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Abstract

Using Acuity Rating Scales in Community Mental Health.

PURPOSE: The purpose of this literature review is to determine if the state of the available evidence supports the current thinking that there is both a need and a use for an acuity rating scale in community mental health. A second purpose is to determine if there is an existing tool that would be useful in this process.
RESEARCH QUESTION(S)

1. What is the state of evidence regarding predictive value of using acuity or severity rating scales and measures in determining severity of illness in community mental health? 

2. To identify valid and reliable acuity and severity rating scales.  

BACKGROUND: At present there is no standardized assessment protocol used routinely when referring a person to mental health services in the David Thompson Health Region (DTHR). “Lack of consensus about the meaning of severe mental illness makes it difficult to prioritize the severely mentally ill for specialist mental health care (Slade et.al., 1999). Because of lack of a standardized assessment protocol, workload and patient safety issues are evident when providers engage in decision making about mental illness severity.  Identification of valid and reliable assessment tools as well as evidence of their predictive value would provide decision-makers with cost-effective tools on which to base decisions.
METHODS: From July 2005 to October of 2006 the literature was scanned for relevant information. Articles were retained based on relevance; whether the sample was considered to be from community mental health treatment, if the article focused on community service delivery, if the studies examined either child or adult populations, the ease of use, the validity and reliability of tool, and the rigor (scientific quality) of the study.

CONCLUSIONS: In total, out of 29 articles retrieved, only 4 articles met the criteria and were included in the review. 3 of 4 of the reviewed articles drew the conclusions that use of some current scales may provide a useful forum for negotiating admission referrals at a local level but do not rate severity of mental illness. One tool, the Children's Severity of Psychiatric Illness© scale appears to measure acuity but in the reported study was being used to predict length of stay. This tool should be examined more closely for use in this health region. Most importantly, the articles suggest that the strength of the relationship therapists have with their clientele is a very important factor in determining severity of illness, as well as providing an accurate assessment. Therefore, using an acuity scale seems unlikely to replace the need for provider assessment; it may however provide an additional tool for therapists to use in community mental health.   
Background

At present there is no standardized assessment protocol used routinely when referring a person to mental health services in the David Thompson Health Region. This creates disparity for both referring bodies and the client, not to mention the community mental health therapists and liaison workers. “Lack of consensus about the meaning of severe mental illness makes it difficult to prioritize the severely mentally ill for specialist mental health care (Slade et.al., 1999). “Most varieties of illness range from mild to severe, from transient to long-lasting. Lack of empirical data such as blood test numbers and biopsy staging makes the classification of "severe and persistent illness" especially difficult in psychiatry” (Seeman, 2001). 

Mental health clinicians are required to prioritize their work in order to manage their caseloads and provide equitable services to all clients. To aid in this process numerous definitions of severe mental illness have been suggested. Such definitions vary, and are not necessarily valid or reliable but rather are defined through application of the mental health teams’ clinical expertise and practicability.   The means by which the team attempts to enforce a sense of consistency and equity in determining the severity of mental illness to cases is through a general agreement amongst the team. Both the severity of cases and the therapist’s case load are considered in making assignments. Therefore the need to streamline the triage process and speak a common language is clear and imperative. 

Mental Health Services in this region have gone from separately funded entities to a unified department within the larger Health Region. Providing mental health services outside of institutions has increased in volume over the past two decades. Although this community based work was initially thought of as the less important, since the patients were less ill, there is certainly support today to indicate the contrary especially as it relates to the mental healthy population.  The concept of measuring workload in community the community is not a new concept as the literature dates back more than 20 years. The desire for evaluating this work varies from pure workload measurement, to having the ability to better utilize differing skill sets of the staff, related to case management, and may even include justification to the health region and requests for additional funding. 

The literature is inconclusive at present about whether or not the use of acuity rating scales is helpful specifically as a workload measure. At present this review will only address the usefulness of acuity rating as a tool to determine and/ or measure severity of mental illness. The workload measure is beyond the scope of this study but may be addressed in the future. 

Due to the structural and reporting changes within mental health, there is an ever growing expectation that providers justify and quantify the level of service they are providing to the community. “ As mental health services for the severely mentally ill move from institutions to communities, many new intervention programs are implemented therefore, increasing the need to assess outcomes and plan for service delivery” (Corbiere, Crocker, Lesage, Latimer, Ricard & Mercier, 2002). The program managers in community mental health services have been faced with the task of supporting the community therapists in their role by determining an average number of cases a therapist should carry. The current system does not address the level of intervention each case may require, and therefore may not be a reasonable expectation of the therapists.

The manner chosen to address the issue of a lack of knowledge around the utility of acuity rating scales is a literature review. A systematic review of the literature was conducted in order to determine whether the use of any existing acuity rating scales would assist community mental health therapists to manage their caseloads.

The purpose of this systematic review is to identify existing tools, determine whether they are valid and reliable, and furthermore to explore whether they are applicable to assessment of this mental health population. An additional purpose to this review might also be to determine whether there is evidence that use of existing tools has made a difference in caseload management and work allocation for example.  

The research questions include:  

1. What is the state of evidence regarding predictive value of using acuity or severity rating scales and measures in determining severity of illness in community mental health? 

2. To identify valid and reliable acuity and severity rating scales.  

Context

The David Thompson Health Region is the third largest in Alberta by population serving almost 300 000 people and covering 60 000 square km. Community Mental Health Services provide service in sixteen clinics and sites and, as well, provide linkages between inpatient services and community services.

Community Mental Health serves an increasingly acute mentally ill population and has no clear objective method to measure the degree of intervention required by the changing clientele. The level of psychiatric morbidity internationally is increasingly identified as a major health concern. Current estimates are that around 25% of the population will experience some form of mental health problem, expressing itself as an emotional or psychological disturbance. Mental illness is a major contributor to the global burden of disease, with the mentally ill experiencing high amounts of “significant disability” (Ustun 1999, p. 1318). The World Health Report 2000: Health Systems Improving Performance puts neuropsychiatry disorders at 11% of the population for both sexes, (2000, p. 172), which ranks mental illness in the top ten health concerns.

 The length of stay of mentally ill patients has decreased, requiring more intervention and follow up care in the community mental health settings. “Lack of consensus about the meaning of severe mental illness makes it difficult to prioritize the severely mentally ill for specialist mental health care (Slade et.al, 1999). A good tool would differentiate between less and more severe illnesses.  

David Thompson Health Region Mental Health Services Context


Mental Health Services in David Thompson Health region have undergone numerous changes in the past decade. The mental health area originally reported to the provincial mental health board which was changed to the Alberta Mental Health Board in 2001. At that time community mental health services was governed by this specialized board and operated independently of the health region. Healthcare has seen several rounds of restructuring and shifting of geographic as well as reporting boundaries. Through this process mental health is in a position to justify the provision and allocation of services within the health region which typically operates in a more concrete fashion. 

Literature Identification and Selection

In order to assess the potential benefit of an acuity rating scale, its potential applications within the organization and mental health programs alike must be considered. This systematic review will identify existing tools and determine whether they are valid and reliable and furthermore whether they are applicable to assessment of this mental health population. 

From July 2005 to October of 2006 the literature was scanned for relevant information. A systematic review initially using key words Community Mental Health, Hospital Census resulted in vast numbers of articles. The search was redefined using the key words Acuity AND Community setting, Acuity Rating in mental health, AND Community OR Severity AND Mental Health OR community AND mental health, Mental Illness AND Severity rating was conducted. The search was further defined by adding the word Rating Scales to Acuity in mental health. The databases of CINAHL, EBSCO, PUBMED, MEDLINE, Health Care, and Grey Literature including the CIHI website were searched using the key words. A systematic review using the key words Community Mental Health and Acuity AND Community setting, Acuity Rating in mental health, AND Community OR Severity AND Mental Health OR community AND mental health was conducted. The search was further defined by adding the word Rating Scales to Acuity in mental health.

A further attempt was made to search unpublished literature for articles that pertain to Canadian community mental health through Google Scholar Search engine, as well as MSN was utilized for this search. The bibliographies of the relevant articles were scanned, and this provided one article of some relevance. The expertise of the David Thompson Health Region Library staff was sought as well. Utilizing the same key words, the staff continued to be unable to locate any additional literature about community mental health programs that utilize such scales. An attempt was made through the David Thompson health region library staff to search for additional studies using observational or qualitative means. Articles were included based on currency at this point i.e. less than six years old. 
Twenty nine articles were located using the above search. To determine whether or not the articles were of sufficient rigor and relevance to be included the following criteria were utilized.

Excluded if:

· Non English Language


· Discussion was emergency department only

· Focused on US legislation issues

· Based findings only on financial goals

· Position statements by various organizations as the data would not be research based, rather opinion based.

Included by:  

· Relevance to the topic

· Considered community mental health treatment

· Focused on service delivery community

· Article’s reference list was detailed and included information from reliable sources (i.e. not letters or responses from readers)

· Studies that looked at child or adult populations

· Looked at how tools were developed and normed 

· Ease of use of tool

· Study design was considered as well as sample size and methods of data collection and analysis.

     Validity and Reliability

Information was considered for its relevance to the area (mental health and community) as well as the sources of information used by the authors. The validity of each tool; which measures the extent to which the research is really measuring what it says it is was considered.  The information was considered using cross case analysis with the goal of identifying similar themes, patterns and findings. Particular attention was given to determining if the evidence used and outcomes reported were similar from source to source. Similar reported findings would add to the strength of the study and/or tool being used.

Articles that offered findings different from the majority were critiqued and included if the sources of information were well detailed and indicated that research methods were appropriate and results not explained by other outside/unstudied factors.  This was to ensure that outliers were identified and considered. Criteria such as whether the sample size was large enough, whether the authors included statistics on validity and reliability of the studies, and whether there was mention that use of the tool resulted in any significant difference in the field.

Articles were considered if the application of findings could be applied to a community setting similar to David Thompson Health Region. 

Several articles that did not meet the criteria were excluded from the review. 

The review of this project resulted in the inclusion of five articles and the exclusion of twenty-four. 

Data Extraction and Summary


Twenty-nine articles were examined in an attempt to include the most relevant and statistically sound articles. It was clear that there is a lack of tools to measure acuity in mental health however there were some interesting studies being conducted and reported on. Reese, Richards & Shapiro assessed the usefulness of the Health of the National Scales (HoNOS), Slade, Powell, Rosen and Strathadee (1999) conducted a study with the goal of developing a valid and brief assessment of severity of mental illness, the Threshold Assessment Grid (TAG), in a second multi site prospective cohort study by Slade, Cahill, Kelsey, Leese, Powell and Strathadee the TAG was tested to determine whether referrer rating predicted the mental health team view of suitability of referral, Leon, Lyons & Uziel- Millar (1999) used a prospective design to determine variations in symptoms and severity of illness related to hospital stay using the Children's Severity of Psychiatric Illness scale, and Corbiere, Crocker, Lesage, Latimer, Ricard, & Mercier (2002) presented results of the validation of the French version of the Multnomah Community Ability Scale.
Reese, Richards & Shapiro conducted research in 2004 that set out to assess the usefulness of the Health of the National Scales (HoNOS) in measuring change in a community mental health population on the caseloads of community mental health teams. Key workers or care coordinators of 195 selected patients on the caseloads of a national sample of 10 generic community mental health teams rated patients on the HoNOS four times over a period of 4-6 months. Patients had previously received a primary diagnosis of anxiety, depression, psychosis, personality disorder, or substance misuse on the Manchester Audit Tool. Pearson’s R was used to test for significant associations between the initial score and the severity complexity and chronicity levels. The HoNOS marginally discriminated amongst diagnoses and was associated with severity and complexity but not chronicity. The Scores on the HoNOS changed differentially over time according to diagnosis and severity. A change of 3 to 4 points on the HoNOS is small, but statistically significant, and may be a useful basis for tracking the clinical improvement of neurotic patients and the clinical stability of those with psychosis. Sample sizes were widely discrepant. It was found that “using a rating scale during the interaction between clinician and patient may interfere with the clinical process” (Rees et al, p.296, 2004), which according to Reese et al, speaks to the strength and value of the therapeutic relationship the therapist and client have.
Slade, Powell, Rosen and Strathadee (1999) conducted a study with the goal of developing a valid and brief assessment of severity of mental illness. They used techniques such as search workshops and a Delphi consultation which is an efficacious methodology developed as an assessment tool for measuring the severity of mental health problems. The Threshold Assessment Grid (TAG) was designed to assess for the need of services. This tool was tested in ten adult and elderly mental health services, but not tested on the child and adolescent population Seven domains of severity were examined including intentional and unintentional self-harm, risk from and to others, (and survival), as well as psychological and social needs and disabilities. The authors acknowledged the strengths and limitations of the study stating that the tool was only applied to people who were already being referred so there was no way to measure false positive results and that there were no standard criteria applied by mental health staff to assess suitability. As this review is looking for a tool to measure existing client caseloads this would not be a limitation. A two round Delphi consultation was held to identify consensus on this instrument. The Delphi Technique (© Rand Corporation) is a well-established method of instrument development giving validity to this tool.

 The results indicated that the TAG might provide a useful forum for negotiating referrals at a local level; the intention would be to augment, not replace referral letters or calls, and would not decrease clinician workload.  The value of the existing relationship the therapist has with the client is mentioned in this study as well, reiterating that a scale alone does not measure the clients well being. It is a brief tool that may prove useful in the community mental health setting. This tool was developed with a focus on validity, “because the concept of “severe mental illness” is socially defined, and the key challenge is therefore to develop a valid approach” (Slade et al, p. 81, 2000). In a second multi site prospective cohort study by Slade, Cahill, Kelsey, Leese, Powell and Strathadee the TAG was tested to determine whether referrer rating predicted the mental health team view of suitability of referral. The referring body completed the TAG and the mental health team assessed independently whether the person was appropriate for referral and the outcomes were compared. It was found that using the threshold of one severe or very severe domain,  95% of referrals are suitable however 74% of referrals not meeting the criterion are also suitable, a high false negative rate. By increasing the threshold, the false positive rate rose to 80%. It appears there must be additional work in the areas of specificity and sensitivity of the tool. The tool may well be more useful for managing existing caseloads, rather than solely as a referral tool, which is useful in this review.
Leon, Lyons & Uziel- Millar (1999) used a prospective design to determine variations in symptoms and severity of illness related to hospital stay.   This study was included due to its ability to utilize mental illness acuity as a predictive measure. A prospective design was implemented using the Children's Severity of Psychiatric Illness scale, a reliable and valid measure of psychiatric severity, risk factors, youth strengths, and contextual/environmental factors. Data was collected for 1,930 hospital episodes across 44 hospitals from fiscal year 1998 through fiscal year 2001. Youths were screened for appropriateness for admission to hospital as determined by admission staff, using the Illinois Screening, Assessment, and Supportive Services (SASS) program. SASS workers upon conclusion of their crisis interviews completed the Children’s Severity of Psychiatric Illness. In addition to completing the Children's Severity of Psychiatric Illness, SASS workers reported on demographic information and Length of Stay (LOS). They found that the hospital the youth attended was the largest and most consistent predictor of LOS for both samples after controlling for clinical variables. The acuity measure (predictive measure) in fact did not appear to impact LOS. These findings may in fact suggest, according to Leon et al, that non-clinical variables such as caregiver inadequacy or burnout are the primary predictors of LOS in this sample. In addition, these variables are consistent predictors over time. In this study the tool itself may be effective in determining severity of illness but there may be a flaw in the design of the study as all of the data were collected by the program workers who were also involved in the future residential placement of these children leading one to believe that the children may minimize symptoms in an attempt to be discharged. The study also mentions that the relationship the workers have with the children may affect the outcome of the scale and the subsequent results.
Corbiere, Crocker, Lesage, Latimer, Ricard, & Mercier (2002) presented results of the validation of the French version of the Multnomah Community Ability Scale, which is a tool originally developed by health professionals to “create a  common, objective measure of disability of chronic mental illness for persons in the community”    (Barker et al, 1994a). There is not an English version available only the translated report. The goals of this study include assisting in the development of assessment, resource allocation, and workload distribution, which is very similar to the desire in the DTHR.  The tool consists of 17 items in 4 conceptually different categories. The mental health professional using a Likert scale completes the MCAS. Confirmatory factor analyses were carried out to assess the factorial structure. A reliability and validity study was conducted with 240 clients. In a separate study of the MCAS, Barker et al indicated a high test-retest reliability after 2-4 weeks (r = .83). In terms of inter rater reliability the total score coefficient was .85. The internal consistency of the total score yielded a .90 Cronbach alpha coefficient. The reliability properties are quite promising. Validity was measured initially through correlation with criterion variables, thus in terms of predictive validity, the tool was effective. There was a further study of validity, by Zani et al which states that the MCAS was a significant predictor of subsequent hospitalization, unfortunately, Zani et al do not specify their findings. In this study there is need for further validation. This tool may be useful to monitor functional status of long-term community clients.

Discussion / Recommendations
In answer to the question “What is the state of evidence regarding predictive value of using acuity or severity rating scales and measures in determining severity of illness in community mental health?”  There are several tools that are being utilized for specific tasks such as referring for services there were no scales being used in the manner intended in David Thompson Health Region (DTHR) at this time which is to measure acuity.  
It is clear and all studies addressed the fact that the relationship the community therapist has with their client is of utmost importance and must not be minimized. The literature further supports the value and strength of the relationships some therapists have with their clientele by discussing the fact that the therapist rating was valid in terms of disability, need, and quality of life, speaking again to the strength of clinical judgement.

Community Mental Health Therapists continue to face challenges as far as managing workload and determining caseload numbers including severity of client illness in comparison to others in the same position. The health region has adopted the goal of providing responsive and accessible service in each community and struggles with the continuity of service delivery. It would appear that the challenges faced by the community mental health therapists may be addressed through the use of a tool as an adjunct to their clinical judgment in order to assist in providing structure in the system. 

The strength of the literature suggests that use of some scales such as the MCAS, the TAG or the Children's Severity of Psychiatric Illness Scale may also provide a useful forum for negotiating referrals at a local level where the intention would be to augment referral letters or calls. The tools are currently being used as predictors of hospitalization or LOS but may also be useful as a measure of existing acuity. The TAG and the MCAS have withstood the tests of reliability and validity.  
Because some of the drive for a tool is therapist caseload justification, perhaps alternative supports for the therapist would also be useful. Additional support for the therapist as far as justification of caseload may take place by tracking the hours that the therapist spends on a particular case including face-to-face contact, collateral consultation, paperwork, and treatment planning/preparation related to that client. At present, in DTHR, the only therapist time tracked is the face-to-face or direct contact. Given the assumption that the therapist-client relationship is profound in ascertaining acuity and therefore the determined need of each case, as previously supported by the research, it is logical to continue to work towards encapsulating this process through a more standardized tool. Perhaps working with the MCAS as a trial in the region would further determine the strengths of the tool in this capacity. Measuring the tool and correlating the therapist clinical judgment about clients would be invaluable.
 The first step in this process may be to better define severe mental illness and examine the type of patient being treated in both the community and institutional settings. There are several tools that may be adjusted or trialed in the community in order to determine ease of use and validity in the setting chosen. The trial should take place with one program initially and expand to determine whether one tool will meet the needs of all of the community mental health programs or if each program may require additions or changes based on the differing populations. 

Further, Community Mental Health services should consider looking at a qualitative study to collect more detailed narrative information that supports the therapist’s assessment of acuity of each of his or her case loads. Utilizing more subjective and individual process that is both standardized and more concrete will create greater opportunities for quantitative research to establish validity and reliability. It may therefore not necessarily result in a tool but instead provide tangible and more consistent feedback about how to utilize the therapist-client relationship and assessment process to the teams overall advantage in screening, assigning, and measuring acuity in case loads. It may also provide tangible feedback about which currently established tools can be modified as noted above. Rather than tools that are administered to the prospective patients to assess acuity and or assignment,  this study would allow insight into the process therapists’ go through in assessing their own case loads and have them complete a measure that helps the team to determine how they have interpreted the patients need
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