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I ncreasingly, individual insurers as well as governmental and regu-
latory agencies are requiring mental health clinicians to use stan-
dardized instruments to assess patients as a part of clinical care.1 A 

review by Busch and Sederer1 supports the measurement of outcomes 
in psychiatry, but stresses the importance of using measures that are 
feasible in clinical settings as well as valid and reliable. We describe 
the experiences of a large and diverse child mental health system of 
care, Partners Psychiatry and Mental Health (PPMH), in the first year 
of implementing a uniform set of outcome measurements across all sites 
at all levels of care. We focused on (1) examining the extent to which 
outcomes measures were implemented successfully within the PPMH 
system and (2) the validity and reliability of the measures themselves 
as they pertain to this setting. 

To comply with contractual terms from the Commonwealth of Mas-
sachusetts, the Massachusetts Behavior Health Partnership (a Medicaid 
managed care carve-out company) required providers to use standard-
ized, validated instruments to assess and track outcomes for all new pa-
tients. Beginning July 1, 2005, these patients had to be rated at intake/
admission and at regular 90-day follow-up intervals and/or discharge. 
The mandate also required clinicians to use the information gathered 
from these forms in patient feedback and treatment planning.

In order to gather systemwide data, all PPMH sites agreed to utilize 
the same instruments and procedures. In choosing measures, a steering 
committee of staff from the sites considered ease of use, low cost (public 
domain preferred), and broad applicability across a wide range of ages, 
diagnoses, and levels of care. After assessing the available options, the 
committee chose 2 measures: the Brief Psychiatric Rating Scale for Chil-
dren (BPRS-C)2,3 as a measure of symptom severity and the Children’s 
Global Assessment Scale (CGAS)4 as a measure of overall functioning. 

The BPRS-C has been used in a number of studies of research and 
clinical populations including patients with bipolar disorder, schizophre-
nia, and psychotic disorder and other studies requiring a multidimen-
sional assessment of symptoms.5-9 The measure consists of 21 discreet 
symptom areas, each rated for sever-
ity10,11 along a 7-point Likert scale. A 
total score ranging from 0 to 126 is 
computed by summing all 21 items, 
with higher scores indicating greater 
symptom severity. Changes in this 
total score are used when evaluating 
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Objective: To report on the first year of a pro-
gram using standardized rating scales within a 
large, multisite mental health system of care for 
children and to assess the validity, reliability, and 
feasibility of these scales.

Study Design: Naturalistic follow-up of clinicians’ 
ratings.

Methods: Clinicians filled out the Brief Psychi-
atric Rating Scale for Children (BPRS-C) and the 
Children’s Global Assessment Scale (CGAS) at 
intake and discharge/90-day follow-up for all new 
patients.

Results: Data were collected on 2396 patients 
from all 20 sites serving children in the Part-
ners HealthCare network. Mean scores for both 
BPRS-C and CGAS showed worst functioning 
at inpatient sites, followed by Acute Residential 
Treatment, then partial hospital, then outpatient 
sites. All patients re-rated at discharge or 90-day 
follow-up showed a significant improvement in 
scores. Inter-item reliability on the BPRS-C was 
acceptable, with Cronbach alphas of .78 and .81. 
Feasibility at intake was demonstrated in that 66% 
of all patients had a completed form at intake. 
Reassessment at discharge also appeared to be 
feasible in more restrictive levels of care, but less 
feasible in outpatient sites, where fewer than 25% 
of all patients had a follow-up form. 

Conclusions: This evaluation suggested that the 2 
standardized measures appeared to be valid and 
reliable as part of routine intake and discharge/
follow-up in a large child psychiatry system of 
care. Whether these measures are truly clinically 
useful remains to be demonstrated because there 
is at present no gold standard for assessing the 
quality of treatment or change caused by it.
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pretreatment to posttreatment change.11 The reliability and 
consistency of the BPRS-C have been tested over time, and 
it has become an integral measure in diverse psychiatric ven-
ues.10-14 The CGAS is a practical complement to the BPRS-C 
because it is used for the assessment of “social and cogni-
tive competence rather than symptoms.”15 PPMH added the 
CGAS as a second measure in order to obtain an easily under-
stood rating of overall functioning. The CGAS has been used 
in research for more than 2 decades and is very similar to Axis 
V of the Diagnostic and Statistical Manual of Mental Disorders 
taxonomy.3,16-18 Several studies have used the CGAS to track 
patients over time.15,19,20 

METHODS
Measures

We embedded the BPRS-C and CGAS in an Outcomes 
Rating Form that also included several other fields that we 
needed for this project. The Outcomes Rating Form is a single 
2-sided measure that contains the BPRS-C, CGAS, and 10 
other variables about the treatment facility, patient, and cli-
nician. Individual clinicians are responsible for filling out all 
fields; they select their answers by filling in a blank circle on 
the scanable form. Other information collected on each form 
includes medical record number, date of administration, pa-
tient’s age and sex, patient’s insurance provider, hospital loca-
tion, and indication whether the form is for an initial visit/
admission, a quarterly follow-up, or a discharge visit. Clini-
cal fields include CGAS score, primary and secondary Axes 
I and II diagnoses, and the 21 BPRS-C items. To ensure reli-
ability, clinicians were provided with the descriptive anchors 
for the BPRS-C developed by Hughes and colleagues2 and 
level descriptions for the CGAS as developed by Shaffer and 
colleagues4 on separate pieces of paper, and received on-site 
training in how to apply them. 

Data Collection
During spring 2005, before the commencement of the out-

comes initiative, members of the Child Outcomes committee 
traveled to all of the PPMH sites to provide clinicians with 
background on the initiative and instruction in the procedures 
and the use of the 2 measures. An off-site professional vendor 
was selected to scan and process the standardized forms. Be-
ginning on July 1, 2005, completed forms were mailed on a 
monthly basis from each site to the vendor, who then pro-
vided data files to the Institute for Health Policy, a healthcare 
research organization within 1 of the PPMH hospitals. The 
Institute for Health Policy maintains the database and is pri-
marily responsible for data analyses and reporting on issues of 
compliance and data accuracy. Administrative personnel gen-

erally collect forms, and at many sites those clinicians with 
outstanding forms are sent reminders. 

 Setting
Pediatric patients are seen at 20 PPMH sites. These sites 

are part of academic medical centers (Brigham and Women’s, 
McLean, and Massachusetts General hospitals), community 
hospitals (North Shore Medical Center), and community 
health centers affiliated with these institutions (Massachusetts 
General Hospital Charlestown, Chelsea, Revere, and North 
End; Brigham and Women’s South Jamaica Plain and Brookside; 
North Shore Boston Street and Lafayette Street clinics). The 
level-of-care array includes inpatient (McLean Franciscan Hos-
pital and North Shore Medical Center Hunt units), combined 
partial hospital and Acute Residential Treatment (McLean units 
in Belmont, Brockton, and at the Franciscan Hospital, and the 
Klarman Eating Disorders Center); freestanding partial hospital 
(North Shore); and outpatient clinics at 11 of these locations. 
All sites are in eastern Massachusetts and most are affiliated in 
some way with the Harvard Medical School. The sites range in 
size from 2 to 20 full-time-equivalent clinicians. 

All patients who were admitted to inpatient, partial hos-
pital, or acute residential treatment, or who had initial visits 
to outpatient sites between July 1, 2005, and June 30, 2006, 
were included in the study sample. Patient discharges and 
follow-up visits after June 30, 2006, that could be matched 
to admission/initial visits occurring during our study period 
also were included. The study was reviewed by the Partners 
Institutional Review Board and classified as exempt.

Because we wanted to assess the degree of compliance with 
the requirement of obtaining an Outcomes Rating Form for 
each admission/discharge, we had to calculate the denomina-
tor of all new cases for the entire system. We combined data 
from several PPMH billing databases to determine the total 
number of admissions and intakes for all sites between July 
2005 and the end of June 2006.

Data Analysis
The characteristics of patients participating in our initia-

tive were assessed using information from intake/admission 
forms. Intake and follow-up completion rates across levels of 
care were used to assess feasibility. As noted above, completion 
rates for intakes/admissions were calculated by comparing the 
number of completed forms with the expected number based 
on billing data. Follow-up completion rates were calculated 
by comparing the number of patients with both intake/admis-
sion forms and follow-up/discharge forms with the number of 
patients with intake/admission forms. 

We hypothesized that overall validity of the 2 measures 
would be demonstrated if there were (1) an improvement in 
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shown in Table 1, 508 of these forms (21%) were from in-
patient sites, 311 (13%) were from partial hospital sites, 555 
(23%) were from acute residential treatment sites, and 1022 
(43%) were from outpatient sites. Duplicate record numbers 
were flagged and removed from the dataset if they appeared by 
date to represent duplicate ratings of the same patient for the 
same period of time. 

Across all levels of care the mean age of patients was 13.4 
years. Systemwide there were 1308 (55%) females and 1075 
(45%) males. Table 1 shows that about one-third of all pa-
tients (33.6%) were covered by some form of commercial Blue 
Cross Blue Shield product, another 22% by other commercial 
insurers, and nearly one-third (29%) were covered by Med-
icaid. In about 16% of all cases, the insurance could not be 
categorized or was missing. 

Table 2 shows the number of admission/intake forms ex-
pected according to Management Information System bill-
ing data and the number and percentage of forms actually 
received for each level of care. As shown, intake form return 
rates ranged from 63% to 70% across the 4 levels of care, with 
overall intake/admission returns at 66% systemwide. 

Table 2 also shows the number of follow-up/discharge forms 
received at each level of care for patients who had an Outcomes 
Rating Form completed at admission/intake. For inpatient, 

score over the course of treatment within each level of care; (2) 
a significant difference in impairment score on each measure 
according to the level of care (inpatient, partial hospital, acute 
residential treatment, outpatient); and (3) cross-measure agree-
ment between the 2 instruments. For the BPRS-C, reliability 
was explored via the Cronbach alpha statistic. Because the 
CGAS is a single-item rating, inter-item reliability could not 
be calculated. Changes in scores over the course of treatment 
were assessed at the patient level by determining the difference 
between follow-up/discharge ratings and intake/admission rat-
ings for both the BPRS-C and CGAS, with significance testing 
using paired t tests. Differences in intake scores across levels of 
care were assessed by using analysis-of-variance and contrast 
tests. We assessed cross-measure agreement between the 2 tools 
at both intake/admission visit and 90-day follow-up/discharge 
using Pearson product moment correlations. 

RESULTS
During the first year of this project, throughout the en-

tire 20 sites of Partners Child Psychiatry and Mental Health 
System, 3636 children and adolescents were seen for intake/
admission. Of these children, 2396 were rated using the stan-
dardized Outcomes Rating Form for CGAS/BPRS-C. As 

n Table 1. Background Information Provided by Outcome Rating Forms at Intake Across Levels of Carea

 
Characteristic

 
Inpatient

Acute Residential 
Treatment

Partial  
Hospital

 
Outpatient

 
Total

No. of patients arrived for intake 728 828 458 1622 3636

Intake forms received 508 (21) 555 (23) 311 (13) 1022 (43) 2396

Mean (SD) age, y 13.3 (3.0) 15.9 (2.3) 15.5 (1.8) 11.4 (4.6) 13.4 (4.0)

Age, y

  <6 10 (2.0) 18 (3.2) 8 (2.6) 173 (16.9) 209 (8.7)

  6-12 155 (30.5) 12 (2.2) 8 (2.6) 400 (39.1) 575 (24.0)

  13-18 343 (67.5) 481 (86.7) 282 (90.7) 435 (42.6) 1541 (64.3) 

  >18 0 (0) 44 (7.9) 13 (4.2) 14 (1.4) 71 (3.0)

Sex

  Male 238 (46.9) 192 (34.6) 103 (33.1) 542 (53.0) 1075 (44.9)

  Female 265 (52.2) 359 (64.7) 206 (66.2) 478 (46.8) 1308 (54.6)

  Missing 5 (1.0) 4 (0.7) 2 (0.6) 2 (0.2) 13 (0.5)

Insurer 

  Blue Cross Blue Shield 187 (36.8) 175 (31.5) 124 (39.9) 320 (31.3) 806 (33.6)

  Commercial 105 (20.7) 114 (20.5) 88 (28.3) 212 (20.8) 519 (21.7)

  Medicaid 150 (29.5) 166 (29.9) 49 (15.8) 328 (32.1) 693 (28.9)

  Other/unclassifiable 58 (11.4) 79 (14.2) 44 (14.1) 126 (12.3) 307 (12.8)

  Missing data 8 (1.6) 21 (3.8) 6 (1.9) 36 (3.5) 71 (3.0)

aValues represent number (% of total) unless indicated otherwise. 
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partial, and acute residential treatment hospitals the discharge 
completion rate ranged from 65% to 79%. At outpatient sites 
the follow-up completion rate was much lower (22%). System-
wide, the overall rate of follow-up/discharge Outcomes Rating 
Forms was 49%. It was not possible to calculate the treatment 
interval between intake and follow-up, because the field on 
the form asked for date of form completion rather than date 
of follow-up/discharge. In the outpatient sites the forms were 
to be given at approximately 90 days into treatment, whereas 
at inpatient, partial hospital, and acute residential treatment 
sites the forms were to be completed on the day of discharge, a 
pre/post interval that could vary considerably.

Given the lower rates of completion for follow-up rat-
ings, within each level of care the full sample at intake was 
compared with the smaller sample of patients who completed 
forms at follow-up as well as intake for each of the 3 major 
demographic variables. Although statistically significant dif-
ferences were observed for more than half (7/12) of the com-
parisons, all the differences were small (±10%) and did not 
appear to show a clear pattern when compared across levels of 
care. For inpatients there were no significant demographic dif-
ferences for cases seen for admission and discharge versus those 
seen for admission alone; for outpatients, only insurance type 
revealed a significant difference (patients with Medicaid were 
significantly less likely to have completed follow-up forms). In 
acute residential treatment and partial hospital cases, how-
ever, patients with Medicaid were more likely to complete dis-
charge forms. For acute residential treatment patients, females 
were less likely to have discharge forms; for partial hospital 
patients, females were more likely to have discharge forms. 
For both of these levels of care, patients over age 18 years were 
less likely to have discharge forms.

Table 3 shows the mean scores, the changes in mean scores, 
and significance levels of the t tests for pairs comparing pretest 
and posttest data for subjects with valid BPRS-C and CGAS 
data at both intake/admission and follow-up/discharge. Time 
1 means are for only those 1185 subjects who also have time 

2 scores (paired data within subjects), not the full sample of 
2396 who completed forms at time 1. The number of subjects 
at time 2 is much smaller due primarily to the large number of 
outpatients who did not return for follow-up after intake and/
or missing data. The means are given for each level of care 
separately. 

As the table shows, mean scores for both BPRS-C and 
CGAS showed significant improvements over time (P <.001 
for all) within all 4 levels of care. Paired t tests demonstrate 
that patients in inpatient, acute residential treatment, 
partial hospital, and outpatient treatment showed statisti-
cally significant improvement in functioning (as measured 
by mean increases in time 2 CGAS scores), as well as de-
crease in symptoms (measured by mean decreases in time 2 
BPRS-C scores) from intake/admission to 90-day follow-up/
discharge.

Table 3 also can be viewed from another perspective, il-
lustrating the way in which BPRS-C and CGAS mean scores 
differed across levels of care, with poorer functioning at more 
restrictive levels of care. Contrast analyses using generalized 
linear models show that mean initial CGAS scores were sig-
nificantly different among all levels of care and that mean 
initial BPRS-C scores were significantly different between 
any pair of settings except between the acute residential treat-
ment and partial hospital settings. Specific contrast analysis 
significance levels are listed in footnote b of Table 3. 

Table 4 shows the correlations between the BPRS-C and 
CGAS scores within each level of care and in the overall sam-
ple at intake/admission (time 1) and at follow-up/discharge 
(time 2). As in Table 3, data shown are only for subjects who 
had scores at both time 1 and time 2. At intake/admission 
these 2 measures showed significant correlations with each 
other ranging from r = -.34 to r = -.47 for the 4 different 
levels of care. At follow-up/discharge the correlations be-
tween CGAS time 2 and BPRS-C time 2 also were signifi-
cant and in fact were somewhat higher, ranging from r = 
-.59 to r = -.69 at the 4 levels of care. 

n Table 2. Completion of Outcomes Rating Forms Across Levels of Care 

 
 
Completion Data

 
 

Inpatient

Acute 
Residential 
Treatment

 
Partial 

Hospital

 
 

Outpatient

 
 

Total

Total patients admitted/seen for intake visit 728 828 458 1622 3636

No. of patients with admission/intake forms received 508 555 311 1022 2396

Percentage of patients with forms completed at intake 70 67 68 63 66

Number of patients with intake and 90-day follow-up/ 
discharge forms received

401 363 203 220 1187

Percentage of patients with forms completed at intake  
and 90-day follow-up/discharge 

79 66 65 22 49
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Reliability
For the BPRS-C, the measure clinicians used to rate 

symptoms of their patients, inter-item reliability was assessed 
using the Cronbach alpha statistic. Ratings of .78 for initial 
assessments and .81 for follow-up assessments demonstrate 
the internal consistency of clinician ratings, suggesting that 
the BPRS-C was a reliable instrument in this population.

DISCUSSION
Data from the first 12 months of a systemwide outcomes 

measurement initiative confirm that it is possible to imple-

ment procedures using standardized instruments to rate symp-
tom severity and level of functioning at intake/admission and 
to collect follow-up/discharge data across the full range of 
facilities for mental health care for children from inpatient 
to outpatient. All 20 sites in the current sample were able to 
incorporate standardized rating forms into their intake proce-
dures, with 66% of all eligible intake cases having assessment 
forms completed during the first year of the initiative. 

Follow-up assessment also appeared to be feasible, at least 
in the more restrictive levels of care. For inpatient, acute 
residential treatment, and partial hospital patients, the rates 
of discharge form completion ranged from about two-thirds 

n Table 4. Correlations Between BPRS-C and CGAS at Intake and 90-Day Follow-Upa 

n Table 3. Patient Ratings at Intake and Follow-Up/90-Day Changea

Mean Score

 
Rating

 
Intake (T1)

90-Day Follow-Up/ 
Discharge (T2) 

Change in Mean 
Score from T1 to T2

 
P b

BPRS-Cc

  Inpatient (n = 373) 33.7 17.7 -16.0 <.001

  ART (n = 330) 25.6 18.2 -7.4 <.001

  Partial hospital (n = 199) 24.9 20.1 -4.8 <.001

  Outpatient (n = 175) 19.8 16.5 -3.3 <.001

CGASc

  Inpatient (n = 398) 32.8 47.8 15.0 <.001

  ART (n = 350) 44.1 49.8 5.7 <.001

  Partial hospital (n = 203) 45.7 51.6 5.9 <.001

  Outpatient (n = 202) 55.7 58.8 3.1 <.001

ART indicates acute residential treatment; BPRS-C, Brief Psychiatric Rating Scale for Children; CGAS, Children’s Global Assessment Scale; T1, time 1; 
T2, time 2. 
aFor this table, mean scores at intake are for only those cases that also had 90-day follow-up/discharge scores. For BPRS-C, higher scores indicate 
higher prevalence and/or severity of problems, or worse functioning; for CGAS, higher scores indicate better functioning.  
bChanges from intake to 90-day follow-up/discharge comparisons within each level of care for BPRS-C and CGAS were significant at P <.001 using 
the paired t test. For BPRS-C change scores, a negative sign indicates movement toward fewer symptoms; for the CGAS, a positive change score 
indicates a move toward better functioning.  
cFor inpatient versus ART versus partial hospital versus outpatient functioning, BPRS-C initial scores were compared across levels of care using 
analysis of variance with planned comparisons (overall F = 120.71, P <.001); of the 6 possible comparisons across levels of care, 5 were significantly 
different (P <.001), with only partial hospital and ART scores at intake not significantly different. Comparisons of initial CGAS scores across levels of 
care were similar (overall F = 671.6, P <.001), and these scores were significantly different for all 6 potential pairs (ART and partial hospital, P = .016; 
all other pairs, P <.001). 

        BPRS-C by CGASb

Level of Care At Intake At 90-Day Follow-Up or Discharge

Inpatient -0.36 -0.59

ART -0.34 -0.69

Partial hospital -0.40 -0.69

Outpatient -0.47 -0.61

ART indicates acute residential treatment; BPRS-C, Brief Psychiatric Rating Scale for Children; CGAS, Children’s Global Assessment Scale. 
aAll comparisons were significant at P <.001. 
bThe first column of the table shows the correlation between BPRS-C score at intake with CGAS score at intake, for subjects with data on  
both measures within each level of care: inpatient, ART, partial hospital, and outpatient. The second column shows the correlation between  
BPRS-C score at follow-up with CGAS score at follow-up.
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to about three-quarters of all admis-
sions, whereas in the outpatient 
settings follow-up forms were com-
pleted for fewer than one-quarter 
of all intakes. Determining the true 
feasibility of follow-up form comple-
tion in outpatient settings proved to 
be quite difficult. Calculating a valid 
follow-up form completion rate for 
outpatient cases was impossible with 
the data we had because the denominator of all patients who 
actually entered treatment was not known. Because data on 
the number of visits for each case were not collected, it was 
not possible to tell which patients dropped out after just 1 or 
2 intake visits. 

An unpublished report titled “Measuring outcomes in out-
patient child psychiatry: the contribution of electronic tech-
nologies and parent report” by J. M. Murphy and colleagues 
(Massachusetts General Hospital, 2008) provides additional 
information on completion of follow-up forms. In 1 large clinic 
where the actual number of visits could be tracked for each pa-
tient, an examination of cases that did not have follow-up forms 
showed that about half of all children seen for intake did not 
return for more than 1 or 2 additional visits. Because clinicians 
were not required to fill out follow-up forms for cases unless 
there had been at least 3 visits, the other cases would have to be 
excluded from a valid denominator. Using this figure to estimate 
the true denominator for outpatient follow-up forms in this 1 
outpatient clinic would have led to a completion rate of about 
40%. It also is important to note that when the above outpa-
tient setting switched to an electronic data collection system, 
it was possible to obtain follow-up forms for more than 80% of 
cases. Both of these findings suggest that it is possible to make 
follow-up assessments more feasible in outpatient settings.

Validity of the measures was supported by several findings. 
First, scores obtained here were comparable to those reported 
for patients receiving similar levels of care in other studies. 
Second, in the current study, the 2 measures used were signifi-
cantly correlated with each other at both intake and follow-
up. Third, scores on both measures improved significantly 
from intake to follow-up in all 4 levels of care. Fourth, scores 
on both measures showed significantly more impairment in 
more restrictive levels of care compared with less restrictive 
levels of care. A reasonably high level of inter-item reliability 
was shown for the BPRS-C at both administrations. 

Strengths and Limitations of  
the Study and the Program

Strengths of this study include a relatively large and rep-
resentative sample drawn from a relatively large and diverse 

child psychiatry system of care, high rates of form completion 
at intake under real-world conditions, and the validity and reli-
ability of the measures used. Limitations include lower levels 
of form completion at time 2, especially in outpatient settings, 
and lack of information on compliance with the insurers’ 
other mandates to incorporate score data into treatment plan-
ning and patient feedback. The fact that both measures relied 
only on clinician report to assess improvement leaves open 
the question as to the degree to which such reports could be 
biased.

Strengths of the program were the fact that it was able to 
incorporate outcome measures as a standard of care in a large 
and diverse system and that it has been sustainable over more 
than 3 years. Limitations included the time burden the initia-
tive placed on clinicians and administrative staff. Moreover, 
many clinicians reported that because they themselves pro-
vided all of the information on the rating forms, the scores did 
not give them any new information that would make a signifi-
cant contribution to treatment planning. As noted by Busch 
and Sederer,1 the lack of benefit to individual clinicians and 
patients was probably a negative incentive for completing the 
forms. Nevertheless, the Child Outcomes committee conclud-
ed that the clinician-completed BPRS-C and CGAS should 
still be used as a systemwide threshold measure with the pos-
sibility that parent-completed instruments and/or diagnosis-
specific measures might need to be added in the future. Such 
additions would have to be weighed carefully, considering the 
additional burden for clinicians and administrative staff.

In the project’s first year, some unexpected benefits as well 
as burdens were identified. Data from the project gave the 
system a yardstick to assess functioning and symptom severity 
at different levels of care (inpatient, acute residential treat-
ment, partial hospital, and outpatient), which has enabled 
the psychiatry department to provide quality assurance data 
for a number of administrative reports. 

Although it is not possible from the data in this study 
to determine the extent to which these measures may have 
been used to provide data for treatment planning or patient 
feedback (the insurer’s other 2 mandates), it was clear that 
the original procedure of using paper and pencil forms mailed 

Mean Score

 
Rating

 
Intake (T1)

90-Day Follow-Up/ 
Discharge (T2) 

Change in Mean 
Score from T1 to T2

 
P b

BPRS-Cc

  Inpatient (n = 373) 33.7 17.7 -16.0 <.001

  ART (n = 330) 25.6 18.2 -7.4 <.001

  Partial hospital (n = 199) 24.9 20.1 -4.8 <.001

  Outpatient (n = 175) 19.8 16.5 -3.3 <.001

CGASc

  Inpatient (n = 398) 32.8 47.8 15.0 <.001

  ART (n = 350) 44.1 49.8 5.7 <.001

  Partial hospital (n = 203) 45.7 51.6 5.9 <.001

  Outpatient (n = 202) 55.7 58.8 3.1 <.001

ART indicates acute residential treatment; BPRS-C, Brief Psychiatric Rating Scale for Children; CGAS, Children’s Global Assessment Scale; T1, time 1; 
T2, time 2. 
aFor this table, mean scores at intake are for only those cases that also had 90-day follow-up/discharge scores. For BPRS-C, higher scores indicate 
higher prevalence and/or severity of problems, or worse functioning; for CGAS, higher scores indicate better functioning.  
bChanges from intake to 90-day follow-up/discharge comparisons within each level of care for BPRS-C and CGAS were significant at P <.001 using 
the paired t test. For BPRS-C change scores, a negative sign indicates movement toward fewer symptoms; for the CGAS, a positive change score 
indicates a move toward better functioning.  
cFor inpatient versus ART versus partial hospital versus outpatient functioning, BPRS-C initial scores were compared across levels of care using 
analysis of variance with planned comparisons (overall F = 120.71, P <.001); of the 6 possible comparisons across levels of care, 5 were significantly 
different (P <.001), with only partial hospital and ART scores at intake not significantly different. Comparisons of initial CGAS scores across levels of 
care were similar (overall F = 671.6, P <.001), and these scores were significantly different for all 6 potential pairs (ART and partial hospital, P = .016; 
all other pairs, P <.001). 

Take-Away Points
Two standardized psychiatric rating scales used within a large, diverse, multisite mental health 
system of care for children were assessed after their first year of use.

n The scales were determined to be valid, reliable, and feasible for assessing admissions as 
required by a managed care insurer. 

n Collecting data at follow-up/discharge was possible in about two-thirds of inpatient, partial 
hospital, and acute residential treatment cases, but in fewer than 25% of cases in outpatient 
settings.

n Patient scores on both measures showed statistically significant improvements from ad-
mission/intake to discharge/follow-up.
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out for off-site scoring did not lend itself to providing the 
kind of rapid feedback that would be most useful for these 
purposes. However, use of many of the newer types of elec-
tronic technology (eg, input of the measures through kiosks, 
fax backs, tablets, or digital pens) could speed up the process 
considerably. Several of these methods already have been 
pilot-tested at 1 of the PPMH sites and have demonstrated 
an ability to substantially increase outpatient form comple-
tion rates at both intake and follow-up (Murphy et al, unpub-
lished report, Massachusetts General Hospital, 2008). With 
or without these methods, because other major insurers now 
are mandating their own outcomes measures, it seems likely 
that the use of such measures is here to stay. 
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