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The Camberwell Assessment of Need and Behaviour and Symptom Identification Scale as routine outcome measures in a psychiatric disability support service.

Tom Trauer, Ph. D.

 Glen Tobias, Grad. Dip. Bus.

ABSTRACT: While routine outcome measurement is being progressively introduced into mental health services, there is little evidence of its potential in disability support services. We report the introduction of a measure of need and a self-report measure of mental health problems in such a service in which most of the clients have a principal diagnosis of a schizophrenia-spectrum disorder. We found that just over half of the clients with a key worker were able and willing to complete these instruments. On average, clients' self-ratings suggested only moderate levels of mental health problems, and clients with schizophrenia identified lower levels of need than their key workers. Assessments of need showed more stability over time than assessments of mental health problems.
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Routine outcome measurement was introduced as an objective for mental health services in the National Mental Health Policy (Australian Health Ministers 1992) and this was reinforced in the Second National Mental Health Plan (Australian Health Ministers 1998). To date, most work has been directed to realizing this objective in clinical mental health services, with little attention paid to comparable developments in the disability support and rehabilitation sector, despite recognition that an evidence-based approach to monitoring progress is equally relevant for this sector (Haley & Jette 2000; Jette & Keysor 2002). Routine outcome measurement has potential benefits to many stakeholders, including clients, providers, managers, funders, and policy makers, and these should be apparent for any service-delivery program.

In the clinical arena, it is widely accepted that outcomes assessment needs to address a number of different problem domains, and since no one instrument is sufficiently wide in its coverage, a set of instruments is required. One central instrument is the Health of the Nation Outcome Scales (HoNOS, Wing, Beevor, Curtis, Park, Hadden & Burns 1998) whose main content, consistent with a clinical focus, is on symptom severity. Another constituent of the set is a consumer self-rated measure, in recognition of the vital need to obtain the consumers' viewpoint (Dickey & Wagenaar 1994). Victoria, which was the first Australian jurisdiction to introduce routine outcome measurement, chose the Behaviour and Symptom Identification Scale (BASIS-32, Eisen, Wilcox, Leff, Schaefer & Culhane 1999) for this purpose.

Community support services are directed primarily at the needs of consumers living in the community, rather than at the underlying disorders from which they are suffering. Since outcome measurement should reflect the objectives that the service is trying to achieve, needs assessment is an appropriate focus for disability support services. While there is little consensus on which measures are most appropriate, scales that assess self-​reported mental health status and perceived needs appear to be promising candidates. This paper reports the introduction into a psychiatric disability support service of one of the most widely used needs assessment schedules, the Camberwell Assessment of Need (CAN, Phelan, Slade, Thornicroft, Dunn, Holloway, Wykes, Strathdee, Loftus, McCrone & Hayward 1995) in conjunction with the BASIS-32.

METHOD

Neami is a community-based non-government organization that provides rehabilitation and support to people with psychiatric disabilities in the northern suburbs of Melbourne, Victoria. It provides day programs and home-based outreach to over 500 consumers via four locality-based programs. In late 2000 Neami convened a working group to make recommendations to management concerning the introduction of outcome measurement. There followed a period of consultation with consumers, a consultative forum, and staff training. Key workers began offering the BASIS-32 to consumers in March 2001 with the intention that this measure should be repeated at twelve month intervals. Six month later, in September 2001, the CAN was also introduced. The CAN exists in two forms, one for staff and the other for consumers. Key workers usually sat with consumers to help them complete the consumer measure before themselves completing the staff form.

For both the BASIS-32 and the CAN key workers were required to have first discussed the concept of outcome measurement with the consumer, explaining why it might be of value to consumers and to the service. Key workers also explained that completion of the measures was entirely voluntary, that they could withdraw at any time, and that non​-completion would not affect the service that they received in any way.

BASIS-32

The BASIS-32 comprises 32 questions that assess the extent to which the respondent has been experiencing difficulties over the previous week in five broad domains: relating to self and other people, depression and anxiety, problems in living and general functioning, impulsive and addictive behaviours, and psychotic experiences. Each item is answered on a five-point scale ranging from no problem to extreme difficulty. The instrument yields subscale scores for each of the five domains, and a total score. A number of studies have established the reliability and validity of the BASIS-32 (Hoffmann, Capelli & Mastrianni 1997; Russo, Roy-Byrne, Jaffe, Reis, Dagadakis, Dwyer-O'Connor & Reeder 1997; Klinkenberg, Cho & Vieweg 1998; Eisen et al. 1999).
CAN

The CAN is a needs assessment instrument for use with adults with severe mental illness. It covers 22 domains of health and social need: accommodation, food, looking after the home, self-care, daytime activities, physical health, psychotic symptoms, health care information, psychological distress, safety to self, safety to others, alcohol, drugs, company, intimate relationships, sexual expression, child care, basic education, telephone, transport, money, and benefits. Two forms, for staff and consumer, are available, since it has been shown that these two perspectives are often quite different (McCarthy, Benson & Brewin 1986; Slade, Phelan & Thornicroft 1998). In the short form of the scale, each of the 22 domains is rated as no serious problem (no need), or no problem or a moderate problem owing to help given (met need), or a serious problem, irrespective of help given (unmet need).

RESULTS

Consumers

We have data on 779 consumers. 449 (57.6%) were male and 330 (42.4%) were female. Age was calculated as at 1/1/2001. The mean age of all 779 was 38.5 years. The women (40.5 years) were significantly older than the men (36.9 years) (t = 4.35, df = 777, p < .0001).

All but 9 clients were assigned a psychiatric diagnosis. These have been grouped into Schizophrenia (comprising schizophrenia and schizo-affective disorder), Mood disorders (comprising bipolar disorder, depression, depression and anxiety, and post-natal depression), Personality disorder, and all Others. The majority (509, or 65.3%) had schizophrenia, 166 (21.3 %) had a mood disorder, 31 (4.0%) had a personality disorder, and there were 64 (8.2) others.

443, or 56.9% had a key worker, 284, or 36.5% completed a BASIS-32, and 219, or 28.1 % completed a CAN. There was a strong association between completing the BASIS-32 and CAN ((2 = 224.6, df = 1, p < .0001); 170 had both, 447 had neither, 113 had a BASIS-32 but no CAN, and 49 had a CAN but no BASIS-32.

Initial BASIS-32

About 75% of consumers with key workers were invited to complete a BASIS-32, the remaining 25% were considered too unwell at the time, or it was considered inappropriate because of intellectual disability, acquired brain injury or impaired cognitive function from some other cause. About 15% of consumers who were invited to complete a BASIS-32 by their key worker declined.

We ascertained how many of the initial BASIS-32 completions were valid. The scale developers have indicated (Eisen & Youngman 1994) that a protocol with more than five items omitted should be treated as invalid. Of the 284 first BASIS-32 assessments, 257 (90.5%) had no missing items, 12 had 1 item missing, and a further 12 had between 2 and

5 items missing. Only three (or about 1 %) had more than 5 items missing. This low rate of omitted items is probably related to the practice of key workers sitting with their client and helping them complete the BASIS-32 as a structured interview.

Table 1 shows the mean subscale and total scores of the 281 valid BASIS-32 records, together with those reported in a study by the scale’s developers that used the BASIS-32 with consumers in the community in the United States (Eisen et al. 1999).

	
	This study
	Eisen et al. 1999

	Relating self/others
	1.41
	1.92

	Depression/anxiety
	1.50
	1.95

	Living/functioning
	1.46
	1.90

	Impulsive/addictive
	0.67
	0.85

	Psychosis
	0.80
	0.68

	Total
	1.18
	1.50


Table 1: Mean BAS1S-32 scores, by study

It may be seen that the total score and all but the Psychosis subscale score are considerably lower (i.e. better) than those in the comparison study. The mean BASIS-32 total scores for consumers with schizophrenia, mood disorders and personality disorders were 1.08, 1.43, and 1.81 respectively, these differences being highly significant (F = 9.04, df = 2, 257, p < .001). Women obtained slightly, but non​-significantly, higher BASIS-32 total scores than men. To examine the effect of age, ages were grouped into six bands: 16-20, 21-30, 31-40, 41-50, 51-60, and 61+ years. The corresponding mean BASIS-32 total scores were 1.59, 1.41, 1.03, 1.17, 1.11 and 0.92. These differences are significant (F = 2.80, df = 5, 275. p < .02) and show that the youngest consumers tended to rate themselves worse than the older consumers.

Completing a BASIS-32 was strongly related to having a key worker. 57.6% of those with a key worker completed a BASIS-32, compared to only 8.6% of those without a key worker ((2 = 197.5, df = 1, p < .001).

Repeat BASIS-32

Of the 281 consumers with a valid initial BASIS-32, 101 had a repeat BASIS-32, all of which were also valid. The mean interval between first and second BASIS-32 was 337 days with a median of 362 days and a range of 64 to 448 days. The difference in initial BASIS-32 total score between those who provided a repeat and those who did not was not significant.

The correlation between the 101 pairs of valid BASIS-32 total scores was 0.64, indicating a moderately strong relationship. However, the mean of the 101 initial scores (1.15) was significantly higher than that of the 101 repeats (0.96) (t = 3.18, df = 99, p = .002), indicating a small but definite tendency for the repeat assessments to reflect fewer problems. There were significant declines in four of the five subscales: relating to self and others, depression and anxiety, problems in living/general functioning, and impulsive addictive behaviours, but not in the fifth: psychotic experiences. The correlation between the difference between the two total scores and the time interval between them was -.05. Thus, the magnitude of the change in BASIS-32 total score was unrelated to the length of the intervening interval.

Initial assessments of needs

There were 188 initial consumer self-ratings on the CAN with corresponding staff ratings. These ranged from 0 to 14 met and unmet needs. The mean number of all needs as assessed by the consumers themselves was 5.93, comprising 4.31 met and 1.62 unmet needs. The differences in needs of either type between the sexes and age-bands were small and non-significant. However, the mean number of needs varied between the three main diagnostic groups: the mean numbers of consumer-rated needs of those with diagnoses of schizophrenia, mood disorder, and personality disorder were 5.6, 6.7 and 8.2 respectively (F = 3.32, df = 2, 175, p = .04). This finding mirrors that of the BASIS-32.

The corresponding key worker-rated needs for the 188 consumers ranged from 0 to 9 met and unmet needs. The mean number of all needs was 6.34, comprising 4.61 met and 1.73 unmet needs. In contrast to the consumer-rated needs, however, differences between the main diagnostic groups were non-significant (F = 0.67, df = 2, 175, P = .51).
Consumer and key worker assessments of needs were highly correlated for the whole group (r = .85) and for each of the three main diagnostic groups (r ≥ .81). However, the mean number of needs as assessed by consumers and key workers varied between the diagnostic groups. Key workers rated a significantly greater number of met, unmet and total needs than consumers with diagnoses of schizophrenia (4.66 versus 4.26 p = .015; 1.64 versus 1.36 p = .02; 6.30 versus 5.63 p <.001 respectively). By contrast, key workers rated fewer needs of all types for consumers with mood and personality disorders, but none of these differences was significant.

According to both consumers and key workers, the most frequently endorsed needs were Psychotic symptoms, followed by Psychological distress, Company of others, Occupation, Physical health, and Money. All of these needs were endorsed by 40% or more of consumers and key workers.

Repeat assessments of needs

Sixty-two consumers completed a second CAN, 67 had a second CAN completed by a key worker, and in 60 cases there was a second CAN provided by both. The mean interval between the two assessments was six months. Differences between mean counts of need between the two occasions were not significant, irrespective of type of need (met, unmet, all) or informant (consumer, key worker). Correlations between mean counts of need were mostly in the .7 to .8 region.

Relationship between BASIS-32 and CAN

For the 156 consumers for whom there is available data, the correlations between the BASIS-32 total score and their own assessment of met, unmet and total needs were .36, .41 and .51 respectively. The corresponding correlations with needs as assessed by the key worker were .32, .38 and .47. None of the differences between correlations are significant, although it is apparent that BASIS-32 total scores are somewhat more closely related to unmet than met needs.

We examined the relationships between the 22 needs and the BASIS-32 total score. For this purpose, we correlated the BASIS-32 total score with the CAN rating for each of the 22 needs expressed in binary form: no need versus met or unmet need. The highest correlations, for both consumer and key worker ratings, were with Psychological distress, Safety to self, Intimate relationships, Company of others, and Transport. That is, consumers rated by themselves and their key workers with needs in these domains tended to have higher, i.e. worse, self-ratings on the BASIS-32.

DISCUSSION

The results of this study have generated several implications of the use of the BASIS-32 and the CAN with consumers in a psychiatric disability support service. For both instruments, a little over half of consumers with key workers were able or willing to complete the measures. In an implementation in which such measures are offered routinely at intervals, the numbers of consumers participating may increase with time, since levels of disability, which might prevent certain individuals from participating, may fluctuate, and those consumers who are initially suspicious or hesitant may become less so when they hear their peers speaking well of the process. Key workers, too, may become more confident and skilled in gaining their consumers' trust. However, it is likely that there will always be some consumers who do not partake in participatory outcome measurement.

Prior to the commencement of using these measures, staff had expressed some concerns, including possible negative impact upon consumers because of the personal nature of some of the questions. There was a very small number of consumers who became distressed as they worked through the BASIS-32 and could not complete it because it raised too many issues and they felt despondent at how high they were rating their problems. However, this was a rare occurrence despite the measures focussing on people's life problems, and, for the great majority, once consumers had agreed to undertake the BASIS-32 or CAN the instrument was usually completed in its entirety.

On average, self-ratings of mental health status on the BASIS-32 tended to be fairly low, suggesting only moderate levels of problems. The finding of lower scores than Eisen et al. (1999) is probably because the predominant diagnosis in that study was depression, and only 12% of their sample were suffering from a psychotic disorder. It has been shown elsewhere (Eisen, Dill & Grob 1994) that, on average, consumers with depressive disorders score higher than those with psychosis. Stedman et al. (1997, Table B3.15(a)) found BASIS-32 scores of consumers with affective disorders were significantly higher than those with schizophrenia, and a similar result was obtained in the analysis of routine outcomes data from the implementation in the initial Victorian public mental health services (Trauer 2003). As to age and sex effects, these are also congruent with those in other studies; for example, both Eisen & Dickey (1996) and Trauer (2003) found higher scores in the youngest respondents and women scoring higher than men.

Few studies have examined the capacity of the BASIS-32 to detect change. Eisen et al. (1999) reported a significant decrease in BASIS-32 total score and all subscale scores between intake and follow-up in psychiatric outpatients. In the present study the initial assessments were not conducted at intake to the service, when problems would be expected to be at their worst. Despite this, significant reductions (i.e. improvements) were found in all aspects of the BASIS-32 other than psychotic experiences. We may speculate that the initial BASIS-32 set up a process whereby the issues that it covers were more attended to by the key worker, so that when the instrument came to be repeated, certain beneficial changes were evident. Notably, however, improvements in psychotic experiences were not among them; the majority of the consumers in this service have long-standing schizophrenic disorders.

We found that whereas key workers did not identify significantly different numbers of needs according to main diagnosis, the consumers did, with those with schizophrenia identifying the least, those with personality disorders the most, and those with mood disorders an intermediate number. In addition, the key workers identified significantly more needs than their consumers with schizophrenia but non-significantly fewer than consumers with the other two disorders. The total number of needs endorsed by consumers with schizophrenia and their key workers, 5.6 and 6.3 respectively, were almost identical to those found by Hansson et al. (2001) in their study of patients with schizophrenia living in the community. Other studies, with mixed samples comprising schizophrenic and non-schizophrenic conditions (Phelan et al. 1995; Slade, Phelan, Thornicroft & Parkman 1996; Middelboe, Mackeprang, Thalsgaard & Christiansen 1998) have generally found greater numbers of identified needs and, in the case of the Phelan et al and Slade et al studies, consumers rating greater numbers of needs than their case managers. Thus, our results are consistent with the predominant finding of consumers with schizophrenia identifying fewer needs than those with other conditions, and fewer than their respective key workers. This is similar to the repeated finding of better self​-assessed quality of life in schizophrenia than in depressive disorders (Atkinson, Zibin & Chuang 1997; Carpiniello, Lai, Pariante, Carta & Rudas 1997; Bengtsson-Tops & Hansson 1999). Differences between patients and providers in their ratings of the severity of the patients’ problems are well documented (e.g. Trauer & Callaly 2002) and are generally attributed to their differing perspectives. There is also evidence (Sainfort, Becker & Diamond 1996) that such differences are likely to be least in judgements of symptoms and function, and greatest for judgments of social relations and work. 
CAN consumer and key worker scores showed more stability over time than did the BASIS-32 self-ratings. The correlations of total needs as assessed by consumers and key workers were .83 and .85; this compares to correlations of .78 and .71 obtained by Phelan et al. (1995) In this study the interval between the two assessments was of the order of six months, while in Phelan et al. it was twenty-two months. The higher correlations obtained in the present study are likely to be due to the shorter interval.

Correlations between BASIS-32 total scores and numbers of needs identified by consumers and key workers were of the order of .3 to .5, suggesting that the BASIS-32 and the CAN were assessing related but distinct domains. While the differences were not significant, there was a tendency for BASIS-32 scores to be more strongly related to unmet than met needs. The fact that repeat scores on the BASIS-32 showed more change than repeat scores on the CAN suggests that it may be more responsive to any changes that do occur.

We conclude with some observations on the effect of the introduction of routine outcome measurement into this service. The key workers found that sitting with consumers as they complete the outcome measures reinforced the agenda of change and recovery. The process of asking consumers to rate their mental health status on a regular basis implies that the service is hopeful on their behalf that their lives can improve and that this is something the service cares about. Key workers have reported improved communication with consumers; the use of the BASIS-32 and CAN has had the effect of legitimising and acknowledging people's experience even when their problems have worsened. One consumer whose second BASIS-32 was rated considerably worse than his first said "Well no wonder, I've had a bloody awful year!" Another consumer who initially indicated no problem on the BASIS-32 question about sexual activity went for a walk afterwards with the key worker and said "You know that sex question, well I do have a bit of a problem" and went on to disclose a history of sexual abuse that was affecting her current relationship. The worker subsequently referred her to a specialist service for counselling.

Many consumers liked doing the BASIS-32 and were very keen to compare their results with their previous scores. They liked talking about it afterwards and discussed with their workers why they rated particular items in the way they had. An unexpected result has been the effect of the process on staff and their practice. The psychiatric disability support sector has historically defined itself in relation to the clinical sector and by what it doesn't do. In sitting with consumers as they complete a BASIS-32 or a CAN, staff have been better able to identify with a consumer what work needs to be done. Staff confidence in their work appears to have improved because of a clearer definition of the work. We believe that this will further aid the defining and development of the service.
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