been recipients
of social and human services – has been under an ongoing
transformation during the last few decades toward more person-
centered planning approaches in which self-determination, empow-
erment, inclusion, and rights are key aspects. Initially, the primary
goal of care was to provide proper services – in terms of satisfying
basic needs, providing care and cure (i.e., according to the medical
model) – to all those needing attention (e.g., people with intellectual,
* Corresponding author at: Department of Psychology; University of Oviedo,

Plaza Feijoo, s/n, 33003 Oviedo, Spain. Tel.: +34 985 103372; fax: +34 985 104144.
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physical, and sensory disabilities, elderly people, people with mental
health problems, people with drug dependences, as well as people
with HIV/AIDS), highlighting the importance of habilitation and
rehabilitation programs in which the quality was determined by the
fulfillment of individual goals and planning. In the last two decades,
however, the direction of these efforts has emphasized the
implementation of individualized supports to enhance community
inclusion and one’s quality of life. In this context, the quality of life of
social service recipients has taken a great importance as well as
developing feedback systems to organizations and systems regard-
ing their status on these outcomes.

The development and use of Provider Profiles of organizations
providing social services in Spain that we discuss in this article
constitutes a pioneer strategy in Europe. This strategy allows
assessing evidence-based personal and organizational outcomes
according to a quality of life model, which then provides guidance
for developing and implementing social policies. Provider Profiles

were implemented initially in 1998 by the ARC of Nebraska –a

http://crossmark.dyndns.org/dialog/?doi=10.1016/j.evalprogplan.2013.05.001&domain=pdf
http://crossmark.dyndns.org/dialog/?doi=10.1016/j.evalprogplan.2013.05.001&domain=pdf
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http://www.sciencedirect.com/science/journal/01497189
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private, non-profit, statewide organization that stands with
individuals and families in advocating and supporting Nebraskans
with intellectual and developmental disabilities–, in conjunction
with the Nebraska Department of Health and Human Services (The
ARC of Nebraska, 2003). Since then, Provider Profiles are generally
understood as composed of key performance indicators for each
organization including: (a) aggregated quality of life-related
personal outcomes of social service recipients (i.e., using an
evidence-based quality of life conceptual and measurement
framework); and (b) organizational data that may impact the
quality of life of social service recipients (e.g., users to support staff
ratio, type of provided services and supports, funding, or location).

This article describes a way in which these evidence-based
outcomes – and the Provider Profiles that result – may be used not
only to improve clinical decisions, but also to inform managerial
and social policy strategies. Evidence-based outcomes are defined
as measures obtained from the reliable assessment of quality of life
domain-referenced indicators that are based on a cross-cultural
validated quality of life and measurement model (van Loon et al.,
2013, p. 80). Furthermore, evidence-based outcomes are a critical
component of evidence-based practices in the sense that such
outcomes can be used not only to develop and implement
evidence-based practices, but also to assess their efficacy. These
are defined as ‘‘practices that are based on current best evidence
that is obtained from credible sources that used reliable and valid
methods, and a clearly articulated and empirically supported
theory or rationale’’ (Schalock, Verdugo, & Gómez, 2011, p. 274).

A key component of Provider Profiles is the presentation of
assessed quality of life scores that can be aggregated at the level of
the organization and system. Numerous quality of life models have
been developed (e.g., Cummins, 2005; Felce, 1997; Renwick,
Brown, & Nagler, 1996; World Health Organization, 1997). The
quality of life conceptual and measurement model used as a basis
for the Provider Profiles discussed in this article is the model
proposed by Schalock and Verdugo (Gómez, Verdugo, & Arias,
2010; Schalock & Verdugo, 2002; Schalock & Verdugo, 2007;
Schalock & Verdugo, 2012a; Schalock & Verdugo, 2012b; Schalock,
Bonham, & Verdugo, 2008; Schalock, Keith, Verdugo, & Gómez,
2010), in which quality of life is understood as composed of eight
domains: emotional wellbeing, physical wellbeing, material
wellbeing, personal development, self-determination, social inclu-
sion, interpersonal relationships, and rights. The cross-cultural
validation of this model has been broadly reported (see Gómez,
Verdugo, Arias, & Arias, 2010; Jenaro et al., 2005; Schalock et al.,
2005; Wang, Schalock, Verdugo, & Jenaro, 2010). Furthermore, this
model has been widely used to assess personal outcomes in multiple
jurisdictions, including Nebraska (Keith & Bonham, 2005), Maryland
(Bonham, Basehart, & Marchand, 2003; Bonham et al., 2004;
Bonham, Volkman, & Sorensen, 2009), Holland (Claes, van Hove,
Vandevelde, van Loon, & Schalock, 2012; van Loon et al., 2013),
Alberta (Canada) (Edmonton Community Board for Persons with
Developmental Disabilities, 2011), and Spain (Gómez, 2010, 2013).

The purpose of this article is to describe how quality of life
scores can be used at both the organization and systems level to
obtain not only a quality of life profile of each person assessed to
guide person-centered programs (i.e., clinical decisions at the
microsystem level; see van Loon et al., 2013) but also as a basis for
the development and implementation of Provider Profiles for the
organizations providing social services in Catalonia (Spain) (i.e.,
managerial decisions at the mesosystem or organizational level for
implementing continuous program improvement). Additionally,
these scores can be used to develop different performance
standards (e.g., state-level standards, organizational-level stan-
dards, diagnostic groups-level standards), and to suggest strategies
to improve scores in those quality of life domains in which the
lowest scores are obtained (i.e., policy development and decisions
at the macrosystem level). In this way, throughout this work we
use an ecological perspective (Bronfenbrenner, 1994; Schalock &
Verdugo, 2002) in which microsystem refers to the immediate
social settings that directly affect the person’s life (such as family,
home, peer groups, or workplace); mesosystem refers to the
community, service agencies, and organizations that directly affect
the functioning of the microsystem; and macrosystem refers to the
overarching pattern of culture, social-political trends, economic
systems, and society related factors that directly affect one’s
values, assumptions, and the meaning of words and concepts).

2. Methods

2.1. Participants

This study involved a total of 758 professionals, working at 154
organizations across 288 centers (one organization may be
composed of different centers located in different places and
providing different kinds of supports to different diagnostic
groups), assessing the quality of life of 11,624 social service
recipients in Catalonia (Spain). Among the social service recipients
assessed there were people with intellectual disability, people with
physical disabilities, people with sensory disabilities, elderly
people, persons with mental health problems, people with drug
dependences, and people with HIV or AIDS. The criteria to
participate in the study were: (a) professionals must have known
the person for at least three months and have had opportunities to
observe them during prolonged periods of time in different
contexts; (b) persons whose quality of life was assessed must be
recipients of social services for at least three months and be at least
16 years old.

Among the 758 professionals completing the quality of life
assessment, more than three quarters (83.4%) were women (only
126 of them were men). Their ages ranged between 19 and 64 years
old (M = 36.6; SD = 9.11). Most of them were working as
psychologists (16.9%), occupying managerial positions (14.8%),
social workers (11.7%), nurses (10.4%), or educators (9.7%), but
there were also a considerable number of instructors (5.8%),
physiotherapists (5.2%), carers (4.4%), social educators (3.2%), and
occupational therapists (2.4%). The remaining percent were
composed of gerontologists, sociocultural workers, physicians,
and guardians. Tenure ranged from 3 months to 37 years (M = 8.45;
SD = 6.83), and most of them had been working with social service
recipients for more than three years (83.6%). Each professional
assessed a mean of 15 persons and a median of 9 (inter-quartile

range = 12; quartile deviation = 6).
Participants whose quality of life was assessed were quite

balanced according to their gender: 54.8% (n = 6372) were females.
Their ages ranged from 16 to 111 years old (M = 59.37; SD = 23.82),
although the mean age of women (M = 66.70; SD = 23.67) was
higher than the mean age of men (M = 50.49; SD = 20.67). It was
not surprising that age means were so high if we take into account
that a significant percent of the assessed people were receiving
services in day centers and homes for elderly. Actually, there were
4817 persons that can be considered elderly (i.e., were receiving
supports in day centers or residences; were older than 65 years old,
or older than 45 if they were persons with intellectual disability);
among these, women showed a mean age of 85.21 (SD = 7.57),
while the mean age of men was 81.44 (SD = 8.47). On the other
hand, the prevalence of men is higher than women in the age group
of 16–65 years old.

Concerning the diagnostic group, 42% of the sample were
considered elderly (73.8% were female), 45.5% showed intellectual
disability (58% were male), 10.8% had mental health problems (60%
were male), 9.9% had physical disability (52% were female), 2.2%
had sensory disabilities (54% were female), 1.9% had drug



Fig. 1. Sample distribution by age, gender, and diagnostic group.
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dependences (83% were males) and 0.4% had HIV or AIDS (98%
were males). Mean ages by diagnostic groups are illustrated in
Fig. 1.

There was an association between age and gender (Contingency

Coefficient = .327; p = .000). In Fig. 2, representing the population
pyramid by age and gender is represented, it can be seen that
women represent the most numerous group in the highest age
segments, while men are more numerous in the low ones. The
contingency analysis shows that there was no independency
between both variables (i.e., age and gender): (x2

(15) = 1237.084;
p = .000) (Fig. 3).
Fig. 2. Population pyrami
Data were collected in 154 organizations across 288 centers.
The mean number of assessed people was 75 per organization
(range = 5–424) and the median was 56 (inter-quartile range = 75.5;
quartile deviation = 19.5); the mean number of assessed people per
center was 40 (range = 1–424) and the median was 28 (inter-
quartile range = 39; quartile deviation = 19.5). Centers were
located in 86 different localities from Catalonia (Spain), though
more than a quarter was n Barcelona (26.56%). The distribution
was quite well balanced in relation to the different kinds of
funding: 33.31% were public, while 24% were private; the
remaining 42.69% were centers that combine public and private
d by gender and age.



Fig. 3. Mosaic for sex and age (Pearson standardized residuals).
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funds. Organizations provided services to a mean of 113 persons
(range = 1–4150), and had between 1 and 663 staffs working full
time, and between 1 and 379 working half time (this is 1–1042
staffs if we add those working half and full time). Finally, staff –
recipient ratio ranged between 0.20 and 37.33.

2.2. Instruments

To obtain the information that was considered pertinent to
develop the Provider Profiles, we used two data sources. First, each
participating center completed a survey of sociodemographic data.
Second, a professional at each participating center completed a
questionnaire to assess the quality of life of each social service
user: the GENCAT Scale (Verdugo, Arias, Gómez, & Schalock, 2008a,
2008b, 2009), which assesses the eight domains of the previously
referenced quality of life conceptual model. Psychometric qualities
of this scale include (Verdugo, Arias, Gómez, & Schalock, 2010): (a)
reliability: evaluated by Cronbach’s alpha index (a = .92) and the
standard error of measurement (SEM = 6.92); (b) construct
validity: evaluated by means of Confirmatory Factor Analysis
(x2/df = 2.87; GFI = .96; CFI = .97; RMSEA = .05).

The first data set included the following socio-demographic
information that, according to previous research (e.g., Bonham &
Volkman, 2011; Keith & Bonham, 2005), may have an impact on
the quality of the services provided by organizations: (a)
information about the center (e.g., name of the center, name of
the overall organization, postal address, geographical ambit, kind
of funding); (b) information about the contact person in each
center (e.g., e-mail, phone); (c) information about the service
recipients (e.g., population or diagnostic groups, number of users);
(d) information about the staff (e.g., number of professionals
working at full and half time); (e) information about the services
and supports that they provide; (f) a brief description of the
activities that they put into practice to enhance their service
quality; and (g) a maximum of three actions that they carry out to
enhance the quality of life of their clientele.

The GENCAT Scale is an instrument that allows assessing quality
of life-related personal outcomes. A third party respondent bases
the assessment on a systematic observation and a deep knowledge
of the person. The instrument contains 69 items that are included
in Appendix A. The items are formulated as third-person
statements with an answer format of four frequency options
(i.e., ‘‘never or hardly ever’’, ‘‘sometimes’’, ‘‘often’’, ‘‘always and
almost always’’). Completing the scale takes around 15 min, after
respondents are sensitized to its contents, format, and conceptual
and measurement framework. More evidences about its validity
and reliability can be found in Gómez (2010); Gómez, Arias,
Verdugo, and Navas (2012); Gómez, Verdugo, Arias, and Navas,
(2010); Verdugo et al. (2010); and Verdugo, Schalock, Gómez, and
Arias (2007).

The GENCAT Scale provides differentiated standard scores to the
different diagnostic groups, but also a generic one that is applicable
to all them in order to facilitate comparisons. The general
standards were used in this study to interpret the obtained scores.
These standard scores are automatically calculated and provided
by the Web-based application that was used to complete the Scale.
Two standard scores (with their corresponding percentiles) were
used: for each dimension (M = 10; SD = 3) and a Quality of Life
Index for the whole scale (M = 100; SD = 15).

2.3. Procedure

An e-mail was sent to the organizations providing social
services in Catalonia with the main goals of: (a) describing the aims
of the research; (b) estimating the number of centers that were
determined to get involved; and (c) calculating the potential
number of social service recipients that could be assessed. We
stressed that the participation should be voluntary, and the
decision should be taken by each of the centers that could be part of
the same organization. A total of 432 centers replied expressing
their willingness to participate in the development of their Provider

Profiles and pointed out a total of 21,746 social service recipients
that may be potentially assessed.

Once we knew the potential population, we sent another e-mail
to communicate the specific number of persons that each center
should assess in order to develop a valid Provider Profile. We
assumed a sampling error of 3% in most of the organizations,
although for those whose number of users was greater than 100,
the sampling error was increased to a maximum of 6%. The
sampling error was determined by using a confidence level of .95%
and a response distribution of p = q = .5. In other words, to develop
a Provider Profile was necessary to assess between 75% and 100% of



Table 1
Descriptive statistics of raw scores obtained by all participants.

N

organization

N

centers

N

users

N assessed

users

Response

rate

Elderly homes 33 50 4589 2724 59.36

Elderly day centers 21 31 2203 1874 85.07

Physical disability 7 14 337 327 97.03

Intellectual disability 59 132 5430 4277 78.77

Mental health 11 24 436 403 92.43

Drug dependences 4 9 282 234 82.98

HIV/AIDS 3 4 55 50 90.91

EH & MH 1 1 4150 424 10.22

PD & ID 3 3 213 205 96.24

PD, ID, & MH 7 8 930 717 77.10

ID & MH 5 12 479 389 81.21

EH = elderly homes; MH = mental health; PD = physical disability; ID = intellectual

disability.
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the users in each center. Due to the size of some organizations, this
requirement was reduced to 72–74% in two cases, to 51–52% in
another two cases, and to 37% in only one. The social service
recipients that we estimated were going to be assessed at this point
were 18,337 persons. More data about the representativeness of
the sample by type of service are shown in Table 1.

The data were collected by means of a Web application. This
application included a specific area for each participating
organization so that they could register their different centers.
Once all their centers (the ones agreeing to participate) were
registered, they could complete the socio-demographic survey –
only one person in each center carried out this task (the one who
was designated in each center with the role of ‘‘manager’’). Once
the ‘‘manager’’ had filled in the socio-demographic survey about
their center, they registered the correspondent number of
professionals that were going to participate in the study by
completing the GENCAT Scale for the different users of their
services. In order to distinguish the role of the latter from the role
of the ‘‘manager’’, they were designated and registered as
‘‘assessors’’, since their task was to assess the quality of life of
those persons that the ‘‘manager’’ had previously assigned to them.
Therefore, the sampling was incidental, only based on the
knowledge and the observation opportunities that professionals
might have for every person.

In this way, each ‘‘assessor’’ first provided some data about
themselves (e.g., age, gender, years of working experience) and
about the person they were going to assess (e.g., age, gender,
diagnoses). Next, they answered the 69 items composing the
GENCAT Scale. When they pressed the ‘‘sent’’ button at the Web
application, they were shown a table with the raw scores obtained
in the scale by the person assessed, but also their corresponding
standards and percentiles. Although initially the participation was
estimated to involve 432 centers and 18,337 social service
recipients, the final sample was composed of 288 centers and
11,624 clients (i.e., 67% of the estimated number of centers and 63%
of the estimated number of clients).
Table 2
Descriptive statistics of raw scores obtained by all participants.

EW IR MW PD 

N items 8 10 8 8 

Mean 23.61 27.96 29.21 21.53 

Median 24 28 30 22 

Standard deviation 5.01 4.95 3.19 5.03 

Asymmetry �0.42 �0.27 �1.79 �0.27 

Kurtosis �0.312 0.034 4.063 �0.342 

EW = emotional wellbeing; IR = interpersonal relationships; MW = material wellbeing

SI = social inclusion; RI = rights.
3. Results

Descriptive analyses allow drawing conclusions about the
quality of life of social service recipients in Catalonia that may be
helpful to promote quality strategies at the organizational level
and to guide policies at the macrosystem level. The development of
Provider Profiles and their implementation will be illustrated, but
before that we provide a brief synthesis of the specific results
obtained by the sample in each quality of life domain and by
specific diagnostic groups since this information may be helpful at
the system level in order to develop social policies to enhance
quality of life-related personal outcomes in those domains
showing low achievement.

In this way at the macrosystem level, we can use the raw scores
to make an easy interpretation of the quality of life shown by the
sample. To do such interpretation, it must be taken into account
that items are scored from 1 to 4; in such a way that a low score
means a low quality of life and a high score means a high quality of
life. Then the scores of the items conforming a domain are added
up to obtain the raw score of the quality of life domain. In this way,
participants showed a high quality of life in the sense that their
mean scores, as it is shown in Table 2, highly exceeded the
theoretical mean points of each domain and the total scale. In order
to facilitate the interpretation, notice that the minimum score in
every domain ranges from 8 to 10 and the maximum ranges from
32 to 40 (depending on the total number of items in each domain:
8–10 items).

As shown in Table 2, the highest scores were obtained in the
domains of rights and material wellbeing. Personal development
showed the lowest results and therefore might well be the priority
of quality of life improvement strategies. In the same way, scores
obtained in self-determination, social inclusion, and emotional
wellbeing deserved to be highlighted because of being very
improvable. Intermediate scores were, on the other hand, found for
the domains of physical wellbeing and interpersonal relationships.

As reflected in Fig. 4, if we analyzed the raw scores obtained by
the different diagnostic groups involved (i.e., intellectual disability,
sensory disability, physical disability, elderly, drug dependences,
mental health problems, and HIV/AIDS), we found that all of them
coincided with obtaining the highest scores in rights. Elderly
obtained lower scores in personal development, and people with
physical and sensory disabilities, while persons with intellectual
disability showed the lowest scores in self-determination. People
with drug addictions and problems of mental health seemed to find
most difficulties in the items related to emotional wellbeing.
Finally, persons with AIDS or HIV achieved the lowest scores for the
area of social inclusion.

At the organizational level, socio-demographic and quality of
life-related personal outcomes can be aggregated by centers to
obtain a Provider Profile. As shown in Fig. 5, each participating
center was provided with: (a) a summary of its sociodemographic
data (i.e., name, address, number of recipients, number of
professionals, kind of funding, etc.); (b) the means of raw scores
PW SD SI RI Total

8 9 8 10 69

27.38 22.46 23.56 34.82 210.54

28 22 24 36 210

3.38 7.46 4.16 4.14 25.76

�0.96 0.12 �0.19 �0.56 �0.07

1.216 �1.118 �0.301 �0.433 �0.245

; PD = personal development; PW = physical wellbeing; SD = self-determination;
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obtained by all its assessed individuals in each item conforming the
scale; (c) a summary of scores obtained by all its users that
included the mean score of the aggregated items for the eight
domains, with its corresponding standard scores and percentiles;
(d) a center’s quality of life profile (i.e., a graphic representation of
their results using the standard scores); (e) the organization’s
quality of life profile (note that an organization could be composed
of different centers) that was based on the aggregated outcomes
obtained by all the recipients attending the centers that belonged
to that organization; (f) the diagnostic group’s quality of life profile
(i.e., aggregated scores of the diagnostic groups to which services
were addressed to, such as persons with intellectual disabilities, or
elderly); and (g) the social service recipients’ quality of life profile
obtained by aggregating the scores of all participants in this study.

4. Discussion

The primary purpose of this article is to illustrate the
development and implementation of Provider Profiles in order to
help decision-making at the organizational and system level.
Although the goal of this study does not consist in showing the way
in which individual profiles can be used at the microsystem (for
very recent examples, see Claes et al., 2012; van Loon et al., 2013),
we would point out very briefly that the quality of life-related
personal outcomes for each participating person are also helpful
for organizations to develop person-centered planning and
supports at the microsystem level. In this way, a person’s quality
of life profile (based on individual personal outcomes) could be
compared with the quality of life profile of the center, with the
quality of life profile of the specific diagnostic group (e.g., persons
with intellectual disability), and with the quality of life profile of
social service recipients – all them based on aggregated personal
outcomes.

When using the Provider Profiles by organizations, the responsi-
bility of interpreting the specific results obtained resides in the
centers themselves, since they must take into account that
the results of this assessment do not necessary mean a high or
low success of their practices and activities, but they can be
explained together with many other reasons that nothing have to
be with them. In this way, it is the centers’ responsibility to discern
which outcomes are improbable by organizational actions and
which ones could be better explained by other causes not related to
their work or under their control. For this reason, we emphasize
that these Provider Profiles are just a starting point to develop
evidence-based practices, a mere baseline, that should be
completed with other periodical assessments –ideally, yearly
assessments. Along this line, the major goals of the centers should
be also analyzed, taking into account a group perspective involving
stakeholders, in order to establish relations between obtained
results and possible strategies to enhance them. Some guidelines
to improve quality of life-related personal outcomes at organiza-
tions can be found in Aveyard and Davies (2006), Gaugler (2005),
Schalock and Verdugo (2012a); and in Schalock, Verdugo, Bonham,
Fantova, & Van Loon (2008).

When using the Provider Profiles at the system level, the analyses
of aggregated quality of life-related personal outcomes may be
very helpful to guide the development and implementation of
social policies to enhance quality of life of social service recipients.
As Shogren and Turnbull (2010) pointed out, the international
public policies about collectives at risk of social exclusion
(especially, those for people with intellectual and developmental
disabilities) try to promote and implement concepts and principles
that are: (a) person-centered (e.g., self-determination, social
inclusion, empowerment, individualized supports); and (b)
organization and system-centered (e.g., positive attitudes, no
discrimination, coordination, collaboration). For instance, Walsh
et al. (2010) found three factors that are related to public policies as
great predictors of quality of life-related personal outcomes:
participation opportunities (e.g., more chances to keep in contact
with relatives and friends), life conditions (e.g., more normalized
conditions of life), and supports to professional skills (e.g.,
communication skills).

The results obtained at the community level in Catalonia (i.e.,
macrosystem level: results obtained by all participants) should
play a promoting or stimulating function to develop strategic
actions by the government and other organisms in their way to
improve the quality of life of the citizens. In this sense, with the
goal of developing specific actions to improve results in those
domains in which the lowest results were shown, it is interesting
to compare the results of this study (carried out in 2010) with a
previous one carried out three years before (2007) with a
representative sample of social services in Catalonia (N = 3029)
(see Gómez, 2010, 2013; Verdugo et al., 2008a, 2008b, 2009, 2010).
Such comparison is illustrated in Fig. 6, where it can be seen that
the scores do not differ in a significant way from the first to the
second assessment, except for self-determination and rights, in
whose cases the size effects are very low (Cohen’s d = 0.223 and
0.252, respectively). These results emphasize the need for public
and social policies to focus on the improvement of quality of life-
related personal outcomes especially in personal development, but
also in social inclusion, self-determination, and emotional
wellbeing. Our findings, pointing out personal development as
the key domain to improve quality of life-related personal
outcomes, are consistent with those found in other studies
conducted with similar populations (e.g., Bonham et al., 2003,
2004; Bouffard, 2012; Emerson et al., 2001; Perry & Felce, 2005).
The specific guidelines that were suggested to the Government of
Catalonia and organizations are summarized in Table 3.

The development and implementation of Provider Profiles is a
pioneer experience not only in Spain, but in Europe as well. We
consider that we are at an ideal moment to go beyond
the application of the quality of life concept not only to the



Fig. 5. Summary example of a Provider Profile.

L.E. Gómez et al. / Evaluation and Program Planning 40 (2013) 17–26 23
microsystem level (to make clinical decisions and provide person-
centered supports) but also to the mesosystem and macrosystem,
to enhance their effectiveness and efficiency. Quality of life scores
obtained from the use of a reliable and valid measure provides
organizations and systems with relevant information to organiza-
tions and policy developers that is helpful to guide the
implementation of interventions for quality improvement, to
monitor and guide organizational processes of change, to guide



Fig. 6. Quality of life-related outcomes at the macrosystem level (raw scores).

Table 3
Recommendations to improve quality of life.

Enhance quality of life-related personal outcomes in personal development and inclusion as highest priority.

Improve users’ incomes, either by helping them to get better-remunerated jobs or by standing for better social benefits.

Provide more and better information about the users’ rights, and empower them to defend and exercise them.

Try to improve health status of users (i.e., pain, discomfort, o inability to carry on a normal life) by providing them more supports in daily life activities, technical

assistance, and heath promotion interventions.

Develop programs to promote social and family relations, paying special attention to couple and sexual relationships.

Promote the possibilities to take decisions and make elections by implementing programs focused on autonomy and self-determination.

Enhance self-concept and satisfaction of users (e.g., humor and resilience workshops).

Facilitate the access to new technologies (e.g., cellular, computer, internet).

Guarantee the participating of users in the development of their individual-centered planning.

Promote the use of community environments and facilities, search for and promote natural supports (relatives and friends), and facilitate friendships outside

the social service facility.
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evidence-based practices, and to improve quality of life out-
comes of service recipients. We consider that this information
also impacts significantly the relationships between service
recipients and providers, given that the Provider Profiles allow
recipients to have a better view of the services that either they
are currently receiving or that they can choose. In this way, we
can also have an influence on the system of provision of services
by encouraging quality, personal outcomes, and transparency.
This experience has a main goal of highlighting the level of
quality of life and the needs of a very broad number of persons
who need and use social and human services. This experience is
an unprecedented effort in Spain for the transparency, accessi-
bility and facilitation of decision-making. However, such
information would be only helpful when professionals, orga-
nizations, and policy makers update and review it constantly,
when they reflect deeply about the real needs and aspirations of
social service recipients (Keith & Bonham, 2005; Schalock and
Verdugo, 2012a, 2012b).

Nevertheless, this work is not free from limitations, and these
provide some suggestions for future research directions. Most
crucially, we must note the limitations associated with assessing
quality of life-related personal outcomes from the perspective
of other persons who are not the social service recipients.
In this sense, we think that reports of others who know them
well are needed, but we cannot forget or omit self-reports that
reflect the values underlying the quality of life concept (e.g.,
inclusion, empowerment, equity, and self-determination) and
the principles underlying the disability rights movement
underscoring the right that individuals have to express
their own feelings about their quality of life. Therefore, our
challenge is to include self-reporting in the development of
Provider Profiles in order to move toward more holistic
approaches.
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Appendix A
EMOTIONAL WELLBEING.

1. He/she is satisfied with their present life

2. He/she shows symptoms of depression

3. He/she is happy and in a good mood

4. He/she expresses feelings of helplessness or insecurity

5. He/she shows symptoms of anxiety

6. He/she is satisfied with themselves

7. He/she has problems of conduct

8. He/she is motivated when performing some kind of

activity

INTERPERSONAL RELATIONSHIPS.

9. He/she does things they enjoy with other people

10. The relations with his/her family are as they would like

them to be

11. He/she complains about a lack of close friends

12. He/she has a negative view of their friendships

13. He/she says they feel undervalued by their family

14. He/she finds it difficult to start up a relationship with a

potential partner

15. He/she gets on well with their colleagues at work

16. He/she says they feel loved by the people who are

important to them

17. Most of the people with whom they interact are in a similar

situation

to their own

18. He/she has a satisfactory sex life

MATERIAL WELLBEING.

19. Where he/she lives stops them from leading a healthy life

(noise, fumes,

odors, gloom, lack of ventilation, damage, inaccessibility. . .)

20. His/her workplace complies with rules on health and safety

21. He/she has the material possessions they need

22. He/she is unhappy with where they live

23. Where he/she lives is clean

24. He/she has enough money to cover their basic needs

25. He/she does not earn enough to be able to afford luxuries

26. Where he/she lives has been adapted to their needs

PERSONAL DEVELOPMENT.

27. He/she finds it difficult to cope with everyday situations

28. He/she has access to new technologies (Internet, mobile

phone, etc.)

29. The work they do enables them to learn new skills

30. He/she finds it difficult to effectively deal with the problems

they have

to face

31. He/she does their work competently and responsibly

32. The service he/she attends caters for their personal

development and the

learning of new skills

33. He/she is involved in the drafting of their own individual

program

34. He/she lacks motivation at work

PHYSICAL WELLBEING.

35. He/she finds it difficult to sleep

36. Technical aids are available if he/she needs them

37. He/she has healthy eating habits

38. His/her state of health allows them to lead a normal life

39. He/she maintains good personal hygiene

40. The service he/she attends supervises the medication they

take

41. His/her health problems cause them pain and discomfort

42. He/she finds it difficult to access healthcare resources

(preventive care, GP, at home, in hospital, etc.)

SELF-DETERMINATION.

43. He/she has personal targets, goals and interests

44. He/she decides how to spend their free time

45. The service he/she attends caters for their preferences

46. He/she defends their ideas and opinions

47. Other people decide upon his/her personal life

48. Other people decide how he/she spends their money

49. Other people decide what time he/she goes to bed

50. He/she organizes their own life

51. He/she chooses who they live with
SOCIAL INCLUSION.

52. He/she frequents communal areas (public swimming pools,

cinemas,

theaters, museums, libraries. . .)

53. His/her family provides support whenever needed

54. There are physical, cultural or social barriers that hinder

his/her social

inclusion

55. He/she lacks the necessary support for taking an active part

in everyday

life in their community

56. His/her friends provide support whenever it is needed

57. The service he/she attends encourages them to take part in

community

activities

58. The only friends he/she has are the ones who attend the

same service

59. He/she is rejected or discriminated against by others

RIGHTS.

60. His/her family violates their privacy (reading their letters,

entering

without knocking. . .)

61. He/she is treated with respect in their environment

62. He/she has information on their basic rights as a citizen

63. He/she finds it difficult to defend their rights when these

are violated

64. The service he/she attends respects their privacy

65. The service he/she attends respects their possessions and

their ownership

rights

66. One or more of his/her legal rights have been impaired

(citizenship,

vote, legal processes, respect for their beliefs, values, etc.)

67. The service he/she attends respects and defends their rights

(confidentiality, information on their rights as a user. . .)

68. The service respects the privacy of his/her information

69. He/she is exposed to exploitation, violence or abuse

Lessons Learned

Provider profiles are an organizational strategy that could be used

to improve effectiveness and efficiency of organizations. A consistent

result in studies related to the development of Provider profiles is the

need of making greater efforts in the achievement of better results in

the domain of personal development and self-determination.

Probably, a change in the way we consider to persons at risk of

social exclusion or in situation of dependence may give rise to a

substantial improvement of these results. Therefore, the key may be

in not considering and treating them as clients, with a passive role,

but as citizens with an active role within the organizations.
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Schalock, R. L., Verdugo, M. A., & Gómez, L. E. (2011). Evidence-based practices in the
field of intellectual and developmental disabilities: An international consensus
approach. Evaluation and Program Planning, 34, 273–282 http://dx.doi.org/10.1016/
j.evalprogplan.2010.10.004.

Schalock, R. L., Verdugo, M. A., Jenaro, C., Wang, M., Wehmeyer, M., Xu, J., et al. (2005). Cross-
cultural study of quality of life indicators. American Journal on Mental Retardation, 110,
298–311 http://dx.doi.org/10.1352/0895-8017(2005)110[298:CSOQOL]2.0.CO;2.

Shogren, K. A., & Turnbull, R. (2010). Public policy and outcomes for persons with
intellectual disability: Extending and expanding the public policy framework of
the 11th edition of Intellectual disability: Definition, classification and systems of
supports. Intellectual and Developmental Disabilities, 48(5), 375–386 http://
dx.doi.org/10.1352/1934-9556-48.5.375.

The ARC of Nebraska. (2003). Nebraska developmental disabilities service provider
profiles. Lincoln, NE: The ARC of Nebraska.

van Loon, J. H. M., Bonham, G. S., Peterson, D. D., Schalock, R. L., Claes, C., & Decramer, A.
E. M. (2013). The use of evidence-based outcomes in systems and organizations
providing services and supports to persons with intellectual disability. Evaluation
View publication stats
and Program Planning, 36, 80–87 http://dx.doi.org/10.1016/j.evalprogplan.
2012.08.002.

Verdugo, M. A., Arias, B., Gómez, L. E., & Schalock, R. L. (2008a). Formulari de l’Escala
GENCAT de Qualitat de vida. Manual d’aplicació de l’Escala GENCAT de Qualitat de
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Verdugo, M. A., Arias, B., Gómez, L. E., & Schalock, R. L. (2009). Formulario de la Escala
GENCAT de Calidad de vida Manual de aplicación de la Escala GENCAT de calidad de
vida [Formulary of the quality of life GENCAT Scale. Manual of the quality of life
GENCAT Scale (Spanish version)]. Departamento de Acción Social y Ciudadanı́a.
Generalitat de Cataluña Retrieved from http://inico.usal.es/documentos/Escala-
GencatFormularioCAST.pdf.
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