A Review Of Outcome Measures, The HCR-20 And WRAP

The following is a brief round up of some outcome measures.  The list has been informed by CQUIN requirements. 

HoNOS

HoNOS was developed by the Royal College of Psychiatrists Research Unit (CRU) between 1993 and 1995 and is recommended by the National Service Framework (NSF). HoNOS instruments are available for Children and Adolescent services, older people, forensic services, learning disabilities and acquired brain injury. There are 12 items on HoNOS each scored from 0 (no problem) to 4 (severe problem) yielding a total score in the range of 0 (best) to 48 (worst). The HoNOS takes on average between 5 and 15 minutes to complete, depending on the experience of the rater and the complexity of the patients problems. The rating period covers the previous two weeks. CRU provides training for raters and training for trainers, however the cost is not trivial. HoNOS has undergone a number of independent studies to examine its psychometric properties and has been found to have good validity, and adequate reliability, sensitivity to change and acceptability.

HoNOS training and cost

Training is necessary to ensure correct administration and to ensure inter-rater reliability.  Official training is available from the Royal College of Psychiatrists in two varieties.

1. Training for raters.

2. Training for trainers.

Training from the RCP costs £3,000 and £5,000 respectively.  The RCP stipulates that use of the scales is limited to “any qualified mental health care professional working with people with severe mental illness who has undergone official HoNOS training”.  

St Andrew’s Healthcare provide HoNOS secure training at £90 per person, and as HoNOS secure includes the 12 original scales this must be a comparatively attractive training option. 

Psychometric Properties Of Honos

Most research on the psychometric properties of HoNOS have been conducted with the original scales.  It has been found to have good validity and adequate reliability, sensitivity to change and acceptability.  

There is limited evidence on the properties of HoNOS65+.  It has good concurrent validity and inter-rater reliability and adequate sensitivity to change and acceptability.

A recent trial of HoNOS-LD as an a clinical outcome indicator in adults with learning disabilities found it to be ‘a useful tool for measuring clinical outcomes in several relevant domains and guiding in-patient treatment in learning disability psychiatry. It may also provide a currency for payment-by-results and influence the commissioning of learning disability services.”(Hillier, Wright et al 2010).

The inter-rater reliability of HoNOS secure is said to be good and as it shares many of its scales with the original HoNOS it may be assumed to have much the same properties of that set of scales (Routledge, Dickens, Geoff, Sugarman, Philip, Walker, Lorraine 2007). 

Recommended Use

It is recommended that HoNOS is used at least every 6 months.  There is no recommended maximum frequency as this has hitherto been determined clinically but if used as required by CQUIN at least 2 administrations would be needed each quarter for reporting purposes. 

Relevant CQUIN requirement

CQUIN 1 - Providers will use: HoNOS, HoNOS secure, HoNOS LD, HoNOS 65 plus (including PBR elements subject to DH guidance when available) and HCR 20
CORE-OM

The original Clinical Outcomes in Routine Evaluation - Outcome Measure (CORE-OM) is a client self-report questionnaire designed to be administered before and after therapy. CORE-OM was developed between 1995 and 1998 through a multi-disciplinary team of practitioners representing the major psychological therapy professions.  

CORE-OM has been developed for the adult population and is currently widely in use in psychological therapies in the UK, both in primary and secondary care settings. It has also been verified with older adults Barkham, M., et al. (2006). Its purpose is to provide an inexpensive, user-friendly outcome measure sensitive to both low- and high-intensity psychological distress and pathological symptoms for use in research and practice settings. Cahill, J., et al. (2006).  It was designed in consultation with service providers and purchasers who placed a high priority on the measurement of symptoms at intake, and the reduction in symptoms as a result of therapy or counselling 

CORE-OM is believed to be the most widely used outcome measure in psychological therapy and counselling services, used in around 250 services in the NHS. The database which CORE IMS holds, covers around 100,000 patients per annum. Around 30 Mental Health Trusts and around 75 PCTs use the software version in psychotherapy and counselling services.

CORE-OM Training And Cost

All CORE-OM measures can be downloaded as forms and used free of charge under the terms of the CORE-OM copyright.
Psychometric Properties Of CORE-OM

Its psychometric properties have been tested on clinical and non-clinical samples and it has been shown to have reasonable test-retest stability in a student sample. The internal consistency has been reported as α=0.94 and the 1-week test-retest reliability as Spearman’s ρ=0.90 (Evans, C., et al. 2002).
It has been found to be acceptable both to therapists and clients and has been used in both primary and secondary care settings where counselling or psychological therapy services are used. It was found to be able to discriminate between patients in secondary and primary care with those in secondary care scoring higher on risk and being above the severe threshold (Barkham, M., et al. 2005).  

In order to test convergent validity CORE-OM has been compared to two older and widely used measures for depression, the Beck Depression Inventory II (BDI-II) and the Hamilton Depression Rating Scale (HDRS), as well as the Beck Hopelessness Scale (BHS) and the Inventory of Interpersonal Problems – Avoidant (IIP-Av). The BDI-II was built on the BDI which has been used for 35 years in the US for assessing severity of depression. Where the BDI-II and HRSD have been designed specifically to assess severity of depression, the CORE-OM was designed as a general purpose measure of psychological disturbance. The CORE-OM and BDI-II were strongly correlated with each other and showed similar patterns of correlation with the HDRS, BHS and IIP-Av. 

The CORE-SF also showed convergent validity with the BDI-II on repeated assessments (Cahill, J., et al. 2006). CORE-OM and BDI-II both use self-report whereas the HDRS is clinician-administered.

Indeed, the high degree of correlation between the original version of the Beck Depression Inventory (BDI) and the CORE-OM has lead to the development of a translation table between the two measures. (Leach, C., et al. 2006).  An equivalent look-up table can also be used for the CORE-OM to BDI-II, given the high correlation between BDI-I and II.

The CORE-OM has been compared to the Clinical Interview Schedule – Revised (CIS-R) and found support for convergent validity. (Connell, J., et al. 2007).  CORE-OM has also been compared to various other scales in clinical samples, including the General Health Questionnaire (GHQ), the original version of the Beck Depression Inventory (BDI), the Beck Anxiety Inventory (BAI), the Brief Symptom Inventory (BSI), the Symptom Checklist-90-R (revised version) and the 32-item version of the Inventory of Interpersonal Problems (IIP-32) [32]. Again, CORE-OM was found to have strong discriminant validity, but there was high covariance between the domains, suggesting that the risk items (6 items) should be separated from the remaining 28 items focusing on psychological distress. These 28 non-risk items scored as one scale provide the most satisfactory scale. (Lyne, K., et al. 2006).
A comparison between CORE-OM and HoNOS found a reasonably weak correlation (r = 0.50) between the two which is not surprising given that they are typically used in different settings [21] and are advocated for use at different ends of the severity spectrum. The 6-item risk sub-scale in the CORE-OM yielded a better association with the overall HoNOS than the CORE-OM total. The authors conclude that where staff trained in the use of HoNOS are not available, and where self-report is appropriate, CORE-OM can provide useful information on risk.

Recommended Use

It is recommended that CORE-OM is used before and after a period of therapy.  Modifications have been made to the original scales to allow more frequent, even sessional, ratings to be made.

STORI

The Stages of Recovery Instrument (STORI) is a self-report measure for the assessment of stage of recovery from mental illness. It is intended to measure constructs that are more meaningful to consumers than conventional outcome measures. The STORI was developed in response to consumer criticisms of traditional clinical measures, which tend to focus on illness and disability. In contrast, the STORI focuses on psychological recovery and personal growth. 
The STORI is based on the Stage Model of Recovery (Andresen et al., 2003), which reflects the experiences of people who have recovered from mental illnesses such as schizophrenia

The stage model of psychological recovery represents psychological processes occurring over five stages. The four psychological processes of recovery were derived from the experiential accounts of many consumers. These themes provided the content for the items of the STORI. 

These four processes are: 

Hope - finding and maintaining hope for recovery and a better future. 

Responsibility - taking responsibility for wellness and control of life generally. 

Identity - establishing a positive identity.

Meaning - finding meaning and purpose in life. 

The five stages of recovery are briefly described as: 

Moratorium - A stage of hopelessness and self-protective withdrawal. 

Awareness - The realisation that recovery and a fulfilling life is possible. 

Preparation - The search for personal resources and external sources of help.

Rebuilding - Taking positive steps towards meaningful goals. 

Growth - A sense of control over one's life and looking forward to the future.

The STORI consists of fifty items, each rated from 0 to 5.  The items are presented in 10 groups of five, with one item in each group representing a different stage of recovery.  The 10 items representing each stage make up the stage subscale score. Scoring results in five subscale scores representing the five stages of psychological recovery. The highest subscale score indicates the stage of recovery that the person is experiencing.
Psychometric Properties Of STORI

The STORI has been found to have good internal consistency with items within the same subscale measuring the same construct.  There are positive correlations against other recovery measures and it is valid as a consumer orientated construct. (Andresen, Retta; Caputi, Peter; Oades, Lindsay 2006).

A study by Gavin Weeks, Mike Slade & Mark Hayward (2010) suggests that the STORI is a valid and reliable measure when used in the UK.

STORI Training And Cost

The STORI may be freely downloaded and its use is permitted provided no profit is made and the authors are acknowledged.
Recommended Use

There is no recommended interval of use.  It is intended as a service user self report measure and used periodically within individuals may serve as a measure of personal recovery.

HCR-20

The HCR-20 derives its name from Historical/Clinical/Risk and its 20 item scale.  It is a 20 item checklist for assessing the risk for future violent behaviour in criminal and psychiatric populations. Items were chosen based on a comprehensive review of the literature and input from experienced forensic clinicians.   

The HCR-20 includes variables which capture relevant past, present and future considerations and should be regarded as an important first step in the risk assessment process. The manual provides information about how and when to conduct violence risk assessments, research on which the basic risk factors are based and key questions to address when making judgments about risk.

Violence is defined as ‘actual, attempted, or threatened harm to a person or persons’. 

The professional who completes the HCR-20 Coding Sheet must first determine the presence or absence of each of the 20 risk factors according to three levels of certainty (i.e. Absent, Possibly Present, Definitely Present). In some settings, responsibility for the assessment may be divided among several different professionals. The 20 Items are divided into three sections:

10 Historical Items (previous violence, age at first violent offence, family and vocational background etc.).

Five Clinical Items (current symptomatology and psychosocial adjustment).

Five Risk Management Items (release and treatment plan, necessary services and support).

Historical information serves as an anchor for risk assessments because there is a strong predictive link between past and future violent behaviour. Such information should be verified carefully, as historical considerations may modify analyses of clinical and situational factors. In some cases, it may be necessary to contact friends or family members of the individual for verification of past events. 

The five clinical variables can be assessed at regular intervals so that risk level may be modified accordingly. The risk management items focus on predicting how individuals will adjust to future circumstances, and this is directly related to the context within which the individual will be living.

The final judgment regarding the risk for future violence (low, moderate, high) should be based on a careful analysis of the 20 risk factor items. Any statements of risk should take into consideration the base rate of violence in the particular population or setting (e.g. low, moderate or high risk relative to other correctional inmates).

Psychometric Properties Of HCR-20

Research on the HCR-20 has been carried out in civil psychiatric, forensic psychiatric, and prison samples. Douglas & Webster (in press) found that the HCR-20 total scores predicted violent crime within a sample of 193 civil psychiatric patients released from hospital. In this study, those who scored above the median on the HCR-20 total score were 13 times more likely to be arrested for a violent offence following release from hospital than were those who scored below the median. In an unpublished thesis, Klassen (1999) found that the H scale of the HCR-20 was related with moderate strength (correlations averaging 0.30) to the in-patient violence of civil psychiatric patients. 
In a retrospective study, Douglas et al, (1999) found that forensic psychiatric patients who scored high (i.e. greater than the median score) on the HCR-20 were five times more likely to have engaged in previous violent behaviour than those scoring below the median. Strand et al. (1999), in a retrospective study of mentally disordered offenders, found that the HCR-20 was related to violence; they obtained moderate to large effect sizes. Wintrup (1996) determined that HCR-20 total scores were related, with moderate strength, to community violence committed by forensic psychiatric patients after release from a secure forensic facility. 

In a retrospective study of correctional inmates, the HCR-20 H scale correlated strongly (0.53) with the number of charges for violent arrests, while the C scale was related with moderate strength (0.30) to this same dependent measure (Douglas & Webster, 1999). In this study, persons who scored above the median on the HCR-20 were, on average, four times more likely than those scoring below the median to have been charged with a violent offence in the past, to have been violent in the institution, and to have attempted or succeeded in escaping from prison. In a small Swedish prison study (n = 41), Belfrage et al, (1999) found that the clinical and risk management items were highly predictive of institutional violence. These results suggest that the HCR-20 shows considerable promise for the prediction and management of individuals who pose a risk of future violence.

HCR-20 Training And Cost

HCR-20 training is widely available and open to professionals involved in the management of people who pose a risk of violence to others.  Training costs in the region of £300 per person and additional scoring sheets cost around £30 for 50.

Recommended Use

There is no recommended interval for use of the HCR-20.  Its frequency of use should be determined clinically.  The use of HCR-20 is a CQUIN requirement and its use has to be reported annually.  

The authors recommend that HCR-20 only be used in cases where there is a past history of violence.  Its use in cases without a history of violence is inappropriate and likely to stigmatise the individual who is the subject of the assessment.  

Relevant CQUIN requirement

CQUIN 1 - Providers will use: HoNOS, HoNOS secure, HoNOS LD, HoNOS 65 plus (including PBR elements subject to DH guidance when available) and HCR 20
ESSEN Climate Scale

The Essen Climate Evaluation Schema – EssenCES - is a 15 (+ 2) item questionnaire, primarily developed for assessing essential traits of the social and therapeutic atmosphere of forensic psychiatric wards. Climate dimensions measured are Therapeutic Hold, Patients’ Cohesion and Mutual Support and Experienced Safety (vs. threat of aggression and violence).

Psychometric Properties Of Essences

A validation study was conducted in 17 forensic mental hospitals in Germany. Patients and staff completed the EssenCES and other questionnaires, among them the ‘Ward Atmosphere Scale‘ (Moos) and a ‘Good Milieu Index’. Problematic occurrences were listed and counted over a period of 3 weeks on each ward. On 46 wards, 333 staff and 327 patients were included. The intended 3 factor structure of the instrument was clearly confirmed. High coefficients of correlation supported the subscales’ validity. The coefficients were somewhat lower for “Safety”, but this scale correlated strongly with the number of problematic occurrences and displays strong face validity.

The climate questionnaire EssenCES appears to be an economic and valid instrument for assessing the ward atmosphere in forensic psychiatry. Findings of a pilot study (n = 64) in England give confidence to the structural validity of the English version too. A comprehensive validation project is ongoing in England and Wales and two major articles on the questionnaire and the validation study were published in 2008:

Essences Training And Cost

The questionnaire is protected by copyright law, but it is available free of charge in the public domain.  There are no training requirements.

Recommended Use

Ward atmosphere may safely be assumed to influence the mental health of those exposed to it.  The EssenCES is intended to measure salient domains of this atmosphere so that remedial and preventative action can be taken.   There is no recommended interval for administration 

The authors advocate that the questionnaire should be administered to a sample of service users, who have been assured that their replies will be anonymous, by an independent 3rd party.  Administration by direct care staff is liable to produce bias in reporting.  

Reporting on Essen is an annual CQUIN requirement.    

Relevant CQUIN requirement

CQUIN 5 - Providers will use the Essen Climate Evaluation Scale
Wellness Action Recovery Plan (WRAP)

WRAP is not an outcome measure it is a service driven approach to recovery from mental illness and has been included here as it has been suggested as a means of evidencing a contractual obligation under CQUIN.

WRAP is a self-management and recovery system developed by a group of people in the US who had mental health difficulties and who were struggling to incorporate wellness tools and strategies into their lives. WRAP is designed to:

 

Decrease and prevent intrusive or troubling feelings and behaviours 

Increase personal empowerment 

Improve quality of life

Assist people in achieving their own life goals and dreams 

 
WRAP is a structured system to monitor uncomfortable and distressing symptoms. It can help reduce, modify or eliminate symptoms by using planned responses. These include plans for how an individual wants others to respond when symptoms have made it impossible for them to continue to make decisions, take care of themselves or stay safe. The person who experiences the symptoms develops their personal WRAP, although they may choose to ask the people who support them or health professionals to help them create it.

Psychometric Properties Of WRAP

Most of the evidence for WRAP is anecdotal, although some research supporting its use is published on the authors website.  

There is a great deal of interest in the recovery model at present and the concept of  recovery is fully consistent with current government policies in health and social care in England and Wales, including the White Paper, Our health, our care, our say (DH, 2006a) and the Commissioning framework for health and wellbeing (DH, 2007), Joint guidance on the employment of consultant psychiatrists (CSIP, 2005) and evidence-based clinical guidelines such as NICE 1 (2006) on schizophrenia and NICE/SCIE 42 (2006) on dementia; it is broadly applicable to people with all long-term conditions (DH, 2005a).

WRAP Training And Cost

The WRAP recovery tool is freely downloadable and there are no training requirements as it is intended to be a self administered planning exercise.  Training and other resources are available from the author’s website.

Recommended Use

WRAP is intended to be owned by the service user rather than imposed as a requirement, to insist on each service user having a WRAP plan would undermine the person centred philosophy behind the use of the tool which aims to empower the service user to take control of their life. 

There is no recommended frequency of administration for WRAP.  

Reporting on WRAP is not a CQUIN requirement.   
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“HoNOS PbR" is the name given to the scales that are being developed to form the classification underpinning Payment by Results for mental health in England.”





The Royal College of Psychiatrists





“In circumstances where a self-report measure is appropriate, for example where staff trained in the use of HoNOS are not available, CORE-OM can provide information relating to some of the key domains, particularly risk.”





http://pb.rcpsych.org/cgi/content/full/29/11/419








