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A Brief Historical Note on System Reform

In July, 1788, the embattled King of France commissioned a nationwide research
project to discover records and documents bearing on reform of the political system.
This call for documents lent legitimacy to a voluminous body of political literature
far in excess of the research project originaly requested by the King (Shapiro and
Markoff, 1994). The“ Cahiersde Doleance” of 1789 areacompilation of public desires
for political change. They address a central concern that is as pertinent to the current
reforms in mental health services as it was to the more general political debate
preceding the French Revolution. What do people want from a system of public
services?

INTRODUCTION

This report was prepared to facilitate the work of the Phase |1 Task Force on the National
Consumers Mental Health Report Card. This report summarizes written documents that express
concerns of consumer groups regarding assessing mental health services they receive. The
particular focus of thisreview is on what consumers want from their mental health services. The
review is restricted solely to the consumer point of view. The ultimate goa of the Task Forceis
to select and/or construct a set of performance indicators that express what consumers want from
mental health services. Thiswork is one component of alarger literature review on performance
indicators. At the time of thiswriting, we are unaware of any compilation of consumer-generated
documents on performance indicators. Consequently, thisis an initial attempt to inform members
of the Phase || Task Force about existing sets of statements of consumers' concerns. Only after
some form of prioritization involving a broad, representative group of consumers occurs, should
work proceed to operationalize these selected concerns into quantifiable performance indicators
to be used in a National Consumer Mental Health Services Report Card.

Readers are referred to the Phase | Task Force Report, issued in June of 1994 for afull discussion
of the background work of the Phase | Task Force. In its suggestions to the Phase || Task Force,
the MHSIP Advisory Group offered the following guidance:

1. Domains of indicators from Phase | should be used as a guide, rather than a
constraint, in constructing the Report Card.

Phase I work should address the needs of State Mental Health Authorities (SMHA'S).

Selection of indicators need not to be constrained by immediate concerns over
reliability and validity in theinitial construction process.

With these suggestions in mind, the Phase || Task Force commissioned a selective review of the
literature relevant to mental health services' performance indicators. The present document
summarizes work completed on one component of the relevant literature—documented,
empirical studiesinvolving consumers’ (persons with serious and persistent mental illness)
expressions of what they want from their MH services.

WHAT ISINCLUDED IN THISLITERATURE REVIEW

Much of the material relevant to this review has emanated from small group discussions among
consumers regarding their desires and preferences. Some of these discussions result in written
reportsthat vary in detail and level of analysis. Few of these reports have been published in the
professional literature. Most exist as reports prepared for the agency asking for and/or funding
the work. These local expressions of concern are one good source of information regarding what
mental health consumers want from mental health services.

Thisreview represents afirst attempt to assemble some broad set of these documents and to
catalog the concerns. It is not based on an exhaustive or systematic search. Rather, we relied on
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channels known to us and other members of the task force to “get the word out” about what we
were looking for and where contributions could be sent.

How Documents Were Obtained: We contacted consumer groups, state Offices of
Consumer Affairs, and other sources nationally whom we knew to be aware of reports and other
relevant documents. We also examined consumer newsl etters as possible sources. A request for
submissions was posted on several national computer bulletin boards: 1) one operated by
consumers, 2) the Policy Resource Center’s PIE ONLINE network, and 3) Internet Listservers
related to MH program evaluation. We also directly contacted several groups representing
consumers and staff in mental health research, policy, and service-provision positions. Consumer
groups unaffiliated with state or local mental health agencies, and those not producing

newsl etters having national circulation are not represented in this review. We make no claims for
representativeness of this literature. Our purpose is exploratory, and the generalizations offered
from this analysis should be examined with all due consideration of the scope and limitations of
this enterprise.

A lig of individuas and groups contacted to obtained documentsis provided following the reference section
of thisdocument. We are indebted to those personswho took thetimeto assst us.

Other Sources: We were also aware of efforts involving other methods that could yield

useful information about consumer outcome concerns. These included results of some surveys
that have been published in the literature. In addition, we knew of works in progress asking
consumers to prioritize what was important to them. Finally, we included the two existing reports
on concept mapping of consumer preferences.

CRITERIA FOR SELECTION DOCUMENTSFOR REVIEW
We collected a set of 40 documents. Sources are listed at the end of this report. Some referenced
sources contributed multiple documents which are identified only once in the Reference section.)

The following criteriawere used to select documents for detailed review.

1. The document reflected an organized attempt to get at consumer preferences for what
they want from the MH system.

2. The number of consumersinvolved was greater than one (e.g., personal accounts and
one-person testimonies were not included in this review).

3. Thedocument listed specific concerns about what consumers want (e.g., Symptom
relief, socia support, choice of service, rights to refuse treatment, information about
drugs, etc.).

4. The document reported on empirical data—qualitative and quantitative—and
provided information about the sample size, method, probes used to define tasks or
generate discussion, sponsoring agency, and other descriptive information.

Of the 40 documents obtained, only a small number met these criteria and were abstracted in
detail. This small set resulted from a conscious winnowing of the harvest of documents. We
excluded consumer evaluations of specific programs. Needs-assessment surveys regarding
particular types of service consumers and others (family members, providers and administrators)
believed were needed were a so excluded due to their idiosyncratic and provincia nature.

We included brief annotations of documents that were not submitted to full analysis because they
fell outside our criteria. These documents are included in order to call attention to their existence
and potential significance for readers whose interests are broader than our self-imposed criteria
for detailed abstraction.



ORGANIZATION FOR ABSTRACTIONSAND ANNOTATIONS
For each project that met criteriafor inclusion, we present the following information:

Sour ce: - information about the author(s). The complete citation is provided in the
“reference section”.

Sponsor: - adescription of the auspices and/or resources used to enable the project.

Sample Size: - the number of consumers involved in the study. Some studies/projects
involved multiple sample groups and when possible, we abstracted each
“subgroup” as a separate study.

Sample Description: - information about demographic and clinical status characteristics
for the personsinvolved in the study.

Method - a brief description of the procedures used in the study. Three general methods
were encountered. The majority of the projects involved focus groups. These
involve convening groups of consumers, providing a probe or series of probe
guestions, and recording consumer responses. A second method involves surveys
wherein consumers were asked to respond in writing to questions about what they
wanted. The third method presents consumers with a priori closed-end lists of
concerns and requests they indicate their relative preference for each concern.
Many of the latter types of studies also request consumers to group items
according to their similarity (concept mapping procedures) or importance. These
groupings are then submitted to statistical clustering or factor analytic procedures
in an attempt to establish a structure (label) for groups of concerns.

Probe: - the stimulus or request defining the task consumers were requested to compl ete.



FULL ABSTRACTIONS

Source: Coursey, R.D., Farrell, & Zahniser (1991)

Sponsor: University based researchers with input from consumers on survey design and analysis
Sample size: 204 consumers

Sample Description: Adults with severe and persistent mental illness; East Coast of U.S. including mix
of urban, suburban and rural areas; 14% black, 84% white, 2% other; 46% female; mean age = 37.4;
94% of respondents were clients receiving mental health services. Surveys were administered in four
rehabilitation centers (N=77), two self-help groups (N=20), two consumer advocacy groups (N=62), and
amental health center, or aday treatment program, or a medication center (combined N = 45). No
description provided for sampling methodology - probably a convenience sample. Other demographics:
56% not working; 72% on SSI; 82% receiving treatment for at |east three years; 92% taking medication
with 40% indicating trouble side-effects; 43% had or were living in supervised housing; 79% were
satisfied with current living arrangements; 54% had been involuntarily committed with 58% of these
feeling the commitment was justified.

M ethod: Forced-choice scaled-response (some checklist) items on a written survey constructed by
authors (with input from consumers regarding readability and format as opposed to content) to explore
“how consumers felt about their lives within the context of their illness, the consequences of theillness
and the services that they received”. Consumers were involved in distributing and administering an
unspecified percentage of the surveys. Fifteen consumersinvolved in atest-retest (2 week interval)
reliability estimate that showed 82% of the time consumers provided the same answers. The average
amount of missing data (blank answers) for the entire sample was less than 1%. The data presented
below are from one checklist item on a 41+ item questionnaire.

Probe: Which of the following topics do you want help with (check all that apply)?

Percent
Positive Authors
Concern Response L abel
1. Gaining self-confidence 65
2. Living amore normal life 61
3. Obtaining ajob 61
4. Lessening anxiety 58
5. Cultivating friendships 56
6. Controlling weight 48
7. Controlling symptoms of illness (voices, moods) 46
8. Finding a companion of the opposite sex 46
9. Participating in recreation and sports 42
10. Going back to school 39
11. Living independently of supervised housing 38
12. Controlling smoking 30
13. Owning a pet 19
14. Living independent of family 18
15. Controlling drugs and/or alcohol use 11




Source: Coursey, R.D., Farrell, & Zahniser (1991) continued
Probe: Assorted additional items (mostly Likert-type ratings)

Per cent
Positive Authors
Concern Response L abel
1. Fear that either doctors and MH professionals or family 31
members would place them back in the hospital
2. People overreacting to their mental illness and were too 48
quick to place them in a hospital
3. MH workers have too much power over consumers’ lives 46
4. Parents have too much power over consumers’ lives 24
5. People don’t listen to consumers or treat them with 61
respect once they know the consumer has been seen by
apsychiatrist or been in a hospital
6. Not treated fairly by MH staff 28
7. Were angry about their mental illness 53




Source: Dumont, J. & Campbell, J. (1994) - (Lake Lanier, GA.) - Draft as of 2/20/94

Sponsor : Center for Mental Health Services

Sample size: 16

Sample Description: Adult MH service consumer/survivor leaders and advocates - nearly all involved
in self-hel p/advocacy movements. Some are administrators of recipient affairs. Five persons serve on
boards/committees of MH agencies. Few are actual public MH agency clients.

Demographics: 25% black, 75% white; 56% female; median age = 45; 5 have advanced degrees, 3 have
B.A.’'s, 4 have some college and the remaining 4 are high school graduates; most currently employed,;
income range of $6,000 to $50,000.

Method: A consumer/survivor led a structured group process. Participants brainstormed a list of 81
concerns. Participants were then asked to sort these concerns into between two and 80 piles with no pile
for miscellaneous permitted. Participants were encouraged to have 10-25 piles. Additionally, as a
separate, second task, participants were given alist of the concerns and asked to rate the importance of
each relative to the other concerns using a5 point Likert-type scale (1 = relatively unimportant, 2 =
somewhat important, 3 = moderately important, 4 -= very important, and 5- extremely important).
Trochim’s concept mapping software was then used to generate clusters and concept maps which were
then used to generate cluster labels.

The data presented below include only those concerns that received an mean importance rating equal to
or greater than the median (= 3.50) calculated for the total set of items. The range of mean ratings for the
total set was 2.56 - 4.63. The item numbers shown in the first column of the table correspond to the item
numbering scheme used in the original study to enable the exploration of items which are not presented
here. The mean item importance rating is shown in the second column. The labels shown in the third
column are the cluster (concept) names for the corresponding item.

Probe: “Generate statements that describe specific consumer/survivor-defined individual and/or system-
outcome indicators or measures that should be part of mental health system measurement”.

Mean
Importance Authors
Concern Rating L abel
19.  Move from patienthood to personhood Person Defined
4.63 Paths to Healing
33. Effectsof force asastudied variable in all mental health Force Invol.
research 4.19 Intrusive
“Treatment”
18. Recognizing and utilizing natural healing processes of 4.13 Person Defined
people Paths to Healing
32. Reclaiming of identity 4.13 Person Defined
Paths to Healing
15. Opportunity to define one’s own role in the system 4.06 Consumer Powerl
essness & Sys.
Oppression
63. Relationship between mental health system & System’'s Rolein
perpetuation of shame, stigma & separateness 4.06 Perpetuation
Oppression
63. How well the system reflects values of: mutuality, 4.06 Values & Quality
respect, holism, acceptance inclusion,...
0. Education of consumers about their healing 4.00 Person Defined
Paths to Healing
16. Evaluate DSM from the point of view of people who 4.00 Person Defined
receive the diagnosis Paths to Healing




57. Negative and positive effects of going off medication 4.00 Damaging
Effects of
Medicat. & ECT
67. Impact of involuntary treatment procedures on Force: Invol.
subsequent therapeutic & family relationships 4.00 Intrusive
“Treatment”
73. Impact of consumer/provider involvement in public Consum. Impact
policy making activities 4.00 on Policy Making
48. Relationship between family history of abuse & Negative Effects
subsequent diagnosis & treatment 3.88 of Labeling, Dx.,
& Tx.
66. Pathways of and barriers to accessibility of self help for 3.88 Consumer Powerl
people on hospital wards essness & Sys.
Oppression
1. Measurethe barriersimposed by racism Barriers due to
3.81 Racism & Oth.
Prejudices
29. Effect of language and labeling on consumersin Negative Effects
hospital wards 381 of Labeling, Dx.
& TX.
45. Knowledge of state & local level decision makers 3.81 Consum. Impact
about reality of consumers/survivors on Policy Making
4. Staff’scultural competence Barriers due to
3.75 Racism & Oth.
Prejudices
35. Contrast differencesin quality of life/recovery issues Consumer Control
for people who identify themselves as consumers v. 3.75 led Self Help
survivorsv. those who don't identify with either Alternat.
65. Accessihility & availability of alternative/practitioners Consumer Control
& setting to consumersin crisis 3.75 led Self Help
Alternat.
13. Effect of negative terminology, e.g., slow functioning, Negative Effects
on recovery 3.69 of Labeling, Dx.,
& Tx.
14. What isthe availability and accessibility of legal 3.69 Legal Issues
representation
Consumer Control
19. Degree of client agency/active control of their situation 3.69 led Self Help
Alternat.
25. Number of quality employment opportunities for 3.69 Models of
individual talents Employment
34. Dollars spent on MH programs with outcomes achieved 3.69 System as Parent
(by consumers) if any
38. Number of educational opportunities give to consumers 3.69 System as Parent
regarding medication & life style change
50. Model held by practitioners of amentally healthy Values & Quality
person, how they think you get there & how they convey 3.69
thisto their clients
51. Degree of assertiveness consumers feel they have with 3.69 Person Defined

caregiversin the MH system

Paths to Healing




55. Differential effects of people with daily structure 3.69 Person Defined
imposed by MH program vs. people who self generate Paths to Healing
meaningful activities

61. Differencein self defined outcomes for voluntary v. 3.69 Values & Quality
involuntary patients

30. Amount and negative effects of ECT 3.63 Damaging

Effects of
Medicat. & ECT
39. Educate consumers about their healing 3.63 Person Defined
Paths to Healing

60. Validity of psychiatric diagnoses by periodic blind 3.63 Negative Effects
reevaluation & comparison of Labeling, Dx.,

& Tx.

74. Effects of unfree access to information, e.g., no patient 3.63 System as Parent
access to own records

76. Outcome of commitment law 3.60 Legal Issues

72. Effectsof afocus by providers, family members & Consumer Powerl
others on possihilities v. disabilities 3.57 essness & Sys.

Oppression
5. Number of black males diagnosed with paranoid 3.50 Stereotyped Dx.
schizophrenia and other Due to Racism &
Oth. Prejudices
9. Number of people misdiagnosed 3.50 Negative Effects
of Labeling, Dx.,
& Tx.

16. Different outcomes of people treated and not treated 3.50 Force: Invol.

with psychiatric drugs Intrusive
“Treatment”
36. How to measure the condition of forced versus Force: Invol.
voluntary treatment 3.50 Intrusive
“Treatment”
56. Effects of medication causing seizures 3.50 Damaging
Effects of
Medicat. & ECT
58. Effectsof psychotropic medications on deaths 3.50 Damaging
Effects of
Medicat. & ECT

69. Impact of insurance parity: increased funding for forced 3.50 Legal Issues
treatment

71. Factorsinfluencing rates of restraints & seclusion 3.50 Force: Inval.

Intrusive
“Treatment”




Source: Richard Heine, Ph.D., (1994) Kentucky Department of Mental Health. - Working Papers
Sponsor: Kentucky Department of Mental Health and Statewide Consumer Advisory Council

Sample size: 20 consumers

Sample Description: Adult service recipients with severe and persistent mental illness; 10% black, 90%
white; 50% female; mean age = 35; approximately equally split between rural and urban places of
residence.

Method: DMH staff member and consumer ran afocus group session. The labels in the table that follow
represent the interpretations of the group’s (non-statistical, inductive) construct interpretations for the
items. Groups latter rated the importance of the constructs (as opposed to individual concerns). We
present the first five categories and their associated concerns. The other five either were irrelevant, or
consisted of very few concerns. The construct labels not included are: “Be attuned to external reality”,
“Being in tune with internal reality”, “Helping others as evidenced by being all | can be to others:, “Self
understanding of mental illness’, and “ Document and do research about mental illness’. Consumers
prioritized the constructs (but not the individual concerns). The priority rating for the construct is
presented in the second column.

Probe: “What specific objectives are essential to a consumer’s personal success?’

Priority Authors
Concern Rating L abel
1. Supportive housing 1 Being able to
live alone
2. Money : “
3. Accessto community resources : “
2 Achieve
4. Defining successis my right - my responsibility individua

personal goals

A day when | have choices

A placeto live with dignity

Gainful employment

Increase in activities

(XN (o

Good will of community u «

10. Increase support systems “ E

11. Reduce anger “ “

12. Reduce rate of hospitalizations ) !

13. Movement to less strict environment “ “

14. Identify need for intervention “ “

15. Beaware of stressors P w

16. Reduction in medications “ “

17. Goal oriented behavior “ “

18. Attempt anew task « «

Develop and
19. Besociadly active 3 maintain

responsible
relationships

20. Have successful relationships “ “

21. Develop accurate understanding of relationships

22. Accept changing relationships

23. Don'tisolate yourself u E




Create redlistic
expectations

24. Familiesfree of denia 4 between family

and consumers
regarding

illness/person

25. Family support with no blame “ “

26. Family therapy is OK when consumer requests it “ ¢

27. Eliminate blame “ “

28. Family must let go “ “

29. Reduce anger between family and me “ !

30. Reduce co-dependency “ “

Other’s

31. Teach mental health to others 5 understanding of

mental illness

32.

Families being informed

33.

Demystify mental illness

34.

Educate own family

35.

Educate community about mental illness

36.

Send family to AMI

37.

Erase mental illness stigma
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Source: Midgley, Gilliland, Rose, Livermore, et. a. & Lemoine & Speier (1994)

Subgroup: 1

Sponsor: Louisiana Office of MH and Louisiana State U.

Samplesize: 12

Sample Description: Adult service recipients and members of Louisiana’s statewide consumer network
(CONFIDENT). 67% black, 33% white; 67% female; mean age = 38.2; predominantly rural.

Method: Focus group were facilitated by OMH and LSU staff. Four probe questions were used. Three
are reported below. The fourth question concerned suggestions for informing the state office about
whether consumers are getting what they need. The concernsidentified in response to each of the probes
incorporated are presented below. The authors constructed labels after collapsing the concerns across
groups. Thus no labels are available at the level of the individual concerns for each subgroup. No
importance or priority information is shown as the project simply involved eliciting concerns.

Probe 1: “What to you want MH servicesto do for you?”’

Concern

1. Moresocial workersto talk to

2. Keep giving free medication

w

Ease my family’s concerns by telling them how | am
doing

Believein me

No cost access to social workers and doctors to talk to

Home visits

Same staff to see mein the hospital and community

ool el K2l AN o

Support to maintain and obtain my personal, financial
goals

9. Let me be more independent

10. State support for Confident (consumer organization)

11. Moredoctor visits

Probe 2: “What two questions would you like to be asked in the future about the MH services you have
received?’
Concern

What (services?) do you go for?

Do you get your medicine on time?

Areyou using alcohol or narcotics?

Areyou satisfied with the services?

What can we do to make life easy for you?

What kind of problems do you have?

Nj@o|g|k|w|N|F

Do you know the side-effects of the medications you
are taking?

o

How isyour life going for you?

9. Areyou getting alot (of benefit) from the services
you receive?

10. Have your relationships improved?

11



Probe 3: “If l?)/ou could get the one thing you really needed from your mental health services, what would
it be?’

Concern
Permission to drive a car
Be free of medication (2 times)
Have increased self-confidence
Ajob
More income
Access to services when | need help
Assist other people who need help

Publish a newsletter about recovery and education of
public

9. More help from case managersin area of housing and
supports for independent living

10. More services from psychotherapist rather than so
many psychiatrist visits

XN ||~ |W|N (-
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Source: Midgley, Gilliland, Rose, Livermore, et. a. & Lemoine & Speier (1994)

Subgroup: 2

Sponsor: Louisiana Office of MH and Louisiana State U.

Samplesize: 12

Sample Description: Adult service recipients having severe & persistent mental illness and members of
statewide consumer network. 50% black, 8% indian, 42% white; 42% female; mean age = 41.1; 5 ruradl,
2 urban, 5 unknown.

Method: Focus group facilitated by OMH and LSU staff

Probe 1: “What do you want MH servicesto do for you?’
Concern

To listen to me

To help me cope with society

Offer more direction

Faster access to services

Reduce staff turnover

More access to clinical services

To be called and reminded of appointments

O N[O G A | NV =

Counseling to help me deal with the world in an active
way

9. Need more counseling and It cost me too much to get it

10. Cost of serviceistoo high

11. More educated counselors

12. To be more assertive

13. Help me with day-to-day life

14. Counselors need to listen what we say

15. Immediate access to crisis evaluation screening

Probe 2: “What two questions would you like to be asked in the future about the MH services you have
received?’
Concern

Are your needs being met?

How are you?

What are your needs?

What are your suggestions for improvement?

Do you have one counselor; Are you satisfied?

Do you have group counseling?

Areyou being cared for?

Are you being heard?

©f O N| O G I W N =

Are your needs being met?

10. Isyour counselor addressing your problems?

11. What services are available for children/youth?

12.  What other resources can we help provide you with?

13. Areclinicians available to me 5 days a week?

14. Do you need legal aid (i.e., help getting child custody)?

15. Do you need family counsaling?

16. Do you support groups?

17. Doesyour therapist feel intimidated by you?

18. What isworking for you?

19. Arefamily members being listened to in their role as carggiver?

13



Probe 3: “If l))/ou could get the one thing you really needed from your mental health services, what would
it be?
Concern
More information on what services are available
Understanding
24 hour access
Teaching/Guidance/L earning
No “shoulds’
Choice - not put downs
Need trained professional staff
More psychologists/psychiatrists - less plain M.D.s
Want to eliminate the (staff’s) “holier than thou” attitude

OO N[ ||~ |W|N (-

10. Regarded as people of equal status

11. Listento mewhen | say what the meds are doing

12. Listen to what we say

13. Know what meds we are given

14. Respect

15. Support

16. To be normal

17. More socia workers/ more caring

18. Learn skillsthrough workshops (e.g., socia skills, etc.)
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Source: Midgley, Gilliland, Rose, Livermore, et. a. & Lemoine & Speier (1994)

Subgroup: 3

Sponsor: Louisiana Office of MH and Louisiana State U.

Samplesize: 12

Sample Description: Adult service recipients having severe and persistent mental illness and members
of statewide consumer network. 33% black, 8% unknown, 58% white; 58% female; mean age = 36.6;
equally split between rural and urban.

Method: Focus group facilitated by OMH and LSU staff

Probe 1: “What do you want MH servicesto do for you?’

Concern

1. Counsdling

2. Therapy from psychiatrists without turnover

3. Continuity of care

4. Stabilization

5. More frequent visits with psychiatrists

6. Doctors and other professionals need to take more

time and have more compassion

7. Access to case manager

8. Better crisisintervention

9. Help to become afunctioning individual again
10. Speedier services
11. System that cares

Probe 2: “What two questions would you like to be asked in the future about the MH services you have
received?’

Concern

Areyou satisfied with the services you receive? Y/N

Areyou effectively served?

Is your therapist helpful ?

|s the medication helpful ?

Are you informed of new medicines?

Do you know the potential side-effects of your meds?

Areyou satisfied with your social worker?

How do you cope with your illness?

©O@O N || [W (N

Do you know your diagnosis?

=
©

Do you fedl involved with formulation of your
treatment plan?

11. How areyou feeling?

12. Areyou getting well-rounded care? (physical and
mental)

13. Areyou willing to take your medicine as prescribed?

14. Areyou provided with transportation?

15




Probe 3: “If l?)/ou could get the one thing you really needed from your mental health services, what would
it be?’
Concern
More acute care beds
Ajob
More group therapy
More counseling
L ess paperwork: more time with the consumer
Transportation

Monitor facilities better/protection from begging and
borrowing

Financial needs met
9. Increase SSI checks
10. Safe and secure facilities
11. Reduce budget cuts/Better financial backing
12. Medication-free evaluation period

N{@|g|r|w|N(F

®©
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Source: Midgley, Gilliland, Rose, Livermore, et. a. & Lemoine & Speier (1994)

Subgroup: 4

Sponsor: Louisiana Office of MH and Louisiana State U.

Samplesize: 13

Sample Description: Adult service recipients having severe and persistent mental illness and members
of statewide consumer network. 46% black, 54% white; 62% female; mean age -= 38.2; equally split
between urban and rural.

Method: Focus group facilitated by OMH and LSU staff

Probe 1: “What do you want MH servicesto do for you?’

Concern

Keep us functioning

Maintain medication

Meet with case manager when needed

Professionals who care about consumers

Separate mental illness from criminal behavior

Available services

Continuity of care (stable)

Access to Dr. and counselor

O IN@ (O~ WM

Money to go toward services

=
©

Access to medication, nutritional and marriage
counseling

11. Giveusavoicein our treatment

12. Not be blamed for our illness

13. Lega services, psychiatrists and social worker provided

14. Extended hours (p.m.) for crisis work

15. Transportation

Probe 2: “What two questions would you like to be asked in the future about the MH services you have

received?’
Concern

1. How areyou doing?

2. Isthe medication O.K.?

3. What motivates you?

4. What can we do for you?

5. How isthe staff treating you?

6. Areyour problems being heard?

7. Isthe medication working?

8. How are you doing physically?

9. How islifetreating you?
10. Areyou being consulted about your meds?
11. Areyou treated with respect and dignity?
12. Do you wish to continue with the same workers?
13. Areyou having to provide services to the providers?
14. How isyour doctor treating you?

17



Probe 3: “If l?)/ou could get the one thing you really needed from your mental health services, what would
it be?’
Concern
Better crisislines
Speedier services
Counselor
More people to care for consumers
To be treated like a human being with respect and dignity
Separate mental illness and criminality
Better education
Grant to provide for family
Toll-free number

Ol N[ ||~ |W|N (-
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Source: Midgley, Gilliland, Rose, Livermore, et. a. & Lemoine & Speier (1994)

Subgroup: 5

Sponsor: Louisiana Office of MH and Louisiana State U.

Samplesize: 12

Sample Description: Adult service recipients having severe and persistent mental illness and ;members
of statewide consumer network. 25% black, 8% unknown, 67% white; 67% female; mean age = 35.6;
equally split between rural and urban.

Method: Focus group facilitated by OMH and LSU staff

Probe 1: “What do you want MH servicesto do for you?’

Concern

Medication

Counseling

Group

Public Awareness/Stigma

Income/Financia Support

Housing

Education

Influence public officials

©| | N| o) Ui A W =

More crisis centers

10. Address problems of homelessness

11. Monitor government agencies

12. Coordinate agencies

13. Useplain language

14. Transportation

15. Companionship - doing things with others would
stimulate mind

Probe 2: “What two questions would you like to be asked in the future about the MH services you have
received?’
Concern

How are you feeling?

Areyou feeling better?

Am | feeling better after medicine?

Are these services helping you? If not, what can we do?

Isthe medication O.K.?

How isthe family/friends?

How can we help with housing?

How can they better meet everyone's needs?

How good are the services?

O ©| O NI | U1| B[O N =

Ask about financial matters - How marriage status
affects

11. How isthe medication?

12. What €lse can we do besides medication?

13. Questions about income

14. 1shousing permanent or temporary?

15. How long should we have to wait for services?

16. When will we be eligible for services?

17. Do you need any more services?

18. How can we get services quicker?
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19. How urgenily do you need services?

20. Areyou on awaiting list for any services?

21. Ishousing Situation stressful ?

22. What things can you help yourself with?

23. What have you done to help yourself?

24. What are you doing to get your life together?

25. Areyou taking your meds?

26. Areyou able to provide for yourself on adaily basis?
Note: * = occurred twice

Probe 3: “If you ct:)ould get the one thing you really needed from your mental health services, what would
it be?
Concern
Reduction in check
Hear that you are well
Help as much as you can-get the right person to help you
Keep on medicine
Specific counseling (one on one)/ specialized help
More socialization
Get health back and live independently

Education is very important for independence in the
future

9. Tutoring
10. Learntolivewithillness
11. Learnto cope/ways of helping**
12. Help speed up social security
13. Focus spending more on mental illness-from President
Note ** = Occurred three times

XN |0 W (N (=
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Source: Midgley, Gilliland, Rose, Livermore, et. a. & Lemoine & Speier (1994)

Subgroup: 6

Sponsor: Louisiana Office of MH and Louisiana State U.

Samplesize: 12

Sample Description: Adult service recipients having severe and persistent mental illness and members
of statewide consumer network. 25% black, 75% white; 67% female; mean age = 45; equally split
between rural and urban.

Method: Focus group facilitated by OMH and LSU staff

Probe 1: “What do you want MH servicesto do for you?’

Concern

Support - need to be taken seriously

Take part in decision making

More information on the system and medicine

Legal information and services

Delivery of services

Fine-tuning of services (transportation)

Medication

X N| o 9 AW =

Are services the same in other areas? If not, why
different?

9. Allow consumers to volunteer

10. Help make transitions easier

11. Public awareness-educate genera public

12. Programs are not used because not publicized

13.  Job-finding
14. Better hedth
15. Family

16. Educating friends and family

17. Provide more counseling that includes family

18. Reduce stigma

19. Help with family issues and concerns (divorce)

20. Educate employers that we' re capable of meaningful
employment

21. Advertisement-let others know we're like everybody
else - improve public relations

22. Better services for adolescents (education)

Probe 2: “What two questions would you like to be asked in the future about the MH services you have

received?’
Concern
1. Do you think you can be independent since you're
getting services?
2. Areserviceslasting too long?
3. Isthe medication working?
4. Areyou ableto work?
5. Do mental health professional make you feel
intimidated?
6. Are professionals meeting your needs?
7. How areyou feeling?
8. What can | do for you?
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9. How do services it in with the job? SUpportive?
10. Hasmental health assisted you with finding/
maintaining job?
11. Areyou able to cope with mental illness?
12. Does professional meet your needs?
13. Isconfidentiality being maintained?

14. Have you seen the same service provider for an
extended period of time?

15. Isit possibleto get back into field that person wasin
before illness?

16. Have services been available for your career
advancement?

17. How does your family deal with your condition?
18. Do you feel you are discriminated against?

Probe 3: “If you could get the one thing you really needed from your mental health services, what would

it be?
Concern

1. Patience

2. Peace of mind

3. Job at MH center

4. Understanding problems

5. Respect

6. Support and security*

7. Medication - insurance to make it affordable

8. Financial help

9. Explore new meds and treatments
10. Better equipped hospitals
11. Tobeanequa
12. Ability to cope
13. Freedom to say no
14. Morerights
15. Spiritual support
16. Be ableto stop meds
17. To be cured
18. Having a private Dr. who you choose
19. Choice whether to bein agroup or not
20. Maintaining confidentiality
21. More consideration
22. Moreflexibility
23. Samerulesfor providers as consumers
24. Advocacy (telethons)
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Sour ce: Gregory Teague, Ph.D., New Hampshire-Dartmouth Psychiatric Research Center. Data
presented bel ow represent a consumer-only subset from a study in progress looking at the relative
importance of outcome dimensions from the perspectives of consumers, providers and family members.
The data comes from a sub-study of the utility of MH services which is part of alarger study on the cost-
utility of MH services provided by continuous treatment teams to persons dually diagnosed with MH and
SA abuse disorders.

Sponsor: RO1 NIMH Services Research Grant to Dr. Teague

Sample size: 49 consumers

Sample Description: Adult service recipients with severe and persistent mental illness (some dually
diagnosed with S.A.); 28.6% black, 71.4% white; 49% female; mean age = 36.9; consumersresiding in
N.H. and Washington, D.C.

Method: Pool of 74 items were constructed by Dr. Teague based upon areview of literature and focus
groups conducted with consumers, family members and providers. A priori domains of potential MH
outcomes included: clinical, functional and experiential areas plus linkage to supports and services. The
apriori domainsincluded items sampling: MENTAL AND PHY SICAL HEALTH (i.e., access to health
care, MH treatment engagement, MH treatment outcomes, self-management of MH treatment);
SUBSTANCE ABUSE (treatment engagement, self management, and level of abuse/dependence);
HOUSING (aternatives, choice; physical characteristics/setting; social characteristics); LEGAL (public
safety, legal involvement as alleged perpetrator, victimization); INDEPENDENCE/SELF-
SUFFICIENCY (self-care, care of others, care of home; optimal independence; financial independence
& self-management); WORK (work status, vocational skills, access; independence, satisfaction);
SOCIALIZATION (family relations, friends, social support network, interactions between self and
others); EMPOWERMENT/GROWTH/EDUCATION (self-esteem and self-confidence, education
opportunities, religious/spiritual expression); and LEISURE/RECREATIONAL ACTIVITIES (physical
activity; hobbies/other activities). A caucasian, non-consumer research assistant individually assisted MH
consumers (and other constituents too) through a Q-sort of the items. Ten factors were statistically
identified that accounted for approximately 50% of the variance across all respondent types. The labels
in the table that follows represent the author’s interpretations for the loadings when considering only the
consumer respondent groups. Items are listed in descending order of rated importance. We present only
those items having an (adjusted) importance rating equal to or greater than the mean for al items. Blank
entries in the 2nd column signify no clear factor loading.

Probe: Please sort these statements into one of five piles based on your perception of their importance
for persons with severe and persistent mental illness. (Note that the task really consisted of a series of
smaller, highly structured tasks - e.g., 1. “pull out the most important...,”, 2. “pull out the least
important...”, etc.).

M ean
Importance Authors
Concern Rating L abel
1. Having stable housing ( having a place to live and not 70.6 Self Care (-)*
having to move every few days/weeks)
Health/Survival
2. Having asense of self-confidence and self-esteem 68.7 Resource; Self-
Confidence
3. Living in decent housing (a place that’s structurally 68.6 Symp. & Medic.
sound, has electricity, heat, plumbing kitchen and furniture) Minimization;
Decent Housing
4. Having enough money for necessities like food, clothes 68.3 Health/Survival
and transportation Resource; Self-
Confidence
5. Having a sense of hope 67.4 [1Iness self-
mngmt. & hope
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6. Knowing when to ask for help 65.4 Health/Survival
Resource; Self-
Confidence
7. Receiving mental health services (as needed) 64.9 MH/SA Service
Engagement
Health/Survival
8. Being ableto get medical care (general physical healthy care) 64.5 Resource; Self-
Confidence
9. Staying out of psychiatric hospitals as much as possible 64.3 Health/Surviva
Resource; Self-
Confidence (-)
10. The consumer recognizing his/her mental illness 62.7 [Iness self-
mngmt. & hope
11. Being as physically healthy as possible 61.8 Wellness
12. Having agood relationship with mental health 60.7 Coping with
treatment providers stigma
(Personal
Acceptance) (-)
13. Being able to have fun and enjoyment in life 60.4 MH/SA Service
Engagement (-)
14. Having apurposein life 60.4 Wellness
15. The consumer understands how to use medication 60.4 MH/SA Service
properly Engagement
16. The consumer taking an active role in managing 59.6 [lIness self-
his/her mental illness mngmt. & hope
17. Following through with mental health treatment plans (e.g., 59.5 MH/SA Service
attending treatment groups, taking prescribed medication) Engagement
18. Staying out of jail 59.4 Lega
Symp. & Medic.
19. Keeping overall symptoms of mental illness to a minimum 58.6 Minimization
Decent Housing
20. Being ableto get dental care 58.2 Health/Survival
Resource; Self-
Confidence
21. Being able to manage his’her own money 57.7 Self Care
22. Having someone with whom to share private thoughts, 574 Independent
feelings and concerns (other than aMH care professional) Community Living
Independent
23. Having higher own placeto live (e.g., his’her own 57.4 Community
apartment) Living
24. Having health insurance, or being able to pay for medical care 57.3
25. Dressing and bathing in ways that other people 56.9 Self Care
generally accept
26. The consumer understands how to manage his/her stress 56.5 [1Iness self-
mngmt. & hope
Health/Survival
27. Not being avictim of physical or sexual assault 55.3 Resource; Self-
Confidence
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28. Fedling satisfied with treatment for mental illness 55.3 Work & Career
and/or substance abuse (-)
29. Not using any drugs (except for medications 55.0 Independent
as prescribed or recommended) Community
Living (-)
30. Having achoice about whereto live 54.7 Independent
Community
Living
31. Livingin asafe neighborhood 54.6 Health/Survival
Resource; Self-
Confidence
32. Being able to cope with setbacks 54.3 Wellness
33. Having agood relationship with family members 54.1 Self Care (-)
34. Being satisfied with life overall 53.8 Wellness
35. Being satisfied overall with hig/her living arrangements 53.7 Independent
Community
Living
36. Understanding nutrition and food preparation, 53.6 Self Care
and eating 2-3 nutritious meals per day
37. Being ableto take care of his’her home or apartment 52.8 Self Care
(e.g., keeping it clean)
38. The consumer understanding how to manage 52.6 MH/SA Service
symptoms of mental illness Engagement
39. Being able to manage time and set priorities 52.2 Independent
Community
Living (-)
40. Keeping suicida thoughts and behaviors to a minimum 51.4 MH/SA Service
Engagement
41. Keeping prescribed medication to a minimum 51.2 Symp. & Medic.
Minimiz;
Decent Housing
42. Having enough privacy where he/she lives 50.5 Independent
Community
Living
43. Having regular contact with friends (people who are 50.5 Independent
Community
Living

*Note: (-) = item is scored negatively
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Source: Trochim, W., Dumon, J. & Campbell, J. (1993) - (Wakefield, MA)
Sponsor: NASMHPD Research Institute under a contract from CMHS s Div. of State & Community
Systems Devel opment
Samplesize: 17
Sample Description: Adult MH service consumer/survivor leaders and advocates - nearly all involved
in self-help/advocacy movements. Many are connected with the MH system as providers of services,
MH researchers or administrators. All have diagnoses classifiable as a major mental illness. The average
number of psychiatric admissions was 10.1. Most are not receiving services from public MH system.
Demographics (only 15 persons supplied demographics for what follows): 100% white; 60% female;
median age = 42; nine have advanced degrees, 3 have B.A.’s, 3 have some college; most currently
employed with income in range of $6,500 to $75,000 (median income = $27,500).
Method: Consumer/survivors and William Trochim co-led structured group process. Participants
brainstormed alist of 98 concerns. Participants were then asked to sort these concerns into between two
and 97 piles (with no pile for miscellaneous permitted and participants encouraged to have 10-25 piles).
Additionally, as a separate, second task, participants were given alist of the concerns and asked to rate
the importance of each relative to the other concerns using a5 point Likert-type scale (1 = relatively
unimportant, 2 = somewhat important, 3 = moderately important, 4 = very important, and 5 = extremely
important). Trochim’s concept mapping software was used to generate clusters and concept maps which
the participants then used to generate cluster labels.
The data presented below include only those concerns that received an mean importance rating equal to
or greater than the median (=- 4.0) calculated for the total set of items. The range of mean ratings for the
total set was 2.47 - 4.73. The item numbers shown in the first column of the table correspond to the item
numbering scheme used in the original study to enable the exploration of items not presented here. The
mean item importance rating is shown in the second column. The labels shown in the third column are
the cluster (concept) names for the corresponding item.
Probe: “Generate statements that describe specific consumer/survivor- defined individual and/or system-
outcome indicators or measures that should be part of mental health system measurement”.

Mean
Importance Authors
Concern Rating L abel
35. Traumadueto psychiatric modalities including 4.73 Damaging
involuntary commitment, seclusion, restraints, etc. Effects of System
49. Recognition and enforcement of civil rights and patient 4.60 Legal System
rights I ssues
89. Measures of involuntary treatment as system failures 4.60 Autonomy versus
Coercion
91. Absoluteright to engage in any legal or law-abiding 4.60 Legal System
behavior regardless of psychiatric label or lack of one | ssues
23. Accessto and choices RE: food, shelter and clothing 4.53 Quality of Life
46. Informed consent regarding treatments and 4.53 Consum. Impact
information dissemination on System
Developmt.
8. Impact of poverty on quality of your life 4.47 Inner Process of
Healing
10. True citizenship (free agency in society) 4.47 Citizenship
34. Recognizing the uniqueness, dignity, worth and 4.47 Self Actualiz
potential of all consumer/survivors ./Personal
Sovereignty
85. Development of small, non-hospital residential crisis 4.47 Alternatives to
facilities as alternatives to involuntary hospitalization System
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98. Measurement of effects of impoverishment or support of 4.47 Inner Process of
one’s life expectations, hopes and dreams Healing
45. All treatments should be evaluated with respect to their 4.43 Consum. Impact
effects on the recipients rather than convenience for staff on System
Developmt.
72. Widespread availability of avariety of methods of helping 4.43 Alternatives to
individuals deal with crises System
Degree of
3. Voluntariness of services delivered 4.33 Voluntariness &
Control Over Tx.
37. Capacity to support healing from abuse (e.g., physical, sexual, 4.33 Inner Process of
emotional trauma) Healing
48. Full accessto services for physical health needs 4.33 Quality of Life
58. Physical and emotional safety including right to be protected 4.33 Citizenship
from victimization
60. Educationa and employment opportunities for client/ 4.33 Quality of Life
survivors in both mainstream and alternative settings
64. Enhancement of quality of life through personal choices for 4.33 Self Actualiz.
meaningful work or education as opposed to earmarking to /Personal
food, filth and filing Sovereignty
80. When choosing treatment, that it be with the consumer/ 4.33 Autonomy versus
survivor, not to, at, or for Coercion
92. Expeditious access to rights protection, lawyers, other legal 4.33 Consum. Impact
advocacy of Serv. Delivery
18. Potential for forming significant personal/love/sexual 4.29 Quality of Life
relationships
40. Systematic measurement of iatrogenic effects of medical 4.29 Damaging
treatments Effects of System
44. Self-definition of need/want 4.27 | dentity
59. Effortsto recruit and hire consumers/survivors at al levels 4.27 Citizenship
41. Ability to opt out of all mental health treatment if you choose 4.20 Degree of
treatments Voluntariness &
Control Over Tx.
69. Deference to wishes of primary consumers of MH care even 4.20 Degree of
when those wishes conflict with wishes of afamily member Voluntariness &
Control Over TxX.
73. Living in an integrated setting with non-psychiatrically 4.20 Quiality of Life
labeled people and having regular contact with them
79. Removal of apsychiatric diagnosis as the determinant of 4.20 | dentity
human growth and potential
83. Consumer control over consumer’s treatment record 4.20 Degree of
including destruction thereof Voluntariness &
Control Over Tx.
95. Feelings of increased authenticity with one’s identity (sense 4.20 I dentity
of self-definition, self-ownership, personal efficacy)
6. Ability to transform painful situations into positive life 4.13 Inner Process of

experiences

Healing
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11. Accessto desired services not contingent upon using 4.13 Degree of
undesired services Voluntariness &
Control Over Tx.
26. Effective meansfor professionals to incorporate consumer 4.13 Consum. Impact
feedback on System
Developmt.
29. Crisis as opportunity for change rather than recovery to 4.13 Self Actudliz.
former status /Personal
Sovereignty
42. Ability to retain custody of one's children 4.13 Citizenship
47. Creation of anetwork of sanctuaries, oases of healing where 4.13 Alternatives to
nutritious food, comfortable peaceful surroundings, and System
affirming people are available
88. Long-term effects of ECT-induced memory loss on quality 4.13 Damaging Effects
of life of System
93. Credentials and licensure of MH professionals shall be 4.13 Consum. Impact
contingent upon having consumers/survivors as faculty at of Serv. Delivery
every level/stage of training
4. How closely person’s life approximates where they want to be 4.07 | dentity
12. Name and experience one’'s emotions 4.07 | dentity
15. Medical treatment focuses on consumer presented problem 4.07 | dentity
61. Freedom to reclaim cultural & ethnic identity & autonomy 4.07 | dentity
62. Violent action isthe only basisfor inferring “dangerousness 4.07 Legal System
to oneself or others” — not fear that it might happen I ssues
77. Recognition of competing interests of clients, family, Consum. Impact
professionals with client being final arbiter of what 4.07 on System
constitutes beneficial outcomes Developmt.
90. Individual takes responsibility for that which is her/his 4.07 | dentity
responsibility
9. Ability (or lack thereof) to change one's circumstances 4.00 | dentity
13. Being ableto live one's life independently - no supervision or 4.00 No label
interference
17. Sef mastery over emotional life Self Actualiz.
4.00 /Personal
Sovereignty
27. Non-complianceto forced treatment is seen as a healthy 4.00 No label
choice
31. Elimination of status hierarchies & dichotomies between staff Consum. Impact
and consumers 4.00 on System
Developmt.
55. Degreeto which your life choices and behavior are limited by 4.00 Autonomy versus
your fear of forced treatment/commitment Coercion
57. Satisfactory resolution of complaints from viewpoint of Consum. Impact
complainer 4.00 on System
Developmt.
71. De-medicalization of crisis so people are better able to seek 4.00 No label

out support at times as defined by them
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74. Money allocated to services be reallocated to individuals to Consum. Impact
sue as they choose 4.00 on System
Developmt.
97. Measures of satisfaction with one’s ability to participate in
the civic, democratic, and policy-making arenain one's 4.00 Quiality of Life

community
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BRIEF ANNOTATIONS
(listed alphabetically)

Source: Abramczyk, L.W. (1995) South Caroline SHARE Americans with Disabilities Act

Project SHARE Evaluation: Consumer Perspective.

Sponsor: Bazelon Center for Mental Health Law by grant funds from the U.S. Depart. of Justice.
Sample: Three related samples - total 399 participants (some question regarding duplicated cases within
and between samples).

Sample: 1) Focus Groups (n=42) estimated 10 participants (average) in each of four groups. Mean age
43 yrs; 52% male; 74% African American. Most were high school educated and living with others; most
often in a house with family. Most frequent diagnoses: schizophrenia and depression. 2) Survey (n=350).
Mean age was 40 yrs; 44% males and 57% African American. Most were high school educated, and 73%
lived with othersin a house, most often with family. Most frequent diagnoses were schizophrenia and
depression. 3) Longitudinal Tracking (n=7). Mean age of 37 yrs, 86% male, 57% African American.
Most were high school educated, and 71% were living with others, most often in a house with family.
Most frequent diagnoses were schizophrenia and [ ?manic?] depression.

Method: The methods used to collect data from consumers currently or formerly activein SC SHARE
(South Carolina Self Help Association Regarding Emotions) were focus groups of about 10 consumers
each [Annotator’s estimate] facilitated by afaculty investigator from USC (Lois Abramczyk, MSSW,
Ed.D.). Other methods included mail and telephone surveys and longitudinal tracking of a small set of
individual consumers.

Probe: [for focus groups only] “ Obstacles to receiving services.” [taken from report description]
Commentary: This project was an extensive study of consumers' perceptions of potential barriersto
accessing human services (including MH services). The study is one project within alarger effort to
study MH client access to human services in compliance with the Americans With Disabilities Act.
Focus group responses were categorized into six groups, as follows:

1) Financia Problems- e.g., “don’t have enough money to purchase anything beyond the
absolute necessities.”

2) Information or Knowledge - e.g., not knowing “that a particular service exists’; “not
knowing how to go through the right processes to obtain the service.”

3) Unresponsiveness - e.g., “physicians and other service providers don’t spend enough time
with consumers to really hear and understand them;” “if they don’t adhere strictly to their
appointments and keep behind (sic) services/providers, the providers will just ‘ skip over’
them.”

4) Waiting - e.g., “waiting list to get an appointment;” “you wait after you get to the agency;”
“waiting for transportation that may arrive at irregular times.”

5) Red Tape, Processes, and Forms - e.g., “everything is a procedure;” “some consumers
couldn’t fill [forms] out without help.”

6) Eligibility Requirements - e.g., “€eligibility is arbitrary or providersignored the law;”
“gpecific ... requirements are barriersto ... benefits’, “disregard of consumer life style.”

Sour ce: Bluebird, Gail (1993) - Consumer Dialogues

Sponsor: Florida Health and Rehabilitative Service, District 10 Adult Mental Health Office

Sample size: 20to 28

Sample Description: Adult mental health consumers who were frequent users of community mental
health services in Florida. Four samples consisting of those volunteering for discussion groups on
satisfaction with services. Demographics not given.

Method: Adapted the “pioneer dialogue”’ technique, though only consumers participated.

Probe: “”What do you feel good about? What do you see as barriers or problem areas? What are your
suggestions for changes or improvements.”

Commentary: Thisisprimarily an effort to investigate consumer satisfaction with aspects of particular
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program operations. Specific issuesin social rehab. facilities included need for better supplies, improved
safety, and more structured activities; especially in the late afternoon. Residential services needed
improved privacy and autonomy for residents (choice of roommates, relaxed ruled about tidiness, choice
not to participate in social activities without censure). Hospital-based group noted need for more
individual contact with therapists, less control of the wards by lower-level staff, aternativesto
hospitalization in cases of crises (i.e., a“safe house”), consistent and detailed oral and written
explanations of drug and treatment effects and side effects, among other concerns.

Sour ce: Campbell, J. & Schraiber (1989)

Sponsor: CaliforniaNetwork of MH Clients under contract from California Department of MH
Sample size: 331 consumers

Sample Description: Adult persons with severe and persistent mental illness who had been (27%), or
were currently (83%) at the time of the survey, clients of the public mental health system,; client sample
was drawn from all over California using a“modified statewide, proportionately representative
population of mental health clients” (pg. 4). Sample did not include persons in hospitals. Demographics:
15% black, 69% white, 1.9% asian, 4.7% latino, 3.4% native american, and 5.6% other; 48% female;
10% married; 38% have children; median age of approximately 42; 62% had received education beyond
high school, 20% completed college, 13% had post graduate education; 80% report no work-rel ated
income; 68.1% were receiving V.A. benefits, SSI or other federal/state support; 21% were living in
supervised housing; 66% reported having been involuntarily committed at least once.

Method: Consumers were responsible for item generation and selection, design, interviewing, analysis
and report writing. The focus of the project was on consumers' self-reports regarding issues relevant to
their well being. The instrument included amongst its 151 questions, items on demographic information,
information related to stigma, isolation, security, control; authority, dependence, trust, and information
about creative forms of expression, skills, and learning. Item format was forced choice with five-point
Likert-type scales for items other than the demographics. Parallel forms were also used with family
members and MH professionals. Consumer surveys were administered using one of three techniques:
individual face-to-face interviews (75%), group interviews and mailed surveys.

Probe: Please mark all the things in the list below that you believe are essential for your well-being?
Commentary: This study has become well known. Amongst its other contributions, it presents
consumers’ rating of thingsimportant to their well-being - a concept coterminous with quality of life.
Sixteen closed-end items were rated for importance. The items (and the percentage of consumers
indicating a positive response for each included: 1) Health (86%), 2) Good food/decent place to live
(85%), 3) Adequate income (84,%), 4) Happiness (78%), 5) Meaningful work/achievement (74%), 6)
Privacy (73%), 7) Safety (73%), 8) Basic Human Freedoms (72%), 9) Satisfying social life (69%), 10)
Warmth/intimacy (65%), 11) Comfort (64%), 12) Adequate resources (63%), 13) Satisfying spiritua life
(62%), 14) Creativity (61%), and 15) Satisfying sexual life (55%).

Source: Elbeck Matt (1992)

Sponsor: Centracare St. John, Inc., Saint John, New Brunswick, Canada.

Sample size: 21 subjectsin three focus groups of 6, 5 and 10, respectively

Sample Description: Adults with mental illness drawn from the population of voluntary admissionsin
an inpatient psychiatric unit. All were diagnosed with schizophrenia. There were 9 males and 12 females.
Ages and ethnicity were not described.

Method: Three focus group interviews, each interview lasting approximately 90 minutes. Setting for the
interviews was not mentioned. Subsequent questionnaire was administered to 40 voluntary inpatients by
the nursing staff.

Probe: “Describe the ideal psychiatric hospital”.

Commentary: A total of 50 items drawn from the focus group interviews was converted into a 50-item
guestionnaire with fixed-choice responses on a seven-point Likert-scale (1=critical; 7=irrelevant). The
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ten most important items describing patient satisfaction included: hospital resources devoted to curing
the patients, staff interest in patients, clear communication from doctor, doctor must clearly explain my
illness, need more time with the doctor, discharge to be cleared by my doctor, need to make friends with
staff and other patients, relatives need to know patient’s diagnosis, and need for a patient visitor area.

Sour ce: Knight, Ed and Forguer, Sandy. (1993)

Sponsor: New York Office of Mental Health

Samplesize: 12

Sample Description: Persons admitted to psychiatric inpatient units of general hospitalsin New York
State (termed “Article 28" clients). No demographics given.

Method: Focus groups led by Ed Knight and Sandy Forquer with open discussion on negative and
positive impressions of satisfaction with hospital stay.

Probe: “Describe your experience in your last hospitalization. Describe conditions there [at the
hospital]”.

Commentary: Transcriptions from the group discussions were examined, and alist of 102 items
scorable on a Likert-type five-point scale, was constructed. The resulting instrument was piloted on a
sample of 150 consumers with recent psychiatric admissions. Results of the pilot study were not
available at the time of thisreview. Thiswork has resulted in adraft “ Satisfaction with Inpatient
Services’ questionnaire available from the authors.

Source: Meek, Carmen (1991)

Sponsor: Mental Health Association of Southeastern Pennsylvania

Samplesize: 188

Sample Description: Members attending five drop-in centers in the Philadel phia area operated by
Project SHARE. Sample was 68% male; 50% white, 44% African American, and 7% other. Of those
attending the drop-in center, 29% were not receiving mental health services at the time. Of the 71%
receiving services, most used a combination of community, private, and in-patient providers.

Method: A four-page questionnaire was distributed during a one-week period to each person visiting the
drop-in centers. The method biased responses in terms of more frequent visitors. Responses were
summarized and alist of concerns presented.

Probe: “What do you like most about the center? What do you like least about the Center? What would
you like to change about the center? What activities would you like to have?’

Commentary: Participants used the drop-in centers primarily for recreation and socializing. They most
liked the informal atmosphere, the people and friends at the centers, the informal recreation, and the
snacks. Least liked aspects included need for expanded hours, and problems with the behavior of other
consumers. Most frequently, respondents disliked nothing about the centers. Most frequently,
respondents wanted no changes at the centers. For those suggesting changes, increase hours and days of
operation, and more activities were suggested. A copy of the full questionnaire is available from the
author.

Source: McGuirk, F., Zahniser, J. Bartsch, D. & Engleby, C. (1995)

Sponsor: WICHE MH Program and Colorado Division of Mental Health

Sample size: 76 consumers plus administrators, family members and providers (total N=249)
Sample Description: Adult MH service recipients, including both inpatients at the state hospital and
members of Colorado’s Statewide Consumer Network (S.C.C.O.R.E.) Demographics were only
presented for the total group.

Method: Each constituency group was presented with a paired-comparison task that involved all
possible comparisons of ten “outcome” dimensions. The ten included: 1) Community tenure, 2)
Consumer involvement, 3) Consumer satisfaction, 4) Family involvement, 5) Family relief, 6) Improved
social function, 7) Personhood, 8) Safety, 9) Skilled coping, and 10) Symptom reduction. The
dimensions are broadly defined and include some non-traditional groupings of itemstypically treated

32



individually (e.g., the dimension of “safety” includes public and family safety, consumer danger to self,
and consumers as victims). Each of the four constituency-groups sample membersindividually
completed the paired-comparison task using awritten survey format.

Probe: “Which outcome in the pair is the more important outcome of mental health services?’
Commentary: Datawere analyzed to determine similarities and differences in the preferences between
each of the constituency groups for the ten “outcome” dimensions. High agreement (correlationsin
excess of .80) was found between the groups although some differences in group preferences were
found. If group membership isignored, the skilled coping, safety, and symptom reduction dimensions
were rated the most important. The reader should study the definitions of these ten dimensions carefully
before drawing any conclusions because of the non-traditional nature of the dimensions' definitions.
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INTRODUCTION

This document is the second version of aworking paper compiled for use by the Mental
Health Statistics Improvement Program (MHSIP) TAsk Force on the Development of a
Mental Health CAre REport Card. The earlier document listed indicators and measures
related to five very broad domains. Access, appropriateness, outcomes, satisfaction, and
prevention/promotion. Data for that report came from a variety of sourcesincluding: a
survey of state MHSIP Coordinators, industry report cards, and relevant monographs.

The current version of thisreview is considerably more focused and summarizes only
those indicators and measures related (sometimes very loosely) to the much smaller set of
indicators identified by Task Force membersin May, 1995 as candidates for inclusion in a
draft report card. Much of the information in this report has already been reported in the
earlier version. However, additional sources have also been reviewed for this second
report.

The MHSIP Task Force has remained committed to the notion of a mental health report
card designed first and foremost to meet the information needs of individuals who use
services and who may have the opportunity to choose among various health plans. This
orientation gives the MHSIP report card a unique perspective. It also means, however, that
much of the literature on performance indicators, monitoring systems, and other report
card effortsis not particularly relevant. The majority of indicator systems have been
developed primarily to meet the information needs of provider organizations and funders,
not consumers. AS aresult, they frequently fail to provide the types of information
required for this consumer oriented effort.

A number of other specific points are made in this document in our discussion of specific
indicators/measures. A brief Executive Summary, abstracting these pointsisin
preparation.

Clearly, additional work remainsto be done in terms of a comprehensive literature review
to support the development of this report card. The Evaluation Center @HSRI looks
forward to continuing collaboration with the Task Force in this important endeavor.
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REPORT CARDS, PERFORMANCE MEASUREMENT AND
MONITORING SYSTEMS SURVEYED

Florida Dade Co. Status of Children

consortium Research on Indicators of System Performance Project
HEDIS 2.5

Kaiser Quality Report Card

United Healthcare Pl.s for Choosing Managed Behavioral Health Care (United
Behaviora Health)

New Hampshire Outcome Based Pis
Vermont Key Performance Indicators
Montana Regional Performance Data

Colorado Incentive System

. Hoosier Assurance Plan — Provider Profile System

. Washington Regional Support Network MIS

. Texas Strategic Planning/Budgeting Performance Measures

. Hawaii 1994 Program Evaluation Data Set for CMHCs

. MinnesotaAnnua Performance Report

. Utah Annual Statistical Report

. CaliforniaMedi-Cal Inpatient Consolidation Monitoring System

. CaliforniaAdult Performance Outcome Survey

. Oklahoma Mental Health Information System

. North Carolina Div. MH/DD/SA Outcomes

. Oregon Quality Assurance for Managed Care Indicators

. Rhode Idland Division of Integrated Mental Health Systems Report Card
. Healthy People 2000

. Institute for Behavioral Healthcare Task Force Performance Standards

. AMBHA: Developing a Collaborative Report Card: The American Managed

Behavioral Healthcare Association’s Experience. Panzarino, P.
National Leadership Council Task Force: Industry Performance Standards and
Monitoring: Preliminary Report

Performance Indicators for Mental Health Services: Values, Accountability,
Evaluation and Decision Support. Final Report of the Task Force on the Design of
Performance Indicators Derived from the MHSIP Content. 1993.



27. Digital Equipment Corporation Performance Indicators for HMOs

28. Group Health Association of America's Consumer Satisfaction Survey. A. Ross
Daviesand J. E. Ware

29. Design of a Survey to Monitor Consumers’ Access to Care, Use of Health Services,
Health Outcomes, and Patient Satisfaction. Research Triangle Institute. 1/1995



ACCESSENTRY 1

ACCESS

CONCERNAC-1: ENTRY INTO MENTAL HEALTH SERVICESIS
QUICK, EASY AND CONVENIENT

Task Force Indicator # AC-1.1: Average length of time from first phone call to the
first face-to-face meeting with clinician.

ComMENT: Note that some of the indicators/measures identified in the literature are
framed in terms of standards (i.e., target values), not merely descriptive information
(e.g., average time) as in the above indicator. The Task Force should evaluate both the
focus of these indicators/measures and the standard.

Our review suggests that standards for the length of time between a request for service
and the first contact should vary by the type of service request. For example, one would
expect that the Plan should react more quickly to an urgent request than to a routine
one. This indicator, then, should be broken down by the type of request. Examples from
other report cards and performance indicator systems use categories such as routine,
urgent and emergent.

It might also be useful to measure the length of time between the first appointment and
the second. Concerns have been expressed that service systems frequently schedule an
assessment appointment in a timely manner, but then place individuals on waiting lists
for long periods of time before they can be worked into a caseload.

ExAMPLES OF RELATED INDICATORS/MEASURES IDENTIFIED IN THE LITERATURE

Routine Visits:
Digital Equipment Corporation

Indicator: Non-urgent office visits shall be available within 10 calendar days.
Measure: % of non-urgent office visits scheduled within 10 calendar days.

United Behavioral Services
Measure: % of respondents reporting that waiting time for first appointment
was “not a problem.”

Measure: Average time for all intake appointment.

Urgent Visits:
National L.eadership Council Survey
Indicator: High Standard: 100% of urgent appointments should be available
within 24 hours.
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Measure: % of urgent appointments scheduled within 24 hours.

Indicator: Low Standard: 95% of urgent appointments should be available
within 24 hours.
Measure: % of urgent appointments scheduled within 24 hours.

United Behavioral Services

Indicator: 100% of appointments for crisis visits within 24 hours.
Measure: % of appointments for crisis visits scheduled within 24 hours.

Emergent Visits:
National Leadership Council Survey:
Indicator: High Standard: 100% of emergent appointments should be available
within 8 Hours.
Measure: % of emergent appointments scheduled within 8 hours.

Indicator: Low Standard: 95% of emergent appointments should be available
within 24 hours.
Measure: % of emergent appointments scheduled within 24 hours.

Indicator: Responses to requests for psychiatric consult related to suicide
attempts should be met within 24 hours.

Measure: % of responses to request psychiatric consult related to suicide
attempts met within 24 hours.

2nd Appointment

United Behavioral Health Services
Measure: Average time for second appointment
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Task Force Indicator # AC-1.2: Program provides 24-hour access to professional help.

ComMENT: We have not as yet found an ideal measure. For example, neither of the
measures below specifically show that professional help is available for a full 24 hours
per day. A measure should also include an operational definition of what constitutes an
appropriate response to an off-hours request for help, e.g., a response by a person with
specific qualifications and within a specified period of time.

EXAMPLES OF RELATED INDICATORS/MEASURES IDENTIFIED IN THE LITERATURE:

New Hampshire
Measure: Number of “off-peak” (after 5:00 p.m. and weekends) hours or

events/total service hours or events provided.

Minnesota Annual Performance Report
Indicator: Provide prompt attention to persons trying to contact a mental health

professional. (Title: Emergency Hotline Access)
Measure: # of service providers connecting caller to mental health professional
within 30 minutes/ # of service providers surveyed.

CONTEXTUAL INFORMATION FOR ABOVE

INDICATOR/MEASURE
DATA ON INDICATOR
Consumer Involvement? Unknown
Used in Funding Decisions? No
Type of Standard Target
Target Population SPMI/Acute
Age Groups Unknown
DATA ON MEASURE
Available Data Numerator Denominator
Data type: Observer Observer
In FN 10: No No
Quality: Good Good
Respondent Other Other
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Task Force Indicator # AC-1.3: Location of services is convenient and accessible
through public transportation.

ACCESS

CommENTs: We found no measures in the literature directly related to this task force
indicator (“accessible through public transportation”). Three categories of similar
indicators/measures were identified in the literature: (1) measures related to geographic
distance; (2) measures related to travel time; and (3) self report of travel problems.
These measures/indicators are useful for provider or monitoring organizations, but they
are less useful for enrollees seeking to determine whether the locations of services are
convenient to them. For potential enrollees to evaluate whether services are
conveniently located, they need to know service locations and their proximity to public
transportation. This type of information is usually provided in marketing brochures. It
is an interesting question as to whether this should be part of a report card.

EXAMPLES OF RELATED INDICATORS/MEASURES IDENTIFIED IN THE LITERATURE:

National Leadership Council
Indicator: High Standard: 100% of Plan members should live within a 15 mile

radius and/or 30 minute travel time.
Measure: % of Plan members living within a 15 mile radius and/or 30 minute
travel time.

Indicator: Low Standard: 85% of members located within 12 miles.
Measure: % of Plan members located within 12 miles.

Indicator: High Standard: 90% of Plan members located within 30-60 miles
(urban vs. rural?) or 45-60 minutes travel time to inpatient facilities.

Measure: % of Plan members located within 30-60 miles or 45-60 minutes
travel time to inpatient facilities.

Indicator: Low Standard: 85% of members located within 30 miles (urban) and
60 miles (rural) of inpatient facilities.

Measure: % of Plan members located within 30 miles (urban) and 60 miles
(rural) of inpatient facilities.

Digital Equipment Corporation
Indicator: All zip codes in the HMO’s service area shall be within a 15 mile

radius and/or 30 minutes of an available adult primary care physician
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facility or office. (Could be modified to reflect MH provider).
Measure: % of enrollees living in zip codes within a 15 mile radius and/or 30
minutes of an available adult primary care physician facility or office.

Indicator: Members shall have a choice of at least two primary care physicians
for adults within a 15 mile radius and/or 30 minutes travel time (May
be adjusted in rural areas). Note: (Could be modified for MH

provider).

Measure: % of Plan members with a choice of at least two primary care
physicians for adults within a 15 mile radius and/or 30 minutes travel

time.

United Behavioral Services
Measure: % of respondents reporting that clinic location was “not a problem.”

Institute for Behavioral Healthcare Task Force Performance Standards
Indicator: Reduce barriers to access (Title: Access to Clinicians/outpatient

services)

Measure: # of members within specified range of miles or travel time/ # of
members in plan.

CONTEXTUAL INFORMATION FOR ABOVE

INDICATOR/MEASURE
DATA ON INDICATOR
Consumer Involvement? Unknown
Used in Funding Decisions? No
Type of Standard Range
Target Population Other
Age Groups All Ages
DATA ON MEASURE
Available Data Numerator Denominator
Data type: Count Count
In FN 10: No Yes
Quality: Unknown Unknown
Respondent: N/A N/A
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CONCERNAC-6 AFULL RANGE OF MENTAL HEALTH SERVICE
OPTIONSISAVAILABLE

Task Force Indicator # AC-6.1: Proportion of enrollees using each type of service.

categories.

COMMENT: This information would be most useful if the data were gender, age and
case-mix adjusted. It does little good to know that a high proportion of plan members
receive a particular type of service if those members are not “like you”. Some of the
indicator/measures reported here do break down their data by age and diagnostic

EXAMPLES OF RELATED INDICATORS/MEASURES IDENTIFIED IN THE LITERATURE:

Texas Strategic Planning/Budgeting Performance Measures
Indicator: Creation of options as people move toward meeting needs for homes,

jobs, and services. (Title: Appropriate services)
Measure: # of clients receiving specified service mix in current year/ # of
clients receiving specified service mix in prior year.

CONTEXTUAL INFORMATION FOR ABOVE

INDICATOR/MEASURE
DATA ON INDICATOR
Consumer Involvement Primary
Used in Funding Decisions? No
Type of Standard Range
Target Population SPMI
Age Groups All Ages
DATA ON MEASURE
Available Data Numerator Denominator
Data type: Count Count
In FN 10: Yes Yes
Quality: Good Good
Respondent: N/A N/A
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American Managed Behavioral Healthcare Association (AMBHA)

Measure: % of covered lives receiving following services:
Inpatient services
Residential services
Structured outpatient services and partial hospitalization
Outpatient services
Intensive case management services
Psychosocial rehabilitation services
Any service

Reported for the following categories:
Age
Children under 12
Adolescent (12-18)
Adult (19-64)
Geriatric (65 and +)
Diagnostic
Mood disorders (including bi-polar)
Adjustment disorders
Anxiety disorders
Substance related disorders
Substance abuse and other Mental Disorders (dual diagnosis)
Attention deficit and disruptive behavior disorders
Schizophrenia disorders
Other

HEDIS 2.5
Measure: # of members receiving service X/# of plan members (Title: Percent
of members receiving inpatient, day/night, ambulatory).

CONTEXTUAL INFORMATION FOR ABOVE

INDICATOR/MEASURE
DATA ON INDICATOR
Consumer Involvement? Unknown
Used in Funding Decisions? No
Type of Standard Standard Score
Target Population Other
Age Groups All Ages
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DATA ON MEASURE
Available Data Numerator Denominator
Data type: Count Count
In FN 10: Yes No
Quality: High High
Respondent N/A N/A

Hawaii 1994 Program Evaluation Data Set for CMHCs
Indicator: Monitor and improve outpatient therapy services (Title: Outpatient

therapy services outcome I'V).
Measure: # of consumers admitted to outpatient therapy program/# of
consumers requesting service.

DATA ON INDICATOR
Consumer Involvement? Primary
Used in Funding Decisions? No
Type of Standard Target
Target Population SPMI/Acute
Age Groups Adults

DATA ON MEASURE

Available Data Numerator Denominator
Data type: Count Self Report
In FN 10: Yes No
Quality: Low Low
Respondent N/A Client
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Task Force Indicator # AC-6.2: Rate at which enrollees report that needed services
were not available.

COMMENT: Measures related to this indicator that were identified in the literature
typically use self report information from consumers to assess whether services
perceived as needed were received. Note that the first indicator is a more indirect
measure of this indicator and has to do with satisfaction with the Plan’s gatekeeper.

Again, this information should be at least gender, age and case mix adjusted. It might
also be useful to break this information out by service type. Plans may differ on which
services they make available and which they do not. Enrollees will want to choose
plans that match their needs.

EXAMPLES OF RELATED INDICATORS/MEASURES IDENTIFIED IN THE LITERATURE:

United Behavioral Health Services
Measure: % of respondents answering “Satisfied” or “Very Satisfied” to the
question “Overall, how satisfied were you with the services you
received from the UBS staff (who provide initial and ongoing
authorization)?”

RTI Mental Health Survey
Self Report Question: “...was there a problem with getting treatment covered by

your health insurance plan that you and your mental health
professional believed was necessary? (Italics added)
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AC-7ENROLLEESSHOULD HAVEACCESSTO A PRIMARY MENTAL
HEALTH PROVIDER WHO THEY CONSIDER ABLE TO MEET THEIR
NEEDSIN TERMSOFETHNICITY, LANGUAGE, CULTURE AND AGE.

Task Force Indicator AC-7.1: Degree to which direct service staff characteristics
represent enrollee characteristics.

COMMENT: The New Hampshire measure is directly related to the task force
indicator. The other two measures address the degree to which the Plan honors choice
without specifying the criteria service recipients might use in choosing providers.

Enrollees will have diverse needs and preferences. A good report card should address
this diversity with as much specificity as possible.

EXAMPLES OF RELATED INDICATORS/MEASURES IDENTIFIED IN THE LITERATURE:

New Hampshire
Measure: Number of FTE belonging to ethnic category (or fluent in specified
language) / per 100,000 of corresponding group in catchment area.

United Behavioral Services

Measure: % of respondents reporting that availability of a specific doctor or
therapist was “Not a problem.”

National Leadership council

Indicator: 100% of clients should be offered another therapist at first request if
first match is unacceptable.

Measure: % of clients requesting therapist change who receive such a change.
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CONCERNAC-2DENIAL OF MENTAL HEALTH SERVICESIS
MINIMAL.

Task Force Indicator AC-2.1: Percent of persons denied services by service type.

COMMENT: This indicator needs further specification. The concept of denial needs to
be defined. For example, a plan that discourages persons from seeking mental health
services may have few denials. Further, this indicator does not specify the desired

denominator. The appropriate denominator would be persons requesting and those
referred for mental health services.

We found no indicator in the literature that measured percent of persons denied
services. The indicators we did find were framed more generally in terms of complaints
and grievances. Admittedly, complaints and grievances are easier to measure than the
concept of denial. It should also be noted that plans may differ in the number of denials,
as well as the number of persons denied one or more services.

ExAMPLES OF RELATED INDICATORS/MEASURES IDENTIFIED IN THE LITERATURE:

National Leadership Council
Indicator: informal complaints and written grievances by clients should be less
than 2% of individual provider caseload.
Measure: % of clients filing informal complaints and written grievances, per
provider.

Institute of Behavioral Healthcare Task Force Performance Standards
Indicator: Percent of client complaints and grievances (Title: same).
Measure: # of clients with complaints and grievances/# of active clients during
the period.

CONTEXTUAL INFORMATION FOR ABOVE

INDICATOR/MEASURE
DATA ON INDICATOR
Consumer Involvement? Unknown
Used in Funding Decisions? No
Type of Standard Target
Target Population Other
Age Groups All Ages
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DATA ON MEASURE

Available Data Numerator Denominator
Data type: Count Count

In FN 10: No Yes

Quality: Unknown Unknown
Respondent N/A N/A

Task Force Indicator AC-2.2: Proportion of mental health service recipients (by
population and service function) who successfully appealed a denial

CommMmEnT: We found no indicators related to the proportion of service recipients
successfully appealing a denial. However, we did find one indicator on the percent of
denials overturned (see above note distinguishing number of persons from number of
denials). The remaining indicators/measures are framed in terms of the denial appeals
process. These latter measures address whether appeals structures are in place rather
than how well they work.

EXAMPLES OF RELATED INDICATORS/MEASURES IDENTIFIED IN THE LITERATURE:

National Leadership Council
Indicator: 100% of denial cases should be reviewed and signed by medical

Measure; % of denial cases reviewed and signed by medical director.

Indicator: 100% cases denied receive instructions for appeals process.
Measure: % denied cases receiving instructions for appeal process.

Indicator: No more than 25% of denials overturned in appeals process.

Measure: % of denials overturned in appeals process.

Indicator: 90% of appeals resolved within 30 working days.
Measure: % of appeals resolved within 30 working days.
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Institute for Behavioral Healthcare Task Force Performance Standards
Indicator: Individuals appealing denials should receive instructions. (Title:
Denial cases)
Measure: # of service denial cases that receive instructions for appeal/# service
denial cases.

CONTEXTUAL INFORMATION FOR ABOVE

INDICATOR/MEASURE
DATA ON INDICATOR
Consumer Involvement? Unknown
Used in Funding Decisions? No
Type of Standard Target
Target Population Other
Age Groups All Ages
DATA ON MEASURE
Available Data Numerator Denominator
Data type: Count Count
In FN 10: No No
Quality: Unknown Unknown
Respondent N/A N/A
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CONCERNAC-4: THE COST TO THE ENROLLEE SHOULD NOT BE

SO LARGE ASTO DISCOURAGE THE USE OF NECESSARY MENTAL
HEALTH SERVICES.

Task Force Indicator AC-4.1 The Proportion of service recipients who report cost as
an obstacle to service utilization.

ComMENT: Data from questions such as the one presented below from the GHAA
satisfaction survey provide useful information for the plan in assessing overall
tolerance for expenses among all enrollees. However, potential enrollees will have a
hard time relating the experiences of other enrollees to their personal financial situation
in the absence of information about respondents’ actual costs and their financial status.
It might be more useful for a potential enrollee to know the actual annual out-of-pocket
expenses for enrollees with particular conditions. This raises the issue, noted above,
about what is appropriate for a report card as opposed to a marketing brochure.

EXAMPLES OF RELATED INDICATORS/MEASURES IDENTIFIED IN THE LITERATURE

GHAA’s Consumer Satisfaction Survey
Self-Report Question: “Overall, considering the value of the care and services
you get for what you pay, how would you rate:

- The part of the premium you pay for covered services?

-The amount you pay out-of-pocket (for example, co-payments,

deductibles, payments for services not covered by your
plan)?”
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Task Force Indicator AC-4.2 Proportion of enrollees whose financial status requires
the use of a sliding scale to calculate service and billing costs. (This should probably
be re-worded to indicate the proportion of enrollees in financial need whose fees are
calculated on a sliding scale.)

CommenT: We found no indicators/measures related to this indicator. As with the
previous indicator, this indicator may be more useful to the provider organization than
it is to the potential enrollee making a choice among Plans. It might be more useful to
know what the Plan’s eligibility requirements are for a sliding scale or reduced
payment arrangement. Given this information, the potential enrollee can make a more
informed judgment. Once again, though, this raises the report card vs. marketing
brochure issue.
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APPROPRIATENESS

Comment: The Task Force identified several indicators related to service
appropriateness. Two additional categories of indicators are also frequently associated
with service appropriateness. These are readmission rates (frequently used as a measure
of continuity of care) and match to need (i.e. the proportion of clients needing a service
who actually receive it). Several indicators in these two categories were identified in
the literature review and are included at the end of the appropriateness section.

CONCERNAP-3: THE PLAN OFFERS SERVICESWHICH PROVIDE
CONSUMERSAN OPPORTUNITY FOR RECOVERY.

Task Force Indicator AP-3.1 Proportion of service recipients who report that their
services are oriented toward recovery.

COMMENT: Our review of current report card efforts and the performance indicator
literature did not turn up any measures directly related to this indicator. This is not too
surprising given that the concept of “recovery” is only now beginning to be taken
seriously by the research community. There is, as yet, no consensus about the meaning
of the concept nor how to operationalize it for research purposes. Several evaluation
research instruments, developed for other purposes, suggest dimensions of services that
might imply a “recovery orientation.” These service attributes include: client
empowerment, vocational emphasis, de-emphasis of psychotherapy, service user
participation in program decisions, focus on autonomy/independence and a practical
orientation. Two instruments are included in the Appendix to provide Task Force
members with some ideas about how others have sought to measure similar concepts.
Neither of these is suggested as the perfect solution to the measurement of this Task
Force indicator.

ILLUSTRATIVE INSTRUMENTS:

Measurement of Program Implementation. William A. Hargreaves

The Ward Atmosphere Scale. Rudolf H. Moos (Note: Moos has also developed a
similar community program atmosphere scale)
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CONCERNAP-4: THE PLAN PROVIDESENROLLEESWITH WELL
ESTABLISHED CONTINUITY OF CARE.

Task Force Indicator AP-4.1 Proportion of enrollees who are referred to a (key)
service and receive that service within X period of time.

COMMENT: The indicators/measures identified in the literature search are all related
to the transition between inpatient and outpatient service. The Task Force may want to
include additional key services, such as follow-through for crisis/emergency services.

Note that the indicators listed below are of the type that include a standard. The Task
Force should evaluate both the focus of the measure and the standard embedded in it.

EXAMPLES OF RELATED INDICATORS/MEASURES IDENTIFIED IN THE LITERATURE

National Leadership Council
Indicator: High Standard: Patients will receive aftercare services within 5 days
of discharge.

Measure: % of patients receiving aftercare services within 5 days of discharge.

Indicator: Low Standard: Patients will be seen by MD for medication
management at least once within the first 2 weeks of discharge.

Measure: % of patients seen by MD for medication management at least once
within the first 2 weeks of discharge.

Institute for Behavioral Healthcare Task force Performance Standards
Indicator: Assure continuity of care between state hospitals and community
mental health services.
Measure: # of patients receiving aftercare services within 5-14 days of
discharge/ # of patients discharged.
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CONTEXTUAL INFORMATION FOR ABOVE

INDICATOR/MEASURE
DATA ON INDICATOR
Consumer Involvement? No
Used in Funding Decisions? No
Type of Standard Unknown
Target Population SPMI/Acute
Age Groups Adult & senior
DATA ON MEASURE
Available Data Numerator Denominator
Data type: Count Count
In FN 10: Yes Yes
Quality: Unknown Unknown
Respondent N/A N/A
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Task Force Indicator AP-4.2 The proportion of service recipients who maintain the
same principal mental health care provider for the year (or for the term of treatment,
whichever is less).

COMMENT: No indicators/measures identified.




APPROPRIATENESS: VOLUNTARY 20

CONCERNAP-1: SERVICE RECIPIENTSDEVELOPVOLUNTARY
TREATMENT PLANSIN COLLABORATION WITH PROFESSIONALS.

Task Force Indicator AP-1.1 The proportion of service recipients who report active
participation in decisions concerning their treatment plans.

COMMENT: Two relevant indicators/measures were identified. Neither one reflects
quit as much of a pro-active stance as the above indicator.

EXAMPLES OF RELATED INDICATORS/MEASURES IDENTIFIED IN THE LITERATURE

RTI Mental Health Survey

Self Report Question: “How would you rate your mental health professional in
getting you involved in decisions about your care?”

New Hampshire

Measure: # of treatment plans completed and signed within a specified number
of days from intake/total # of clients referred.
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Task Force Indicator AP-1.2 The proportion of involuntary inpatient psychiatric
admissions.

COMMENT: There are many different types of involuntary commitments. The Task
Force may wish to specify the measurement by type.
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CONCERNAP-9: ENROLLEESHAVE MEANINGFUL INVOLVEMENT
IN PROGRAM POLICY AND PLANNING.

Task Force Indicator AP-9.1: Proportion of (policy and planning group) board
members who are consumers.

COMMENT: This indicator should specify the types of consumers who would be
counted in this measure. Presumably, the indicator refers to mental health consumers.
Does consumer refer to primary consumers only or would secondary consumers (e.g.
family members) qualify? Also, some organizations have claimed that professionals
who used services many years ago quality as consumer representatives.
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CONCERNAP-7: SERVICE RECIPIENTSSHOULD RECEIVE
INFORMATION THAT ASSISTSTHEM IN MAKING INFORMED
CHOICESABOUT WHICH SERVICESTHEY SHOULD SELECT.

Task Force Indicator AP-7.1: Number of patient education information sheets
regarding relevant information (e.g. medications, disorders, self-help groups) available
for service recipients.
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Task Force Indicator AP-7.2: Proportion of enrollees reporting that they received
sufficient information to make informed choices about their selection of mental health
services.
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CONCERNAP-8: SERVICESSHOULD BE DELIVERED IN
ACCORDANCE WITH KNOWN AND ACCEPTED BEST PRACTICE
GUIDELINES.

Task Force Indicator AP-8.1 Services should be delivered according to best practice
guidelines.

COMMENT: No specific indicators/measures were identified. However, one might
frame an appropriate measure in terms of the proportions of cases in which treatment
for specified conditions (e.g. depression) was delivered in accordance with a specified
set of accepted practice guidelines.

One might start with depression, and add other conditions in subsequent years as new
guidelines are promulgated. Congruence with guidelines can be measured by judges
or by computer algorithms that evaluate the match between “condition-treatment”
pairs.
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ADDITIONAL INDICATORSMEASURESRELATED TO CONTINUITY
OF CARE

INDICATORS/MEASURES RELATED TO READMISSIONS

COMMENT: The Task Force did not include Readmissions as one of its selected
indicators. However, the concept is frequently considered a key indicator when
considering continuity of care. Clearly, though, “readmissions” is not an unambiguous
concept. Readmissions may be a sign of good access, premature discharge, or poor
community service.

The indicators listed below include standards, the content of which should be evaluated.

National Leadership Council
Indicator: High Standard: 5% or fewer patients readmitted within 90 days.

Measure: % of patients readmitted within 90 days.

Indicator: Low Standard: Less than 5% of patients readmitted within 30 days.
Measure: % of patients readmitted within 30 days.

HEDIS 2.5
Indicator: Readmissions for major affective disorders (Title: same).
Measure: # of members rehospitalized within 90 and 365 days/# of members
hospitalized for major affective disorders.

CONTEXTUAL INFORMATION FOR ABOVE

INDICATOR/MEASURE
DATA ON INDICATOR
Consumer Involvement? Unknown
Used in Funding Decisions? No
Type of Standard Std. score
Target Population Other
Age Groups All ages
DATA ON MEASURE
Available Data Numerator Denominator
Data type: Count Count
In FN 10: Yes Yes
Quality: Good High
Respondent N/A N/A




APPROPRIATENESS: READMISSIONS 27

United Behavioral Health Services
Measure: One year mental health and substance abuse rehospitalization rate.

Consortium Research on Indicators of System Performance Project
Indicator: Appropriate level of care (Title: Hospital admission rate)

Measure: Total hospital readmissions/# of hospital admissions.

CONTEXTUAL INFORMATION FOR ABOVE

INDICATOR/MEASURE
DATA ON INDICATOR
Consumer Involvement? Primary
Used in Funding Decisions? Yes
Type of Standard Target
Target Population SPMI/Acute
Age Groups Adults
DATA ON MEASURE
Available Data Numerator Denominator
Data type: Count Count
In FN 10: No Yes
Quality: Unknown Unknown
Respondent N/A N/A
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INDICATORS/MEASURES RELATED TO THE MATCH BETWEEN SERVICES NEEDED AND THOSE
RECEIVED

COMMENT: One aspect of service appropriateness is frequently conceptualized as the
match between services that are considered (either by the clinician or by the individual
using services) to be needed and those received by the individual. Obviously, an
important issue with such indicators is who judges need. It is also desirable for these
measures to be specific with respect to age, gender and diagnosis so that potential
enrollees can judge how plan practices might apply to them. Several indicators/
measures identified in the literature search are presented below.

EXAMPLES OF RELATED INDICATORS/MEASURES IDENTIFIED IN THE LITERATURE

Minnesota Annual Performance Report
Indicator: Meeting needs for case management services (title: same)

Measure: # of adults with SPMI who receive case management services/
estimated # of adults with SPMI who need case management services.

CONTEXTUAL INFORMATION FOR ABOVE

INDICATOR/MEASURE
DATA ON INDICATOR
Consumer Involvement? Unknown
Used in Funding Decisions? No
Type of Standard Target
Target Population SPMI
Age Groups Adults
DATA ON MEASURE
Available Data Numerator Denominator
Data type: Count Count
In FN 10: Yes No
Quality: Good Los
Respondent N/A N/A
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Indicator: Meeting needs for day treatment services (Title: same)
Measure: # of adults with SPMI who receive day treatment services/Estimated
# of adults with SPMI who need day treatment services.

CONTEXTUAL INFORMATION FOR ABOVE

INDICATOR/MEASURE
DATA ON INDICATOR
Consumer Involvement? Unknown
Used in Funding Decisions? No
Type of Standard Target
Target Population SPMI
Age Groups Unknown
DATA ON MEASURE
Available Data Numerator Denominator
Data type: Count Count
In FN 10: Yes No
Quality: Good Low
Respondent N/A Low
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Indicator: Unmet need for services will decrease (Title: SED children receiving
needed service).

Measure: # SED children served who needed the targeted service/# of SED
children who needed the targeted service.

CONTEXTUAL INFORMATION FOR ABOVE

INDICATOR/MEASURE
DATA ON INDICATOR
Consumer Involvement? Unknown
Used in Funding Decisions? No
Type of Standard Target
Target Population SED Children
Age Groups Children
DATA ON MEASURE
Available Data Numerator Denominator
Data type: Count Count
In FN 10: Yes Yes
Quality: Good Unknown
Respondent N/A N/A
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Healthy People 2000
Indicator: Reduce morbidity of depression (Title: Treatment rates for depressive
disorders).
Measure: # of persons with major depressive disorder who receive treatment/#
of persons with major depressive disorder.

CONTEXTUAL INFORMATION FOR ABOVE

INDICATOR/MEASURE
DATA ON INDICATOR
Consumer Involvement? No
Used in Funding Decisions? No
Type of Standard Target
Target Population SPMI
Age Groups Adult & senior
DATA ON MEASURE
Available Data Numerator Denominator
Data type: Unknown Unknown
In FN 10: No No
Quality: Unknown Good
Respondent Client Client
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OUTCOMES

CONCERN O-1: ENROLLEESWITH MENTAL ILLNESS SHOULD
HAVE EQUAL ACCESSTO EFFECTIVE GENERAL HEALTH CARE
(RELATIVE TO GENERAL POPULATION).

Task Force Indicator O-1.1 Same indicators for adequate health care as general
population, including self-report (e.g. BASIS-32. SF-36).

COMMENT: The relationship between this concern and indicator is somewhat
unclear. The concern speaks to access to health care but the indicator (if it is to be
measured by instruments like the SF-36 or the BASIS-32) reflects health status.

EXAMPLES OF RELATED INDICATORS/MEASURES IDENTIFIED IN THE LITERATURE

Consortium Research on Indicators of system Performance Project
Measure: SF-36 Total Score/Total survey respondents (Title: General Health
Index)

CONTEXTUAL INFORMATION FOR ABOVE

INDICATOR/MEASURE
DATA ON INDICATOR
Consumer Involvement? Unknown
Used in Funding Decisions? No
Type of Standard Range
Target Population Other
Age Groups All ages
DATA ON MEASURE
Available Data Numerator Denominator
Data type: Count Count
In FN 10: No No
Quality: Unknown Unknown
Respondent Client N/A
Internal Consistency >8 -9
Retest Reliability >.75
Factorial Reliability Good
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California Adult Performance Qutcome Survey
Indicator: Receive health care from MD or nurse (Title: same)

Measure: Received medical service, current wave/Received medical service,
prior wave.

CONTEXTUAL INFORMATION FOR ABOVE

INDICATOR/MEASURE
DATA ON INDICATOR
Consumer Involvement? Primary & Secondary
Used in Funding Decisions? Yes
Type of Standard Other
Target Population SPMI
Age Groups Adult & senior
DATA ON MEASURE
Available Data Numerator Denominator
Data type: Self report Self report
In FN 10: No No
Quality: Good Good
Respondent Client Client




OUTCOMES: SYMPTOM DISTRESS 34

CONCERN O-2: THE LEVEL OF PSYCHOLOGICAL DISTRESS FROM
SYMPTOMSSHOULD BE MINIMIZED.

Task Force Indicator O-2.1 Average change in symptom scores over course of
treatment (for particular populations).

COMMENT: The concern covered in this section relates to psychological distress
associated with symptoms. This indicator however, refers to changes in
symptomatology. Psychological distress may not be perfectly correlated with the level
of symptomatology.

Several indicators/measures identified in the literature search relate to symptom
reduction or changes in symptomatology. Illustrative indicators/measures are presented
below.

Additionally, a few candidate evaluation research instruments that are frequently used
to measure symptomatology are identified. Available information on these instruments
is included in the Appendix. Copies of these instruments that are not proprietary are
also included in the Appendix. A more thorough review of instruments should be
conducted prior to final selection.

Finally, this information should be case-mix adjusted. Once again, potential enrollees
will want to know , how does this plan work for people like me, not for people in
general.

CANDIDATE INSTRUMENTS

Brief Psychiatric Rating Scale (BPRS)

Behavior and Symptom Identification Scale BASIS-32
Colorado Client Assessment Record (C-Car)
Symptom Checklist (SCL-90)

SF- 36
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EXAMPLES OF RELATED INDICATORS/MEASURES IDENTIFIED IN THE LITERATURE
Colorado Incentive System

Indicator: Level of outcome over time (Title: same)
Measure: Change rating in severity between admission and discharge.

CONTEXTUAL INFORMATION FOR ABOVE

INDICATOR/MEASURE
DATA ON INDICATOR
Consumer Involvement? None
Used in Funding Decisions? Yes
Type of Standard Range
Target Population SPMI, drugs
Age Groups All ages

DATA ON ADMISSION/DISCHARGE SEVERITY INDEX

Available Data

Data type: Observer

In FN 10: Yes

Quality: Good
Respondent Clinical staff
Internal Consistency .6-.9
Interrater Agreement .5-9
Factorial Validity High
Discriminant Validity Good
Sensitivity to Change High
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North Carolina Div. MH/DD/SA Division Outcomes
Indicator: Maintain or improve functioning
Measure: Behaviors Subscale, Carolina Alternatives Questionnaire

CONTEXTUAL INFORMATION FOR ABOVE

INDICATOR/MEASURE
DATA ON INDICATOR
Consumer Involvement? Unknown
Used in Funding Decisions? No
Type of Standard Range
Target Population SPMI
Age Groups Child & Youth
DATA ON MEASURE
Available Data Numerator
Data type: Observer
In FN 10: Yes
Quality: Unknown
Respondent Clinical staff
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Healthy People 2000
Indicator: Reducing morbidity: injurious adolescent suicide attempts

Measure: # of injurious adolescent suicide attempts/Population count of
adolescents

CONTEXTUAL INFORMATION FOR ABOVE

INDICATOR/MEASURE
DATA ON INDICATOR
Consumer Involvement? None
Used in Funding Decisions? No
Type of Standard Target
Target Population Other
Age Groups Youth
DATA ON MEASURE
Available Data Numerator Denominator
Data type: Self report Count
In FN 10: No No
Quality: Good High
Respondent Client N/A
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|Task Force Indicator O-2.2 Symptom coping. |

COMMENT: In the measure reported below, note that “problems” are not necessarily
the same as “symptoms.”

EXAMPLES OF RELATED INDICATORS/MEASURES IDENTIFIED IN THE LITERATURE

United Behavioral Systems, Inc.
Indicator: clients reporting improved coping skills

Measure: % of respondents responding “I’m more effective in coping with my
problems.” to the question: “Which of the following statements best
describes how the services you received have changed the way you
cope with your problems?”
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CONCERN O-3: THE PLAN SHOULD ADDRESS PROBLEMSAS
DEFINED BY CONSUMERS (FOR WHICH THEY SEEK HELP).

Task Force indicator O-3.1: Average score on consumer-rated effectiveness/change.

COMMENT: A number of related indicators/measures are presented below. None of
them adjust scores for age, diagnosis of stage of treatment. This is a serious omission.
Potential enrollees will want to know how do these plans help people like me.

EXAMPLES OF RELATED INDICATORS/MEASURES IDENTIFIED IN THE LITERATURE

United Behavioral Systems, Inc.
Indicator: % of clients reporting improved problems.

Measure: % of respondents responding “My problems are better.” to the
question: “Which of the following statements best describes how the
services you received have changed the problems that brought you to
the clinic?” (Italics added.)

Hawaii 1994 Program Evaluation Data Set for CMHCs.
Indicator: Improve outcomes in outpatient therapy (Title: Outpatient therapy
services outcome I).
Measure 1: # of outpatient therapy objectives attained/Total # outpatient therapy
objectives.
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CONTEXTUAL INFORMATION FOR ABOVE

INDICATOR/MEASURE
DATA ON INDICATOR
Consumer Involvement? Primary
Used in Funding Decisions? No
Type of Standard Target
Target Population SPMI/Acute
Age Groups Adults
DATA ON MEASURE
Available Data Numerator Denominator

Data type: Self report Self report

In FN 10: No No

Quality: Low Low

Respondent Client Client

Hawaii 1994 Program Evaluation Data Set for CMHCs.
Indicator: Monitor and improve outcomes of biopsychosocial services (Title:

Biopsychosocial rehabilitation outcomes I).
Measure: # of BPSR therapy objectives attained/Total # BPSR therapy
objectives.

CONTEXTUAL INFORMATION FOR ABOVE

INDICATOR/MEASURE

DATA ON INDICATOR
Consumer Involvement? Primary
Used in Funding Decisions? No
Type of Standard Range
Target Population SPMI/Acute
Age Groups Adults

DATA ON MEASURE

Available Data Numerator Denominator
Data type: Self report Self report
In FN 10: No No
Quality: Low Low
Respondent Client Client
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Hawaii 1994 Program Evaluation Data Set for CMHCs
Indicator: To monitor and improve the outcome of case management services

(Title: Case management services outcome I).
Measure: # of case management objectives attained/# of case management
objectives set.

CONTEXTUAL INFORMATION FOR ABOVE

INDICATOR/MEASURE

DATA ON INDICATOR
Consumer Involvement? Unknown
Used in Funding Decisions? No
Type of Standard Range
Target Population SPMI/Acute
Age Groups Adults

DATA ON MEASURE

Available Data Numerator Denominator
Data type: Self report Self report
In FN 10: No No
Quality: Low Low
Respondent Client Client
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CONCERN #0-4: ENROLLEESSHOULD EXHIBIT MINIMAL
IMPAIRMENT FROM USE OF SUBSTANCES

Task Force Indicator O-4.1 Reduction in impairment in service recipients with
substance abuse problems (children and adolescents, adults, seriously mentally ill).

COMMENT: Several candidate evaluation research instruments that are frequently
used to measure substance use are identified. Available information on these

instruments is included in the Appendix. Copies of these instruments that are not
proprietary are also included in the Appendix.

CANDIDATE INSTRUMENTS:

Addiction Severity Index (ASI)
Clinician Alcohol Use Scale
Clinician Drug Use Scale
Substance Abuse Treatment Scale
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CONCERN O-5: RECIPIENTSSHOULD EXPERIENCE MINIMAL LOSS
OF PRODUCTIVEACTIVITY INWORK OR SCHOOL ASA RESULT OF
ALCOHOL, DRUG, OR MENTAL DISORDERS.

Task Force Indicator O-5.1: Proportion of service recipients reporting an increased
number of days of performance of productive activity (work/studying/homemaking) in
30 day period: change over time.

treatment.

COMMENT: A variety of indicators/measures were identified in he literature search.
Some report the number of hours worked, other report types of activities in which
individuals engaged during a specified period of time.

To be most useful, data should be broken out by age, diagnosis, and stage of illness/

EXAMPLES OF RELATED INDICATORS/MEASURES IDENTIFIED IN THE LITERATURE

Washington Regional Support Network MIS
Indicator: Increasing employment, self-esteem, independence (Title: same)
Measure: # of clients at each level of activity, employment being the highest.

CONTEXTUAL INFORMATION FOR ABOVE

INDICATOR/MEASURE
DATA ON INDICATOR
Consumer Involvement? None
Used in Funding Decisions? No
Type of Standard Target
Target Population SPMI/Acute
Age Groups Adult & senior
DATA ON MEASURE
Available Data Numerator
Data type: Count
In FN 10: No
Quality: Low
Respondent N/A
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Washington Regional Support Network MIS
Indicator: Increase employment for consumers. (Title: Net change in
employment status)
Measure: Change in # of clients in each employment category.

CONTEXTUAL INFORMATION FOR ABOVE

INDICATOR/MEASURE
DATA ON INDICATOR
Consumer Involvement? None
Used in Funding Decisions? No
Type of Standard Norms
Target Population SPMI/Acute
Age Groups Child/youth
DATA ON MEASURE
Available Data Numerator
Data type: Count
In FN 10: No
Quality: Low
Respondent N/A

California Adult Performance Qutcome Survey
Indicator: All persons should have the opportunity to engage in meaningful

daily activities. (Title: Working 1 or more hours)
Measure: Work hours, current wave/work hours prior wave.
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CONTEXTUAL INFORMATION FOR ABOVE

INDICATOR/MEASURE
DATA ON INDICATOR
Consumer Involvement? Primary & secondary
Used in Funding Decisions? Yes
Type of Standard Other
Target Population SPMI
Age Groups Adult & senior
DATA ON MEASURE
Available Data Numerator Denominator
Data type: Self report Self report
In FN 10: No No
Quality: Good Good
Respondent Client Client
Retest Reliability 9 9
Concurrent Validity .94 .94

New Hampshire Outcome Based Pis
Indicator: Integration into community life, more productive life (Title: Time

worked in integrated settings)
Measure: Time worked by clients/Total time @ 37.5 hours
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CONTEXTUAL INFORMATION FOR ABOVE

INDICATOR/MEASURE
DATA ON INDICATOR
Consumer Involvement? Primary & secondary
Used in Funding Decisions? Yes
Type of Standard Target
Target Population SPMI/Acute
Age Groups Adults
DATA ON MEASURE
Available Data Numerator Denominator
Data type: Count Count
In FN 10: No No
Quality: Varies Varies
Respondent N/A N/A
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California Adult performance Outcome Survey
Indicator: All persons should have opportunity to engage in meaningful daily
activities (Title: Engaged in productive activity)
Measure: Did volunteer activities current wave/Did volunteer activities, prior
wave.

CONTEXTUAL INFORMATION FOR ABOVE

INDICATOR/MEASURE
DATA ON INDICATOR
Consumer Involvement? Primary & secondary
Used in Funding Decisions? Yes
Type of Standard Other
Target Population SPMI
Age Groups Adult & senior
DATA ON MEASURE

Available Data Numerator Denominator
Data type: Self report Self report
In FN 10: No No
Quality: Good Good
Respondent Client Client
Retest Reliability 46 46
concurrent Validity 13 13
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Measure: Educational activities, current wave/educational activities prior wave.
(Title: Engaged in productive activity)

CONTEXTUAL INFORMATION FOR ABOVE

MEASURE

DATA ON MEASURE
Available Data Numerator Denominator
Data type: Self report Self report
In FN 10: No No
Quality: Good good
Respondent Client Client
Retest Reliability 18-.7 18-.7

Measure: Work hours, current wave/Work hours prior wave. (Title: Engaged in

productive activity)

CONTEXTUAL INFORMATION FOR ABOVE

MEASURE

DATA ON MEASURE
Available Data Numerator Denominator
Data type: Self report Self report
In FN 10: No No
Quality: Good Good
Respondent Client Client
Retest Reliability 9 9
Concurrent Validity .94 .94
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Washington Regional Support Network MIS
Indicator: Increased employment for consumers, increased independence (Title:

Net change in employment status).
Measure: Change in # of clients in each employment category.

CONTEXTUAL INFORMATION FOR ABOVE

INDICATOR/MEASURE

DATA ON INDICATOR
Consumer Involvement? None
Used in Funding Decisions? No
Type of Standard Norms
Target Population SPMI/Acute
Age Groups Unknown

DATA ON MEASURE

Available Data Numerator
Data type: Count
In FN 10: No
Quality: Low
Respondent N/A

North Carolina Div. MH/DD/SA Outcomes
Indicator: Gain work skills toward greater independence (Title: Work skills and

self sufficiency).

Measure: Carolina Alternatives, subscale B.

CONTEXTUAL INFORMATION FOR ABOVE

INDICATOR/MEASURE
DATA ON INDICATOR
Consumer Involvement? None
Used in Funding Decisions? No
Type of Standard Norms
Target Population SPMI
Age Groups Unknown
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DATA ON MEASURE
Available Data Numerator
Data type: Observer
In FN 10: No
Quality: Unknown
Respondent Clinical staff

RTI Mental Health Survey
Self-Report Question: “During the past 4 weeks, have you had any of the

following problems with your work or other regular activities as a
result of any emotional problems (such as feeling depressed or
anxious)?”

Cut down on the amount of time you spent on work or other
activities?

Accomplished less than you would like?

Didn’t do work or other activities as carefully as usual?
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CONCERN O-6: ENROLLEESSHOULD FUNCTION IN COMMUNITY
SETTINGSOF THEIR CHOICEWITH OPTIMAL INDEPENDENCE
FROM FORMAL SERVICE SYSTEMS.

Task Force Indicator O-6.1 % seriously emotionally disturbed children placed outside
of the home.

COMMENT: no indicators/measures directly related to out-of-home placement were
identified.

Oklahoma MH Information System
Indicator: Assurance of appropriate level of care for children. (Title: Hospital
admission rate for children)
Measure: Hospital admissions for, 18 years old/Population of service area.

CONTEXTUAL INFORMATION FOR ABOVE

INDICATOR/MEASURE

DATA ON INDICATOR
Consumer Involvement? Primary
Used in Funding Decisions? Yes
Type of Standard Target
Target Population SPMI/Acute
Age Groups Child/youth

DATA ON MEASURE

Available Data Numerator Denominator
Data type: Count Count
In FN 10: Yes No
Quality: High High
Respondent N/A N/A
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Hawaii 1994 Program Evaluation Data Set for CMHCs
Indicator: Improve biopsychosocial service outcomes (Title Biopsychosocial

rehabilitation service outcome III)
Measure: # residential independence objectives attained/ # social residential
independence listed in CM plan.

CONTEXTUAL INFORMATION FOR ABOVE

INDICATOR/MEASURE

DATA ON INDICATOR
Consumer Involvement? Primary
Used in Funding Decisions? No
Type of Standard Target
Target Population SPMI/Acute
Age Groups Adults

DATA ON MEASURE

Available Data Numerator Denominator
Data type: Self report Self report
In FN 10: No No
Quality: Low Low
Respondent Client Client
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Task Force Indicator O-6.2 Percent of adults with serious mental illness living in
independent living situations of their choice.

COMMENT: This indicator has a “double barrel quality. Although there may be only a
few individuals who would choose to live in a supervised setting — the issue of
“independence” should be separated from “choice.” Additionally, independent living
situation needs to be defined.

EXAMPLES OF RELATED INDICATORS/MEASURES IDENTIFIED IN THE LITERATURE

MHSIP Performance Indicator Report
Indicator: # of individuals with SPMI successfully placed in independent or

supported housing/# of individuals with SPMI receiving community-
based services for whom housing is identified as an issue in the
treatment plan.
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Task Force Indicator O-6.3 Service recipient level of functioning, self-care/
independent functioning measures.

COMMENT: In addition to the indicators/measures identified in he literature search,
this section also lists candidate instruments for measuring level of functioning. Copies
of instruments are contained in Appendix A.

CANDIDATE INSTRUMENTS

Global Assessment of Functioning (GAF)

Social and Occupational Functioning Assessment Scale (SOFAS)
Behavior and Symptom Identification Scale (BASIS-32)

SF-36

Specific Level of Functioning (SLOF)

EXAMPLES OF RELATED INDICATORS/MEASURES IDENTIFIED IN THE LITERATURE

Oklahoma MH Information System
Indicator: Appropriate and efficient care (Title: Improvement of life skills for

intensively case managed clients).
Measure: # of clients with LOF scores sine previous assessment/# of clients
with change in LOF since previous assessment.

CONTEXTUAL INFORMATION FOR ABOVE

INDICATOR/MEASURE
DATA ON INDICATOR
Consumer Involvement? None
Used in Funding Decisions? No
Type of Standard Norms
Target Population SPMI
Age Groups Adults
DATA ON MEASURE
Available Data Numerator Denominator
Data type: Observer Observer
In FN 10: No No
Quality: Good Good
Respondent Clinical staff Clinical staff
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North Carolina Div. MH/DD/SA Outcomes
Indicator: Maintain or improve functioning (Title: Level of functioning in life
domains)
Measure 1: Present Status Rating Scale

CONTEXTUAL INFORMATION FOR ABOVE

INDICATOR/MEASURE

DATA ON INDICATOR
Consumer Involvement? Unknown
Used in Funding Decisions? No
Type of Standard Target
Target Population SPMI
Age Groups Child/youth

DATA ON MEASURE

Available Data Numerator
Data type: Observer
In FN 10: Yes
Quality: Unknown
Respondent Clinical staff
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Measure 2: Family Interview

CONTEXTUAL INFORMATION FOR ABOVE

INDICATOR/MEASURE
DATA ON INDICATOR
Consumer Involvement? Unknown
Used in Funding Decisions? No
Type of Standard Target
Target Population SPMI
Age Groups Child/youth
DATA ON MEASURE
Available Data Numerator
Data type: Interview
In FN 10: No
Quality: Unknown
Respondent Family

Measure 3: Child Interview

CONTEXTUAL INFORMATION FOR ABOVE

INDICATOR/MEASURE
DATA ON INDICATOR
Consumer Involvement? Unknown
Used in Funding Decisions? No
Type of Standard Target
Target Population SPMI
Age Groups Child/youth
DATA ON MEASURE
Available Data Numerator
Data type: Interview
In FN 10: No
Quality: Unknown
Respondent Client
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Texas Strategic Planning/Budgeting performance Measures
Indicator: Achievement of optimal human potential (Title: level of functioning).

Measure: Levels of functioning of clients in current year/Levels of functioning
of clients in prior year.

CONTEXTUAL INFORMATION FOR ABOVE

INDICATOR/MEASURE
DATA ON INDICATOR
Consumer Involvement? None
Used in Funding Decisions? No
Type of Standard Range
Target Population SPMI
Age Groups All ages
DATA ON MEASURE
Available Data Numerator Denominator
Data type: Observer count
In FN 10: Yes Yes
Quality: Good Unkown
Respondent Clinical staff N/A
Interrater Agreement 3-9 3-9
Concurrent Validity 1-.6 1-.6
Sensitivity to change 5-8 5-.8
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California Adult Performance Outcome Survey
Indicator: Supervision required in living situation (Title: same)

Measure: Staff rating of need for supervision in living situation, current wave/
Staff rating of need for supervision, prior wave.

CONTEXTUAL INFORMATION FOR ABOVE

INDICATOR/MEASURE
DATA ON INDICATOR
Consumer Involvement? Primary & secondary
Used in Funding Decisions? Yes
Type of Standard Other
Target Population SPMI
Age Groups Adult & senior
DATA ON MEASURE
Available Data Numerator Denominator
Data type: Self report Self report
In FN 10: No No
Quality: Low Low
Respondent Clinical staff Clinical staff
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Hawaii 1994 Program Evaluation Data Set for CMHCs
Indicator: Monitor and improve outcome of outpatient activities and services

(Title: Outpatient therapy services outcome II).
Measure: # of consumers showing higher LOF on C-CAR/# of consumers with
outpatient therapy objectives.

CONTEXTUAL INFORMATION FOR ABOVE

INDICATOR/MEASURE

DATA ON INDICATOR
Consumer Involvement? Primary
Used in Funding Decisions? No
Type of Standard Target
Target Population SPMI/Acute
Age Groups Adults

DATA ON MEASURE

Available Data Numerator Denominator
Data type: Observer Count
In FN 10: Yes Yes
Quality: Low Unknown
Respondent Clinical staff N/A
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Task Force Indicator O-6.4: (elders) Age-adjusted ratio of enrollees in alternative
and independent/family settings vs. nursing/institutional settings.
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Task Force Indicator O-6.5: Percent of service recipients in most restrictive settings
(e.g. hospital, jail, homeless, nursing).

COMMENT: Is there any reason to make a distinction between general and
Psychiatric hospitals? Data on persons in restrictive settings must be adjusted for
sociodemographic and case mis characteristics. The number of persons in hospitals will
relate to severity of case mix. Numbers of persons in jails and nursing homes will relate
to sociodemographic factors.

EXAMPLES OF RELATED INDICATORS/MEASURES IDENTIFIED IN THE LITERATURE

Washington Regional Support Network MIS
Indicator: Housing for homeless (Title: Net change in homeless status).

Measure: Number of clients in homeless categories.

CONTEXTUAL INFORMATION FOR ABOVE

INDICATOR/MEASURE

DATA ON INDICATOR
Consumer Involvement? None
Used in Funding Decisions? No
Type of Standard Unknown
Target Population SPMI/Acute
Age Groups All ages

DATA ON MEASURE

Available Data Numerator
Data type: Count
In FN 10: No
Quality: Low
Respondent N/A
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Indicator: Provide appropriate levels of support to maintain SMI in community
(Title: Community tenure)

Measure: Months in community prior to a readmission/No. of persons
readmitted between 1-25 months ago.

CONTEXTUAL INFORMATION FOR ABOVE

INDICATOR/MEASURE

DATA ON INDICATOR
Consumer Involvement? None
Used in Funding Decisions? No
Type of Standard Norms
Target Population SPMI/Acute
Age Groups Adult & senior

DATA ON MEASURE

Available Data Numerator Denominator
Data type: Count Count
In FN 10: No Yes
Quality: Good Good
Respondent N/A N/A

Texas Strategic Planning/Budgeting Performance Measures
Indicator: Appropriate levels of support to maintain SMI in community (Title:

community tenure).
Measure: LOS in community prior to a readmission/# of clients readmitted for
period.

CONTEXTUAL INFORMATION FOR ABOVE

INDICATOR/MEASURE
DATA ON INDICATOR
Consumer Involvement? None
Used in Funding Decisions? No
Type of Standard Norms
Target Population SPMI/Acute
Age Groups Adult & senior
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DATA ON MEASURE
Available Data Numerator Denominator
Data type: Count Count
In FN 10: No Yes
Quality: Good Good
Respondent N/A N/A

Minnesota Annual Performance Report

Indicator: Crisis intervention services will divert inpatient admissions (Title:

Crisis intervention service diversion form inpatient).

Measure: # of clients eligible for inpatient who are diverted with crisis

intervention/Total # of clients eligible for inpatient.

CONTEXTUAL INFORMATION FOR ABOVE

INDICATOR/MEASURE

DATA ON INDICATOR
Consumer Involvement? Unknown
Used in Funding Decisions? No
Type of Standard Target
Target Population SPMI/Acute
Age Groups Unknown

DATA ON MEASURE

Available Data Numerator Denominator
Data type: Self report (?) Self report (?)
In FN 10: No No
Quality: Good Good

Respondent

Clinical staff

Clinical staff
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Oklahoma MH Information System
Indicator: Treatment efficacy and cost reduction (Title: Adult inpatient

hospitalizations per month)
Measure: Adult inpatient hospitalization days per month.

CONTEXTUAL INFORMATION FOR ABOVE

INDICATOR/MEASURE

DATA ON INDICATOR
Consumer Involvement? Primary
Used in Funding Decisions? Yes
Type of Standard Target
Target Population SPMI/Acute
Age Groups Adults

DATA ON MEASURE

Available Data Numerator
Data type: Count
In FN 10: Yes
Quality: High
Respondent N/A
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Task Force Indicator 0-6.6: Percent of (child/adult) enrollees involved in legal
system.

[COMMENT: Case-mix adjusted data. |

EXAMPLES OF RELATED INDICATORS/MEASURES IDENTIFIED IN THE LITERATURE

North Carolina Div. MH/DD/SA Outcomes
Indicator: Maintain or improve functioning (Title: legal involvements)
Measure: Respondent: N/Carolina Alternatives, Subscale G.

CONTEXTUAL INFORMATION FOR ABOVE

INDICATOR/MEASURE

DATA ON INDICATOR
Consumer Involvement? Unknown
Used in Funding Decisions? No
Type of Standard Target
Target Population SPMI
Age Groups Child/youth

DATA ON MEASURE

Available Data Numerator
Data type: Observer
In FN 10: No
Quality: Unknown
Respondent Clinical staff
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CONCERN O-7: ENROLLEESEXPERIENCE MINIMAL SOCIAL

ISOLATION.

social support and contacts.

Task Force Indicator O-7.1: Proportion of enrollees who report level of satisfactory

COMMENT: Adjustment factors should include family status, in addition to case mix
and sociodemographic factors. One would expect that family status would be an
important factor in social support and contacts.

EXAMPLES OF RELATED INDICATORS/MEASURES IDENTIFIED IN THE LITERATURE

California Adult Performance Qutcomes Survey
Indicator: SPMI should develop and maintain social supports and link to their
community (Title: Attend community recreational activities each

month)

Measure 1: Level of participation in activities, current wave/Level of
participation in activities, prior wave.

CONTEXTUAL INFORMATION FOR ABOVE

INDICATOR/MEASURE
DATA ON INDICATOR
Consumer Involvement? Primary & secondary
Used in Funding Decisions? Yes
Type of Standard Other
Target Population SPMI
Age Groups Adult & senior
DATA ON MEASURE
Available Data Numerator Denominator
Data type: Self report Self report
In FN 10: No No
Quality: Low Low
Respondent Client Client
Retest Reliability .17-.48 .17-.48
concurrent Validity 31 31
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Measure 2: Who do you do things with, current wave/Who do you do things
with, prior wave. (Title: Attend enjoyable activities with friends)

CONTEXTUAL INFORMATION FOR ABOVE

MEASURE

DATA ON MEASURE
Available Data Numerator Denominator
Data type: Self report Self report
In FN 10: No No
Quality: Low Low
Respondent Client Client
Retest Reliability .24-.38 24-38
Concurrent Validity .0-.44 .0-.44

Measure 3: Sources of emotional support, current wave/Sources of emotional
support, prior wave (Title: Uses non-MH network for emotional
support)

CONTEXTUAL INFORMATION FOR ABOVE

MEASURE
DATA ON MEASURE
Available Data Numerator Denominator
Data type: Self report Self report
In FN 10: No No
Quality: Good Good
Respondent Client Client
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Hawaii 1994 Program Evaluation Data Set for CMHCs
Indicator: Improve biopsychosocial service outcomes (Title) Biopsychosocial

rehabilitation service outcome II))
Measure: # social integration objectives attained/ # social integration objectives
listed in CM plan.

CONTEXTUAL INFORMATION FOR ABOVE

INDICATOR/MEASURE

DATA ON INDICATOR
Consumer Involvement? Primary
Used in Funding Decisions? No
Type of Standard Target
Target Population SPMI/Acute
Age Groups Adults

DATA ON MEASURE

Available Data Numerator Denominator
Data type: Self report Self report
In FN 10: No No
Quality: Low Low
Respondent Client Client

RTI Mental Health Care Survey
Self Report Question: “During the past 4 weeks to what extent has your

emotional problems interfered with your normal social activities with
family, friends, neighbors or groups?”
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CONCERN O-8: RECIPIENTSSHOULD TAKEANACTIVE ROLE IN
MANAGING THEIR OWN ILLNESSES.

Task Force Indicator O-8.1: Mean rating of illness self~-management (selected groups:
SMI, older adults with mental illness).

EXAMPLES OF RELATED INDICATORS/MEASURES IDENTIFIED IN THE LITERATURE

Kent-Sussex Mental Health Functional Status Assessment
Self Report Question: How easy is it for you to manage your own involvement
in a treatment plan?

—Medication management?

—Other self-management?
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APPROPRIATENESS

CONCERN P-1: CHILDREN AT HIGH RISK FOR BEHAVIOR
DISORDERSWILL BE IDENTIFIED IN THE PLAN.

Task Force Indicator P-1: Proportion of children screened for being at risk for
behavior disorders.
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CONCERN P-2: SKILL TRAINING AND PARENTING EDUCATION IS
PROVIDED.

Task Force Indicator P-2.1: Proportion of parents of high risk children receiving skill
training and parenting education.
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Task Force Indicator P-2.2: Proportion of high risk children receiving services/
education directed toward anger management.
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CONCERN P-3: PLAN PROVIDES INFORMATION REGARDING
SUBSTANCE USE AND DOMESTIC VIOLENCE.

Task Force I Indicator p-3.1: Proportion of primary care physicians who receive
education in mental health and substance abuse identification.

COMMENT: It may be necessary to specify type of education. For example would all
of the following qualify: professional preparation, continuing education, in-service
training?
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SATISFACTION

Two instruments that have been developed to collect information on client satisfaction,
clients’ self reports of their health care experiences, and self report of health status are
included in Appendix A.
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APPENDIX

CANDIDATE INSTRUMENTS
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BRIEF PSYCHIATRIC RATING SCALE

Overall and Gorham

DIRECTIONS: Place an X in the appropriate box to represent
Level of severity of each symptom.

Patient Name Physician

Patient SS # UT # HH #

Date

SOMATIC CONCERN - preoccupation with physical health, fear of physical illness,
hypochondriasis.

ANXIETY - worry, fear, over-concern for present or future, uneasiness.

EMOTIONAL WITHDRAWAL - lack of spontaneous interaction, isolation deficiency in
relating to others.

CONCEPTUAL DISORGANIZATION - thought processes confused, disconnected,
disorganized, disrupted.

GUILT FEELINGS - self-blame, shame, remorse for past behavior.
TENSION - physical and motor manifestations of nervousness, over-activation.

MANNERISMS AND POSTURING - peculiar, bizarre unnatural motor behavior (not
including tic).

GRANDIOSITY - exaggerated self-opinion, arrogance, conviction of unusual power
of abilities.

DEPRESSIVE MOOD - sorrow, sadness, despondency, pessimism.
HOSTILITY - animosity, contempt, belligerence, disdain for others.

SUSPICIOUSNESS - mistrust, belief others harbor malicious or discriminatory
intent.

HALLUCINATORY BEHAVIOR - perceptions without normal external stimulus
correspondence.

MOTOR RETARDATION - slowed weakened movements or speech, reduced body
tone.

UNCOOPERATIVENESS - resistance, guardedness, rejection of authority.
UNUSUAL THOUGHT CONTENT - unusual, odd, strange, bizarre thought content.

BLUNTED AFFECT - reduced emotional tone, reduction in formal intensity of
feelings, flatness.

EXCITEMENT - heightened emotional tone, agitation, increased reactivity.

DISORIENTATION - confusion or lack of proper association for person, place, or
time.

Global Assessment Scale (Range 1-100)

O O [ Not Present

oo Oooo o o ooo o ooo o

O O O very mild

oo Oooo o o ooo o ooo o

O 0O O wmid

oo Oooo o o ooo o ooo o

O O O Moderate

oo Oooo o o ooo o ooo o

O O [ Mod. Severe

oo Oooo o o ooo o ooo o

O O O severe

oo Oooo o o ooo o ooo o

0 O [ Extremely Severe

oo Oooo o o ooo o ooo o
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N

ba.

EXTENDED FORVAT FOR QUTCOVE NEASURE

/dentification Section

Fornal nane of Measure or Procedure:

Taxonony Code
(Use to /dentify Conparison
Measures) .

Principal Author(s) and Key
Reference:

Derivative of/Supersedes Anot her or
Farlier Masure?

Brief Description of Measure or
Techni que—Qri g/ nal or Principal
Version only) -

Brief Psychiatric Rating Scal e (BPRS)

I1-A-4

Overall, J. E. and Gorham D. R 1

Yes. Factor-analytic derivative of

Lorr Miltidimensional Scale for Rating
Psychiatric Patients (MSRPP) and Lorr

I npatient Miltidinmensional Psychiatric
Scale (IMPS) 1

Ei ght een synptom areas are rated on
7-point scales following a brief (18
mnute 1) unstructured interview of
client by a psychiatrist or
psychol ogi st. Aut hors reconmend
using two clinicians in a joint
interview, with independent ratings
made afterwards. Ratings are based
upon observation of client and
client’s verbal report. Eighteen
ratings are summed to yield a “total
pat hol ogy” score. Conposite
“syndronme factor” scores may al so be
derived 2. Brief descriptions of
each synptom area are included in
the BPRS forny nore detailed
definitions are available in 1.
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5b. variants of Qiginal Procedure (for
reference purposes only: remnal nder
of Format [/nformation nay not
pertain to these Variants) :

5c. Q her Language Versions Avail abl e,
I oany.

B Appl i cat i ons_Sect i on

6. Est/nated Frequency of Use (Low
Medium or H gh)

7. Appropriate “Target” G oups—

a. Age Groups: Child (5-12), Adol escent

(13-17), Adult (18-64), Ceriatric
(65+)

b. Sex:

C. Cli ni cal / Di agnosti c/ Probl em G oups

(G oups on which nmeasure was
devel oped are underlined)

d. Severity Range of Functional
| mpai rment (Normal, M ninal,
Moder ate, Severe, |ncapacitated)

e. I nportant | nappropriate Goups (If
not already indicated or inplied in

7a through 7d)

BPRS 2

Has undergone a number of revisions since
1962. Earlier versions of BPRS contained
14 and 16 itens. Mst research has
involved the 16-item version 3.

Transl ati ons avail able in French, GCernan,
Czechosl ovaki an, Italian and Spanish 2.

Hi gh
Adult (18-64); also seens appropriate for
ot her age groups.

Bot h sexes

Al'l groups; devel oped on schi zophrenics.

M nimal to incapacitated.

Not applicable to non-clients.
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sa.

10.

11.

12.

13.

14.

Speci fic Functional Areas Assessed.

Key Theoretical Construct(s), If
any, which the scal e purports to

nmeasure, for which it /s wdely used

as a neasure, or on which it /s
founded:

MNature of Assessnent (Deficits,
Assets/Gowmth Areas, or Mxed) :

Met hodol ogy and Procedures Section

Restrictions on Treatnent Settings,
Mdal i ties, etc.

“Subject” of the assessnent i f other
than the cl/ient (e.g., an entire
famly):

77 me Span Covered by Assessnent
( Today, Last 3 Days, Past Mnth,
etc. ).

Usual Points of Data Col/ection
(pre- and post-treatnent assessnent
tines):

Data Col/ection Procedure:
Initial Assessnent:

Post - Treat nent or
Assessnent :

Fol | ow Up

BPRS 3

Ei ght een synptom areas: somatic concern,
anxi ety, enotional wthdrawal, conceptual
di sorgani zation, guilt feelings, tension,
manneri sns and posturing, grandiosity,
depressive mood, hostility,

suspi ci ousness, hal |l uci natory behavi or,
not or retardation, uncooperativeness,
unusual thought content, blunted affect,
excitement, and disorientation (latter
two not on 16-itemversion) 1, 4.
Conposite scores may be derived for four
syndrone factors: thinking disturbance
(TD), withdrawal -retardati on (\R),
hostility-suspiciousness (HS), and

anxi ety-depression (AD) 2.

Deficits

No restrictions

Day of assessnent plus unspecified prior
period for client’s self-reports.

AT i nt ake,
di schar ge,

during treatnent, at
“fol |l owup” 4.

In-Facility Interview.

In-Facility Interview.
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15.

16.

17.

18.

BPRS

Professional Training Level Required ND or PhD 3

for Data Col/ection Procedure
(“None” i f Self-Adm nistration by
dient or Collateral /s used):

/nportant Limtations |nposed by
Data Col/ection Procedures.

Psychometric | nfornation Section

Scal e type (Single itens only,
Milti-itemscale(s), Likert or
GQuttnman-t ype scale(s), etc.):.

Evi dence for Reliability—

/nternal Consistency (alpha, KR-20
or Reproduci bility coefficients):.

/nter-rater Agreement.

7est-retest, Alternate Forns
Correl ation:

O her Evidence (e.g., Conponents of
Vari ance Anal yses of Obtained
Scores):

Post - Assessnents |limted to clients
still in the facility.

Single-item scal es

Not applicable for overall single
rating.

Using earlier 1l4-item version,
correlations of two interviewers’
scores ranged from.52 to .90 with an
average of .77. Correlations on the
16-item BPRS for two raters ranged
from.56 to .87 with an average of
.78 1. These figures are sonewhat

hi gher than sinmlar correlations from
the earliest BPRS version (range of
.37 to .75, average of .59) 5. In all
cases, it was unclear whether the two
raters interviewed each client
jointly or independently prior to
ratings.

No i nformation avail abl e
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19. Evi dence for Validity—

a. Content Validity (/ncludes Coverage
of Donain, Representativeness of
/tens).

b. Criterion Validity (/ncludes
Concurrent and Predictive Vvalidity
studies):

BPRS

Aut hors believe that BPRS synptom areas
are simlar to those considered by
clinicians in evaluating a patient 1.
Excel | ent coverage of synptom donmin,
particularly for nore severe forns of
pat hol ogy. I ndividual scale descriptions
1 are fairly detailed. Scale titles
closely parallel conmmon

psychopat hol ogi cal constructs.

the 16-item BPRS
correlation of
.71

In one study (N = 149),
scal es showed a canoni cal
.65 with the Katz Adjustnent Scales,
with the MWI scales, .63 with the
Psychotic Reaction Profile, .54 with
gl obal ratings of pathol ogy by nurses,
.61 with psychiatric residents’ ratings,
and .51 with patients’ self-ratings. The
BPRS was found to be superior at

cl assifying subjects into four

di agnosti ¢ groups (although di agnoses
and BPRS ratings were made by sane

person, unlike other neasures) 6.
Canoni cal correlations of the BPRS with
both self- and other-rated Personal

Adj ust nent and Role Skills (PARS) scal es
yielded R s of only .29 for both 7. The
validity of the shorter BPRS as a
substitute for the MSRPP in eval uating
drug effects is suggested by a
correlation of .93 between change scores
on the two neasures 3.
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19c.

20.

Construct Validity (/ncludes
Convergent and 0O scrim nant
val/idity, evidence of

Ml t7di mensional ity, expected
Rel ationshi ps and “Behavior” of
Scores) .

Sensitivity to Change (Evidence of
Response of c/ient scores to

Devel opnent al or Treatnent factors
Judged /i kel y to cause change):

Aids to Interpretability of Scores—

Target Goup (age, sex, diagnosirs,
etc.) Means, Ranges, etc.:

BPRS 6

Usi ng cluster analysis, eight nean
symptom profiles (e.g., “anxious
depression”) have been derived from BPRS
scores. Subjects grouped according to
profile type have been found to be
simlar on background data, and to have
di fferent pharmacot herapeutic
requirenents 8. A cross-cultural study
reveal ed that psychiatrists in four
countries interpreted these
“phenonenol ogi cal classifications”
simlarly; correlations between
conceptual profiles and enpirical cluster
profiles ranged from .58 to .91, with a
mean of about .80 9. However, others have
found that psychiatrists’ intuitive
concepts of the eight profile types only
showed 65% agreenment with enpirica
profiles derived from 2,000 actual cases
10. Basing BPRS scal es on the factor-
anal ytically derived MSRPP scales inplies
rel ative scal e i ndependence

One psychophar nmacol ogi cal study (N = 57)
reported significant treatnent effects on
13 of the 16 scales, in all four syndrone
factors, and a nmean inprovenent of 28.0
points in the total pathol ogy score
representing “highly significant change”
11.

No 7/ nfornation avarl abl e
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BPRS 7

20b. Conmmunity or Qher Mon-dient Not applicable to non-clients
MNorns (national, state, /ocal,
or specific groups—e. g., college

students) .

C. Pre-to Post-Treatnment Change No i nformati on avail abl e
Nor ms.

d. O her Factors Affecting

Interpretation of Scores:

e. Typi cal Shape of the Measure’s No information avail able
Score D stributions:
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21.

22d.

26.

27.

28.

29.

30.

Cost I nformation Section

Direct Data Coll ection Costs

Respondent Conpl etion Tines
(Converted to whole and fractions of
Hour s) —

/nitial (Fre-Treatment) Assessnent.

Post - Treat nent or Fol / ow Up

Assessnent
oF K o X F

Scoring Costs,

B

/f significant.:

Approxi mate Direct Costs —

Singl e Snmall-Sanple Study Cost
(N = 100) .

Larger Annual Program Qut cone Survey
Cost (N = 400).

Measur e Acqui sition/Training/
Mai nt enance Costs

Acqui sition Costs—

Che- 7/ ne Purchase or Charter Cost:

Materials Costs for 500 Pre-post

palirs annuall y:
* A A A

Initial Staff Training Costs
(Facility Staff costs only)—

Mumber of Staff that nust be Trai ned
/'n Assessment FProcedure in a typical
facility:

Est/nmated Hours of Training per
Starf Member.

L

O her Essential First-Year Costs
(see Commentary):

Subsequent Yearly Mai ntenance Costs—
Percentage of Original Training Time

Requi red Annually to Maintain
Skills.

B

BPRS 8

.33 hours

.33 hours

$0

$2, 100

$8, 400

“No charge for forns or
done through NIMH's Early dinical
Eval uation Unit (ECDEU)” 4; other
informati on not available for rev:

$200 (esti mat ed)

processing if
Drug
cost -

3 hours

$0

10%
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32b.

33.

34.

35.

36.

Total Annual Cient Qutconme Measure
Cost

Total Annual Measure Cost for N =
400 eval uation survey (DFrect Costs
plus annual i zed Acqui sition/

Trari ni ng/ Vai nt enance Costs):

Percent age of an Assuned Agency
Budget of $1.5 mil/ion:

Uility Section

(“Yes” responses generally indicate
greater utility.)

Sel ected Aspects of Utility fromthe
Client’s perspective:

Woul d ny assessment score i/ ndicate
direct!y (wthout statistical

anal ysi s) whet her ny treatment vwas a
success?

Woul d ny score show whet her | stil/
needed further treatment?

Woul d previous cl/ients’ scores show
If | mght be harmed by treatnent or
suffer negative side effects?

Sel ected Aspects of Uility froma
client Collateral’s perspective:

Woul d our relative assessnent score
/ndi cate direct!y whether his/her
treatnent was a success?

Woul d t he score show whet her he/she
needed further treatnent?

Woul d t he score(s) show how
troubl esome to the fam/ly our
relative vwas /ikely to be?

Woul d t he score(s) /ndicate the
/7 kel i hood of a relapse or
recurrence of the problenP

Sel ected Aspects of Uility fromthe

perspective of Legislators,
atizen's Goups, and Regul ators:

Are the neasure’s scores /ndicative
of how the client feels about the
treatnent and/or hi s/her current
functioning?

$8, 706

0.6%

Yes, Mo, or Q her

Appendix p.11
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36b.

37.

Do the scores show whet her the
clients have i nproved to the point
of not needing further treatnent?

Woul d out cone scores be essentially
conparabl e for clients differing in
sex, [ncome, age, education or
ethnicity?

Does the neasure assess areas of

hi gh soci al and conmunity [ nportance
(e.g , proaductivity, dangerousness,
or self-nmaintenance) wth good face
valradity?

/s a single overall outcome score
avarl abl e (particularly for relating
outcones to costs) and easy to

/' nterpret?

Assuming simlar clients, would the
scores for different agencries’
prograns be direct!y conparable, so
that concl/ usi ons about relative
effectiveness coul d be drawn?

Are pre-post score norns for somne
/dentifiable client groups available
so | can conpare a programs SUccess
wth these c/ients to other
prograns?

Are the neasure’s scores /ikely to
be free from potential distortion by
performance pressure, conpetition
for funds, threatened cutbacks in
funding, etc.?

Are the scores derived from or
/ndicative of the econonic benefits
of treatnent resuning work, Stoppling
wel/ fare payments, etc.)?

/s the measure easy to “fake”, so
that 7t could be used to cover up
poor staff performance? (“No” 7/s
preferable.)

Sel ected Aspects of Uility fromthe
dinician’s perspective:

Are there separate scores for
estimating outcone in [ nportant sub-
areas of cl/ient functioning?

BPRS 10

No i nformation avail abl e

Partially (individual scale scores can
be sunmed, but resulting score may not
be easily interpretable).

No (rater equival ence has not been
est abl i shed)

Sonmewhat

Partially (limted to synptons only).
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37b.

38.

/s a single overall outcome score
avai l abl e and easy to interpret?

Does the assessnent [ead direct!y to
a diagnosi s and/or suggest a
treatnent plan (e.g., use or
di scont i nuance of nedication,
hospi talization or discharge, etc.)?

Does the data collection procedure
Interfere in any significant nay
whi't routine service operations,
extra interview nore tine required,
etc.? (“"Mo” /s preferable.)

Does the measure assune a “neutral”

vi ewpoi nt about nental disorder that
wi/l not be inconpatible with ny own
vi ens?

Can the neasure be tailored to the
probl ens or [ssues that ny client
anad/or | select?

/s the measure relatively “val ue-
free”, i.e., does not rely on
socirally approved or conventional
behavior to define what /s “good”
versus “poor” functioning?

Does the neasure /end itself to use
as an ongoi ng i/ ndicator (e.g., by
session or by week) of cl/ient status
agai nst which to check ny own
observations and/or treatnent plans?

Even though our clients do differ in
probl em t ype and severity, can ny
clients’ outcone scores be conpared
direct!/y to scores of clients
treated by other clinicians, and
thus show ny relative perfornmance?

Sel ected Aspects of Utility for
Managers:

/s the measure available at a /ow
total annual cost (below 1% of a
$1.5 nmillion budget) ?

/s a single, overall outcome score
avail abl e (particularly for relating
outcones to costs) and easy to
/nterpret?

BPRS 11

Partially (see |Item 36e)

Yes (see discussion of “profi8le types”
in ltem 19c)

Yes

Yes

Yes

Yes

Partially (see |Item 36e)
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38c.

Are separate functional -area scores
avarl abl e that woul d nmatch up wel/
to specific program outcone

obj ectives?

Does the neasure assess politically
/ nportant outcones (e.g.,
productivity, dangerousness, self-
mali nt enance) wth high “face-
valradity”?

Does the neasure /end itself to

moni toring the individual
effectiveness of each of ny clinical
starr?

Woul d poor outcone scores help
“di agnose” weak treatnments or starf
deficiencies in our prograns?

Are pre-post score norms for sone
/dentifiable client groups available
so | can conpare our success with
these cl/ients to other prograns?

Are the neasure’s scores /ikely to
be free fromdistortion by funding
or nmanagerial pressures to /nprove
out cones?

Woul d thi s neasure be suitable for
an i n-depth, conparative study of
the effectiveness of two alternative
treatnment procedures?

Does the neasure provide /nfornation
on criteria conmonly required for
professional Quality Assurance/Peer
Revi ew procedures?

/s the measure’s content or
procedure particularly well suited
to “spotting trouble”, or even

hel pi ng me avoid scandal ?

BPRS 12

Partially (synptoms only)

Yes

Yes

Three (Current Functional |npairnent,
Ment al Status, Personal Confort)
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39.

BPRS 13

Critique of Measure Characteristics Section

Not abl e Strengths, Waknesses, and Renmi ning Unresol ved |ssues in Five General
Ar eas

Applications

Mot abl e Strengths: Good coverage of individual synptonatol ogy; general
applicability (i.e., across client types). Translations are available in
Spani sh and ot her | anguages 2

Wéaknesses: Solely synptom oriented.

Met hodol ogy and Procedures

Wéaknesses: May be difficult to persuade clients to return to facility for
followup interview.

Psychonetric I nformation

Mot abl e Strengths: Enpirical derivation via factor anal ysis.

Wéaknesses: |Inter-rater reliability data available only on relatively limted
client sanples (i.e., “newMy admitted schizophrenics” 1-see Item 18b).

Unresol ved /ssues: Data regarding sensitivity to change follow ng treatnent
were unavailable to this reviewer.

Cost I nformation

Mot abl e Strengths: Relatively |low cost to agency, particularly for a nulti-
di mensi onal scal e.

Unresol ved /ssues: Are ratings by a single rater sufficiently reliable and
valid to forego use of two raters? (See Itens 18b and 20d).

Utility for Qutcone Information Users

Wéaknesses: Client, non-client, and pre-/post-treatment nornms are not readily
avail abl e.

Unresol ved /ssues: Are the “gl obal pathol ogy” scores and profile types useful
in maki ng conparisons across clients and between prograns?
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BASIS 32-A
BEHAVIOR AND IDENTIFICATION SCALE

Name LD.# Date

INSTRUCTIONS

Below is a list of problems and areas of life functioning in which some people
experience difficulties. Using the scale below, WRITE IN THE BOX THE NUMBER
that best describes THE DEGREE OF DIFFICULTY YOU HAVE BEEN
EXPERIENCING IN EACH AREA DURING THE WEEK BEFORE ADMISSION.

no difficulty
a little
moderate
quite a bit
extreme

A WO~ O

For every area rated higher than “0” please indicate
HOW LONG HAVE YOU BEEN EXPERIENCING DIFFICULTY IN THIS AREA?

Please respond to each item. Do not leave any blank. If there is an area that
you consider to be inapplicable, indicate that it is NO DIFFICULTY (“07).

Example
To what extent are you experiencing How long has this
difficulty in the area of FRIENDSHIPS 2 been a problem? 6 months
TO WHAT EXTENT ARE YOU EXPERIENCING HOW LONG HAS THIS BEEN A PROBLEM?
DIFFICULTY IN THE AREA OF: Specify in weeks, months or years

1. MANAG NG DAY-TO DAY LIFE (e.g.,
getting places on time, handling
nmoney, naking every day deci sions)

2. HOUSEHOLD RESPONSI BI LI TIES (e.qg.,
shoppi ng, cooki ng, |aundry, keeping
room cl ean, other chores)

3. WORK (e.g., conpleting tasks,
per formance | evel, finding/keepi ng
a j ob)

4. SCHOOL (e.g., academ c performance,
conpl eti ng assi gnnents, attendance)

Copyright 1985 by Evaluative Service Unit, McLean Hospital

Appendix p.17



0 no difficulty

1 a little
WRITE THE NUMBER IN THE BOX 2 moderate

3 quite a bit

4 extreme
TO WHAT EXTENT ARE YOU EXPERIENCING HOW LONG HAS THIS BEEN A PROBLEM?
DIFFICULTY IN THE AREA OF: Specify in weeks, months or years

5. LEI SURE TI ME OR RECREATI ONAL ACTI VI TI ES

6. ADJUSTI NG TO MAJOR LI FE STRESSES (e.g.
separation, divorce, noving, new job, new

school , a death)

7. RELATI ONSH PS W TH FAM LY MEMBERS

8. GETTI NG ALONG W TH PEOPLE OUTSI DE OF THE
FAM LY

9. | SOLATI ON OR FEELI NGS OF LONELI NESS

10. BEI NG ABLE TO FEEL CLOSE TO OTHERS

11. BEI NG REALI STI C ABOUT YOURSELF OR OTHERS

12. RECOGNI ZI NG AND EXPRESSI NG EMOTI ONS

APPROPRI ATELY

13. DEVELOPI NG | NDEPENDENCE, AUTONOMY

14. GOALS OR DIRECTION I N LI FE

15. LACK OF SELF- CONFI DENCE, FEELI NG BAD ABOQUT

YOURSELF

16. APATHY, LACK OF | NTEREST I N THI NGS

17. DEPRESSI ON, HOPELESSNESS

18. SUI Cl DAL FEELI NGS OR BEHAVI OR

19. PHYSI CAL SYMPTOVS (e. g., headaches, aches
& pai ns, sl eep di sturbance, stonmach aches,

di zzi ness)
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0 no difficulty

1 a little
WRITE THE NUMBER IN THE BOX ) moderate

3 quite a bit

4 extreme
TO WHAT EXTENT ARE YOU EXPERIENCING HOW LONG HAS THIS BEEN A PROBLEM?
DIFFICULTY IN THE AREA OF Specify in weeks, months or years

20. FEAR, ANXI ETY OR PANI C

21. CONFUSI ON, CONCENTRATI ON, MEMORY

22. DI STURBI NG OR UNREAL THOUGHTS OR BELI EFS

23. HEARI NG VA CES, SEEI NG THI NGS

24. MANI C, Bl ZARRE BEHAVI OR

25. MOOD SW NGS, UNSTABLE MOODS

26. UNCONTROLLABLE, COWPULSI VE BEHAVI OR
(e.g., eating disorder, hand-washi ng,
hurti ng yoursel f)

SPECI FY

27. SEXUAL ACTIVITY OR PREOCCUPATI ON

28. DRI NKI NG ALCOHOLI C BEVERAGES

29. TAKI NG | LLEGAL DRUGS, M SUSI NG DRUGS

30. CONTROLLI NG TEMPER, QUTBURSTS OF ANGER,
VI OLENCE

31. I MPULSI VE, | LLEGAL OR RECKLESS BEHAVI OR

32. FEELI NG SATI SFACTI ON W TH YOUR LI FE

33. WHAT IS THE MOST | MPORTANT PRCBLEM YQU WOULD LI KE THE HOSPI TAL' S HELP W TH?

PLEASE TURN TO BACK PAGE TO COMPLETE QUESTI ONNAI RE
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PLEASE FI LL | N THE | NFORVATI ON BELOW

1. Age

2. Sex
mal e femal e

3. Marital Status

single married sep/div w dowed

4. Education (last grade
conpl et ed)

5. Current Cccupation (include
student or honemaker)

6. Were you working any tine
in the month bef ore
adm ssi on? no yes

7. 1f so, hownmany hours a week?

8. Were you in school any tine
in the mont h before no yes
adm ssi on?

9. If so, was it part-tine or . .
full-tinme? part-tinme full-tine

10. If you were in school, what
ki nd of programwas it?

non- degr ee degree
11. What was your usual |iving
arrangement in the year - _ _
par ent s and/ or friends
chil dren

O her, specify:

Ofice Use Only

Facility | nt er vi ewer

Uni t I nterview #
Interview Type: Narr. S-R Mai | Tel :
Comment s:
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BASIS 32-B
BEHAVIOR AND IDENTIFICATION SCALE
Name I.D# Date

INSTRUCTIONS

Below is a list of problems and areas of life functioning in which some people
experience difficulties. Using the scale below, WRITE IN THE BOX THE NUMBER
that best describes THE DEGREE OF DIFFICULTY YOU HAVE BEEN
EXPERIENCING IN EACH AREA DURING THE WEEK.

no difficulty
a little
moderate
quite a bit
extreme

A WO~ O

Please respond to each item. Do not leave any blank. If there is an area that
you consider to be inapplicable, indicate that it is NO DIFFICULTY (“07).

Example

To what extent are you experiencing
difficulty in the area of FRIENDSHIPS 2

TO WHAT EXTENT ARE YOU EXPERI ENCI NG
DI FFI CULTY I N THE AREA OF:

1. MANAG NG DAY- TO- DAY LI FE (e.g., getting
pl aces on time, handling noney, meking
every day deci sions)

2. HOUSEHOLD RESPONSIBILITIES (e.g.,
shoppi ng, cooking, | aundry, keeping room
cl ean, other chores)

3. WORK (e.g., conpleting tasks, perfornmance
| evel , finding/keeping a job)

4. SCHOOL (e.g., academ c performance,
conpl eti ng assi gnnents, attendance)

Copyright 1985 by Eval uative Service Unit, MLean Hospital

Appendix p.21



0 no difficulty

1 a little
WRITE THE NUMBER IN THE BOX ) moderate

3 quite a bit

4 extreme

TO WHAT EXTENT ARE YOU EXPERIENCING
DIFFICULTY IN THE AREA OF:

5.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

LEI SURE TI ME OR RECREATI ONAL ACTI VI TI ES

. ADJUSTING TO MAJOR LIFE STRESSES (e.g.,

separation, divorce, noving, new job, new
school, a death)

. RELATI ONSH PS W TH FAM LY MEMBERS

. GETTI NG ALONG W TH PECGPLE QUTSI DE OF THE FAM LY

. | SOLATI ON OR FEELI NGS OF LONELI NESS

BEI NG ABLE TO FEEL CLOSE TO OTHERS
BEI NG REALI STI C ABOUT YOURSELF OR OTHERS

RECOGNI ZI NG AND EXPRESSI NG EMOTI ONS
APPROPRI ATELY

DEVELCOPI NG | NDEPENDENCE, AUTONOW
GOALS OR DI RECTION I N LI FE

LACK OF SELF-CONFI DENCE, FEELI NG BAD ABQUT
YOURSELF

APATHY, LACK OF | NTEREST I N THI NGS
DEPRESSI ON, HOPELESSNESS
SUI Cl DAL FEELI NGS OR BEHAVI OR

PHYSI CAL SYMPTOMS (e.g., headaches, aches &
pai ns, sleep disturbance, stomach aches,
di zzi ness)
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0 no difficulty

1 a little
WRITE THE NUMBER IN THE BOX ) moderate

3 quite a bit

4 extreme

TO WHAT EXTENT ARE YOU EXPERIENCING
DIFFICULTY IN THE AREA OF:

20. FEAR, ANXI ETY OR PANI C

21. CONFUSI ON, CONCENTRATI ON, MEMORY

22. DI STURBI NG OR UNREAL THOUGHTS OR
BELI EFS

23. HEARI NG VA CES, SEEI NG THI NGS
24. MANI C, Bl ZARRE BEHAVI OR
25. MOOD SW NGS, UNSTABLE MOODS

26. UNCONTROLLABLE, COWPULSI VE BEHAVI OR
(e.g., eating disorder, hand-
washi ng, hurting yourself)
SPECI FY

27. SEXUAL ACTIVITY OR PREOCCUPATI ON

28. DRI NKI NG ALCOHCLI C BEVERAGES

29. TAKI NG | LLEGAL DRUGS, M SUSI NG DRUGS

30. CONTROLLI NG TEMPER, OUTBURSTS OF
ANGER, VI OLENCE

31. I MPULSI VE, | LLEGAL OR RECKLESS
BEHAVI OR

32. FEELI NG SATI SFACTI ON W TH YOUR LI FE
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Ofice Use Only

Facility I nt ervi ewer

Uni t I nterview #
Interview Type: Narr. SR Mai | Tel :
Comment s:
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BASIS 32-C
BEHAVIOR AND IDENTIFICATION SCALE
Name I.D# Date

INSTRUCTIONS

Below is a list of problems and areas of life functioning in which some people
experience difficulties. Using the scale below, WRITE IN THE BOX THE NUMBER
that best describes THE DEGREE OF DIFFICULTY YOU HAVE BEEN
EXPERIENCING IN EACH AREA DURING THE WEEK.

no difficulty
a little
moderate
quite a bit
extreme

A WO~ O

Please respond to each item. Do not leave any blank. If there is an area that
you consider to be inapplicable, indicate that it is NO DIFFICULTY (“07).

Example

To what extent are you experiencing
difficulty in the area of FRIENDSHIPS 2

TO WHAT EXTENT ARE YOU EXPERI ENCI NG
DI FFI CULTY I N THE AREA OF:

1. MANAG NG DAY- TO- DAY LI FE (e.g., getting
pl aces on time, handling noney, meking
every day deci sions)

2. HOUSEHOLD RESPONSIBILITIES (e.g.,
shoppi ng, cooking, | aundry, keeping room
cl ean, other chores)

3. WORK (e.g., conpleting tasks, perfornmance
| evel , finding/keeping a job)

4. SCHOOL (e.g., academ c performance,
conpl eti ng assi gnnents, attendance)

Copyright 1985 by Eval uative Service Unit, MLean Hospital
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0 no difficulty

1 a little
WRITE THE NUMBER IN THE BOX ) moderate

3 quite a bit

4 extreme

TO WHAT EXTENT ARE YOU EXPERIENCING
DIFFICULTY IN THE AREA OF:

5. LEI'SURE TI ME OR RECREATI ONAL ACTI VI TI ES

6. ADJUSTING TO MAJOR LIFE STRESSES (e.g.,
separation, divorce, noving, new job, new
school, a death)

7. RELATI ONSH PS W TH FAM LY NMEMBERS

8. CETTI NG ALONG W TH PECPLE QUTSI DE OF THE FAM LY

9. | SOLATI ON OR FEELI NGS OF LONELI NESS
10. BEI NG ABLE TO FEEL CLOSE TO OTHERS
11. BEI NG REALI STI C ABOQUT YOURSELF OR OTHERS

12. RECOGNI ZI NG AND EXPRESSI NG EMOTI ONS
APPROPRI ATELY

13. DEVELOPI NG | NDEPENDENCE, AUTONOMY
14. GOALS OR DI RECTION I N LI FE

15. LACK OF SELF- CONFI DENCE, FEELI NG BAD ABOUT
YOURSELF

16. APATHY, LACK OF | NTEREST I N THI NGS
17. DEPRESSI ON, HOPELESSNESS
18. SUI Cl DAL FEELI NGS OR BEHAVI OR

19. PHYSI CAL SYMPTOMS (e.g., headaches, aches &
pai ns, sleep disturbance, stomach aches,
di zzi ness)
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0 no difficulty

1 a little
WRITE THE NUMBER IN THE BOX ) moderate

3 quite a bit

4 extreme

TO WHAT EXTENT ARE YOU EXPERIENCING
DIFFICULTY IN THE AREA OF:

20. FEAR, ANXI ETY OR PANI C

21. CONFUSI ON, CONCENTRATI ON, MEMORY

22. DI STURBI NG OR UNREAL THOUGHTS OR
BELI EFS

23. HEARI NG VA CES, SEEI NG THI NGS
24. MANI C, Bl ZARRE BEHAVI OR
25. MOOD SW NGS, UNSTABLE MOODS

26. UNCONTROLLABLE, COWPULSI VE BEHAVI OR
(e.g., eating disorder, hand-
washi ng, hurting yourself)
SPECI FY

27. SEXUAL ACTIVITY OR PREOCCUPATI ON

28. DRI NKI NG ALCOHCLI C BEVERAGES

29. TAKI NG | LLEGAL DRUGS, M SUSI NG DRUGS

30. CONTROLLI NG TEMPER, OUTBURSTS OF
ANGER, VI OLENCE

31. I MPULSI VE, | LLEGAL OR RECKLESS
BEHAVI OR

32. FEELI NG SATI SFACTI ON W TH YOUR LI FE
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PLEASE FILL IN THE INFORMATION BELOW:

1

a b w N

(o]

10.
11.
12.
13.

14.

15.

16.

17.

18

19.
20.

.What is your current |I|iving
arrangenent ?

O her, please specify

. Marital Status
. Are you currently enpl oyed?
.1 f so, how many hours per week?

. Current occupation (include student
or honenmaker)

. Are you currently in school ?

.1f so, isit part-time or full-tinme?
.1f you are in school, what type of
pr ogr anf?

. Are you in individual therapy?

Are you in group therapy?

Are you in famly therapy?

Are you attendi ng AA or NA?

| s psychiatric nedication currently
prescribed for you?

If so, specify your prescribed
nmedi cati on(s)

If so, do you take the nedication(s)
as prescribed?

Are you receiving any other
psychiatric treatnent?

Speci fy

Have you been rehospitalized at any
time in the past six months?
(including transfer to another
hospi tal)

.1 f so, where?

when?

for how | ong?

wth wth spouse with alone dorm

Appendix p.28

Parent s and/ or friends
children

Ol | L1 (FI
single marri ed sep/ div wi dowed
no [ yes [

no [] yes []

part-time [] full-tinme
non- degree [] degree[]

no [] yes []

no ] yes []

no ] yes []

no [] yes []

no ] yes []

] (I ] ]
usual |y sonetinmes rarely never
no ] yes []
no ] yes []
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Assessnent/ Di scharge  Version | Page 1
CHNG  CURRENT
lIl AGENCY II' PR(I%RAIM P. SEV Check all that Apply
L1 N [N (NN N | CLIENT I D
L+ 1+ 1+ 1+ 1 1 1 1 IvMDcaDID [ Dw
| | I I | | e —Uncooperative — Evasive — Resistive
L ! : ADM SSI ON DATE: i dd/ yy —CQuar ded — Wary — Qpposi tional

VI CTI M PROBLEMS Check all that Apply
—Ever Sexual Abuse Victim _Ever Verbal
—FEver Physi cal Abuse Victim __Negl ect

Abuse Victim

Rate the CHANGE SI NCE THE LAST EVALUATI ON (CHNG
Rate each area using the follow ng scal e:
Sorre- Sorre-
Much what No what Much
Wrse Wrse Wrse Change Better Better Better
1 2 3 4 5 6 7
Rat e the CURRENT PRCBLEM SEVERI TY (P-SEV)
Rate each area using the follow ng scal e:
None Sli ght Moder at e Severe Ext r ene)
1- 2 - 3 - 4 - 5 - 6 - 7 - 8 - 9
CURRENT
P- SEV Check all that Apply
I:l I:l EMOTI ONAL W THDRAWAL
—Stunted Affect —Underactive — Vacant
—Reticent — Passi ve — Subdued
—D stant —Reserved — Det ached
|:| |:| DEPRESSI ON
—Depressed —Wrthless — Lonely
—Hopel ess —Dej ected
—Desol ate — Sl eep Probl em
I:l I:l ANXI ETY
—Anxi ous —Fearful — Nervous
—Tense —Pani c — Phobi ¢
—osessi ve —Restl ess —Qilt
I:l I:l HYPER AFFECT
—Mani a —Agitated — Overactive
—Sleep Deficit —Mbod Swi ngs — H evated Mod

—Pressured Speech__Accel erated Speech

[ ][] su cibe/ DANGER TO SELF
—cel ceation —Suicide Plan
—Past SuiAttenpt —Self Injury
—Self Mitilation

— Suicide Attenpt

I:l I:l THOUGHT PROCESSES

—arre — Del usi ons — Hal luci nati ons
—Suspi ci ous — Paranoi d — Repeat ed Thought
—Di sorgani zed —Derail ed — Loose Associ ati ons
—I 11 ogical — Magi cal Thought — Unwant ed Thought
|:| |:| COGNI TI VE PROBLEMS

—Cry — Conf used — Intellect

—crete — | npai r edJudgmt — Disoriented

—Attention Span —Lacks Sel f-Awareness

I:l I:l SELF- CARE/ BASI C NEEDS (Doesn’t)

—for Self — Manage Money — Provi de Food
—Provi de Housi ng — Manage Personal Environnent
—e UWse of Avail abl e Resources — Hygi ene

—vely D sabled (CRS 27-10)

Ref uses Treat nment

—Ant agoni stic — Deni es Probl ens

I:l I:l AGGRESSI VENESS

—Aggr essi ve — Hostile — Angry
—Bel i gerent — Thr eat eni ng — “Not ori ous”
—Defi ant — Intimdating

I:l I:l SOCI O- LEGAL PROBLENMS
—D sregardsRul es — D shonest

Uses/ Cons Ot hers

—Legal Problems — Ofenses/Prop — O f enses/ Persons
—Fire Setter — DestroyProperty — Pending Charges
—Probation — Parol e

I:l I:|VI OLENCE/ DANGER TO OTHERS Client to Others
—\Vi ol ent — Assaul tive — Physi cal Abuser
—Sexual Abuser — Hom ci dal — Hom cidal Threats
—Hom ci de Attenpt

—Danger to Ghers (CRS 27-10)

I:l I:l ROLE PERFORMANCE (Wor k/ School )
—Absent eei sm — Per f or nance — Behavi or
—Term nati ons — Learning Disabilities
—Not Enpl oyable — Doesn’t Read/ Wite
—Doesn’t earn — Unst abl e Wr k/ School

| dea

H story

I:l I:lFAM LY PROBLEMS Client Problens in Famly

—No Family — No Contact w Famly
—Ww Par t ner — w Rel ative — wChild
—w Par ent — Parenting — Acting Qut

I:l I:lFAM LY ENVI RON Envir Causes Prob for Cient
—Fam Instability — Separation — CQust ody

—Fam |y Legal — Unst abl e Horre Envi r onnent

—Famly Hstory of Mental Il1ness

I:l I:lFAM LY VI OLENCE Toward Client or FamVenber
—Sexual Assault __ Verbal Assault — Physical Assault

I:l I:l | NTERPERSONAL PROBLEMS
—w Friend — Establ i shing Rel ati onshi ps
—Social Skills _— Maintaining Relationships

I:l I:lSUBSTANCE ABUSE PROBLENMS

—Al cohol — Drug(s) — Dependent

—Addi cted — Interferes with Responsibilities
DU /DU D — Fanily Hstory of Substance Abuse
I:l I:l MEDI CAL/ PHYSI CAL

—Acute |llness — Chronic Illness — ONS D sorder
—Nutrition — Eating D sorder — Physical Handi cap
—Enuretic — Encopretic — Medi cal Car eNeeded
—Devel opnental Disability — PermDi sability

—Attention Deficit D sorder
—Injury by Abuse/ Assaul t

P- SEV

|:| DOJERALL DEGREE OF PROBLEM SEVER TY
SECUR! TY/ MANAGEMENT

Appendix p.30



Assessnent / Di schar ge Page 2

SECURI TY/ MANAGEMENT | E ACTI ON TYPE
01- Adm ssi on 11-Correction to Adm ssion
CURRENT 02- Updat e 12-Correction to Update
CH\G P- SEV Check all that Apply 03-Di scharge 13-Correction to Discharge
SECUR T/ MANAGENENT | SSUES L Iy I | EFFECTIVE DATE i dd/yy
_Restraint __Surveill ance __ O ose Supervision Iy Ly ] DATE FCRM COVPLETED. nni dd/ yy
__Secl usi on _ _Locked Unit __ Behavi or Managenent
security “Time aut — Suicide Vtch I by B CURRENT DI AGNCH! S
_ Wl kaway/ Escape Medi cati on Conpli ance I:l QA LEVEL (1,2, 3,4)

STRENGTHS RESOURCES
Check al |l CURRENT STRENGTHS/ RESOURCES i ndi vi dual has:

| DI SCHARGE

Loy Iy L4 | DsoHarEDATE midd/yy

ECONOM C RESOURCES Lo Ly JL 4 | LAST CONTACT DATE: nm dd/yy
__Enpl oynent __Housing __ Financial
__Transportation__SSI/SSD __ Medical Insurance |:| TYPE OF TERM NATI ON:
_Medi cai d/ Medi care STAFF/ AGENCY | NI TI ATED CLI ENT | NI TI ATED
1- D scharged/ Transferred 6-Patient/dientD ed
EDUCATI ON/ SKI LL RESOURCES 2-TX Conpl eted/ No Referral 7-Patient/dient Term
—Fducation —Intelligence — Language Skills 3-TX Conpl et ed/ Fol | ow up
_Job Skills __Interpersonal Skills 4-Eval uation Only
PERSON RESOURCES |:| EXPECTED RESI DENCE AFTER DI SCHARGE
__Spouse __Parent (s) _ Child(ren) 1-Corrections/Jail 6- Boar di ng Hone
_CGher Family __Friend(s) _ Qhers 2-1npati ent 7- Honel ess-in Shel ter
3- Nursi ng Hone 8- Honel ess-on Street
PERSONAL STRENGTHS 4-Residential -Mental Heal th 9-Q her | ndependent
_I nsight __Judgnent — Responsibility 5- Resi denti al - Non Ment al Li vi ng Arrangenent
__Enmot Stability __ Adaptability __ Resourceful ness
_Tol erance — Appear ance _ Health |:| EXPECTED LI VI NG ARRANGEMENT AFTER DI SCHARGE
__Thought C arity Enpathy 1-Lives wBoth Parents 4-Lives Al one
2-Lives w One Parent 5-Lives w Unrel at ed
LEVEL- G- FUNCTI ONI NG 3-Li ves w Spouse and/ or Per son(s)
G her Relative
Rate the CURRENT LEVEL- OF- FUNCTI ONING (LCF)
for each area using the follow ng scal e: |:| EXPECTED EMPLOYMENT AFTER DI SCHARGE
1- | oyed-Ful | Tine 6- Unenpl oyed | ess
\L/ery M)deLr ately M’dﬁir a:]el y \|_/Ier¥] 2- %I ozed- Part Tine tharrlm3 r¥0nt hs
ow ow g g . i :
10- 15- 20- 25- 30- 35 - 40 - 45 - 50 S e ovagr ot otheruise 7- henployed 8
Low Sightly Sightly H gh 4- Shel tered Enpl oynent 8-Armed Forces Active
Low H gh 5-Not in Labor Force Mlitary Duty
|_ ______ FINCTTONNG — — — — _| ]
1 TERM NATI ON REFERRAL: (See Back of Form
NT Note use 61 “Self” if no Referral
NG LOF

I 1 " 1 ISQII ETAL/ ROLE FUNCTI ONI NG
mml NTERPERSONAL FUNCTI ONI NG

I 1 " 1 IDAI LY LI VI NG PERSONAL CARE FUNCTI ONI NG
mmPHYSI CAL FUNCTI ONI NG

I 1 ” 1 ICGBNI TI VE/ | NTELLECTUAL FUNCTI ONI NG

I 1 " 1 IO\/EF\’ALL LEVEL OF FUNCTI ONI NG

[, . 1 1 1 1 1 1 |STAFF I D STAFF S| GNATURE/ DEGREE

|:| DI SCI PLI NE: 1-none 2-nmh worker 3-nursing 4-soci al 5-psychol ogy  6-psychiatry  7-other

I:l DEGREE : 1-none 2-associate 3-bachel ors 4-nmsters 5- PhD/ PsyD/ EdD 6- MD 7- ot her
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Assessnent/ Di scharge Version |1 Page 1

I_l I_l ROGRA CURRENT
: AGENCY L P M P- SEV Check all that Apply
[+ ¢+ v 4 v v 4 4 JCLIENT ID I:l
AGGRESSI VENESS
L+ 4+ ¢+ 4+ v 1 1 1 |MDICADID AFRESS] VERESS
i — Aggressive __Hostile __ Angry
Lo Iy J[y ] ADv ssion DATE: i dd/ yy — Belligerent __Threatening __ “Notorious”
— Defiant — Intimdating
VI CTI M PROBLEMS Check all that Apply
__Ever Sexual Abuse Victim _ Ever Verbal Abuse Victi rD SOCl O- LEGAL PROBLENS
__Ever Physical Abuse Victim __ Negl ect — DisregardsRul es __ Di shonest __ Uses/ Cons O hers
PRCBLEM SEVER TY L Legal Problens __ Offenses/Prop __ Ofenses/ Persons
| Fire Setter __DestroyProperty __ Pendi ng Charges
Rate the CURRENT PRCBLEM SEVER TY (P-SEV) — Probation — Parole
Rate each area using the foll owi ng scal e: :l VI OLE DANGER TO OTHERS Ol ient to O hers
None Sli ght Moder at e Severe Extremel_ Viol ent __Assaultive __ Physical Abuser
1- 2 - 3 - 4 - 5 - 6 - 7 - 8 - 9L Sexual Abuser __Honicidal Idea _ Homicidal Threats
| Homi cide Attenpt
CURRENT — Danger to Qthers (CRS 27-10)
P- SEV Check all that Apply —  —_— T — - """ —-"—-"—-—————
[ ] ROLE PERFORMANCE (W@r k/ School )
I:l EMOTI ONAL W THDRAWAL — Absent eei sm __Performance __ Behavi or
— Stunted Affect — Underactive — Vacant — Term nations __Learning Dsabilities
— Reticent — Passive — Subdued — Not Enployable __Doesn't Read/Wite
— Distant — Reserved — Detached — Doesn’'t earn __Unstabl e Wrk/ School H story
[ ] oepression [ ] FAMLY PROBLEMS Client Problems in Family
— Depressed — Worthl ess — Lonely — No Fanmily __No Contact w Famly
— Hopel ess — Dejected — W Partner __WRelative _ wild
— Desolate — Sleep Problem — W Parent __Parenting _ Acting Qut
I:l ANXI ETY |:| FAM LY ENVIRON Envir Causes Prob for dient
— Anxi ous — Fearful — Nervous — FamlInstability __ Separation __ Custody
— Tense — Panic — Phobic — Fanily Legal __Unstabl e Hone Envi ronnent
— (bsessi ve — Restless — Qilt — Famly Hstory of Mental Il ness
L1 Hveer AFFeCT [ ] FEAMLY VIOLENCE Toward Olient or FamMenber
— Mani a — Agitated — Overactive — Sexual Assault __ Verbal Assault __ Physical Assault
— Sleep Deficit — Mod Sw ngs — Hevated Mod
— Pressured Speech— Accel erated Speech I:l | NTERPERSONAL PROBLENMS
— W Friend __ Establishing Rel ati onshi ps
I:l SUI Cl DE/ DANGER TO SELF — Social Skills __ Mintaining Relationships
— celceation — Suicide Plan — Suicide AAterpt @l —T - —Ff7—"FT—F—"—F"———————————
— Past SuiAttenpt — Self Injury I:/Lu ﬁU|BSTANCE ABUSE P(RG)BLENS |
— Self Mitilation _ coho __Drug(s __ Dependent
— Danger to Self (CRS 27-10) — Addi cted _Interferes with Responsibilities
Iil ___________________ — DU/DUD __Famly Hstory of Substance Abuse
THOUGHT PROCESSES
— arre — Del usions — Hallucinations I:l MEDI CAL/ PHYSI CAL
— Suspi ci ous — Paranoi d — Repeated Thought — Acute Illness __Chronic Illness __ ONS D sorder
— Disorganized — Derailed — Loose Associ ations — Nutrition __Eating Dsorder __ Physical Handicap
— Il ogical — Magi cal Thought — Unwanted Thought — Enurleti c | _bEnlcopr etic __ Medical @LeINeeded
__ Devel opnental Disability _ PermDsability
I:l COGNI TI VE PROBLEMS — Attention Deficit Disorder
— Ccry — Confused — Intellect _ Injury by Abuse/Assaul t
— crete — I npairedJudgmt — Disoriented @  ————————""———— — — — — — —
— Attention Span — Lacks Sel f- Awnar eness I:l
SECURI TY/ MANAGEMENT | SSUES
I:l SELF- CARE/ BASI C NEEDS (Doesn’ t) — Restraint —Surveillance —d ose Supervision
— for Self — Manage Money — Provide Food — Secl usion —Locked Unit — Behavi or Managenent
— Provide Housi ng— Manage Personal Environnent — Security —Tinme Qut — Sui ci de Vétch
— e Use of Avail abl e Resources — Hygiene — VWl kaway/ Escape—Medi cation Conpl i ance

— vely D sabled (CRS 27-10)

I:l RESI STI VENESS I:l OVERALL DEGREE OF PROBLEM SEVERI TY

— Uncooperative — Evasive — Resistive

— Quarded — Wry — ppositional
— Ant agoni stic — Denies Problens __ Refuses Treatnent D CHANGE | N OVERALL PROBLEM SEVERI TY

1=Much Worse 2-=Wrse 3=Sonewhat Worse 4=No Change
5=Sormewhat Better 6=Better 7=Mich Better
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Assessnent / Di schar ge

STRENGTHS/ RESOURCES

Check al |

— Enpl oyrent

CURRENT STRENGTHS/ RESQURCES i ndi vi dual has:
ECONOM C RESOURCES
— Housi ng — Financi al
— Medi cal I nsurance

— Transportati on— SSI/SSD

— Medi cai d/ Medi care

EDUCATI OV SKI LL RESOURCES

Page 2
ACTI ON TYPE
01- Adm ssi on 11-Correction to Adm ssion
02- Updat e 12-Correction to Update

03- Di schar ge 13-Correction to D scharge

EFFECTI VE DATE.  nmi dd/yy

DATE FORM COVPLETED. i dd/ yy

CURRENT DI AGNCSI S

— Educati on — Intelligence — Language Skills QA LEVEL (1,2,3,4)
—Job Skills — Interpersonal Skills
| DI SCHARGE
PERSON RESOURCES
— Spouse — Parent (s) — Child(ren) [+ I+ | DSoHaRE DATE midd/yy
— CGher Famly _—_ Friend(s) — G hers
[ 1[4 |  LAST CONTACT DATE: nmidd/yy
PERSONAL STRENGTHS
— I nsi ght — Judgrent — Responsibility ] TYPE OF TERM NATI ON:
— Enot Stability— Adaptability — Resour cef ul ness STAFE/ AGENCY | NI Tl ATED CLI ENT | NI TI ATED
— Tolerance ~ — Appearance — Health 1-Di scharged/ Transferred  6-Patient/dientDi ed
— Thought Q ari ty. Enpat hy 2-TX Conpl eted/ No Referral 7-Patient/Oient Term
EVEL- O FUNCT. 3-TX Conpl et ed/ Fol | ow up
L L-C~F QN NG (LCF) 4-Eval uation Only
Grcle ONE Response for Each LOF Area [ ]  ExPECTED RESI DENCE AFTER DI SCHARGE
1-Corrections/Jail 6- Boar di ng Hone
SOCI ETAL/ ROLE FUNCTI ONI NG 2- 1 npati ent 7- Horel ess-in Shel ter
Very Moder dJight Slight Moder Very 3-Nursing Hore 8- Honel ess-on Street
Low Low Low Low H gh H gh H gh H gh 4-Residential -Mental Heal th 9-CQ her | ndependent
5- Resi denti al - Non Ment al Li ving Arrangenent
| NTERPERSONAL FUNCTI ONI NG |:| EXPECTED LI VI NG ARRANGEMENT AFTER DI SCHARGE
Very Mder dSight Slight Moder Very 1-Lives w Both Parents 4-Lives A one
Low Low  Low Low H gh H gh Hgh Hgh 2-Lives w Cne Parent 5-Lives w Unrel at ed
3-Li ves w Spouse and/ or Person (s)
DAI LY LIVING PERSONAL CARE FUNCTI ONI NG O her Relative
Very Moder dJight Slight Moder Very |:|
Low Low Low Low H gh H gh H gh H gh EXPECTED EMPLOYMENT AFTER DI SCHARGE
1- Enpl oyed- Ful | Ti me 6- Unenpl oyed | ess
PHYSI CAL FUNCTI ONI NG 2-Enpl oyed- Part Ti me than 3 mont hs
Very Mder Sight 9Sight Moder Very 3- Honenaker not ot herwi se 7- Unenpl oyed 3
Low Low  Low Low H gh H gh Hgh Hgh Enpl oyed nmont hs or nore
4-Shel tered Enpl oynent 8- Armed Forces Active
COGNI TI VE/ | NTELLECTUAL FUNCTI ONI NG S-Not in Labor Force Mlitary Duty
Very Mder dight Sight Moder Very
Low Low Low Low H gh H gh H gh H gh
—————————————————————— 1 TERM NATI ON REFERRAL: (See Back of Form
OVERALL LEVEL OF FUNCTI ONI NG Note use 61 “Self” if no Referral
Very Moder dJight Slight Moder Very
Low Low Low Low H gh H gh H gh H gh
CHANGE | N LEVEL OF FUNCTI ONI NG
1=Much Worse 2=Wrse 3=Sonewhat Wrse 4=No Change
5=Somrewhat Better 6=Better 7=Mich Better
[ ' 1 1 1 1 1 |STAFF I D STAFF S| GNATURE/ DEGREE
|:| DI SCI PLI NE: 1-none 2-nmh worker 3-nursing 4-soci al 5-psychol ogy  6-psychiatry  7-other
I:l DEGREE 1-none 2-associate 3-bachel ors 4-nmsters 5- PhD/ PsyD/ EdD 6- MD 7- ot her

Appendix p.33



Definitions for Assessnent/Di scharge Form
AGENCY (per system requirenents)

PROGRAM ( per system requirenents)

CLIENT 1D ( “ )
MEDI CAI D 1D ( “ )
ADM SSI ON DATE: ( “ )

VI CTI M PROBLEMS

Di rections: Select if client was ever a victimof any of the follow ng
abuses.
Sexual Abuse Victim Client was sexually abused, possibly contributing to current

psychol ogi cal difficulties.

Ver bal Abuse Victim Client was verbally abused, possibly contributing to current
psychol ogi cal difficulties.

Physi cal Abuse Victim Client was physically assaulted, possibly contributing to current
psychol ogi cal difficulties.

Negl ect Victim Client was ignored, cut-off fromfam |y and/or friends,
di scounted, or not cared-for.

Di rections: Rate the CHANGE SI NCE THE LAST EVALUATION (CHNG) for each area
using the scale.

The person’s condition nay have inproved, deteriorated or renmi ned unchanged. To
the best of your know edge,indicate which of these has occurred.
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Directions: Rate the CURRENT PROBLEM SEVERI TY (P-SEV) for each area using the scale:

1 = No Problem

2 = No to Slight

3 = Slight Problem

4 = Slight to Mderate

5 = Moderate Problem

6 = Modeate to Severe

7 = Severe Problem

8 = Severe or Extrene

9 = Extrene Problem

GENERAL ABSTRACT ANCHOR GUI DELI NES

Functioning in the donmain is consistently average or better
than what is typical for this person’s age, sex, and

subcul ture: no problemis present for this person in the
domai n.

(Use if Severity is between 1 = No and 3 = Slight).

Person has a problemor problens in the donmain. The problem
may be intermittent or nmay persist at a low | evel. The problem
has little or no inpact on other donmains. The problemis not
urgent but may require therapeutic intervention in the future.

(Use if Severity is between 3 = Slight and 5 = Moderate.)

The problem or problens may persist at a noderate |evel or
beconme severe on occasion. Problens in this donmain may be
related to problens in other donmmins and do require
therapeutic intervention(s).

(Use if Severity is between 5 = Mbderate and 7 = Severe.)

The problem may be acute and severe or subacute but chronic.
It al nobst always extends to other donains and involves other
persons in interpersonal and/or social contexts.
Hospitalization or some other form of external control is
often needed in addition to other therapeutic intervention(s).

(Use if Severity is between 7 = Severe and 9 = Extrene.)
The hi ghest |evel of the scale, suggesting the person’'s
behavior or situation is totally out of control, unacceptable,

and potentially life-threatening. The problemis i mediate and
the need of control is urgent.
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Di rections:

the | TEMS that apply in the given area. Generally, all the | TEMS

grouped under the broad headi ng describe the given area. However, even though a particul ar
| TEM descri bes the individual you are rating but doesn’t appear to be associated with the
headi ng, you may select the I TEM (for exanple, Sleep Problem may be present but no in
connection w th DEPRESSI ON.)

EMOTI ONAL W THDRAWAL

Bl unt ed Affect

Under acti ve

Vacant

Ret i cent

Passi ve

Subdued
Di st ant
Reserved

Det ached

DEPRESSI ON

Depr essed

Wort hl ess
Lonel y
Bor ed
Hopel ess
Dej ect ed
Sad

Desol at e

Sl eep Probl em

Lacking in feeling; insensitive; dull; flat affect; slowto
express feeling.

Li stl essness, lack of energy, lowto no participation in daily
activities.

Lacki ng expression; blank

Inclined to keep on’es thoughts, feelings and personal affairs to
onesel f; unconmmuni cative; taciturn.

Rel ating to or characteristic of an inactive subnissive role.
Accepting or submitting wthout objection or resistance;
conpliant.

Quiet; less forceful; under control; toned down.

Far renmoved nental ly; renote.

Mar ked by self-restraint.

Enotional |y unresponsive; an absence of enotional involvenent and
an al oof, inpersonal objectivity; introverted; renpte.

Loss of interest in usual activities; hopeless, flat affect,
gl oony.

Feel s of no use or value to self or others; |ack of self esteem
Feel ings of isolation; alone, separate or enpty.

A sense of |ack of challenge, stinmulation or change; unnotivated.
Havi ng no hope, despairing, bleak.

Being in low spirits; downcast; discouraged

Affected or characterized by sorrow or unhappi ness; sonber

Bereft of friends; forlorn; forsaken; wetched

Di sturbance in frequency, anobunt or patterning of sleep
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ANXI ETY

Anxi ous

Fear f ul

Ner vous
Tense
Pani ¢

Phobi ¢

Obsessi ve
Rest | ess

Guilt

HYPER- AFFECT
Mani a
Agi t at ed

Overactive

Sl eep Deficit

Mood Swi ngs

El evat ed Mbod
Pressured Speech

Accel erat ed Speech

Worry, distress, or agitation resulting from concern about
sonet hi ng i npendi ng or anti ci pat ed.

Unpl easant sensations associated with anticipation or

awar eness of danger. Includes phobias which are exaggerated,
usual 'y inexplicable and illogical, fears of particular
objects or a class of objects.

Junpy, jittery, easily excited or irritated

In a state of nental or nervous tension; taut; wred.

A sudden, overpowering fear or terror.

O, relating to, arising from or having a phobia.
Consistently reacting in a fearful manner to a circunscribed
stimul us.

To be excessively preoccupied

Not able to relax or be still; no repose.

A sense of having conmitted sone breach of conduct;
recrimnation, blam ng, self fault-finding

Hi gh |l evel of uncontrolled excitenent.
Moved with viol ence or sudden force; stirred up; upset.

Excessive novenent, animation, e.g., pacing, incessant
t al ki ng.

Insufficiency in the frequency, anount, or patterning of
sl eep.

Wde or dramatic shifts or swings fromelated, euphoric to
depressed, sad.

Lifted in spirit; elated; high
A prol ongation of sounds or syllables.

Speech which is speeded up; quicker, faster than usual
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SUI Cl DE / DANGER TO SELF

| deati on

Pl an

At t enpt

Past Attenpt
Self Injury
Sel f Mutilation

Danger to Self

THOUGHT PROCESSES
Bi zarre

Del usi ons

Hal | uci nati ons

Suspi ci ous

Par anoi d

Repeat ed Thoughts

Di sor gani zed
Der ai | ed

Loose Associ ati ons

I'l'l ogi cal

Magi cal Thought

Unwant ed Thought

To forman idea of, conceive nmental inmages or thoughts of
sui ci de.

A schene, program or nethod worked out beforehand for
committing suicide

To try to conmit suicide

Hi story of trying to conmit suicide.

Danmage or harm done to onesel f.

To disfigure oneself by damaging irreparably.

Person, as the result of nental illness, appears to be an

i mm nent danger to himherself. Restricted to behaviors that

result in involuntary | egal status under CRS 27-10-101, et
seq.

Thi nking strikingly out of the ordinary; odd, eccentric

Belief(s) held in the face of evidence normally sufficient to
destroy that belief.

Perceptions which appear real to the client but are not
supported by the objective stinmuli or social consensus; basis
may be organic or functional

Is overly wary and distrustful; |acks confidence in others;
questions their notives, doubts their reason

Thi nks thoughts or actions by others have reference to self in
absence of clear evidence

Words, phrases, and / or ideas that occur over and over;
obsessi ve t hinking.

Lacki ng coherence of thought; broken up system of thoughts.
Inability to articulate a single, sinple train of thought.

A | oose nmental connection or relation between thoughts,
feelings, ideas, or sensations.

Contradicting or disregarding the principles of logic. Wthout
| ogi c, sensel ess

Belief that sinply thinking one’s thoughts can cause things to
happen.

I ntrusive, unbidden, possibly disturbing, disruptive, or

threateni ng thoughts that may occur randomy or in connection
wi th external events.
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COGNI TI VE PROBLEMS

Menory

Conf usi on

Intellect

Concrete

| npai red Judgenent

Di sori ented

Attention Span

Lacks Sel f - Anar eness

SELF- CARE PROBLEMS

Care for Self

Manage Money

Provi de Food

Provi de Housi ng

Has | oss of recent or remote nmenory, difficulty concentrating,
focusing attention, forgetful ness.

Uncl ear, bewi | dered, perplexed. Feels thigns are disordered,
chaoti c.

Has difficulty in conceptualizing, understanding or limted
intellectual capacity (1Q.

Thinks literally, not abstractly; relates to things
perceptible by the senses; real. Inplication of rigidity;
bei ng | ocked on.

Inability to adequately assess the inpact of one’ s actions.
Difficulty in self-nonitoring.

Lack of orientation to tinme , place, person.
Limtation in ability to focus on current task or issues.
Not cogni zant of one's effect on other people; not conscious

of one’s own self; can't differentiate oneself from other
peopl e or things.

Does not nmintain diet, clothing, prepare food, and / or keep
up residence according to age-appropriate expectations, given
the financial support avail able.

Does not allocate avail able funds according to age-appropriate
expectations in order to neet needs.

At an age-appropriate level and w thin avail abl e resources,
the inability to obtain food.

At an age-appropriate level and wthin avail abl e resources,
the inability to obtain housing.

Manage Personal Environnment Not nmmi ntai ning personal |iving environnent to nminimum

heal th and safety standards.

Make Use of Avail abl e Resources Does not assess and effectively utilize avail able

Hygi ene

Grave Disability

resources at an age-appropriate |evel.

Does not nmintain conditions that pronote good health, such as
personal cl eanliness.

A condition in which a person, as a result of mental ill ness,
is unable to take care of his / her personal needs or is
making irrational or grossly irresponsible decisions
concerning his / her person and | acks the capacity to
understand this is so. Restricted to behaviors that result in
i nvol untary status under the provisions of CSR 27-10-101 et
seq.

Appendix p.39



RESI STI VENESS

Uncooperative

Evasi ve

Resi stive

Guar ded

Vary

Opposi tional

Ant agoni sti c

Deni es Probl ens

Ref uses Treat ment

AGGRESSI VENESS

Aggr essi ve
Hostil e

Angry

Bel | i ger ent

Thr eat eni ng

“Not ori ous”
Def i ant

Intimdating

Refuses to conformto rules or structure; doesn’t work with
ot hers.

Intentionally vague or amnbi guous; equivocal; avoiding by
deceit or cleverness.

| nappropriately counteracting; opposing, wthstanding the
force or effect of sonething or soneone; can be either active
or passi ve.

Caut i ous; restrained.

On guard; watchful.

To be resistant to; contrary; contradictory.

One who contends agai nst anot her; adversari al .

Per son does not acknow edge conditions or circunstances noted
or defined by others as problenms for the person.

Person categorically or unconditionally refuses to be treated.

Inclined to behave in a overly assertive nanner.
Feeling or denobnstrating aninmosity, ill will, or hatred.

Feel ing or showi ng intense displeasure; incensed or enraged;
furious; irate; wathful.

Actively hostile, quarrel some, contentious.

Expressing or using threats; nenacing; indicating danger or
harm

Known wi dely and usual |y unfavorably; infanous.
Mar ked by defiance; boldly or actively chall ening.

Coerces or inhibits by or as if by threats.
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SOCI O- LEGAL PROBLEMS

Di sregards Rul es

Di shonest

Uses / Consn O hers

Pr obl ens

Legal

O fenses vs Property

O fenses vs Persons

Fire Setter

Destroys Property

Pendi ng Charges

Probati on

Par ol e

VI OLENCE / DANGER TO OTHERS (Client Toward O hers -

Vi ol ent

Assaul tive
Physi cal Abuser
Sexual Abuser

Hom ci dal |deation

Homi cidal Threats

Danger to Ot hers

The client does not consider ordinary societal
traffic signs,

personal |y applicable, e.g.,
etc.
Del i berate |ying, cheating,

al ways crininal.

Del i berately plays upon,
unfair neans,

deceptive or

Legal
not include nental

The consequences of i

action is pending to which the client
heal th conmi t nent.

I'l egal

mani pul at es,

and / or

anti-soci al

i nvol ving property are currently a problem

The consequences of i
i nvol vi ng ot her

Crinme of maliciously,
to public or private

WIIful or
property; vandalism
Person has crim nal

Person is in a | egal
crimnal proceedings.

Person is in a | egal
sent enci ng,

I'l egal

vol untarily,

property;

mal i ci ous destruction of public or

and / or
people are currently a problem

anti-soci al

and willfully
ar soni st .

charges open and pendi ng.

acts

acts

controls as
cl assroom rul es,

and / or fraud even though not
or controls others by

usual ly to own advant age.

is a party. Does

setting fire

private

status of probation as the result of

status of parole follow ng conviction,

and serving tinme in a crinnal

case.

Fam |y or non-Famly)
Exhi bits extreme enotional or physical force; vehement
feelings or expression.
Attacks others physically or verbally.
Person hurts or injures other(s) physically.
Person hurts or injures other(s) sexually.
Person forms ideas or thoughts of killing another person or
persons.
Person expresses the intention to kill another person or

persons.

Per son,

i mm nent danger to others.

in involuntary | egal

as the result of nental

st at us under
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ROLE PERFORMANCE (Wbr k/ School)

Absent eei sm

Per f or mance

Behavi or Probl em

Term nati ons

Learning Disabilities

Not Enpl oyabl e

Doesn’'t Read/Wite

Fr equent / ext ended/ unexpl ai ned/ unapproved absence from worKk,
school, or training program

Fails to neet expectations for job/rol e/ school problem
per f or mance.

Nonpartici pative, w thdrawn, and/or disruptive; acting out in
school, training program or work setting.

Suspended/ fired/ expell ed fromwork, school, or training
program

I mpai rment in reception, processing, or utilization of
i nformation.

At this point in tinme, given the person’s current nental
state, work history, and skills not enployable w thout further
training and support.

Does not read or wite at age-appropriate levels in any
| anguage.

Unst abl e Wor k/ School History Unpredi ctabl e; fluctuating; unsteady work or school

FAM LY PROBLEMS (Client
No Famly

No Contact w Family

Wth Partner

Parenti ng

Acting Qut

experi ence.

Problens in Fanily)

Fam |y nmenbers are deceased or unknown to the individual.

Family is alive and known to the person, however person is
estranged fromall fanmly nenbers and has no contact with
t hem

An interpersonal difficulty involving spouse, nmate, or primary
partner; legal or comon-I| aw.

Difficulties resulting fromthe parenting function (applies to
children or parents). NOTE: Interpersonal difficulties between
parents and child can obviously occur at any age; however,
only those related to the parenting function should be
reported under this item

Rebel | i ous behavior contrary to famly rules or structure.
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FAM LY ENVI RONMVENT ( Envi ronment Causes Problenms for Cient)

Family Instability

Separ ati on

Cust ody

Fam |y Lega

Unst abl e Honme
Envi r onnent

Fami |y Hi story of
Mental |11l ness

Family in crisis; multiple problens, significant discord, |ack
of cohesiveness.

An agreenent or a court decree ternminating a spousa
rel ationship.

The act or right of guarding, especially such a right granted
by a court. Care, supervision, and control exerted by one in
char ge.

Legal problem between famly nmenbers of either a civil and/or
crimnal nature, e.g., divorce, custody, charges of abuse

Unpredictable; fluctuating famly structure; potentially
deconposi ng.

Mental illness is present in the person’s famly and/or there
is a history of nental illness in the famly

FAM LY VI OLENCE (Family Menber(s) toward Client or Between Fanily Menbers)

Sexual Assault
Ver bal Assaul t

Physi cal Assault

A sexual attack on the client, a fam |y nmenber or nenbers.
A verbal attack on the client, a famly menber or nenbers.

A violent physical attack on the client, a fam |y nenber or
nmenbers.

| NTERPERSONAL RELATI ONSHI PS

Wth Friends

Est abl i shi ng
Rel at i onshi ps

Social Skills

Nhintainln%
| at1 onshi ps

An interpersonal probleminvolving persons other than close
fam |y menber(s).

Has difficulty nmaking friends, devel oping close rel ationships
or is so unselective in making friends that client is taken
advant age of.

Lack of or difficulty in mastering dress, presentation
manners, verbal expression; factors associated with successfu
interactions w others.

Difficulty keeping desired friends or relationships
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SUBSTANCE ABUSE PROBLEMS
Al cohol

Drugs

Dependent

Addi ct ed

Interferes with
Responsibilities

DUl / DUl D

Fami |y Hi story of
Subst ance Abuse

MEDI CAL PROBLEMS

Acute 111 ness

Chronic Il ness
Di sor der

Central Neurol ogi cal

Nutrition

Eati ng Di sorder

Physi cal Handi cap

Enuretic
Encopretic
Medi cal Care Needed

Devel opnent al
Disability
Attention Def. Dis.

Injury by Abuse/Asslt

Al cohol use presents a problemin person’s life.

Use of illicit, prescription, over the counter drugs, and / or
ot her substances which presents a problemin the person's
life.

Person relies on al cohol or other substances for self-
perceived optimal daily functioning. Perforns |ess than
optimally when di scontinuing use.

Person is unable to maintain daily functioning w thout the use
of al cohol or drugs. Experiences w thdrawal synptonms when
di sconti nui ng use.

Use of al cohol or
j ob, school,

drugs inpairs person’s ability to perform
or other responsibilities.

The consequences of the person having been arrested one or
nore tinmes for driving while intoxicated or under the

i nfluence of al cohol or drugs are currently a problem

I ncl udes arrest or conviction for DU or DU D.

Al cohol and / or
such abuse.

drugs in the client’s fanily or a history of

Any non-psychiatric illness / injury (e.g., broken bone, flu,
munps) of short duration, current, or during the past 3-4
weeks.

Any non-psychiatric illness / injury (e.g., diabetes,

gl aucomn) of long or potentially long | ength which needs to be
control |l ed or contained.

Behavi or, cognitive, or effective problens or deficits

i ndi cating organic inpairnment of the brain or central nervous
system Can result from degenerative or traumatic conditions.

Client’s nutrition (dietary balance, vitam n intake, etc.) or
wei ght (gain or loss) are in need of correction.

Di sruption in what is considered to be a nornal eating
pattern.

A physical condition that produces inpairnment (e.g.,

difficulty in seeing, hearing) in normal functioning.

Lacki ng normal voluntary control (incontinent) of urine.

Lacki ng nornmal voluntary control (incontinent) of feces.

A physical condition requiring nedical services.
| oss of |inb,

| oss in normal

A physical condition (e.g.,
whi ch produces a pernanent

sensory nodality)
functioning.

Hyperactivity disorder.

Medi cal / Physi cal abuse or

assaul t.

consequences resulting fromrape,
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SECURI TY/ MANAGEMENT NEEDS

Directions: Indicate each of the followi ng currently needed or likely to be needed soon

Restrai nt

Surveil | ance

Cl ose Supervi sion

Secl usi on

Locked Unit

Behavi or Managemnent

Security

Ti me CQut

Sui ci de Watch

Wal kaway/ Escape
Ri sk

Medi cat i on
Conpl i ance Ri sk

for this client.

Physi cal neans of restricting novenent of a client’s linbs in
order to prevent self-injury or physical assault on another
per son.

Const ant wat chful ness or vigilance of staff regarding a client
that is otherw se allowed normal access to the mlieu.

Direct staff involvenent with the client, controlling,
directing or otherwi se seeing that the client does what is
needed or asked.

Renoval of the client fromthe nmlieu to a separate roomw th
the door closed so there is little or no interaction between
the client and other persons. Client is closely nonitored
(approxi mately every 15 minutes) while in seclusion.

A treatnment unit with restricted ingress and egress controlled
by | ocks on doors and w ndows.

Direct staff involvenent with the client, with staff
pronpti ng, coaxing, demanding the client performspecific
tasks or duties.

Assi stance of security officers in managi ng behavi or that has
gone out of control.

Removal of the client fromthe nmlieu to a separate area or
roomwtih the door open; usually of shorter duration than
secl usi on.

Conti nuous nmonitoring of a client in seclusion; specifically
when there is high risk of suicide.

Significant potential for physical departure or el openent.

Significant potential for not taking nedications as prescribed
by physi ci an.
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RESOURCES

Directions: Select any of the following that are currently strengths or resources for
the client or likely will be in the near future.

ECONOM C RESQURCES

Enpl oynent Performance of a task or tasks for wages, salary, or other
remuneration.

Housi ng A permanent structure providing shelter for the client and his
[ her bel ongi ngs.

Fi nanci al Monet ary support other than from wages, salary.
Transport Means for conveyance of client other than by foot.
SSI / SSDI Federal entitlenent benefits.

Medi cal | nsurance Private medical insurance

Medi cai d/ Medi car e Federal nedical benefits.

EDUCATI ON/ SKI LL RESOURCES
Educati on Client has skills gained through formal education.

Intelligence Client has good ability to conceptualize and understand;
normal or not otherwise limted in intellectual capacity.

Language Skills Especially articulate or fluent in native tongue OR nulti-
I'i ngual .
Job Skills Speci al vocational skills that enhance opportunities for

obt ai ni ng or retaining enpl oynent.

I nterpersonal Skills Rel ates well to others: interacts well verbally: nakes and
keeps friends>

PERSON RESOURCES

Spouse Husband or wife who can and will help client.
Par ent (s) Mot her or father who can and will help client.
Child(ren) O fspring who can and will help client.

O her Famly O her relative who can and will help client.

O hers(s) Friend, colleague who can and will help client.
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PERSONAL STRENGTHS

Oown | nsi ght Under st andi ng of one’s own problem(s) sufficient to help in
sol ving them

Judgnent Ability to observe and interpret the consequences of one’'s own
actions.

Responsibility Ability to assune responsibility for one’s own actions.

Enotional Stability Person’s ability to act and react to ordinary stresses of

everyday |ife without disproportionate affect enhances chances
for survival and happy, productive life.

Adaptability Person is able to function effectively under a variety of
conditions and in a wi de range of circunstances

Resour cef ul ness Person uses avail able resources in constructive, creative ways
that enhance functioning.

Tol erance Person shows ability to accept wi de range of persons, situations,
Appear ance Person appears orderly, organized in dress and habits which
i mproves acceptance in society thereby decreasing chances for

probl ems and increasi ng chances for desirable outcones.

Heal t h Person enjoys good physical health for age, increasing chances
for survival and good functioning

Thought C arity Person’s reasoning is especially good; has good | ogic.

Enpat hy Person is sensitive to feelings, circunstances, difficulties
of fam |y or others.
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LEVEL OF FUNCTI ONI NG

Di rections: For all ratings, consider the person’s problens, their severity, and
the strengths/resources the person brings to the situation, then determ ne to the best
of your ability, how well the person is currently functioning in each of the five
specific areas and overall. A scale ranging from Very High to Very Low, is provided for
recordi ng your judgnents.

Soci etal / Rol e Functi oni ng This rating describes the person’s functioning in the
role nost relevant to his/her contribution to society and, in making that contribution,
how wel | the person maintains conduct within societal linmits prescribed by |aws, rules,

and strong social nores.

I nt er personal Functi oning This rating describes how well the person establishes
and mai ntains personal relationships. Relationships include those nade at work and in
the family settings as well as those that exist in other settings.

Dai |y Living/Personal Care This rating describes how well the person is able to
care for himherself and provide for his/her own needs such as personal hygi ene, food,
clothing, shelter, and transportation. The capabilities covered are nostly those of
maki ng reliable arrangenents appropriate to the person’s age, sex and cul ture.

Physi cal Functi oni ng This rating describes the person’s general physical health,
nutrition, strength, abilities/disabilities, and illnesses/injuries.
Cogni tive/lntellectual This rating describes the person’s overall thought processes,

capacity, style and nenory in relation to what is common for the person’s age, sex and
culture. The person’s response to enotional and interpersonal pressures on judgnents,
beliefs and | ogical thinking should all be considered in naking this rating.

Overal |l Functioning This rating describes the person’s global or overall
functioning with respect to his/her age, sex and cul ture.

ACTI ON TYPE

Pl ease indicate whether the data collected on this form describes the person at

adm ssion, at an update, or at discharge. This formnmay al so be used for corrections to
any earlier formof any of these three types.

EFFECTI VE DATE

This is the date the ACTI ON TYPE becane effective. For exanple, Update or Discharge
dat e.

DATE FORM COVPLETED:

Because the date this formis conpleted may be different fromthe EFFECTI VE DATE, please
record DATE FORM COWPLETED.
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CURRENT DI AGNCSI S
Pl ease report the person’s current primary diagnosis.
QA Level

The person’s Level of Care (LOC) can be determned fromthe data collected on this form
I f known, report the LOC here.

DI SCHARGE
Di scharge Date: The date the client was termnated fromthe agency.
Last Contact Date: The date of the last contact with the client, i.e. telephone or face-

to-face therapeutic contact.
Type of Term nation
There are two types of term nations:
Agency-initi ated:
(1) Di scharge/transfer - Client is being discharged fromyour agency/
organi zation and being transferred to another agency/organi zation. The responsibility

for the client has been officially accepted by the receiving organization.

(2) Treatnment Conpleted, No Referral - Cient has conpleted treatnent and no
referral is made by the agency/organi zati on di schargi ng.

(3) Treatment Conpl ete, Advise Followup - Cient has conpleted treatnent and
addi ti onal services are advised by the agency/organi zation.

(4) Evaluation Only - Cient was adnitted for the purposes of evaluation only.
No treatnent services were expected or delivered.

(5) not used
Client-initiated

(6) Patient/Client Died - Occurs when client dies before conpleting treatnent.
Use the status of client when | ast seen to conplete term nation form

(7) Patient/Cient Ended Services - Occurs when a client terninates service

before conpleting treatnment in the opinion of the clinician. Use the status of the
client when | ast seen to conplete the term nation form
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EXPECTED RESI DENCE AFTER DI SCHARGE

Code the appropriate category where the client is expected to live after
termi nation. Use the same basic instructions as described for the PES-7A

EXPECTED LI VI NG ARRANGEMENT AFTER DI SCHARGE:

This item needs to be conpleted only if the response to place of residence
was an 8 or 9 (independent living arrangenment codes). Choose the response which best
descri bes the persons with whomthe client will share a living unit. If the response to
pl ace of residence was 1, 2, 3, 4, 5, 6 or 7 current living arrangenent should be |eft
bl ank.

EXPECTED EMPLOYMENT STATUS AFTER DI SCHARCE:

Code the appropriate category which best describes the client’s expected enpl oynent
status after termi nation fromyour agency. Use the sane basic instructions as described
for the PES-7A

TERM NATI ON REFERRAL:

Refer to the code sheet and report where the client is being referred to upon

term nation fromyour agency. Use the sanme basic instructions as described for the PES-
7A. If no referral is nade at tinme of term nation, use the code for Self Referral.

draft 03-05-95

dick ellis
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EXTENDED FORVAT FOR OUTCOVE NEASURE*

A. | dentification Section
1. Formnal nane of Measure or Procedure:
2. Taxonony Code (Use to /dentify

Conpari son Measures):

3. Principal Author(s) and Key
Reference:
4. Derivative of/Supersedes Anot her or

FEarlier Masure?

sa. Brief Description of Masure or
Techni que—Qri gi nal or Principal
Version only):

*This fornmat was prepared wit the assistance
of Leonard R Derogatis, Ph.D.

Synptom Di stress Checklist 90-Revised (SCL-90-R)

I1-A1.

Primarily synptons; |nterpersonal Sensitivity
scal e deals with interpersonal relationships,
but solely in terms of client’s thoughts and

feeling about these.

Derogatis, L.R 1

Yes; the SCL-90-R is a revised version of the
SCL-90 (2), involving changes in itens and
wor di ngs; the latter was devel oped fromthe
Hopki ns Synpt om Checklist (HSCL) 3.

90-item self-adninistered, self-report
inventory neasuring synmptomatic psychol ogi ca
distress. Clients indicate how nuch each

“conpl aint” has bothered them over a given tine
period using a 5-point scale ranging from “not-
at-all” (0) to “extrenely” (4). The measure is
currently hand-scored and interpreted (conputer
scoring and interpretation are being devel oped)
in ternms of nine primary synptom di nensi ons and
three gl obal indices of distress (see |Item 8a)
4, 5.
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SCL-90-R 2

5b. variants of Qiginal Procedure (for Aut hors note that the SCL-90-R was designed as
reference purposes only: remalinder of one of a matched series of instruments which
Format [ nformation may not pertain to includes a 53-itemformof the scale, the Brief
these Variants). Synptom I nventory (BSI), as well as two matched

clinical observers’ scales, the Hopkins
Psychiatric Rating Scal e (HPRS) and the SCL-90
Anal ogue Scal e, which neasures the same nine
sympt om constructs as the SCL-90-R 5.

Al'l information reported below is derived
fromthe SCL-90 literature and may not apply to
these variants. Additional review of these
variants is suggested prior to selection for

use.
5c. Q her Language Versions Available, If “At present the SCL-90-R is available in
any.: Spani sh, Portuguese, Gernan, Italian, Dutch,

Czechosl ovaki an, Japanese, Korean, Chinese,
Vi et nanese and several other Pacific Island
| anguages.” 5

B. Application Section

6. Estinated Frequency of Use (Low Hi gh
Medi um or H gh):

7. Appropriate “Target” G oups—

a. Age Goups: Child (5-12), Adol escent Adul ts; authors report use with persons 13-70+ 5.
(13-17), Adult (18-64), Geriatric
(65%4):

b. Sex. Both sexes (sane form separate norms) 5.

c. dinical /D agnostic/ Probl em G oups Al'l outpatient or inpatient psychiatric
(G oups on which neasure vas andnedi cal groups 1, 5.

devel oped are under! i ned) :

a. Severity Range of Functional Normal to severe
/ npai rment (Nornal, M ninal,
Mbder at e, Severe, /ncapacitated):

e. /nportant [nappropriate G oups (/f I nappropriate for acutely psychotic, retarded
not al ready indicated or inplied in or otherw se severely disoriented clients; for
7a through 7d): illiterate or handi capped clients the neasure

may be read aloud in a “narrative node” 1.
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Sa.

10.

11.

12.

13

14.

Speci fic Functional Areas Assessed.

Key Theoretical Construct(s), /f any,
whi ch the scal e purports to neasure,
for which it /s wdely used as a
nmeasure, or on which it is founded:

MNature of Assessnent (Deficits,
Assets/ G owth Areas, or M xed):

Met hodol ogy and Procedures Section

Restrictions on Treatnent Settings,
Mbdal 71 t7es, efc.

“Subject” of the assessnent i f other
than the cl/ient (e.g., an entire
famly).:

77 me Span Covered by Assessment
( Today, Last 3 Days, Past Mnth,
etc.):

Usual Points of Data Col/lection (pre-
and post-treatnent assessnent tines):

Data Col | ection Procedure:

/nitial Assessnent.

Post - Treat nent or Follow Up
Assessnent .

SCL-90-R 3

The nine prinmary synptom di mensi ons are:

Somati zation (SOM), Cbsessive-Conpul sive (OBS),
Interpersonal Sensitivity (INT), Depression
(DEP), Anxiety (ANX), Hostility (HOS), Phobic
Anxi ety (PHOB), Paranoid |deation (PAR) and
Psychoticism (PSY). “The General Severity |ndex
(GSl) conbines information on nunber of
symptons and intensity of distress, while the
Positive Synptom Total (PST) reflects only
nunber of synptons; the Positive Synptom
Distress Index (PSDI) is a pure intensity
neasure, adjusted for nunber of synptons
present” 5.

Deficits

No restrictions

Typically “the past 7 days including today”,
al t hough ot her periods may be specified by
user 1.

At intake, during treatnment, at discharge,
post - di scharge foll ow up 6.

In-Facility Self-Adm nistration 1.

In-Facility Self-Adm nistration (although Mail -
Qut/ Back Sel f-Adm nistrati on has been used,
e.g., in 7).
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15.

16.

17.

18.

a.

Professional Training Level Required
for Data Collection Procedure (“None”
/f Sel f-Adnministration by dient or
Collateral is used):

I/ nportant Limtations |nposed by Data
Col / ection Procedures:

Psychonetric Information Section

Scale type (Single itens only, Milti-
/temscale(s), Likert or @ttnan-type
scale(s), etc.):

Evi dence for Reliability—

/nternal Consistency (alpha, KR-20 or
Reproduci bi /ity coefficients).

/nter-rater Agreenent:

Jest-retest, Alternate Forns
Correl ation:

Qr her Evidence (e.g., Conponents of
variance Anal yses of otai ned
Scores) .

SCL-90-R 4

None (but clerical staff needed for scoring)

Post - assessnents linmted to clients returning
to the facility.

Multi-item scal es.

Al phas ranging from.77 to .90 (average = .84)
have been reported for the nine prinmary synptom
di mensi ons of the older SCL-90 8. Others have
computed an overall nean al pha of .95 for the
SCL-90 over three repeated testings 9.

Not applicable for self-rating scale; see Item
19c for correlations of SCL-90-R with other-
rated versions (e.g., SCL-90 Anal ogue).

Test-retest coefficients reported for the nine
synpt om di mensi ons range from.78 to .90
(average = .84) based on 94 heterogeneous
psychiatric outpatients tested over a one-week
interval 1. in 9, test-retest coefficients for
two successive two-week intervals are reported
to range from .55 to .94 average = .81);
average of the coefficients for two subject
groups (total N = 92) for the second tine
interval only is .94.

The standard error measurenment “based on both
internal consistency and stability coefficients
as estimates of reliability” was 0.085 for the
G obal Severity Index 9.
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19.

Evi dence for Validity—

Content Validity (/ncludes Coverage
of Donmin, Representativeness of
/tens).

Criterion Vvalidity (/ncludes
Concurrent and Predictive Validity
studies) .

SCL-90-R 5

Four new synptom di nensi ons were added to
others factorially derived fromthe HSCL to
provi de nore conprehensi ve synptom cover age
Both “face validity” and donain coverage appear
to be excellent.

St udi es conparing self-versus -clinician
ratings on the nine synptom di mensi ons (see
Item 5b) have reported mxed results. A
conparison of cancer patients’ SCL-90 ratings
with their treating physicians’ ratings of them
on the SCL-90 Anal ogue Scal e reveal ed
“significant differences” in terms of
perception of psychol ogi cal synptons. Another
group, using the “90” to assess the |evel of
agreenent between psychiatric ER patients and
their doctors, reported high agreenent in the
areas of depression and anxiety but | ow
convergence in others 5. Correl ations between
t he SCL-90 synptom di mensi ons and correspondi ng
di mensi ons on the Hopkins Psychiatric Rating
Scale (i.e., “psychiatrist’s version of the
SCL-90") range from-.01 to .20, with only four
of the nine correlations significant at the .05
|l evel . The two neasures’ global scores only
correlated .06 7

Correl ati ons of SCL-90 synptom
di mensions with |ike dimensions of the
M ddl esex Hospital Questionnaire (MHQ vyiel ded
r's ranging from.36 to .74 (average = .58);
correlations of the SCL-90 G obal Severity
Index with the MHQ gl obal score was an
extrenely high .92 1. Other researchers have
found hi gh concordance between SCL-90-R scores
and those on the CES-D depression scal e
Ham | t on Depression Rating Scal e, Socia
Adj ust nent Scal e-Sel f Report, and the Raskin
Depression Screen 5. Numerous studies
denonstrate the utility of the SCL-90 (and -R)
in discrimnating between: breast cancer versus
ot her femal e cancer patients, depressed versus
non- depr essed net hadone users and al coholics
rape victins fromnon-victins, and cases of
post-traumatic stress disorder 5. A 1981 study
(in press, cited in 5) reportedly denonstrates
significant differences in SCL-90-R scores
bet ween various DSM |11 diagnostic groups.
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19c.

Construct Validity (/ncludes
Convergent and O scrim nant Vvalidity,
evi dence of Miltidinmensionality,
expected Rel ationships and “Behavi or”
of Scores):

Sensitivity to Change (Evi dence of
Response of client scores to

Devel opnental or Treatnent factors
judged likely to cause change):

SCL-90-R 6

One study contrasted the nine synptom

di mensi ons of the SCL-90 with a total of 33
scal es derived fromthe MWI (i.e., the 13
clinical scales plus the 13 Wggins content
scal es and the 7 Tryon cluster scales): “each
of the 9 SCL-90...dinmensions showed a peak
correlation with an MWl scale representing a
hi ghly correspondi ng synptom construct” 8
These peak correlations ranged from.50 to .75
reflecting good convergence between the two
nmeasures. However, sone scal es appeared to
overlap heavily with non-identical constructs
(e.g., anxiety, depression, and interpersona
sensitivity).

Factor | oading of SCL-90 itens via
Varimax rotation of the nine synptom constructs
indicate strong evidence of theoretical-
enpirical agreenent for all dinensions but
Psychoticism (only five of ten itens | oaded
significantly), based on a sanple of 1,002
het er ogeneous psychiatric outpatients 10

Addi tional construct validation for the
Depression scale was shown in a multi-
instrunment study using unidi mensional
depressi on nmeasures 11.

In 12, interscale correlations for the
HSCL (6 shared dinmensions with the SCL-90-R)
indicate a fair degree of overlap for
physicians’ ratings (intercorrrelations range
from.18 to .54; N = 320). However,
intercorrelations for patients’ self-ratings
wer e consi derably higher (.47 to .80),

i ndi cating considerabl e overl ap, and possibly
even a single dinension underlying these
conceptual |y discrete areas.

Nunmer ous studies indicate sensitivity to
treatment effects in various groups, including
chroni c anxi ety di sorders, depressives

schi zophreni cs, al coholics, chronic pain
patients, and various fornms of sleep

di sturbance 5. The results of an outpatient

t herapy outcome study (N = 213) showed t hat
bot h sexes showed i nprovenment on the SCL-90
over four nonths, with wonmen nore inproved than
nmen; for both groups, changes on the d oba
Severity and Positive Synptom Di stress |ndices
were significant at the .001 |evel 7.
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SCL-90-R 7

20. Aids to Interpretability of Scores—

a. Target Group (age, sex, diagnosis, Conpr ehensi ve descriptions of the normative

etc.) Means, Ranges, etc.: sampl es are available in the Manual 1. Standard
(T-score) norns are available for psychiatric
out patients, psychiatric inpatients, and non-
patient normals; separate norns are avail able
for each sex. Mean score profiles are avail able
for specialized clinical groups (e.g., sexua
di sorders, alcoholics, etc.) 5

b. Conmunity or Other Non-Client Norns Avai |l abl e for a sanple of 974 non-patient
(national, state, local, or other normal s (separate norms for each sex) 1. Norns
specific groups—e.g., college for adol escents and industrial executives
students): reportedly will be introduced in 1981 5

C. Pre- to Post-Treatnent Change Norns: “The first of a series of “change” nornms wl |

be conpleted for psychiatric outpatients”
during 1981 5. Currently only nean adm ssion
and di scharge score profiles for 120 feral e and
77 mal e psychiatric inpatients are available 1.

One study used the 84th percentile of the
“normal s” score distribution on the GSI as the
criterion for “substandard” outcome, w th good
out cone scores falling below the 84th
percentile 7.

d. O her Factors Affecting
Interpretation of Scores:

e. Typi cal Shape of the Measure’s Score In 7, it was observed that in nearly every
Di stributions: case, the distribution of SCL-90 scores was

positively skewed, indicating that scores tend
to “bunch up” at the lower or |ess disturbed
end of the scale.
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21.

22d.

26.

27.

28.

29.

30.

Cost [ nfornation Section

Drect Data Col/ection Costs

Respondent Conpl etion Tinmes (Converted
to whole and fractions of Hours)—

Initial (Pre-Treatnent) Assessnent:

Post - Treat ment or Fol | ow Up Assessnent

Scoring Costs, if significant:

Approxi mate Direct Costs —

Single Smal |l -Sanpl e Study Cost
(N = 100):

Larger Annual Program Qutcome Survey
Cost (N = 400):

Measure Acqui sition/Trai ni ng/
Mai nt enance (Costs

Acqui sition Costs—

One-tinme Purchase or Charter Cost:

Materials Costs for 500 Pre-post pairs
annual | y:

Initial Staff Training Costs (Facility
Staff costs only)—

Nunmber of Staff that nust be Trained
in Assessnent Procedure in a typical
facility:

Estimated Hours of Training per Staff
Menber :

O her Essential First-Year Costs (see
Comment ary) :

Subsequent Yearly Mai ntenance Costs—

Percentage of Original Training Tine
Required Annually to Maintain Skills:

*kk kK

SCL-90-R

.33 hours 1 (BSI takes .20 hours 1

.33 hours

$1 (estimated)

$300

$1, 200

$15 (Manual plus Tenpl at es)

$270 (Rating Scal es plus Score Profiles)

2 (clerical scorers)

2 hours

$0

0%
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SCL-90-R

Total Annual Cient Qutcone Measure Cost

b. Total Annual Measure Cost for N = 400 $1, 480
eval uation survey (Direct Costs plus
annual i zed Acqui sition/ Traini ng/
Mai nt enance Costs):

Per cent age of an Assunmed Agency Budget of Less than 0.1%
$1.5 million:

Uility Section

(“Yes” responses generally indicate greater Yes, No, or G her
utility.)

Sel ected Aspects of Utility fromthe
Client’s perspective:

Woul d ny assessnent score indicate directly No. No standard “cut-off” scores exist
(without statistical analysis) (see Item 20d).
whet her ny treatnment was a success?

Woul d ny score who whether | still needed No
further treatnment?

Woul d previous clients’ scores how if | No
m ght be harmed by treatnent or
suffer negative side effects?

Sel ected Aspects of Utility froma client
Col l ateral’ s perspective:

Woul d our relative' s assessnent score No (see Item 34a)
indicate directly whether his/her
treatnment was a success?

Woul d the score show whet her he/ she needed No
further treatnment?

Woul d the score(s) show how troubl esone to No
the famly our relative was likely to
be?

Woul d the score(s) indicate the likelihood No
of a relapse or recurrence of the
pr obl enf?

Sel ected Aspects of Utility fromthe
perspective of Legislators, Citizen's
Groups, and Regul ators:

Are the neasure’s scores indicative of how Yes
the client feels about the treatnent
and/ or his/her current functioning?

Appendix p.59



36b.

37.

Do the scores show whet her the
clients have inproved to the point of
not needing further treatnent?

Woul d outcone scores be essentially
conparable for clients differing in
sex, incone, age, education or
ethnicity?

Does the measure assess areas of high
soci al and conmunity i nmportance
(e.g., productivity, dangerousness,
or self-maintenance) with good face
validity?

Is a single overall outcone score
avai l able (particularly for relating
outcones to costs) and easy to
interpret?

Assuming simlar clients, would the
scores for different agencies’
progranms be directly conparable, so
t hat concl usi ons about relative
effectiveness could be drawn?

Are pre-post score norns for sone
identifiable client groups avail able
so | can conpare a prograns success
with these clients to other prograns?

Are the nmeasure’s scores likely to be
free frompotential distortion by
performance pressure, conpetition for
funds, threatened cutbacks in
funding, etc.?

Are the scores derived from or

i ndicative of the econonic benefits
of treatnment (resum ng work, stopping
wel fare paynents, etc.)?

Is the nmeasure easy to “fake”, so
that it could be used to cover up
poor staff performance? (“No” is
preferable.)

Sel ected aspects of Utility fromthe
Clinician's perspective:

Are there separate scores for
estimating outconme in inportant sub-
areas of client functioning?

SCL-90-R 10

Probably (see Item 20a)

Yes, but limted psychonetric data avail able on
this score (GSI)

Yes

Not yet avail able (see Item 20c)

Yes

Partially (synptoms only)
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Is a single overall outcone score avail able
and easy to interpret?

Does the assessnment |ead directly to a
di agnosi s and/ or suggest a treatnent

plan (e.g., use or discontinuance of
nmedi cation, hospitalization or
di scharge, etc.)?

Does the data collection procedure
interfere in any significant way with
routine service operations, extra
interview, nore tinme required, etc.?
(“No” is preferable.)

Does the nmeasure assunme a “neutral”
vi ewpoi nt about nental disorder that
will not be inconpatible with my own
Vi ews?

Can the nmeasure be tailored to the problens
or issues that ny client and/or
sel ect?

Is the nmeasure relatively “val ue-free”
i.e., does not rely on socially
approved or conventional behavior to
define what is “good” versus “poor”
functioni ng?

Does the neasure lend itself to use as an
ongoi ng indicator (e.g., by session
or by week) of client status against
whi ch to check my own observations
and/ or treatnent plans?

Even though our clients do differ in
probl em type and severity, can ny
clients’ outconme scores be conpared
directly to scores of clients treated
by other clinicians, and thus show ny
relative performance?

Sel ected Aspects of Utility for Managers:

I's the neasure available at a low tota
annual cost (below 1% of a $1.5
mllion budget)?

Is a single, overall outconme score
avai l able (particularly for relating
out comes to costs) and easy to
interpret?

SCL-90-R

Yes (but see Item 36¢€)

Partially;
traditional

many scales are linked to
psychi atric nosol ogy.

Yes

Pr obably not;
tinme.

requires 20 mnutes of client

Yes

Yes (but see Item 36¢€)
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38c.

Are separate functional -area scores
avai l abl e that would match up well to
speci fic program outconme objectives?

Does the nmeasure assess politically
i mportant outcones (e.g.,
productivity, dangerousness, self-
mai nt enance) with high “face-
validity”?

Does the neasure lend itself to
nmoni toring the individual

ef fectiveness of each of ny clinica
stuff?

Woul d poor outcone scores hel p
“di agnose” weak treatnents or staff
deficiencies in our prograns?

Are pre-post score norns for sone
identifiable client groups avail able
so | can conpare our success with
these clients to other progranms?

Are the nmeasure’s scores likely to be
free fromdistortion by funding or
manageri al pressure to inprove

out comes?

Woul d this nmeasure be suitable for an
i n-depth, conparative study of the
effectiveness of two alternative
treatment procedures?

Does the nmeasure provide information
on criteria comonly required for
prof essional Quality Assurance/ Peer
Revi ew procedures?

I's the neasure’s content or procedure
particularly well suited to “spotting
trouble”, or even hel ping ne avoid
scandal ?

SCL-90-R

Partially (synptom areas only).

Possibly, within synptom areas only

Not yet avail able (see Item 20c)

Yes

Yes

One to two (Personal Confort, Current
Functional |npairnent).
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SCL-90-R 13

airtigue of Measure Characteristics Sect/on

Not abl e Strengths, Weaknesses, and Remaining Uiresol ved /ssues in Five General Areas:

Appl i cations.

Mot abl e Strengths: A sinple formw th denonstrated utility over a wi de range of client
and problem groups; well-suited for use as a repeated neasure to assess changes over
tinme.

Wéaknesses: Only neasures a standard set of synptons, “does not provide for, or enable
the client to indicate what special synpton(s) caused himor her to seek treatnent in
the first place” 4.

Met hodol ogy and Procedures

Weaknesses: No established procedure or form for mail-out/back self-administration.

Unresolved Issues: Unclear whether scores resulting from technician-assisted administration (as authors recommend 1) and self-
administration are comparable.

Psychonetric /nfornation

Notable Strengths: Multi-dimensionality is suggested through factor analysis for all symptom dimensions except Psychoticism
(see Item 19c¢); however, substantial scale intercorrelation is also apparent. T-score norms and score profiles are available for a
variety of client groups.

Weaknesses: Convergence between SCL-90 (-R) and clinician-rating versions (e.g., SCL-90 Analogue) is not well established
(see Item 19c¢); hence them two formats cannot be assumed to measure identical constructs.

Unresolved Issues: Remains to be seen whether the soon-to-be-published “change” norms (see Item 20c) will significantly
increase the measure’s utility as an evaluation instrument.

Cost [ nfornation

Notable Strengths: Available at a relatively low cost.

Unresolved Issues: Too early to assess the relative cost-effectiveness of scoring and interpreting the SCL-90-R by hand as
opposed to via computer (see Item 5a).

Urlrty for Qutcome /nfornation Users

Weaknesses: Would be helpful to have separate norms for important subgroups (e.g., by ethnicity, socioeconomic status) or
evidence that the measure is relatively insensitive to such client variables.
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SF-36 HEALTH SURVEY

INSTRUCTIONS: This survey asks for your views about your health. This information will help keep track of how
you feel and how well you are able to do your usual activities.

Answer every question by marking the answer as indicated. If you are unsure about how to answer a question, please
give the best answer you can.

1. In general, would you say your health is:
(circle one)
EXCOIIEIIE ...ttt ettt e bt e b e bt et e bt et e e sb e e bt et enbeenteenteens 1
VBIY ZOOM ...ttt ettt et e et e et e e tb e e e ebeeeabeeeabeeeabeeetbeeaabeearbeeerbaeenbeeenbeeenbeeenreas 2
(0o e AP P O TUTTUPRRUPRRRP 3
S 11 OO OSSPSR P PR TUPRRPRRRPONt 4
POOT ettt ettt et e b e et e sbt e st ettt e et e bt e 5
2. Compared to one year ago, how would you rate your health in general now?
(circle one)
Much better NOW than ONE YEAr A0 ......eiecuiiiiiiiiiieciie ettt et e e saeeeseaeesebeesnbeeennas 1
Somewhat better NOW than 0Ne Year Q0 ........ccveiiiiieiiiiiiieciie e e e 2
About the SAME aS ONE YEAT AZO0 ...ccuvveeiiieiieeeiiieeieeeiteeiee ettt estreesteesbeeebeeestaeessseessseessseeensseesseenses 3
Somewhat worse Now than ONe YEAr A0 ........ccvieiuiiiiiieiiie ettt e seaeeeereeeree s 4
Much worse NOW than ONE YEAT 80 ......cccveeeeuiiiriiiiiiieeieeecreeeiteestteesreeebeeebeeestaeesaaeeseseessseessseeennes 5
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3. The following items are about activities you might do during a typical day. Does your health now

limit you in these activities? If so, how much?

(circle one number on each line)

Yes, Yes, No, Not
ACTIVITIES Limited Limited Limited
A Lot A Little At All
a. Vigorous activities, such as running, lifting 1 2 3
heavy objects, participating in strenuous sports
b. Moderate activities, such moving a table, pushing a 1 2 3
vacuum cleaner, bowling, or playing golf
c. Lifting or carrying groceries 1 2 3
d. Climbing several flights of stairs 1 2 3
e. Climbing one flight of stairs 1 2 3
f. Bending, kneeling, or stooping 1 2 3
g. Walking more than a mile 1 2 3
h. Walking several blocks 1 2 3
1. Walking one block 1 2 3
J- Bathing or dressing yourself 1 2 3
4. During the past 4 weeks, have you had any of the following problems with your work or other

regular daily activities as a result of your physical health?

(circle one number on each line)

YES NO
a. Cut down on the amount of time you spent on work 1 2
or other activities
b. Accomplished less than you would like 1 2
c. Were limited in the kind of work or other activities 1 2
d. Had difficulty performed the work or other activities 1 2

(for example, it took extra effort)
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During the past 4 weeks, have you had any of the following problems with yoru work or other regular daily
activities as a result of any emotional problems (such as feeling depressed or anxious)?

(circle one number on each line)

YES NO
a. Cut down the amount of time you spent on work or other activities 1 2
b. Accomplished less than you would like 1 2
c. Didn’t do work or other activities as carefully as usual 1 2

During the past 4 weeks, to what extent has your physical health or emotional problems interfered with your
normal social activities with family, friends, neighbors, or groups?

(circle one)

INOE A ALL .ttt ettt h ettt b ettt b bt et e sae e neen 1
N 7= 111 RO 2
IMOAEIALELY ..eevvieniieniieiieitete ettt ettt ettt et et et et e e st esbeesseesseesseanseasseesseasseanseanseanseensenssenssenssens 3
QUILE @ DI c.eeeeiiiieeee ettt ettt e et e et e et e e et e e et e e e tteeetbeeeate e et e e eateeeateeeaeeeareas 4
EXITOIMELY .ottt ettt e st e s et e et e s st e ssbeetaesaeesseesaseesaeesaeesseeseeesaessnennnens 5

How much bodily pain have you had during the past 4 weeks?

INOIIE .ttt et e b e ettt ettt e h e e bt e bbbttt et et et bt e ae et s 1
VEIY TNHLA Lottt ettt e st e et e s st e sabeesbeesaeesbesnseenseenseensessaessaassnennnens 2
111 SRS USRI 3
IMIOAETALE ...ttt ettt b e ettt e h e e et e bt e bt et e bt e bt e st et e e bt e st e st e e ebeene et e 4
SEVETE ...ttt ettt e h ettt et h e e h e bbbt bbbt e bbbt nh e st she e s naee 5
VETY SEVETE ..eeutieiuiieeite ettt e eitteeette et te et e ettt e ettt e easeesateeenteeeaseeesseeesseeanteeeabeesaseeenseeeseeeaneeensaeennseennnas 6
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During the past 4 weeks, how much did pain interfere with your normal work (including both work outside
the home and housework)?

(circle one)

INOE AL ALL ottt sttt b ettt ettt et et 1
ATIEEIE DIttt ettt 2
IMOAETALELY ..vviiiviiiiiieiie ettt ettt ettt ettt e et e e et e e esbeeesteeestseestseesseessbaeesseeessaeessaeensaeensseesseensnas 3
QUILE @ DI ..ttt ettt e e et e e e et e e e e e tt e e e ettt e e e etaeeeeeataeeeereeeeattaeeenareeas 4
EXETEIMCLY 1.ttt e et e e b e e e bt eeabeeeabeeestbeestb e e tbe e abeeenbeeenbeeenbaeenreas 5

These questions are about how you feel and how things have been with you during the past 4 weeks. For
each question, please give the one answer that comes closest to the way you have been feeling. How much of
the time during the past 4 weeks -

(circle one number on each line)

All Most A Good Some A Little None
of the of the Bit of of the of the of the
Time Time the Time Time Time Time
Did you feel full of pep? 1 2 3 4 5 6
Have you been a very 1 2 3 4 5 6
nervous person?
Have you felt so down in 1 2 3 4 5 6
the dumps that nothing
could cheer you up?
Have you felt calm and 1 2 3 4 5 6
peaceful?
Did you have a lot of 1 2 3 4 5 6
energy?
Have you felt down 1 2 3 4 5 6
hearted and blue?
Did you feel worn out? 1 2 3 4 5 6
Have you been a happy 1 2 3 4 5 6
person?
Did you feel tired? 1 2 3 4 5 6
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10. During the past 4 weeks, how much of the time has your physical health or emotional problems interfered
with your social activities (like visiting with friends, relatives, etc.)?

(circle one)

AL OF the TIME ...oviiiiiiiiiii ettt et sttt st b et 1
IMOSE OF the TIINIE ..eeuviiiiiieiiiiieieet ettt ettt sttt st be b enne e 2
SOME OF the INIE ..ottt ettt b ettt s ebe et nae i 3
A TIIE OF the TIME ...eouiiiiiiiiiiiet ettt sttt sttt 4
NONE OF the TIMIE ...ttt ettt ettt ettt sae e 5

11. How TRUE or FALSE is each of the following statements for you?

(circle one number on each line)

Definitely Mostly Don’t Mostly Definitely
True True Know False False

a. Iseem to get sick a little 1 2 3 4 5
easier than other people

b. Iam as healthy as anybody I 1 2 3 4 5
know

c. Iexpect my health to get 1 2 3 4 5
worse

d. My health is excellent 1 2 3 4 5
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Authors:

Assessment Areas Covered:

Administration:

Design Features:

Abstract:

Related Published Reports:

ADDICTION SEVERITY INDEX

A.T. McLellan, L. Luborsky, C.P. O’Brien, and G.E. Woody

Mental health, physical health, employment, legal, alcohol consumption, drug use,
family relations, social relationships, matching patients to treatment, diagnosis,
prognosis

Structured interview is administered by an easily trained technician or counselor (30
to 40 minutes). Instructional materials and videotaped interviews are available for 2-
day training sessions. Suitable for both alcohol- and drug-dependent adults (over 16
years of age), male or female, at screening, intake, and followup

Utilizes seven independent problem assessments. Suitable for patient screening and
“matching” patients to treatments by clinical staff at treatment admission. Suitable
for repeated administration by researchers at followup to assess patient
improvement.

The Addiction Severity Index (ASI) is a clinical/research instrument that has been in
wide use since 1979 to assess seven problem areas commonly found in alcohol- and
drug-abusing patients. Results of concurrent reliability studies indicate that trained
technicians can estimate the severity of patients’ treatment problems with an average
concordance of .89. Test-retest studies show that the information obtained from the
ASI is consistent, even between different interviewers. Comparisons of the ASI
severity ratings and composite measures with a battery of previously validated tests
indicate strong evidence of discriminant validity. The reliability and validity results
were consistent across subgroups of patients divided by age, race, sex, primary drug
problem, or type of treatment program. Following 6 years of experience with the
instrument, the authors feel that the ASI offers advantages in the examination of
important issues such as the prediction of treatment outcome, the comparison of
different forms of treatment, and the “matching” of patients to treatments.

McLellan, A.T.; Luborsky, L.; Woody, G.E.; and O’Brien, C.P. An improved
diagnostic instrument for substance abuse patients: The Addiction Severity Index.
Journal of Nervous and Mental Disorders, 168:26-33, 1980.

McLellan, A.T.; Luborsky, L.; Woody, G.E.; O’Brien, C.P.; and Kron, R. Are the
“addiction-related” problems of substance abusers really related? Journal of
Nervous and Mental Disease, 169:232-239, 1981.

McLellan, A.T.; Luborsky, L.; and O’Brien, C.O. Is treatment for substance abuse
effective? Journal of the American Meidcal Association, 247:1423-1427, 1982.

McLellan, A.T.; Luborsky, L.; Woody, G.E.; O’Brien, C.P.; and Druley, K.A.
Predicting response to alcohol and drug abuse treatment. Archives of General
Psychiatry, 40:620-625, 1983.

Woody, G.E.; Luborsky, L.; McLellan, A.T.; O’Brien, C.P.; Beck, A.T.; Blaine, [.;
Herman, I.; and Hole, A. Psychotherapy for opiate addiction: Does it help?
Archives of General Psychiatry, 40:626-634, 1983.

Appendix p.70



Availability Source:

Copyright:

Kosten, T.R.; Rounsaville, B.J.; and Kleber, H.D. Concurrent validity of the
Addiction Severity Index. Journal of Nervous and Mental Disease, 171(10):606-
610, 1983.

A. Thomas McLellan, Ph.D., Building 7, Philadelphia JAMC, Philadelphia,
Pennsylvania 19104. There is a fee for reproduction and material costs involved in
mailing the training materials.

Copyright 1980 by A. Thomas McLellan. Reproduced with permission by the U.S.
Department of Health and Human Services, Public Health Service, Alcohol, Drug
Abuse, and Mental Health Administration, National Institute on Alcohol Abuse and
Alcoholism. Further reproduction is prohibited without permission of the copyright
holder.

Appendix p.71



INSTRUCTIONS

1. Leave No Blanks — Where appropriate code
items: X = question not answered

N = question not applicable
Use only one character per item.

2. Item numbers printed in squares are to be
asked at follow-up. Items with a red asterisk
are cumulative and should be rephrased at
follow-up (see Manual).

3. Space is provided after sections for
additional pertinent information.

ADDICTION SEVERITY INDEX
SEVERITY RATINGS

The severity ratings are interviewer estimates of
the patient’s need for additional treatment in eac
h area. The scales range from 0 (no treatment
necessary) to 9 (treatment needed to intervene in
life-threatening situation). Each rating is based
upon the patient’s history of problem symptoms,
present condition and subjective assessment of
his treatment needs in a given area. For a
detailed description of severity ratings’ derivation
procedures and conventions, see manual.

Third Edition
SUMMARY OF
PATIENT'S RATING SCALE

0 - Not at all

1 - Slightly

2 - Moderately
3 - Considerably
4 - Extremely

I.D. NUMBER 1

LAST 4 DIGITS
OF SSN

DATE OF
ADMISSION L[ 1

DATE OF
INTERVIEW LT[ 1

I

TIME BEGUN L[ 1]

TIME ENDED L[ 1]

CLASS:
1 - Intake
2 — Follow-up
CONTACT CODE:
1—In Person
2 — Phone
3 — Mail
ORIGIN:
1-PVAMC - DDTS
2 — Carrier Foundation
3 — Eagleville

TREATMENT
EPISODE NUMBER

INTERVIEWER
CODE NUMBER

SPECIAL:
1 — Patient terminated
2 — Patient refused
3 — Patient unable to respond

nbb o oo

Have you been in a controlled environment i

How many days?

GENERAL INFORMATION

NAME

CURRENT ADDRESS

GEOGRAPHIC CODE

1. How long have you
lived at this address?

LT ]

YRS. MOS.

2. Is this residence owned by
you or your family?

0-No 1-Yes

LT

]

3. DATE OF BIRTH I [ 1 |

4. RACE
1 — White (Not of Hispanic Origin)
2 — Black (Not of Hispanic Origin)
3 — American Indian
4 — Alaskan Native
5 — Asian or Pacific Islander
6 — Hispanic — Mexican
7 — Hispanic — Puerto Rican
8 — Hispanic — Cuban
9 — Other Hispanic
5. RELIGIOUS PREFERENCE

1 — Protestant 4 — Islamic
2 — Catholic 5 — Other
3 — Jewish 6 — None

the past 30 days?

1-No

2 —Jall

3 — Alcohol or Drug Treatment
4 — Medical Treatment

5 — Psychiatric Treatment

6 — Other

]

]

™
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TEST RESULTS

Shipley
C.Q.
1.Q. I:I:I:l

Beck

Total Score -

Card “

SEVERITY PROFILE

PROBLEMS|o| =[N |w|&|u]oa |N]x|vo

MEDICAL
EMP/SUP
ALCOHOL
DRUG
LEGAL
FAM/SOC

PSYCH



LT T T ]

I.D. |
How many times in your life
have you been hospitalized

for medicalproblems?

(Include a.d.’s, d.t.s, exclude detox.)

[T

. How long ago was your
last hospitalization
for a physical problem?
YRS. MOS.

. Do you have any chronic medical I:l
problems which continue to
interfere with your life?

0-No 1-Yes
Are you taking any prescribed

[

MEDICAL STATUS

Do you receive a pension for a physical
] disability? (Exclude psychiatric disability.)

0-No
1 —Yes

[

Specify

How many days have you
experienced medical
problems in the past 30?

FOR QUESTIONS 7 & 8 PLEASE ASK
PATIENT TO USE THE PATIENT'S RATING
SCALE.

How troubled or bothered m
have you been by these medical problems
the past 30 days?

medication on a regular basis
for a physical problem?

0-No 1- Yes

COMMENTS

EHOW important to you now is treatment forD
these medical problems?

INTERVIEWER SEVERITY RATING

How would you rate the patient’s need for

medical treatment?
CONFIDENCE RATINGS

Is the above information significantly
distorted by:

10.| Patient’s misrepresentation?

0—-No 1-Yes
11.| Patient’s inability to understand?
0-No 1-Yes 20

EMPLOYMENT/SUPPORT STATUS

Education completed
(GED = 12 years)

al T 101 |

YRS. MOS.
2.| Training or technical
education completed I:D
MOS.

3. Do you have a profession, I:l
trade or skill?
0 - No
1-Yes
Specify
Do you have a valid driver's I:l
license?
0 - No 1-Yes

[

Do you have an automobile
available for your use? (Answer
No if no valid driver’s license.)

0 - No 1-Yes

How long was your I:I:l I:I:l

longest full-time job?
YRS. MOS.

Usual (or last) occupation.

[o]

m

(Specify in detail)

Does someone contribute to your
support in any way?

0 -No 1 —Yes
(ONLY IF ITEM 8 IS YES)

Does this constitute the majority
of your support?

0 - No

[

[

1-Yes

10. Usual employment pattern,
past 3 years.

1 — full time (40 hrs/wk)

2 — part time (reg. hrs)

3 — part time (irreg., daywork)
4 — student

5 — service

6 — retired/disability

7 — unemployed

8 — in controlled environment

How many days were you paid
- for working in the past 30? I:I:l
(Include “under the table” work.)
How much money did you receive from the
following sources in the past 30 days?
Employment
(net income) |:|:|:|:|
Unempoyment [T T 1]

compensation
DPA

[

Pension, benefits
or social security
Mate, family or
friends (Money
for personal expenses).

lllegal
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How many people depend on
you for the majority of their
food, shelter, etc.?

@ How many days have you
experienced employment

problems in the past 30?

FOR QUESTIONS 19 & 20 PLEASE ASK
PATIENT TO USE THE PATIENT'S RATING

SCALE
L]

How troubled or bothered have
you been by these employment
problems in the past 30 days?

How important to you now is
counseling for these employment
problems?

INTERVIEWER SEVERITY RATING

How would you rate the patient’s
need for employment counseling?

CONFIDENCE RATINGS

Is the above information significantly
distorted by:

patient’s misrepresentation?

[

[

0-No 1-Yes
Patient’s in ability to understand?
0-No 1-Yes 71 I:l



o T T T71]

CODE #

DRUG/ALCOHOL USE

14. Which substance is the major

21. How many days have you been
treated in an outpatient setting
for alcohol or drugs in the past

[T

2
PAST30  LIFETIME USE S Stane IS the e L] 30 days? (Include NA, AA).
DAYS YRS. MOS. above or 00 - No problem; 22. How many days in the past 30
- Alcohol - Any 15 - Alcohol & Drug (Dual have you experienced:
use at all addiction) ; 16-Polydrug; Alcohol Problems
when not clear, ask patient).
- Alcohol - To 15. How long was your last Drug Problems
intoxication " period O?VO|un¥ary MOS. | FOR QUESTIONS 23 & 24 PLEASE ASK
- Heroin abstinence from this PATIENT TO USE THE PATIENT'S RATING
major substance? SCALE
@ - Methadone (00 - never abstinent). 23. How troubled or bothered have you been
in the past
- Other opiates/ 30 days by these: -
analgesics 16. How many months ago I:I:l Alcohol Problems [ |
- Barbiturates did this abstinence end? Drug Problems
(00 - still abstinent). . . —
) 24. How important to you now is treatment for
- Other sed/ *17. How many times have you: these: .
hypftrang. Had alcohol d.t’s Alcohol Problems
- Cocaine Overdosed on drugs Drug Problems B
. *18. How many times in your life have you been INTERVIEWER SEVERITY RATING .
- Amphetamines treated for:
25. How would you rate the
) Alcohol abuse patient’s need for treatment for: _
- Cannabis
Drug abuse Alcohol Abuse
- Hallucinogens *19. How many of these were detox only? Drug Abuse
helants Aleohol CONFIDENCE RATINGS
Drug - Is the above information significantly
20. How much would you say you spent during distorted by:
CARD[3]80 the past 30 days on: ient's mi i
26. Patient’'s misrepresentation?
Notef: See mhadnual f?r representative examples Alcohol 0—No 1 - Yes I:I
or each drug class. ) -
9 Drugs 27. Patient’s inability to understand?
*13 - More than one I:l
substance per day LTI 1Tl 0-No 1-Yes 50
(Incl. alcohol). DAYS YRS. MOS.
COMMENTS
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o, LT T T 1

1.  Was this admission prompted
or suggested by the criminal
justice system (judge,
probation/parole officer, etc.)?

0-No 1-Yes

Are you on probation or
parole?

0-No 1-Yes

How many times in your life have you been

[

[

arrested and charged with the following criminal

offenses:

CODE #
* shoplifting/vandalism

* parole/probation violations

* drug charges

* forgery

* weapons offense

* burglary, larceny, B & E

* robbery

*assault

* arson

* rape

* homicide, manslaughter

* other

LEGAL STATUS

* How many of these charges
resulted in convictions?

How many times in your life have you been
charged with the following:

* Disorderly conduct, vagrancy,
public intoxication

* Driving while intoxicated

* Major driving violations
(reckless driving, speeding,
no license, etc.).

* How many months were you
incarcerated in your life?

20. How long was your last incarceration?

21. What was it for?
(Use code 3-14, 16-18.
If multiple charges, code most severe)

Are you presently awaiting
charges, trial or sentence?

0-No 1-Yes

What for? if multiple
choice, use most severe).

How many days in the past 30
were you detained or incarcerated?

Jd o Hid HHH 4

How many days in the
past 30 have you engaged I:l
in illegal activities for profit?

FOR QUESTIONS 26 & 27 PLEASE ASK
PATIENT TO USE THE PATIENT'S
RATING SCALE

How serious do you feel your
present legal problems are?
(Exclude civil problems)

How important to you now
is counseling or referral for I:I
these legal problems?

INTERVIEWER SEVERITY RATING

How would you rate the patient’'s
need for legal services or I:l
counseling?

CONFIDENCE RATINGS

Is the above information significantly
distorted by:

Patient’s misrepresentation?

0-No 1-Yes
Patient’s inability to understand?
0—-No 1-Yes 56
CARD [5] 80
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LT T T 1

Marital Status
1 — Married 4 — Separated
2 — Remarried 5 — Divorced
3 — Widowed 6 — Never Married

How long have
you been in

this marital status? YRS.
(If never married, since age 18).

Are you satisfied with this situation?
0—-No
1 — Indifferent
2 —Yes

Usual living arrangements (past 3 yr.)

1 — With sexual partner
and children

2 — With sexual partner alone
3 — With parents

4 — With family
5 — With friends
6 — Alone

7 — Controlled environment
8 — No stable arrangements

[

[T ]

MOS.

[

[

Brothers/Sisters

FAMILY/SOCIAL RELATIONSHIPS

With whom do you spend most of

your free time:
1 - Family
2 — Friends

3 - Alone

Are you satisfied with spending

your free time this way?
0-No
1 — Indifferent

2 —yes

How many close friends do

you have?

How many days in the past 30

have you had serious conflicts:
A. with your family?

B. with other people? (excluding family).

Have you had significant periods in which you have
experienced serious problems with:

0-No 1-Yes PAST 30 IN
DAYS YOUR
LIEE
1] Mother
Father

FOR QUESTIONS 20-23 PLEASE ASK
PATIENT TO USE THE PATIENT’'S
RATING SCALE

How troubled or bothered have you
been in the past 30 days by these:

Family problems?

Social problems?

O

How important to you now is treatment
or counseling for these:

Family problems?

OO

Social problems?

INTERVIEWER SEVERITY RATING

How would you rate the |:|

patient’s need for family
and/or social counseling?

CONFIDENCE RATINGS

Is the above information
significantly distorted by:

Patient’'s misrepresentation

[

Patient’s inability to understandEl
0-No

5. How long have J
you lived in these |:|:| |:|:| Sexual partner/spouse 1 Ves
arrangements. YRS. MOS. Children
(If with parents or family, since age 18). 48] Other significant family CARD IE 80
6. Are you satisfied with these living : COMMENTS
arrangements? I:I ('\leqsiklj‘nends
i eighbors
0-No {19] Co-workers
1 — Indifferent
2 —Yes
PSYCHOLOGICAL STATUS Having trouble comprehending, I:l
1. How many times have you been treated for How many days in the past 30 I:I:l concentrating, remembering
any psychological or emotional problems? have you experienced these Have suicidal thoughts I:l
In a hospital psychological or emotional
) ) problems?
A Opt. or Priv. patient INTERVIEWER SEVERITY RATING
s an . pLor nY patien FOR QUESTIONS 12 & 13 PLEASE ASK PATIENT d. H d h o
2. Do you receive a pension for a TO USE THE PATIENT'S RATING SCALE . ow would you are the patient’s

psychiatric disability?
0-No 1-Yes

[

Have you had a significant period, (that was not
a direct result of drug/alcohol use), in which you
have:

[o] [o]

= [ ] B
= :

0—-No 1-Yes PAST30 IN
DAYS YOUR
LIFE

Experienced serious
depression

Experienced serious
anxiety or tension

Experienced hallucinations

Experienced trouble
understanding, concentrating
or remembering

Experienced trouble controlling
violent behavior

Experienced serious
thoughts of suicide

Attempted suicide

Have you taken prescribed
medicine for any psychological
/emotional problem

How much have you been troubled
or bothered by these psychological
or emotional problems in the past
30 days?

How important to you now is
treatment for these psychological
problems?

THE FOLLOWING ITEMS ARE TO BE
COMPLETED BY THE INTERVIEWER

At the time of this interview, is patient:

0-No 1-Yes
Obviously depressed/withdrawn
Obviously hostile

Obviously anxious/nervous

Having trouble with reality testing,
thought disorders, paranoid thinking
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Oodgd

need for psychiatric/psychologica‘:I
treatment?

CONFIDENCE RATINGS

Is the above information
significantly distorted by:

. Patient’s misrepresentation?

0-No

[

. Patient’s inability to understand? I:l

1-Yes 38
CARD

1—Yes

0 - No

[ eo

COMMENTS



Developed by : Robert E. Drake, M.D., et al.

Client Name:
Date of Rating:

CLINICIAN ALCOHOL USE SCALE

Please rate your client’s use of alcohol over the past six months according to the
following scale. If the person is in an institution, the reporting interval is the time period
prior to institutionalization. You should weight evidence from self-report, interviews,
behavioral observations, and collateral reports (family, day center, community, etc.) in
making this rating.

1 = ABSTINENT Client has not used alcohol during this time interval.

2 = USE WITHOUT IMPAIRMENT Client has used alcohol during this time
interval, but there is no evidence of persistent or recurrent social,
occupational, psychological, or physical problems related to use and no
evidence of recurrent dangerous use.

3 = ABUSE Client has used alcohol during this time interval and there is
evidence of persistent or recurrent social, occupational, psychological, or
physical problems related to use or evidence of recurrent dangerous use.
For example, recurrent alcohol use leads to disruptive behavior and
housing problems. Problems have persisted for at least one month.

4 = DEPENDENCE Meets criteria for moderate plus at least three of the
following: greater amounts or intervals of use than intended, much of time
used obtaining or using substance, frequent intoxication or withdrawal
interferes with other activities, important activities given up because of
alcohol use, continued use despite knowledge of substance-related
problems, marked tolerance, characteristic withdrawal symptoms, alcohol
taken to relieve or avoid withdrawal symptoms. For example, drinking
binges and preoccupation with drinking have caused client to drop out of
job training and non-drinking social activities.

5 = DEPENDENCE WITH INSTITUTIONALIZATION Meets criteria for
severe plus related problems are so severe that they make noninstitutional
living difficult. For example, constant drinking leads to disruptive behavior
and inability to pay rent so that client is frequently reported to police and
seeking hospitalization.
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Developed by : Robert E. Drake, M.D., et al.

Client Name:

Date of Rating:

CLINICIAN DRUG USE SCALE

Please rate your client’s use of drugs over the past six months according to the following
scale. If the person is in an institution, the reporting interval is the time prior to
institutionalization. You should weight evidence from self-report, interviews, behavior

observations,

rating.

1=

and collateral reports (family, day center, community, etc) in making this

ABSTINENT Client has not used drugs during this time interval.

2=

USE WITHOUT IMPAIRMENT Client has used drugs during this time

3=

4 =

5=

interval, but there is no evidence of persistent or recurrent social,
occupational, psychological, or physical problems related to use and no
evidence of recurrent dangerous use.

ABUSE Client has used drugs during this time interval and there is
evidence of persistent or recurrent social, occupational, psychological, or
physical problems related to use or evidence of recurrent dangerous use.
For example, recurrent drug use leads to disruptive behavior and housing
problems. Problems have persisted for at least one month.

DEPENDENCE Meets criteria for moderate plus at least three of the
following: greater amounts or intervals of use than intended, much of time
used obtaining or using substance, frequent intoxication or withdrawal
interferes with other activities, important activities given up because of
drug use, continued use despite knowledge of substance-related
problems, marked tolerance, characteristic withdrawal symptoms, drugs
taken to relieve or avoid withdrawal symptoms. For example, binges and
preoccupation with drugs have caused client to drop out of job training and
non-drug social activities.

DEPENDENCE WITH INSTITUTIONALIZATION Meets criteria for severe
plus related problems are so severe that they make noninstitutional living
difficult. For example, constant drug use leads to disruptive behavior and
inability to pay rent so that client is frequently reported to police and
seeking hospitalization.

Circle drugs used: cannabis cocaine hallucinogens opiates PCP
sedatives/hypnotics/anxiolytics  stimulants over-the-counter

Other
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Developed by : Robert E. Drake, M.D., et al.
Substance Abuse Treatment Scale

Instructions: This scale is for assessing a person’s stage of substance abuse
treatment, not for determining diagnosis. The reporting interval is the last six
months. If the person is in an institution, the reporting interval is the time period
prior to institutionalization.

1. Pre-engagement. The person (not client) does not have contact with a case
manager, mental health counselor or substance abuse counselor.

2. Engagement. The client has had contact with an assigned case manager or
counselor but does not have regular contacts. The lack of regular contact
implies lack of a working alliance.

3. Early Persuasion. The client has regular contacts with a case manager or
counselor but has not reduced substance use more than a month.
Regular contacts imply a working alliance and a relationship in which
substance abuse can be discussed.

4. Late Persuasion. The client in engaged in a relationship with case manager
or counselor, is discussing substance use or attending a group, and shows
evidence of reduction in use for at least one month (fewer drugs, smaller
quantities, or both). External controls (e.g. Antabuse) may be involved in
reduction.

5. Early Active Treatment. The client is engaged in treatment, is discussing
substance use or attending a group, has reduced use of at least one
month, and is working toward abstinence (or controlled use without
associated problems) as a goal, even though he or she may still be
abusing.

6. Late Active Treatment. The person is engaged in treatment, has
acknowledged that substance abuse is a problem, and has achieved
abstinence (or controlled use without associated problems), but for less
than six months.

7. Relapse Prevention. The client is engaged in treatment, has acknowledged
that substance abuse is a problem, and has achieved abstinence (or
controlled use without associated problems) for at least six months.
Occasional lapses, not days of problematic use, are allowed.

8. In Remission or Recovery. The client has had no problems related to
substance use for over one year and is no longer in any type of substance
abuse treatment.
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Developed by : Robert E. Drake, M.D., et al.
Table 7

Vignettes for
Substance Abuse Treatment Scale

1=Preengagement The person does not have contact with a case manager, mental health
counselor, or substance abuse counselor.

John was seen by Emergency Services after being picked up by the police for disturbing
the peace. He had been drinking heavily and was yelling loudly at passerby’s to “stop
looking at him”. He had no particular residence and no visible means of support. From
old hospital records it was found that he had been in a state psychiatric hospital for 20
years and had been discharged 5 years ago. After a brief period of hospitalization for
stabilization on meds and detox he was referred to the community support program at
the local mental health center (MHC). He did not keep any appointments at the center
but is often seen in the company of other clients of case management.

Jeanne, a woman of indeterminate age, lives in a SRO building and has high visibility in
the local community because of her “weird” behaviors which become worse when she is
using substances. Police and local merchants have called the MHC about her and
several attempts have been made by MHC outreach staff to get her into the center. She
continues to refuse these offers.

2 = Engagement The client has had contact with an assigned case manager or counselor
but does not have regular contacts. The lack of regular contact implies lack of working
alliance.

A young single man who has been diagnosed in the past as suffering from
schizophrenia, occasionally shows up at the mental health center and demands to see
someone. He knows he has a case manager but cannot remember his name. He last
saw his case manager 3 months ago when he wanted to get fuel assistance. His
contacts are infrequent, and usually involve wanting money, food, or cigarettes. He
smokes marijuana on a daily basis but does not speak to his case manager about it.

After a brief hospitalization at the local psychiatric unit following a psychotic episode, a
young college student was assigned a case manager. She saw her case manager on 2
occasions following discharge but has not been seen for several months at the MHC and
has not responded to phone calls or letters. The client’'s mother has called the case
manager and says that she is worried about her daughter’s increasing paranoia and
indiscriminate use of substances.
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3 = Early Persuasion The client hasregular contacts with a case manger or counselor but has
not reduced substance use more than a month. Regular contacts imply a working alliance and
a relationship in which substance abuse can be discussed.

Julie sometimes initiates contact with her case manager and usually keeps her
appointments. Most of her contacts are in regards to basic needs. She is able to listen
when her case manager brings up her binges and other substance use but does not
contribute to the conversation or acknowledge a problem. The case manager approach
is to increase Julie’s awareness of substance use without any demands for abstinence.

Fred has been a client of the MHC for many years. He was a long time resident of the
state hospital prior to his involvement with the MHC. Fred continues to drink at least a
quart of wine daily and is not compliant with taking his Haldol. He does meet weekly
with his case manager and sometimes calls when in crisis. The meetings usually deal
with concrete needs and activities of daily living.

4 = Late Persuasion Theclient in engaged in a relationship with a case manager or
counselor, isdiscussing substance use or attending group, and shows evidence of reduction in
usefor at least one month (fewer drugs, smaller quantities, or both). External controls (e.g.,
Antabuse) may be involved in reduction.

Ezekial, a young man with a history of Schizoaffective disorder and heavy marijuana
use, was placed in a group home. His mother became representative payee to control
his funds. Since his placement, his relationship with the case manager has improved.
He attends weekly sessions and is about to start a substance abuse group. It appears
that his substance use has decreased so as not to be a daily occurrence. Ezekial is
able to discuss in his sessions what the effects of substances are and on rare occasions
verbalizes a goal of abstinence.

Star lives in a supported apartment with two other clients of the mental health center.
She attends a day treatment program at the MHC 3 days a week and sees her case
manager twice a month. Star attends a “Double Trouble” AA group once or twice a
month in the community. Her case manger reports the number of “parties” at the
apartment have decreased considerably and Star has not been bingeing as much.

5= Early Active Treatment The client isengaged in treatment, is discussing substance use or
attending a group, hasreduced use, for at least one month, and is working towards abstinence
(or controlled use without associated problems) as a goal, even though he or she may still be
abusing.
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Joe is a 44 year old twice divorce father of two who has a 20 year history of bipolar
disorder and poly drug abuse. In the past year, he has taken more responsibility for his
substance abuse. He is beginning to discuss it with his case manager and in weekly
group meetings at the MHC. He has started to chart his weekly use and though not
abstinent he says that eventually he wants to be clean and sober. He complies with his
psychiatric meds and is attempting to make social contacts with non abusers.

Crystal is a grandmother with years of polysubstance abuse. Her psychiatric symptoms
are controlled with medication which she receives every other week from the MHC
nurse. She sees her case manager at least monthly. Six months ago she went on a
binge of drinking and also smoking crack. She was out of control, was brought to the
ER and scared her daughter and her 2 grandchildren. Since that incident she has
contracted with her case manager and her daughter not to use crack and is trying to cut
down on her drinking. She wants to be able to still drink in a controlled manner but if
this does not work then she states that she would have abstinence as a goal. She has
begun to attend AA again and is calling her case manager weekly to report her progress
and discuss her concerns.

6 = LateActive Treatment  The person is engaged in treatment, has acknowledged that
substance abuse is a problem, and has achieved abstinence (or controlled use without
associated problems), but for lessthan six months.

Gina is a young single woman with bipolar disorder who is active in NA and AA for her
cocaine addiction. She has been abstinent for 2 months and prior to that has had a 5-
month and a 4-month period of abstinence. After her last lapse she asked to be in a
more structured living situation associated with a treatment program. She knows that
cocaine is her drug problem and uses this as a focus of her weekly meetings with her
case manager. Her goals include abstinence and getting to work.

Jonathan has been actively engaged in the case management program at the MHC for
over one year. During this time he has made much progress on his daily abuse of
alcohol and has now been abstinent for 3 months. With the help of his case manager
and the weekly substance abuse groups, he realizes that his delusions and his behavior
are affected by his substance abuse. He now takes his psychiatric medications
regularly.

7 = Relapse Prevention Theclient isengaged in treatment, has acknowledged that
substance abuse is a problem, and has achieved abstinence (or controlled use without
associated problems) for at least six months. Occasional lapses, not days of problematic use,
are allowed.
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Vanessa, a middle-aged woman with a bipolar disorder sees her case manager weekly.
She has been sober for 2 years with one lapse of 2 days several months ago. She
became depressed over a love relationship, loss of a job and financial problems and
slipped. Following this she went into an 8-week day treatment program and has
continued to work with her case manager in treatment to deal with these issues.

Sky is active in AA, where he has a sponsor, and also attends the weekly substance
abuse group at the MHC. He actively engages other clients and confronts them about
their abuse. He has been clean and sober for 2 and _ years. He still has cravings but
has utilized his case manager and community support system to get through these
periods. Sky has completed a year of college and is active in the mental health
consumer group.

8 = Recovered The client has had no problemsrelated to substance use for over one
year and isno longer in any type of substance abuse treatment.

Jefferson is a long-term client of the mental health system. He has an excellent
relationship with his case manager where the focus is on social skills and maintaining
himself in the community. For many years he had a heavy alcohol dependency but has
not used any substances in over 22 months and has no craving to do so. He is
maintained on his injection of Prolixin and his social needs are met by the consumer
drop-in center.

Arianne began abusing cocaine following her first psychotic break in college. Her
polydrug abuse spanned 10 years but with the help of the appointment of a guardian,
enforced medication compliance and payeeship, she gradually became engaged with
her case manager. Since she was not comfortable attending groups she and her case
manager confronted the substance abuse problem along with stabilizing her psychiatric
symptoms. She has not had any substances in over 3 years, works 10 hours a week at
the newspaper and sees her case manager monthly.

Appendix p.83



32 Multiaxial Assessment

Global Assessment of Functioning (GAF) Scale

Consider psychological, social, and occupational functioning on a hypothetical continuum of
mental health-illness. Do not include impairment in functioning due to physical (or
environmental) limitations.

Code
100

91
90

81
80

61

60

51
50

41
40

(Note: Use intermediate codes when appropriate. e.g. 45.68.72.)

Superior functioning in a wide range of activities, life’s problems never seem to
get out of hand, is sought out by others because of his or her many positive
qualities. No symptoms.

Absent or minimal symptoms (e.g., mild anxiety before an exam), good
functioning in all areas, interested and involved in a wide range of activities,
socially effective, generally satisfied with life, no more than everyday problems
or concerns (e.g., an occasional argument with family members).

If symptoms are present, they are transient and expectable reactions to
psychosocial stressors (e.g., difficulty concentrating after family argument): no
more than slight impairment in social, occupational, or school functioning (e.g.,
temporarily falling behind in schoolwork)

Some mild symptoms (e.g., depressed mood and mild insomnia) OR some
difficulty in social, occupational or school functioning (e.g., occasional truancy, or
theft within the household), but generally functioning pretty well, has some
meaningful interpersonal relationships.

Moderate symptoms (e.g., flat affect and circumstantial speech, occasional panic
attacks) OR moderate difficulty in social, occupational, or school functioning
(e.g., few friends, conflicts with peers or co-workers).

Serious symptoms (e.g., suicidal ideation, sever obsessional rituals, frequent
shoplifting) OR any serious impairment in social, occupational, or school
functioning (e.g., no friends, unable to keep a job).

Some impairment in reality testing or communication (e.g., speech is at times
illogical, obscure, or irrelevant) OR major impairment in several areas, such as
work or school, family relations, judgment, thinking, or mood (e.g., depressed
man avoids friends, neglects family, and is unable to work: child frequently beats up
younger children, is defiant at home, and is failing at school).

Behavior is considerably influenced by delusions of hallucinations OR serious
impairment in communication or judgment (e.g., sometimes incoherent, acts
grossly inappropriately, suicidal preoccupation) OR inability to function in almost
all areas (e.g., stays in bed all day; no job, home, or friends).

Some danger of hurting self or others (e.g., suicide attempts without clear
expectation of death: frequently violent; manic excitement) OR occasionally fails to
maintain minimal personal hygiene (e.g., smears feces) OR gross impairment in
communication (e.g., largely incoherent or mute).

Persistent danger of severely hurting self or others (e.g., recurrent violence) OR
persistent inability to maintain minimal personal hygiene OR serious suicidal
act with clear expectation of death.

Inadequate information.

The rating of overall psychological functioning on a scale of 0-100 was operationalized by Luborsky in the Health-
Sickness Rating Scale (Luborsky L: “Clinicians Judgments of Mental Health.” Archives of General Psychiatry 7:407-
417.1962). Spitzer and colleagues developed a revision of the Health-Sickness Rating Scale called the Global
Assessment Scale (GAS) (Endicott J. Spitzer RL. Fleiss JL. Cohen J: “The Global Assessment Scale: A Procedure for
Measuring Overall Severity of Psychiatric Disturbance.” Archives of General Psychiatry 33:766-771. 1976). A
modified version of the GAS was included in DSM-III-R as the Global Assessment of Functioning (GAF) Scale.
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760  Criteria Sets and Axes Provided for Further Study

Social and Occupational
Functioning Assessment Scale (SOFAS)

The SOFAS is a new scale that differs from the Global Assessment of Functioning (GAF) Scale
in that it focuses exclusively on the individual’s level of social and occupational functioning and
is not directly influenced by the overall severity of the individual’s psychological symptoms.
Also in contrast to the GAF Scale, any impairment in social and occupational functioning that is
due to general medical conditions is considered in making the SOFAS rating. The SOFAS is
usually used to rate functioning for the current period (i.e., the level of functioning at the time of
the evaluation). The SOFAS may also be used to rate functioning for other time periods. For
example, for some purposes it may be useful to evaluate functioning for the past year (i.e., the
highest level of functioning for at least a few months during the past year).
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SOFAS 761

Social and Occupational
Functioning Assessment Scale (SOFAS)

Consider social and occupational functioning on a continuum from excellent functioning to
grossly impaired functioning. Included impairments in functioning due to physical limitations, as
well as those due to mental impairments. To be counted, impairment must be a direct
consequence of mental and physical health problems; the effects of lack of opportunity and other
environmental limitations are not to be considered.

Code (Note: Use intermediate codes when appropriate. e.g., 45, 68, 72.)

100I Superior functioning in a wide range of activities.

91

9q Good functioning in all areas, occupationally and socially effective.

81

80  No more than a slight impairment in social, occupational, or school functioning (e.g.,
| infrequent interpersonal conflict, temporarily falling behind in schoolwork).

71

70 Some difficulty in social, occupational, or school functioning, but generally
| functioning well, has some meaningful interpersonal relationships.

61

60  Moderate difficulty in social, occupational, or school functioning (e.g., few friends,
| conflicts with peers or co-workers).

51

50  Serious impairment in social, occupational, or school functioning (e.g., no friends,
| unable to keep a job).

41

40  Major impairment in several areas, such as work or school, family relations (e.g.,
| depressed man avoids friends, neglects family, and is unable to work: child

31  frequently beats up younger children, is defiant at home, and is failing at school).

30  Inability to function in almost all areas (e.g., stays I bed all day; no job, home or

| friends).

21

20 Occasionally fails to maintain minimal personal hygiene: unable to function
| independently.

11

10 Persistent inability to maintain minimal personal hygiene. Unable to function
| without harming self or others or without considerable external support (e.g., nursing
1  care and supervision).

0  Inadequate information

The rating of overall psychological functioning on a scale of 0-100 was operationalized by Luborsky in the Health-
Sickness Rating Scale (Luborsky L: “Clinicians Judgments of Mental Health.” Archives of General Psychiatry 7:407-
417.1962). Spitzer and colleagues developed a revision of the Health-Sickness Rating Scale called the Global
Assessment Scale (GAS) (Endicott J. Spitzer RL. Fleiss JL. et al.: “The Global Assessment Scale: A Procedure for
Measuring Overall Severity of Psychiatric Disturbance.” Archives of General Psychiatry 33:766-771. 1976). The
SOFAS is derived form the GAS and its development is described in Goldman HH. Skodol AE. Lave TR: “Revising
Axis V for DSM-IV: A review of Measures of Social Functioning.” American Journal of Psychiatry 149:1148-1156.
1992.
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UMDNJ-CMHC OUTCOME PILOT STUDY

THE SPECIFIC LEVEL OF FUNCTIONING (SLOF) SCALE

INSTUCTIONS: Your assessment should reflect the client’s typical functioning during the last WEEK.
Circle the number that best describes this person’s typical functioning on each item listed below.

MARK ONLY ONE NUMBER FOR EACH ITEM. BE SURE TO MARK ALL ITEMS. PAGE 1 OF 3
Problem, but Slight effect Restricts Prevents
A.PHYSICAL FUNCTIONING No no effect on on general general functioning general
Problem general functioning functioning substantially functioning

1. VISION 5 4 3 2 1

2. HEARING 5 4 3 2 1

3. SPEECH IMPAIRMENT 5 4 3 2 1

4. WALKING, USE OF LEGS 5 4 3 2 1

5. USE OF HANDS AND ARMS 5 4 3 2 1

Totally Needs verbal Needs some Needs
B. PERSONAL CARE SKILLS self- advice or physical help substantial Totally
sufficient guidance or assistance help dependent

6. TOILETING 5 4 3 2 1
(uses toilet properly; keeps self and
area clean)

7. EATING 5 4 3 2 1
(uses utensils properly; eating habits)

8. PERSONAL HYGIENE 5 4 3 2 1
(body and teeth; general cleanliness)

9. DRESSING SELF 5 4 3 2 1
(selects appropriate garments; dresses
self)

10. GROOMING 5 4 3 2 1
(hair, make-up, general appearance)

11. CARE OF OWN POSSESSIONS 5 4 3 2 1

12. CARE OF OWN LIVING SPACE 5 4 3 2 1

Highly Generally Somewhat Generally Highly
C. INTERPERSONAL RELATIONSHIPS typical of typical typical untypical untypical

this person

of this person

of this person

of this person of this person

13.

14.
15.

16

ACCEPTS CONTACT WITH OTHERS
(does not withdraw or turn away)

INITIATES CONTACT WITH OTHERS

COMMUNICATES EFFECTIVELY
(speech and gestures are understandable
and to the point)

. ENGAGES IN ACTIVITIES WITHOUT

PROMTING

2 1
2 1
2 1
2 1
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page 2 of 3

17. PARTICIPATES IN GROUPS 5 4 3 2 1
18. FORMS AND MAINTAINS
FRIENDSHIPS 5 4 3 2 1
19. ASKS FOR HELP WHEN NEEDED 5 4 3 2 1
D. SOCIAL ACCEPTABILITY Never Rarely Sometimes Frequently Always
20. VERBALLY ABUSES OTHERS 5 4 3 2 1
21. PHYSICALLY ABUSES OTHERS 5 4 3 2 1
22. DESTROYS PROPERTY 5 4 3 2 1
23. PHYSICALLY ABUSES SELF 5 4 3 2 1
24. 1S FEARFUL, CRYING, CLINGING 5 4 3 2 1
25. TAKES PROPERTY FROM OTHERS
WITHOUT PERMISSION 5 4 3 2 1
26. PERFORMS REPETITIVE BEHAVIORS 5 4 3 2 1
(pacing, rocking, making noises etc.)
Totally Needs verbal Needs some Needs
E. ACTIVITIES self- advice or physical help substantial Totally
sufficient guidance or assistance help dependent
27. HOUSEHOLD RESPONSIBILITIES 5 4 3 2 1
(cleaning, cooking, laundry, etc.)
28. SHOPPING 5 4 3 2 1
(selection, choice of store, payment at regist¢r)
29. HANDLING PERSONAL FINANCES 5 4 3 2 1
(budgeting, paying bills)
30. USE OF TELEPHONE 5 4 3 2 1
(getting number, dialing, speaking, listening
31. TRAVELING FROM RESIDENCE 5 4 3 2 1
WITHOUT GETTING LOST
32. USE OF PUBLIC TRANSPORTATION 5 4 3 2 1
(selecting route, using timetable, paying
fares, making transfers)
33. USE OF LEISURE TIME 5 4 3 2 1
(reading, visiting friends, listening to music)
34. RECOGNIZING AND AVOIDING 5 4 3 2 1
COMMON DANGERS
(traffic safety, fire safety)
35. SELF-MEDICATION 5 4 3 2 1

(understanding purpose, taking as prescribed,
recognizing side effects)
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PAGE 3 OF 3

36. USE OF MEDICAL AND OTHER 5 4 2 1
COMMUNITY SERVICES
(knowing when to contact, how and
when to use)
37. BASIC READING, WRITING AND 5 4 2 1
ARITHMETIC
(enough for daily use)
Highly Generally Somewhat Generally Highly
F. WORK SKILLS typical of typical typical untypical untypical

this person

of this person

of this person

of this person of this person

38. HAS EMPLOYABLE SKILLS 5 4 2 1
39. WORKS WITH MINIMAL 5 4 2 1
SUPERVISION
40. IS ABLE TO SUSTAIN WORK 5 4 2 1
EFFORT
(not easily distracted; can work
under stress)
41. APPEARS AT APPOINTMENTS 5 4 2 1
ON TIME
42. FOLLOWS VERBAL 5 4 2 1
INSTRUCTIONS ACCURATELY
43. COMPLETES ASSIGNED TASKS 5 4 2 1
CLIENT NAME: CLIENTID: | | | | |
DATE: /
COMMENTS:
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APPENDIX A

GHAA’S

CONSUMER

SATISFACTION

SURVEY

SECOND EDITION

Prepared for
Department of Research and Analysis
Group Health Association of America, Inc.
1129 Twentieth Street, NW
Suite 600
Washington, DC 20036

by

Allyson Ross Davies, PhD
John E. Ware, Jr., PhD
For further details regarding the development and use of this survey, please consult: GHAA's
Consumer Satisfaction Survey and User’s Manual, available from GHAA’s Department of
Research and Analysis at the above address. Please contact the Dept. of Research and Analysis
for copyright permission.

Copyright c GHAA/ Davies & Ware 1991

MAY 1991
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Office of Program Development

Agency for Health Care Policy and Research
Department of Health and Human Services
2101 East Jefferson Street, Suite 603
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Prepared by
Research Triangle Institute

Contract No. 282-92-0045
Delivery Order No. 9
Deliverable No. 5

January 23, 1995
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