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     After language our greatest invention is numbers . 
 —Benjamin Wright,   1997       

 Measurement is the foundation of the scientific enterprise. All major scientific break-
throughs were preceded by a revolution in measurement and instrumentation, the 
methods used to apply a measurement. However, measurement is not solely the purview 
of science. Measurement is also fundamental to commerce—you can’t manage what 
you don’t measure. Human service settings are often at the fulcrum between the scien-
tific perspective, which informs practice, and the business perspective, which manages 
that practice. The emergence of the information age has ignited an enhanced interest in 
the use of measurement processes to inform the management of human services. 
However, the use of numbers in managing human affairs dates to antiquity. In the bibli-
cal story of Noah, God gave specific instructions on the dimensions of the arc that Noah 
was to build. Wright (1997) cites the Muslim rule of seven from Caliph ‘Umar B. ‘Abd 
al-‘Aziz in Damacus in 723  ad . Taxes were not to exceed “seven weight.” Similarly, 
the Magna Carta established uniform measurement of commodities and products such 
as wine, ale, and corn, throughout England (Runnymede, 1215 as cited in Wright, 
1997)   . In large part, these measurement processes were intended to facilitate fairness 
and reduce conflict associated with disagreements in commerce. In fact, modern cur-
rency has its roots as a measurement strategy to equate the value of various goods and 
services. This measurement was not science, it was business. Now we are able to equate 
most currencies in the global marketplace, making trade easier even as these currencies 
fluctuate in relative value based on a host of complex factors. Consequently, although 
measurement is the foundation of science, to view measurement exclusively within the 
realm of normal science is limiting. Measurement also has a crucial role in commerce. 
Since human service enterprises are essentially a set of business models to apply scien-
tifically acquired knowledge, it becomes necessary to simultaneously consider both the 
scientific and the commercial perspectives when applying measures. 

 Nunally (1976)    describes measurement as consisting of “rules for assigning 
numbers to objects in such a way as to represent quantities of attributes” (p. 3). 
Numbers have the distinct advantage over words of being easily combined and 
manipulated. While Nunally’s classic test was written for scientists, the goal of 

   Chapter 1   
 Measurement in Human Service Enterprises: 
History and Challenges       
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consistently assigning numbers to represent quantities of attributes is just as essen-
tial to all measurement, including business. Management based on objectives 
requires the ability to monitor the identified objectives, and subsequently measure 
those objectives (Drucker,   1954    ). At the simplest level, one cannot imagine a chief 
executive officer of a company remaining in that position for very long if the 
income from product sales consistently did not exceed the costs of producing the 
product and taking it to market. To compete effectively in a competitive market-
place, businesses have grown more quality conscious. One could not imagine an 
automobile factory that kept building cars that won’t start and don’t move. All 
automobile producers test drive their cars. Nor could one imagine a winery not 
keeping count of the number of bottle, cases, and casks produced and sold. And, of 
course, wineries routinely taste test their products before sale. 

 Instrumentation facilitates the effective use of measurement in both science and 
commerce. Advancing in instrumentation to measure brain activity, such as posi-
tron emission tomography (PET) and functional magnetic resonance imaging 
(fMRI) has revolutionized this area of research and improved medical practice. 
Improved inventory control methods allow just-in-time management in grocery 
stores and other retail businesses to improve efficiency, reduce waste, and improve 
profitability. 

 Sometimes, however, we wish to measure things that are not readily accessible to 
instrumentation. Particularly in human service enterprises, the objectives of service 
delivery are often more difficult to describe and measure. For example, a program for 
homeless individuals that attempts to find housing can readily measure whether 
the individual has a place to live. Whether that place feels safe and comfortable to the 
individual is not as easy to assess. Often the objective of a service system involves 
characteristics of people that are not easily accessible to instrumentation, and are, 
therefore, more difficult to measure. Due, in part, to this limitation, human services 
are one of the last sectors of our economy to fully embrace the application of mea-
surement processes to its work. Most industries routinely apply measurement pro-
cesses to ensure quality and inform management decisions. While attention to quality 
in human services has a history over the past four decades, it is not the case that the 
actual goals and objectives of most human services are routinely measured and man-
aged. A program may measure the number of people served or the units of service 
provided, but they do not routinely measure the impact of those services on the lives 
of those served. This historical reality, however, is beginning to change. 

 Most measurement in the human service settings has been done on an atheoretical, 
ad hoc basis. The measurement of age or gender does not require a theory or a 
complicated measurement operation. Many pieces of information—admission/
enrollment date, time of service, disposition—do not require formal theories of 
measurement. This convenience of measurement has had two unintended conse-
quences. First, if this is the only information available to managers, they will man-
age these numbers only. Second, the science of studying human service enterprises 
frequently relies on convenience databases, so most services research has focused 
on these easy-to-measure constructs, as they are readily available and trustworthy 
in large service databases. 
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 However, there are many things that influence the human service delivery pro-
cesses that are more complicated. In medicine and behavioral health, there is the 
clinical presentation, i.e., symptoms and signs of illness. In vocational rehabilita-
tion, there are issues of job skills and capacities. In services for individuals with 
developmental disability, there are the constructs of adaptive functioning. For busi-
ness incubation, there are characteristics of the business plan and capacity of the 
entrepreneur. All of these constructs require some forethought to create formal 
operations that result in their reliable and valid measurement. 

 Over the past several decades in the human service setting, measurement is 
beginning to transcend its traditional role as a component of the scientific enterprise 
to assume a role in the management of programs and systems. Management strate-
gies focused on monitoring the success of achieving specific objectives (e.g., Behn, 
  2003    ) have grown in popularity in all business sectors, human services included. 
In order to better understand the evolving role of measurement in human services 
settings, it is useful to first consider the business environment of these settings. 

  Differences Between Measurement in Science and Commerce  

 In the physical sciences there is a remarkable consistency with which core con-
structs are measured. Factors such as weight, specific mass, speed, and temperature 
have all remained fairly constant, albeit with some significant advances in instru-
mentation and occasional retooling of the metrics used to express values. However, 
even when changed these metrics have direct translations from one to the other. 
That is, 32°F is exactly 0°C. Similarly, miles per hour can be consistently translated 
into meters per second without forcing a reconsideration of either measurement. 

 While commerce shares many common precepts for measurement with science, it 
is also true that measurement in commerce is very much bound by the nature of the 
marketplace. For example, album sales used to be the universal metric for the success 
of an artist’s popular appeal in the music industry. This metric worked well when 
vinyl records were the unit sold. The metric continued its utility when the industry 
standard shifted from vinyl to compact discs. But, in the past few years, the music 
industry has changed again, this time to digitalized music, which can be sent across 
the Internet in any variety of packages. Now industry leaders talk in terms of the 
number of “downloads” to capture the same construct of which artist has the most 
popular music. Downloads cannot be readily translated back into album sales. 

 Measurement is further complicated by cultural factors. Good measurement in 
science is intended to be free of cultural influences. These factors are thought of 
within the framework of measurement error—things that make the measurement 
less likely to be accurate. In counterpoint, good measurement in commerce is much 
more likely to be dependent on cultural factors. Like record sales, abandoned 
measurement frameworks litter the history of business. 

 A second way in which measurement is different in commerce is that it must 
be far more accessible. The number of individuals who need to be able to 
understand a measure in commerce is a far larger population than that for most 
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scientific measurements. The results of the measurement process are widely 
communicated in commerce. In fact, one could argue that the results of mea-
surement become the language of the marketplace (e.g., number of threads in a 
sheet, carats in a diamond). For this reason, a good measure must be simpler to 
express and easier to understand by a wide range of participants in the market-
place. In science, measurement needs only be understood by fellow scientists 
to allow replication. 

 To better appreciate the role of measurement in commerce it is useful to under-
stand the variability in types of markets. Gilmore and Pine (  1997    )    described what 
they called the hierarchy of offerings to inventory, in order of complexity, different 
things that could be sold in a marketplace. The five types of offering, starting with 
the least complicated:

   1.     Commodities . Raw materials such as oil and grain  
   2.     Products . Offerings produced from commodities. Gasoline is made from oil. 

Cereal is made from grain  
   3.     Services . Hiring someone to apply a product for you; activities with defi ned out-

comes performed for others, i.e., getting your clothes dry cleaned, your car 
washed, getting a passport  

   4.     Experiences . Memories; activities in which part of the outcome is the process by 
which the activity is provided, i.e., going to the theater or an amusement park  

   5.     Transformation . Notable personal change resulting from the activity or interven-
tion, i.e., health/fi tness program, behavioral health services     

 As you go higher on the hierarchy of offerings, the measurements and measure-
ment processes necessary to support management become more complex. 
Commodities are measured in quantities such as weight and volume, and higher-
order qualities such as purity. This is the lowest level offering and the simplest to 
measure. 

 Products are measured in quantities such as units, and qualities such as durability 
and attractiveness. Products are intended to be available to everyone. How many 
were sold? How quickly were they delivered? Did they work? Did they last long 
enough for the consumer to be satisfied? Of course, there is also measurement on 
the production side. How many units were produced? At what cost? How quickly 
could they be shipped and distributed? To where are they distributed? 

 Services are measured in quantities often in units of time and qualities such as 
timeliness and consumer satisfaction. Drying cleaning, construction, and painting 
all are services. You hire somebody to apply a product for you because either you 
don’t have the time or the expertise to do it yourself. How many people were served? 
Did they come back? Would they recommend this service to a friend? Were 
they happy with the result? On the production side, the focus of measurement of 
services is often on the productivity of service staff, the cost per unit service, and 
the availability to service capacity to meet demand. 

 Experiences begin to become a bit more complicated from a measurement 
perspective. Here the primary offering is the creation of a meaningful memory. 
High-quality funeral homes offer a range of services (e.g., the preparation of the 
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deceased for burial or cremation), but they also offer an experience (e.g., the 
opportunity for the bereaved friends and families to mourn their lost loved one in 
a warm, caring, and dignified way). Amusement parks offer a mix of services 
(e.g., food, drink) and experiences (e.g., thrill rides). Experiences are almost 
exclusively measured in terms of consumer satisfaction. Did you like it? Do you 
think you will come back? Did you come back? Would you send a friend? Of 
course, on the production side, issues such as safety and costs are important con-
siderations for measurement. 

 Transformations require the most complex measurement of any market. A trans-
formational offering is one designed to provide the opportunity for an individual to 
change personally in some important way. Education is the most widespread trans-
formational offering. The purpose of most educational offerings is to change the 
student or participant’s knowledge or even perspective on particular content areas 
(e.g., math, language, leadership). In order to assess the impact of education, it is 
generally necessary to determine what a person knew prior to the educational offer-
ing. Thus, in order to measure transformations, you are required to measure a 
change in status that occurs over time. The measurement of change within an indi-
vidual is enormously more complicated from both a measurement perspective and 
the process of collecting, analyzing, and interpreting the measurement process than 
that required for the first four offerings. 

 While many human service enterprises are interested in the customer’s experi-
ence, the experience per se is seldom the actual offering. More likely, these enter-
prises are offering either services (e.g., driver’s licenses) or transformations (e.g., 
recovery from addiction, housing stabilization, improvement in functioning). It is 
the last offering that necessitates a new way of thinking about the management of 
these enterprises. If the goal of the enterprise is merely to assist others in the appli-
cation of a product, i.e., provide a service, management need only focus on whether 
that goal was accomplished satisfactorily. However, if the goal of the enterprise is 
to actually facilitate a change process, it is necessary to measure that which may or 
may not change if one is to manage offerings in a transformational marketplace. 
Many, but not all, human service enterprises are transformational offerings. They 
exist to promote change in those served. 

 If most human service enterprises are transformational offerings and you 
cannot manage what you do not measure, then it becomes incumbent upon 
human services administrations to develop the capacity to monitor the potential 
transformational effects of their enterprise. It is this realization that naturally leads 
to an increase in efforts to assess and manage outcomes within this business sector. 
Thus, the business of helping people requires the measurement of how people change. 
Measurement of change in humans becomes a central component of managing 
systems designed to help them. This book uses the general term  human service 
enterprises  rather than  human services , to remind the reader that we are often 
not measuring services; rather, we are measuring enterprises intended to serve 
humans. With an understanding that human service enterprises are often transfor-
mational offerings, it is useful to explore a brief history of measurement as it 
informs our work in this field.  
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  The History and Definition of Measurement  

 Much of what we know about the theory of measurement comes from the scientific 
tradition. Sir Francis Galton (1822–1911) is generally credited with the first mea-
surement of a psychological construct. He coined the term  biometry  to describe his 
efforts to measure such things as intelligence. He believed that intelligence was 
related to the keenness of one’s sense; therefore, he developed tests of sensory acuity 
using reaction time and other procedures. He also pioneered the concepts of 
correlation and regression to study the relationship between measures. His basic 
measurement approach was to apply instrumentation to processes that he posited to 
be related to psychological constructs. Current intelligence testing continues to 
adhere to this basic measurement approach. Similarly, Galton pioneered fingerprint 
matching by establishing a set of measurement procedures to be applied to a finger-
print. Matching is done on the profile of these measures, not the fingerprint itself. 
This method is still in use today. 

 As mentioned, Nunally (1976)   , in his classic book on psychometrics, defines 
measurement as consisting of “rules for assigning numbers to objects in such as 
way as to represent quantities of attributes” (p. 3). The rules by which numbers 
are assigned are the foundation of measurement. Those rules are generally 
established based on the objectives of the measurement process and guided by 
a theory of measurement. He further specifies the following advantages of 
standardized measurement:

    • Objectivity . Through objectivity a statement of fact made by one person can be 
verified by another.  
   • Quantification . Assigning numbers to observations has two advantages. First, it 
allows a finer detailed description than would be possible otherwise. Second, it 
allows different observations to be combined thus creating an ability to aggre-
gate experiences.  
   • Communication . “Science is a highly public enterprise in which efficient com-
munication among scientists is essential” (p. 7).  
   • Economy . Standardized measurement is generally less expensive than individu-
alized assessments that often take longer and are less consistent.  
   • Scientific Generalization . Measurement allows us to move beyond a single set 
of observations to create an understanding of a broader range of experiences.    

 All five of these characteristics of measurement are directly relevant to human 
service systems. However, two of these have far greater implications than imagined 
when measurement is the sole province of scientists. First, economy is critical in 
that the measurement itself becomes part of the business enterprise, and any 
expense involved in the measurement becomes a part of the cost of supplying the 
intervention. Second, while Nunally is absolutely correct about the importance of 
communication in science, in human service applications, the nature of communi-
cation expands geometrically. Communication no longer occurs just among scien-
tists. The need for communication also applies once you enter the marketplace. 
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You cannot have a scientist come in and perform and interpret all measurement 
operations. That would be absurd. Everyone in the human service delivery enter-
prise must be engaged in the measurement process. And everyone in that process 
has the inherent right to understand that measurement process and any implications 
of a specific measurement result. In human services enterprises, the use of measure-
ment is similar to the use of money. Everyone in the market needs to understand 
the relative value of the currency. Markets do not work effectively if one person 
does not understand the currency. In transformational offerings, all parties have to 
understand the transformation in order for the market to work effectively. 

 The next major innovation in measurement was Feinstein’s (  1987    ) contribution, 
 clinimetrics , which recognizes the increasingly important role of the communica-
tion aspects of measurement in medical settings. His book begins with “Like 
Moliere’s bourgeois gentleman who was astonished to discover that he spoke in 
prose, patients and clinicians may not realize that they constantly communicate 
with clinimetric indexes” (p. 1). Clinimetrics remains predominantly a scientific 
enterprise as a method for describing the clinical status of human factors not readily 
measurable with instrumentation. A major shift in clinimetrics was that the 
measurement approach was designed to support the clinical judgment aspects of 
combining inputs from multiple inputs to generate the measurement of a construct 
(Feinstein). 

 Over the past century, psychometric theory and clinimetrics have resulted in an 
explosion in the number of measures that have been developed and used in various 
human service settings. In behavioral health alone, Lambert, Ogles, and Masters 
(  2000    )    identified more than 1,400 different published measures. If you were to 
combine across all human service settings, the number of different measures is 
enormous.  

  Problems that Result from the Development of Measures 
by Normal Science  

 Given the staggering number of measures already in existence and the large body 
of research and debate about measurement theories, including psychometrics and 
clinimetrics, what is the justification for a new theory of measurement for the 
human services setting? With all of these approaches there remain fundamental 
problems that limit their utility. The first problem arises from the context of science. 
The ethics of the scientific enterprise require informed consent and confidentiality 
of responses. Thus, respondents in survey type measurement process are told that 
the results will have no implications for their lives and will be held in strict confi-
dence. This procedure is both thought to protect the rights of the subjects or scientific 
experiments and also to remove any motivation for providing misleading information. 
In other words, confidentiality and irrelevance to action are thought to increase respon-
dents’ likelihood of telling the truth. That philosophy represents a completely 
different context compared with respondents’ experience in human service settings. 
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With the exception of anonymous consumer satisfaction surveys completed after all 
services and interventions are complete, most measurement in these contexts is 
done for the express purpose of assisting decision making relevant to the people in 
the service transaction. In fact, the measurement process is a form of communica-
tion among parties in the transaction. It is inherently influenced by all of the con-
tingencies that might affect that transaction. 

 Second, while clinimetric measurement often focuses on the measure of a single 
construct, most measurement processes involve the use multiple inputs (e.g., ques-
tions) to create scale scores by summing or average over a set of items. The major 
challenge with this strategy is that the resultant value (e.g., scale score) is at least 
one step removed from the responses, and scale scores can be hard to interpret. 
What does a score of 30 mean? How does it compare with a 17? There has been 
significant effort to increase the interpretability of scale scores by converting them 
into common metrics. This goal is generally accomplished through a technique 
called  norming  the data. The most common example are T scores, in which the 
mean is 50 and standard deviation is 10. However, interpreting a T score still 
requires some understanding of the mean and standard deviation. And, of course, 
generating normative data actually requires that we have the population mean and 
standard deviation. 

 It is certainly possible to educate large populations to be able to apply measure-
ment scales. Most people in the United States are able to understand the meaning 
of 60°F and its difference from 30°F. Most other countries use the Centigrade scale, 
with similar success of the population understanding the temperatures. Of course, 
Americans traveling in Canada or Europe may take some time before they are able 
to convert temperatures that they hear in Centigrade into something they under-
stand. Similarly, the use of IQ as a common metric of intelligence is a relatively 
successful cross-cultural communication, although with nowhere near the wide-
spread use of temperature. Regardless, the overall number of common metrics we 
can anticipate the population to be able to fully understand is probably relatively 
small. Thus, easy interpretation is an unmet need in most measurement processes, 
particularly when measurement ventures outside of the scientific community. 
In fact, depending on how one is managing the enterprise, it may be desirable to 
have everyone in the market system be familiar with a given measure.  

  Measurement as Communication  

 If one accepts the assertion that in human service enterprises the relative value of 
communication exceeds the relative value of other principles of measurement and 
that the nature of communication in these settings is substantially broader than 
communication in science, what implications does that have for a theory of 
measurement? It is the premise of this book that reconsidering measurement from 
a communication perspective results in a rethinking of many of the underlying 
premises upon which traditional measurement approaches have been constructed. 
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In understanding this reformulation of measurement, perhaps it is best to begin 
with a brief overview of the field of communication.  

  Communication Theory and Measurement  

 The field of communication is broad and diverse, and is often organized along 
disciplinary lines and struggles to share common theories and approaches (Anderson, 
  1996    ). Donsbach (  2006    ), in his presidential address to the Annual Conference of 
the International Communication Association, argues that communications lacks an 
identified “object” that even allows it to be considered a field. Although most uni-
versities have programs that focus on aspects of communications, these programs’ 
foci vary dramatically from one place to the next. While the nature of the field is 
overwhelmingly pluralistic, it is also the case that a substantial body of knowledge 
exists—often strictly within disciplines (e.g., psychology, sociology). While I will 
not attempt to exhaustively review the field as it applies to human services enter-
prises, there is a body of literature that is particularly relevant to our discussion. 

 One of the early models of communication that is most relevant to measurement 
in service delivery settings may be the transmission concept. This model has been 
dated back to the eighteenth-century British Empiricists (Peters, 1989)   . In this way 
of thinking, communication is the process by which information is transferred from 
one person’s mind to that of another (e.g., Rothenbuhler,   1998    ). It is the process by 
which a message is sent and received. Thus, the study of communication focuses 
on how information is created and packaged and sent and then received and pro-
cessed—much like understanding the postal service. Letters are considered, writ-
ten, addressed, mailed, delivered, received, opened, read, and understood by a 
second party. 

 This example of a linear process of information transfer is becoming increas-
ingly quaint. While the example of a letter was a common experience congruent 
with the communication theories of the time, today most 18 year olds may not have 
even written, let alone mailed, a letter. New forms of communication such as 
e-mail, texting, and instant messaging have reduced our reliance on letters as a form 
of communication. These new communication options also reveal the limits of 
transmission theories of communication. 

 It is worth noting that the transmission model of communication is congruent 
with the generic model of psychotherapy outcomes proposed by Howard, Kipta, 
Krause, and Orlinsky (  1986    ). As shown in Figure  1.1 , in this general model of 
understanding mental health services, three components of the process are consid-
ered—input, throughout, and output.  

 Using this general concept, the authors’ then discuss how to study components 
at each of the three stages of the process. Input characteristics include client and 

INPUT → →THRUPUT OUTPUT 

  Fig. 1.1    A general model of understanding mental health services       
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provider characteristics and geographic considerations. Throughput characteristics 
include the nature of the treatment approach, the development of a therapeutic bond 
(i.e., the quality and strength of the relationship between the therapist and client), 
and dose (i.e., the number of sessions of therapy received). And output characteris-
tics refer to outcomes from the therapeutic process that include such things as 
remoralization, symptom relief, and functional improvement, and also therapist 
reimbursement, consumer satisfaction, and future referrals of friends and acquain-
tances to the therapist. The linear process described in the generic model is consis-
tent with the linear construction of the transmission models of communication. The 
limitations are the same. The model does not have a mechanism to describe any 
impact that throughput or output processes might have on input characteristics. For 
example, referrals to a particular therapist often come from satisfied clients of that 
therapist who have friends or acquaintances seeking help. 

 Although still a popular theoretical approach, recently transmission models have 
come to be viewed as conceptually flawed by some theorists. Transmission models 
tend to be simplistically linear in that they view information as only moving from 
point A to point B and struggle to include inputs from point B that might actually 
change the nature of information coming from point A (Carey,   1989    ). Several theo-
rists (e.g., Deetz,   1994    ; Pearce,   1989    ; Shepherd, 1993   ) have proposed a constitutive 
model that conceptualizes communication as a meaning making activity. In this 
view communication is a process that produces and reproduces shared meaning. 
This conceptual model of communication has a great deal of utility for measure-
ment in human service enterprises as the goal of assessment (read measurement) 
processes can be thought to be the development of a shared meaning between the 
recipient and the provider with regard to actual service needs. 

 The shift in priority of the measurement process toward the meaning-making 
value of the measurement changes the focus of the measurement process away from 
a focus on the application of a specific measurement procedure to the observation 
of an individual. The construction of the measure is all about ensuring that the 
observation is replicable (i.e., high reliability) and accurate (i.e., high validity). 
When you consider a constitutive perspective, the focus shifts away from the pro-
cedure used to observe, or the inputs of the process, to the procedures use to share 
the results of the measurement process—to communicate—the output of the mea-
surement process. Figure  1.2  provides a graphic illustration of the basic focal 
difference between traditional measurement approaches and the use of measurement 
to communicate; that is, communimetrics.  

 This  figure  graphically suggests that the priorities of measurement under com-
munimetrics are different than under traditional approaches to measurement. The 
emphasis of measurement is on its value for communicating thoughts and observa-
tions within an enterprise. The primary reason to measure within the enterprise is 
to communicate to someone else either on behalf of an individual served or for 
program or system aggregates (i.e., summaries of individuals served). Therefore, 
why not create the measurement process to optimize the communication utility of 
the measure? In fact, why not reconceptualize measurement in these settings 
entirely? Ben Wright said that after language, numbers are our greatest invention. 
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I would argue that numbers are actually a unique form of language that allows its 
aggregation. In this way of thinking, numbers are the first common language.  

  Communimetrics and the Philosophy of Science  

 Most traditional measurement approaches have their philosophy of science embed-
ded in empiricist traditions of logical positivism and related philosophies dating 
back to the eighteenth century. Logical empiricism (positivism) has been described 
as the received epistemology of psychology from its origins to the 1960s (Capaldi 
& Proctor,   2000    ). The major tenet of logical empiricism is that all knowledge is 
based on logical inferences from observable facts. The historical context of the rise 
of logical empiricism was post-World War I Europe and a struggle for science to 
transcend theology and metaphysics. While there are many variations within logical 
empiricisms, one of its strongest tenets is that a proposition is only meaningful if 
there exists a finite procedure for verifying whether it is true or false (Hempel, 
  1950    ). Popper (  1959    ) famously criticized the logical empiricists focus on verifi-
ability, stating that such a goal was impossible and shifted it to falsifiability. 
In other words, conceptually, it had to be possible to prove if it could ever be con-
sider it to be true. 

 Both major psychometric theories, classical test theory and item response 
theory, have their philosophical basis in logical empiricism. The principle is that 
measurement is the application of a “finite procedure” to exact a verifiable (or 
falsifiable) truth from an observation. Implicit in measurement theory is the con-
cept that some real phenomenon exists that science is attempting to measure—a 
truth revealed by the measurement process. A fundamental difference between 
measurement under the theory of communimetrics and traditional measurement 
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  Fig. 1.2    A graphic illustration of the basic focal difference between traditional measurement 
approaches and the use of measurement to communicate       
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theory is that communimetrics makes no assumption that one is divining the 
“truth” about what is being observed through the measurement process. One is 
only attempting to communicate what he or she thinks is true at any given time. 

 This absence of a requirement of an underlying “truth” separate from the obser-
vation is a fundamental difference with traditional measurement. The task of 
measurement in communimetrics is to describe what one believes to be true. 
Whether or not the result of a measurement operation, in fact, is representing some 
independently verifiable (or falsifiable) objective reality is not the primary goal of 
this measurement process. That is not to stay that some absolute truth does not 
exist; nor that in an ideal application that a communimetric measure would not 
capture such realities. Communimetrics simply takes no opinion on this important 
issue in the philosophy of science. In other words, it does not take an ontological 
perspective. Regardless of whether and what truth exists, we continue to need to 
communicate about what we see, believe, think, and desire in order to survive in a 
social world. In communimetrics, measurement is describing what one believes that 
one knows, or perhaps more accurately, what one knows that one believes. Whether 
one, in fact, does know it or not, or even whether it is something that is knowable, 
is immaterial to the process of communimetric measurement itself. 

 One could make the argument that communimetrics attempts to measure the 
construct of the common (or shared) truth. That is, a logical empiricist philosophy 
could still be applied, but the phenomenon is not the construct named in the item 
but rather the shared belief about the level of the item among participants in the 
measurement process. For example, a communimetric tool for children’s behavioral 
health does not measure oppositional behavior per se. Instead, it measures the com-
mon understanding of a specific child’s behavior toward authority relative to the 
beliefs of the parties involved in completing the assessment tool. In this way, com-
munimetrics is not necessarily incongruent with logical positivist tenets and tradi-
tions, but neither does it rest upon them. 

 It is also possible that communimetrics can be seen as consistent with a relativ-
ist perspective (e.g., Kuhn,   1962    ). In his classic,  The Structure of Scientific 
Revolutions , Kuhn posited that science was predominantly a social enterprise and 
that scientists would agree on a shared understanding that would define normal 
science for a period. New scientists would present information that would change 
this “social construction” of normal science periodically in what Kuhn would call 
a paradigm shift. In this model, there is no real progress, only periodic “palace 
coups” replacing old science with new. Perhaps even more to the point, instrumen-
talists such as Toulmin (  1970    ) might argue that language is a game in which 
notions of truth and falsehood are irrelevant. In this framework, all meaning 
depends on the perspective from which the instrumentation is applied. The 
creation of a shared meaning through a measurement process is certainly consistent 
with aspects of the relativist perspective. It is, in fact, a social construction. 
Of course in the absence of  any  notion of truth or falsehood of meaning, concepts 
such as reliability and validity of measures are at least overwhelmingly complex 
and, at worse, moot. In a completely relativistic word even the concept of a common 
language is meaningless. 
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 More recently, philosophers have attempted to bridge the enormous gap between 
logical positivist and social constructionists by attempting to blend useful aspects 
from both philosophies into an integrated approach that recognizes both the oppor-
tunity to seek truth and real progress through science and that the process of science 
is an inherently social and political activity (e.g., Manicas,   2006    ). 

 Manicas (2006) states that the goal of science is both explanation and under-
standing, not necessarily prediction. He further clarifies that the difference between 
natural and social sciences involve consciousness and that the social scientist is a 
part of the reality that he or she investigates. According to this theory, the primary 
goal of the social scientist is to clarify the social mechanisms that allow people to 
structure, but not determine outcomes. This approach allows for the distortions that 
arise from the social and political influences in social sciences without fully giving 
in to them as the essence of science. This theoretical stance is referred to as reality 
theory, suggesting its realistic approach to the limitation of science place on it being 
a human enterprise. 

 At the conceptual edge of the reality theory school of thought, Laudan’s (  1990    ) 
concept of normative naturalism provides an integrative alternative to the extremes 
of positivism and relativism. In fact, Laudan would not even view empiricism and 
relativism as always on the opposite ends of the same continuum. In his view, they 
share a number of common assumptions. His application of pragmatic arguments 
leads to a more realistic evaluation of theory and measurement. 

 Pavin (  1999    ) has attempted to integrate the scientific realism philosophy of sci-
ence into communication theory in what he calls  the third way  (neither empiricism 
nor relativism). According to this author, acceptance of a realist philosophy into 
communications requires three different commitments:

   To the reality of one’s theoretical concepts  • 
  To scientific explanation as a causal process  • 
  To the reliability of meaning    • 

 The first commitment to the reality of one’s theoretical concepts implies that 
theories are not component parts that can be constructed and deconstructed based 
on new findings. The proliferation of different words to describe the same phenom-
enon has been a source of confusion in the social sciences. From a realist perspec-
tive, if all relevant causal processes do not vary across different terms, then these 
terms are exactly the same thing. If many of the causal processes are invariant, then 
differently named constructs may represent overlapping phenomenon. 

 The case of post-traumatic stress disorder (PTSD) is an interesting and poten-
tially controversial case in point (APA,   2004    ). Table  1.1  presents the current diag-
nostic criteria used in DSM-IVTR to define this diagnosis. First, included in the 
formal nosology of psychiatric disorders in the third version of DSM (APA,   1980    ), 
Trimble (  1985    ) traces the history of the phenomenon covered in this diagnosis back 
hundreds of years. One of the historical examples Trimble uses includes a descrip-
tion of Samuel Pepys’ diary regarding his nightmares following the great fire of 
London. Some of the experience Pepys records can be found listed in Table  1.1 . Of 
course in Pepys’ time, there was no name for his experience.  
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  Table 1.1    Diagnostic criteria for Post-Traumatic Stress Disorder (PTSD)   

A.  “The person has been exposed to a traumatic event in which both of the following were present: 
(1) the person experienced, witnessed, or was confronted with an event or events that 

involved actual or threatened death or serious injury, or a threat to the physical integrity 
of self or others 

(2) the person’s response involved intense fear, helplessness, or horror. Note: In children, this 
may be expressed instead by disorganized or agitated behavior 

B. The traumatic event is persistently re-experienced in one (or more) of the following ways: 
(1) recurrent and intrusive distressing recollections of the event, including images, thoughts, 

or perceptions. Note: In young children, repetitive play may occur in which themes or 
aspects of the trauma are expressed. 

(2) recurrent distressing dreams of the event. Note: In children, there may be frightening 
dreams without recognizable content. 

(3) acting or feeling as if the traumatic event were recurring (includes a sense of reliving the 
experience, illusions, hallucinations, and dissociative flashback episodes, including those 
that occur on awakening or when intoxicated). Note: In young children, trauma-specific 
reenactment may occur. 

(4) intense psychological distress at exposure to internal or external cues that symbolize or 
resemble an aspect of the traumatic event 

(5) physiological reactivity on exposure to internal or external cues that symbolize or 
resemble an aspect of the traumatic event 

C.  Persistent avoidance of stimuli associated with the trauma and numbing of general 
responsiveness (not present before the trauma), as indicated by three (or more) of the following: 
(1) efforts to avoid thoughts, feelings, or conversations associated with the trauma 
(2) efforts to avoid activities, places, or people that arouse recollections of the trauma 
(3) inability to recall an important aspect of the trauma 
(4) markedly diminished interest or participation in significant activities 
(5) feeling of detachment or estrangement from others 
(6) restricted range of affect (e.g., unable to have loving feelings) 
(7) sense of a foreshortened future (e.g., does not expect to have a career, marriage, children, 

or a normal life span) 
D.  Persistent symptoms of increased arousal (not present before the trauma), as indicated by two 

(or more) of the following: 
(1) difficulty falling or staying asleep 
(2) irritability or outbursts of anger 
(3) difficulty concentrating 
(4) hypervigilance
(5) exaggerated startle response 

E. Duration of the disturbance (symptoms in Criteria B, C, and D) is more than 1 month. 
F.  The disturbance causes clinically significant distress or impairment in social, occupational, or 

other important areas of functioning. 

 Specify if: 
 Acute: if duration of symptoms is less than 3 months 
 Chronic: if duration of symptoms is 3 months or more 

 Specify if: 
 With Delayed Onset: if onset of symptoms is at least 6 months after the stressor”  pp 467-468

From American Psychiatric Association (2004). Diagnostic and Statistical Manual of Mental 
Disorder 4th Edition Text Revision (DSM-IV TR). Washington, DC: American Psychiatric 
Association Press. 



15Communimetrics and the Philosophy of Science

 Among the names used to describe individuals’ intense reactions to extremely 
adverse life events include symptoms proposed to be caused by experiences in war-
fare, including shell shock, battle fatigue, battle neurosis, combat exhaustion, and 
post-traumatic neurosis (Trimble, 1985). Myers (  1940    ) famously analyzed the experi-
ences of 2,000 war veterans and attempted to distinguish what he referred to as  shell 
shock  and  shell concussion . The latter was caused by exploding missiles. The former 
was proposed to be caused by horror and terror. Similar phenomena were described 
for adverse events that did not involve warfare. Rigler (1879 as cited in Trimble, 1985)    
proposed the concept of compensation neurosis to describe the impact on disability 
reports following railway accidents once compensation laws were passed. Nervous 
shock was proposed to describe some of the psychological sequelae following 
accidents (Page,   1885    ). Miller (1961 as cited in Trimble, 1987)    used the term acci-
dent neurosis. More recently Kijak and Funtowicz (  1982    ) proposed the survivor 
syndrome to capture psychological reactions to disaster experiences. 

 As McNally (  2004    ) discusses, PTSD as a formal diagnostic category was 
included in DSM-III, in part due to sociopolitical considerations to find a psychi-
atric disorder that covered the symptoms experienced by returning veterans of the 
Vietnam War. There is substantial debate within and without the mental health 
field about the syndromic validity of the diagnostic category PTSD. When it was 
first proposed many psychiatrists felt the symptoms were already covered by 
existing psychiatric disorders (e.g., phobias and other anxiety disorders). 
Currently, many traumatologists see any questioning of the syndrome as politi-
cally motivated. Currently, there is a movement among child psychiatrists to push 
for a shift in the syndrome to allow for a better description of children who have 
symptoms resulting from adverse experiences (Developmental Trauma; Cook 
et al.,   2005    ; van der Kolk,   2005    ). Even what constitutes a traumatic experience 
became subject to debate as the other advocates attempted to utilize the success 
of the PTSD label for creating help for Vietnam veterans to serve their own 
causes. The one sure result we can take from the ongoing debates about trauma 
and its impact is that we will be calling the phenomenon something different in 
the not-too-distant future. Regardless, there is something real there. There is no 
doubt that when people experience extreme and life-threatening life events, it has 
psychological ramifications. 

 Despite the variety of names to label the phenomena and efforts to differentiate 
components, there is an underlying reality that nearly everyone agrees exists—
when humans experience extreme events the psychological consequences 
frequently include anxiety, avoidance, uncontrolled remembering, and sleep-related 
problems. The job of science is to resolve the controversies about cause and effect 
in a fashion that clarifies etiology and treatment. However, in the meantime, people 
who work in the mental health service delivery system need to use what we think 
we know now to attempt to do the best we can to help. We can’t wait for science to 
resolve all debates before we try to help people today. Thus, using consensus-
developed communication strategies based on ideas and theoretical constructs that 



1616  1 Measurement in Human Service Enterprises: History and Challenges

are believed to be real at the present time is a relevant requirement of a communi-
cation-based theory of measurement. We do not need to assume an underlying truth 
to have a useful and meaningful consensus communication, but that does not mean 
that an underlying truth is not actually there. We leave that for the march of science 
to resolve. 

 The second commitment is to the goal of science as determining causal pro-
cesses rather than predicting observed events. According to realist philosophy of 
science, the very nature of the scientific endeavor is to build an understanding of 
the structures and processes underlying events that determine the natural relation-
ships among these events. This commitment means that measures that build in 
cause-and-effect models might be less stable than those that allow science to con-
tinue to clarify cause-and-effect relationships. Measurement might best focus on 
the components in this model rather than assuming causal relationships among 
components. 

 The final commitment is the one most directly relevant to measurement as com-
munication, and that is the commitment to the reality of meaning. Pavin (1999) 
distinguishes between meaning and significance. “Meaning is a socially shared 
characteristic of language; significance is an individually unique response to lan-
guage” (p. 183). A major implication of this perspective is that meaning is reliable. 
Multiple observers take the same meaning from a communication. 

 A desire exists to get at the truth. Most physicians, psychologists, social 
workers, child welfare workers, or business executives believe that there are 
basic realities to their situations as they apply to the nature of their enterprises. 
However, the assessment of these basic realities among the people served by 
these enterprises is accomplished in an open system that is invariably fraught 
with complexities from the relative value of competing and contradictory infor-
mation from different sources to the financial incentives for different measure-
ment results. As such, the conceptualization of measurement must consider 
these complicating factors in order to achieve what everyone agrees upon as the 
goal—accurate and meaningful information about the people served. The realist 
notion of referential realism is a key to the success of measurement as commu-
nication (e.g., Schwartz,   1977    ). We may not fully understand the “true meaning” 
to which an item refers but we can still fully understand what that item is 
intended to mean. 

 Science sometimes can catch up to communication. Pavin (1999) uses the his-
tory of water to illustrate this point. English speakers talked about  water  and con-
structively used the term, while Spanish speakers used the term  aqua  and French 
speakers spoke of  eau . These words were widely used to successfully communicate 
for centuries before scientists learned that the best was to actually characterize 
water was as a chemical compound with two parts hydrogen and one part oxygen, 
H 

2
 O. This discovery did not render irrelevant the communications about water/

aqua/eau that occurred before the scientific consensus regarding H 
2
 O. These terms 

had referential realism that was then confirmed by scientific investigation. It would 
seem silly to me to propose, consistent with relativist theories, that the word water/
aqua/eau was simply a set of convenient fictions. 
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 Numbers were created, in part, as a means to identify and communicate a com-
mon standard. Measurement was created to establish and communicate rules for 
assigning numbers to accomplish the goal of a common standard. But one also can 
reverse this process. The process of defining numbers through measurement can be 
used to build a consensus around how to describe things. Once a measurement 
process is in place it can help further communications about the phenomenon 
measured. Further, organizing existing communications through the assignment of 
numbers can facilitate our communication by allowing the aggregation process 
available to numbers that simply do not exist for other forms of language. The very 
process of establishing procedures for measurement of a common standard can then 
be used to establish and apply that common standard. In human service enterprises, 
measurement as communication is not a linear process. It is more of a conceptual 
dialog between that which is to be measured and those who seek to measure. The 
recognition of the nonlinearity of the measurement process in no way forces us to 
deny the reality of the construct sought to measure. Rather, it accepts that as 
humans our ability to understand complex phenomena is a fluid process facilitated 
by experience and feedback. It simply recognizes and integrates the interactive and 
iterative aspects of human learning into the measurement process. 

 Communimetric measurement is by definition subjective. Merriam-Webster’s 
third definition of subjective is: “a: characteristic of or belonging to reality as 
perceived rather than as independent of mind.” These measures are designed to reflect 
the output of a thinking process. They can never be fully independent of the mind 
that was used to create them. Measurement from this perspective is a judgment. 
Communimetrics is designed to make thinking processes transparent and provide a 
conceptual organization or framework for the thinkers to be attuned to the relevant 
factors that must be thought through in any particular circumstance. Despite the fact 
communimetric measures reflect judgments, they still can be reliable. There are 
common practices, understandings, and realities in human service enterprises that 
everyone can learn to identify and describe. 

 My personal experiences in measurement have influenced my perception of the 
value of global ratings informed by those who are working directly with people. 
Like everyone else with a Ph.D., I received my doctorate, in part, based on the 
completion of a dissertation. I was trained in the late 1970s and early 1980s, which 
were halcyon days for behavioral assessment strategies. Although I enjoyed work-
ing from a family systems perspective, I was firmly entrenched in the cognitive 
behavioral camp, which was an important distinction in those days. I was trained in 
behavioral observations and my dissertation capitalized on this methodology. 
In that work, I demonstrated conclusively that depressed inpatients who were suc-
cessfully treated with antidepressant medications demonstrated increased extremity 
movements and social interactions in the lunch room. I even published this work in 
a prestigious journal (Lyons, Rosen, & Dysken,   1985    ). The translation of my findings 
is that when depressed people in the hospital start to get less depressed, they eat 
(i.e., greater extremity movement) and socialize more (i.e., increased social inter-
action) during lunch. Although I was excited at the time at how scientific this was, in 
retrospect, I am underwhelmed. Nobody is going to sit and count arm movements 
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and social exchanges in depressed patients eating to figure out whether or not they 
are responding to psychotropic medications. Plus, the arm movement in the lunch 
room was a result of the fact that the patients who were become less depressed were 
actually more likely to be eating. Not eating is a symptom of depression. There are 
easier and more direct ways of monitoring this symptom than doing time-sampled 
behavioral ratings in controlled environments. While molecular measurement is 
seen as more objective in the logical empiricist tradition, in my experience, the 
more molecular the measurement process, the more irrelevant it can become to 
people working in the human service enterprise. The purpose of measurement in 
human service enterprises is to facilitate the work of these efforts to serve others.  

  Organization of the Book  

 The purpose of this book is to provide a conceptual, practical, and scientific frame-
work for a body of ongoing work that I and a large number of colleagues have 
undertaken in measurement in human service enterprises. The effort is to provide a 
comprehensive approach to considering measurement as communication.   Chapter 
2     defines communimetrics and discusses its core principles. Communimetric theory 
is compared with traditional theories of measurement presently used in human 
service settings.   Chapter 3     describes the process of designing a communimetric 
measure. The chapter provides practical instruction for those interested in pursuing 
applications in this approach to measurement.   Chapter 4     describes how to evaluate 
the reliability and validity of a communimetrics; in other words, how you know 
whether or not you have a “good” communimetric tool.   Chapter 5     through 7give 
detailed examples of three widely used communimetrics measures: the Child and 
Adolescent Needs and Strengths (CANS), the INTERMED, and the Entrepreneurial 
League System Assessment (ELSA).   Chapter 8     provides a summary and future 
directions.                                      
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 In order to set the stage for understanding communimetrics as a theory of measurement 
it is important to set the context based on current theories of measurement, of which 
there are two primary conceptual models—psychometric theories and clinimetric 
theories. Psychometric theory has two competing approaches within its general 
framework—classical test theory and item response theory (IRT). The following 
describes the basic tenets of each of these approaches. 

  A Brief Review of Current Theories of Measurement  

  Classical Test Theory 

 The original psychometric theory is called classical test theory (Nunally,   1976    ). 
In this theory, one conceptualizes the universe/population of all possible questions 
relevant to the measurement of a single construct. Measurement involves the 
sampling from this population of attributes of the construct and aggregating these 
sampled attributes to estimate the level of the construct. Picture the population of 
all possible questions you could ask to measure happiness. Potential questions 
might involve mood state (e.g., euphoria, blissfulness, sadness) or enjoyment of 
activities or any number of other aspects of the construct. Classical test theory 
posits that if you can randomly sample from this population of all possible questions, 
it is possible to create a valid measure of the construct given a sufficient, representative 
sample of questions. In order to do a good job of measurement development 
according to this theory, it is first necessary to define the population of possible 
items and then adequately sample from it in order to achieve a representative 
sample. Thus, the usual first step of creating a measure from classical test theory 
would be to brainstorm as many possible items that might measure some important 
component of the construct. 

 Of course it is practically impossible to actually define the population of all possible 
questions for a construct. Similarly, it is difficult to know a priori whether a 
particular question actually belongs in the target population or is a better representative 
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of a different construct. Therefore, classical test theory goes further than just randomly 
sampling items. It creates a set of statistical strategies that ensure you are sampling 
items from roughly the same population but not ones that are so overlapping in how 
people respond to them that they are redundant. Measurement developers using this 
approach engage in a set of strategies generally referred to as  item analysis  in order 
to ensure a “Goldilocks” criteria of similar enough, but not too similar, items for all 
of the items included in a measure. 

 Item analysis involves the study of the intercorrelations among sets of items 
and correlations between individual items and total scores. The degree to which 
items in a set correlate with each other is used as evidence of whether the items 
are actually measuring the same thing. A correlation of 0.05 between two items 
suggests they are measuring two different constructs and therefore are not mem-
bers of the same population. A correlation of 0.95 between two items suggests 
they are measuring exceptionally overlapping things and are essentially identical 
from a statistical perspective. A correlation of 0.30 to 0.60 is desirable according 
to classical test theory (Nunally, 1976). In other words, the items are measuring 
similar things, but are not too redundant. Negative correlations work the same 
way. A high negative correlation would be taken as evidence of information 
redundancy, but in the opposite direction on the construct. Factor analysis can be 
used to identify the underlying structure of relationships among sampled items. 
Factor analysis, which is the statistical cornerstone of classical test theory, takes 
the correlation matrix and places some formal statistical rules on the size of cor-
relations needed to support the claim that the items share a common construct or 
population (Eysenck,   1971    ). 

 Factor analysis as applied to measurement development is essentially an induc-
tive process (putting aside for the moment confirmatory factor analysis). After a set 
of items are generated it is used to determine statistically whether there is sufficient 
evidence to suggest that multiple items are measuring the same construct. Many test 
developers have used the results of factor analyses not only to identify items to 
include on a test but even to identify and name dimensions of a measure for purposes 
of scoring and interpretation. 

 Reliability and validity considerations under classical test theory come 
directly from the theory behind the choice of items. Although test-retest reli-
ability and inter-rater reliability are important, classical test theory is also used 
to evaluate measures of transient, subjective states that are neither observable 
nor necessarily stable. As such, internal consistency reliability has become a 
commonly used and accepted indicator of reliability. Internal consistency 
reliability measures the degree to which items of a test correlate with each 
other—the higher the correlation, the higher the reliability. Generally, the more 
items that are on a test, the higher the internal consistency reliability will be 
(Nunally, 1976). Thus, classical test theory, particularly when internal reliability 
is the only available measure of reliability, implicitly encourages the selection 
of tests with more items. 

 Given the care used to measure one construct with multiple items, classical test 
theory also emphasizes measuring fewer constructs. A good measure, according 
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to this theory, is not multifaceted. Rather, a good measure has a stable factor struc-
ture with a discrete, probably low, number of factors. Each of those factors should 
have discrete validity with other measures of similar (or opposite) constructs. 
Classical test theory is the measurement foundation behind Eysenck’s (1971) clas-
sic work on the dimensions of personality and even Leary’s (1956) work on the 
circumplex structure of personality. 

 Classical test theory generally views  face validity  as the least important of all 
forms of validity. The most important evidence of validity is captured within the 
broad area of information that is required to demonstrate  construct validity . Thus, 
items do not necessarily have to appear consistent with what they are thought to 
measure so long as there is statistical evidence that these items really are measuring 
the construct in question. In fact, for some measures, items that might appear irrel-
evant can contribute to good measures. There are multiple examples of such items 
in classically constructed measures, such as the 338 item Minnesota Multiphasic 
Personality Inventory (MMPI; Butcher, Dahlstrom, Graham, Tellegen, & Kaemmer, 
  1989    ). The classic example from the original version of the MMPI was an item 
involving whether you would sometimes cross the street to avoid running into 
someone you know. Most people say yes. People who are paranoid as assessed by 
diagnostic interview are more likely to say no. 

 In general, classical test theory implicitly defines as reliable and valid longer 
measures of single (or few) dimensions. Measures with too few items on each 
dimension or too many dimensions, particularly if they are not orthogonal (i.e., 
correlated) will be seen as less desirable within this framework. One of the most 
common reliability criteria in classical test theory is Cronbach’s alpha, which is an 
indicator of the degree to which items on the scale correlate with one another 
(Cronbach,   1951    ). The equation for  a  is:
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 Cronbach’s alpha is biased by the number of items on the scale. The fewer the 

number of items; the lower the magnitude of the alpha statistic. While corrections 
exist to this bias (e.g., Allen & Yen,   2002    ), it remains the case that classical test 
theory values multiple items to measure single constructs. The history of suspicion 
of single-item measures rests in classical test theory. Because of the nature of error 
of measurement, it is certainly true that a linear combination of items is more reli-
able than an individual item (Nunally, 1976). That, however, does not imply that an 
individual item cannot be reliable. But you cannot perform an item analysis or factor 
analysis on a single-item scale, rendering the primary methods of classical test 
theory useless for these applications. It is in the humanity of scientists to not trust 
what they cannot study within the range of their methods. If you have a hammer, 
you tend to look for nails.  
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  Item Response Theory 

 Item response theory (IRT) approaches the measurement problem in a manner that 
is quite different from classical test theory. IRT posits the existence of a latent 
continuum that is the measurable aspect of a particular construct. This continuum 
can be considered to extend over levels of difficulty. The goal of measurement (at 
least in human service enterprises) is to reliably and accurately locate a particular 
person (or perhaps a grouping of people, such as a family) on this continuum rela-
tive to all other possible individuals (or comparable groupings). A good measure 
from this perspective is one that is sensitive across the entire continuum. Therefore, 
the measure must have the ability to distinguish different people reliably all along 
the continuum. 

 The statistical approach to IRT can be quite varied and complex, depending on 
the number of parameters used to define the continuum. However, in all cases the 
goal is to identify a set of items that allows for the precise measurement of an indi-
vidual on the latent continuum or trait. The use of a single parameter model, such 
as item complexity as used in Rasch scaling (Rasch,   1960/1980    ), is perhaps the 
most common approach to measure development and can serve as a constructive 
example of the implications of IRT for test construction. 

 In Rasch models, the probability of endorsing an item (if it is discrete) or the 
population probability of ratings at each level (if it is continuous, such as a 
Likert scale), is used to define where on the continuum the item is most useful 
to distinguish respondents (i.e., the separation reliability). The relationship of 
the item’s pattern of difficulty to the rest of the items defines the degree to 
which the item lies along the latent continuum (i.e., the fit statistic). A good test 
from a Rasch perspective is one that has items that separate reliability, cover the 
range of the continuum, and lie along that continuum (Wright & Stone,   1979    ). 
Thus, Rasch modeling also consider measures with multiple items on a single 
dimension to be more reliable and valid. Although there are techniques within 
IRT that allow you to identify the fewest possible items while maintaining 
adequate psychometric properties, it remains a significant criterion that the 
included items cover the latent continuum in terms of varying difficulty (i.e., 
likelihood of endorsement). 

 IRT approaches validity from a perspective similar to classical test theory. 
Statistical relationships between and among items trump other methods 
for evaluating measures. It is possible that prediction (or statistical criterion) 
validity is more highly valued in IRT as compared with classical test theory; 
however, construct validity is again the single most important validity criterion. 
Face validity is nearly irrelevant as the statistical methods guide the test 
developer to a greater extent than the perceived experience of the respondent. 
When items do not fit (the item fit statistic is above 1.6 or so), cognitive testing 
in which respondents are interviewed while they complete the measure can be 
used to better understand how people are interpreting the item wording is often 
recommended.   
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  Clinimetrics  

 Due to their length and the time and procedural separation between rating, scoring, 
and interpreting, psychometric measures were not widely accepted in medicine. 
Although current information technology eliminates many of these challenges, eas-
ily accessible, fast computers were not available in the decades in which clinimetrics 
developed as a theory of measurement. Thus, psychometric tools were seen as bur-
densome in medical settings. Further, the lack of concern regarding face validity in 
these approaches sometimes led practicing clinicians to look at the questions and be 
somewhat skeptical about the measurement process. In an effort to create clinically 
relevant measurement procedures, physicians and other health researchers have 
utilized a theoretical approach referred to as clinimetrics (Feinstein, 1987)   . The stated 
goal of clinimetrics is to convert “intangible clinical phenomenon into formal speci-
fied measurement” (p. 125; Apgar,   1966    ). Virginia Apgar is generally credited with 
developing the first measure from this perspective (Apgar). First introduced in 1953, 
the Apgar is routinely utilized as a health status measure at birth. Clinimetric tools 
are now quite common in medicine (e.g., Bloem, Beckley, van Hilten, & Roos,   1998    ; 
Gates   2000    ; Hoff, van Hilten, & Roos,   1999    ; Stone et al.,   2001    ). 

 Perhaps more than anyone, Feinstein   (1999)     advocated clinimetrics as a specific 
theory of measurement. He enumerated six core principles to clinimetrics in com-
parison with psychometrics:

   1.    Selection of items is based on clinical rather than statistical criteria.  
   2.    No weighting factors are needed; scoring is simple and readily interpretable.  
   3.    Variables are selected to be heterogeneous rather than homogeneous.  
   4.    The measure must be easy for clinicians to use.  
   5.    Face validity is required.  
   6.    Subjective states are not measured as they are severely limited in terms of source 

of observation.     

 Current applications of clinimetrics have some notable limitations (Marx, 
Bombardier, Hogg-Johnson, & Wright, 2000   ; Zyzanski & Perloff,   1999    ). Many 
clinimetric scales consist of a single item. Attempts to describe complex phenomena 
with a single item general fail to communicate complexity. For example, a 
Childhood Global Assessment Scale (Endicott, Spitzer, Fleiss, & Cohen,   1976    ), 
which ranges from 0 to 100, can provide a general sense of how the child is doing, 
but cannot capture individual dimensions of functioning that are useful to clini-
cians. In addition, single-item measures are not particularly sensitive to change. 
For these reasons, Zyzanski et al. (1999)    and others (e.g., Fava & Belaise,   2005    ) have 
called for an integration of clinimetric and psychometric approaches to measure-
ment. Marx, Bombardier, Hogg-Johnson, and Wright   (1999)     have demonstrated 
that the two theories can be complementary. Not everyone agrees. Streiner (2003)    
has gone so far as to argue that clinimetrics is actually a subset of psychometrics, 
and that for both scientific and communication reasons the word  clinimetric  should 
be eliminated. 
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 Of course, the distinguishing features described by Feinstein in the process of 
defining clinimetrics has resulted in most applications involving single items, 
although in his book Feinstein does not limit clinimetric measures to single items. 
A single marker of disease severity is the most common type of measure using this 
framework. Table  2.1  provides an example of a clinimetric measure that is com-
monly used, the New York Heart Association rating for heart disease. Notice that it 
assumes the presence of heart disease even at the lowest level. Thus, the concept of 
normal or normative is either moot or only relevant within the population of people 
with heart disease.  

 One of the intriguing characteristics of this measurement approach is that 
although a key principle of the measurement theory is to keep scoring simple, with 
no weighting, the actual design of the anchor points creates implicit (and some-
times explicit) weighting of input criteria prior to the clinician’s judgment about the 
rating. Thus, while scoring is simplified, ratings are more complicated. This is how 
the clinimetric approach differs from psychometrics in the selection of items that 
reflect clinical judgment. Psychometric theory would emphasize avoiding “double-
barreled” items with complex, multiple meanings because they do not tend to scale 
as well. No such restrictions guide the creation of items in clinimetrics. In fact, if 
multiple constructs combine to create a continuum of severity, it is desirable to 
embed all relevant constructs into the anchored definitions of the rating. 

 The challenge of clinimetric measures is that their use is maximized at the indi-
vidual patient level, but as you move to higher levels of aggregation, the utility of 
the measurement approach diminishes. It is hard to monitor and explain transfor-
mational processes with clinimetric measures alone. They tend to serve as excellent 
indicators for defining differences in patient populations but have limited value for 
outcomes.  

  Table 2.1    An example clinimetric measure   

 Class I  Patients with cardiac disease but without resulting limitations of physical 
activity. Ordinary physical activity does not cause undue fatigue, 
palpitation, dyspnea, or anginal pain 

 Class II  Patients with cardiac disease resulting in slight limitations of physical activity. 
They are comfortable at rest. Ordinary physical activity results in fatigue, 
palpitation, dyspnea, or anginal pain 

 Class III  Patients with cardiac disease resulting in marked limitation of physical 
activity. They are comfortable at rest. Less than ordinary physical activity 
cases fatigue, palpitation, dyspnea, or anginal pain 

 Class IV  Patients with cardiac disease resulting in inability to carry on any physical 
Activity without discomfort. Symptoms of cardiac insufficiency or of the 
anginal syndrome may be present even at rest. If any physical activity is 
undertaken, discomfort is increased 

  The New York Heart Association functional classification. 
 From The Criteria Committee of the New York Heart Association, Inc.  Diseases of the Heart and 
Blood Vessels: Nomenclature and Criteria for Diagnosis . 6th ed. Boston: Little, Brown, 1964.  
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  Comparison of Communimetrics to Psychometrics 
and Clinimetrics  

 Measurement can be conceptualized as having at least two distinct phases, input 
and output. Each aspect requires that decisions be made regarding how that aspect 
is conceptualized and managed in the measurement process. The input phase 
involves all the operations of observation and scoring. The input aspects of mea-
surement involve decisions about what to observe, under what conditions to 
observe, and using what information source for the observation. The output phase 
involves all the operations involved in using and sharing the measured values. The 
output process involves decisions about how information is scaled, combined and 
reported. As demonstrated in   Chap. 1     (Fig.   1.2    ), considering measurement for its 
communication value shifts the focus from the input side of the measurement 
process to the output side of the same process. Blanton and Jaccard   (2006)        have 
argued that many psychometric measures are arbitrary because the numeric values 
generated have no grounding in reality. The goal in emphasizing the output appli-
cations to the measurement process is to help ensure that the measure is not arbi-
trary and values generated from a measurement process will be accepted for use 
within human service enterprises. Therefore, in order to maximize output value, 
decisions regarding input choices are guided by applications of the measure on the 
output side. 

 All measurement theories have to make decisions regarding how the input and 
output processes interact and inform decisions about each other. Communimetrics 
differs as a measurement theory from psychometric theories with regard to input, 
output, and their interaction. Communimetric theory differs from clinimetrics 
primarily in terms of output decisions.  

  Input Processes in Measurement  

 In designing a measure, the first decision that must be made is what aspect of the 
human condition is to be measured. There are a potentially infinite number of 
things about people that might be measured; they vary from large, rather global 
constructs (e.g., job skills, depression) to rather molecular behaviors (e.g., eye 
blinks, simple arithmetic skills). 

 The first decision about what construct to measure often has clear and immediate 
implications as to many of the significant decisions regarding the operations 
required to measure. For example, if you want to assess eye blink frequency it 
requires a process that involves prospective, external observation since self-monitoring 
eye blinking behavior likely influences its frequency. And nobody remembers 
whether they (or someone else) blinked after even just a short period of time, 
so recall methods of observation are not feasible. Sadness, on the other hand, is 
something only available through introspection on the part of the target person. 
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 The second step of the measurement process is in regard to the procedure or 
operations to be used. With measuring humans, there are three basic choices: self-
observation, other observation, and instrument observation. Self-report is preferred 
when the construct is an internal state that only the individual has access to observe. 
Knowledge is the best example. The only way one person knows what another 
person knows is by asking (or testing) them with regard to their knowledge. Other 
observation is generally used when either self-report is not feasible or cannot be 
trusted to be accurate. Instrumentation is often seen as the most scientific of all 
measurement approaches, but it requires a construct for which an observation 
instrument has been developed. Thus, applications have historically been limited to 
very specific constructs in which measurement has a clear value and the operation 
can be automated in some manner (e.g., temperature, weight). Our information 
culture and the microsizing of computers has created a dramatic increase in instru-
ment measurement in stores and other venues. For example, phenomenon such as 
Web surfing can be measured using instrumentation (e.g., how many hits on a site). 
In health care, instrument measurement of humans is widespread, with examples 
ranging from blood pressure (which still has another observation component in 
many cases) to positron emission tomography. 

 The conditions under which a measure is applied is generally the third decision 
of the measurement input process. In physics and chemistry, there are often power-
ful assumptions regarding the conditions of measurement (e.g., standard tempera-
ture, no gravity). In the measurement of humans, many have tried to be equally 
rigorous, but the realities of the processes necessary to obtain information often 
compromise rigid rules regarding the conditions of measurement. Standardized 
tests in the education field are good examples of attempts to enforce routine condi-
tions on the measurement process. People administering standardized tests have a 
set of rules and time frames that they must follow in order to ensure comparability 
in conditions across different measurements. The administration of these standard 
educational tests via computer has made this type of procedural control more effi-
cient. Other examples include measurement at intake into a clinic or program fol-
lowed by repeated readministration of the measure at fixed intervals (e.g., every 3 
months, at discharge). 

 The final consideration, although not necessarily the last, in the input process of 
measurement is the satisfaction of whomever must complete the measure regarding 
its ease of use, suitability, etc. These characteristics are included what has been 
called “face validity,” i.e., the measure is valid on the face of it. Existing measure-
ment theories weigh the importance of this consideration differentially.  

  The Output Process in Measurement  

 There are also a number of important decisions that the developer of a measure 
must confront regarding the output of the measurement process. Scaling is the 
first decision of the output process. What is the unit of measure? How many levels 
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exist in each item? What is the proposed relationship among those levels? 
Historically, scaling has been categorized as categorical, ordinal, interval, and 
ratio. Categorical scales describe things in discrete groups that have no hierarchy. 
Ordinal scales have a hierarchy, but the differences among levels in this hierar-
chy are not comparable. Interval scales order levels in a fashion that allows for 
an assumption of equal differences among levels. Ratio scales have an absolute 
zero. Ratio scales are thought to be rare for constructs of interest within human 
service enterprises. 

 Within these standard categorizations of scales, there is further differentiation. 
For example, Gutman scales are a form of an ordinal scale in which each new 
response, when endorsed, requires that all previous responses have been endorsed 
as well. The classic example of a Gutman scale measures racial discrimination 
using something like the following questions:   

   1.    Would you be OK with a person of [insert race] living in your town or city?  
   2.    Would you be OK with a person of [insert race] living in your neighborhood?  
   3.    Would you be OK with a person of [insert race] living on your street?  
   4.    Would you be OK with a person of [insert race] living next door to you?  
   5.    Would you be OK with a person of [insert race] living in your house?     

 If you said yes to question 4, then you would obviously have said yes to ques-
tions 1 through 3, but may not necessarily had said yes to item 5. 

 There are other types of ordinal scales: frequencies, class rank, power rankings 
of sports teams, etc. are all ordinal in their scaling properties. These scales are easy 
to use and understand, but are limited in statistical applications as they are less easily 
combined, and often you can’t use parametric statistics with them. Frequency 
scales (i.e., raw counts) are often mistakenly thought of as interval scales. 

 Within interval scales, the most common type is the Likert Scale (Anastasi, 
  1968    ; Nunally, 1976   ). Generally, Likert scales assess either agreement or intensity, 
which is sometimes used to convert frequency measurement into an interval scale.  

 Agree completely  Never 
 Agree somewhat  Rarely 
 Neither agree or disagree  Sometimes 
 Disagree somewhat  Often 
 Disagree completely  Always 

 There are other types of ratings besides Likert Scales, such as visual analogs and 0 
to 100 ratings, which are thought to normally function as interval scales. By and 
large, it is accepted while these types of scales can be assumed to function as interval 
scales; however, it is a good idea to test any scale as it functions to ensure this 
important characteristic. 

 Once scaling decisions have been made, the next decision about measurement 
output is how to combine items. It is on this decision that the various measurement 
theories diverge most dramatically, so this topic is discussed in greater detail within 
each of the major theories. However, overall, decisions have to be made about 
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which items can be added together and in what fashion in order to create scores that 
are used as the primary outputs of the measurement process. With psychometric 
theories, single items are thought to not make reliable measures; therefore, some 
combination is always required. With clinimetric and communimetric measures, 
single items can make reliable measures, so the decision making in this regard is 
different. Generally, with clinimetrics only single-item scales are used, so decisions 
about combinations are moot. 

 As discussed, Blanton and Jaccard (2006) have described the problem of 
arbitrary metrics in psychological measures. These authors define arbitrary as 
“when it is not known where a given score locates an individual on the underlying 
psychological dimension or how a one-unit change on the observed score reflects 
the magnitude of change on the underlying dimension” (p. 28). In other words, 
scores on many measures do not have independent relationships with the degree 
(e.g., severity, difficulty, intensity) of the construct purported to be measures: A 15 
on the Beck Depression Inventory is not tied directly to a degree of depression 
itself. These authors press for tying levels of measures to real-world, meaningful 
events as necessary to making measures reliable, valid, and not arbitrary. 

 The third decision about output processes in measurement is how the scores are 
presented, displayed, or otherwise communicated. Some measures use normative 
transformations, such as T scores (mean of 50 with standard deviation of 10). Other 
measures use total scores or profiles of scores. Some strategy is necessary to ensure 
that the scores have meaning to those who intend to use them or that individuals 
who utilize the scores can be educated to interpret them appropriately. Psychometric 
measures must develop some strategy to ensure meaningfulness. Both clinimetric 
and communimetric measures are designed for immediate meaning, at least at the 
level of a single item. 

 The final characteristic of the output process is whether the use of the measure 
has any impact on the people who receive the information. That is, does the infor-
mation taken from the measure within the human services setting actually result in 
a change of behavior or performance. Although a validity consideration for all 
approaches to measurement, this measure utility or impact is not a primary consid-
eration in the design of measures developed out of psychometric theories. This is a 
central output consideration for communimetric measures.  

  The Relationship of Input and Output Process  

 In the measurement development process, depending on the theory, complex rela-
tionships exist between input and output processes. In particular, in psychometric 
theories results of statistical analysis of item performance from the output processes 
have direct implications for the design of input processes. Both classical test theory 
and IRT have specific, well-defined characteristics for a well functioning item. 
Those characteristics involve the statistical performance of the item relative to other 
items, and sometimes, an external criterion. An item that does not perform statistically 
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in a manner consistent with the theory, then it should be removed from the input 
process. Thus, measurement development is generally defined by findings from the 
input side of the measurement process. For example, in classical test theory there 
is an optimal correlation among items and between an item and the total scale. Two 
items that have a high correlation are considered redundant from an information 
perspective and one is generally removed. An item with too low of a correlation to 
the total score is thought to be measuring a different construct and therefore, it is 
eliminated. If a subset of items can predict the total score of a larger set of items, 
then a shorter version of the measure (i.e., the subset) is recommended. 

 Item-response theory uses item fit statistics to determine whether the item is 
performing as expected. In other words, is the probably of endorsing different levels 
of an item (i.e., termed item difficulty in Rasch modeling) consistent with that 
item residing on the underlying continuum shared by other items in the sample. 
In addition, item-response theory looks for items that spread across likelihood of 
endorsement (i.e., item difficulty) to ensure that items are included that are sensitive 
at different levels of the construct. Failure on these input analyses leads to changes 
in the input process. Thus, if too many items are “easy” (i.e., frequently endorsed), 
it will result in an insensitive measure across the latent trait and the measure will 
have a ceiling effect. More difficult items must be identified. Similarly, if there are 
two many “difficult” items (i.e., rarely endorsed), then the measure has a floor 
effect and easier items must be added. A shorter version from an IRT is a scale that 
has a uniform distribution of items across levels of difficulty while maintaining 
good item fit statistics on the continuum. 

  Input and Output Processes in Human Service Enterprises 

 Human service enterprise settings have very different priorities than research settings. 
Accommodating these technical and contextual requirements requires a broad 
scope for models of measurement. The measurement model must include guide-
lines for utility in operations as well as reliability and validity. It is not necessarily 
true (as psychometric measurement theory assumes) that if you develop a good 
measure from an item analysis, it will result in a useful measure within a human 
service enterprise. Measures intended for the assessment of transformational offer-
ings should be easy to use and brief. Their output should be clear, unambiguous, 
relevant, easy to translate into intervention planning recommendations, and acces-
sible to providers, consumers, and policy makers. Classical test theory, IRT, and 
clinimetrics are not able to fully inform the development of measures meeting these 
requirements in human service enterprise applications. 

 As discussed in   Chap. 1    , in entities that provide help for people, the primary role 
of measurement is to communicate. That communication is first between the 
consumer and the provider (e.g., what do we need to work on together?), but the 
communication can be far more complex than that. Often, human services are paid 
for by the government or other entities. Thus, third parties (the consumer is the first 
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and the provider is the second party in the transaction) are involved in payment 
for these interventions. Communication between providers and payor also is 
important. In addition, fourth parties are involved, including accreditation and 
other entities that monitor human service enterprises. In some situations, even fifth, 
sixth, and seventh parties are involved because the nature of the intervention 
requires the participation of multiple system partners. For example, in the child-
serving system, it is not unheard of that child welfare, juvenile justice, mental health, 
and educational representatives are involved with the same youth. Communication 
with each of these parties is important to the work. That communication should 
focus on the nature of the work—the  human  in the human service enterprise. 
Measurement as communication is different in some important ways than other 
forms of measurement.   

  Principles of Communimetrics  

 Considering the communication value of a measure from the beginning changes 
some core principles of measurement design. This is particularly true when a con-
stitutive view of communication is taken in which communication is viewed as the 
creation of a shared meaning. There are six key principles of measurement as 
communication—communimetrics:

   1.    Each item has implications for differential action.  
   2.    Levels of each item are immediately translatable into action.  
   3.    Measurement must remove the context, including:

   a.    Services already in place  
   b.    Culture  
   c.    Development      

   4.    Measurement is descriptive and minimizes cause–effect assumptions.  
   5.    Observation windows can be trumped by the action levels.  
   6.    Information integration     

  Each Item Has Implications for Differential Action 

 Like clinimetric measures, communimetric tools are designed so that they can operate 
at the item level. As described, clinimetric measures have proved false the psycho-
metric theory position that only multiple item scales are reliable by demonstrating 
the feasibility and utility of single-item scales in medical settings. Communimetrics 
also emphasizes the use of single items, but also encourages multiple item approaches 
to allow comprehensive assessments of multiple constructs to facilitate decision 
making and outcome monitoring. 

 Given the action orientation of communimetric tools, items are included in a 
measure if they have a potentially meaningful relationship to what happens next 
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in the human service enterprise. In other words, the assessment is a planning process 
for any interventions that follows; items exist to inform choices among possible 
interventions or approaches. An item that is irrelevant to the planning process 
should not be included.  

  Levels of Items Translate Immediately to Action 

 A unique requirement of a communimetric measure is that the levels of measure-
ment on each item should translate into action. In other words, the individual items 
are selected to guide decision making. The levels of these items should further 
guide decision making by indicating what level of service effort is required. 
A standard four-point communimetric scale might look like the following:

   0    No evidence, no need for action  
   1    Watching waiting/prevention or keeping an eye on something  
   2    Action is needed  
   3    Immediate or intensive action is needed     

 Thus the design of the levels of an item on which ratings are made should immedi-
ately communicate the meaning of the item from a planning perspective. Here 
would be an example of a communimetric scale for a strategic planning process:

   0    Not relevant  
   1    Parking lot  
   2    Issue to be addressed  
   3    Priority issue     

 An issue that is classified as not relevant can be dropped from the discussion. 
A “parking lot” issue is something that isn’t immediately important, but should be 
returned to at a more appropriate time. Items rated a 2 or 3 should be addressed in 
the strategic plan with those being rated a 3 taking priority. 

 Strength-based planning has increasingly become a best practice in child serving 
systems (Healy,   2005    ). The following is an example of a communimetric scale from 
the Child and Adolescent Needs and Strengths for strengths measurement:

   0    Centerpiece strength  
   1    Useful strengths  
   2    Identifi ed strength  
   3    No strengths identifi ed     

 In this model, a centerpiece strength can be used as the focus of a strength-based 
plan. For example, if a child is removed from his or her parents due to abuse or 
neglect, but grandparents are available who are willing to take the child into their 
home, that is a centerpiece family strength. A useful strength is something that can 
be included in a strength-based plan but cannot serve as a centerpiece (e.g., knitting 
when stressed, enjoying singing in a choir, youth soccer for an 8 year old). An identified 
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strength gives you a window into where a strength could be built (e.g., a particular 
vocational interest in the absence of any knowledge or skills), and if no strength is 
identified that would preclude its inclusion in a strength-based plan. Thus, using 
this communimetric strength scale, strengths rated a 0 or 1 could be included in 
strength-based planning and those rated 2 or 3 might become the focus of strength 
identification and building efforts. 

 The action orientation of a communimetric tool is one of its greatest strengths. 
It eliminates the arbitrariness of a Likert scale as there is a clear link between the 
level of the measure and the external world. It makes the link between assessment 
and intervention planning transparent in support of supervision and other forms of 
accountability. It facilitates a full understanding of when interventions are no longer 
necessary, although meaningful applications for outcomes management. The levels 
of the items communicate between assessor and various parties who might be 
involved in providing transformational experiences based on the assessment find-
ings. People who are assessed often report that this is the aspect that they most 
appreciate because it provides them with a framework for the work they have ahead 
of them if they wish to change aspects of their lives. However, the action orientation 
is not without controversy. 

 By establishing a clear, visible link between assessment processes and inter-
ventions opportunities for accountability are dramatically enhanced. I was doing 
training in Florida on a mental health version of the CANS and I presented the 
basic action levels: no evidence, watchful waiting/prevention, action, and imme-
diate/intensive action. Someone came up to me at the break and said, “Well John, 
you realize this means we have to do something.” They were quite distressed 
at thinking that once the tool had been applied it became clear to youth and 
families that something had to be done. I was struck by the irony of this concern. 
I answered, “That’s exactly what it means. If you rate an item 2 or 3, then some-
thing has to be done.” Isn’t that the point of assessment after all—to figure out 
what needs to be addressed? 

 In New Jersey, I completed training and e-mailed people who had passed and not 
passed the certification test demonstrating reliability. One particular person was not 
reliable, and I e-mailed her with the news and feedback on what she missed. 
Essentially she had consistently underestimated needs of the youth in the test 
vignette. Reacting to this feedback, she replied that underestimating needs was just 
how they worked at her office. She stated that they really didn’t have any options 
available to serve children and youth and had just found that they were better off 
pretending that treatment needs just didn’t exist. Of course, this is missing the point 
of the framework for these types of tools. It isn’t about pretending everything is 
OK. The process should be about identifying needs and if you can’t meet them, then 
you have succeeded in identifying an unmet need. Documenting unmet (or 
unmeetable) needs becomes important information for improving the human service 
enterprise in the future. 

 This concern about action continues to be a sticking point for some people as they 
attempt to implement communimetric tools in human service enterprises. But just 
because you identify an item that requires action, it does not mean that a specific 
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action should automatically follow. Because of the fifth principle of communimetric 
measurement, “It is about the what, not the why,” there is no need to define precisely 
what must be done. In fact, creating hypotheses about the why (i.e., cause-and-effect 
relationship leading to the identified need), is the nature of transformational inter-
ventions. It is one thing to identify whether an entrepreneur has human resource 
management skills; it is a different thing to figure out how to help that specific per-
son develop his or her skills. Or, it is one thing to say that a child or youth is misbe-
having at school, it is a different process to determine why. The specific intervention 
is based on a hypothesis of the why. In the communimetric measurement model, 
assessment is describing the target of the intervention. The choice of interventions is 
often based on a hypothesis about a potential cause of the target. 

 An additional concern that is sometimes raised about action levels is that they 
are somehow circular. In other words, by defining the ratings based on actions to 
follow, the assessment is no longer independent of these actions. I would argue that 
it is true that the ratings are not independent, but that this interdependence is a good 
thing and not a problem within the context of the human service enterprise. Here is 
where the business context is different than a scientific perspective that might 
require that any measurement is independent of all others. It is quite valuable to 
understand how assessors are conceptualizing needs and strengths from the per-
spective of the enterprise. The action levels make this possible. A constitutive form 
of communication in which meaning is made among parties in the transaction 
through a consensus on the relationship of the level of need to the level of interven-
tion is a major benefit of this approach.  

  Considering Context 

 A second unique feature of a communimetric approach is that the person(s) com-
pleting the measure is required to consider the larger context in which the mea-
surement is occurring to prevent undue influence of contextual factors on the 
description of the person or entity under consideration. This characteristic is radi-
cally different than traditional scientific measurement, which attempts to control 
contextual factors methodologically rather than conceptually. Physics measures in 
a vacuum. Chemistry measures at a set temperature and barometric pressure. Such 
methodological control is not possible in human service settings. The following 
are some contextual considerations that might influence the process of establishing 
action levels. 

  Services in Place 

 The purpose of measurement in service delivery is to determine what actions must 
be taken. If actions are already being taken, that changes the context of the measurement 
process. That is, you are measuring things that are the targets of the enterprise. 
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If you are providing business incubation you are measuring factors related to 
entrepreneurial success. If you are providing health care, you are measuring things 
related to health status, level of functioning and well-being. If you are providing 
vocational services, you are measuring things related to job readiness. 

 If you are in the middle of providing interventions in support of improving tar-
gets of the enterprise, then it falls to reason that you would expect change in these 
targets as an outcome of these activities. That’s what transformative offerings are 
all about. However, many such interventions may work only while they are active. 
For example, a person may perform adequately at work only when a job coach is 
present. Remove the job coach and performance deteriorates. Or, a person with a 
severe mental illness may only be symptom free when they take medication as 
prescribed. The intervention meets the need, but does not resolve it. 

 In order to understand the need for ongoing interventions, those that must 
remain in place to secure success are different from those interventions that have 
accomplished their objectives and can be ended. Traditional measurement 
approaches do not make this distinction. They describe the status of the person 
 regardless  of the service context. A person performing well at work with a job 
coach is no different than a person performing well with one. A person who is not 
symptomatic on medication is no different from the person who no longer needs to 
take his or her medication at all. In traditional measurement, interpretation of the 
meaning of the measure requires one to consider the service context after the 
measurement has been completed, as part of the analytic work. This ad hoc inter-
pretation of contextual factors creates all sorts of problems with communication. 

 Consider the following example. Residential treatment is a common intervention 
for children and adolescents with severe or complex needs. This form of treatment 
involves placing the youth into a therapeutic living situation where he or she might 
stay for treatment from 30 days to several years. The treatment often works and 
youth get better during the episode of care. The youth then is returned to home or 
back to the community in a foster home or perhaps even an independent living 
environment. I have often heard it reported that parents and community providers 
experience the reported status of children and youth using standard measures as 
misleading, saying something to the effect of, “The residential provider says that 
the youth was doing fine, but as soon as they got back home everything began to 
fall apart again.” This miscommunication occurs because the residential provider is 
describing how the child is doing  in their setting , which has all sorts of therapeutic 
components and behavioral controls. 

 A communimetric measure requires that the communicator represent the child 
or youth’s status independent of the service setting. So instead of describing how 
the youth is doing in residential treatment, the communicator is instructed to 
assess how that individual would be expected to function without all the supports 
inherent in the residential treatment center. Thus, in order to effectively communicate 
using a structured measure, the residential rater has to distinguish setting effects 
(improvements that come from living in a structured setting) vs. treatment 
effects (improvements that transcend the structure setting that will generalize to 
other environments).  
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  Culture 

 Over the past several decades, social scientists and service delivery systems have 
become sensitized to the complexity of addressing cultural issues effectively in 
practice. There is overwhelming evidence that racial and ethnic disparities exist in 
many human service systems in the United States (e.g., Smedly, Stith, & Nelson, 
  2003    ). Addressing cultural issues is complex, however. There are actually three 
different strategies that are necessary to effectively address cultural issues in human 
service enterprises. 

  Treating Different People Differently 

 The primary focus of cultural-based initiatives in service delivery has been an effort 
to teach service delivery systems to treat different people differently. This skill set 
is often referred to as cultural sensitivity. Some people use the term  cultural 
competence , but I would argue that this term is an oxymoron. The opposite of compe-
tence is incompetence, and anyone who goes around referring to others as “incom-
petent” is likely not sensitive to others. Thus, it seems preferable to choose to use 
the term  cultural sensitivity  to describe the skill of adjusting the human service 
enterprises to account for relevant variations in culture. 

 An obvious example of cultural sensitivity comes from mental health. If a person 
is an active member of a Pentecostal church, he or she may talk in tongues during 
religious services. This behavior does not make the person psychotic. The same 
vocalization patterns exhibited by someone walking down the street or being inter-
viewed in an emergency department might be seen as compelling evidence of a 
symptom of psychosis. 

 I recently received an e-mail from a colleague about a case of a young woman 
in Oregon. Her grandfather had died and she had been close to him. He was the 
 pater familia  and a source of significant support for this adolescent girl. Following 
his death, she reported talking to her grandfather and her psychiatrist diagnosed her 
as psychotic and sought to start her on antipsychotic medication due to the presence 
of delusional thinking. Here’s the problem with this situation. The young lady was 
Native American. In her culture, speaking to dead ancestors is a traditional way of 
describing the continuing influence of a lost loved one, just like a religious person 
may refer to speaking to God. 

 Traditional measurement approaches try to measure completely independent of 
cultural influences. So ratings assessing delusions or hallucinations might be 
defined in a way that a Native American or devoted religious person might respond 
to in the affirmative. This approach forces cultural sensitivity to occur after the 
measurement process is complete as a part of interpreting the numbers. While 
measuring independently from cultural influences is reasonable, and perhaps even 
optimal, for scientific investigation, it places enormous challenges on information 
collected in service delivery settings. Without detailed knowledge about the cultures 
of individuals involved in transactions, it is exceptionally difficult to recreate 
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potential influences with aggregated data. Thus, it is difficult to know whether 
disparities exist in assessment or interventions. 

 Some psychometric measures, such as the Cardiff Anomalous Perception Scale 
(Bell, Halligan, & Ellis,   2006    ) address this issue by making all items ipsative; that is, 
based on the individual’s open experience set, e.g., “Do you ever think that food or drink 
tastes much stronger than it normally would?” This represents a reasonable alternative 
to considering cultural factors prior to establishing the level of an item. In this model, 
you allow the individual to correct for cultural influences prior to answering the ques-
tions. However, such instructions are never a part of psychometric measurement. 

 In the traditional model cultural factors become variables that you have to con-
trol in order to interpret information. Large sample sizes and/or sophisticated mul-
tivariate statistical techniques are required to ensure that standards of cultural 
sensitivity are met. You can’t really even report the frequency with which people 
report “delusional thinking” without first factoring in the degree to which some 
cultural factors might influence this rate. Placing this level of interpretative respon-
sibility at the analytical level (following scoring) is inconsistent with effective com-
munication because the raw data collected might be misleading unless specific 
analytical procedures are first applied. At the individual person level, the implica-
tions are more complicated and you are left trying to decide whether or not the 
information is meaningful. A clearly interpretable rating that does not require scoring 
is the clearest form of communication. 

 The traditional alternative to understanding contextual variables analytically is 
to create different measures for different contexts. This is one of many reasons why 
so many different measures exist in the human service enterprise. However, the use 
of culturally specific measurement is limited if you want to be able to draw conclu-
sions about human service enterprises in cross-cultural settings or if you ever want 
to understand the role of culture in the functioning of these enterprises. 

 Communimetric measures build the concept of cultural sensitivity directly into 
the measurement process. Before an action level is determined, culture must be 
considered. If something is a behavioral norm in an individual’s culture, then it is 
not a need. Family involvement manifests itself in very different ways across ethnic 
and cultural groups. Consideration of these factors must occur before one could 
identify actionable family needs or strengths. 

 An exception to this rule exists when a specific culture has a behavioral norm that is 
outside the range of nonculture-based behavioral norms. Behaviors such as corporal 
punishment and female castration are examples of these types of behaviors; normative 
in some cultures, but widely unacceptable across cultures. For example, a parent beating 
his or her child would be described as physical abuse in the United States, Canada, and 
Europe regardless of the culture of the person for which that behavior is described.  

  Treating Different People the Same 

 Cultural sensitivity does not apply to all situations. There are situations in which we 
must learn to treat different people the same regardless of their cultural differences. 
Racial disparities in health care and employment are important examples of these 
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problems. For example, there is substantial evidence that in the United States, African 
Americans are more likely to be admitted to the hospital and receive lower-quality 
outpatient treatment than do Caucasians (Smedly et al., 2003). Nobody believes that 
race should explain the utilization of health care or employment rates and income 
levels. If a measurement process is to be useful from a cultural perspective in a delivery 
system, it should be able to be used to identify and address disparities.  

  Addressing Cultural Needs 

 The third way in which culture should be addressed within a delivery system is that 
sometimes specific culture-based needs can be identified. Once identified, the system 
should be able to address them. Language is an obvious one. If a person of a 
family member does not speak the primary language in a jurisdiction, then he or 
she needs help to ensure that effective communication can be accomplished. 
Without everyone in the process having a full voice, it is impossible to have a fully 
effective system. Other cultural needs might include access to rituals (e.g., food, 
holidays, music) or cultural identity and/or stress. Often, families that emigrate to 
the United States experience complex intergenerational stress in that the children in 
the family are sometimes more readily affected by U.S. cultural influences, creating 
tensions with parents.   

  Development 

 A third contextual factor can be development. We have dramatically different 
expectations with regard to behavior and performance based on age, both chrono-
logical and developmental. All 3 year olds have anger control problems, so this is 
irrelevant to any assessment of behavioral health. A 15 year old or a 30 year old 
who has the anger control skills of a 3 year old would represent a problem, however. 
We don’t expect an infant to be able to toilet himself or herself. By around 2 years 
old, this becomes a societal expectation, and the failure of an older child to success-
ful toilet himself or herself is considered an actionable need. 

 Recreation functioning requires entirely different considerations based on age and 
development. Children do not engage in the same recreational activities as adoles-
cents. Young adults do not engage in the same recreational activities as older adults. 
If you want to understand recreational functioning in terms of the need for interven-
tions, it is essential to do it within a developmentally appropriate framework.   

  Measurement is Descriptive 

 In the context of measurement in human services, causal relationships are complex 
and judgments with regard to cause-and-effect is subject to substantial error. For 
instance, in behavioral health, there is no known pathogen. Therefore, jumping 
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to a cause of any symptom or behavior is likely to be wrong. So, at least for the 
majority of items, communimetric tools tend to focus on describing actionable 
conditions rather than interpreting them within a causal framework. 

 In trainings, I often use the mantra, “It is about the what, not about the why.” 
In my experience this aspect of the communimetric measurement facilitates its use 
in constitutive communication. In many situations within human service enter-
prises, shame and blame come from the why. Stigma comes from the why. When 
you focus on the what—the description of what the needs are without initially 
trying to determine the cause of these needs—it serves as an engagement strategy. 
The fact that you are homeless is one thing. The reasons you are homeless are a 
different conversation. 

 Treatment interventions are almost invariably directed to the theory of why. So 
the nature of the intervention requires a hypothesis about the why to go along with 
the description provided in the assessment. This relationship between assessment 
and treatment allows you to use communimetric tools to pursue person-driven 
planning. In other words, the assessment process is used to reach a consensus about 
what is going on (i.e., constitutive communication). The individual or family generates 
hypotheses as to why these things are happening; then the professional brings in 
evidence-based approaches to address this proposed cause. If the first intervention 
doesn’t work, then a new hypothesis is generated.  

  Use of Time Frames (Windows of Observation) 

 All measures require a definition of the time frame over which an observation can 
occur. As a thinking tool, communimetrics has a different philosophy in this 
regard. Time windows for observations (e.g., 30 days, 24 hours, etc) are recom-
mended, but they exist to remind people using these tools that ratings should be 
fresh; however, these ratings must be implemented with flexibility. At the end of 
the day, the role of a measurement process in the human services context in which 
communimetric tools are used is to establish actionable items. Thus, the action 
levels take precedence over the time frames. Time frames are only relevant as they 
inform action levels. 

 For example, in the Child and Adolescent Needs and Strengths (CANS, see 
  Chap. 5    ), a 30-day time frame is used unless an item specifies otherwise. However, 
a rater can change his or her rating based on the specific situation. My favorite 
example of this procedure is an example of doing an assessment with a young adult 
who is in the hospital after a car accident. Let’s say for sake of illustration that the 
young man drank, drove, and crashed his car. As a result of the crash, he ended up 
hospitalized in a coma for 90 days. If you were charged with planning his treatment 
post-discharge from the hospital, would you argue that he has been “clean and 
sober” for 90 days? Of course not. He’s been in a coma. In fact, his substance use 
need would probably best be described knowing how he was doing prior to his 
accident, not during his hospital stay.  
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  Information Integration 

 Communimetric measurement is an information integration strategy. Information 
integration refers to the process whereby multiple inputs are combined to generate 
a measurement. Therefore, communimetrics operates at a higher level of measure-
ment than the direct application of instrumentation. A lab assay applies measure-
ment processes to biological materials. A ruler applies its metric to an observed 
distance. The direct application of instrumentation to generate measurement is the 
foundation of science. However, when information is used in human service set-
tings, it is often necessary to measure at what might be called the level of  executive 
function . This type of measurement process requires the combination of multiple 
and potentially competing measurements or observations into a single measure. 
Psychometrics accomplishes information integration by asking multiple questions 
to the same source to measure a specific construct. That requirement can be limit-
ing. For example, if a clinician is attempting to measure depression, self-reported 
symptoms are one input; however, observed mood, physical activity levels, and 
reports from significant others, are all relevant to that measurement process. 
The clinical judgment of whether or not depression is evident and to what degree 
is based on the integration of measurement from multiple sources. Any clinician 
will tell you that single-source measurement is inherently limited across a cohort of 
assessments. 

 In children’s mental health, the Child Behavioral Checklist (CBCL; Achenbach, 
1991) has versions for parents, teachers, therapists, and youth. The correlations 
among these versions are generally quite low. Accordingly, these findings demon-
strate that working independently, different people describe the same youth differently. 
However, at some point everyone should come to agreement about what the youth 
needs and what should be done about it. The disagreement among the multiple 
sources only prepares you for how much work you will have to do to reach consensus. 
The consensus is necessary to actually intervene. 

 Similarly, if a business incubator is attempting to understand a start-up company’s 
market potential, the inputs into that assessment are also multiple. It may 
include the novelty of the product, its cost, the existence of a known market, and 
so forth. Each of these factors, all relevant to market potential, require different 
measurement processes. However, the venture capitalist still must put all of those 
inputs together to make his or her judgment with regard to a new business’s market 
potential. 

  Team Decision Making and Strategic Planning 

 Communimetrics is designed to operate at the level of the person overseeing the 
implementation of the interventions within a human service enterprise, e.g., the 
clinician or the venture capitalist. In fact, the design of the communimetric approach 
is uniquely suited for team decision-making measurement. Any strategic planning 
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process can be conceptualized as measurement: What do we have? What do we 
need? What should be done to move forward? These are all higher-order measure-
ments. Teams convene to provide multiple inputs into these planning processes. 
The contribution of each team member can be conceptualized as a measurement input, 
and the output of the team similarly can be seen as a measurement. Communimetric 
measures function well as outputs of team measurement processes. Again, the team 
is generally engaged in constitutive communication, creating meaning.  

  Self-Report and Communimetrics 

 Measurement strategies that have the respondent directly answer questions on a 
survey are commonly called  self-report . In many ways, self-report measurement is 
a field in and of itself, as the nuances of how you obtain accurate and useful infor-
mation directly from target respondents has received much investigation. Self-
report methods of measurement have a number of important advantages:

   They are direct. The target person is the one who responds to the questions or • 
item prompts. There is no interpretive filter by an observing other.  
  They provide a certain level of confidentiality; sometimes the illusion is even • 
greater confidentiality than is actually the case.  
  They are inexpensive. Generally the target person is not paid to complete the • 
measure, so from the human service enterprise perspective, it is provided at 
almost no cost.    

 Getting information directly from the individuals you are seeking to measure 
makes a great deal of sense. Who knows you better than yourself? As long as 
the information sought is open to self-observation, then in theory at least, it is 
accessible to self-report measurement. And, things that are never available to 
observation (e.g., a feeling state, self-esteem) are only accessible via some form 
of self-report. 

 There is a body of research that suggests people are often more comfortable tell-
ing secrets to a computer administered survey than to a person-administered 
approach (Lyons, Howard, O’Mahoney, & Lish,   1997    )   . This suggests that there is 
something about interacting with a form that is different than interacting with a 
person. The relational aspects of the presence of the other person might influence 
how we choose to present ourselves. Relationships can influence differential 
responses depending on the method of inquiry. This effect appears despite the reality 
that eventually other people will view the person’s responses to the survey ques-
tions even if they were provided only to a computer. Consequently, some form of 
faux confidentiality effect appears to be operating. Perhaps if you don’t have to 
witness the other person’s reaction to your responses, you don’t worry about those 
reactions as much as if the other person is sitting with you and you can directly 
observe her or him as you answer questions. 

 Once you consider self-report from a communication perspective, it shifts how 
you think about self-report methods and may lead you to consider whether it really 
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is a separate method at least in human service enterprise applications. Table  2.2  
inventories three basic approaches to self-report. Instructions only is the type of 
measurement process in which you simply give the respondent the survey, with 
instructions written on the survey, and ask him or her to complete it independently. 
With support involves working with the respondent to make sure he or she 
understands the instructions and what each question is attempting to measure. 
Collaboration means that the respondent and a professional sit down together and 
talk through the survey so that the respondent can fill it out. Which strategy you 
choose will depend on a variety of factors, including the difficulty of the construct 
measured and the age, developmental stage, and reading level of the respondent.  

 Table  2.2  also contains three basic methods for interview. Open-ended inter-
views are simply discussions. They have no required structure. Semistructured 
interviews provide some basic structural guidelines in terms of topics and general 
questions, but limit the structure to more global topics than specific questions. 
Structured interviews, on the other had, are fully elaborated. Questions are provided 
to the interviewer, who is expected to ask them verbatim, and the respondent is 
given closed-ended response options and asked to endorse one (or more) for each 
question. 

 If you consider the options in Table  2.2 , you will see there is hardly any differ-
ence between a collaborative model of self-report and the structured interview 
technique. The difference may be only who wields the pencil (or access to the keypad) 
to actually answer the questions. In self-report, the respondent generally completes 
the form, while in a structured interview the interviewer does. 

 One could actually make a similar interpretation of the other pairs of methods. 
In some ways (although not all), self-report with support and semistructured inter-
views are similar in that they both give a bit more leeway for the person completing 
the form to interpret the information herself or himself without the input of others. 
And, only self-report and open-ended interviews both give the person completing 
the form a great deal of freedom to interpret the measure in any fashion. The only 
difference is in the range of response options. Generally, an interview has more 

  Table 2.2    Basic Methodological Approaches to Collecting Self-Report and Interview 
Information   

 Self-report 
 Instructions only. Informant is given form and completes it independently 
 Support. Informant completes form but is allowed to ask questions and seek assistance as 

needed 
 Collaboration. The form is completed as the informant works through the questions with 

someone to read and clarify the questions and possible responses. 
 Interview 

 Open-ended. Interviewer asks general questions and allows informant to determine the 
direction of the interview 

 Semistructured. Interviewer as a set of defined questions but allows the informant to deviate 
somewhat based on the content of the interview 

 Structured. Interview follows strict order of questions and requests that the informant answer 
the questions in order 
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response options than a self-report questionnaire (although this is not an absolute 
requirement).   

  Exploring Myths in Measurement 

 Merriam-Webster defines a myth as “(a) a popular belief or tradition that has grown 
up around something or someone; ( b)  an unfounded or false notion.” Based on 
research using psychometric theories and research samples, there are some myths 
that have become accepted truths of measurement. Primary among these beliefs are 
the following notions:

   Add or subtract an item from a scale and you change the reliability and • 
validity.  
  Change the order of the items and you change the reliability and validity.  • 
  Single-item scales are not likely to be reliable or valid.  • 
  All measures must be “normed.”    • 

 As may be obvious from the prior description of measurement of communimetrics, 
this theory of measurement questions these four beliefs. Since these ideas come 
close to reaching the perceived level of “truth” in the field of measurement, it is 
worth discussing why a communimetrics perspective does not accept the truth of 
these assertions. 

  Item Inclusion and Sequence 

 In order to understand these first two beliefs, it is important to consider the context 
of most measurement research in social sciences. The vast majority of measure-
ment research is accomplished by psychologists in university settings. These 
researchers balance their need to both teach and engage in productive research by 
establishing subject pools, often through introductory classes. For example, most 
introduction to psychology classes provider a very low-grade Sophie’s Choice—
either write a paper or participate in a research study. Not surprising, most students 
choose the research participation over writing an additional paper. Often psychologists 
are sometimes seen as tricky or manipulative in their research, so these naïve sub-
jects are likely wondering what the purpose of the study in which they are partici-
pating. In this context, of course, the inclusion or exclusion of an item makes a 
difference, or the order of the items shifts how subjects might respond to different 
questions. They are likely attempting to guess what the experimenter is looking for 
and tailoring their communication consistent with an emerging (and possibly shift-
ing) theory. This logic does not apply to people seeking assistance in the human 
service enterprise. 

 Although there are a large number of studies exploring these issues, they share 
the same basic method: the study of college undergraduates. As an example, Dahlstrom, 
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Brooks, and Peterson   (1990)        demonstrate that scrambling items on the Beck 
Depression Inventory results in a higher estimated level of depression than does 
ordering them by severity (as is the standard approach with this measure). Of course 
the subjects for this study were undergraduate women at the University of North 
Carolina at Chapel Hill, not people seeking treatment for their depression. Knowles 
  1988     with a sample of 120 undergraduate psychology and human development 
students at the University of Wisconsin at Green Bay demonstrated that the later an 
item occurred in a sequence, the higher its correlation with the total score. This 
finding was used to posit that over the course of the experiment, the subject was 
becoming increasingly self-aware (i.e., activated self-schema), and thus the subject 
is more accurate and reliable over time. 

 However, there is evidence even with college samples in support of the com-
munimetric perspective. Hamilton and Shuminsky   1990     followed the Knowles 
study to demonstrate that contextual differences can influence the importance of the 
serial position of an item. In their study of 242 college undergraduates at the 
University of Colorado at Colorado Springs, these researchers use Fenigstein and 
Levine’s   1984     story writing method to induce either an internal (self-awareness) or 
external focus. The subjects participating in the internal focus group were not 
affected by the serial position of items. Subjects in the external focus group repli-
cated the findings of Knowles (1988). 

 It is an easy argument that people seeking help from the human service enter-
prise would be far more likely to be self-aware regarding the reasons that they are 
seeking help than your average college undergraduate participating in a study that 
is not necessarily relevant to them other than helping them avoid writing a paper. 
In fact, I would argue that often self-awareness of need is what actually brings an 
individual in contact with the human service enterprise in the first place. While this 
is not always true (e.g., court-mandated treatment for mental health or substance 
abuse), it is generally true. Regardless, people are coming to human service enter-
prises for help. These individuals are fundamentally different from college fresh-
man participating in an experiment. There are very few people who would argue 
that the best way to get accurate information from people in need is to force them 
to answer a standard set of questions in a standard format. Reliability and validity 
of a measure are just technical aspects of accuracy. Most experienced human ser-
vice providers learn that they need to let people tell their stories to start—however 
they tell it. This builds the type of relation that is required to get accurate information. 
So in fact, a standard battery of questions that may or may not be relevant to the 
person seeking assistance is potentially off-putting.  

  Individual Items 

 The potential reliability of single items has been demonstrated multiple times in the 
field of medicine. From the Apgar forward, most clinimetric measures are single 
items that result in reliable and valid information. Therefore, this myth does not 



44 2 Measurement as Communication

reflect the existing literature. That being said, it remains the case that linear combina-
tions of variables are generally more reliable than single variables (within that set). 
But it is a non sequitur to argue that a linear combination of relatively unreliable items 
is more reliable and, therefore, valid than a well-constructed single item. Anderson 
et al. (2003)    demonstrated that item reliability can be obtained prospectively and with 
chart audit across a range of 45 different items of a communimetric tool.  

  Norms 

 Creating norms for various measures has been a tradition within psychometrics for 
a long time. The primary purpose of a norm is to try to give meaning to an otherwise 
arbitrary metric. By creating a standard scale with an identified and known mean and 
standard deviation it is possible to create clear expectations about the placement of 
an individual relative to all other individuals in the distribution of scores from that 
measure. We know that an IQ of 100 is perfectly normal (i.e., average) because 100 
is the defined mean of the normative IQ score. Further, we know that an IQ of 130 
is two standard deviations above the mean, indicating that 2.5% of the population 
has IQ scores at this level or higher. Similarly, an IQ of 85 is one standard deviation 
below the mean, indicating that only about 14% of people have an IQ lower than this 
one. Norming a measure makes the values more readily interpretable. Sometimes, 
but not often, that means they are more readily linked to real-world implications 
(Blanton & Jaccard, 2006). More likely, it gives a quicker sense of where an observa-
tion lies in a distribution of scores without telling us anything about its meaningful-
ness relative to external (real-world) implications of the score. 

 Communimetrics seeks to evolve many of the “rules” of psychometric measurement 
in the design phase. However, as discussed in the chapters that follow, when multiple 
items are combined to create scale scores, a number of psychometric considerations return 
as requirements for effective measurement in human service enterprises. It is primarily in 
the design phase that communimetrics represents a different theory of measurement.                                
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 As discussed, it is in the design phase that the distinctions between communimetrics 
and other theories of measurement are the clearest. Psychometric theories of 
measurement base many major instrument design considerations on the statistical 
performance of items and sets of items. While statistical relationships can be 
important, these are not the primary dictates for design considerations of a com-
munimetric tool. This is one reason why some measurement theorists have sug-
gested that clinimetric approaches that focus on the meaning of the item, and 
psychometric approaches that focus on the statistical performance of the item are 
complementary (Fava & Belaise,   2005    ). In this way of thinking, clinimetrics 
informs the design of items but psychometrics then are performed to determine 
whether the items are effective. 

 While clinimetrics offers significant improvements in the meaningfulness of 
measurement processes to people working within the health care enterprise, it does 
not take the item design phase far enough in order to maximize the information 
value within the context of human service enterprises. If you accept the premise 
that the primary and overriding purpose of measurement in human service enterprise 
settings is communication, principles of optimizing the communication value of the 
approach should guide the design process. In other words, the primary goal of a 
communimetric measurement tool is to effectively communicate the status of one 
person (or perhaps a family) to other people so that the human service enterprise 
can be helpful and perhaps even transformative to that person. 

 The process of designing measurement from classical test theory, item response 
theory, and clinimetrics have been detailed in a number of excellent resources 
and are not reviewed here. All measurement development can be thought of as a 
phased process. There are nine primary phases in the design of a communimetric 
measurement tool:

   1.    Defi ne the objectives of measurement.  
   2.    Determine the audiences—those participating in the communication process.  
   3.    Select the items based on what information must be communicated.  
   4.    Create action levels for the items.  
   5.    Develop anchored defi nitions of each action level for each item.  
   6.    Share draft items with audience representatives and revise according to feedback.  

   Chapter 3   
 Designing a Communimetric Measure        
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   7.    Test the tool in a fi eld application.  
   8.    Implement.  
   9.    Repeat the processes in 1 to 6 during the course of the use of the tool.     

  Phase 1. Defining the Objectives  

 The process of developing a communimetric tool starts with the specification of 
the objectives of the tool. While traditional measurement approaches focus on the 
construct validity of the use, communimetric tools focus on the utility validity (see 
  Chap. 4    ). Therefore, there is a premium on developing tools that can be simultaneously 
used for multiple purposes. In most circumstances, it is wise to seek multiple, 
simultaneous objectives for any tool. By increasing the overall importance of the use 
of the tool, this multitasking approach helps maximize the utility validity and increases 
the overall value of the tool. 

 Most people agree that information supports better decision making; so deter-
mining what information is needed and the possible purposes for this information 
is the challenge of Phase 1 in the measurement development process. The first step 
of this phase is to decide what information is needed. At this stage the definition of 
information can be left relatively vague as later phases allow a more detailed fleshing 
out of the measurement construct. However, at the start it is critical to have a basic 
conceptualization of the information sought by the measurement process. For 
example, in designing a tool for employment services one would conceptualize the 
information needed as factors directly related to employability (e.g., education, job 
history, job skills) and it likely should be expanded to include factors that might 
complicate employability (e.g., language and culture, health and behavioral health, 
functional limitations). 

 Once the basic domains of information are defined, possible uses should be 
considered. Table  3.1  contains an example of a basic grid that defines some standard 
uses of information in human service enterprises. Most settings have at least three 
levels—the person seeking assistance, the entity providing the help, and the larger 

  Table 3.1    Examples of Uses of Information at Three Levels of a Market   

 Customer 
 Program or 
Company 

 System, Market, or 
Jurisdiction 

 Decision 
support 

 Service planning  Eligibility  Resource 
management 

 Effective practices  Step-down  Right-sizing 
 Evidence-based practices 

 Outcome 
monitoring 

 Service transitions and 
celebrations 

 Program  Provider profiles 
 Evaluation  Performance and 

contracting 
 Quality 

improvement 
 Case management  CQI/QA  Transformation 
 Integrated care  Accreditation  Business model design 
 Supervision  Program redesign 
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system or marketplace in which that transaction occurs. Different types of systems/
markets have different names for these components, but all markets have at least 
these three levels at which information is used. In health care it would be patient, 
health care professional, hospital, and health care system. In children’s services it 
would be child/family, program, and system of care. In small business incubation it 
would be entrepreneur, incubator, and market. In corrections it would be prisoner, 
prison, and jurisdiction. Many markets have much more differentiated levels, but 
all systems have at least three (i.e., buyer, seller, marketplace).  

 In addition to the three basic levels of the system, note that Table  3.1  also con-
tains three basic uses of information—decision support, outcomes monitoring and 
quality improvement. Decision support refers to using information to decide what 
happens next. This is the most basic and essential use of information in human 
service enterprises, at least from the perspective of the individual consumer. It is 
the fundamental application of a communimetric tool. However, beyond the deci-
sion support uses for the individual, programs can use information to decide on eli-
gibility. Most programs are designed to benefit specific target populations. A decision 
support tool that assists in defining who is most likely to benefit from the service 
enterprise is a program level decision support. Finally, when governmental entities are 
responsible for systems of programs (or markets), they often need to understand 
how to “right size” the systems. How do you know whether you have sufficient 
employment services in the optimal locations? How many hospitals does a health 
care system need? How many beds in each hospital? Thus, resource management 
is decision support at the system level. 

 The second application of information is outcome monitoring. This is the “how 
are we doing” question. Of course in many businesses, how are we doing often 
refers to the success of the business financially. The ultimate outcome is profit. 
Outcomes monitoring, however, is focused on the question of how the enterprise is 
performing relative to the customer or recipient. It is within this information application 
that the challenges of managing transformative offerings are most easily recog-
nized. At the individual consumer level an outcome is evidence that a transformation 
has occurred. More practically it might include determining when to transition to a 
different program or type of intervention or when to celebrate the end of involvement 
in the specific enterprise. At the program level, outcomes are a vital component to 
the well-developed field of program evaluation, which has a large number of its 
own methods and strategies. In fact, most measurement strategies have arisen 
historically within the framework of program evaluation. One way to under-
stand the difference between traditional measurement and communimetrics is that 
traditional measurement starts in the Program Evaluation cell of this grid, while com-
munimetrics starts in the Service Planning cell. Each then works to use the same 
information across other cells. The system level use of outcomes information 
includes the emerging strategy of performance contracting (i.e., pay-for-performance). 
As discussed, human service enterprises remain one of the few industries in which 
providers are paid regardless of the quality and impact of their work. This situation is not 
sustainable. Increasingly, people and entities who invest in human services enterprises are 
developing expectations for how those enterprises should impact the human condition. 
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 Quality improvement involves a large set of strategies for using information to 
improve the offering (e.g., product, service, or transformation) or the process by 
which it is delivered. These activities represent the third application of information 
in human service enterprises. Most enterprises have a quality improvement compo-
nent, although it is sometimes less formal in human services than in industry. 
Structured measurement is a key process in quality management, so communimet-
ric tools have many potential applications here as well. At the individual consumer 
level, examples of quality improvement uses of information include supervision 
and mentoring new staff and for health and behavioral health services, case 
management strategies. At the program level, quality improvement is a broad and 
well-developed set of methods, including such specific strategies as continual quality 
improvement, quality assurance, total quality management, etc. And at the system 
level, evolving the quality of the service system is what most people refer to as 
system transformation. 

 The list of applications contained in the grid in Table  3.1  is by no means exhaus-
tive. Additional columns exist in some settings (e.g., agencies with multiple pro-
grams, regions, systems of multiple program types that interact, and so forth) other 
uses of information are also possible (e.g., marketing, fund raising). The more 
applications to which a measurement tool can be applied, the more likely that the 
tools will prove to be reliable, valid, useful, and sustainable.  

  Phase 2.  Determine the Audiences: Those Participating 
in the Communication Process  

 This second phase of measurement development is crucial for achieving a 
number of critical goals of the measure. After all, the purpose of communication is 
to express one observation or thought between or among two or more people. 
The definition of audiences would be anyone who might be involved in sharing and/
or using the information contained within the measure. In many ways, determining 
the audience could be the first phase of the measurement process in communimetrics. 
The challenge is that it can be quite difficult to engage an audience without a clear 
purpose so determining the goals and uses first before you engage potential audi-
ences is more efficient and effective. 

 Clearly, the two audiences that are always involved in the communication are 
customers and providers. People receiving the offering and people providing the 
offering are both critical audiences. However, nearly all communimetric measures 
are designed for multiple audiences beyond these obvious partners. For example, in 
a health care setting, audiences likely include patients, physicians, nurses, admin-
istrators, funders, and policy analysts. In business incubation, audiences may include 
entrepreneurs, mentors, venture capitalists, and government officials responsible for 
business growth. In the child serving system, audiences may include youth, parents, 
siblings, and peers, teachers, counselors, child welfare case workers, probation officers, 
and more. Effective communication must be understood by all participating audiences. 
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Therefore, inclusion in the design phase of representatives from each of these target 
audiences is highly recommended. 

 A major consideration of this phase of the measurement development is which, 
if any, audience has precedence over any of the others. If such a hierarchy exists, 
generally it is recommended that the priority should be given to the audience who 
will be responsible for completing the measurement process. Thus, for a communi-
metric measure in health care, priority to physicians and nurses may be indicated, 
although there may be circumstances in which family or patient preferences are the 
highest priority. In business incubation, priority to the entrepreneur and his or her 
mentor may be useful. However, in general, I would recommend that to the extent 
possible, equal weight is given to all potential audiences in the process of managing 
the human service enterprise so that the measure becomes a consensus-building 
approach with every major system partner in agreement on the inclusion of items 
and the wording of anchored definitions of the action levels, etc. 

 Of course, there is a difference between having a voice in the development of a tool 
and having control over that development. Someone (or a small group of people) 
has to exercise executive control over the process. You cannot develop a tool with 
a completely inclusive, democratic process. You generally don’t get a good product 
or you never get that product to market when you have too open a development 
process. Fully democratic processes can become paralyzing. At the same time, you 
do want all audiences to feel that they had a voice in the process. Research on 
procedural justice (i.e., Do participants feel the process is fair?) suggests that 
having a voice in a process is sufficient regardless of whether specific recommenda-
tions were followed (Tyler, Rasinski, & Spodick,   1985    ). Thus, allowing many to 
participate but reserving the decision making to a limited number of people is an 
effective process that balances the values of inclusiveness with the need for action 
and completion. Elsewhere I have referred to this approach as “the illusion of inclusion” 
(Lyons,   2004    ). Things do not get done if you always have to reach consensus. You have 
to allow a voice, but still manage the development process. 

 There are two key results you want from the partner audiences in the second 
development phase. First, you would like to build a consensus about the informa-
tion inputs for the tool. What do people need to know in the specific enterprise 
applications? For example, if you are communicating about the need for hospital-
ization, what are the factors to consider in this decision? Second, what words 
and terms are generally understood within a common framework? You really want 
to stay away from words that are too trendy or too tied to a specific theory or perspective 
that is not widely held or likely to fall out of use in a short period of time. 
For example, in a health care application in the United States you would probably 
hesitate to include references to meridians. However, if the health care application 
were within a traditional Chinese setting, such concepts might be relevant. Similarly 
in mental health there are a number of competing theories of behavior. You would 
prefer that your instrument does not pick sides in any theoretical disputes unless the 
tool is to be used only within one theory’s treatment approach. One of the great 
advantages of including all audiences in the early stages of development is that you 
will quickly learn which words are too tied to a controversial position or approach 
or are simply unacceptable to certain audiences. 
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 A great example of this process comes from the development of the CANS (see 
  Chap. 5    ). The original version of the tool was develop based on partner audience-
focused discussions, but not vetted back to those audiences. The first version of the 
tool, called the Childhood Severity of Psychiatric Illness (CSPI), used several terms 
that can be experienced as offensive by certain audiences. For example, the word  illness  
in the title of the tool emphasized a medical model that made some parents and 
non-physician mental health professionals uncomfortable. Further several of the 
items used the term  dysfunction . This word is offensive to some parents and to profes-
sionals who are strength-based in their approach. Calling something functioning is 
OK. Calling functioning problems  dysfunction  alienates certain potential partners. 

 There are multiple methods of audience participation. My favored approach is 
focus groups. Ideally, focus groups that combine different audience representatives 
are effective. However, some thought should be put into whether one audience 
might be silenced by another. That is, some audiences may intimidate other audiences. 
For example, unless you have pretty courageous patient representatives they will 
often defer to physicians in combined groups. Care should be taken to determine 
whether this concern is operable across your selected audiences. If that is a concern, 
separate groups for separate audiences are recommended. 

 In terms of methods for focus group participation there are many choices. 
Qualitative researchers have developed a series of sophisticated strategies to obtain 
and analyze information from focus group discussions (e.g., Kitzinger,   1994    ; 
Krueger & Casey,   2000    ) These methods might involve taping and transcribing the 
session and analyzing the text with sophisticated computerized tools. In my experi-
ence, you do not need these methods in order to obtain the information you need to 
move forward with the design of the instrumentation. Although it might be a good idea 
to tape the sessions in case you can’t keep good notes. However, if you are seeking 
external funding or planning to try to publish your work in a peer-reviewed scientific 
journal, adherence to a higher level of methodological rigor will be important.  

  Phase 3. Selecting Items  

 Once you have established the objectives of the measurement process and the audience 
who will be communicating with each other about the object of measurement, the 
next step in designing a measure is to select the individual items for inclusion. 
Communimetric tools are designed to have single items that can stand alone and be 
useful. Therefore, the selection of items is generally guided by the concept of what 
needs to be communicated as an output of a measurement or assessment process. 

 The primary principle of item selection is to determine what information you 
need to make good decisions in whatever human service settings you seek to facilitate. 
Thus, the use of the tool in terms of supporting decision making at the individual 
level should drive its design. All things that are relevant to service and intervention 
planning should be included. Things that do not vary or are irrelevant to the service 
planning process should not be included. Start with an understanding of the initial 
assessment and planning process. What information is routinely collected? How is 
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it related to intervention planning processes? What are the intervention choices? 
What factors make intervention more difficult? 

 Part of the decision about items selection is also level of measurement. It is at this 
point in the design that one should consider at what level the items should be used. One 
can create items at a global level (e.g., intelligence, depression) or at a more molecular 
level (e.g., math problem solving, sleep disruption). The level of the measurement 
should be consistent with the level of the decision making to be made at the individual 
level. Each item will eventually map into a different potential action. One should 
generally avoid having to combine items to suggest a specific action, as that logic will 
require scoring before the measure can be useful at the individual level. The exceptions 
to this rule are program eligibility strategies that invariably require decision models 
that combine multiple items into some form of a severity or complexity model. 

 Often it is useful to start with potential actions and work backward to determine 
what information is needed to decide whether or not to take a specific available 
option. For example, if you are providing housing services and you do not have any 
links to mental health care, it might be irrelevant to include any items in your tool 
that describe mental health needs unless you are trying to identify gaps in the existing 
system. However, if you have options of referral (or better yet, integrated care) 
to a mental health treatment program that works collaboratively with the housing 
program, then it is quite useful to include an item or items on mental health needs, 
as that information can inform potential action choices. 

 It has been my experience that focus group methods are quite helpful in this 
phase as well. Often one can use the results of Phase 2 focus groups to inform this 
phase of the developmental process. Key partner interviews are reasonable, but less 
efficient, alternatives. The process of selecting items then is to identify which 
inputs are relevant to the potential outputs at all levels. 

 Other sources for identifying potential items include the review of the scientific 
literature, personal experience with assessment and service delivery and systematic 
review of existing records from the service delivery system. This later method is an 
intriguing one in that the review of information sources such as medical charts, and 
personnel files can often give a sense of what information is currently deemed relevant 
to the service delivery operation. The downside of the approach is that it is often 
difficult to do a file review without already having a draft of the tool (see the following) 
or at least having a clear idea of what you are looking for in the review process. 
I generally use file review methods as a form of rapid piloting in the field (see Phase 7).  

  Phase 4. Create Action Levels for the Items  

 This is the step in the design of the communimetric tool intended to ensure that the 
measurement process is not arbitrary (Blanton & Jaccard,   2006    ). Here you work to 
tie the levels of individual items to real-world consequences of the information with 
the regard to actions in the human service enterprise. Creating the action levels will 
depend in large part of the activity informed by the measurement. The simplest 
communimetric scale would be the following:
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   1.    Don’t do it.  
   2.    Do it.     

 This two-level scale distinguishes action from inaction. It is the simplest metric that 
at some level describes all decisions related to human behavior. Of course, humans 
are often more nuanced in debating whether or not to act. 

 If you were planning on cleaning your refrigerator and you want a decision 
support tool, you might consider the following action levels:

   0    The food is still good.  
   1    It is nearing expiration, better eat it soon.  
   2    It has expired. You should probably pitch it unless you’re desperate.  
   3    It looks and smells awful. Throw it out now before someone sees what you have 

in your refrigerator or you make yourself sick.     

 An accountant friend of mine suggested the following tongue-in-cheek accounting 
action level scale:

   0    No tax audit  
   1    Minor tax audit  
   2    Major tax audit  
   3    Prison time     

 Perhaps it becomes rapidly clear that any set of actions can be used to create a com-
munimetric scale. The most commonly used scale is the following:

   0    No evidence, no need for action  
   1    Watchful waiting/prevention (Keep an eye on it.)  
   2    Action  
   3    Immediate or Intensive Action     

 This is the scale used in the CANS, the INTERMED, and the ELSA as described 
in later chapters. This scale works well for needs or problems or challenges that will 
be addressed through intervention. The CANS also has items that assess strengths. 
The following action levels are used:

   0    Centerpiece strength—focus of a strength-based plan  
   1    Useful strength—can be included in a strength based plan  
   2    Identifi ed strength—must be built before use  
   3    No strength identifi ed     

 An action level model that can be used for items in a strategic planning process 
could be structured as follows:

   0    Not included  
   1    Parking lot (consider later)  
   2    Include  
   3    Make a priority     
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 With this scale a set of action items would be identified during a brainstorming 
session, and then the group could assign action levels based on the preceding rating 
scale. The items could be organized by priority. 

 Here’s an example of a possible action scale for a mastery assessment:

   0    No skill evident, needs to develop skill  
   1    Remedial skill level, needs some help  
   2    Competent, able to perform skill adequately  
   3    Profi cient/skilled, expert at performing skill     

 A set of learning or mastery skills could be identified, and then an individual could 
be assessed on each skill. A profile of ratings would be a map of what skills must 
be developed and where skill strengths exist.  

  Phase 5.  Develop Anchored Definitions of Action Levels 
for Each Item  

 Once the items and action levels are determined, it is necessary to describe the 
construct assessed at each of the selected item levels. This phase of the tool devel-
opment requires the most working knowledge of the field to which the measure is 
to be applied. Creating short definitions for each action level grounds the measure 
by translating characteristics of the construct covered by the item into action levels 
within the proposed context of use of the tool. In other words, the goal of the 
anchored definitions is to translate levels of an item into words that describe the 
levels of the construct that would indicate different levels of action. 

 The following is an example item from the Child and Adolescent Needs and 
Strengths for children and youth with mental health challenges (CANS-MH). This 
item is designed to communicate the level of suicidality of the person described. 
The CANS-MH uses 0 no evidence, 1 watchful waiting/prevention, 2 action, and 3 
immediate or intensive action. 

  Danger to Self 

  This rating describes both suicidal and significant self-injurious behavior. A rating 
of 2 or 3 would indicate the need for a safety plan. 

   0    Child has no evidence or history of suicidal behaviors  
   1    History of suicidal behaviors, but no suicidal behavior during the past 30 days  
   2    Recent (last 30 days) but not acute (today) suicidal ideation or gesture  
   3    Current suicidal ideation and intent in the past 24 hours     

 Notice that the 0 level includes both no current evidence and no history. This is 
because a history of significant suicidal behavior is a risk factor for future behavior 
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and thus would increase the person to a watchful waiting/prevention action level. 
A history of suicidal behavior would be rated a 1. Recent ideation or gesture would 
be actionable in that a safety plan would be developed and it would be directly 
addressed in treatment. Acute suicidal ideation and intent warrants immediate 
action, and psychiatric hospitalization might be considered. Consequently, the 
design of the anchored definitions is designed to be consistent with what we know 
about best practices of addressing suicidal risk. 

 Understanding the meaning of history in the watchful/waiting prevention rating 
level is important. History should be understood as history that is relevant to the 
present. So, having transient suicidal thoughts may not last as historically important 
for very long, while trying to hang oneself might be included as a history of suicidal 
behavior for a lifetime. 

 Here is a different item structure from the same tool.  

   A ntisocial  B ehavior  (C ompliance with  S ociety’s  R ules )  

  These symptoms include antisocial behaviors like shoplifting, lying, vandalism, 
cruelty to animals, and assault. This dimension would include the symptoms of 
Conduct Disorder as specified in DSM-IV .

   0    This rating indicates a child with no evidence of behavior disorder.  
   1.    This rating indicates a child with a mild level of conduct problems. Some antiso-

cial behavior in school and/or home. Problems recognizable but not notably 
deviant for age, sex, and community. This might include occasional truancy, 
lying, or petty theft from family.  

   2.    This rating indicates a child with a moderate level of conduct disorder. This could 
include episodes of planned aggression or other antisocial behavior. A child rated 
at this level should meet the criteria for a diagnosis of Conduct Disorder.  

   3.    This rating indicates a child with a severe Conduct Disorder. This could include 
frequent episodes of unprovoked, planned aggression or other antisocial behavior.     

 In this item, the anchored definitions are actually tied to an alternative measurement 
scheme that is commonly used in mental health—the Diagnostic and Statistical 
Manual (DSM-IVTR, APA, 2004). While the item is not diagnostic, it is consistent 
with diagnoses. In DSM, a diagnosis is defined as symptoms that led to dysfunction 
or distress. This conceptualization translates into actionable needs in a communim-
etric framework (i.e., ratings of 2 or 3). A rating of 1 might be consistent with a 
diagnosis of rule out/in or in remission or a subthreshold set of symptoms that do 
not quite rise to the level of diagnostic criteria. 

 In the design of the anchored definitions, a balance must be sought. Enough informa-
tion should be provided so that people completing the tool will have a reasonably clear 
sense of how to translate information about the status of the item with an individual into 
action levels. At the same time it is important not to provide too much information. 
I generally recommend one to three sentences for each action level in the anchors. 
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 The danger of too much information is that it might limit the raters. For exam-
ple, it is likely impossible to completely describe all possible presentations of sui-
cidal behavior and risk with a four-level anchored rating scale no matter how long 
those descriptions were allowed to run. Too much information encourages raters to 
be concrete and look for a completely accurate match in the anchors of the person 
they are working to describe. Often, people defy such easy categorization; there-
fore, flexibility must be built into the rating system. For example, you may note that 
no mention of preoccupation with death is mentioned in the anchored definitions 
for suicide. Now, in many cases, a child or youth who appears to be preoccupied 
with death would warrant close monitoring, which would imply a 1 rating. 
However, there may be extreme circumstances that the preoccupation rises to the 
level that requires therapeutic intervention or safety planning, which would be a 2 
rating. By using the action levels as the ultimate trumps communimetric tool allows 
the person completing the measure the flexibility to best communicate service 
needs within a context of varied and potentially complex presentations. 

 For the same reason, I recommend avoiding the use of examples in the anchored 
definitions to the extent possible. Examples bring the levels to life in important ways 
by providing raters with stories to help them understand the words. This process is 
quite valuable in training. However, when specific examples are included in the 
anchors, some raters become quite concrete and the only people they will rate at a 
specific level will be those who fit the specific example provided. One useful strategy 
is to put examples in a glossary that is a supplementary document to the manual. 
That way detailed examples can be given for those who are working to understand 
the levels of the items, but they are not in the rating definitions that are used day-to-
day. Including examples in training is critical to a successful training. The glossary 
works more as a training aid while the manual is more of a work aid.   

  Phase 6.  Share Draft Items for Feedback from Audience 
Representatives  

 It is an important phase in the design to take the draft version of the now existing 
tool to share with representatives of the audiences that participated back in Phase 2. 
Return to the target audiences is important for two reasons. First, it is helpful to 
ensure that you heard them correctly and got their input accurately as you developed 
the tool in the Phases following Phase 2. It is possible to get derailed during the 
subsequent Phases and drift away from the original communication purpose. Also, 
the creation of the anchored ratings may not have been reviewed by target 
audiences until this point. Feedback from these audiences generally focuses on the 
naming of items or the definition of action levels. Sometimes once a full draft is 
developed, item inclusion or exclusion also should be reconsidered. Using the same 
or overlapping audience representatives is generally recommended for two reasons. 
First, they already have had the project explained so the second meeting is more 
efficient. Second, often members think about their experience in the first meeting 
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and have new ideas developed at the follow-up meeting. This experience over time 
adds depth to the item development process that would be less available with 
one-shot exposures to target audience members. 

 The second value of returning to the audiences for feedback is the sociopolitical 
advantages that come from an inclusive process with key partners who will be using 
the tool involved. Phases 2 and 6 together allow a measure developer to argue that 
standards of inclusion were met and that people had an opportunity for input into 
the process (regardless of whether they chose to exercise that opportunity). 

 The specific method to obtain feedback can vary. In some settings it is useful to 
reconvene focus groups and review the tool together in an open forum. The advantage of 
this approach is that people in group often feed off of each other in terms of stimulating 
ideas and reactions. Feedback from these groups can be quite informative. The disadvan-
tages include they are more time consuming and can be difficult to manage productively. 
If you decide to convene groups, the same issues arise here as in Phase 2. 

 Sometimes it is more convenient to simply distribute the draft tool electronically 
and ask for people to comment within a designated time period. If you have an 
on-board target audience, virtual meetings are sufficient. If you have to worry about 
the degree to which the audience supports the measurement development process, 
face-to-face meetings are recommended.  

  Phase 7. Test the Tool in a Field Application  

 Pilot testing is an essential component to the implementation of any process. It is only 
by actually attempting to use the tool that many possible opportunities and barriers are 
identified. The optimal way to pilot a measure is to use it in precisely the manner that 
you hope to use it at full implementation. This may be an impossible goal but one worthy 
to approximate. In some cases, a pilot can be used to test different implementation strate-
gies. In general, a pilot should be designed to address at least the following questions:

   Can representatives of the target population of raters be trained to use the • 
tool reliably?  
  Is the information requested by the tool available at the time the tool is to • 
be completed?  
  Can the tool be completed in a timely fashion without disrupting work flow?  • 
  Can the tool be integrated into the work itself so that it is useful?  • 
  How do people who participate in its completion find it?  • 
  How do consumers and recipients find it?    • 

 If the piloting concern is more about the structure of the tool than its use, then a 
different form of piloting can be useful. Since communimetric tools are designed as 
information integration strategies, it is sometimes possible to include a record review 
as a component of the pilot process (Lyons, Mintzer, Kisiel, & Shallcross,   1998    ). 
Use of file review methods is a time- and cost-effective method for piloting and can 
provide very useful information about the fit of the information included in the 



57Phase 8. Implement

measure with information that is routinely collected in the service delivery setting 
that is being reviewed. File reviews can also be used to begin to validate the tool in 
terms of its relationship with intervention planning and program eligibility decisions. 

 A key assumption in the file review process is that no mention represents no 
evidence. This assumption is similar to a key quality assurance assumption for chart 
audits in health care, “If it isn’t documented; it doesn’t exist.” Assuming that all 
relevant needs or strengths are documented if identified allows the file review 
process to indicate what needs and strengths have been used in the process of care, 
even with relatively scant records. We have demonstrated that information collected 
in file review using communimetric tools is validly associated with prospectively 
collected measures (Lyons, 2004; Lyons, Colletta, Devens, & Finkel,   1995    ).  

  Phase 8. Implement  

 Implementation of any measurement process in human service delivery enterprises can 
be a very complex undertaking. Human services providers may not be used to com-
pleting measures, or they may have had bad experiences or gotten into bad habits with 
prior measures, or they might just begrudge that someone is asking them to do some-
thing that they may feel is just more work with no relevance to them or their work. 

 After piloting, there are usually three basic approaches to implementation:

   Immediate widespread  • 
  Planned incremental  • 
  Individual/gradual    • 

 Immediate widespread implementation involves picking a date at which time everyone 
in the target service system is expected to begin using the tool. Planned incremental 
implementation is a step-by-step process in which segments of the target service 
system implement sequentially. Individual and gradual implementation is simply 
making the tool available and seeing who chooses to use it. 

  Immediate Widespread 

 This form of implementation is easiest from an administrative perspective—e.g., 
“everybody starts today”—and the greatest challenge is to actually succeed in 
widespread effective use of the tool. I sometimes refer to this as the Iraqi strategy. 
The U.S invasion of Iraq to dethrone Saddam Hussein was rapid, but the process of 
cleaning up the chaos that the invasion caused was difficult, complex, and messy. 
The main problem with immediate widespread implementation is that the process 
of supporting training and good utilization is very difficult to do evenly and the 
process of cleaning up the implementation can lead to what could be called imple-
mentation fatigue. Sometimes, failures in implementation get blamed on the tool 
itself, when the problem is actually a challenge with training or operations. 
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 The major advantage of the immediate and widespread implementation process 
is that if you have a narrow political window for an implementation to occur it is 
sometimes useful to force it as far as possible in order to make it irreversible for 
others who follow. This is a strategy favored by political appointees. In North 
America and Europe there are generally two sectors in the bureaucracy: the political 
bureaucracy and the permanent bureaucracy. The political bureaucrats are appointed 
by the current government and have relatively short tenures in any given position. 
The permanent bureaucracy is populated by career bureaucrats who outlive most 
political appointees in their positions. The goal of the political bureaucracy is to 
establish a vision and drive it as far into the permanent bureaucracy as possible 
during their relatively short tenure. For this reason, they favor an immediate, wide-
spread implementation strategy. Of course, that leads members of the permanent 
bureaucracy to sometimes see things as the flavor of the month, or something that 
will go away if you just ignore it.  

  Planned Incremental 

 The counterpoint to the Iraqi strategy is the South African strategy. The world 
community placed sanctions on South Africa because of their egregious civil rights 
abuses during apartheid. Over time with this pressure, the South African government 
eventually relented and apartheid was ended. This is an example of a planned incre-
mental strategy. Planned incrementalism is a paced approach to implementation 
that tries to roll out a tool in a sequential fashion that establishes its utility and 
effectiveness first in smaller settings before encouraging its use more broadly. 

 As an example, the Illinois Department of Children and Family Services 
(IDCFS) is using the CANS throughout its system. The first implementation was in 
2002 as a planning and outcome tool in their foster care stabilization program. 
Then, in 2004, it was begun to be used in the residential treatment system to monitor 
outcomes for children and youth in the most intensive and expensive placements. 
Next, in 2005, the CANS was implemented in the Integrated Assessment, which occurs 
for all children and youth at entry into IDCFS custody. The next implementation, 
also in 2005, occurred with the Child and Youth Investment Teams (CAYIT), which 
are used to make decisions about placement if a child or youth is thought to need 
something beyond regular foster care. In 2009, it began to be used at the 
Administrative Case Reviews that occur for all children and youth every 6 months 
during their stay with IDCFS. 

 The advantage of planned incrementalism is that it provides a natural process for 
adjusting and evolving the tool to make sure it supports the work. Feedback from 
early experiences can be used to adjust either the tool itself or the process by which 
it is used. Planned incrementalism also can reduce resistance by building positive 
experiences that can be used as examples for later implementations (e.g., “See, they 
did it and found it helpful.”). The disadvantage is if you have a segment of the 
system that is highly resistant, an incremental approach may lead to a longer overall 
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struggle against this type of entrenched resistance. Despite this challenge, my expe-
rience suggests that planned incremental approaches have greater long-term sus-
tainability (Lyons, 2004).  

  Individual/Gradual 

 This implementation strategy is the only available approach if the tool is not a 
required activity within a particular service delivery system. If use of the tool 
is entirely voluntary, then the implementation strategy looks more like a marketing/
sales strategy than the other two approaches. To date, most communimetric tools 
have been implemented initially in this individual/gradual fashion by referral (i.e., 
word of mouth). Someone is exposed to the tool, uses it, likes it, and then talks 
to someone else about it. To my knowledge, no communimetric tool has ever 
been actively advertised or marketed, and yet the use of these tools is quite 
widespread, suggesting that word of mouth from satisfied users is a powerful support 
for implementation. 

 Frequently individual/gradual implementations set the groundwork for system-
wide implementations. The State of Indiana went statewide with both the CANS 
and the adult version, the Adult Needs and Strengths Assessment (ANSA) after 
individual counties and several large providers had begun using the tools. Since a 
notable part of the system partners were already using the tools and happy with 
them, this made the implementation of the statewide approach somewhat easier, or 
at least more palpable. 

 Sometimes it is possible to use an immediate/widespread implementation strategy 
with planned incrementalism. In this strategy, the completion of the tool is immediate 
and widespread; everyone starts completing it at the same time. Applications of the 
tool (e.g., decision support for specific programs) are then implemented incremen-
tally. This approach is quite useful when there is a strong history of people using a 
prior tool for advocacy rather than accuracy. In other words, if people have been 
completing a prior tool in a certain way to guarantee a certain outcome (e.g., funding 
for a specific service), it is valuable to use a two-stage process to break this destruc-
tive habit. First, you get people used to using the new tool and emphasize the accu-
racy (i.e., reliability) with which they used it. Then, after you’ve worked to establish 
a culture of accuracy, you implement those applications that have been historically 
drive by covert agendas, such as funding or other considerations.  

  Working the Organization 

 The implementation of the communimetric tools should not be exclusively about 
reaching full use penetration (i.e., everybody using it). While getting target 
individuals and groups to actually complete the measure is one aspect of effective 
implementation, sustained use will likely require not just embracing the form but at least 
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recognizing the utility of the measure as a tool and, perhaps, ultimately accepting 
its use as a framework. Therefore, there is a component of all implementation pro-
cesses that could be considered “working the organization.” Somebody (or multi-
ple people) must champion this change and enthusiastically support it and explain 
to the people who must participate in the measurement process the value of that 
participation. 

 Rosen and Weil   (1996)     describe three types of employees when it comes to 
reactions to innovation. The first types are referred to as Eager Adopters (others 
use the term Early Adopters). These are the individuals who are first on board 
any new thing. They buy the latest technology. They pride themselves on 
being on the cutting edge. Estimates range that between 10% and 15% of the 
work force are eager adopters. They provide the energy and enthusiasm for any 
change process. 

 In most work places, the largest group is what Rosen and Weil term Hesitant-
Prove-Its. They function with the philosophy that as soon as you show me this 
is of some benefit (preferably to me, but at least to my work), then I’m on 
board. These folks tend to be skeptical. A hands-on demonstration of the utility 
of the approach is often required before they are convinced to get on the bus. 
Rosen and Weil suggest about 70% to 80% of the work force falls into this 
type. Efforts generally must focus on these individuals, because the success of 
the implementation generally depends on whether these workers see and experi-
ence the utility of the tool. 

 The final type of worker is what the authors refer to as Resistors. These individuals 
refuse to change. They will fight the implementation openly or sabotage it if open 
resistance is not feasible. Generally, only job sanctions work with these workers. 
The percent of resistors varies by setting from 10% to 15%. 

 A strategy we have used in a number of settings to facilitate a system’s willingness 
and ability to embrace a philosophical shift has been the development of agency- or 
program-based champions. These individuals are trained to instruct others in the 
use of the measure, but they are also asked to provide training, supervision, and 
support to use the measure in all of its relevant applications in their place of 
employment. In a number of jurisdictions we have referred to these champions as 
Super Users.  

  Super User Programs 

 We have used what have been called Super Users to assist in the process of 
implementing several communimetric tools, specifically the CANS and ANSA (see 
  Chap. 5    ) in the field. As discussed, the theory of communimetric measurement is 
to not stop with the concept of the measure itself, but rather to create an environment 
in which the measurement can be at least a tool to assist people in the field in 
successfully completing their work or, ideally, a framework; that is, the communi-
metric measure becoming the work. 
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 There are many challenges to shifting field workers away from thinking of a 
measure as a form to be completed in considering it a tool or framework. There is 
a substantial amount of research that suggests that having role model or champions 
for a particular skill or approach facilitates changes in work (Olson, Eoyard, 
Beckard, & Vaill,   2001    ) There is also a body of research that demonstrates that 
people are more likely to listen to people who are more similar to them in terms of 
advice about change processes (Shaw,   2002    ). In the Super User model, staff 
members are identified at participating programs and/or agencies. These staff members 
are developed as trainers in the reliable completion of the measure, but they are also 
taught the multiple applications of the measure so that programs/agencies are better 
able to fully use the measure in all of its applications (see   Chap. 5    ). If done 
correctly, the Super Users become ambassadors to the implementation process. 

 In general, Super User programs start with the initial widespread implementation 
of the tool. Initially, Super Users are trained to either provide training in the reliable 
use of the measure or support training and certification processes if those are 
offered online or provided through other centralized strategies. The reliability 
requirements to become a Super Users are generally higher than those required to 
become certified in the use of the tool. Super Users are given additional training in 
training strategies and curriculum. However, the Super User cohort should not stop 
simply at becoming trainers. Through the use of e-mail and regular (e.g., quarterly) 
meetings, additional skill sets are developed so that the Super Users can take back 
to program/agency staff various applications of the measure. For example, with the 
CANS we have provided Super User groups with additional training in strength-
based planning, quality improvement approaches, and outcomes monitoring/
program evaluation approaches.   

  Phase 9.  Repeat the Processes in Phases 1 to 6 During 
the Course of Service Delivery  

 Unlike a research tool that can be viewed as sacrosanct once it has been developed 
(i.e., change the items and you change the reliability and validity of the measure), 
a communimetric tool is intended to be fluid—much like communication itself. 
The reason anyone might use a communimetric tool within a service delivery system 
would be to support improvements in that system. Therefore, the tool must be held 
to precisely the same standard. If experiences require the addition or deletion of 
items or a change in the wording of an item anchor, then that should be accomplished. 
Of course, you want to accomplish changes in an organized, systematic manner. More 
importantly, though, you want to plan for changes in the tool. 

 Since communimetric tools are organized at the item level, this creates a situation 
in which the edit of a measure has less impact on a legacy database than similar 
changes made to a psychometrically designed measure. Items that remain consistent 
across versions could still be used to understand changes over time. Consequently, 
version 2.0 can easily be compared with version 1.0 on the common items. 
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 Most large-scale implementations have scheduled times for revisions. Generally, 
there is a promise of no change in the tool for the first year or two of its use. During 
this period, people gain experience and develop an understanding of the approach 
and work to fully embed it in the human service enterprise. Sometimes small 
changes occur more rapidly. Particularly if any aspect of an initial version is simply 
wrong (e.g., referring to Tourette’s disease as a developmental disorder) that mistake 
can just be edited out of the manual. But adding or deleting or dramatically changing 
items requires a more thoughtful process. Often, issues that arise are not really with 
the design of the tool but with training in its use. Allowing some time prior to revi-
sion allows most of these issues to be resolved through more effective training. 

  Building Decision Models 

 A common application of communimetric measures is decision support. Individual 
level planning to address specific needs is generally done at the item level and usually 
combinations of items are unnecessary for this type of decision support. However, 
when the effort is to support decisions regarding program or placement referrals 
then the decision models are often more complicated and require the involvement 
of multiple items. 

 Most traditional measurement approaches create aggregate scores and thus use 
cutoffs to provide decision support. This strategy is problematic in that it views the 
characteristics that inform decisions about program or placement as falling on a 
continuum. Often, that is not how actual decisions are made. Rather, decision mak-
ing for program or placement referrals often look at profiles of needs across various 
dimensions. The logic can be Boolean rather than linear. In other words, decisions 
might have branching logic rather than linear combinations of predictors. Many 
decisions are actually informed by patterns of needs. 

 For that reason, decision support models (or algorithms, as some call them) are 
generated as patterns of actionable items. For example, Table  3.2  provides a deci-
sion model used for treatment foster care referrals in Philadelphia. Notice that the 
model can be described clinically. First, the child either has to have an actionable 
developmental need or an actionable behavioral health need. They need to have 
something to treat to justify treatment foster care. However, just those needs could 
be adequately addressed with an outpatient referral. To justify the use of a thera-
peutic living environment, additional complications are necessary—functioning 
disabilities, severe school or social behavior problems, or actionable risk behaviors.  

  Decision Support Strategies 

 Two strategies exist for decision support applications—eligibility approaches and 
quality improvement approaches. In the first approach, the tool is used prospectively 
to either make or inform a decision. In the latter approach, the tool is used to report 
back on decision-making performance. Each has advantages and disadvantages, 
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and your choice should be based on the specific circumstances that you hope to 
influence through the introduction of decision support. 

  Eligibility Models 

 In this form of decision support, the tool is utilized before the decision is made. The 
results of the tool are used to inform the decision. In other words, the tool can be 
used to determine eligibility to different treatments or levels of care. The basic logic 
of the approach as outlined in Lyons & Weiner (2009)    is to use the following step-
wise process:

  Table 3.2     Philadelphia Department of Human Services Thresholds for Eligibility for Treatment 
Foster Care (TFC) Based on the Child and Adolescent Needs and Strengths (CANS)   

 Criterion  Area  Rating  CANS item 

 1—Diagnosis  Presence of two or 
more symptom areas 
associated with a 
serious emotional/
behavioral disorder 

 2 or 3  17. Psychosis 
 18. Attention deficit/impulse 

control 
 19. Depression/anxiety 
 20. Anger control 
 21. Oppositional behavior 
 22. Antisocial behavior 
 23. Adjustment to trauma 
 24. Attachment 
 33. Severity of substance abuse 

 2—Functioning  Notable impairment in 
functioning in at least 
one area 

 3   1. Motor 
  2. Sensory 
  3. Intellectual 
  4. Communication 
  5. Developmental 
  6. Self-care/daily living skills 
  7. Physical/medical 

 3—School  Notable impairment in 
school functioning 

 3   9. School achievement 
 10. School behavior 
 11. School attendance 

 4—Risk A  Notable risk behaviors in at 
least one these areas 

 2 or 3  29. Danger to self 
 30. Fire setting 
 31. Runaway 
 38. Seriousness of criminal 

behavior 
 41. Sexually abusive behavior 

 5—Risk B  Notable risk behaviors in at 
least one of these areas 

 “3”  30. Social behavior 
 40. Violence 

  In order for a child/youth to be deemed eligible for TFC, she or he must score the following: 
 The child or youth must have at least TWO 2s or 3s for Criterion 1—Diagnosis AND 
 a 2 or 3 for Criterion 2—Functioning OR 
 a 3 for Criterion 3—School OR 
 a 2 or 3 for Criterion 4—Risk A OR a 3 for Criterion 5—Risk B.    
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   1.    Select and develop a measure that captures the essential information that should 
be ideally used to make the target decision.  

   2.    Test the measure on a sample of cases to ensure that it identifi es the target popu-
lation as defi ned by the following characteristics:
   a.    Has the clinical characteristics for which the program is intended  
   b.    Has evidence that these individual actually benefit from receipt of the program 

or intervention  
   c.    Does not overly disrupt existing service enterprise by creating radically 

different decisions; i.e., not radically different than the current wisdom of 
the field      

   3.    Develop the decision support model on the sample described in the preceding.  
   4.    Pilot the model with new cases to ensure that it works in the fi eld in a way that is 

consistent with it design intentions.  
   5.    Design an easy, effi cient, and fair appeal process for disagreement among 

partners in the process about the recommended decision.  
   6.    Implement, Monitor, and Adjust.     

 Eligibility models of decision support can have a transformational effect on an 
existing service system by creating greater consistency, reducing errors, and subse-
quently improving outcomes. The challenge of an eligibility model is that in some 
circumstances it may be perceived as encouraging cookie cutter thinking. Clinical 
brilliance is the ability to recognize something unique about a person and his or her 
situation that leads you to do something different than what would be typical. 
Eligibility systems can discourage clinical brilliance. Thus, establishing appeal 
processes is an important aspect of managing an eligibility model. In most of our 
implementations, appeals run about 2% to 5%, depending on the maturity of the 
system (i.e., more mature systems have fewer appeals). 

 An example of an eligibility model in the general hospital would be any case that 
involves an automatic referral. For example, an automatic referral to Consultation/
Liaison (C/L) Psychiatry for a drug overdose is a simple example of an eligibility 
model. Once the assessment is made that the patient has experienced a drug overdose, 
then a referral is made. The C/L psychiatrist or nurse practitioner takes it from there. 
The INTERMED approach can be used for this type of eligibility referral (see   Chap. 6    ). 
The presence of any specific actionable need can generate an automatic referral. 

 Patterns of actionable needs could be used for the intensity of approach. These 
patterns are the algorithms described in the preceding, such as demonstrated in 
Table  3.2 . Creating algorithms for eligibility models is accomplished with the same 
method with an effort to identify those individuals most likely to benefit from the 
target program or interventions.  

  Quality Improvement Models 

 In this second approach to decision support, the tool is completed at the time of the 
decision, but no analysis or interpretation is done at that time and no recommenda-
tion is made to the deciding clinicians. Rather, feedback is given to these clinicians 
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after a period of time has passed. Using an emergency department process as an 
example, this feedback could be both individual (e.g., You admitted John to the 
hospital when most people would not. Why?) or in aggregate (e.g., percent of low 
risk admissions and percent of high-risk deflections). 

 We have used the Severity of Psychiatric Illness (SPI) in a variety of settings for 
this type of quality improvement models. Items from the SPI can be used to generate 
a predictive model of psychiatric admission (Lyons, Kisiel, Dulcan, Cohen, & 
Chesler   1997       ; Mulder et al., 2000   ) and readmission (Lyons et al., 1997   ). These 
models identify those patients most likely to benefit by hospitalization. They also 
can be used to understand patterns of utilization (Yohanna et al., 2000   ). Once estab-
lished, these models can be used to understand other factors that interfere with good 
practice (Mulder et al., 2005   ). 

 A variety of strategies can be used to establish models—either clinical or statistical. 
The clinical strategies involve using the communimetric tool to define the target 
populations. For example, for a psychiatric hospitalization sample, you might say 
that a patient with a 3 (immediate/intensive action) on the following items:

   Psychosis  • 
  Danger to self  • 
  Danger to others  • 
  Self-care    • 

 and a combination of 2 (i.e., actionable) on any three would describe a target 
population for psychiatric hospital admission. Further, you could add a 2 on 
Psychosis with a 3 on Medication Compliance. As you can see, the communimetric 
measurement approach is a very natural fit to a clinical decision support model, and 
it naturally divides things out from an action perspective. 

 Statistical approaches generally involve either the use of logistic regression (for 
two category decisions—admit/not admit) or discriminant function analysis (for 
three or more category decisions). In these models, a development sample is collected 
where the decision support tool is collected in the natural environment along with 
the decision made (unsupported by the assessment). This development sample is 
used to calculate the statistical relationship between the items of the assessment and 
the actual decision (cf., Lyons, 2004; Lyons et al., 1997). A prediction model is 
generated from these data. Next, it is important to test the model on a validation 
sample of about the same size. This is critical in that most statistical approaches 
maximize the relationship in the development stage and some shrinkage in the 
prediction accuracy should be expected when the model is applied to a new sample. 
Too much shrinkage invalidates the original model.     

  Summary  

 This chapter highlights the design process recommended for the creation of a com-
munimetric measure. The precise process used, like the tool itself, depends in great 
part on the context of the human service enterprise for which it is to be used. 
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This chapter clarifies that the core of communimetrics is to understand what 
aspects of the person must be communicated in order to support good decisions that 
lead to effective interventions. This perspective is not really different than what 
developers of psychometric tools would say. What is different is that once identi-
fied, this information is placed into an action-oriented structure that supports indi-
vidual-level decision making while allowing applications at other levels and in 
other sectors of the market or system. The next chapter discusses how you might 
know you have been successful in enhancing communication through the use of 
measurement in the target enterprise.                            
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 The quality of any measurement process is defined by at least two essential 
characteristics—the consistency and accuracy with which the measurement process 
can be applied and the degree to which the measure is capturing the construct or 
constructs it is purported to measure. These two related measurement characteristics 
are commonly referred to as reliability and validity. Given the design approach of 
a communimetric measurement tool, considerations regarding reliability and validity 
are distinct but overlapping depending on the use to which the tool is applied. 
For analyses of aggregated data in which the tool is scored by dimensions, the concepts 
of reliability and validity are very consistent with traditional psychometric consideration. 
However, for other applications, the unique characteristics of a communimetric 
measure require an elaboration of additional considerations about both reliability 
and validity. 

  Reliability  

 Reliability is the accuracy of a measure: To what degree can you repeat a measurement 
operation and expect to get identical results? Reliability is a critical characteristic 
of all measures. It is necessary but not sufficient to define a good measure. There are 
three types of reliability to consider when evaluating a measure in traditional psycho-
metric approaches: internal consistency, test-retest, and inter-rater reliability. 

 Internal consistency reliability refers to the degree to which multiple items on a 
tool correlate with each other. Cronbach’s alpha (Cronbach,   1951    ) is the accepted 
standard measure of internal consistency, although historically, split-half reliability 
was also used (i.e., the correlation of one half of the items to the other half). 
Cronbach’s alpha is conceptually, although not technically, the average of all possible 
split halves. Internal consistency reliability is quite useful for measures designed to 
assess internal transient states that are not observable. If the person reporting is the 
only person with access to the necessary information (e.g., How do I feel?), and 
that information can easily change over time, then internal consistency is the only 
reasonable method to gauge reliability. The idea is that by triangulating measurement 
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of an unobservable, transient construct across multiple items, one can simultaneously 
achieve and estimate reliability. This idea, of course, requires that all your items 
actually do measure the same construct, so there is a bit of circularity to the logic 
of internal consistency reliability. To be reliable you have to have a set of items 
from the same construct correlate with each other, but you only know that they are 
from the same construct because they do, in fact, correlate with each other. 

 Test–retest reliability is calculated by correlating a score on a test at time 1 with 
the score on the test at time 2. This reliability estimate is a good way of assessing 
the stability of a measure. It is ideal for measures of constructs that are not expected 
to change much over time. Of course, you have to worry about practice effects and 
other sorts of threats to the accurate estimation of this type of reliability when you 
are repeating the same measurement operations in fairly close sequence. Generally, 
a 1- or 2-week difference between time one and time two is recommended, but this 
depends somewhat on the characteristics of the measure and nature of the 
construct(s). It is interesting that in the science of test-retest reliability there is some 
notion that it is a good thing if the people assessed do not remember the time 1 
assessment (Anastasi,   1968    ; Nunally,   1976    )—the less salient the better for estimating 
test-retest reliability. This notion is ironic in the context of human service enterprises 
in which you are probably attempting to measure things that really matter to people 
(i.e., That’s why they are seeking help.). A traditionalist might argue that such an 
importance would lead to an overestimation of reliability using test-retest reliability. 
From a communimetrics perspective, such an argument would be a symptomatic of 
a misunderstanding of the role of measurement in these settings. Of course, someone 
seeking help from a human service enterprise would just wonder, “Why are you 
asking me again? You already asked me this question.” 

 Inter-rater reliability is calculated by correlating scores between two raters (or 
among multiple raters). This reliability estimate is a good way of monitoring whether 
different people are completing the measure in the same way. This strategy is only 
possible when the information used to complete the measure involves observable 
phenomena. The complexities of inter-rater reliability involve methodological 
controls over what is observable. 

 In communimetrics, inter-rater reliability is far and away the most important 
means of estimating the accuracy of the measure. The very nature of communication 
involves multiple parties, and ensuring that they are using the language of the measure 
in comparable ways is critical to the integrity of the approach. Internal consistency 
reliability has a limited and specific role in the measurement model. Depending on 
the phenomenon being measured, test-retest reliability is close to irrelevant. Let’s 
review each type of reliability in greater detail as it applies to communimetrics. 

  Internal Consistency 

 This form of reliability is primarily used for multiple item scales to ensure that 
each item is measuring the same underlying construct. It is particularly useful 
when measuring transient internal states (e.g., mood) because only one person has 
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access to the information sought for the measurement operation (i.e., the person 
experiencing the mood) and it is likely to change over time (i.e., moods shift rapidly 
with events, blood sugar levels, time of day, etc). Thus, having multiple separate 
measurement operations (i.e., multiple items on a single measure) are thought to 
allow us to approximate reliability by assessing the degree to which these multiple 
operations give the same measurement results. The most common statistic applied 
for this purpose is Cronbach’s alpha, which can be calculated using the methods 
that follow. 

 In the following formulas, reliability of a scale  Y  is based on adding together  k  items. 
The average correlations among items  i  and  j  is   ijr    and average covariance among items 
 i  and  j  is   ijC   . The variance of item  i  is   σ2

i
  . The variance of the scale  Y  is   Υσ2   .  
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   Or, if one uses Spearman Brown Prophecy formula, and one (1) replaces average 
correlation with average covariance, and (2) substitutes average of item variances 
for the “1” in the denominator, that’ll give you alpha too: 

 Using Spearman Brown Prophecy Formula: 
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 Modified SBPF to yield coefficient alpha: 
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 Review of these formulas demonstrates that the higher the average correlations 
among items, the higher the internal consistency reliability. Decisions using 
this metric will emphasize the selection of items that correlate with other items 
for inclusion in a measurement. Redundancy is valued with internal consistency 
reliability. 

 Given the design considerations of a communimetric tool, one would not expect 
different items to necessarily correlate with each other. Thus, internal consistency 
reliability, per se, is not relevant to the evaluation of the individual items of a 
measure under this theory. You might have items that are related statistically, but 
you need to include them both because they have different action implications. Or, you 
might have items that are completely unrelated to each other statistically, but 
you might still wish to include them in the tool. 

 An example of the first type of item sets would include depression and anxiety. 
In planning for mental health treatment it can be important to know both—you have 
different available treatments for depression and anxiety. From a statistical perspective, 
these items might be highly correlated and, therefore, might be considered redundant. 
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Under psychometric theories, you could be justified in dropping one or the other, as 
your measurement would be relatively unaffected. That would not be the thinking for 
a communimetric tool. The decision to add or drop an item (or perhaps even combine 
them) is understood from the value of the relationship to future actions (in this case, 
treatment planning), not the statistical inter-relationships among items. If you might 
engage in different actions or interventions based on the presence (or absence) of 
depression or anxiety, then both need to be included in the tool as separate items. 

 Although internal consistency reliability is not relevant for the selection of items 
for a communimetric tool, it can be relevant for determining whether multiple 
items can be combined to generate dimension scores. For purposes such as monitoring 
outcomes or change over time, it can be useful to combine multiple items from a 
communimetric tool into a scale score. Once a decision is made to create scale 
scores, many of the considerations from psychometric measurement theories 
become relevant. Cronbach’s alpha is an easy and accurate strategy of assessing the 
degree to which a set of items “hang together” to measure a single construct. Thus, 
combining items constructed using communimetric theory into a scale requires a 
minimal level of internal consistency. The general minimum cutoff for this is an 
alpha of 0.70 or greater as adequate. Very low alphas suggest that the items are 
unrelated to each other and thus might not be combined into a useful metric. That 
would not mean, however, that an item that does not fit a dimension score should 
be eliminated from the tool. The selection of items still should be driven by their 
individual communication value. It might mean, however, that the non-correlating 
items would not be used in the creation of a dimension score.  

  Test–Retest 

 Often called the stability of a measure, test-retest reliability is calculated by apply-
ing the same measurement operation at two different times. The determination of 
the time difference between T1 and T2 is based on an attempt to remeasure during 
the same status of the subject (i.e., things haven’t changed on relevant constructs) 
and limiting the effect of practice or memory on the T2 measurement operation 
(i.e., the person applying the measurement operation does not remember how she 
or he responded to items at T1). In other words, the time should be close enough to 
still be measuring the same status, but far enough apart to not simply be a duplica-
tion of the prior measurement. This form of reliability is popular for the measure of 
constructs posited to be stable (i.e., intelligence). This form of reliability is misleading 
for constructs thought to be unstable or transient (e.g., mood). 

 Within the communimetric theory of measurement, the concept of test-retest 
reliability has little or no value. The idea of communimetrics is to obtain information 
relevant for action and then act based on the information. It is quite relevant to 
know when you have enough information or the information has stabilized, but 
you wouldn’t conceptualize that as test-retest reliability. The thinking is in reverse. 
In communimetrics you want to act as soon as the information is actionable, not 
reassess several weeks later to see whether the information remains stable. Since 
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communimetric tools are designed to assess actionable constructs one hopes that 
applying the action changes the relevant construct measured by the item. For example, 
in a new business enterprise, if you have identified an access to commodities needed 
in your production analysis, you want to address it, not make sure that need remains 
stable. The relevant stability question then predates the application of the commu-
nimetric measurement operation. Therefore, test-retest reliability of the measure is 
not relevant. You want to identify addressable needs, which by definition should not 
be stable in the face of action. Whether or not they are stable in the face of no action 
is not particularly interesting. You would never apply the measurement process in 
the absence of the human service context.  

  Inter-rater 

 This form of reliability is an absolute requirement of a communimetric tool. It is 
impossible to pursue a measurement strategy based on communication that does not 
consider the accuracy of that communication. The concept of inter-rater reliability 
in communimetric tools is whether or not two different raters are using the language 
of the tool in comparable ways. 

 There are many outstanding articles and books on the subject of reliability and 
there are many useful options to consider for determining the inter-rater reliability 
of a measure. The two most common are kappa and intraclass correlation coeffi-
cients (ICC). 

 Kappa is a good approach when the scale of the measure is categorical. The reli-
ability of present/absent ratings are best estimated using kappa as is any measurement 
strategy that involves assigning observations to categories. 

 ICC is the recommended approach when the rating scale can be assumed to at 
least be ordinal. In other words, is there any meaningful ordering to the possible 
ratings. If so, then it is possible to be close but still wrong. With kappa, the rater is 
either wrong or right (excepting weighted kappas, of course, which function more 
like an ICC). With ICC the rater is given some credit for being close. So if 
the recommended rating is a 2 and the rater selected 1, it is given more credit than 
if he or she selected 0. Given the design of action levels on most communimetric 
tools, an ICC is the recommended strategy for estimating inter-rater reliability. 

 Intraclass Correlation Computation Procedure: ICC(3,1) 
 Inter-rater reliability is estimated using formula for ICC(3,1), two-way mixed 
model case, as described in Shrout and Fleiss (  1979    ). Specifically, for each person 
who completes a set of vignette ratings, a matrix of rater and key ratings are generated 
for each target. This formula is applied to the values in this matrix. For example, 
consider the following 2 × 8 matrix: 

 The ICC(3,1) formula estimates the correlation between Rater scores and Key 
(i.e., correct) scores. To calculate ICC(3,1), one must estimate Between Target Mean 
Square (BMS) and Error Mean Square (EMS). These statistics require calculations of 
row, column, and total sums, and a number of sums of squared values. For example: 
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 Before calculating BMS and EMS, we calculate 4 “basic ratios,” that include 
various kinds of sums of squared sums, denoted: [ X ], [ J ], [ T ], and [ C ]. 
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 The BMS is calculated as follows (with example): 

   BMS [ ] [ ] 60 49 11.T C= − = − =     

 The EMS is calculated as follows (with example): 

   EMS [ ] [ ] [ ] [ ] 62 49.25 60 49 1.75.X J T C= − − + = − − + =     

 The final calculation, is based on BMS and EMS, as follows (with example): 

   ( ) BMS EMS 11 1.75
ICC 3,1 0.7255 0.72.

BMS EMS 11 1.75

− −
= = = ≈

+ +
    

 The answer should be rounded to 2 decimals, for presentation purposes. 

  Estimation via SPSS 

 If evaluated via SPSS, the data are entered as above (two columns, “key” and “rater”), 
and the following syntax will generate the correct answer (syntax and output follow). 
The correct answer is found in the “single measures” line. 

 RELIABILITY 
 /VARIABLES=rater key 
 /FORMAT=NOLABELS 
 /SCALE(ALPHA)=ALL/MODEL=ALPHA 
 /ICC=MODEL(MIXED) TYPE(CONSISTENCY) CIN=95 TESTVAL=0.    
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  Audit Reliability  

 Of course, the real test of the reliability of any measurement operation is whether 
it can be accurately applied in the settings where it is actually used. For communi-
metric tools, this is reliability within human service enterprises. A form of reliability 
that is both feasible and desirable with communimetric measures is audit reliability—
a comparison of a prospectively completed measure to the same measure completed 
retrospectively using different information sources covering a comparable period 
of time. 

 The concept of audit reliability is important at several levels. First, it is impor-
tant to document the field reliability of a measure if you want to use the information 
from that measure to draw meaningful conclusions. Applications of the tool that 
follow the scientific method require good reliability. Audit reliability is as good or 
better an estimate compared with any other form of inter-rater reliability in the 
field. Of course, one could have two people serve the same client at the same time and 
fill out the tool independently, but this is both time consuming and expensive 
and might very well change the nature of the interaction between the client and 
providers. It is hard to imagine that the client could maintain precisely the same 
approach both times. Alternatively, one could videotape an assessment interview 
and have someone independently complete the tool. Of course, videotaping requires 
consent and may again change the nature of the communication. Two people could 
sit in on the same assessment and one could complete the tool with the client 
and the other on their own, but it is unclear what a high correlation between the 
two raters would mean under these circumstances. Therefore, most alternative 
methods are expensive and intrusive and are very unlikely to ever happen outside 
of a research project. Audit reliability, on the other hand, can be implemented as a 
business practice. 

 In an audit method, a random sample of cases is taken. It might be stratified by 
agency or assessor depending on whether you would like to generalize the reliability 
findings to specific strata (i.e., groups). If you want to talk about the reliability of 
individuals, then you should stratify your sample on those individuals to ensure all 
are equally and effectively represented. Likewise, if you want to report on the 
reliability of programs or agencies, the same logic holds. Random samples of cases 
should be drawn from any group to which you would like to ascribe reliability. 

 Once the cases have been sampled, a trained assessor would complete the tool 
independently from the one completed prospectively in the process of providing 
assistance. Other documentation, such as written summaries or treatment plans, are 
used to provide the information to allow the auditor to complete the tool. Once the 
audit has been completed, you compare the auditor ratings to the original ratings using 
the ICC described in the preceding section. There are several published examples of 
audits using communimetric tools in behavioral health (Anderson, Lyons, Giles, Price, 
& Estle,   2003    ; Lyons, Rawal, Yeh, Leon, & Tracy,   2001    ). In both of these reports, the 
communimetric tool was reliable in the field. Anderson et al. report describes item 
level reliability as well. Item reliability was quite high for most items. 



74 4 Defining a “Good” Communimetric Measurement Tool

 The ability to audit depends in large part on the availability of adequate records 
concurrent with the prospective completion of the tool. Those records must contain 
the type of information necessary to complete the tool. This requirement has not 
been a problem in health care and behavioral health, as medical charts often contain 
written summaries that cover the same topical areas as the communimetric measure. 
Given that that actual process of delivering care is used to design the measure, it 
should not be particularly surprising that the written assessments and communimetric 
tools have overlapping content. 

 The absence of reliability during an audit can come from at least three possible 
sources and a failure to find reliability should be understood within this context. First, 
it may be a characteristic of the measure. It is possible that the field reliability of an 
item or a tool is insufficient. This conclusion suggests that refinement of the tool or 
training process should be undertaken. Second, it may reflect the reliability of the 
auditor. Because of this possible conclusion, it is useful to use multiple auditors to 
compare the relative reliability between them as a possible interpretation. Third, it is 
possible that the available records did not contain sufficient information to allow for 
the reliable completion of the tool. This conclusion is a quality improvement finding 
relevant for the improvement of the target agency, program, or assessors records.  

  Validity  

 The validity of a measure is the degree to which the number(s) accurately reflects 
the construct and the level of the construct the measure is attempting to describe. 
Or, is the measure assessing what it purports to measure? While this question may 
sound simple, it unfolds as an onion into a variety of rather complex considerations. 
Psychometric theorists have spent a great deal of time on the concept of validity. 
Traditional views of measurement have established a number of different ways in 
which to understand this phenomenon. 

  Face validity  is the degree to which a measure “looks like” what it purports to 
measure. If a naïve person picks up a copy of the measure and reads it, he or she 
could guess what it is trying to measure. Face validity was originally seen as a way 
to ensure participation of respondents. People tend to prefer to answer questions that 
seem relevant. Face validity is thought to be far more important in communimetric 
and clinimetric conceptualization of the measurement process than in psychometric 
approaches. Feinstein (1986)    places face validity as the most important consideration 
and uses this difference in priority to highlight the distinction between clinimetric 
and psychometrics. In clinimetrics, however, face validity is with the physician or 
other health professional. It is considered essential to the overall validity of the 
measure that the physician understand the relationship of the measure to the clinical 
status of the patient. Face validity is a necessary but insufficient validity consideration 
for a communimetric tool. 

 Traditionally, concern regarding face validity has been expressed by some 
psychometricians (e.g., Anastasi, 1968; Nunally, 1976). There are circumstances in 
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which respondents might not be honest if they fully understand what you are asking. 
The MMPI has validity scales embedded in an attempt to detect lying and faking bad. 
So, when concerns about hypothesis guessing are paramount, face validity can be 
seen as a problem (If the respondent knows what you are trying to measure, he or she 
might actively choose to misrepresent their true response.) 

 In most cases, people seeking help are straightforward and forthright about 
attempting to accurately communicate their needs. However, there can be circum-
stances in human service enterprises in which clients might be less than forthcoming 
about information relevant to planning for their needs. In general, these circum-
stances involve the client seeking some benefit to which it is feared that he or she 
is not entitled. Workmen’s compensation is an unfortunate, but common, example, 
but so can be housing services, public welfare, and in some circumstances behavioral 
health treatment. In these circumstances a subset of people might be tempted to lie 
in order to get something they are otherwise not entitled to receive. Alternatively, 
there are circumstances in which errors or omission (not being open about actual needs) 
is the greater problem, as a subset of individuals’ attempts to avoid something they 
do not wish to receive. 

 It has been my experience that these concerns are very real. People do sometime 
lie and mislead. However, the vast majority of people seeking to engage human 
services enterprises are simply seeking help and present their needs as accurately 
as they know how. Therefore, it is bad policy to structure the measurement process 
on the premise that the client will be less than fully honest. Creating universal 
policies based on exceptions is generally bad policy (Lyons,   2004    ). However, 
creating flexibility to address deviations from the norm is good policy. That is why 
communimetric measures use information-integration strategies. By combining 
information from various sources to establish the level of need, it is possible to still 
work with the client who is struggling with his or her own openness or honesty. 
Consequently, despite the threat that might come from the respondent knowing 
the meaning of a measure to the respondent, the value of this knowledge for 
creating a collaborative, open, and direct helping environment far outweighs the 
disadvantages that might arise from face validity. The opportunity to engage in 
constitutive communication (i.e., meaning making) is dramatically enhanced by the 
face validity of the tool. 

  Content validity  is related to face validity in that it focuses on how the items in 
the measure look, but in this form of validity the focus is more on theoretical and 
statistical considerations rather than on issues of user-interface. Content validity is 
the focus of the item analysis in classical test theory and item fit statistics in item 
response theory. Content validity is a core construct for both clinimetric and com-
munimetric theories of measurement. Content validity sometimes works differently 
with psychometric theories. These approaches emphasize statistical characteristics 
of items; however, when items are found to form factor structures, the content of 
related items is often used to name the factor. 

  Construct validity  is the broadest and most complex conceptualization of validity 
from traditional measurement perspectives. This form of validity seeks to document 
that the measure is, in fact, assessing the construct(s) it is purporting to measure. 
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Does a measure of depression actually measure the phenomenon of depression? Does 
a job skills survey actually measure the skills a person can apply in a work setting? 
Effectively addressing these questions can be quite complex, and many methodological 
approaches have been identified to gauge a measure’s construct validity. 

 Construct validity is demonstrated through an ensemble of different types of 
comparisons. These component analyses are often given names as different forms 
of validity. For example, concurrent validity describes whether a measure is related 
to other measures that purport to measure the same things. Divergent validity is 
used to describe whether the measure is not related to things to which it should not 
be related or is negatively related to things that are thought to be opposite. Predictive 
validity refers to whether a measure can predict events and states in the future that 
are relevant to the construct measured. There are a wide variety of methods and 
statistical procedures that can be used to build a case for construct validity. It is 
generally accepted that no single study can be used to fully establish the construct 
validity of a measure (Anastasi, 1968; Nunally, 1976). 

 While all of the traditional forms of validity are important considerations for a com-
munimetric measure to varying degrees, the concept of validity must be expanded in 
light of the purposed communication role of these measures. The additional form of 
validity is the value of the tool in the human service enterprise—the utility validity. 

  Utility Validity 

 The concept that a measure is useful within a service delivery system is not new. 
Most measurement experts who have attempted to implement a measure within a 
human service enterprise will state that it is important that the measure at least be 
easy to use if not actually immediately and directly useful. They also may empha-
size the importance of predictive validity as an indicator of usefulness. However, 
from the perspective of communimetrics the utility of the measure in the service 
delivery operations is the single most important validity consideration and, there-
fore, requires a more complete conceptualization of exactly how this form of valid-
ity is understood and assessed. 

 One might make an argument that utility validity is some combination of face and 
content validity, and therefore, is nothing new. In other words, if the measure looks like 
what it should look like to its users and contains the information relevant to its purpose, 
then it is de facto useful. But that argument reflects an incomplete understanding of the 
concept of utility in the communimetric theory of measurement. 

 As discussed in earlier chapters, the consideration of measurement in service 
delivery is a fundamentally different enterprise than measurement during research 
and evaluation. A significant difference results from the fact that research and 
evaluation efforts are generally required to use informed consent, confidentiality, 
and anonymity to help ensure the veridicality (truthfulness or accuracy; that is, 
validity) of the measures. That respondents do not have any known agenda in 
choosing their responses is fundamental to the research enterprise. The vast majority 
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of traditional measurement work has been done within this context of informed 
consent. Therefore, if the development and testing of most other measures are 
subject to the constraint that measurement occurred in a neutral environment in 
which scores on the measure had absolutely no impact on what happened next. 
The measures are valid in the context of informed consent, confidentiality, and 
anonymity. As Cook (2007)    states, “all performance indicators are subject to 
corruption.” There is no perfect measure; they are all flawed. When you use 
measures outside the parameters of the context of research and evaluation, they are 
subject to these biases. Any measure can be faked by the motivated respondent. 

 As a result, in the absence of informed consent, confidentiality, and anonymity—
which are challenging if not impossible in service delivery settings, particularly 
when considering the context of performance-based contracting (e.g., pay for 
performance)—what options do we have to help ensure that rating scales are valid? 
In fact, there are a number of things we can do to help ensure such accuracy. These 
steps are the methodological foundation of creating or enhancing utility validity.  

  Relevance to the work 

 To the degree that the measurement process is the same as the work, respondents 
are more motivated to complete them fully and accurately. When a measure informs 
the planning process with the individual recipient, it becomes clearly unethical to 
falsely assess and falsely serve. If supervisors are taught to work with direct service 
staff using the measurement tools, this involvement increases the importance of the 
tool to the work, and therefore enhances accuracy. Most traditional measurement 
approaches function as exclusively research and evaluation measures, which are not 
designed to be relevant to service planning. They simply document aspects of that 
process and are reported out, often anonymously. This guarantees that some people 
will see them only as an unnecessary reporting burden and not something in which 
accuracy is a paramount consideration (or, sometimes even a consideration at all). 
As a counterpoint, one could also make the counterargument that by making a 
measure relevant to the work it increases the motivation to falsely represent the 
data. That concern would be operable in circumstances in which the respondent was 
concerned about the implications of accurate measurement (e.g., change in payment or 
scrutiny). This type of faking of results is less of a concern if the relevant measure 
is used in a culture of openness, transparency, and accountability.  

  Transparency 

 A very important strategy for ensuring the reliability and validity of an application 
is to make it as transparent as possible. Since communimetric measurement is an 
information-integration strategy it can be completed without the individual who is 
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described by the measurement. Although this is sometimes a necessary consequence 
of a particular application (i.e., file review), it is not the recommended approach. 
In fact, ensuring that the individual described has seen the description and understand 
the implications of the results of applying the measurement approach is a far more 
desirable situation. This is the primary level of transparency. The individual and the 
person completing the measurement share the results of the measure openly. 

 I strongly recommend using structured communimetric tools in supervision. It 
provides the supervisor with information on how the supervisee conceptualizes his 
or her work. Communimetric measures are designed to communicate, so it is 
important to use them in that way. Openness encourages honesty and accuracy. 

 A validity consideration from psychometrics, face validity, is important for this 
strategy. Face validity refers to the degree to which the measure looks like what it 
is supposed to be measuring “on the face of it.” In other words, if everyone looks 
at a measure and says it makes sense, then it has face validity. While face validity 
is generally thought of as a less important form of validity in psychometrics, it 
is essential in communimetrics. Measuring a construct using indirect or obtuse 
questions or subtly trying to assess something that the respondent may not be aware 
of is not the goal of communimetrics. It is exactly the opposite. The philosophy is, 
“What do you need to know, and how can I help you know it?” Communication 
is the foundation of relationships; trust is required for effective communication. 
Trust must be explicit in the measurement process to reinforce the actual use of the 
measurement approach. Therefore, face validity is a requirement of a communimetric 
measure. And the same concept of face validity should extend to all applications of 
the measure. 

 To the degree that multiple parties witness the completion of a measure and all 
understand its implications and how it is used, accuracy will be enhanced. Measurement 
processes that are shared across partners in the intervention planning process are 
optimal. For example, in child behavioral health, use of child-family team models 
that pull together everyone who is involved in the life of a particular child, have 
been used to ensure that assessments achieve consensus and all relevant parties have 
input into considerations. Measures completed by one person in isolation are much 
more likely to be fraught with problems with accuracy than measures that are widely 
and openly shared. For this reason, the communication value of a measure is paramount. 
To ensure transparency, all parties in a process should be able to understand the 
meaning and implications of a measure so that checks and balances can be applied. 
In some cases, meeting this objective may require training for some parties who will 
not have to complete the measure, but still must know what it means.  

  Multiple purposes 

 It is not uncommon for measures to be required by states or other funding entities 
for performance monitoring and/or management purposes. These applications 
are often experienced as unfunded mandates by human service providers. 
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In these situations, measures simply represent a documentation/reporting function 
required to get paid (or stay out of trouble). This type of application generates a 
couple of significant challenges. First, providers naturally resent the time and 
expense of completing the tool. Second, there is no value to the provider except to 
ensure payment. Therefore, the contingencies of these measures place natural pres-
sure on respondents to attempt to report what they believe the funding source would 
like to see. This can be an enormous problem in many performance monitoring 
projects that have only this narrow focus. That’s why some people don’t trust 
DSM-IV diagnoses in Medicaid data sets—they were simply generated to ensure 
payment. It also is the reason for the failure of Indiana’s application of standard 
assessment tool prior to their decision to implement the CANS. The initial measure 
served only to ensure funding and became a burden on providers while providing 
no meaningful information to the state. In fact, providers had a very cynical name 
for the process of completing the measure annually—“the dash for cash.” That 
culture was one of the primary reasons Indiana decided to shift to the CANS and a 
Total Clinical Outcome Management (TCOM) strategy (Lyons, 2004). TCOM is 
the larger conceptual approach of which CANS is a component. As described in 
  Chap. 3    , an essential premise of this strategy is that if providers must complete a 
measure anyway, why not make it useful to them for the multiple purposes for 
which a measure can be used? 

 When one measure has multiple applications, it enhances its reliability and validity 
because the value of the information in the measure is increased by these uses. 
The more information matters to more different people, the more likely it is that everyone 
will participate in ensuring that the information is accurate and useful. 

 This method of ensuring reliability and validity is actually in counterpoint to 
how research measures are generally designed. In research, measurement is kept 
confidentially, uses are specifically limited, and information is not shared. The con-
fidentiality with which information is kept is thought to be central to maintaining the 
integrity of the research and helping individuals feel like they can be honest and 
open in answering the questions that are the inputs of the measurement process. 

 In human service settings, an entirely different set of contingencies operate. 
Often, individuals and families become tired of answering the same questions again 
and again at different stages of the service delivery process. Further, when different 
people want different information they are all loaded into assessment processes. 
The requirement of obtaining all the required information becomes a burden and 
the quality of the information suffers as a result.  

  Correspondence to sociopolitical considerations 

 In some circles, even mention of sociopolitical considerations in the development 
and use of a measurement strategy would be scientific heresy. Science is the enter-
prise of elucidating the truth, and political considerations have no place in such an 
enterprise. Unfortunately, in field applications political considerations can have 
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major implications for the success of the implementation process. Failure to attend 
to critical people and processes can sabotage the implementation of even a highly 
useful measure. One person in a position of relative power with a significant ego or 
issues of personal control can block many things from happening. 

 As discussed in   Chap. 1    , the epistemology of measurement in human service 
enterprises requires attention to sociopolitical processes. This challenge draws 
comparisons with relativist philosophy of science. If sociopolitical processes can 
influence measurement processes, then isn’t this proof that they are not measuring 
some objective reality as proposed by the logical positivists, but rather some social 
construction consistent with the beliefs of the relativists? As discussed in   Chap. 1    , 
that is not necessarily true. By adopting a realist perspective, it is possible to under-
stand that the view of objective reality might be influenced by social forces but not 
necessarily defined. Much like looking out the window of a moving train, perhaps 
sometime you need to adjust your view to see the same thing that you observed 
before. Just because you are moving does not necessarily mean that what you are 
observing is changing. What changes is the perspective from which you observe. 

 Communication is a function of language and language is influenced by culture. 
Language is in a constant state of flux. Over time, different words are used to describe 
the same things. The same word begins to mean different things overtime. This does 
not change the nature of the dialog, just the words that are used in that dialog.   

  Indicators of Utility Validity  

 There are a number of ways to assess the utility validity of a measure, including the 
following: 

  Respondent satisfaction 

 This indicator if the degree to which respondents who complete the measure are 
satisfied that the measure supports their work. The components of this concept 
might include the degree to which they understand the measure, feel comfortable 
completing it, and use it to guide decisions.  

  Relationship to subsequent action 

 An unobtrusive measure of utility validity is the relationship between assessed 
characteristics on a measure and the subsequent actions taken following the 
measurement process. The intended relationship to subsequent action is the principal 
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characteristic of a communimetric tool. Therefore, assessing whether or not a cor-
respondence exists can be used as an indicator of utility validity.  

  Use penetration 

 It can be difficult to fully implement the use of any structured measurement/assess-
ment process in a human service context. Thus the completeness of an implementa-
tion is a very useful indicator of utility validity. The easiest use penetration metric is: 

   Number of times the measure completed
Use penetration .

Number of times the measureshould be completed
=     

 The denominator being the number of instances in which the measure would be 
completed if always used when indicated by the protocol. The closer to 100%, the 
better the utility validity. 

 The parallel of use penetration in scientific methods would be response rate. The 
concept of response rate is the percent of potential respondents who participate in 
a study. There is no real statistical difference between response rate and use pene-
tration. The difference is conceptual. There is no reason to sample use penetration. 
It should be monitored as an ongoing evaluation of the validity of the measure. It 
should be a population-based statistic, not one based on a sample. Commonly the 
greatest challenge to calculating use penetration is determining the denominator. 
You need an independent source of information about when a specific tool should 
be used. 

 Use penetration is an indicator of utility validity only when the effort is to imple-
ment a communimetric tool uniformly throughout a system. Of course, if you are 
using the tool on an ad hoc basis and not throughout a system, then use penetration 
is not important and may not even be able to be calculated. 

 Table  4.1  presents the use penetration of the Child and Adolescent Needs and 
Strengths (CANS) tool in the child welfare system in the central region of 
Tennessee. In this system, child protective services and case workers are to team to 
complete the CANS in time for the child and family team meeting approximately 
7 days after custody of a child is taken.   

  Impact evaluation 

 Ultimately, a communimetric tool anticipates having an impact on practice. Thus, the 
very fact of implementing the measurement strategy is expected to potentially change 
in the performance of the system in which it is implemented. Communimetrics value 
the functioning of the system. A tool designed to enhance communication efficiency 
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and accuracy should have an impact at minimum on the quality of communication in 
the system. In fact, in discussing the implementation of people using communimetric 
tools they often comment on the transformation impact of using the tool itself. 

 While the tool should support improved communication, its impact should be 
much broader than that at least in most circumstances. The proposed impact, of 
course, will vary with the nature and use of the tool. The implementation of an 
enterprise development tool should result in improved business outcomes for the 
participating enterprises. A behavioral health assessment tool that is used primarily 
for decision support should result in improved concordance and ultimately better 
functional outcomes for targeted programs/interventions. A biopsychosocial assess-
ment in primary care setting might result in more integrated care and a reduction in 
excessive health service utilization. 

 Given the potential diversity of impacts it is impossible to inventory all possibilities. 
Therefore, I can only make general recommendations about approaching impact 
analysis. As with any research, the first step is to ask the question. In this case, the 
question is, Where would we anticipate seeing an impact of implementing a specific 
tool? Start with the affected parties (e.g., people completing the tool and people 
being described with the tool) and move to higher levels of aggregation from there 
(e.g., individual programs, systems, or markets or jurisdictions). 

 The field of cliometrics offers some potential insights into how to approach impact 
analysis in some settings. Cliometrics is the use of archival quantitative economic 
data to study historically relevant questions (Fogel,   1964    ; Lyons, Cain, & Williamson, 
2008). Robert Fogel and Douglas North won the Nobel Prize in Economics in 1993 
for their work developing cliometrics. In 2006, a new journal,  Cliometrica—Journal 
of Historical Economics and Econometric History,  was launched.   

  Decision Validity  

 Decision validity is a form of validity that applies to the decision support applications 
for communimetric tools. This validity combines features of both construct and 
predictive validity from traditional conceptualizations (e.g., Anastasi, 1968). However, 
in human service enterprises, assessing the quality of decisions is sufficiently unique 
from a conceptual and methodological perspective to speak of unique validity 
considerations for these applications. 

 As described in   Chap. 3    , there are essentially two methods for using decision 
support applications for communimetric tools—eligibility and quality improvement. 
These two approaches have overlapping but at time different validity considerations. 

 For both models, concordance is a first level validity indicator. Is the recom-
mendation of the tool consistent with what actually has been decided? For example, 
using the CANS to support decisions regarding residential treatment in child 
welfare in Illinois, Chor et al. (2008)    recently reported 385 out of 466 (82.6%) 
decisions to place a child/youth in residential treatment were concordant with 
the CANS recommendation. This percent is a high enough rate to suggest that the 
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recommendation of the tool is consistent enough with standard practice. Concordance 
rates are similar to reliabilities in their interpretation. Below 60% should be viewed 
as problematic; between 60 and 70% is marginal; above 70% is adequate; above 
80% is good; above 90% is excellent. 

 Outcome differences are the most important validity indicator for all decision 
support models. Outcome differences; however, are not always straightforward as 
they require a 2 × 2 contingency table of findings to be fully interpretable, as 
described in Table  4.2 . People recommended for the program/intervention that 
should have reliably better outcomes from that program/intervention than do people 
receive the program/intervention but are not recommended (cell D vs. cell C). And 
people who fail to receive the recommended program/intervention should have 
worse outcomes than those who are not recommended and do receive the program/
intervention (cell B vs. cell C). And, of course, people who receive the recom-
mended program/intervention should have better outcomes than those who are 
recommended but do not receive (cell D vs. cell B).     

 A variety of circumstances make actually completing this type of validity study 
quite challenging. First, factors relating to the actual decisions about both the recom-
mendation for the program/intervention and the actual reception may be correlated 
with outcomes. Membership in these cells is never randomly assigned. Therefore, 
baseline differences will exist making change analysis challenging. Since the decision 
models are correlated with status at admission, covariate and percent change models 
may not make sense as strategies to provide some methodological control. 

 Second, sometimes it is difficult to follow along with people who do not receive 
a program/intervention to monitor their status in the absence of interventions. 
Often, information is available at the time of the recommendation and decision 
about actual receipt, but only those who receive the program/intervention are then 
followed, leaving no outcome data in cells A and B. Cell A is not necessary to 
complete the analyses, but cell B provides important information about the relative 
value of failure to intervene (e.g., the opportunity cost of not receiving a recom-
mended program/intervention). 

 One option to address the nonequivalence of groups is propensity analysis 
(D’Agostino,   1998    ; Rosenbaum & Rubin,   1983    ). This statistical approach 
allows the matching of groups on a number of potential confounding factors 
in order to achieve reasonably comparable groups. Figure  4.1  provides a pro-
pensity validation of a model of decision support for psychiatric hospitalization 

  Table 4.2        Decision analysis framework for understanding outcomes by recommendation versus 
receipt of an intervention or program

 Tool Does Not Recommend 
Program/Intervention 

 Tool Recommends Program/
Intervention 

 Person does not receive 
program/intervention 

 (A) Not recommended, 
does not receive 

 (B) Recommended, does not 
receive 

 Person does receive 
program/intervention 

 (C) Not recommended but 
receives 

 (D) Recommended and 
receives 
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of children and youth. This program screened for the need for psychiatric hos-
pitalization. They use one of the original communimetric tools the Childhood 
Severity of Psychiatric Illness (CSPI; Lyons, Mintzer, Kisiel, & Shallcross,   1998    ). 
This tool has a demonstrated relationship to decisions about the use of psychiat-
ric hospitalization (He, Lyons, & Heinemann,   2004    ; Snowden, Leon, Bryant, & 
Lyons,   2007    ).  

 A second alternative to manage unequal groups is to use repeated measure or 
growth curve analyses (Duncan, Duncan, Strycker, Li, & Alpert,   1999    ). Figure  4.2  
plots the level of Emotional/Behavioral needs from the CANS for children/youth 
recommended for residential treatment who were placed (Concordant) to those not 
recommended, but who were still placed in residential treatment (Discordant). 
Figure  4.2     provides the same information for Risk Behaviors. Clearly, the concordant 
group stated out with a higher level of needs than the discordant group but got 
better. The discordant group got worse on Emotional/Behavior needs and somewhat 
better on Risk Behaviors. Review of this figure provides validity support for the 
CANS decision model. You don’t need to statistically match the two groups and, in 
fact, it might be misleading to do so since they are so different on the key outcome 
anyway. With growth curve analysis you can compare the slopes and intercepts for 
the growth curves as relative outcomes. You would propose steeper slopes for the 
concordant groups.  
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  Fig. 4.1    A propensity analysis of children and youth served in a mobile crisis program in 
Illinois       
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  Enhancing the Reliability and Validity Through Training 

 Since communimetric tools are different than most other measurement strategies in 
both their design and use, it is almost always necessary to train new users of these 
measures in their proper application. In general, training requires the explanation 
of the approach, practice on applying the measurement approach to examples, and 
certification that the trainee is able to use the measure reliably on a test example. 
Certification of reliability is quite important to this approach in that you really do 
not want people completing the tool who are using it incorrectly. When others see 
a completed measure that is patently wrong, it damages trust in the tool or in the 
process. Since effective communication is based on trust, certification of reliability 
prior to permission to use a tool is an effective means of building trust. Maintaining 
ongoing reliability further reinforces that trust. 

 In many of the current applications of communimetric tools, we require annual 
recertification. In other words, users must complete a test case vignette and achieve 
a sufficient level of reliability in order to continue to use the tool. Recertification 
processes are helpful at several levels. First, the fact that recertification exists, lets 
all users know that reliability is an ongoing priority to the measurement process. 
This notice functions much like the sign on the door advertising a burglar alarm. It 
simply notifies people to take the training and use seriously. Second, recertification 
helps ensure against reliability decay (Bakeman & Gottman,   1997    ). It is a widely 
held belief that without periodically checking in on the reliability of a measurement 
process, the reliability of that process declines with time. Checking in annually is 
not particularly time consuming and appears to provide some protections. For 
example, Table  4.3  presents the average recertification reliability from 2004 to 
2007 on two related tools. This table contains the average annual intraclass correla-
tion coefficients for recertification on the CANS. In addition, the range of reliability 
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scores and the percent of recertifiers who did not pass on the first attempt is pro-
vided. Review of these data support the ongoing improvement in reliability during 
the process of annual recertification. The data from 2006 is a bit of an outlier in that 
the average reliability was very high, in part, due to a stable work force. The year 
2007 witnessed an expansion of the number of SOC staff and a subsequent decline 
in recertification average reliability as a number of these individuals were being 
recertified for the first time.   

  Field audit 

 Another strategy to ensure reliability and validity in the actual practice is to utilize 
field audits. In other words, treat the information collected about the people served 
with the same seriousness and oversight used to monitor the financial operations. 
One of the major advantages of the use of an information integration strategy in 
the design of the measure is that it supports audit methodologies. Since communi-
metric measures can be completed using information from any number of sources, it 
can easily be audited when completed prospectively as a part of a human services 
delivery system. 

 In the first published audit of a communimetric measure, Anderson et al. (2003)    
demonstrated that for most individual items on the CANS, the audit reliability was 
greater than 0.70 using an intraclass correlation coefficient. In this project, audit 
reliability was defined as the comparison of ratings of clinicians completing the 
CANS prospectively in their work with children and youth to research assistants, 
trained in the reliable use of the CANS using clinical records independently. The 
reliability of two research assistants using precisely the same information to make 
ratings was quite high for nearly every item of the measure.  

  Enhancing the Reliability and Validity Through Use 

 The single best strategy to ensure that a measure is used with reliability and validity 
is to make sure that it is, in fact, fully utilized. Communimetric tools exist to com-
municate. If they are completed and placed in a database or file, they will not serve 

  Table 4.3    Annual Recertifi cation Statistics for the System of Care—Foster 
Care Stabilization Program’s Use of the Child and Adolescent Needs and 
Strengths (CANS) Tool   

 Year  # Staff Tested  # Passed on First Try  Average Reliability 

 2004  255  139  0.68 
 2005  189  133  0.73 
 2006  190  189  0.87 
 2007  230  223  0.78 
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their primary purpose and, in all likelihood, the reliability with which they are 
completed may decline along with the validity of the information contained in the 
measure. The same problems exist for communimetrics tools. Nonuse can be a 
significant threat to reliability and, hence, validity of a measure used in an applied 
setting. The difference between the two approaches is that the ways in which a 
communimetric can be utilized within the human service enterprise setting. 

 The levels of use can be described using the following three categories: 

   Form—something I have to fill out because someone told me to do it  • 
  Tool—something that helps me in my work  • 
  Framework—this is my work    • 

 Unfortunately, most measurement processes in human services are not integrated 
into the work, and people who complete them often experience them as paperwork 
that is required but not relevant. This problem is a significant barrier to the reliability 
and validity of applied measurement. 

 The design of communimetric tools allow them to be used as both tools and 
frameworks. However, the design itself is generally insufficient to get most people 
who have already developed beliefs and behaviors around forms to embrace this 
paradigm shift. A number of strategies can be used to enhance the likelihood that 
people completing communimetric measures recognize their potential as tools or 
even as a framework (Lyons, 2004; Lyons & Weiner, 2009).  

  The Convergence of Communimetric and Psychometric 
Approaches with the Use of Aggregate Item Analyses 

 Communimetric measures are designed to be useful at the individual level without 
scoring or through using Bayesian logic models (e.g., the decision algorithms dis-
cussed in this text) to make recommendations for decision support applications. 
However, they also claim to be useful for understanding information at the program 
and system level. Of course the least sophisticated approach to aggregate analyses 
is to report frequencies of item ratings of proportions or percents of populations. 
These types of analyses require no assumptions to permit their valid application in 
any setting in which a communimetric measure is used. However, most program 
and system level analyses require a more sophisticated approach to data analyses. 
To achieve the goals of many of these analyses, dimension scores across multiple 
items become desirable. Single items can burden an analysis that seeks to make 
broad generalizations about a program or system. As soon as one seeks to use scale 
or dimension scores coming from a communimetric measure, the assumptions, 
considerations, and strategies that have arisen from psychometric theories become 
critical. Statistical analysis of aggregated data is where the communimetric and 
psychometric theories converge. Or, perhaps it is more accurate to say that it is in 
these analyses that communimetric measurement becomes subsumed under the 
rules of psychometric theories. 
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 We have subjected a number of communimetric tools to psychometric analysis 
and it appears that generally the dimension scores generated from a communimetric 
tool have solid psychometric properties from both a classical test and item response 
theory perspectives. Many other resources are available to the interested reader 
regarding the specific statistical analyses used in psychometrics. However, a num-
ber of these approaches will be used to study dimension scores in the chapters that 
detail examples of communimetric measures.  

  Comparing Versions 

 Because of features in the design process, communimetric tools are often modified 
somewhat across different jurisdictions. They can introduce challenges when there 
is interest in comparing experiences across these jurisdictions. There is value in 
standardization. There is also value in tailoring to accommodate local variations. 
To balance this tension by optimizing the benchmarking value of communimetric 
tools while maintaining their design flexibility for local implementations, a few 
rules have been established. 

 An item is an item is an item regardless of version. Once an item is created and 
named, the effort is to maintain the integrity of this item. The item Danger to Others 
is the same item in all versions of the CANS. A rating of 0 indicates no evidence; 
a 1 indicates notable history or suspicion, a rating of 2 indicates recent violence or 
notable threat, and a rating of 3 is acute, today. If you have this item on your 
version, this is what it means. This item is designed from a behavioral health 
perspective, as danger to other people is a risk behavior that leads to elevated levels 
of care in mental health. There are some versions of the CANS that consider violence 
in different ways. Some versions used in child welfare have an item named 
Violence, which has a different set of anchors that extends the time frames for 
ratings of 2 and 3. Therefore, the rule is that if you change the item fundamentally, 
you need to label it with a different name. 

 Try to use as many of the same items as possible. Establishing a core set of items 
within a field is useful. For example, there are about 30 items on the CANS that 
almost everyone uses. They have strong reliability, validity, and utility and there is 
no good reason to change them. Adding new items makes sense if either the 
construct is not currently included or if it is too embedded in another item and 
needs to be separated for intervention planning purposes. These later situations are 
the most complicated for efforts to combined findings across versions. 

 An example from the CANS is helpful to clarify the optimal strategy. The 
original versions of the CANS had a single School Functioning item. Early appli-
cations were in acute care and residential treatment settings. Knowing whether or 
not the child/youth was having any problems in school was sufficient. As more 
(and different) people became involved in using the CANS, the need for a finer-
grained communication was identified. The second version of the CANS-MH 
took the single school item and divided it into three items: School Behavior (How 
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does the child/youth act while in school?), School Attendance (Does the child go 
to school consistently?), and School Achievement (What is his or her academic 
functioning?). All items use standard action levels, so if you wanted to return to 
the original single rating you would simply take the highest rating among the 
three new, finer-grained ratings. A child with a 2 on School Behavior would have 
a 2 on School Functioning. But a child with a 2 on School Attendance would also 
have a 2 on School Functioning. With this design it is also possible to go to a 
higher level of abstraction on any domain of information. However, it is not pos-
sible to take the School Functioning rating and extrapolate into the three finer-
grained school items.  

  Severity and Complexity 

 Traditional measurement has focused on locating individuals on latent traits—unseen 
constructs. When applied to needs, this approach leads to the use of dimension 
scores to assess severity. However, the severity or intensity of a dimension is only 
one way to conceptualize how a person presents to human service enterprises. 
A second characteristic is the complexity of need(s). 

 Severity is the noun tense of the word  severe . While severe has multiple connota-
tions, one meaning is “to a great degree” (Merriam-Webster On-Line Dictionary, 
2008). Severity connotes a high degree of a specific need. Complexity is defined as 
“the quality or state of being complex.” Complex also has multiple meaning and 
one is “a sum of factors (as symptoms) characterizing a disease or condition.” 
Perhaps an even more relevant definition is, “a whole made up of complicated or 
interrelated parts.” Complexity connotes a lot of different but related things going 
on simultaneously. While severity and complexity are related, they are different 
ways of describing people with respect to their presentations. More importantly, 
severity is generally related to only one intervention type, while complexity may 
well indicate multiple, concurrent interventions. 

 For example, an entrepreneur might have a great idea and the ability to produce 
and deliver the product that corresponds to the idea but have absolutely no money. 
This would be a severe shortage of capital or perhaps a severe cash flow problem. 
Even a very severe need has a relatively simple solution. The solution involves 
addressing the need, in this case, capital. Thus, a severely undercapitalized business 
could be saved by an infusion of capital investment. A complex presentation of 
needs requires a more comprehensive approach. Let’s say that another entrepreneur 
has some capital (although not enough), but also has problems with production and 
distribution. Now, to get that business going, the intervention has to be multifaceted. 
A simple influx of capital investment is insufficient. 

 Applications in health care might similarly distinguish between severity and 
complexity. A person might have severe diabetes. That person would require intensive 
treatment. However, a person with less severe diabetes might also have heart disease, 
be depressed, and have limited social support and unstable housing. This second 
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person, although his or her diabetes is less severe, might well be more difficult to 
treat because the health circumstance is complex. 

 Traditional psychometric measurement approaches focus on the careful 
measurement of severity. The scaling of items on latent continua is an exercise in 
the measurement of severity when applied to a service need. Although the concept 
of complexity is seldom explicit in traditional measurement approaches, the manner 
in which traditional measurement approach this construct handle complexity 
requires the creation of multiple scaled measure. Thus, the Minnesota Multiphasic 
Personality Inventory (MMPI, Tellegen et al.,   2003    ) provides a profile of constructs 
(e.g., eight validity scales and ten clinical scales), each measured with carefully 
scaled items. The challenge is that the MMPI-A has 478 items (there is a “short” form 
with only 350 items). The greater the ability to assess complexity, the more different 
things have to be measured. When multiple items are required to effectively measure 
each construct, then the response burden increases geometrically. 

 One of the reasons severity has eclipsed complexity in traditional approaches to 
measurement is that complexity requires a different statistical approach. Sometimes 
computation convenience drives applications in science. For example, the Central 
Limit Theorem was a major break through for statistical analyses as it provided a 
computational convenience in a time well before computers assisted the calculation 
of complex statistical analyses. By assuming a normal distribution for sampling 
distributions given a large enough sample, easier to compute statistical techniques 
became available. I’m old enough to have had professors when I was in graduate 
school who spent entire semesters calculating a single regression equation. A factor 
analysis could take a year to complete. In the absence of computers, linear concepts 
are appealing from an analytical perspective alone. 

 Complexity, on the other hand, is not a linear concept. Although one can speak 
of degrees of complexity, such wording often means different combinations of 
things, combined in different ways that makes action less clear or more difficult. 
Since it is not a linear construct, the Central Limit Theorem may not help us in the 
analysis of complexity. By their design at the individual item level, communimetric 
tools are intended to allow them to function as indicators of complexity. Currently 
the most widely used examples of complexity indicators comes from the work with 
decision support (see   Chaps. 3    ,   5    , and   6    ). 

 The presentation of the first four chapters of this book has been to provide the 
reader with an understanding of the background and conceptual framework for 
communimetrics. While such theoretical discussions are important, often under-
standing comes from examples. The next three chapters describe three different 
communimetric tools in an effort to clarify how the concepts described so far are 
translated into the development and use of measures in various human service 
enterprises.                           
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 You could describe the Child and Adolescent Needs and Strengths (CANS) as the first 
communimetric tool. But actually, the experiences taken from the development and 
implemention of the CANS led to the creation of the communication-based theory of 
measurement. The journey from a measure of psychiatric case mix used in a planning 
study in the late 1980s to a practice framework for the child-serving system resulted 
in collaborations with literally thousands of professionals, parents, and youth who 
informed the evolution of the approach. The story of the development of the CANS is 
really the story of the evolution of the communimetric theory of measurement. 

  A Developmental History  

 In 1986, prospective payment was the new big thing in health care. At the time, 
close to one-fourth of the gross national product was being spent on health care and 
about one-fourth of that was spent on behavioral health care. This expenditure level 
was described as a health care crisis. Cost containment was considered a viable 
strategy. Prospective payment, whereby a hospital was paid an episode of care rate 
based on the characteristics of the patient using diagnostic related groups (DRG), 
was implemented in Medicare. Diagnostic related groups worked fairly well with 
medical/surgical patients (e.g., Safran, Porter, Slack, & Bleich,   1987    ). Cost differences 
were relatively consistent and predictable between a hip replacement and a hernia 
repair. Diagnostic related groups did not work for psychiatric hospitalization. Since 
psychiatry has few, if any, procedures (e.g., electroconvulsive therapy [ECT] 
remains available, but is rarely used), length of stay is the primary determinant of 
the cost of a stay in a psychiatric hospital. There was almost no relationship 
between diagnostic groupings and psychiatric hospital length of stay. Around this 
time, with colleagues, I published a study predicting psychiatric hospital length of 
stay and found that the single best predictor was the attending psychiatrist (Lyons, 
O’Mahoney, & Larson,   1991    ). In other words, practice pattern variation exceeded any 
other predictor. The psychiatrist predicted 12% of the variation in length of stay. 
Shortly after I completed this study, I was talking with Joe Feinglass, a colleague 
in the Department of Medicine, and he reported the identical size of practice pattern 
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effect for internal medicine—12%. The big difference was in his work; diagnosis 
accounted for around 40% of the variation. In my study, DRG only accounted for 
4%. That conversation triggered a thought. Maybe applying a health services model 
in which diagnosis is the primary clinical variable is inappropriate for mental health 
services research. Perhaps factors other than diagnosis would drive decision 
making about the use of psychiatric hospitalization and, therefore, predict costs. 

 But that realization created a new challenge. To do this type of services research 
you need information on thousands of cases. This research is not like clinical trials 
or experimental psychopathology studies, which routinely publish studies with 
samples of less than 100 subjects. In services research you utilize large database to 
pursue the policy-relevant questions. Because these databases are usually collected 
for other purposes, such as billing or utilization management, they are called 
convenience databases in health services research. They are used because they 
are convenient to use. But convenience databases in behavioral health only had 
psychiatric diagnoses. Consequently, if we were going to create a large database 
that contained information relevant to the actual decision making in the field, we 
would need to create a measurement process that was easy, efficient, and meaningful 
to the clinician so that it could be available in large databases to match with other 
heath services information. 

 When I worked with the Department of Medicine for a year, I was exposed to 
Susan Horn’s work on the severity of illness (Horn,   1983    ). I was very impressed 
with how she was able to formalize a measurement strategy that could be applied 
to medical chart data in a fashion that was reliable and meaningful. I had been 
trained in graduate school to mistrust any measurement taken from clinical docu-
mentation as “too soft for science.” When I saw how her system worked I thought 
that she had cleverly overcome the inherent limitations of her data source by 
simplifying the structure of her measurement process. 

 I met with a number of psychiatrists and crisis workers individually and reviewed 
the existing literature on psychiatric emergency services and psychiatric hospitalization. 
I also reviewed the standards for involuntary admission into the hospital since, at the 
time, these criteria (i.e., danger to self, danger to others, inability to care for oneself) 
were becoming the new standard for medical necessity. During this process, I came 
across an unpublished measure called the Whittington Index, which I liked for its 
simplicity and focus on matters relevant to psychiatric crisis services. From these 
experiences I crafted a measure I called the Severity of Psychiatric Illness (SPI), 
since the framework and even the four-point scales were borrowed from Susan 
Horn’s approach. My experience of the four-point scales is that they did not demand 
more precision than what was often available in the medical charts. My thinking 
was that if it was in the chart, the person noting it thought it was important. So if the 
SPI could simply quantify the information routinely available in the medical chart, it 
would have the potential to be easily adopted in prospective use. The capacity for 
widespread prospective use was critical to any success in getting better mental health 
indicators in large billing databases to support mental health services research. 

 The SPI was quite accurate in terms of predicting decisions to admit patients into 
the psychiatric hospital and also predicted hospital outcomes. It was reasonably 
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accurate for predicting hospital length of stay (Lyons, Colletta, Devens, & Finkel, 
  1995    ; Lyons, Kisiel, Dulcan, Cohen, & Chesler   1997       ). It has been translated into 
Spanish, Dutch, and German, and published in these languages as well. The success 
of the SPI in modeling the clinical rationale of psychiatric crisis services set the 
stage for the development of the CANS by establishing credibility to the basic 
measurement approach. 

 In 1995, the Illinois Department of Children and Family Services (IDCFS) had 
a major challenge. They had 55,000 children in care and a budget of about $1.5 
billion. About one-third of these dollars was tied up in behavioral health care. For 
a managed behavioral health firm that would be a very appealing financial situation. 
Further, about 80% of the $450 million invested in behavioral health was spent on 
psychiatric hospitalizations and residential treatment, leaving only a relatively 
small amount for community-based services. This disparity led to the evolution of 
a two-tiered system, whereby children and youth would not be served in their 
communities and then would end up hospitalized because community services 
weren’t available. The very fact that they were hospitalized became an indicator 
that they needed a “higher level of care,” i.e., residential treatment. Thus, after a 
couple of hospitalizations with little community follow-up, these children and 
youth were often referred to residential treatment. Further complicating the problem 
was the fact that providers were generally located where people wanted to go to work, 
but children with child welfare involvement generally live in the poorest communities 
in the state (Lyons, Mintzer, Kisiel, & Shallcross, 1998   ). 

 A new director, Jess McDonald, was named to head IDCFS, and he wanted to 
address this problem. An important aspect of the solution would be to create more 
services in the communities where the children lived. Service creation, however, 
requires the investment of new dollars. It would have been great if the legislature 
was ready to give IDCFS more money to develop these intensive community-based 
services, but at the time of his appointment, Mr. McDonald could not even get 
confirmed by the Illinois state senate. The  Chicago Tribune  was running a series 
called “Death of Our Children,” which inventoried a series of missteps by IDCFS 
workers. So under the circumstances, the legislature did not want to “put good 
money after bad,” and decided to force the new director to make changes without 
any additional resources. They only agreed to allow him to reinvest anything he was 
able to save. This promise proved to be enough. 

 The Illinois Department of Children and Family Services leadership decided that 
their only viable approach was to use a community reinvestment strategy in which 
they moved children and youth from expensive residential treatment programs 
($100–$600/day) into community placements, such as foster homes and return to 
families. Further, they would bring children and youth from out of state placement 
to replace those moved into the community from in-state providers to lessen the 
financial impact of the reduce residential placements on in-state providers. In 
undertaking this project, they explained their strategy to residential providers and 
then asked the providers to nominate children and youth to participate in this 
process of return to the community. This strategy proved to be a costly misstep. 
Unfortunately, since without checks and balances, all institutions function at the 
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convenience of the institution, residential providers sometimes failed to nominate 
children and youth who were doing well (e.g., “We are helping. Don’t disrupt their 
treatment.”); instead, nominated children and youth who still required intensive 
services (e.g., “We are not helping. Maybe you can help.”). Thus, the provider 
nomination process sometimes resulted in the identification of exactly the wrong 
children and youth for return to the community. 

 An absolutely tragic event happened in which a very high-need youth who was 
in a very intensive out of state placement was identified for return (i.e., they weren’t 
able to help him). Unfortunately, he had grandparents who loved him. They said 
that if no one else was willing, they would try. They lived in a small town, and 6 
weeks after they moved this young man from a very intensive residential program 
to living with his grandparents, he murdered both of them. This story is a tragic 
example of how not to manage a service system. This young man needed an intensive 
service setting. He needed to be in a safe, structured, residential treatment center. 
But, because a community placement was available and there was pressure to 
reduce the number of youth in placements, the decision was made to step this young 
man down to live with relatives. 

 Given my experience in using structured assessments to model the clinical rationale 
of the psychiatric crisis services, I was invited to participate in the design of a process 
for identifying which children and youth could return to the community without 
tragedy. Since I was unfamiliar with the child welfare system, and relatively unfamiliar 
with children’s behavioral health, we initiated the project by holding a number of 
focus groups in which the discussion was focused on identifying exactly what charac-
teristics of children and youth should inform good decision making in the child 
welfare system. 

 In these discussions, a three-dimensional model emerged. Symptoms of behavioral 
and emotional disorders tended to inform choice of treatment approach. If a child 
was hallucinating, one should consider psychotropic medication. If a child was 
depressed or anxious even the Surgeon General Report   (2001)     recommended a 
psychotherapeutic approach (i.e., talking). But if a child is oppositional, every 
evidence-based practice suggests an environment intervention focus on the caregivers 
(Brestan & Eyberg,   1998    ; Kazdin,   2005    ). But knowledge of symptoms does not 
fully inform the intensity with which services should be applied. In fact, high-risk 
behaviors become an important consideration to how intensively an intervention is 
needed. Factors such as suicide, violence, or sexual aggression influence intensity 
of service/level of care decisions. However, symptoms and risks do not fully inform 
decision making in the child-serving system. Knowing that a child is depressed and 
suicidal, you might still feel comfortable serving him or her in a community setting, 
but only if the parent or caregiver was knowledgeable and able to provide appropriate 
supervision, etc. 

 The result of these focus group discussions was the creation of a tool that 
included the identified three dimensions described in the preceding—symptoms, 
risks, and caregiver capacity. The original version was called the Childhood 
Severity of Psychiatric Illness (CSPI). Table  5.1     contains the items included in the 
original CSPI. Based on the SPI in structure, the items of the CSPI were designed 
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to assess the unique clinical characteristics of children and adolescents in care. 
The basic design of the SPI worked for this project because it was essential to 
first answer the primary question, “Are there children and youth currently placed 
in residential treatment who do not need to be there?” Susan Horn and her colleagues 
had already demonstrated that it was possible to obtain information relevant to 
decision making from chart review provided the tool was designed appropriately. 
By using the structure of the SPI, we could use the CSPI to review the records of 
children and youth currently in residential treatment to rapidly assess the potential 
appropriateness of these placements.  

 We then applied the CSPI to a stratified random sample of children and youth in 
residential treatment in Illinois (Lyons, Mintzer, Kisiel, & Shallcross,   1998    ). In this 
review, we found that 13% of children and youth had never engaged in any of the 
five high-risk behaviors. About 20% had a history of engaging in at least one of 

  Table 5.1    Items included on the Original Childhood Severity of Psychiatric Illness   

 Symptoms 

 Neuropsychiatric disturbance 
 Emotional disturbance 
 Conduct disturbance 
 Oppositional behavior 
 Impulsivity 
 Contextual consistency of symptoms 
 Temporal consistency of symptoms 

 Risk factors 
 Suicide risk 
 Danger to others 
 Elopement risk 
 Crime/delinquency 
 Sexual aggression 

 Functioning 
 School dysfunction 
 Family dysfunction 
 Peer dysfunction 

 Comorbidity 
 Adjustment to original trauma/separation 
 Medical 
 Substance abuse 
 Severity of abuse 
 Sexual development 
 Learning and developmental disabilities 

 Systems factors 
 Caregiver ability to provide supervision 
 Caregiver motivation for change 
 Caregiver knowledge of child 
 Placement safety 
 Community capacity for WRAP services 
 Multisystem needs 
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these high-risk behaviors, but not in the time period immediately prior to the most 
recent admission into residential treatment. So, fully one-third of children and 
youth in residential placement reasonably could be stepped down into the community 
without intensive services already in place. 

 Once the findings of this study were accepted, IDCFS designed a process to 
reduce the number of children and youth based on their CSPI profiles. A one-third 
reduction was accomplished within 18 months by simultaneously applying a simple 
decision model for both placement into residential treatment and step down from 
residential treatment back to a community placement. Basically, the original CSPI 
decision model for residential treatment was that one needed at least one 2 or 3 on at 
least one Symptom need  and  at least one 2 or 3 on at least one risk behavior. It should 
be noted that this simple model represents an  extremely  low threshold to residential 
placement that no jurisdiction uses anymore. It was a starting point to initiate a system 
transformation. A shifting decision model is an example of planned incrementalism. 
A staged approach to system change can be an effective and sustainable change 
strategy and an essential premise of this approach is to not get too far ahead of the 
field. Reducing the number of children and youth in residential treatment by one-third 
was seen as sufficient to fund the development of intensive community services in 
the state. This change was difficult enough for residential providers in the state; a 
more dramatic reduction would have been far more difficult to achieve. 

 The community reinvestment strategy envisioned by DCFS leadership became a 
reality over the next 2 years, with the number of children and youth placed in expen-
sive residential treatment centers dropping from a peak of more than 6,000 in 1995 to 
about 4,000 18 months later. At the writing of this book, approximately 1,600 children 
and youth are currently in residential placements through the Illinois DCFS. 

 The reduction of more than 2,000 admissions to residential treatment had major 
consequences to the child-serving system beyond frecing up resources to fund 
intensive community services. Since the average residential treatment center has 
about 50 beds, the success of this initiative resulted in the inevitable closure of a 
number of programs. As anyone who has ever worked in the public sector will tell 
you, this type of dramatic change process can be fairly easy to derail. All that would 
have had to happen is for a few chief executive officers of large residential programs 
to call their legislators and complain that the state is forcing the closure of a business(es) 
in the legislator’s district. Politicians use their influence to bring business in their 
districts. State-funded child welfare business is as good as any other, particularly in 
rural areas that have been hurt by shifts in agriculture and the closing of manufac-
turing plants. Children don’t vote, but employees of residential treatment centers 
do. Thus, political contingencies often favor human service providers over state 
bureaucrats. Despite the ease with which this complaint can be used effectively, it 
did not happen in this process to any great extent. In fact, a number of facilities 
closed voluntarily and, where possible, began to shift their business model towards 
developing intensive community service programs. 

 I have been convinced that a primary driving factor in the long-term success of 
the community reinvestment strategy was that the process was always about what 
was in the best interests of children. This focus on a shared vision of the child-serving 
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system and our ability to keep the children and youths’ needs at the forefront of the 
planning and change process through the development and use of the CSPI was a 
fundamental reason for the success of the initiative. This experience is captured by 
the constitutive concept of communication—creating a shared meaning about how 
to best serve children and then representing it in a measurement process to guide 
the implementation and reinforce the shared meaning. 

 Following this experience, Northwestern University decided to exercise intellectual 
property rights over the CSPI and entered a contract with the Psychological 
Corporation. This arrangement was not really satisfactory for any of the parties as 
the company sought the CSPI to sell a managed care/outcomes management software 
system that never really took off. The university only made a few hundred dollars, 
half of which they generously shared with the Mental Health Services and Policy 
Program. The Psychological Corporation has since released the copyright on the 
CSPI and related tools. 

 Despite the commercial failure of the CSPI, saving millions of dollars for reinvest-
ment in community services without the use of a managed care company, garner a lot 
of attention in the child-serving system. Because of the success of the Illinois initiative 
to reduce residential treatment utilization, I began to get invited to national meetings. 
In the process of being included by the national leadership at that time in the 
child-serving system, I became exposed to issues that had not come up in the Illinois 
project. Primary among these issues was strengths and strength-based planning. 
During the Illinois focus groups and discussions, the issue of strengths was never 
raised. However, in the late 1990s, strengths had become a very hot topic on the 
U.S. national child-serving scene. 

 The concept of strengths is that children, youth, and families have assets that 
can help them through challenging times. Focusing on identifying, developing, and 
using these assets is the heart of strength-based planning. Intensive community 
treatment approaches, called wraparound services, embraced strength-based planning 
a guiding premise to its approach to working with families (c.f., VanDenBerg & 
Grealish,   1998    ). 

 At that time there was considerable tension between advocates of strength-based 
approaches and what were considered traditional clinical approaches that diagnosed 
psychopathology and worked to directly treat the identified symptoms of psychiatric 
disorders. Strength-based advocates called this deficit based, and decried that it was out 
of date and out of touch with the needs of children and families. Clinical advocates 
considered the strength-based advocates to be Pollyanna and frankly naïve. 

 Given the strong interest in strengths at the national level, my colleagues and I 
created a brief strengths assessment to be used in parallel to the CSPI. We called the 
measure the Child and Adolescent Strengths Assessment (CASA; Lyons, Uziel-
Miller, Reyes, & Sokol,   2000    ). We used it in a project in Florida investigating a 
bundled-rated payment methodology in Medicaid to pilot this measure. In studying 
the relationship between the CASA and the CSPI we discovered that strengths and 
symptoms both have significant relationships to level of functioning and the likelihood 
of high-risk behavior, but these relationships are completely independent of one 
another. In other words, the more symptomatic a child, the lower his or her level of 
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functioning and the more likely he or she will engage in high-risk behavior. 
Completely independent of symptoms levels, the more strength a child has, the 
higher his or her level of functioning and the less likely he or she is to engage in 
high-risk behavior. Hence, both the clinical and the strength-based advocates were 
right in their perspectives, but wrong in their disrespect for the others’ viewpoint. 
The clear implication of these findings is the optimally effective treatment of children 
and youth should include both efforts to reduce symptomatology  and  efforts to use and 
build strengths. Based on the results of this study, the CANS was created in an effort 
to integrate the clinical and strengths perspective into a single assessment approach. 

 The very first state-wide implementation of the CANS started in Florida within 
1 year of this project; however, it was with the next project that the shift of the 
CANS to a communimetric measurement tool actually occurred. I was invited to 
work with Allegheny County, PA (e.g., Pittsburgh) on tailoring the CANS for their 
project, which was a funded through the Substance Abuse and Mental Health 
Service Administration (SAMHSA) as a system of care site. Substance Abuse and 
Mental Health Service Administration funds many jurisdictions around the country 
to develop intensive community-based services using system of care philosophy 
(Stroul & Freidman,   1986    ). Allegheny County wanted to use the CANS as an integrated 
assessment process within their project. 

 It is useful to consider the nature of system of care projects as it relates to the 
evolution of the CANS. System of care philosophy is articulated in the guiding prin-
ciples and core values listed in Table  5.2 . One of the implications of this philosophy 
is that parents and youth should be involved in all aspects of the service system.  

  Table 5.2    Core Values and Guiding Principles of the Child and Adolescent Support Services 
Programs (CASSP)   

 CASSP core values 
 1. The system of care should be child centered, with the needs of the child and family 

dictating the types and mix of services provided. 
 2. The system of care should be community-based, with the locus of services as well as 

management and decision-making responsibility resting at the community level. 

 CASSP guiding principles 
 1. Emotionally disturbed children should have access to a comprehensive array of services 

that address the child’s physical, emotional, social, and educational needs. 
 2. Emotionally disturbed children should receive individualized services in accordance with 

the unique needs and potentials of each child, and guided by an individualized service plan. 
 3. Emotionally disturbed children should receive services within the least restrictive, most 

normative environment that is clinically appropriate. 
 4. The families and surrogate families of emotionally disturbed children should be full 

participants in all aspects of the planning and delivery of services. 
 5. Emotionally disturbed children should receive services that are integrated, with linkages 

between child-caring agencies and programs and mechanisms for planning, developing, and 
coordinating services. 

 6. Emotionally disturbed children should be provided with case management or similar 
mechanisms to ensure that multiple services are delivered in a coordinated and therapeutic 
manner, and that they can move through the system of services in accordance with their 
changing needs. 

(continued)
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 Allegheny County had very strong family representation through a group of 
parent advocates led by Julie Hdalio. The project director, Gwen White, wanted the 
family members to be the driving force behind the tailoring of the CANS. So, I and 
the project evaluator, Mary Beth Rauktis, met with the family members multiple 
times to hammer out relevant items and language that they felt captured the needs 
and strengths of their children in a way that reduced stigma and judgment coming 
from professionals. The constitutive communication process initiated with the 
creation of the CSPI was taken to an entirely different level by this process. 
The explicit effort was to develop a measure that could serve as a mechanism 
for creating shared meaning for families and service professionals in the service 
delivery process. We referred to it as developing a common language. 

 As importantly, walking back from lunch during one of these marathon meetings, 
I was casually talking to the lead parent, Julie Hdalio. To establish the context, the 
levels of the CSPI was defined using more traditional Likert-type rating scales of 
None, Mild, Moderate, and Severe. But in training first in the CSPI and then with 
the CANS, I had often mentioned that you could also think about things from a 
service planning perspective of No Evidence, Watchful Waiting/Prevention, Action, 
and Immediate/Intensive Action. These ratings were not explicit aspects of the 
CANS at that time, just alternative ways of understanding the Likert ratings. During 
this conversation, Julie told me emphatically that the things she really liked about 
the CANS were, in fact, the action levels I had described in my presentation. She said 
that the action levels would make immediate sense to parents. Parents experience 
many assessments of their children and often do not know how to translate these 
assessments into what should happen next. Parents then struggle to hold providers 
accountable for following up on the findings of the assessment. She felt that the action 
levels made the relation between assessment and services planning and receipt 
transparent, and that was the primary value of the approach. 

 By that time the CANS had evolved into a tool that could be tailored to different 
circumstances, including both needs and strengths in an effort to integrate competing 
conceptualization, and now was action-oriented in its item structure. So the Allegheny 
County version of the CANS was the first full communimetric measure evolved to 
be the shared meaning in the child-serving system between parents and professionals 
and facilitate communication within the service planning process. 

 7. Early identification and intervention for children with emotional problems should be 
promoted by the system of care in order to enhance the likelihood of positive outcomes. 

 8. Emotionally disturbed children should be ensured smooth transitions to the adult services 
system as they reach maturity. 

 9. The rights of emotionally disturbed children should be protected; and effective advocacy 
efforts for emotionally disturbed children and youth should be promoted. 

 10. Emotionally disturbed children should receive services without regard to race, religion, 
national origin, sex, physical disability, or other characteristics, and services should be 
sensitive and responsive to cultural differences and special needs. 

   Source : Adapted from the Child and Adolescent Support Services Programs guidelines (Stroul, 
1993).  

Table 5.2 (continued)
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 The number of jurisdictions and agencies implementing of the CANS has con-
tinued to increase since that time. Figure  5.1  displays all of the current North 
American applications by jurisdiction at the time of this writing. Additional states 
are considering state-wide implementations. Learning collaborative to support 
training and analysis and interpretation have been initiative to support the mass 
collaboration model of dissemination of innovation (see   Chap. 8    ).   

  Measurement Characteristics of the Child 
and Adolescent Needs and Strengths  

  Reliability 

 There is substantial research and implementations establishing the reliability of the 
CANS. Anderson et al. (2003)     demonstrated that the CANS is reliable at the item 
level both prospectively and using field audit methods. In a variety of published 
research, the reliability of the CANS as a case review method has been reported to 
be about 0.85 (Lyons,   2004    ). Reliability testing prospectively (with two ratings 
describing the same child) has been observed to around 0.90 (Lyons, 2004). 

  Figure 5.1       CANS usage in the United States       
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 Use of the CANS generally requires formal certification which means that trainees 
must complete a test case vignette with reliability (intraclass correlation) of 0.70 or 
above. There are more than 30,000 individuals around the world who have been certi-
fied in the reliability use of the CANS. Following a standard half-day training, 80% 
to 90% achieve this level of reliability on their first attempt. The majority of those 
who fail initially, achieve reliability on their second test vignette. 

 At this point, there is no doubt that the CANS can be a reliable measure. 
However, it also is true that it can be used unreliably. In our experience the essential 
to ongoing reliability are the factors discussed early in this text—use, transparency, 
and ongoing monitoring.  

  Validity 

 Several types of validity have been studied and established for the CANS. Face validity 
is demonstrated by its widespread acceptance in a large variety of child-serving 
systems. There has been remarkably little resistance from family advocates and 
clinicians for most implementations. The approach clearly makes sense to those working 
directly with children and families. Most resistance to CANS implementations actually 
comes from individuals schooled in traditional psychometric measurement 
approaches who are uncomfortable with the communimetric approach. 

 In terms of construct validity, CANS dimension scores have been shown to corre-
late with other measures of child status, such as the CAFAS and the Child Behavior 
Checklist (Lyons, 2004). These correlations are highest when the context is the same 
for all children in the sample. When some children are in a residential placement and 
others are in the community, the correlation between the CANS and the CAFAS is much 
lower, as the CANS does not report setting effects as meeting the needs of children, 
whereas the CAFAS does (Lyons, 2004). In other words, a child who is going to 
school at a campus-based residential program because staff wake him or her up and 
ensure that he or she attends the on-campus school would be seen as fine on the 
CAFAS, but on the CANS could still be seen as having school attendance needs. 

 Utility validity has been reported. The CANS has been widely embedded in 
treatment and service planning processes and is widely used in supervision and 
quality improvement (O’Brien & Schneider,   2007    ). There have been many reports 
of improved attention to strengths resulting in the use of this structured assessment 
process (e.g., Craig & MacIntyre,   2008    ). Rawal, Anderson, Romansky, and Lyons 
  (2008)     have demonstrated that this approach can reduce and practically eliminate 
racial disparities in psychiatric hospital admissions. 

 Research documenting the decision validity is growing; some is be reported in the 
following. There is a growing body of research that has not yet been published that 
documents that CANS-recommended program placements result in improved out-
comes (Hancock, 2008).  Lyons, Woltman, Martinovich & Hancock, 2009 reported 
that using the CANS decision model to assist in placements in residential treatment 
resulted in improved within-episode outcomes for residential treatment providers.  
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  Scoring Options 

 There are three strategies for scoring the CANS. The first is the simplest. Since the 
CANS is designed to be reliable at the item level and research has documented this 
level of reliability, it is completely legitimate to analyze information from individual 
items. Individual item analyses are useful both for describing the characteristics of 
children, youth, and families presenting to a program or the system or for monitoring 
outcomes from episodes of care. Reporting the percent of children or youth who move 
from an actionable level of need (2 or 3) to a 0 or 1 is one widely used strategy for 
reporting met need. 

 The second scoring strategy is by CANS dimensions. The recommended scoring 
strategy is to average available items and multiply by 10. This creates 30-point 
scales in which a 0 is a child or youth with all 0 ratings on the items within a dimension 
and a 30 would be a child or youth with all 3 ratings on the items within a dimension. 
Dimension scores are quite useful for program evaluation applications to allow for 
the study of the effects of different interventions (Lyons, Griffin, Jenuwine, Shasha, 
& Quintenz,   2003    ; Weiner, Schneider, & Lyons,   2008    ). 

 The third strategy is to create a single score to represent the functional status of 
a child or youth. This approach is not recommended, but is possible if one only 
utilizes a subset of the items. Specifically, it is possible to create a single score by 
combining items from behavioral/emotional needs, risk behaviors, and functioning. 
These items form a reasonable scale in traditional psychometric terms. It is not a 
good idea to include strengths or caregiver items in this total scale, and these two 
dimensions represent very different constructs than the three child/youth specific 
need dimensions. Doucette’s   (2007)     scaling of the comprehensive version of the 
CANS supports this scoring option.  

  Psychometric Scale Properties 

 Once you choose to score the CANS by adding items within dimension you must 
subject it to the same measurement standards as any psychometric measure. 
Interestingly, it appears that when you do analyze the CANS from traditional 
psychometric perspectives, you find that you can, in fact, score it by dimensions 
and use these indices just like you would a traditional measure designed from a 
psychometric perspective. 

 For example, Table  5.3  presents a correlation matrix for behavioral health items from 
the comprehensive version of the CANS. In addition, the item to total correlation 
between each item and the total behavioral health score (item average × 10) is provided. 
Review of these data suggests that all items fit the standard classical test theory of 
at least an item-total correlation coefficient of 0.30. The highest correlations are the 
disruptive behavior items that are the most common behavioral health needs, but 
these correlations do not top 0.70. Cronbach’s alpha for this set of items is 0.70 on this 
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sample of 6,010 children and youth. Under classical test theory, there characteristics 
are sufficient to justify using a total behavioral/emotional needs score. Substance 
use has some inter-item correlations that might lead one to suggest it not be included 
in the total score; however, its item-total correlation is sufficient. It is probably the 
relationship of this need item to the age of the youth that dimensions its correlation 
with some other needs.  

 Table  5.4  presents a similar correlation matrix for the strength items. The Cronbach’s 
alpha for these items was 0.71, again sufficient to justify using a scale score. Inter-item 
correlations are all consistent with a sound classically designed measure.  

 Based on these analyses, a classically trained psychometrician might argue for 
the shortening of the behavioral/emotional needs scale to just the three highly 
correlated disruptive behavior items (i.e., oppositional, conduct, and anger control) 
or to specifically exclude substance use (i.e., It has a zero or even low negative 
correlation with some other items.). A communimetric approach would never 
support such a strategy. The inclusion of items has to do with the work that must be 
done, not the statistical relationship among items. The measure does not exist only 
to generate a total score. The measure exists to support the work with the human 
service enterprise. Although disruptive behavior is more common, some children and 
youth have major mental illness or depression and/or anxiety, and different treatment 
approaches are indicated for these different needs. Good treatment planning requires 
the inclusion of all of these items separately; therefore, changing the measure because 
of the statistics would be misguided. This is a fundamental difference between a 
communimetric tool and a psychometric tool. You do not use inter-item performance 
indicators to guide measurement development—only to guide scoring options.  

  Rasch Modeling the Child and Adolescent Needs and Strengths 

 Item response theory and Rasch modeling specifically is another strategy for under-
standing the scale properties of a communimetric tool when you wish to aggregate 
it into scores. This section presents a Rasch scaling of the Illinois IDCFS version 
of the CANS. This version can be found in Appendix A. A sample of 4,182 children 
and youth at entry into the IDCFS system were used for these analyses. It should 
be noted that at entry into IDCFS it is anticipated that children and youth have 
lower needs than if one were to sample other points in the system. For example, 
children and youth who disrupt from regular foster care have higher needs (Chor, 
2008)   . Children and youth who stay in the custody of the state longer have higher 
needs than those who return to permanency rapidly. These sample variations in 
the frequency of needs has an impact on how items scale. Given the design of the 
CANS, a sample of children and youth at entry into state custody would be expected 
to populate the lower end of the full distribution of children and youth who might 
be assessed with the CANS. 

 For the sample at entry into the IDCFS system, when all items are scaled 
together this version of the CANS was an item separation of 2.69, which translates 
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into a Cronbach’s alpha of about 0.88, which is adequate from a scaling perspective. 
Thus, the overall CANS is scalable using this model. From a Rasch perspective, the 
most “noise” was generated by the 1 level rating (i.e., watchful waiting/prevention 
for the need items). This finding may relate to the multiple ways this level is used 
(e.g., suspicion, need for assessment, and history). 

 The success of Rasch scaling, like other psychometric approaches, is somewhat 
dependent on the length of the scale. More items tend to scale better than fewer 
items. However, it is important to scale needs and strengths separately, as they use 
a different set of action levels. Further, caregiver items are assessing a very different 
construct than those designed for describing children and youth. Therefore, separate 
analyses were accomplished for each domain of the CANS. 

 For the Strengths dimension the item separation statistic was a 1.81, which 
translates into a Child Reliability of 0.77. This is certainly adequate. Table  5.5  
presents the item fit statistics for this scale. Review of this table demonstrates that 
Vocational Strengths is the only item with a fit statistic outside the recommended 
range. This finding should not be surprising because Vocational Strengths are not 
applicable for children and young adolescents, but quite relevant for older youth. It 
may be advisable not to include Vocational Strengths in Strength dimension scores 
if children and young adolescents are predominant in the sample. Figure  5.2      pres-
ent the probability distribution across the four levels of each item within the 
Strengths dimension. Again, the structure is adequate with the 1 rating providing 
the most noise.   

 Table  5.6  provides an item analysis for a combination of behavioral/emotional, 
risk behaviors, and life domain functioning items. Together these items hang together 
reasonably well as an overall measure of a child/youth’s functional status with a 
separation index of 1.98 and a reliability of 0.80; however, review of the individual 
items reveals three items: Job Functioning, Medical Functioning, and Developmental as 
not fitting particularly well. This finding should not be surprising as only a small 
subset of youth are working, severe medical problems are rare at entry into child welfare, 
and the developmental item is a static indicator of mental retardation or developmental 
delay. The interpretation of these finding from a scaling perspective is that you would 
not includes these three items in a total score to be used in an outcome analysis, but 
that a single scale combining these items to give an overall functional status measure 
for children and youth would be feasible.  

 It is important to remember that these analyses were done using the population 
of children and youth at their entry into child welfare. There are many children and 
youth with minimal needs at this particular time. Since psychometric techniques 
require variation in order to achieve good statistical performance of the items, this 
sample is not optimal for these scaling approaches. When a broader sample of chil-
dren and youth actually in service are used for scaling purposes, the performance 
of the CANS dimensions improves dramatically. In a scaling of 6,010 children and 
youth from New Jersey, Doucette (2007) found that the comprehensive version of 
the CANS had good scaling properties for each of the dimensions and that a com-
bination of behavioral/emotional, risk behaviors, and functioning made a well 
functioning total score. Strengths did not scale with the other items, which should 
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be expected given the difference in the definitions of action levels between needs 
and strengths.  

  Decision Support for Level of Care and Intensity of Services 

 As discussed in previous chapters, a well-designed communimetric measure should 
be able to perform varied tasks within a complex system. The Total Clinical 
Outcomes Management framework in child and youth services requires the ability 
of the measure to function as a decision support tool at the program level (Lyons, 
2004). This application is generally called level of care or intensity of service decision 
support. There are a wide variety of these types of decision support model, sometimes 
referred to as algorithms. 

   Chap. 4     discussed the difference between the concepts of severity and complex-
ity. It is in the application of a communimetric measure to program level decision 
support where this distinction is most important. Most other decision support 
approaches use a severity indictor with a cutoff. For example, with the CAFAS 
(Hodges & Wotring,   2000    ) a total score is calculated and different levels of care are 
recommended for children and youth scoring 120 or above and 80 to 119. The chal-
lenge with the severity approach is that it does not necessarily reflect the decision 
inputs that actually go into good decision making about program eligibility. In fact, 
most program eligibility models actually reflect complexity rather than severity as 
primary inputs into decision-making.  

  Figure 5.2    Probability structure of the strengths dimension on the Illinois DCFS version of the 
CANS       
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  CANS and Level of Care Recommendations 

  Residential treatment 

 The CANS embraces a complexity model in its decision support applications at 
the program level. Rather than calculating a total score with cutoffs, the logic of 
complexity dictates that a variety of actionable needs across different domains would 
influence a decision toward a higher level of care or more intensive treatment inter-
vention. For example, the very first decision algorithm developed from this model 
was the one used in the residential treatment reform described in the preceding in 
which the first communimetric tool (CSPI) was developed. As described, that project 
sought the description of a child or youth who should be served in a residential 
treatment center. The very first model suggested that in order to place a child in 
residential treatment, he or should have, at minimum at least one 2 or 3 rating on 
a symptom of emotional/behavioral disorders AND at least one 2 or 3 on a risk 
behavior from among the five risk original behaviors as presented in Table  5.1 . 

 Work on decision models has continued and now sophisticated models exist in 
a number of jurisdictions. The most recent example of the level of care model used 
in child welfare in Illinois is contained in Table  5.7 .  

 A growing body of validity information demonstrates that the decision models 
result in better outcomes than decisions that are not consistent with the CANS 
recommended level of care. For example, in a sample of 1,020 children placed 
through a child/family team model in child welfare in Illinois (Child and Youth 
Investment Team, CAYIT), the CANS is used to advise the team, but the team is 
free to choose any placement. So some children are placed at levels of care lower 

  Table 5.7    CANS Comprehensive Decision Support Model for the Illinois Department of Children 
and Family Services   

  Option 1. Services in Foster care (SFC)  

 Criterion 1.1: Child is 5 or younger and receives a 2 on at least one of the following: 
 Communication 
 Failure to thrive 
 Regulatory problems 
 Pica 
 Substance exposure 

 Criterion 1.2: At least one 2 or 3 on any of the behavioral/emotional needs items: 
 Psychosis 
 Attention deficit/impulse 
 Depression 
 Anxiety 
 Oppositional behavior 
 Antisocial behavior 
 Attachment 
 Adjustment to trauma 
 Substance use 

(continued)
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Table 5.7 (continued)

 Anger control 
 Affect dysregulation 
 Eating disturbance 
 Behavioral regression 
 Somatization 

 To be suggested for SFC referral, a child must either meet Criteria 1.1 OR 1.2 

  Option 2. Specialized Foster Care  
 Criterion 2.1: A rating of 2 or 3 on medical/physical or somatization 
 Criterion 2.2: At least one 2 or 3 on one of the following 

 Psychosis 
 Attention deficit/impulse 
 Depression 
 Anxiety 
 Oppositional behavior 
 Antisocial behavior 
 Anger control 
 Attachment 
 Adjustment to trauma 
 Substance use 
 Affect dysregulation 
 Eating disturbance 
 Behavioral regression 

 Criterion 2.3: A rating of 3 on at least one of the following: 
 Motor 
 Sensory 
 Intellectual 
 Communication 
 Failure to thrive 
 Regulatory problems 
 Failure to thrive 
 Substance exposure 
 Developmental 
 Self-care 

 Criterion 2.4: A rating of 3 on at least one of the following 
 School behavior 
 Social behavior 
 Sexually reactive behavior 

 Criterion 2.5: A rating of 2 or 3 on at least one of the following 
 Suicide risk 
 Self-mutilation 
 Other self-harm 
 Danger to others 
 Runaway 
 Sexual aggression 
 Fire setting 
 Delinquency 

(continued)
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Table 5.7 (continued)

 A child is suggested for Specialized Foster, if he or she meets EITHER 
 (a) Criteria 2.1 for referral to Medically Complex OR 
 (b) Criteria 2.2 and (EITHER 2.3 OR 2.4 OR 2.5) for Mental Health 
  NOTE : Unless a youth is 15 years old or older and Attachment is rated as a 2 or 3, then consider 

Group Home (see Group Home criteria below) 

  Option 3. Group Home/treatment Group Home  
  For this level three different threshold models should be used, depending on the age of the child  
 For Children less than 12 years old 
 Criterion 3a.1: At least one or more 3 or two or more 2 among the following needs 

 Psychosis 
 Attention deficit/impulse 
 Depression 
 Anxiety 
 Oppositional behavior 
 Antisocial behavior 
 Attachment 
 Adjustment to trauma 
 Substance use 
 Anger control 
 Affect dysregulation 
 Eating disturbance 
 Behavioral regression 

 Criterion 3a.2: A rating of at least 2 on developmental 
 Criterion 3a.3: One 3 among the following risk behaviors 

 Suicide risk 
 Self-mutilation 
 Other self-harm 
 Danger to others 
 Sexual aggression 
 Fire setting 
 Delinquency 

 Criterion 3a.4: Two or more 2 among the following risk behaviors 
 Suicide risk 
 Self-mutilation 
 Other self-harm 
 Danger to others 
 Runaway 
 Sexual aggression 
 Fire setting 
 Delinquency 

 A child who is less than 12 to be suggested for Group Home, if he or she meets (EITHER 
Criterion 3a.1 OR Criterion 3a.2) AND (Criterion 3a.3 OR Criterion 3a.4) 

•  If Criterion 3a.2 is met consider a specialty program 
•  If sexual aggression is rated a 2 or 3 consider a specialty program 
•  If physical/medical is rated a 2 or 3 consider a specialty program 
• If delinquency is rated a 2 or 3 consider a specialty program 

(continued)
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Table 5.7 (continued)

 For youth ages 12 to 14 years of age: 
 Criterion 3b.1: At least one or more 3 or two or more 2 among the following needs 

 Psychosis 
 Attention deficit/impulse 
 Depression 
 Anxiety 
 Oppositional behavior 
 Antisocial behavior 
 Attachment 
 Adjustment to trauma 
 Substance use 
 Anger control 
 Affect dysregulation 
 Eating disturbance 
 Behavioral regression 
 Somatization 

 Criterion 3b.2: A rating of 2 or 3 on developmental 
 Criterion 3b.3: One 3 among the following risk behaviors 

 Danger to self 
 Self-mutilation 
 Other self-harm 
 Danger to others 
 Sexual aggression 
 Fire setting 
 Delinquency 
 Sexually reactive behavior 

 Criterion 3b.4: Two or more 2 among the following risk behaviors 
 Danger to self 
 Self-mutilation 
 Other self-harm 
 Danger to others 
 Runaway 
 Sexual aggression 
 Fire setting 
 Delinquency 
 Sexually reactive behavior 

 A 12- to 14-year-old youth would be suggested for Group Home if he or she met (EITHER 
Criterion 3b.1 OR Criterion 3b.2) AND (EITHER Criterion 3b.3 OR Criterion 3b.4) 

•  If Criterion 3b.2 is met consider a specialty program 
•  If sexual aggression is rated a 2 or 3 consider a specialty program 
•  If physical/medical is rated a 2 or 3 consider a specialty program 
•  If delinquency is rated a 2 or 3 consider a specialty program 
 Youth 15 years and older: 
 Criterion 3c.1: Attachment is rated as a 2 or 3 
 Criterion 3c.2: Meets criteria for Specialized Foster Care 
 Criterion 3c.3: Female ward who is pregnant (rated a 2 or 3 on Parenting Role) 

(continued)
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Table 5.7 (continued)

 A youth 15 years or older would be suggested for Group Home if he or she met criteria set for 
12 to 14 year olds OR youth met (both Criterion 3c.1 AND Criterion 3c.2) OR youth meets 
Criterion 3c.3 

•  If Criterion 3c.2 is met consider a specialty program 
•  If sexual aggression is rated a 2 or 3 consider a specialty program 
•  If physical/medical is rated a 2 or 3 consider a specialty program 
•  If Delinquency is rated a 2 or 3 consider a specialty program 
•  If Criterion 3c.3 is met consider a specialty program 

  Option 4. Residential treatment center  
 Criterion 4.1: At least two or more 3 among the following needs 

 Psychosis 
 Attention deficit/Impulse 
 Depression 
 Anxiety 
 Oppositional behavior 
 Antisocial behavior 
 Attachment 
 Adjustment to trauma 
 Substance use 
 Anger control 
 Affect dysregulation 
 Eating disturbance 
 Behavioral regression 
 Somatization 

 Criterion 4.2: Three or more 2 among the following needs 
 Psychosis 
 Attention deficit/impulse 
 Depression 
 Anxiety 
 Oppositional behavior 
 Antisocial behavior 
 Attachment 
 Adjustment to trauma 
 Substance use 
 Anger control 
 Affect dysregulation 
 Eating disturbance 
 Behavioral regression 
 Somatization 

 Criterion 4.3: A rating of 2 or 3 on developmental 
 Criterion 4.4: At least one 3 among the following risk behaviors 

 Suicide risk 
 Self-mutilation 
 Other self-harm 
 Danger to others 
 Sexual aggression 

(continued)
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Table 5.7 (continued)

 Fire setting 
 Delinquency 

 Criterion 4.5: Three or more 2 among the following risk behaviors 
 Suicide risk 
 Self-mutilation 
 Other self-harm 
 Danger to others 
 Runaway 
 Sexual aggression 
 Fire setting 
 Delinquency 
 Judgment 
 Social behavior 
 Sexually reactive behavior 

 To be suggested for RTC, a child should meet (EITHER Criteria 4.1 OR 4.2 OR 4.3) AND 
(Criteria 4.4 OR 4.5) 

•  If Criterion 4.3 is met consider a specialty program 
•  If sexual aggression is rated a 2 or 3 consider a specialty program 
•  If physical/medical is rated a 2 or 3 consider a specialty program 
•  If delinquency is rated a 2 or 3 consider a specialty program 

  Option 5. Transitional living  
 Criterion 5.1: Youth is 17–19 years old 
 Criterion 5.2: Youth is 19–21 years old 
 Criterion 5.3: A rating of 2 or 3 on Independent Living Skills 
 Criterion 5.4: A rating of 2 or 3 on any of the following 

 Intimate relations 
 Parenting role 
 Victimization 
 Medication compliance 

 Criterion 5.5: A rating of 1 higher on Educational Attainment and has not graduated from high 
school 

 Criterion 5.6: Does not meet criteria for Group Home or residential treatment 
 Criterion 5.7: Youth is NOT currently living in a stable foster home 
 A youth would be suggested for 
 Level 1 Transitional Living if he or she meets Criterion 5.1 and 5.3 and 5.6 and 5.7 
 Level 2 Transitional Living if he or she meets Criterion 5.1 and (Criterion 5.3 AND Criterion 5.4) 

and Criterion 5.6 and 5.7 
 Level 3 Transitional Living if he or she meets Criterion 5.2 AND (Criterion 5.3 AND Criterion 5.5) 

and Criterion 5.6 and 5.7 

  Option 6. Independent living  
 Criterion 6.1: Youth is 19 years or older 
 Criterion 6.2: A rating of 0 o 1 on independent living skills 
 Criterion 6.3: Youth does not meet criteria for Group Home or residential treatment 
 Criterion 6.4: Youth is NOT currently living in a stable foster home 
 A youth is suggested for Independent Living if he or she meets Criterion 6.1 AND Criterion 6.2 

AND Criterion 6.3 AND Criterion 6.4 
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than recommended, and some at higher. Comparing placement duration (i.e., stability), 
among the three groups (matched, lower, or higher), a statistically significant 
differences is observed ( F (2, 1,017) = 3.74,  p  = 0.024):

   Children placed at higher level than CANS recommended 151.8 days ( • n  = 240)  
  Children placed at the CANS recommended level 164.8 days ( • n  = 471)  
  Children placed at a lower level than CANS recommended 134.6 days ( • n  = 309)    

 Figure  5.3  presents a survival curve for placement stability following a CAYIT. The 
most stable placements are those consistent with the CANS recommendation 
(match = 0), followed by those who are placed at a less intensive level of care. The 
least stable placements are those in which the child/youth is placed at a lower level 
of care than indicated by the CANS (match = 1).  

 When child family teams following the CANS recommended, the following 
placement was more stable than if they did not.  

  Crisis intervention and psychiatric hospitalization 

 Decision support models also have been used to model decision making about 
psychiatric hospitalization for children and youth. Initially, we used logistic regression 

  Figure 5.3    Survival analysis of time to placement disruption for children/youth whose placement 
matches CANS recommendations (Match = 0), those whose placed is at a lower intensity than recom-
mended (match = −1), and those whose placement is more intensive than recommended (match = 1)       
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to predict which children/youth would be hospitalized versus served in the community. 
As evidence mounted we realized that you could not use logistic regression in the 
field, so we used a log linear model that successfully predicted about 85% of decisions 
to admit or treat in the community. The model worked used the following indicators 
adding one point for the presence of each:

   Suicide risk rating of 2 or 3  • 
  Judgment rating of 2 or 3  • 
  Depression rating of 2 or 3  • 
  Impulsivity rating of 2 or 3  • 
  Danger to others rating of 2 or 3  • 
  Anger control rating of 3  • 
  Psychosis rating of 1, 2, or 3    • 

 This model results in an indicator that can range from 0 for a child or youth with 
none of these needs, to a 7 for a child or youth with all of them. Using a sample of 
330 crisis episodes we divided the cases into low risk (0 or 1 on the indicator), 
medium risk (2, 3, or 4 on the indicator), and high risk (5, 6, or 7) on the indicator. 
Changes on the CSPI total score can be seen over the course of the 90-day crisis 
episode in Figure  5.4 . Review of these findings reveal that psychiatric hospitaliza-
tion has significantly better outcomes than community treatment for high-risk 
children/youth, but is associated with reliable worsening for low-risk children/
youth.    
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  Using CANS Scores to Assess Change Overtime: 
Outcome Applications 

 Perhaps the area of greatest controversy with communimetric tools is their suitability 
to measure change. Anyone who has studied measurement knows that items with 
restricted options, therefore, have restricted ranges and, de facto, are less sensitive 
to change than a measure with many options. Of course, anyone who is sophisticated 
in their knowledge of measuring change also knows that the utility of a measure to 
assess change is not solely determined by its response options, but also by its 
reliability and relevance to things that might be expected to actually change. A highly 
reliable measure can be sensitive to change even when the response options are 
restricted. An unreliable measure will not be sensitive to detecting real change even 
with a very large range of scores. 

 The Childhood Functional Assessment Form is a good example of a measure that 
fits traditional psychometric theory in terms of allowing a wide range of response 
options, but whose reliability is so poor that it is not a good measure of change. 
The CFARS utilizes 10 levels of ratings for each of 16 items.

   1.    No problem  
   2.    Less than slight  
   3.    Slight  
   4.    Slight to moderate  
   5.    Moderate  
   6.    Moderate to severe  
   7.    Severe  
   8.    Severe to extreme  
   9.    Extreme     

 Good luck trying to define the actual, meaningful difference between “Slight” and 
“Less than slight” in actual practice. 

 Unlike psychometric measures in which clinical significance is a more rigorous 
standard than statistical significance, any change on the CANS is clinically significant. 
The child/youth is different in terms of actionable needs. Ironically, statistical signifi-
cance is actually a more conservative standard and becomes relevant for dimension 
score analyses. With psychometric tools, statistical significance is generally viewed 
as a less conservative standard. Reliable change indices have been created for the 
CANS and the percent of children and youth who demonstrate reliable change (usually 
a 2–4 point change on the 30-point dimension scale) can be reported. Benchmarks 
of reliable change for the overall score, individual dimension scores, or the likelihood 
of any reliable change across all dimensions are available. 

 As described in scoring options, the CANS can be used for outcomes in two ways. 
First, the percent change in actionable ratings (or in any levels of ratings) can be studied 
for individual items. Figure  5.5  demonstrates this type of analysis for behavioral/
emotional needs from a wraparound program in New Jersey. Youth with actionable 
trauma problems account for 26% of all cases at enrollment but by the end of the treat-
ment episode only 16% still have actionable needs regarding Adjustment to Trauma.  
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 Outcomes also can be studied with the CANS using dimension scores. This 
approach is nearly identical to the applications with psychometric measures and 
should follow the same standards. Concepts such as reliable change and internal 
consistency of the dimension score are all relevant to the science of outcomes 
analysis. 

 Using the CANS dimension scores over time it is possible to track change in 
residential treatment. Comparisons can be made between youth placed in residential 
treatment consistent with the CANS recommendation (Concordant) and those 
placed in residential treatment when the CANS suggested a lower level of care 
intensity. Figure  5.6  presents the outcome comparison between these two groups for 
changes in behavioral/emotional needs based on nearly 400 youth. Review of these 
data indicates that the concordant youth improve over time in residential treatment 
from their status in the community prior to placement, while the discordant group 
actually demonstrates a higher level of symptomatology after placement. Figure  5.7  
displays the same information for high-risk behaviors. All differences in both figures 
are statistically significant among groups and over time. These two figures together 
demonstrate that the reliable worsening observed in the discordant group on behav-
ioral/emotional needs is not a regression to the mean phenomenon, as both groups 
improved on high-risk behaviors.   
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  Percent Change Analyses 

 There is one commonly used type of analysis that is not recommended for CANS 
or other communimetric tools. Because differences in baseline values with psycho-
metric measures are common and since these measures are by their nature arbitrary, 
some investigators recommend the use of percent change as a strategy to assess the 
size of an outcome (Harris,   1967    ), although others warn against this approach of 
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  Figure 5.7    Comparison of high-risk behaviors between CANS/CAYIT agreed placements in 
residential treatment (Concordant) and CANS referrals to lower levels of care—children who 
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any outcome analysis (Vickers,   2001    ). Such analyses are an extremely bad idea 
with a communimetric tool since the level of the score has a meaning in terms of the 
intensity or complexity of service needs (or strengths-based opportunities). A 
change from a 15 to a 10 on a CANS dimension score is substantially more mean-
ingful in terms of need (or strength) than a change from a 3 to a 2. To value these 
two outcomes as identical, as a percent change model does is forgetting the fundamentals 
of the communimetric approach. In fact, movement from dangerous and disabling 
to actionable may be of greater value than moving from actionable to watchful 
waiting/prevention.   

  Implementation Experiences 

 As discussed in   Chap. 3    , implementation of a communimetric tool is more than just 
ensuring people complete it. The idea is to fully embed the tool into the fabric of 
the work where it is being employed. Since the CANS is the first and most evolved 
communimetric tool, we have substantial experience on its implementation across 
a broad range of jurisdictions, as demonstrated in Figure  5.1 . All of these have been 
initiated since 2000. 

 Any statewide implementation is likely to involve requiring specific individuals 
to complete the CANS. Establishing the methods by which this is accomplished 
actually becomes an aspect of the business rules of that service system. Table  5.8  
provides the business rules for the use of the CANS throughout the Illinois DCFS 
system.   

  Table 5.8    CANS assessment business rules for use within the Illinois DCFS system. CANS 
assessment for administrative case review   

 1. Person responsible for completing the CANS 

 1.1 DCFS/POS 
caseworker 

 In all cases, it is the DCFS or POS caseworker’s (or the caseworker’s 
supervisor, especially if the current caseworker has been assigned 
to the case for less than 30 days) responsibility to ensure that a 
“current” CANS assessment (see definition in 2.1, below) is included 
in the Administrative Case Review (ACR). This CANS assessment 
should be completed in the context of the Child and Family Team 
(CFT) meeting occurring prior to the ACR review. At the time of 
the CFT meeting, the worker should assemble (contradicted below 
2.1 where option is given to complete CANS prior to CFT) all those 
individuals who have completed a CANS assessment on the youth, or 
in their absence, should obtain copies of those previously completed 
CANS. These individuals may include outpatient counselors, 
therapists, CAYIT reviewers, clinical screeners, SOC workers, or 
residential staff. As always, the CFT should also include the parents, 
client, caseworker, and clinical supervisor. 

(continued)
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Table 5.8 (continued)

 1.2 Outpatient 
behavioral health 
care provider 

 Outpatient therapists and counselors may complete the CANS 
assessment in the course of monitoring progress in outpatient 
treatment. It is recommended that the CANS be completed every 
6 months, and these CANS should be submitted to the caseworker 
for inclusion in the CFT meeting, during which discussion will 
take place incorporating all of the supporting documentation into a 
summary CANS. If the therapist’s CANS is the most recent CANS 
(completed in the last 90 days) and there has been no CAYIT or 
psychiatric hospitalization, the worker will review the therapist’s 
CANS and use it as the basis for the completion of the CANS that 
will be submitted to ACR. 

 1.3 Residential 
treatment staff 

 The CANS is completed every 3 months by residential staff. The most 
recent CANS should be submitted to the worker for inclusion in the 
CFT discussion regarding the most current CANS. The residential 
CANS is likely to be the most recent in cases in which there have 
been no recent CAYIT or psychiatric hospitalizations. In these cases, 
the residential CANS can be used as the basis for the CANS that 
will be submitted to ACR. The worker will lead a review of the 
document in the CFT meeting preceding ACR, at which time item 
scores will be confirmed by participants and additional information 
(if available) will be incorporated. 

 1.4 Integrated 
assessment 
clinical screeners 

 A CANS is completed as part of Integrated Assessment (IA) within 
the first 45 days of the case. This is most likely to be the child 
and family’s first CANS. Consequently, every effort should be 
made to collect comprehensive information about the child’s 
history, functioning, strengths, and symptoms. In the IA context, 
the CANS is used to develop a service plan that targets areas 
of need and builds upon strengths. The CANS (specifically, 
the Caregiver Needs and Parent Readiness for Reunification 
modules) is also used at IA to provide support for permanency 
goals. If the IA CANS is the only CANS completed in a case 
thus far, it can be used as a basis for re-scoring at the CFT by the 
caseworker and team members. 

 1.5 CAYIT reviewers  A CANS is completed as part of every Child and Adolescent Youth 
Investment Team (CAYIT) meeting. These meetings evaluate child 
functioning and appropriateness for placement at times when the 
placement is in question and a new placement is needed. Although 
the CAYIT CANS should be submitted to the worker for inclusion 
in the CFT meeting prior to ACR, if it is the only CANS completed 
within the last 90 days a new CANS should be completed. In the 
context of CAYIT the CANS is used to guide decisions about level 
of care and placement. 

 1.6 SOC CANS  If the child is receiving SOC services he or she is assessed using 
the CANS at the initiation of these services and subsequently 
every 6 months. The SOC CANS should be submitted to the 
worker for inclusion in the CFT prior to ACR, and if it was 
completed within 90 days of this meeting it can be used as 
the basis for the “current” CANS. The SOC CANS is used 
to develop individualize plans of care for wards that address 
needs and build upon strengths. 

(continued)
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Table 5.8 (continued)

 2. Principles for determining the “current” CANS 
 2.1 Prior to 

administrative 
case review 

 If previously completed CANS (by those individuals mentioned in 
1, above, excluding CAYIT or Psychiatric Hospitalization, see 
below) were completed within 90 days of the CFT prior to ACR, 
the recent CANS need only be reviewed by the caseworker and 
item scores confirmed. The caseworker may choose to accept 
all item ratings, or raise items for revision in the meeting rating 
areas that have undergone change since the recent CANS was 
completed. If the previously completed CANS is older than 
90 days, the worker must lead the process of completing a 
CANS assessment, prior to or as part of the CFT meeting. If 
the caseworker determines that there is no “current” CANS 
according to these guidelines, a new CANS must be completed. 
This may require completing the entire document, or, if there 
is an existing (outdated) CANS, it is acceptable for the DCFS 
caseworker to review it and use it as the basis for a new CANS 
in which items that have changed are revised, but existing ratings 
are maintained in areas in which there has been no change. It is 
the DCFS caseworker’s responsibility to determine whether there 
is a current CANS, and to initiate the completion of a new one if 
necessary. Once the CANS has been reviewed, participants in the 
meeting will sign the document. These participants may include 
(but are not limited to) the Parents, Client, Caseworker, Therapist, 
and Clinical Supervisor. 

 2.2 Under 
circumstances 
of psychiatric 
hospitalization 

 A current CANS must be reviewed at discharge from the hospital to 
identify areas of need. The CANS used for discharge planning 
must be “current” within 3 months. For children who are flagged 
(those who have been readmitted to the hospital within 30 days 
of a prior hospitalization, those who are 6 or under, those who 
are without placement, and those who have been hospitalized 3 
or more times in 6 months), a CANS within the last 30 days is 
required for treatment planning at discharge. For children who 
have multiple instances of a “flag” trigger, the CANS must be 
reviewed for treatment planning at discharge but should not be 
completed more than once in a 30-day period. If the caseworker 
determines that there is no “current” CANS according to these 
guidelines, a new CANS must be completed prior to discharge. 
This may require completing the entire document. Or, if there 
is an existing (outdated) CANS, it is acceptable for the DCFS 
caseworker to review it and use it as the basis for a new CANS 
in which items that have changed are revised, but existing ratings 
are maintained in areas where there has been no change. It is the 
DCFS caseworker’s responsibility to determine whether there 
is a current CANS, and to complete a new one if necessary, 
and bring it to the clinical staffing for review by the DCFS & 
POS clinical supervisor and the hospital staff. Once the CANS 
has been reviewed, participants in the meeting will sign the 
document. These participants may include (but are not limited to) 
the Physician, Hospital Social Worker, Caseworker, and Clinical 
Supervisor. 

(continued)
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Table 5.8 (continued)

 3. Procedures for CANS review in CFT meeting 
 3.1 Completion of 

CANS in CFT 
meeting 

 Although the caseworker has the ultimate responsibility for completion 
of the CANS to be included in ACR, the CANS is intended to 
represent consensus among all of the participants in the CFT 
meeting. Negotiation among participants on item scores is to be 
expected and encouraged, as it is only by incorporating all available 
perspectives on the child’s functioning and strengths that the tool 
can accurately reflect the child’s current state. 

 3.2 Parent 
readiness for 
reunification 

 As long as the goal continues to be “return home,” the “Parent 
Readiness for Reunification” module of the CANS must be 
completed as part of any CANS administration. This module, 
comprised of items 101–142, rates the parent’s ability to adequately 
care for the child. 

 3.3 Transition to 
adulthood 

 This section should be completed for all youth in ILO/TLP placements, 
as well as all youth 14.5 years old. These items are optional in other 
cases in which the worker deems them appropriate. 

 4. Training 
 4.1 Training  All caseworkers completing the CANS must be trained and certified in 

its use. DCFS is responsible for providing training opportunities. All 
caseworkers completing the CANS must obtain recertification each 
year by completing a case vignette and submitting it for scoring. 
Certification is contingent upon 70% reliability on scored items. 

  Matching Child Needs to Specific Providers 

 A unique aspect of use for the CANS in the DCFS system is the provider database 
that was launched in April, 2008. This system takes CANS assessment information 
and matches it to available providers using geomapping technology. For example, 
if a child has trauma-related treatment needs as identified by the CANS, then 
providers in their area would be identified by geographic distance. Figure  5.8  presents 
a screen from this system that identifies the actionable CANS needs and the possible 
service providers.  

 By clicking on the identified provider, the caseworker can get directions to the 
site (Fig.  5.9 )   . In addition, the system gives detailed information about service/
treatment options, information needed at intake, special services (e.g., language, 
day care). Thus, the system is designed to facilitate the full use of the CANS by the 
DCFS caseworker by making their job more effective and efficient. In the com-
munimetric theory of measurement, this is one of the essential ways that you facili-
tate the reliability and validity of the measurement process.  

 Once the system is useful to caseworker in their work with individual children, 
the same information can be used at the system level for other applications. Figures 
 5.10  to  5.12  represent a gap analysis. Figure  5.10  is the location of all youth with 
an actionable substance use problem. Figure  5.11  is a map of the location of every 
provider in the state who is willing to serve Medicaid-funded youth who have sub-
stance use problems. Figure  5.12  then is the overlay of the prior to figures and 
provides the gap analysis.    



128

 O
cc

as
io

n 
 IA

 
 C

A
Y

IT
 

 R
es

id
en

tia
l 

 O
ut

pa
tie

nt
 th

er
ap

y 
 A

C
R

 
 H

os
pi

ta
l d

is
ch

ar
ge

 
 SO

C
 

 Pe
rs

on
 r

es
po

ns
ib

le
 

fo
r 

co
m

pl
et

in
g 

th
e 

C
A

N
S 

 IA
 c

lin
ic

al
 

sc
re

en
er

 
 C

A
Y

IT
 

re
vi

ew
er

 
 R

es
id

en
tia

l 
ca

se
w

or
ke

r 
 T

he
ra

pi
st

 
 C

as
ew

or
ke

r 
 C

as
ew

or
ke

r 
 SO

C
 C

as
ew

or
ke

r 

 In
te

rv
al

 
 45

 d
ay

s 
in

to
 

ca
se

 
 A

t p
la

ce
m

en
t 

ch
an

ge
 

 A
t i

nt
ak

e,
 e

ve
ry

 
3 

m
on

th
s,

 a
t 

di
sc

ha
rg

e 

 E
ve

ry
 6

 m
on

th
s 

 E
ve

ry
 6

 m
on

th
s 

 A
t d

is
ch

ar
ge

 
 A

t i
ni

tia
tio

n 
of

 
SO

C
, e

ve
ry

 6
 

m
on

th
s,

 
at

 d
is

ch
ar

ge
 

 O
ld

 C
A

N
S 

us
ed

 if
 

cu
rr

en
t w

ith
in

 
 —

 
 —

 
 C

ur
re

nt
 C

A
N

S 
w

ith
in

 3
 m

on
th

s 
 C

ur
re

nt
 C

A
N

S 
w

ith
in

 6
 

m
on

th
s 

 C
ur

re
nt

 C
A

N
S 

w
ith

in
 9

0 
da

ys
 

 C
ur

re
nt

 C
A

N
S 

w
ith

in
 9

0 
da

ys
 

(3
0 

da
ys

 f
or

 
ca

se
s 

w
ith

 
“t

ri
gg

er
s”

*)
    

 C
ur

re
nt

 C
A

N
S 

w
ith

in
 6

 m
on

th
s 

 Fu
nc

tio
n 

 D
ri

ve
s 

th
e 

in
iti

al
 

se
rv

ic
e 

pl
an

 
by

 ta
rg

et
in

g 
ne

ed
s 

an
d 

bu
ild

in
g 

up
on

 
st

re
ng

th
s 

 U
se

d 
to

 g
ui

de
 

de
ci

si
on

s 
ab

ou
t l

ev
el

 
of

 c
ar

e 
an

d 
pl

ac
em

en
t 

 D
ri

ve
s 

tr
ea

tm
en

t 
pl

an
 a

nd
 

in
te

rv
en

tio
ns

 

 D
ri

ve
s 

tr
ea

tm
en

t 
pl

an
s 

an
d 

m
on

ito
rs

 
pr

og
re

ss
 in

 
ou

tp
at

ie
nt

 
tr

ea
tm

en
t 

 M
on

ito
rs

 p
ro

gr
es

s 
of

 c
hi

ld
 a

nd
 

fa
m

ily
 

 C
ur

re
nt

 C
A

N
S 

m
us

t 
be

 r
ev

ie
w

ed
 a

t 
di

sc
ha

rg
e 

fr
om

 
th

e 
ho

sp
ita

l t
o 

id
en

tif
y 

ar
ea

s 
of

 
ne

ed
 f

or
 s

er
vi

ce
s 

an
d 

pl
ac

em
en

t 

 U
se

d 
to

 d
ev

el
op

 
in

di
vi

du
al

iz
ed

 
pl

an
s 

of
 c

ar
e 

th
at

 a
dd

re
ss

 
ne

ed
s 

an
d 

bu
ild

 
up

on
 s

tr
en

gt
hs

 

 Sh
ar

in
g 

 M
us

t b
e 

sh
ar

ed
 

w
ith

 th
e 

ca
se

w
or

ke
r 

an
d 

al
l 

se
rv

ic
e 

pr
ov

id
er

s 

 M
us

t b
e 

sh
ar

ed
 

w
ith

 th
e 

ca
se

w
or

ke
r, 

re
si

de
nt

ia
l 

st
af

f,
 a

nd
 

se
rv

ic
e 

pr
ov

id
er

s 

 M
us

t b
e 

sh
ar

ed
 

w
ith

 th
e 

ca
se

w
or

ke
r 

an
d 

al
l s

er
vi

ce
 

pr
ov

id
er

s 

 M
us

t b
e 

sh
ar

ed
 

w
ith

 th
e 

ca
se

w
or

ke
r 

 M
us

t b
e 

sh
ar

ed
 w

ith
 

al
l p

ar
tic

ip
an

ts
 

in
 th

e 
C

FT
 

 M
us

t b
e 

sh
ar

ed
 w

ith
 

al
l p

ar
tic

ip
an

ts
 

in
 th

e 
di

sc
ha

rg
e 

m
ee

tin
g 

 M
us

t b
e 

sh
ar

ed
 

w
ith

 th
e 

ca
se

w
or

ke
r 

an
d 

se
rv

ic
e 

pr
ov

id
er

s 



129

 R
ul

e 
 A

 n
ew

 C
A

N
S 

m
us

t b
e 

co
m

pl
et

ed
 

by
 th

e 
ca

se
w

or
ke

r 
at

 
6 

m
on

th
s 

in
 

co
nj

un
ct

io
n 

w
ith

 th
e 

C
FT

 

 If
 C

A
Y

IT
 

C
A

N
S 

is
 

th
e 

on
ly

 
C

A
N

S 
co

m
pl

et
ed

 
w

ith
in

 
th

e 
la

st
 

90
 d

ay
s 

a 
ne

w
 C

A
N

S 
sh

ou
ld

 b
e 

co
m

pl
et

ed
 

by
 th

e 
ca

se
w

or
ke

r 
in

 
co

nj
un

ct
io

n 
w

ith
 th

e 
C

FT
. 

 T
he

 r
es

id
en

tia
l 

C
A

N
S 

is
 li

ke
ly

 
to

 b
e 

th
e 

m
os

t 
re

ce
nt

 in
 c

as
es

 
w

he
re

 th
er

e 
ha

ve
 b

ee
n 

no
 

re
ce

nt
 C

A
Y

IT
 

or
 p

sy
ch

ia
tr

ic
 

ho
sp

ita
liz

at
io

ns
. 

In
 th

es
e 

ca
se

s,
 

th
e 

re
si

de
nt

ia
l 

C
A

N
S 

ca
n 

be
 

us
ed

 a
s 

th
e 

ba
si

s 
fo

r 
th

e 
C

A
N

S 
th

at
 w

ill
 

be
 s

ub
m

itt
ed

 to
 

A
C

R
. 

 If
 th

e 
th

er
ap

is
t’s

 
C

A
N

S 
w

as
 

co
m

pl
et

ed
 

w
ith

in
 9

0 
da

ys
 a

nd
 th

er
e 

ha
s 

be
en

 n
o 

C
A

Y
IT

 o
r 

ps
yc

hi
at

ri
c 

ho
sp

ita
liz

at
io

n,
 

th
e 

th
er

ap
is

t’s
 

C
A

N
S 

ca
n 

be
 

us
ed

 a
s 

th
e 

ba
si

s 
fo

r 
th

e 
C

A
N

S 
th

at
 w

ill
 

be
 s

ub
m

itt
ed

 to
 

A
C

R
. 

 If
 R

es
id

en
tia

l, 
SO

C
, 

or
 a

 T
he

ra
pi

st
s 

C
A

N
S 

is
 th

e 
m

os
t r

ec
en

t 
(c

om
pl

et
ed

 
in

 th
e 

la
st

 9
0 

da
ys

) 
(e

xc
lu

di
ng

 
C

A
Y

IT
 o

r 
Ps

yc
hi

at
ri

c 
H

os
pi

ta
liz

at
io

n)
, 

th
at

 C
A

N
S 

ca
n 

be
 u

se
d 

as
 th

e 
ba

si
s 

fo
r 

th
e 

C
A

N
S 

th
at

 w
ill

 
be

 s
ub

m
itt

ed
 

to
 A

C
R

. I
f 

th
e 

pr
ev

io
us

ly
 

co
m

pl
et

ed
 

C
A

N
S 

is
 o

ld
er

 
th

an
 9

0 
da

ys
, 

th
e 

w
or

ke
r 

m
us

t 
co

m
pl

et
e 

a 
ne

w
 

C
A

N
S.

 

 A
ny

 C
A

N
S 

co
m

pl
et

ed
 

w
ith

in
 th

e 
la

st
 

90
 d

ay
s 

ca
n 

be
 c

on
si

de
re

d 
as

 a
 b

as
is

 f
or

 
co

m
pl

et
io

n 
of

 
a 

ne
w

 C
A

N
S 

up
on

 d
is

ch
ar

g.
 

T
hi

s 
re

vi
se

d 
C

A
N

S 
m

us
t b

e 
br

ou
gh

t t
o 

th
e 

cl
in

ic
al

 s
ta

ff
in

g 
w

ith
 D

C
FS

/
PO

S 
cl

in
ic

al
 

su
pe

rv
is

or
 a

nd
 

ho
sp

ita
l s

ta
ff

. 

 If
 th

e 
SO

C
 w

or
ke

rs
 

C
A

N
S 

is
 

th
e 

m
os

t 
re

ce
nt

 C
A

N
S 

(c
om

pl
et

ed
 in

 
th

e 
la

st
 9

0 
da

ys
) 

an
d 

th
er

e 
ha

s 
be

en
 n

o 
C

A
Y

IT
 

or
 p

sy
ch

ia
tr

ic
 

ho
sp

ita
liz

at
io

n,
 

th
e 

w
or

ke
r 

w
ill

 r
ev

ie
w

 
th

e 
th

er
ap

is
t’s

 
C

A
N

S 
an

d 
us

e 
it 

as
 th

e 
ba

si
s 

fo
r 

th
e 

co
m

pl
et

io
n 

of
 th

e 
C

A
N

S 
th

at
 w

ill
 b

e 
su

bm
itt

ed
 to

 
A

C
R

. 



130 5 The Child and Adolescent Needs and Strengths130

   Figure 5.9  Map of all youth with an actionable substance use need in child welfare in Illinois         

  Figure 5.8       CANS recommended services report       
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  Figure 5.10  Map of all providers in illinois willing to treat a youth in child welfare with a 
substance use need          

  Figure 5.11  Gap analysis comparing youth with needs to the location of providers willing to treat         
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 Other jurisdictions have implemented the CANS in different ways. New Jersey 
was the first state to implement the CANS in a cross-systems application. They 
created two versions of the tool—the Needs Assessment and the Strengths & Needs 
Assessment—to embed into a new initiative design to create greater access to inten-
sive community services through the creation of Care Management Organizations 
(CMO) with geographic responsibilities. Referrals to the CMO can come from 
mental health, juvenile justice, child welfare, or directly from parents who are con-
cerned about their children. The Needs Assessment is used to communicate the 
needs initially and it is used to determine eligibility for the CMO. Once children 
are accepted into the program, they receive a full assessment, building on the 
already identified needs but expand the assessment to include strengths and more 
details (i.e., modules) about specific needs that are globally identified in the Needs 
Assessment but require clarification for effective treatment planning. Figure  5.13  
presents the admission levels of need on the total score (behavioral/emotional, risk 
behaviors and functioning) for supportive case management youth case manage-
ment (YCM), wraparound CMO, and residential treatment (RTC). Review of these 
comparisons demonstrates that the use of the CANS as a decision support has cre-
ated a better separation between these dramatically different program types in terms 
of the needs of the children/youth served. In 2003, there was little difference. By 
2007, the average difference among these three levels of care was far greater.        

  Figure 5.12    Comparison of entry level of needs on the CANS for supportive case management 
(YCM), intensive community services (CMO) and residential treatment (RTC) over five years of 
a system of care implementation       
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 Tennessee’s Department of Children’s Services (DCS) uses the CANS as its 
initial assessment upon custody. The TN version of the CANS is initiated by the 
Child Protective Services (CPS) worker based on information collected as part of 
the investigation. If the child is removed, the CANS assessment process is trans-
ferred to a child welfare caseworker to complete. This caseworker builds on the 
information provided by CPS and completes the CANS in time for the initial 
child family team, which should take place within about 1 week of the custody 
decision. The CANS guides placement and permanency planning decisions at that 
time. The worker then completes the CANS at regular intervals throughout their 
stay with DCS. 

 Indiana was the first state to have all four of the major child-serving system 
partners at the table for the design of their version of the CANS: mental health, 
child welfare, juvenile justice, and the schools. As a result, they identified and 
designed a new item, “Bullying,” to include this very important need within the 
school system. Of course, this item was put into the mass collaboration mode (see 
  Chap. 8    ), and a number of other jurisdictions now have included it in their version. 
Data from the first year indicate that bullying is the second most common high-risk 
behavior after “Social Behavior” among children and youth receiving mental health 
services in the state. 

 Since 2000, the CANS has become a widely used tool for implementing change 
in the child-serving system in the United States and elsewhere. Its rapidly spreading 
popularity alone suggests that it is useful. The emerging data from the various 
implementations suggest that the application of this approach is actually transforming 
for the child-serving system to improve efficiency and effectiveness.                            

 Fig. 5.13    Comparison of total score for RTC, CMO, and YCM initial assessments by year.  
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 Engel (  1977    ) proposed the breakthrough biopsychosocial model for the practice of 
medicine. In his classic treatise, he argued that understanding medicine required the 
physician to conceptualize more than just the disease state. Good medical care 
requires consideration of psychological and social variables as well. Since that time 
there have been many innovations for improving treatment for patients with 
psychological and social complications to their medical condition (e.g., Strain 
et al.,   1991    ). Strategies from physician education to integrating psychiatric, psycho-
logical, and social services into primary, secondary, and tertiary medical care have 
been described. However, despite the fact that the word  biopsychosocial  has 
become fully integrated in our lexicon, it has not always been the case that medicine 
has shifted paradigms from the traditional medical model into a broader model that 
formally includes the assessment of psychological and social variables that influence 
treatment decisions and prognosis in health care. 

 Worldwide, the health care system has changed rapidly over the past two decades. 
Some of that change has been fostered by advances in medical procedures and tech-
nology. Some change has evolved from shifts in investments and funding strategies. 
Other changes have resulted from cultural shifts about the role of the person in his 
or her own health care. Still others have resulted from the success of medicine in 
treating acute illness, leading to an increased prevalence of chronic illness with 
comorbidities (Druss,   2006    ). Table  6.1  presents Huyse and Stiefel’s (  2006    ) concep-
tualization regarding the shift from traditional guiding principles (referred to as  rules  
by these authors) and the guiding principles that have taken root in postmodern 
medicine as discussed in the landmark publication  Crossing the Quality Chasm: A 
New Health System for the 21 st  Century , by the Institute of Medicine (2001).  

 Review of this table suggests that the very nature of health care is shifting away 
from the solo practice of a physician operating alone in his or her community whose 
autonomy is respected by all parties in the system. In the old model, the physician 
made all the decisions with regard to diagnosis and treatment. Specialization, the 
dramatic increase in the knowledge base about human health, and the expansion and 
growth of allied health professionals make the traditional model based on the office 
practice of a general practitioner seem quaint. Even direct marketing of new medi-
cations to prospective patients affects the role of the physician (Lyles,   2002    ). 

   Chapter 6   
 The Intermed        
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 Further, emerging evidence demonstrates that psychosocial problems among 
persons with medical illness have a variety of untoward consequences, including 
poorer health outcomes, diminished quality of life (De Jonge, Ormel, & Slaets, 
  2004    ), reduced compliance with treatment (Dimatteo, Lepper, & Croghan,   2000    ), 
excessive health care use (Ciechanowski, Katon, & Russo,   2000    ), and premature 
death (Wulsin, Vaillant, & Wells,   1999    ). 

 These complexities suggest that optimal medical care requires integration across 
multiple specialists and health care providers. There are a variety of challenges to 
the collaboration required for integration (San Martin-Rodriguez, Beaulieu, & 
D’Amour,   2005    ). For example, in primary care, the time available to a physician 
when meeting with each patient can be quite limited. Gandhi et al. (  2000    ) reported 
that nearly two-thirds of primary care doctors were dissatisfied with their commu-
nications with specialists. In hospital care, communication among the large number 
of health professionals working with a single patient can be daunting. While 
Marshall (  1998    ) reports high levels of cross-discipline and specialty respect, when 
a patient experiences multiple comorbidities that require the input of different 
specialists, coordination of different, potentially competing treatment protocols can 
be challenging even in the best of circumstances. In fact, communication has been 
described as a significant factor in many medical errors (Elder & Dovey,   2002    ). 
Baggs, Ryan, Phelps, Richeson, and Johnson (  1992    ) reported an association between 
nurse-perceived collaboration and patient outcomes, even controlling for severity 
of illness. Rowe, Garcia, Macfarlane, and Davidson (  2001    ) report an association 
between poor communication and the likelihood of stillbirths and infant deaths. 
Therefore, as health care becomes more complex, the role of communication in 
health care becomes more important. 

 Communication problems have been linked to a variety of problems, including 
poor continuity of care, delayed diagnosis and treatment, polypharmacy, litigation, 

  Table 6.1    Evolution of the Guiding Principles That Determine Patient Care   

 Traditional Guiding Principles  New Guiding Principles 

 Care is based on visits  Care is based on continuous healing 
relationships 

 Professional autonomy drives variability  Care is customized to patient’s needs and values 
 Professionals control care  Patients control care 
 Information is a record  Knowledge is shared and information flows 

freely 
 Decisions are based on training 

and experience 
 Decision making is evidence based 

 “Do not harm” is the responsibility 
of the clinician 

 Safety is a system responsibility 

 Secrecy is necessary  Transparency is necessary 
 The system reacts to need  Needs are anticipated 
 Cost containment and reduction is sought  Waste is continuously decreased 
 Professional identity is preferred over 

system functioning 
 Cooperation among clinicians is a priority 

   Source:  Institute of Medicine,   2001    .  
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and redundant testing (Epstein,   1998    ). There are at least two areas in which 
communication problems can interfere with effective medical interventions (Dovey, 
Meyers, & Phillips   2002    ). First, it has been often observed that patients and health 
care providers can have different perspectives on the same symptoms and treatments 
(Slade, Phelan, & Thornicroft, 1998). In fact, efforts to use measurement to facilitate 
communication between patients and health care professionals have been reported 
in mental health (van Os et al.,   2002    ,   2004    ). 

 The second area of communication that is critical to effective medical intervention 
is among health professionals. While primary care offices often require only 
communication between the physician and patient for issues of medical care, other 
health care settings can be far more complex in terms of the number of different 
health professionals participating in the medical care of one patient. De Jonge, 
Huyse, and Steifel (  2006    ) make the distinction between the related concepts of case 
complexity and care complexity. Case complexity is a characteristic of a patient’s 
presentation. Care complexity is a characteristic of the treatment environment. One 
central factor that makes care more complex is when multiple health professionals 
are involved in the treatment of the same patient. Care is complex because it must 
be coordinated or integrated among professionals involved in the treatment of the 
patient. Communication among these health professionals is the first step toward at 
least coordinated care and ultimately integrated care (Wulsin, Sollner, & Pincus, 
2006). Existing research suggests that the experience of good communication and 
collaboration varies across tasks, settings, and disciplines (Beuscart-Zephir, Pelayo, 
Anxeaux, Maxwell, & Suerlinger,   2007    ; Larson, Hamilton, Mitchell, & Eisenberg, 
  1998    ; Makary et al.,   2006    ; Newton et al.,   1994    ). 

 Case complexity is related to care complexity. Generally the more complex the 
case, the more complex the medical care is likely to be. However, this relationship 
is by no means perfectly linear. For example, various forms of rehabilitation 
(e.g., cardiac, stroke) might be relatively simple from a case perspective, but somewhat 
complex in terms of medical care. However, in general, the most complex cases 
require the greatest amount of communication and coordination in order to achieve 
effective, integrated medical care. 

 A variety of approaches have been presented for improving communication in 
medical care settings. Pronovost et al. (  2003    ) describe the value of using a daily 
goal list in intensive care that reduced length of stays 50%, from an average of 2.2 
days to 1.1. Others have used similar approaches that focus on daily treatment goals 
(Phipps & Thomas,   2007    ; Schmidt, Claesson, Westerholm, Nilsson, & Svarstad, 
  1998    ). Some have used more team-building types of strategies (e.g., Boyle & 
Kochinda,   2004    ; Curley, McEachern, & Speroff,   1998    ). Still other approaches have 
utilized information technology (Aarts, Ash, & Berg,   2007    ; Bal, Mastboom, Spiers, 
& Rutten,   2007    ; Sidlow & Katz-Sidlow,   2006    ). 

 There have been many attempts to assess the severity of disease. Susan 
Horn’s classic work on the Severity of Illness is a good example (Horn,   1983    ). 
Disease staging is another approach that attempt to get at the severity of a 
medical condition (e.g., WHO,   1990    ). Efforts to assess complexity have lagged 
behind. One early effort was simply counting the number of diagnoses another 
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(in the pre-electronic medical record days) was weighing the medical chart. 
Given the experiences in the European Consultation/Liaison Workgroup (ECLW), 
a subgroup of interested researchers began to develop a measure of case complex-
ity to inform a biopsychosocial approach to medical care (Huyse, Herzog, Malt, 
& Lobo,   1996    ). First, an effort was made to use existing information from hospital 
databases to construct a measure of case complexity consisting of risk factors for 
care complexity (De Jonge et al.,   2001    ). The INTERMED was the second effort to 
assess case complexity and the first to embrace a biopsychosocial perspective 
(Stiefel et al.,   1999    ). 

  Development of the INTERMED  

 The European Consultation/Liaison Work Group was established by Frits Huyse in 
the Netherlands, Thomas Herzog in Germany, Antonio Lobo in Spain, and Uricht 
Malt in Norway. This multi-site, transnational collaboration was an effort to better 
understand the role of C/L Psychiatry in Europe (Huyse et al., 1996). A major thrust 
of this work was to understand which patients were served by C/L Psychiatry and 
to what end. In other words, what was the current role for C/L Psychiatry in a medical/
surgical hospital setting in Europe, and how do you optimize that role for effective 
health care? 

 In the 1980s and 1990s there was a body of work demonstrating that psychiatric 
comorbidities were complicating factors in the hospital care of medical/surgical 
patients, both in terms of health outcomes and cost of care (e.g., Fulop, Strain, Vita, 
Hammer, & Lyons.,   1989    ; Lyons et al.,   1988    ). Psychiatric interventions were developed 
and tested that involved consultation with other health professionals (Smith, Rost, 
& Kashner,   1995    ), or integration into treatment teams using a liaison strategy 
(Strain et al., 1991). Both of these interventions were reported to be associated with 
improved patient outcomes and reduced health care costs. At the same time, other 
research was demonstrating that social factors had a similar impact on health care 
(cf., House,   2002    ). 

 Attempting to screen patients for psychiatric comorbidities proved difficult 
because of both methodological and practical concerns. Even the gold standard 
of a clear psychiatric diagnosis in a medical/surgical patient is rather complicated. 
Also, because of the time constraints and volume of patient care in hospital, it 
was not likely that a diagnosis-based case finding strategy would be feasible, 
let alone successful. 

 Using data from the participating site for the ECLW, De Jonge and colleagues 
began to develop the concept of complexity as the feature that involved both 
psychiatric and social complications to health care. In the process of this research, 
the ongoing consultation vs. liaison debate re-emerged (Huyse & Steifel, 2006) 
regarding whether C/L Psychiatry served patients with diagnosed or at least diagnosable 
psychiatric disorders in the hospital or served a broader role in the comprehensive 
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care of patients in these settings. The assessment and management of complexity is 
clearly not a specialty skill; by definition it must cross all specialties to be effective. 
Therefore, a focus on complexity requires an assessment strategy that is efficient 
and reasonably easy to use for a wide variety of health care professionals. Initially 
the effort was to see whether information that was routinely collected in electronic 
records could be used to identify complex patients (De Jonge, Huyse & Steifel, 
2006). It quickly became clear that reliance on convenience databases, although a 
standard for health services research, was insufficient to build an optimal model of 
the complex patient. For this reason, the INTERMED was developed.  

  Design of the INTERMED  

 The first step in the development of the INTERMED was to identify the relevant 
items to be included in this approach. Rather than a focus group approach, as used 
with the CANS, a conceptual model provided the framework for the selection of 
items of this tool. Specifically, items were identified by using the biopsychosocial 
assessment grid first developed by Hoyle Leigh and others at Yale (Leigh, Feinstein, 
& Reiser,   1980    ). This grid was widely used for training and supervision in C/L 
Psychiatry. Items were selected to present each of the cells in this grid, which 
included medical, psychological, social, and health systems on one axis and historical, 
current status, and prognosis on the second axis. 

 Table  6.2  provides a matrix organization of the structure of the INTERMED. 
The first three rows represent the biopsychosocial model with the essential con-
cepts for biological, psychological, and social aspects of a patient’s life that are 
relevant to his or her health care. A fourth row exists to allow for a simultaneous 
monitoring of the patient’s experience with the health care system. The columns 
represent how the medical model of care understands time as it relates to patient 

  Table 6.2    Item Structure of the INTERMED   

 History  Current State  Prognosis 

 Biological  Chronicity  Severity of symptoms  Complications and 
life threat 

 Diagnostic dilemma  Diagnostic challenge 
 Psychological  Restrictions in coping  Resistance to treatment  Mental health threat 

 Psychiatry 
dysfunction 

 Psychiatric symptoms 

 Social  Restrictions in 
integration 

 Residential instability  Social vulnerability 

 Social dysfunction  Restrictions of network 
 Health Care  Intensity of treatment  Organization of care  Coordination 

 Treatment experience  Appropriateness of 
referral 
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care, with the history setting the background for comprehensive assessment, current 
status driving the treatment plan within this context, and prognosis establishing 
considerations for follow-along care.   

  History  

  Biological Domain 

 This domain allows the rater to describe the acuity or chronicity of the patient’s 
medical condition along with any prior episodes of diagnostic uncertainty. 
The distinction between acute and chronic diseases is thought to be important, particu-
larly among the elderly (Stiefel et al., 2006). Prior challenges with making diagnoses 
are important to note, as these challenges may inform the current diagnosis.  

  Psychological Domain 

 This domain allows the rater to describe both the patient’s past challenges with 
coping and whether he or she has a history of any diagnosed psychiatric disorders. 
The concept of these items is that by providing a historical context, the health care 
providers are assisted in understanding any current difficulties that the patient may 
experience with regard to managing his or her medical condition and treatment.  

  Social Domain 

 This domain provides an assessment of the patient’s social connectedness in terms 
of people, leisure activities, and work. These items can be a flag for the involvement 
of social work, occupational therapy, or recreational therapy intervention. Social 
support and connectedness are powerful indicators of good outcomes in health care. 
Social supports also can assist the patient with activities that may be limited 
because of his or her current illness.  

  Health Care Domain 

 Here the rater can describe any problems in the past that the patient has experienced 
with his or her health care. Both the intensity of any prior treatment and whether the 
individual had any negative experiences with his or her health care are described. Prior 
negative experiences with health care can impact an individual’s adherence to new 
medical regimens and prescriptions. Building a strong relationship between the 
patient and his or her health care providers is important to effective care.   
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  Current State  

  Biological Domain 

 When current status is assessed, it involves the patient’s current health status. Items 
include a rating of how severe his or her symptoms are presently. Also, a rating is 
provided for the complexity of the medical diagnosis. Together, severity and complexity 
capture the two key characteristics of any disease state as it affects treatment.  

  Psychological Domain 

 In the current state, the presence of any symptoms of psychiatric illness are identi-
fied in this domain. In addition, emotional or psychological factors related to the 
patient’s struggle with accepting treatment and maintaining adherence to treatment 
protocols are described. Thus, this cell describes both current psychiatric comor-
bidities that may require integrated care and the psychological aspects of adjusting 
to the patient’s current medical status.  

  Social Domain 

 Current social issues are described in terms of currently having a stable housing situation 
and supportive others. Both of these constructs have been identified as critical to support 
community treatment and avoid institutional placements. Severely ill patients can be 
increasingly managed in the community if provided with significant social support.  

  Health Care Domain 

 In this cell, the organizational complexity of care is described in terms of the number 
and types of health care professionals involved in the current treatment. Also, the 
appropriateness of any specialty referrals and transitions are described (e.g., prema-
ture discharge).   

  Prognosis  

  Biological Domain 

 Most medical conditions have a known prognosis for the trajectory of recovery. 
This domain allows the rater to describe the patient’s medical prognosis in terms of 
possible complications and risk of premature death.  
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  Psychological Domain 

 The mental health threat in the future is rated here. This item identifies the need for 
ongoing mental health follow-up after the current episode of treatment.  

  Social Domain 

 Anticipated social needs are described using an item called Social Vulnerability. 
This item allows the identification of whether the patient’s social circumstances 
place him or her at risk for complications to ongoing medical treatment.  

  Health Care Domain 

 The items on this domain allow the rater to indicate the level of ongoing care coor-
dination needs anticipated based on the individuals medical, psychological, and 
social functioning. The more medical professionals involved with ongoing care, the 
greater the level of coordination necessary.   

  Establishing Action Levels  

 Once the content areas of the INTERMED were identified, the second step was to 
identify the action levels using four levels. In computerized applications, colors are 
associated with these four levels (green, yellow, orange, and red, respectively).

   0    No vulnerability, no need to act  
   1    Mild vulnerability and need for monitoring or prevention  
   2    Moderate vulnerability and need for treatment or inclusion in the treatment plan  
   3    Severe vulnerability and need for immediate action or intensive treatment     

 The following are four example items from the INTERMED, one from each 
domain. For the biological dimension: 

 Diagnostic challenge:

   0    Clear diagnosis  
   1    Clear differential diagnosis  
   2    Complex differential diagnosis in which a diagnosis from a biological perspective 

is to be expected  
   3    Complex differential diagnosis in which no diagnosis is to be expected from a 

biological perspective     
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 From the psychological dimension: 
 Psychiatric dysfunction:

   0    No psychiatric dysfunction  
   1    Psychiatric dysfunction without clear effects on daily functioning  
   2    Psychiatric dysfunction with clear effects on daily functioning  
   3    Psychiatric admissions and/or permanent effects on daily functioning     

 From the social dimension: 
 Restrictions in network:

   0    Good contacts with families, work, and friends.  
   1    Restrictions in one of the domains  
   2    Restrictions in two of the domains  
   3    Restrictions in three of the domains     

 And, from the health care system 
 Treatment experience:

   0    No problems with health care professionals  
   1    Negative experience with health care providers (self or relative)  
   2    Requests for second opinions or changing contacts with doctors  
   3    Repeated confl icts with doctors or involuntary admissions     

 Often in complex medical care environments, health professionals other than physicians 
are involved in information gathering and communication. In hospital settings, 
nurses have commonly been trained to complete the INTERMED. The process by 
which the INTERMED is completed is an information integration strategy. First, 
the health professional reviews the patient’s chart to check current status and any 
documented history. This review provides a grounding so that the open-ended ques-
tions can be responded to in a manner that both allows more targeted questioning 
and communicates to the patient that the interviewer has “done his or her home-
work” and is not simply forcing him or her to repeat the story again. 

 To complete the INTERMED, an interview format has been developed that can 
be used by a nurse, social worker, or physician. Examples of questions from this 
interview format include the following: 

  Now, first of all, I would like to better understand how you feel physically . 
  Have you ever seen a psychiatrist or have there been periods in your life that 

you have been anxious, depressed, or confused?  
  Have there been issues with doctors during the last 5 years that gave you a bad 

feeling to such an extent that it might interfere with your trust in doctors?  

 Once completed, the INTERMED has a Web-based platform that allows the user 
to enter ratings and display them in a fashion that promotes patient care management. 
The use of the four colors—green, yellow, orange, and red—to highlight the action 
levels of the ratings makes the graphic display of the biopsychosocial grid quite easy 
to view and rapidly assimilate the information contained in the assessment. A viewer’s 
eyes are drawn to the vivid red and orange dots marking the actionable needs.  
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  Reliability and Validity  

 There is a substantial amount of published research using the INTERMED across 
a range of patient populations and health care systems (e.g., Huyse et al., 2001; 
Stiefel et al., 1999). In addition, the INTERMED has been studied in a number of 
different languages. 

 As with all communimetric tools, reliability should be observed at the item 
level. Huyse et al. (1999) in the first publication on the reliability of this approach 
report item reliability based on 14 trained observers using a medical chart review 
method. Both the intraclass and rank correlation estimates of reliability can be 
found in Table  6.3 .  

 Review of Table  6.3  reveals that most items were reliable well within expected 
standards. Nearly half of the items had intraclass correlations of 0.90 or higher. 
Fifteen of the items had reliabilities of 0.80 or above. Only five items did not have 
adequate reliability. These items were studied and either revised or the training was 
altered to improve reliability. It is noteworthy that the prognoses section accounted 

  Table 6.3    Item Level Reliability of the INTERMED   

 Item  Intraclass  Rank Correlation 

 History 
 Chronicity  0.98  0.79 
 Diagnostic uncertainty  0.86  0.71 
 Restrictions in coping  0.94  0.46 
 Premorbid level of psychiatric dysfunction  0.97  0.92 
 Family disruption  0.93  0.87 
 Impairment in social support  0.92  0.84 
 Intensity of prior treatment  0.98  0.70 
 Prior treatment experience  0.41  0.60 
 Current State 
 Severity of illness  0.90  0.50 
 Clarity of diagnostic profile  0.84  0.82 
 Treatment resistance  0.92  0.84 
 Severity of psychiatric symptoms  0.62  0.78 
 Residential instability  0.88  0.58 
 Impairment in social integration  0.93  0.75 
 Organization complexity at admission/referral  0.87  0.52 
 Appropriateness of admission/referral  0.26  0.61 
 Prognoses 
 Complications and life threat  1.00  0.80 
 Mental health threat  0.49  0.58 
 Social vulnerability  0.80  0.29 
 Care needs  0.44  0.41 

  As reported in Huyse et al., 1999. 
 Please cite Lenert et al., 2000 and Slade, Phelan, & Thornicroft, 
1998 in the references or delete from text. 
 Please cite De Jonge, 2002 in the references or delete from text.  
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for most of the unreliable items. This finding led to a retooling of the training and 
descriptions around the ratings of prognosis. A couple of the items were difficult to 
score from the chart review method, resulting in lower reliability (e.g., family 
disruption, appropriateness of referral/admission). 

 Validity has been studied a number of different ways. Stiefel et al. (1999) report 
a study whereby a sample of low back pain patients were clustered into three 
groups using the INTERMED. Their groups demonstrated reliability differences 
across a series of other measures, including the Hospital Anxiety and Depression 
Scale (Zigmond & Snaith,   1983    ), the medical outcome study Short Form 36 
(SF-36; McHorney, Ware, & Raczek,   1993    ; Ware & Sherbourne,   1992    ), measures 
of social support (Meyers & Budowski,   1995    ), and visual analog pain scales 
(Jaeschke, Singer, & Guyatt,   1990    ). The clusters were reliably different on both 
medical data and the psychometric measures used. 

 Utility validity is demonstrated by the wide set of patient populations for which 
INTERMED applications have been reported (Huyse & Steifel, 2006). Among 
these populations are pain patients, general ambulatory care patients, spinal injury 
patients, diabetes patients, and the fragile elderly. The technology that supports the 
use of a color coded INTERMED (red for 3, orange for 2, yellow for 1, and green 
for 0) as a tool during daily rounds furthers the use validity of this approach. 
The fact that attending physicians, residents, and nursing staff all report positive 
experiences with this approach is further evidence of its use validity in complex 
environments. The INTERMED has not been required in any jurisdiction on all 
patients, so it is not possible to report on use penetration statistics.  

  Training and Use  

 The training on the INTERMED is more intensive than that used with the CANS. 
Generally, 2-day training is used in which the tool is described and reviewed. An 
interview format is recommended to collect information directly from patients and 
family, and training is provided in this interview approach as well. As with the 
CANS, case studies are used to assess reliability and reliability criteria are required 
to complete training and reach certification in the tool. 

 In most implementations the INTERMED is completed by a nurse or care 
coordinator. When this occurs that individual consults with the medical chart 
and/or the physician as the starting point of the assessment process. They tend 
to use the interview format to fill in the missing information (generally on the 
psychological, social, and health care domains). The INTERMED rater then 
completes the tools and shares the results with the treatment team in rounds, 
case conference, or through an electronic medical record that is viewable by all 
team members. 

 Like any other numerical rating system, the numbers themselves do not stand 
alone. The INTERMED shares its method with other communimetric tools that 
ratings of 2 or 3 require text comments to provide the specifics of those actionable 
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needs across the four domains. Thus, if residential stability is rated a 3, then a com-
ment such as, “Patient lost his apartment and has been sleeping on a friend’s couch” 
or some other such detailed description of the housing situation would be provided. 

 The INTERMED is the second most commonly used communimetric tool 
following the CANS. It has the widest applications across different cultures, as the 
tool has been translated into large number of languages and has enjoyed widespread 
use in Europe. The Case Management Association of America has recently adopted 
the INTERMED for this use and has initiated implementation among some of its 
30,000 members in the United States.                      
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 Governments need a successful economy. A successful economy is dependent on 
the success of individual business enterprises and their abilities to converge into a 
successful marketplace. In democracies, politicians generally require economic 
stability or growth to ensure re-election. In totalitarian states, a poor economy can 
be the impetus for a coup. Given this basic truth of governing, local, state, and 
federal governments have sought to create opportunities for business success. For a 
significant part of the world economy, a large segment is dominated by a relatively 
small number of enormous corporations. This trend continues and expands with 
globalization. Despite these changes, it remains the case that most businesses are 
actually small businesses. Although large corporations dominate the business news; 
small businesses are the foundation of a vigorous economy and spread the wealth 
in a fashion that is challenging for large enterprises. Successful entrepreneurs are 
the engine of a vital and egalitarian economy driven by successful small business 
enterprises. Therefore, a flourishing small business sector is a very desirable 
economic and political outcome (e.g., Sheahan,   2008    ). 

 In a completely open and free marketplace, new businesses live and die based 
on the quality of their business idea and their ability to delivery a product that sells 
at a price above what it costs to produce. However, there are few if any entirely 
open and free marketplaces left in the world. Despite free trade agreements among 
counties (e.g., European Union, North Atlantic Free Trade Agreement), govern-
ment regulation is commonplace. From rules about hiring and firing, to workplace 
safety, to product advertisement, to accounting practices, government regulations 
abound and multiply. When governments intervene it is with the aim of perfecting 
these imperfect markets. The challenge for government is to intervene without 
destroying the fundamentals of the marketplace. Creating government dependency 
is one sure path to market destruction. Therefore, governments often can have an 
important role in the development of a thriving small business sector, either positive 
or negative. The question faced by governments then, is how to best create or 
incubate small businesses to help the good ones be successful without creating 
government dependency from what would otherwise be a failing business. 

 The standard assumption in enterprise development is that a lack of capital might prevent 
a good idea from becoming a successful business (Durr, Lyons, & Lichtenstein,   2000    ). 

   Chapter 7   
 The Entrepreneurial League System Assessment        
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Once a business is appropriately capitalized, its success or failure is a function of market 
forces. Therefore, there are two critical features of a successful business launch: (1) a 
good idea that fits the marketplace, and (2) sufficient capital to launch it in that market. 
With that in mind, most jurisdictions approach business development through the use 
of service provider organizations. Examples of these approaches include entities such 
as small business assistance centers, business incubators, microenterprise programs, 
community revolving loans programs, venture and angel capital groups, university 
small business assistance centers, and local chambers of commerce, among others. 
They operate by offering a service or range of services to local entrepreneurs. However, 
consistent with Gilmore and Pine (  1997    ), these approaches provide entrepreneurs with 
services when starting a business that may require a transformation of the entrepreneur 
himself or herself (Lichtenstein & Lyons,   2001    ). 

 Providing business service support or capital investment may not be sufficient 
to effectively stimulate a sustainable business startup. Historically, these programs 
have used business plans to support decisions about capital investment or service 
support. This allows the investor to estimate the value of the “good idea.” The problem 
with this approach is twofold. First, successful entrepreneurship is a complex 
construct. A good idea is a necessary condition for the successful entrepreneur, but 
by no means is it sufficient. Often characteristics of the entrepreneur facilitate his 
or her success. For example, entrepreneurs must be able to solve problems and not 
quit after short-term failures. Second, it is easy enough to hire a consultant to come 
up with a business plan for capital investment. This does not necessarily mean that 
the entrepreneur even understands the plan, let alone is able to actually implement 
this business plan once funding is secured. 

 An alternative model for growing small businesses is one that embraces the 
concept that developing successful small businesses should be a process of devel-
oping small business people (Lichtenstein & Lyons, 2001). Such activities would 
fall within the purview of what we have been calling human service enterprises—a 
transformational offering. Identification and development of the talents, skills, and 
assets of the entrepreneur become a central focus of the business incubation process. 
Identifying the qualities and skill sets an entrepreneur has and those he or she must 
develop and then working with them to develop needed skills is the route toward 
building successful small business enterprises in this model. Lichtenstein and Lyons 
(2001) have elaborated this model into a tiered system that they call the Entrepreneurial 
League System. This approach is grounded on three essential assertions:

   1.    That entrepreneurs achieve success by developing a skill set  
   2.    That entrepreneurial skill can be developed  
   3.    That entrepreneurs come to entrepreneurship at different skill levels     

  The Entrepreneurial League System Assessment  

 Among major sports, baseball is often given credit for having the most advanced 
player development process. Through the use of levels in its minor league system, 
major league baseball develops young men who demonstrate talent but lack the 
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experience and skills to currently succeed at the highest level of the sport. The 
Entrepreneurial League System (ELS) is a system that provides a comprehensive 
framework for developing small businesses from across five levels of development 
that metaphorically corresponds to the levels used in baseball—Rookie, A, AA, 
AAA, and the Majors. 

 Four dimensions define the characteristics (skills) of the entrepreneur to allow 
for an establishment of their ranking in the ELS. These dimensions are:

    • Technical skills . Skill set of the entrepreneur necessary to complete key opera-
tions of the business enterprise  
   • Managerial  skills. Skill set of the entrepreneur necessary to lead and supervise 
the business enterprise  
  Entrepreneurial  • skills . Skill set to the entrepreneur to recognize market opportu-
nities and develop creative strategies to capture those opportunities  
   • Personal maturity . Psychological and moral development characteristics of the 
entrepreneur that are related to business success    

 To facilitate the management of individual entrepreneurs through the levels, an 
assessment tool, the Entrepreneurial League System Assessment (ELSA) is 
designed to translate the essential concepts that are important in the development 
of entrepreneurship into an assessment framework, so that individuals can identify 
where they stand in the development of the needed skill set to create a successful 
small business. The ELSA uses the following action levels to define its responses:

   0    Need for intensive action. Business cannot advance without addressing this item.  
   1    Need for action. The business must develop on this item prior to any successful 

launch.  
   2    Acceptable but opportunities for improvement exist. The business is ready on 

this item but could get better.  
   3    Optimal, no need for action. The item refl ects a clear strength of the business.      

  Item Structure  

 Items were generated for each of the four core dimensions to be assessed by the 
ELSA. There items were generated by the developers of the ELS model informed 
by their experiences with business development and in collaboration with a number 
of small business entrepreneurs with whom they had worked. The initial version of 
the tool is described in Table  7.1  based on the names of the items created.  

 Next, action levels were developed for each item using the action ratings described 
above. Again, the process was informed by a combination of experience and input 
from entrepreneurs. Table  7.2  provides two example questions from the ELSA. 
Included in these item examples are the types of questions a diagnostician (see the 
following) might ask to tap into these dimensions. There is no requirement that these 
questions to the entrepreneur represent the only input into the ratings of the items.   
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  Recommended Assessment Process  

 For the purposes of the ELSA, the entrepreneur might be an individual or a team. 
The process is intended to describe the leadership of the business; however, that 
might be configured for a specific enterprise. The intent of the ELSA is to support 
the entrepreneur so that he or she can work with outside help to understand and 
reflect on his, her, or their enterprise in a manner that facilitates business growth. 
Consistent with that philosophy, it is recommended to be administered by an out-
side observer or neutral party, someone who is not working inside the business nor 
someone who is decided whether to supply venture capital. 

 Just like the CANS and the INTERMED, although the entrepreneur fully 
participates in the assessment process, the ELSA is not intended to be a self-report 
survey. A trained business diagnostician is required. One who has been a successful 
entrepreneur is optimal. That diagnostician must have access to detailed information 
about the entrepreneur and his, her, or their business (based on direct observation). 
Precisely how the diagnostician collects the necessary information will depend 
on circumstances such as the nature of the business, the parties involved in the 
assessment process, etc. 

 It is difficult to establish a priori exactly the amount and source(s) of knowledge 
needed by the diagnostician in order to complete the ELSA. Thus, the diagnostician’s 

  Table 7.1    The Entrepreneurial League Levels by Degree of Skill   

 League 

 Skills 

 Technical  Managerial  Entrepreneurial  Personal Maturity 

 Majors  Outstanding  Outstanding  Outstanding  Outstanding 
 AAA  High  High  High  High 
 AA  High  Medium  Medium  Medium 
 A  High/Medium  Low  Low  Low 
 Rookie  Low/No  Low/No  Low/No  Low/No 

  From Lichtenstein and Lyons (2001).  

  Table 7.2    An Example Item to be Used Within the Entrepreneurial League System Assessment   

 Distribution Channels 

 Where do you sell your product or provide your service? How do you get your product/
service to these distribution channels? Do you have established relationships with these 
channels? Are your existing channels sufficient to meet your business plan? How do your 
distribution channels compare with your competition’s? 

 0  Entrepreneur has yet to identify or establish 
distribution channels 

 1  Entrepreneur has identified potential 
distribution channels but has not yet 
established them 

 2  Entrepreneur has adequate distribution channels 
 3  Entrepreneur has exceptional distribution 

channels that further business interests 
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judgment and discretion in deciding how and where to obtain information to 
complete the assessment are encouraged. For this reason diagnosticians should be 
knowledgeable about the target business enterprise and trained in the use of 
the ELSA. The concept of information integration is particularly important with 
this approach, as the business diagnosticians integrate information for potentially 
dramatically different sources depending on the nature of the business. 

 The ELSA is designed to be performed in collaboration with the entrepreneur 
and his, her, or their team, in a setting that encourages mutual respect and a learning 
organizational culture (Senge, 2006) on the part of both the entrepreneur and the 
diagnostician. The assessment is not assumed to be a one-way process. In fact, 
the assessment process itself it intended to support a transformational process with the 
entrepreneur and is intended to serve as the first step in the transformational process 
of the ELS.  

  Psychometric Characteristics of the ELSA  

 Of course, if the ELSA is to be used to study change over time, then it is necessary 
to subject it to traditional psychometric analyses to determine whether scoring by 
dimensions is justifiable and that the dimension scores are sensitive to change. The 
technical skills component contains only one item; therefore, item analyses are limited 
to intercorrelations with the other dimensions. Inter-item correlational analyses are 
presented for three subscales of the tool, Management Skills (Table  7.3 ), Entrepreneurial 
Skills (Table  7.4 ), and Personal Maturity (Table  7.5 ).    

 Application of Cronbach’s alpha to the items of each of these scales indicates 
a high level of internal consistency reliability. Management skills was 0.81; 
Entrepreneurial Skills was 0.83; and Personal Maturity was 0.80. All three of these 
values for alpha suggest that combining the items into scales is justifiable based on 
the statistical relationship among the items within each scale. Table  7.6  displays the 
intercorrelations among the four dimension scores of the ELSA. The range of these 
correlations is from 0.43 (Technical and Entrepreneurial Skills) and 0.68 
(Entrepreneurial Skills and Personal Maturity. Thus, the highest variance shared 
between two dimension scores is 46%. This finding, in combination with the alphas, 
suggests that the ELSA measures four distinct constructs, each with sufficient consistency. 

  Table 7.3    Item to Total Correlation and Item–Item Correlations for the Management Subscale   

 Item  Subscale Total  Management  Financial  Resource  Administration 

 Management  0.65  0.26 
 Financial  0.64  0.26 
 Human resource  0.66  0.55  0.52 
 Administration  0.60  0.40  0.42  0.38 
 Problem-solving  0.67  0.51  0.45  0.53  0.38 
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Thus, despite its design differences from a psychometric tool, scale scores can 
be derived that achieve standards consistent with classical test theory.  

  Impact Analysis 

 The ELSA is well suited to evaluate in terms of its impact. The nature of the ELS 
approach is to provide businesses with an understanding of their current status in 
terms of business development and specific direction for that development. 
Specifically, the goal is to help entrepreneurs to develop their individual business 
skills so that they can, in turn, successfully develop their businesses. Although 
nuanced by all sorts of potential complexities, the evaluation of business development 
is reasonably straightforward. The business should grow and make money if it is to 
be defined as a successful business. The following are two analyses of the impact 
of the ELS using the ELSA. 

  Table 7.4    Item Analysis of the Entrepreneurial Skills Subscale on the ELSA   

 Item 
 Entrepreneurial 
Skills Total 

 Identifying 
New Markets 

 Generating 
Innovative Solutions 

 Capturing Market 
Opportunities 

 Identifying new 
markets 

 0.84 

 Generating innovative 
solutions 

 0.88  0.70 

 Capturing market 
opportunities 

 0.85  0.64  0.71 

 Adaptation skills  0.63  0.34  0.40  0.42 

  Table 7.5    Item Analysis of Personal Maturity Subscale of the ELSA   

 Item 
 Personal Maturity 
Total Score  Accountability  Creativity 

 Openness 
to Change 

 Emotional 
Coping 

 Accountability  0.68 
 Creativity  0.70  0.43 
 Openness to change  0.72  0.35  0.43 
 Emotional coping  0.70  0.41  0.45  0.39 
 Self-awareness  0.80  0.54  0.43  0.49  0.57 

  Table 7.6    Intercorrelations Among the Four Subscales of the ELSA   

 Technical Skills  Managerial Skills  Entrepreneurial Skills 

 Managerial skills  0.52 
 Entrepreneurial skills  0.43  0.59 
 Personal maturity  0.45  0.64  0.68 
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 ELS was implemented on November 1, 2004 with 24 entrepreneurs in the Advantage 
Valley in West Virginia. The present impact analysis ran through December 31, 2007. 
During the first 38 months, 112 clients participated (participation in the ELS is ramped 
up over time) and 66 (or 59%) remained active. Forty-five clients (40%) have exited 
the system; one (1%) graduated. Sixteen (14.3%) were placed in the stands. Of the 29 
who exited the system, four were asked to leave because of unresponsive behavior, 1   
three firms closed and six left for health or personal reasons. These movements in 
and out of the system are not unusual, and reflect the dynamic nature of business 
activity and entrepreneurship. Figure  7.1  presents the distribution of these busi-
nesses by type of enterprise.  

 The race of the entrepreneurs served by the ELS was consistent with the demo-
graphics of the population in which the businesses were located, although the vast 
majority were Caucasian (93%). About two-thirds of the entrepreneurs were men. 
Nine teams were developed to serve the participating businesses. 

 Table  7.7  provides the total sales revenues by ELS level. Note that the total sales 
average for the AA was 1.6 times that of the A, while the median sales average was 
6.5 times. Additionally, the total sales average of the A was six times that of the 
Rookies, whereas the median sales average was 10.7 times. Clearly, ranking in the 
ELS model is related to business success from a sales volume perspective.  
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Professional, Scientific, & Technical Services (54)
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Remediation Service (56)
Educational Services (61)
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Arts, Entertainment, & Recreation (71)

Accommodation & Food Services (72)
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Agriculture (11)

Whole Sale Trade (42)

  Fig. 7.1    NAICS (North American Industry Classification System) code distribution of advantage 
valley ELS clients.       

 1   Given the investment being made by the program sponsors, after a reasonable period during 
which every attempt was made to involve the entrepreneur in coaching, clients were dropped for 
non-participation. 
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 To clarify the implications of the numbers in Table  7.7  it is useful to refer to 
another aspect of the ELS, referred to as the Pipeline of Entrepreneurs and Enterprises 
(Lichtenstein & Lyons,   2006    ). The concept of a “pipeline” of entrepreneurs and enter-
prises allows the segmentation of the marketplace of businesses by level of development. 
The pipeline contains two major variables: (1) skill level of the entrepreneur, and (2) 
stages in the development of the business (i.e., life cycle). These two variables can be 
combined to provide a new grid by which to view the community’s business assets. 
Using this grid, the ELS clients can be sorted into the different segments of the 
marketplace. Table  7.8  reflects the distribution of ELS clients in this pipeline.      

 The average actual sales growth during the participation of these businesses in 
ELS was astronomical, at a more than 1.2 million percent increase. This was due to 
the fact that a number of companies were brand-new, with few if any sales, making 
for any growth being a large percentage of growth. The median growth was more 
than 100% for all business, with the larger median growth for Rookies at 123% 
followed by a robust 109% median growth from A level businesses. In terms of the 
impact of the investment in the system for each dollar spent on the ELS approach, 
it was $33 in revenue over the 38 months of the program. 

 The second impact analysis comes from an ELS implementation in central 
Louisiana. For this analysis, 1 year’s worth of information—from June 1, 2006 to 
June 30th, 2007—was used. During this year, 51 clients were referred, and 41 were 
active at the end of the year. Six businesses were unresponsive and two failed. 
Three-fourths of the entrepreneurs were men and 85% were Caucasian. 

 Table  7.9  presents the growth during the year by level of ELS for the 20 clients who 
reported at least two quarters of sales information. Twenty-four companies participated 
at least two quarters of the year, but four did not report their sales for these analyses.  

  Table 7.7    Total Sales Revenue Generated by ELS Clients Over a Six- (6) to Thirty-Eight- (38) Month 
Period as of 12/31/07   

 All Skill Levels  Double A  Single A  Rookie 

 Number of clients  73  5  47  21 
 Total sales revenue  $55,445,274  $7,401,985  $44,705,844  $3,337,445 
 Percent of total sales  100%  13%  81%  6% 
 Average  $759,524  $1,480,397  $951,188  $158,926 
 Median  $206,092  $1,780,267  $273,604  $25,645 
 Maximum  $18,324,396  $2,366,705  $18,324,396  $1,647,567 
 Minimum  $100  $448,000  $2,072  $100 

  Table 7.8    Distribution of ELS clients in the pipeline by number of entrepreneurs in each skill 
level across stages of business development   

 Life cycle   Skill 
Level 

 Stage 
0  Preventure 

 Stage 
1  Existence 

 Stage 2  Early 
growth 

 Stage 
3  Expansion 

 Stage 
4  Maturity 

 Stage 
5  Decline 

 AAA  (0) 
 AA  (5)  1  3  1 
 A  (53)  2  12  27  5  5  2 
 Rookie  (8)  2  6 
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 Review of Table  7.9  reveals that the growth in real dollars averaged nearly 
$200,000 for each company, with an expansion of an average of 4.4 employees per 
enterprise. The growth in sales outside of the central Louisiana region is interesting 
from a business community perspective. Sales revenues from outside of the central 
Louisiana region increased by more than 1,300%. As such, the participating 
businesses were increasingly bringing new dollars into the region, which is a very 
important goal for an impoverished area.  

  Qualitative Analyses 

 The ELS also uses qualitative analyses to monitor the impact of its approach. These 
include interviews with coaches and participants. 

 One experienced coach described how he worked with an entrepreneur who 
doubted the coaching process:

  I mean, in other words I didn’t tell him anything that he knew was wrong, but I asked him 
some questions that he was literally unable to answer and, given the context we’d just gone 
through of knowing how much money he would need to generate and how much he wanted 
to retire and everything, his inability to answer those questions made it clear to him that he 
wasn’t going to be able to get from point A where he is now to point B where he wanted 
to be without being able to answer those questions. So, the whole coaching process was 
asking really good questions because I needed to know some of the answers in order for 
me to be helpful, but also I needed to have answers to questions—or he needed answers to 
these questions in order to know how to get from point A to point B. From a coaching 
approach, one of the key things to my success is  opening up his mind . In Kutzhaova, Lyons, 
and Lichenstein (  2008    )   

  Table 7.9    Performance Measures For ELS as a Whole: One- (First) Year Quarterly Numbers   

 Performance 
Measures 

 As of 
6/30/06 

 As of 
6/30/07 

 Growth 
(loss), 12 
Months 

 Growth 
(loss), % 

 Avg. Growth 
(loss)/Co. 

 Avg. Growth 
(loss), %/Co. 

 Number of 
clients 

 24  41  17  71% 

 Number of 
clients 
reporting 

 20  41  21  105% 

 Sales revenue  $3,679,726  $11,852,883  $8,173,157  222%  $199,345  5.4% 
 Employees  165  345  180  109%  4.4  2.7% 
 Revenue per 

employee 
 $22,301  $34,356  $12,055  54%  $294  1.3% 

 Sales outside 
region 

 $133,615  $1,945,366  $1,811,751  1,356%  $44,189  33% 

 Sales outside 
U.S. 

 $0  $2,515  $2,515  2,515%  $61  61% 
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 From the preceding discussion it should be apparent that the theory of communimetrics 
translates well outside of medical and behavioral health care. The use of a formal, 
action-oriented assessment strategy has been an essential component of a successful 
enterprise development strategy and provides both the structure for supporting 
transformation of business enterprises and a mechanism for evaluating the success 
of these enterprises. By elaborating the essential components of the business 
development strategy and operationalizing them into action-oriented items, the 
ELS becomes animated and understandable to the entrepreneur in a way that would 
not otherwise be possible.                     
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 This book outlines a theoretical framework with documented effectiveness in support 
of using structured assessment and the resulting numerical information to guide the 
evolution of transformational offering in human services enterprises. Not long ago 
this work might have been expected to have been met with skepticism, perhaps a 
yawn or a pat on the head. However, with the continued evolution of the information 
age, it is hard to imagine that human services enterprises will back away from the 
continued search for measurement strategies to support their work. In fact, there is 
every indication that the focus on measurement and performance in human services 
will be even more central to the operations of these fields in the future. With rapidly 
emerging information technologies that support the use of information in these settings, 
measurement in human services will continue to grow in importance. 

  An Integrative Model of Measurement  

 As discussed throughout this book, the various theories of measurement can be 
integrated into a single theory with a set of strategies. Communimetric and clinim-
etric approaches to measurement focus on the input side of the measurement process. 
Classical test theory and item response theory focus on the output side of the mea-
surement process. In service delivery settings, it seems that communimetric and 
clinimetric theories have much to offer about the original design of a measurement 
approach. However, as soon as one wants to apply statistical analyses to information 
collected with these measures, considering of scaling characteristics for individual 
items (e.g., nominal, ordinal, interval) and scale characteristics for aggregate scores 
is necessary. Both of these processes are richly informed by the vast body of work 
on measurement theory and its applications. 

 It would not surprise me that some psychometricians might read this text and 
wish to argue that communimetrics is really already subsumed under existing 
psychometric theory. Certainly there could be an argument made for the complimen-
tary nature of the approaches. They are not mutually exclusive, and as discussed in 

   Chapter 8   
 The Future of Measurement 
in Human Services Settings        
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  Chap. 4     and the three example chapters, if you want to use dimension scores from 
a communimetric tool, you need to honor the requirements set forward by psycho-
metric measurement theories. However, you could develop and use a perfectly 
valid and reliable communimetric tool and never use dimension scores. Under 
those circumstances, you could completely ignore the test construction components 
of classical test and item response theories. You don’t need to understand item 
difficulty or inter-item correlations. You do not have to care about factor structure or 
internal consistency reliability. You only have to worry about the scientific stan-
dards of all measurement—reliability and validity. And the specifics of these two 
core measurement constructs are different for measures designed to optimize 
communication. 

 Of course, only time and the input of others will resolve any dispute such as this 
one. Suffice it to say that I believe that shifting the priorities of the measurement 
enterprise to lead with communication as the most important objective results in a 
fundamental change in the value system used to create a good measure. The linking 
of the numbers on the rating scale to actions within the human service enterprise 
eliminates the arbitrary nature of measurement that haunts psychometrically devel-
oped tools. To me, these two distinctions are sufficient justification for a different 
theory of measurement. If anything, I might be prone to argue that psychometric 
analyses are subsumed under communimetrics when applied to field settings. The entire 
measurement process is a transaction that should first be understood within the context 
of its communication value. 

 Beyond inter-rater reliability, a communimetric measurement approach does not 
use the statistical performance of an item or items to guide the item development 
process. I have sat in on more than one consultation (and provided a few earlier in my 
career) in which the psychometrician argued for using an item’s statistical perfor-
mance to drive all decisions about item inclusion in a form. This strategy is a mistake 
when you would like people to embrace and actually use a measure. An egregious 
example of the downside of a purely psychometric approach comes from a measure 
of depression developed for elderly patients that we used in a study of an intervention 
for elderly patients who had broken their hips (Lyons, Strain, Hammer, Ackerman, & 
Fulop,   1989    ). There was one item on the measure that read, “Do you feel particularly 
helpless the way you are now?” When we used this measure in a study of the impact 
of a liaison intervention with these elderly fractured hip patients, it frequently gener-
ated an “affect storm.” Typical responses included things like, “Well what the hell do 
you think . . . me lying here with my leg in a cast. . . .” Interviewers were frequently 
forced to distance themselves from the measure to maintain any credible relationship. 
They used statements such as, “I know sir. It’s a stupid question, but it is part of a set 
of questions I’m supposed to ask. I really appreciate your help and I’m sorry about 
that question.” I wonder whether there has been any research on the impact on reli-
ability and validity of a classical test theory measure when the interviewer has to 
apologize for the insensitivity of a particular item? I don’t know of any such research, 
but I’m confident the news would not be good.  
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  Understanding Transformational Offerings  

 In health care and behavioral health care attention on outcomes has been growing 
for the past several decades (e.g., Lyons, Howard, O’Mahoney, & Lish,   1997    ). 
However, much of this work has still been embedded in a service delivery way of 
thinking about these human service enterprises. Other human services enterprises 
have even paid less attention to outcomes. Returning to Gilmore and Pine’s (  1997    ) 
conceptualization of offerings, it is clear that much of what is provided within 
human services enterprises are not really services, but rather transformation offer-
ings. The goal of the enterprise is to help people change fundamental aspects of 
their lives, whether it is blood sugar levels, depression, housing stability, employ-
ment, or knowledge. As soon as you conceptualize human services enterprises as 
transformational offerings, it changes how you think about designing, managing, 
and evaluating them. 

 Further thinking about how to manage and maximize transformational offerings is 
an important goal of future work. As a foundation of that work, determining how best 
to measure and monitor transformational processes is a core innovation. While the 
study of change has a long and proud history in mental health (cf., Jacobson & Truax, 
  1991    ), it continues to require refinement and expansion to other areas in which people 
try to change their lives. Some outputs of transformational activities are straightfor-
ward: Weight loss can be measured in pound/kilograms or body fat. But to understand 
the actual process of transformation probably requires the measurement of intermediate 
processes (e.g., body image, knowledge of food, commitment to diet). It is unlikely 
that you can maximize the primary outcome of a weight loss program without also 
monitoring and managing some of the intermediate outcomes. 

 The ELSA is a good example of this challenge. The actual outcomes of a busi-
ness can be reasonably straightforward in terms of revenue, employees, profit, etc. 
However, it is critical to understand the transformation of an entrepreneur from the 
time of the idea until the time the business has become successful according to 
standard financial outcome criteria.  

  Academic and Field Collaborations  

 Although there have been concerted efforts to bridge the gap, there is often a lack 
of effective collaboration between research and human services field applications. 
Often the academic field appears to take a transmission theory concept of commu-
nication with field applications. That is, academicians feel that they develop break-
throughs that should then be implemented by people working in applied fields. This 
mind set is reinforced by the nature of federal funding for research in field applications. 
No matter how creative a Request for Proposals might be in terms of seeking innovative 
collaborations between researchers and field settings, funding decisions continue 
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to be made routinely by peer review panels populated primarily by researchers. 
This funding decision-making model merely reinforces the institutionalized way 
that many academicians think about field work. Phrases such as  knowledge transfer  
and  dissemination of innovation  further reinforce our linear way of thinking about 
the relationship between academics and field applications. 

 It is seldom the case that researchers invent things that are then placed into prac-
tice, consistent with a transmission model of communication. Rather, moving to a 
constitutive conceptualization of this communication in which academic researchers 
and individuals working in field applications seek to develop a shared understanding 
of the work appears a more fruitful model for continued evolution of the field. 
I suggest that the concept is actually one of knowledge creation in which groups of 
people work together to create knowledge. Each person involved and exposed has 
an opportunity to influence the creation of the knowledge. 

 There are several ways in which communimetrics theory of measurement sup-
ports a reconceptualization of knowledge translation activities. First, the participa-
tion of all parties in the measurement process from development to use creates 
greater ownership of the results that come from measures. Second, the measures 
can be supported using reliable and valid measurement to inform management, and 
so the very process of implementing a measure assists individuals working in the 
field to value a research framework (e.g., TCOM). This process can serve to demy-
stify the research enterprise. These measures from communimetric tools can be 
used to support valid research in field settings. The ability of academicians to 
engage in population-based research in field settings is enhanced substantially. 

 The great challenge of translating research into practice is that research must 
compete with experience and intuition to change the minds of people working in 
the field. By embedding itself into that experience, research activities have a sub-
stantially greater opportunity to become part of the experiences that influence 
people’s knowledge (Lyons, 2009).  

  Mass Collaboration and Measurement Design, 
Development, and Use  

 Dramatic changes in information technology, demographics, and culture are changing 
the very nature of our economy (Tapscott & Williams,   2006    ). Old demarcations 
based on the proprietary nature of business and products are becoming obsolete 
in some markets. Opportunities for consumers to participate in the design of the products 
they buy are increasingly common. Mass collaborations are now possible. Wikipedia, 
MySpace, YouTube, the Human Genome Project, and so forth are revolutionizing 
how we think about community and the communal development of processes and 
products. These changes in how the information culture is changing business also 
have important implications for measurement. 

 Learning collaboratives have been advocated by many as vehicles of change 
(e.g., NCTSN,   2007    ). Convening people to work together for a common goal has 
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been pursued using these strategies. Learning collaboratives are the model used 
within the Super User groups described in Chaps. 4 and 5.While learning collabora-
tives have significant advantages, they also suffer the limitation of requiring shared 
time. In the learning collaborative model, collaboratives must set aside the same 
time to meet in person, on the phone, or virtually in order to pursue the process. This 
aspect of the learning collaborative approach is a very limiting reality. Often, the 
spirit of collaboration exists but finding a common time to meet is very challenging 
and, at times, impossible. When schedules are forced, they can reduce the productivity 
of certain members. The larger the collaboration, the more difficult it becomes to 
manage the meetings. People can not all attend at the same time, and over time the 
process deteriorates because of inconsistent participation, which can easily be inter-
preted by fellow collaborators as a lack of commitment to the shared goals. 

 Mass collaborations use a different model (Tapscott & Williams, 2006). 
Metaphorically, a mass collaboration is like a very slow moving train on which 
people can jump on or off at any given time, regardless of the involvement of others 
in the collaboration at that moment in time. Individuals participating talk to each 
other, but the formal collaborative is not structured based on shared time, but on 
shared activities and experiences. Open source software is an example of mass 
collaborations. The three guiding principles are:

   1.    Nobody owns it.  
   2.    Everybody uses it.  
   3.    Any one can improve it.     

 In their breakthrough work, Tapscott and Williams (2006) argue that in the new 
digital economy, mass collaborations even among competing enterprises can be 
very good business. By reducing costs of infrastructure through sharing, businesses 
are poised to be more profitable in the long run. Human services enterprises are 
ideal markets for mass collaboration. The vast majority of these enterprises receive 
their funding directly or indirectly from government entities. There are three universal 
truths to this business environment:

   1.    There are many people in need.  
   2.    Nobody has enough money to meet all of the need.  
   3.    It is exceedingly diffi cult to get more money.     

 This creates a market with a great deal of unmet need. In the rare circumstance 
in which there is an expansion, it is quickly absorbed. In this business environment, 
effective efforts to reduce the costs of the infrastructure are an additional strategy to 
reach unmet need. Mass collaboration around assessment strategies that create infor-
mation that can be used to better manage the transformational offerings in human 
services enterprises is a winning business strategy. 

 Despite the inherent logic to applying mass collaboration to the human services 
environment, there are many barriers to successful collaboration. These barriers can 
be categorized as threefold: ego, time and effort, and trust. In my experience, ego 
is the single biggest obstacle to effective mass collaboration. There are a variety of 
important reasons for this challenge. First, often people want credit for their work. 
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They need to feel that it is theirs—they own it. Agencies and programs often 
develop their own assessments, not because they will do it better than someone else, 
but because it will be their assessment. Unfortunately, these assessments are often 
poorly designed from a measurement perspective (e.g., too many open-ended ques-
tions or the inclusion of double-barreled questions) or even a forms management 
perspective (e.g., poor information flow), which further demoralize direct service 
staff on the value of standardized measurement. 

 If an academic is involved, one relatively straightforward route to tenure is to 
develop a measure and publish findings from it. The problem is acute in psychology 
with the classic example of Ogles, Lambert, and Masters’ (  1996    ) exhaustive review 
that identified more than 1,400 outcome measures in the published literature. 
Consistent with the culture, both of these authors then proceeded to develop their 
own measures—the Ohio Scales and the Outcome Questionnaire. Of course, the 
same applies to me. I recognize that I have based my own career on the develop-
ment of measures. Thus, it is in my best interest for the measures I developed to 
flourish. Any success often will be at the expense of a different measurement 
option. This tension is not an easy one to resolve. It is certainly the case that academic 
innovation drives some aspects of system transformation. You certainly do not want 
to calcify the system in a way that thwarts this type of innovation. On the other 
hand, a plethora of options sometimes ends up paralyzing efforts to create a common 
language and approach. 

 Many academics also sell their assessment wares on the open market. 
Consequently, a conflict of interest between the intellectual value of measurement 
innovation and the financial benefit to the academic is possible. If you have a finan-
cial interest in the success of your measure, that changes the nature of the scientific 
enterprise for the involved parties. This potential conflict is a primary reason I first 
became interested in open source assessment strategies, which ultimately lead to 
mass collaboration. The core ethical consideration is that most research is funded 
in some manner by taxpayers. In my case, much of my research has been funded 
by state agencies responsible for serving high-need populations (e.g., mental 
health, child welfare). Personally profiting from the investments of these agencies 
seems immoral. 

 Until we reach a consensus in the field of measurement processes, it is likely that 
the value of new measurement development often will override efforts at mass 
collaboration. It is almost guaranteed that consensus on measurement will not come 
from the academic community. The famous meeting of psychotherapy outcome 
researchers at Vanderbilt is a good case example (Lyons, Howard, O’Mahoney, & 
Lish, 1997). At this meeting all of the leading experts were convened to try to reach 
a consensus on how to measure outcomes of psychotherapy. Each, of course, had 
developed his or her own measurement approach. For obvious reasons consensus on 
a specific measure was impossible. They could agree on what constructs should be 
measured—and that is feasible progress. 

 It is also unlikely that the mass collaboration will be directed from Washington, 
DC or any central government. Federal efforts at mandating standard assessment 
and measurement have experienced some successes, but have generally fallen short 
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for all the reasons it is difficult to have a top-down process involving collaboration. 
The most likely approach will be a combination of a grassroots collaboration to 
build a growing consensus among those actually doing the work, followed by juris-
dictional mandates to get those on board for those who for reasons of ego, time and 
effort, or trust failed to join the grassroots movement. 

 The second challenge to mass collaboration is time and effort. It can be difficult 
and time consuming to keep up with what others are doing and stay sufficiently 
current to be able to identify opportunities to join a mass collaboration. Technology 
innovations make this simpler today in some ways, but the sheer volume of the 
available information causes a new barrier of a similar type. It takes time and effort 
to collaborate. 

 The final challenge to mass collaboration is trust. If you talk to most high school 
students they have a great deal of trust in Wikipedia. Some use it as the primary 
source for many of their required papers. If you talk to most high school teachers 
they often express some distrust of this same collaboration. You have to be careful; 
the information is not always completely accurate. Trust is the foundation of com-
munication. It is also the foundation of collaboration. 

 There are a number of reasons why we struggle with trust. Some challenges may 
result from our own personalities and personal experiences. Some people grow up 
trusting; others grow up cynical, distrustful, and even paranoid. The second chal-
lenge to trust comes from the marketplace. Competition, even in human services 
enterprises, exists among agencies that provide similar, related, or overlapping 
programs or interventions. This competition can undercut trust if competitors feel 
that they are losing an advantage by sharing. The third challenge is related to the 
time and effort barrier. Trust is a relational construct. It takes time and effort to 
build trust. You are much more likely to trust someone you know than someone you 
do not know. Building trust requires networking, time, and effort. 

 Trust is also an issue in mass collaboration from the developer’s perspective. If you 
put your work out there in a mass collaboration, hopefully it will be used, but it may 
be misused. Fear of misuse can be a barrier to mass collaboration. No ethical measure-
ment developer would want his or her tool misused. It is harder to manage the intel-
lectual integrity of an approach when a mass collaboration strategy is employed. 

 Several of the currently developed communimetric tools have been created 
through processes of mass collaboration. The Praed Foundation holds the copyright 
on the Child and Adolescent Needs and Strengths and the Adult Needs and Strengths 
Assessment (ANSA) tools, but that is simply to ensure the intellectual integrity of 
the approach and keep the tools free to use (i.e., open domain). As described in 
  Chap. 5    , beginning with the initial design of the tool, many individuals had a great 
deal of input into the design. Over the years, different jurisdictions have contributed 
new items and strategies for use. In creating the Tennessee version, a psychiatrist 
in the development panel made the suggestion that sleep should be included. 
This question stimulated the creation of a sleep item that is now widely used. 
Similarly, having school representatives involved in the design phase resulted in 
Indiana developing an item to assess “bullying.” This item has been integrated into 
a number of other versions. 
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 The INTERMED uses a similar model for managing the tool with the INTERMED 
Foundation created to support its open use without cost. The INTERMED hasn’t gone 
through as many versions as the CANS, but it is not yet as widely used. The creation 
of the version for the Case Management Society of America for use by case managers 
in the United States represents the first evolution of the tool in the fashion of a mass 
collaboration. A pediatric version of the tool is currently being developed with 
collaborators in Canada, the United States, and Europe. 

 If mass collaboration can become a foundation of measurement development 
for human service enterprises, some cultural change must occur. Tapscott and 
Williams (2006) outline a set of key strategies to use to try to make mass collabo-
rations work.

  A new kind of business is emerging, one that opens the doors to the world, co-innovates 
with everyone, especially customers; shares resources that were previously closely 
guarded; harnesses the power of mass collaboration. . . . (p. 276).   

 These authors list four key principles:

   1.     Being open . Openness to new ideas and the opinions of others is a key to innova-
tion and collaboration. It is easy to allow experience and the inertia that comes 
with it to lead us to complacency that we already have all the answers we need, 
and so we no longer ask questions. Often, the least experienced in an organiza-
tion are the most open.  

   2.     Peering . You can utilize the innovations of others by sharing those innovations. 
That’s called peering. If you share a measurement process, any new strategies 
can be shared as well. An organization does not have to spend limited resources 
on development.  

   3.     Sharing . “Smart fi rms today understand that sharing is more than playground 
etiquette” (Tapscott & Williams, 2006, p. 281). Sharing is a strategy to build 
trust, networks, collaborations, reduce costs, accelerate discoveries, and “lift the 
level of all boats.”  

   4.     Acting globally . Some jurisdictions become insular. They do not pay attention to 
anything that happens outside of their local context. This narrow vision is 
extremely limiting. Human services enterprises exist everywhere in the world. 
Postmodern technology facilitates the creation of global communications.     

 Mass collaboration is far less of an expert-based process than has currently been 
used in measurement development. Generally, a measure is developed by someone 
who is skilled in the techniques of measurement. Classical test theory and item 
response theory, which are both driven by the statistical performance of items 
within measures, require an expert driven process. Clinimetrics is more customer 
friendly in the sense that physicians should be partners in the development of measures. 
The measurement theory of communimetrics is even more consistent with the theory 
of mass collaboration. Customer and consumer should be involved in the design of 
each of the existing measures. They are active collaborators in the process. After all, 
the measure exists for their benefit. As such, they deserve credit for the measures 
as much as the expert who leads the process. 
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 Because of the circumstances of the human services enterprises market, the 
value of mass collaboration in this sector is potentially enormous. If we can learn 
to work together to overcome the challenges of ego, time and effort, and trust, the 
value of these collaborations to the people we serve could be significant.  

  Increasing the Use of Measurement in Human 
Services Enterprises  

 As discussed throughout this book, there is a growing interest in and use of mea-
surement strategies to inform the transformational offerings within the human ser-
vices enterprise. However, these applications are relatively new and by no means 
close to universal. There remains much work to accomplish to prepare this sector 
for the optimal use of measurement in the management of the enterprise. 

  The Application of Information Technology 

 The dawning of the information age has seen the rapid development of information 
management capacities over the past 30 years. Just in my professional career we have 
witnessed incredible changes in the possibilities. The first document I ever word 
processed was my dissertation. In 1981, this was accomplished on a mainframe com-
puter the size of a large room. I had to send each printing to a batch printer and wait 
in a large room for an output clerk to bin the printed copy. It generally took 15 to 30 
minutes to receive an output. E-mail and the Internet were accessible only to a few 
scientists. Now, of course, my laptop is more powerful than that enormous machine 
and I can print in my office or send the document around the world electronically. 

 The implementation of applications from this technological innovation has been 
uneven generally, driven by a combination of available resources, interest, and per-
ceived utility in the sector. I think it is fair to say that technological innovation has 
lagged somewhat behind in human services enterprises compared with most other 
business sectors. I believe the reason for this delay is threefold. First, as discussed, this 
sector does not have a lot of money. As such, human services enterprises do not gen-
erally have large budgets to spend on the development of technology. While vendors 
create technology for human services enterprise applications, the margin of profitability 
compared with other industries is likely to be far less than with other businesses. 

 Second, in this sector the value of technology might be perceived as lower. 
The priority of what limited resources are available is generally targeted on people. 
So, the ethos of the professions is more likely toward full employment than stream-
lining operations to reduce human capital costs. A major economic value of infor-
mation technology is increasing productivity by reducing the time it took people to 
complete tasks that can be done easily electronically. That replacement inevitably 
results in either job loss or job restructuring. 
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 Third, it has been my experience that people who are drawn to technology are a 
different group of people than those drawn to helping others. Sometimes people 
committed to careers in the service of others are not particularly interested in or 
skilled with information technology. Therefore, the field is populated with a some-
what larger prevalence of technophobic people, making innovation and implemen-
tation a bit more challenging. This problem is fading rapidly, however, with the 
reality that most college graduates have now grown up with technology. They were 
using computers when they were in preschool. I have not seen any formal studies 
on this topic, but it is probably safe to speculate that the number of people who are 
technophobic among the cohort of current leaders in the field who are 45 years and 
older is much higher than among the cohort of future leaders age 22 to 35.  

  Creating Innovative Applications of Measurement 

 A second necessary condition of expanding use is to develop a better fit between 
measurement applications and the management needs of human services enter-
prises. Historically, measurement has been tied to statistics and statistics have 
been tied to the general linear model. As discussed, the general linear model 
comes from a parametric model of statistics that requires assumptions to create 
computation convenience. With our current computing technology and access to 
populations, these assumptions are no longer requirements. With laptops nearly 
as powerful as the original supercomputers and databases routinely involving 
thousands or even tens of thousands of observations, parametric statistical 
approaches are not essential. Other approaches to the statistical manipulation of 
measures may be more desirable. 

 Rethinking the relationship of measurement to analysis is critical to opening up 
the potential for innovation applications. I presented two novel approaches in this 
book. First, the use of geomapping technology to map the relationship of actionable 
needs to available programs/interventions is a topographic approach that has obvious 
utility at the individual level, but also at the program and system levels for manag-
ing transformational offerings. Eventually, these systems can match by location and 
best outcomes for people with specific needs and/or strengths. 

 Particularly interesting applications of technology involve radically different 
analytical approaches that have been traditionally used to understand human services 
enterprises. Notable among these are geomapping approaches, which allow for a 
topographical analysis of an area in terms of matching people with available inter-
ventions. Recently a map was generated using a decision model from the CANS to 
identify the number of children and youth in child welfare who are indicated for a 
group home level of care by their home address along with a the physical location 
of the available group homes. The preponderance of group homes were located in 
different neighborhoods than the preponderance of youth who fit the CANS group 
home criteria, which suggested a gap in services. When the Director of IDCFS 
presented this map to Chicago aldermen, instead of reacting with the “not in my 
backyard” mentality to the concept of new group homes, the alderman with a higher 
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number of youth but no group homes asked, “Why don’t I have a group home in my 
district?” That thinking is a fundamental shift from the TCOM framework described 
earlier. “I have the people with needs. I want the ability to address their needs.” 

 This particular application from which Figure  8.1  was developed is a platform that 
allows caseworkers to match the identified needs of children and youth with the nearest 
available provider and understand any special service that provider offers (e.g., evidence-
based practices, day care, alternative languages). By closely linking the assessment 
to referral information, the value of the measurement is enhanced because it directly 
benefits the caseworker in completing his or her responsibilities.  

 Second, optimal data analysis (and related statistical approaches) is a nonpara-
metric technique that identifies decision trees that map the characteristics of people 
to decisions made in a fashion that is completely impossible with general linear 
model techniques. As shown in   Chap. 5    , these models can be very revealing with 
regard to the relationship of the presentation of people to programs and the deci-
sions made. The decision tree output of these approaches is far more intuitively 
obvious to people working in the field, making this a more accessible statistical 
analysis to study and improve decision validity. 

 Analytical innovations also would include generating reports and analyses that 
are useful to supervisors, managers, systems analysts, and leadership groups. In 
health care, there has been an evolution from report cards to dashboards to provide 
information that is intended to be helpful to systems. Report cards are static reports 
generated at fixed time points (e.g., quarterly, annually). Dashboards, on the other 
hand, are real-time reports that provide immediate status information on the func-
tioning of a program/intervention and/or system. Creating useful dashboards is an 

  Fig. 8.1    Example service recommendation report based on the Illinois Department of Children 
and Family Services version of the CANS       



168 8 The Future of Measurement in Human Services Settings

important priority as reliable and consistent measurement approaches increase in 
human service enterprises. Research on how information is used for managing 
transformational offerings is an important avenue of investigations. The best way 
to maximize use validity is to increase the usefulness of the information. Figure out 
what information provided in what time frames and which format to maximize utility 
is important to the evolution of this approach. How do you maximize the commu-
nication value of the information?  

  Creating Consumers of Information 

 Related to both aspects of innovation described in the preceding is how to create 
human capital skilled in the use of measurement outputs. Traditionally, measure-
ment skills have been relegated to program evaluation or quality improvement 
specialists. Increasingly, all supervisors and managers must have skills in at least 
understanding the outputs of measurement process. If you can’t manage what you 
don’t measure, then you also can’t manage if you don’t understand what you are 
measuring or what it means when you do measure. Building the measurement and 
information intelligence of all employees in the human services enterprise is an 
important priority. Some expertise in program evaluation is now considered a core 
competency for receiving a doctorate in clinical psychology in the United States 
and Canada. This requirement is progress in the right direction. Similar core com-
petencies in social work and public administration are equally important to the 
development of these professions. 

 Human services enterprises are businesses that seek to do good work by helping 
others. They often serve as a safety net for those of us who struggle at some point 
in our lives. Helping these individuals in their moment of need is the core principle 
of these enterprises. To better serve people in need, it is first important to know 
what they need. It is next important to be able to manage the enterprises with infor-
mation about the degree to which these needs have been met. This is the core chal-
lenge of human services, and it is the mission of the communimetrics theory of 
measurement. By viewing assessment in these settings as a constitutive, “meaning-
making” process between the individual or family in need and the people trying to help, 
communimetrics seeks to provide the strategy to allow this work to remain always 
about the people we serve.                
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 A large number of individuals have collaborated in the development of the 
CANS-Comprehensive. Along with the CANS versions for developmental disabili-
ties, juvenile justice, and child welfare, this information integration tool is designed to 
support individual case planning and the planning and evaluation of service systems. 
The trauma items were developed in collaboration Cassandra Kisiel, Ph.D., Glenn 
Saxe, M.D., Margaret Blaustein, Ph.D, Heide Ellis, Ph.D. with the SAMHSA-
funded National Child Traumatic Stress Network. The CANS-Comprehensive is an 
open domain tool for use in service delivery systems that address the mental health 
of children, adolescents, and their families. The copyright is held by the Buddin 
Praed Foundation to ensure that it remains free to use. For more information about 
alternative versions of the CANS to use please contact Melanie Lyons of the 
Foundation. For more information on the  CANS-Comprehensive IDCFS  assess-
ment tool contact: 

 John S. Lyons, Ph.D., 
 Mental Health Services and Policy Program 

 Northwestern University 
 710 N. Lakeshore Drive, Abbott 1206 

 Chicago, Illinois 60611 
 (312) 908-8972 

 Fax (312) 503-0425 
 JSL329@northwestern.edu 

 Dana Weiner, Ph.D. 
 Mental Health Services and Policy Program 

 Northwestern University 
 710 N. Lakeshore Drive, Abbott 1206 

 Chicago, Illinois 60611 
 Dsaw80@northwestern.edu 

 Cassandra Kisiel, Ph.D. 
 National Center for Child Traumatic Stress-UCLA 

 11150 West Olympic Boulevard, Suite 770 
 Los Angeles, CA 90064 

 (310) 235-2633 x223 
 Fax (310) 235-2612 
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  Coding Definitions & Guidelines 

  Trauma Experiences 

  These ratings are made based on lifetime exposure of trauma  
 For  Trauma Experiences,  the following categories and action levels are used:

    0  indicates a dimension where there is no evidence of any trauma of this type.  
   1  indicates a dimension where a single even trauma occurred or suspicion exists of 

trauma experiences.  
   2  indicates a dimension on which the child has experienced multiple traumas.  
   3  indicates a dimension describes repeated and severe trauma with medical and 

physical consequences.   

   1.     SEXUAL ABUSE  

  This rating describes child’s experience of sexual abuse or the impact of the abuse 
on child’s functioning.     

    0 There is no evidence that child has experienced sexual abuse.   
   1 Child has experienced single incident sexual abuse with no penetration.   
   2 Child has experienced multiple incidents of sexual abuse without penetra-

tion or a single incident of penetration.   
   3 Child has experienced severe, chronic sexual abuse that could include 

penetration or associated physical injury.    

   2.     PHYSICAL ABUSE  

  This rating describes the degree of severity of the child physical abuse.     

    0 There is no evidence that child has experienced physical abuse.   
   1 There is a suspicion that child has experienced physical abuse but no 

confi rming evidence. Spanking without physical harm or intention to 
commit harm also qualifi es.   

   2 Child has experienced a moderate level of physical abuse and/or repeated 
forms of physical punishment (e.g., hitting, punching).   

   3 Child has experienced severe and repeated physical abuse with intent to do harm 
and that causes suffi cient physical harm to necessitate hospital treatment.    

   3.     EMOTIONAL ABUSE  

  This rating describes the degree of severity of emotional abuse, including verbal 
and nonverbal forms.     
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    0 There is no evidence that child has experienced emotional abuse.   
   1 Child has experienced mild emotional abuse. For instance, child may 

experience some insults or is occasionally referred to in a derogatory 
manner by caregivers.   

   2 Child has experienced moderate degree of emotional abuse. For instance, 
child may be consistently denied emotional attention from caregivers, insulted 
or humiliated on an ongoing basis, or intentionally isolated from others.   

   3 Child has experienced signifi cant emotional abuse over an extended period 
of time (at least one year). For instance, child is completely ignored by care-
givers, or threatened/terrorized by others.    

   4.     NEGLECT  

  This rating describes the degree of severity of neglect.     

    0 There is no evidence that child has experienced neglect.   
   1 Child has experienced minor or occasional neglect. Child may have been left 

at home alone with no adult supervision or there may be occasional failure 
to provide adequate supervision of child.   

   2 Child has experienced a moderate level of neglect. This may include occa-
sional unintended failure to provide adequate food, shelter, or clothing with 
corrective action.   

   3 Child has experienced a severe level of neglect including prolonged absences 
by adults, without minimal supervision, and failure to provide basic neces-
sities of life on a regular basis.    

   5.     MEDICAL TRAUMA  

  This rating describes the degree of severity of medical trauma.     

    0 There is no evidence that child has experienced any medical trauma.   
   1 Child has experienced mild medical trauma including minor surgery (e.g. 

stitches, bone setting).   
   2 Child has experienced moderate medical trauma including major surgery 

or injuries requiring hospitalization.   
   3 Child has experienced life threatening medical trauma.    

   6.     WITNESS TO FAMILY VIOLENCE  

  This rating describes the degree of severity of exposure to family violence.     

    0 There is no evidence that child has witnessed family violence.   
   1 Child has witnessed one episode of family violence.   
   2 Child has witnessed repeated episodes of family violence but no signifi cant 

injuries (i.e. requiring emergency medical attention) have been witnessed.   
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   3 Child has witnessed repeated and severe episode of family violence or has had 
to intervene in episodes of family violence. Signifi cant injuries have occurred 
and have been witnessed by the child as a direct result of the violence.    

   7.     COMMUNITY VIOLENCE  

  This rating describes the degree of severity of exposure to community violence.     

    0 There is no evidence that child has witnessed or experienced violence in the 
community.   

   1 Child has witnessed occasional fi ghting or other forms of violence in the 
community. Child has not been directly impacted by the community vio-
lence (e.g., violence not directed at self, family, or friends) and exposure has 
been limited.   

   2 Child has witnessed the signifi cant injury of others in his/her community, or 
has had friends/family members injured as a result of violence or criminal 
activity in the community, or is the direct victim of violence/criminal activity 
that was not life threatening, or has witnessed/experienced chronic or ongo-
ing community violence.   

   3 Child has witnessed or experienced the death of another person in his/her 
community as a result of violence, or is the direct victim of violence/criminal 
activity in the community that was life threatening, or has experienced 
chronic/ongoing impact as a result of community violence (e.g., family mem-
ber injured and no longer able to work).    

   8.     SCHOOL VIOLENCE  

  This rating describes the degree of severity of exposure to school violence.     

    0 There is no evidence that child has witnessed violence in the school setting.   
   1 Child has witnessed occasional fi ghting or other forms of violence in the 

school setting.       Child has not been directly impacted by the violence (e.g., 
violence not directed at self or close friends) and exposure has been limited.   

   2 Child has witnessed the signifi cant injury of others in his/her school setting, or 
has had friends injured as a result of violence or criminal activity in the school 
setting, or has directly experienced violence in he school setting leading to 
minor injury, or has witnessed ongoing/chronic violence in the school setting.   

   3 Child has witnessed the death of another person in his/her school setting, or 
has had friends who were seriously injured as a result of violence or criminal 
activity in the school setting, or has directly experienced violence in the 
school setting leading to signifi cant injury or lasting impact.    

   9.     NATURAL OR MANMADE DISASTERS  

  This rating describes the degree of severity of exposure to either natural or man-made 
disasters.     
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    0 There is no evidence that child has been exposed to natural or man-made 
disasters.   

   1 Child has been exposed to disasters second hand (i.e., on television, hearing 
others discuss disasters). This would include second hand exposure to natural 
disasters such as a fi re or earthquake or man-made disaster, including car 
accident, plane crashes, or bombings.   

   2 Child has been directly exposed to a disaster or witnessed the impact of a 
disaster on a family or friend. For instance, a child may observe a caregiver 
who has been injured in a car accident or fi re or watch his neighbor’s house 
burn down.   

   3 Child has been directly exposed to a disaster that caused signifi cant harm or 
death to a loved one or there is an ongoing impact or life disruption due to 
the disaster (e.g., house burns down, caregiver loses job).    

   10.     TRAUMATIC GRIEF/SEPARATION  

  This rating describes the level of traumatic grief due to death or loss or separation 
from signifi cant caregivers.     

    0 There is no evidence that child has experienced traumatic grief or separa-
tion from signifi cant caregivers.   

   1 Child is experiencing some level of traumatic grief due to death or loss of a 
signifi cant person or distress from caregiver separation in a manner that is 
appropriate given the recent nature of loss or separation.   

   2 Child is experiencing a moderate level of traumatic grief or diffi culties with 
separation in a manner that impairs function in certain but not all areas. 
This could include withdrawal or isolation from others.   

   3 Child is experiencing signifi cant traumatic grief or separation reactions. Child 
exhibits impaired functioning across several areas (e.g., interpersonal relation-
ships, school) for a signifi cant period of time following the loss or separation.    

   11.     WAR AFFECTED  

  This rating describes the degree of severity of exposure to war, political violence, or 
torture. Violence or trauma related to Terrorism is not included here.     

    0 There is no evidence that child has been exposed to war, political violence, 
or torture.   

   1 Child did not live in war-affected region or refugee camp, but family was 
affected by war. Family members directly related to the child may have been 
exposed to war, political violence, or torture; family may have been forcibly 
displaced due to the war, or both. This does not include children who have 
lost one or both parents during the war.   

   2 Child has been affected by war or political violence. He or she may have 
witnessed others being injured in the war, may have family members who 
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were hurt or killed in the war, and may have lived in an area where bomb-
ings or fi ghting took place. Child may have lost one or both parents during 
the war or one or both parents may be so physically or psychologically dis-
abled from war so that they are not able to provide adequate caretaking of 
child. Child may have spent extended amount of time in refugee camp.   

   3 Child has experienced the direct affects of war. Child may have feared for 
their own life during war due to bombings, shelling, very near to them. They 
may have been directly injured, tortured, or kidnapped. Some may have 
served as soldiers, guerrillas, or other combatants in their home countries.    

   12.     TERRORISM AFFECTED  

  This rating describes the degree to which a child has been affected by terrorism. 
Terrorism is defined as “the calculated use of violence or the threat of violence to 
inculcate fear, intended to coerce or to intimidate governments or societies in the 
pursuit of goals that are generally political, religious, or ideological.” Terrorism 
includes attacks by individuals acting in isolation (e.g. sniper attacks).     

    0 There is no evidence that child has been affected by terrorism or terrorist 
activities.   

   1 Child’s community has experienced an act of terrorism, but the child was not 
directly impacted by the violence (e.g. child lives close enough to site of ter-
rorism that they may have visited before or child recognized the location 
when seen on TV, but child’s family and neighborhood infrastructure was 
not directly affected). Exposure has been limited to pictures on television.   

   2 Child has been affected by terrorism within his/her community, but did not 
directly witness the attack. Child may live near the area where attack 
occurred and be accustomed to visiting regularly in the past, infrastructure 
of child’s daily life may be disrupted due to attack (e.g. utilities or school), 
and child may see signs of the attack in neighborhood (e.g. destroyed build-
ing). Child may know people who were injured in the attack.   

   3 Child has witnessed the death of another person in a terrorist attack, or has 
had friends or family members seriously injured as a result of terrorism, or 
has directly been injured by terrorism leading to signifi cant injury or lasting 
impact.    

   13.     WITNESS/VICTIM TO CRIMINAL ACTIVITY  

  This rating describes the degree of severity of exposure to criminal activity.     

    0 There is no evidence that child has been victimized or witnessed signifi cant 
criminal activity.   

   1 Child is a witness of signifi cant criminal activity.   
   2 Child is a direct victim of criminal activity or witnessed the victimization of 

a family or friend.   
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   3 Child is a victim of criminal activity that was life threatening or caused 
signifi cant physical harm or child witnessed the death of a loved one.       

  Traumatic Stress Symptoms 

  These ratings describe a range of reactions that children and adolescents may 
exhibit to any of a variety of traumatic experiences from child abuse and neglect to 
community violence to disasters.  

 For  Trauma Stress Symptoms,  the following categories and action levels are used:

    0  indicates a dimension where there is no evidence of any needs.  
   1  indicates a dimension that requires monitoring, watchful waiting, or preventive 

activities.  
   2  indicates a dimension that requires action to ensure that this identifi ed need or 

risk behavior is addressed.  
   3  indicates a dimension that requires immediate or intensive action.   

   14.     ADJUSTMENT TO TRAUMA  

  This item covers the youth’s reaction to any of a variety of traumatic experiences 
– such as emotional, physical, or sexual abuse, separation from family members, 
witnessing violence, or the victimization or murder of family members or close 
friends. This dimension covers both adjustment disorders and posttraumatic stress 
disorder from DSM-IV.     

    0 Child has not experienced any signifi cant trauma or has adjusted well to 
traumatic experiences.   

   1 Child has some mild adjustment problems to trauma. Child may have an 
adjustment disorder or other reaction that might ease with the passage of 
time. Or, child may be recovering from a more extreme reaction to a trau-
matic experience.   

   2 Child has marked adjustment problems associated with traumatic experi-
ences. Child may have nightmares or other notable symptoms of adjustment 
diffi culties.   

   3 Child has post-traumatic stress diffi culties as a result of traumatic experience. 
Symptoms may include intrusive thoughts, hyper-vigilance, constant anxiety, 
and other common symptoms of Post Traumatic Stress Disorder (PTSD).    

   15.     REEXPERIENCING  

  These symptoms consist of difficulties with intrusive memories or reminders of 
traumatic events, including nightmares, flashbacks, intense reliving of the events, 
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and repetitive play with themes of specific traumatic experiences. These symptoms 
are part of the DSM-IV criteria for PTSD.     

    0 This rating is given to a child with no evidence of intrusive symptoms.   
   1 This rating is given to a child with some problems with intrusions, including 

occasional nightmares about traumatic events.   
   2 This rating is given to a child with moderate diffi culties with intrusive symp-

toms. This child may have more recurrent frightening dreams with or without 
recognizable content or recurrent distressing thoughts, images, perceptions, 
or memories of traumatic events. This child may exhibit trauma-specifi c 
reenactments through repetitive play with themes of trauma or intense 
physiological reactions at exposure to traumatic cues.   

   3 This rating is given to a child with severe intrusive symptoms. This child 
may exhibit trauma-specifi c reenactments that include sexually or physi-
cally traumatizing other children or sexual play with adults. This child may 
also exhibit persistent fl ashbacks, illusions, or hallucinations that make it 
diffi cult for the child to function.    

   16.     AVOIDANCE  

  These symptoms include efforts to avoid stimuli associated with traumatic experi-
ences. These symptoms are part of the DSM-IV criteria for PTSD.     

    0 This rating is given to a child with no evidence of avoidance symptoms.   
   1 This rating is given to a child who exhibits some problems with avoidance. This 

child may exhibit one primary avoidant symptom, including efforts to try and 
avoid thoughts, feelings, or conversations associated with the trauma.   

   2 This rating is given to a child with moderate symptoms of avoidance. 
In addition to avoiding thoughts or feelings associated with the trauma, the 
child may also avoid activities, places, or people that arouse recollections of 
the trauma.   

   3 This rating is given to a child who exhibits signifi cant or multiple avoidant 
symptoms. This child may avoid thoughts and feelings as well as situations 
and people associated with the trauma and have an inability to recall impor-
tant aspects of the trauma.    

   17.     NUMBING  

  These symptoms include numbing responses that are part of the DSM-IV criteria 
for PTSD. These responses are not present before the trauma.     

    0 This rating is given to a child with no evidence of numbing responses.   
   1 This rating is given to a child who exhibits some problems with numbing. 

This child may have a restricted range of affect or an inability to express or 
experience certain emotions (e.g., anger or sadness).   
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   2 This rating is given to a child with moderate diffi culties with numbing 
responses. This child may have a blunted or fl at emotional state or have dif-
fi culty experiencing intense emotions or feel consistently detached or 
estranged form others following the traumatic experience.   

   3 This rating is given to a child with signifi cant numbing responses or multiple 
symptoms of numbing. This child may have a markedly diminished interest 
or participation in signifi cant activities and a sense of a foreshortened future.    

   18.     DISSOCIATION  

  Symptoms included in this dimension are daydreaming, spacing, or blanking out, 
forgetfulness, emotional numbing, fragmentation, detachment, and rapid changes 
in personality often associated with traumatic experiences. This dimension may be 
used to rate dissociative disorders (e.g., Dissociative Disorder NOS, Dissociative 
Identity Disorder) but can also exist when other diagnoses are primary (e.g., PTSD, 
depression).     

    0 This rating is given to a child with no evidence of dissociation.   
   1 This rating is given to a child with minor dissociative problems, including 

some emotional numbing, avoidance, or detachment, and some diffi culty 
with forgetfulness, daydreaming, spacing, or blanking out.   

   2 This rating is given to a child with a moderate level of dissociation. This can 
include amnesia for traumatic experiences or inconsistent memory for 
trauma (e.g., remembers in one context but not another), more persistent or 
perplexing diffi culties with forgetfulness (e.g., loses things easily, forgets 
basic information), frequent daydreaming or trance-like behavior, deper-
sonalization and/or derealization. This rating would be used for someone 
who meets criteria for Dissociative Disorder Not Otherwise Specifi ed or 
another diagnosis that is specifi ed “with dissociative features.”   

   3 This rating is given to a child with severe dissociative disturbance. This can 
include signifi cant memory diffi culties associated with trauma that also 
impede day to day functioning. Child is frequently forgetful or confused 
about things he/she should know about (e.g., no memory for activities or 
whereabouts of previous day or hours). Child shows rapid changes in per-
sonality or evidence of alternate personalities. Child who meets criteria for 
Dissociative Identity Disorder or a more severe level of Dissociative Disorder 
NOS would be rated here.      

  Child Strengths 

 For  Child’s Strengths , the following categories and action levels are used:

    0  indicates a domain where strengths exist that can be used as a centerpiece for a 
strength-based plan  
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   1  indicates a domain where strengths exist but require some strength building 
efforts in order for them to serve as a focus of a strength-based plan.  

   2  indicates a domain where strengths have been identifi ed but that they require 
signifi cant strength building efforts before they can be effectively utilized in as a 
focus of a strength-based plan.  

   3  indicates a domain in which efforts are needed in order to identify potential 
strengths for strength building efforts.   

   19.     FAMILY  

  Family refers to all biological or adoptive relatives with whom the child or youth 
remains in contact along with other individuals in relationships with these relatives.     

    0 Signifi cant family strengths. This level indicates a family with much love 
and mutual respect for each other. Family members are central in each other’s 
lives. Child is fully included in family activities.   

   1 Moderate level of family strengths. This level indicates a loving family with 
generally good communication and ability to enjoy each other’s company. 
There may be some problems between family members. Child is generally 
included.   

   2 Mild level of family strengths. Family is able to communicate and partici-
pate in each other’s lives; however, family members may not be able to pro-
vide signifi cant emotional or concrete support for each other. Child is often 
not included in family activities.   

   3 This level indicates a child with no known family strengths. Child is not 
included in normal family activities.    

   20.     INTERPERSONAL  

  This rating refers to the interpersonal skills of the child or youth both with peers 
and adults.     

    0 Signifi cant interpersonal strengths. Child is seen as well liked by others and has 
signifi cant ability to form and maintain positive relationships with both peers 
and adults. Individual has multiple close friends and is friendly with others.   

   1 Moderate level of interpersonal strengths. Child has formed positive inter-
personal relationships with peers and/or other non-caregivers. Child may 
have one friend, if that friendship is a healthy ‘best friendship model.   

   2 Mild level of interpersonal strengths. Child has some social skills that facili-
tate positive relationships with peers and adults but may not have any cur-
rent relationships, but has a history of making and maintaining healthy 
friendships with others.   

   3 This level indicates a child with no known interpersonal strengths. Child 
currently does not have any friends nor has he/she had any friends in the 
past. Child does not have positive relationships with adults.    
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   21.     EDUCATIONAL  

  This rating refers to the strengths of the school system and may or may not reflect 
any specific educational skills possessed by the child or youth.     

    0 This level indicates a child who is in school and is involved with an educa-
tional plan that appears to exceed expectations. School works exceptionally 
well with family and caregivers to create a special learning environment. 
A child in a mainstream educational system who does not require an indi-
vidual plan would be rated here.   

   1 This level indicates a child who is in school and has a plan that appears to be 
effective. School works fairly well with family and caregivers to ensure 
appropriate educational development.   

   2 This level indicates a child who is in school but has a plan that does not 
appear to be effective.   

   3 This level indicates a child who is either not in school or is in a school setting 
that does not further his/her education.    

   22.     VOCATIONAL  

  Generally this rating is reserved for adolescents and is not applicable for children 
12 years and under. Computer skills would be rated here.     

    0 This level indicates an adolescent with vocational skills who is currently 
working in a natural environment.   

   1 This level indicates an adolescent with pre-vocational and some vocational 
skills but limited work experience.   

   2 This level indicates an adolescent with some pre-vocational skills. This also 
may indicate a child or youth with a clear vocational preference.   

   3 This level indicates an adolescent with no known or identifi able vocational or 
pre-vocational skills and no expression of any future vocational preferences.    

   23.     WELL-BEING  

  This rating should be based on the psychological strengths that the child or adoles-
cent might have developed including both the ability to enjoy positive life experi-
ences and manage negative life experiences. This should be rated independent of 
the child’s current level of distress.     

    0 This level indicates a child with exceptional psychological strengths. Both 
coping and savoring skills are well developed.   

   1 This level indicates a child with good psychological strengths. The person 
has solid coping skills for managing distress or solid savoring skills for 
enjoying pleasurable events.   

   2 This level indicates a child with limited psychological strengths. For example, 
a person with very low self-esteem would be rated here.   
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   3 This level indicates a child with no known or identifi able psychological 
strengths. This may be due to intellectual impairment or serious psychiatric 
disorders.    

   24.     OPTIMISM  

  This rating should be based on the child or adolescent’s sense of him/herself in his/
her own future. This is intended to rate the child’s positive future orientation.     

    0 Child has a strong and stable optimistic outlook on his/her life. Child is 
future oriented.   

   1 Child is generally optimistic. Child is likely able to articulate some positive 
future vision.   

   2 Child has diffi culties maintaining a positive view of him/herself and his/her 
life. Child may vary from overly optimistic to overly pessimistic.   

   4 Child has diffi culties seeing any positives about him/herself or his/her life.    

   25.     TALENT/INTERESTS  

  This rating should be based broadly on any talent, creative, or artistic skill a child 
or adolescent may have including art, theatre, music, athletics, etc.     

    0 This level indicates a child with significant creative/artistic strengths. 
A child/youth who receives a significant amount of personal benefit 
from activities surrounding a talent would be rated here.   

   1 This level indicates a child with a notable talent. For example, a youth who is 
involved in athletics or plays a musical instrument, etc. would be rated here.   

   2 This level indicates a child who has expressed interest in developing a 
specifi c talent or talents even if they have not developed that talent to date.   

   3 This level indicates a child with no known talents, interests, or hobbies.    

   26.     SPIRITUAL/RELIGIOUS  

  This rating should be based on the child or adolescent’s and their family’s involve-
ment in spiritual or religious beliefs and activities.     

    0 This level indicates a child with strong moral and spiritual strengths. Child 
may be very involved in a religious community or may have strongly held 
spiritual or religious beliefs that can sustain or comfort him/her in diffi cult 
times.   

   1 This level indicates a child with some moral and spiritual strengths. Child 
may be involved in a religious community.   

   2 This level indicates a child with few spiritual or religious strengths. Child 
may have little contact with religious institutions.   

   3 This level indicates a child with no known spiritual or religious involvement.    
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   27.     COMMUNITY LIFE  

  This rating should be based on the child or adolescent’s level of involvement in the 
cultural aspects of life in his/her community.     

    0 This level indicates a child with extensive and substantial, long-term ties 
with the community. For example, individual may be a member of a com-
munity group (e.g. Girl or Boy Scout etc.) for more than one year, may be 
widely accepted by neighbors, or involved in other community activities, 
informal networks, etc.   

   1 This level indicates a child with signifi cant community ties although they 
may be relatively short term (e.g. past year).   

   2 This level indicates a child with limited ties and/or supports from the 
community.   

   3 This level indicates a child with no known ties or supports from the community.    

   28.     RELATIONSHIP PERMANENCE  

  This rating refers to the stability of significant relationships in the child or youth’s 
life. This likely includes family members but may also include other individuals.     

    0 This level indicates a child who has very stable relationships. Family members, 
friends, and community have been stable for most of his/her life and are likely 
to remain so in the foreseeable future. Child is involved with both parents.   

   1 This level indicates a child who has had stable relationships but there is 
some concern about instability in the near future (one year) due to transi-
tions, illness, or age. A child who has a stable relationship with only one 
parent may be rated here.   

   2 This level indicates a child who has had at least one stable relationship over 
his/her lifetime but has experienced other instability through factors such as 
divorce, moving, removal from home, and death.   

   3 This level indicates a child who does not have any stability in relationships.      

  Life Domain Functioning 

 For  Life Functioning Domains , the following categories and action levels are used:

    0  indicates a life domain in which the child is excelling. This is an area of consider-
able strength  

   1  indicates a life domain in which the child is doing OK. This is an area of poten-
tial strength  

   2  indicates a life domain in which the child is having problems. Help is needed to 
improve functioning into an area of strength.  

   3  indicates a life domain in which the child is having signifi cant problems. Intensive 
help is needed to improve functioning into an area of strength.   
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   29.     FAMILY  

  Family ideally should be defined by the child; however, in the absence of this 
knowledge consider biological relatives and their significant others with whom the 
child still has contact as the definition of family.     

    0 Child is doing well in relationships with family members.   
   1 Child is doing adequately in relationships with family members although 

some problems may exist. For example, some family members may have 
some problems in their relationships with child.   

   2 Child is having moderate problems with parents, siblings and/or other family 
members. Frequent arguing, diffi culties in maintaining any positive rela-
tionship may be observed.   

   3 Child is having severe problems with parents, siblings, and/or other family mem-
bers. This would include problems of domestic violence, constant arguing, etc.    

   30.     LIVING SITUATION  

  This item refers to how the child is functioning in their current living arrangement 
which could be a relative, a temporary foster home, shelter, etc.     

    0 No evidence of problem with functioning in current living environment.   
   1 Mild problems with functioning in current living situation. Caregivers 

concerned about child’s behavior in living situation.   
   2 Moderate to severe problems with functioning in current living situation. 

Child has diffi culties maintaining his/her behavior in this setting creating 
signifi cant problems for others in the residence.   

   3 Profound problems with functioning in current living situation. Child is at imme-
diate risk of being removed from living situation due to his/her behaviors.    

   31.     SOCIAL FUNCTIONING  

  This item refers to the child’s social functioning from a developmental perspective.     

    0 Child is on a healthy social development pathway.   
   1 Child is having some minor problems with his/her social functioning.   
   2 Child is having some moderate problems with his/her social functioning.   
   3 Child is experiencing severe disruptions in his/her social functioning.    

   32.     DEVELOPMENTAL/INTELLECTUAL  

  This rating describes the child’s development as compared to standard develop-
mental milestones such as talking, walking, toileting, cooperative play, etc.     

    0 No evidence of developmental problems or mental retardation.   
   1 Evidence of a mild developmental delay or low IQ (70–85)   
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   2 Evidence of a pervasive developmental disorder including Autism, Tourette’s, 
Down’s Syndrome or other signifi cant developmental delay or child’s has 
mild mental retardation (50-69).   

   3 Severe developmental disorder or IQ below 50.    

   33.     RECREATIONAL  

  This item is intended to reflect the child access to and use of leisure time 
activities.     

    0 Child has and enjoys positive recreation activities on an ongoing basis.   
   1 Child is doing adequately with recreational activities although some prob-

lems may exist.   
   2 Child is having moderate problems with recreational activities. Child may 

experience some problems with effective use of leisure time.   
   3 Child has no access to or interest in recreational activities. Child has signifi -

cant diffi culties making use of leisure time.    

   34.     JOB FUNCTIONING  

  This item is intended to describe functioning in vocational settings. If a child or 
youth is not working, rate a “3.”     

    0 Child is gainfully employed in a job and performing well.   
   1 Child is gainfully employed but may have some diffi culties at work.   
   2 Child works intermittently for money (e.g. babysitting) or child has job his-

tory but is currently not working.   
   3 Child has no job history.  
  NA Not applicable based on child’s age.    

   35.     LEGAL  

  This item involves only the child’s (not the families’) involvement with the legal system.     

    0 Child has no known legal diffi culties.   
   1 Child has a history of legal problems but currently is not involved with the 

legal system.   
   2 Child has some legal problems and is currently involved in the legal system.   
   3 Child has serious current or pending legal diffi culties that place him/her at 

risk for a court ordered out of home placement    

   36.     MEDICAL  

  This item refers to the child’s health.     
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    0 Child is healthy.   
   1 Child has some medical problems that require medical treatment.   
   2 Child has chronic illness that requires ongoing medical intervention.   
   3 Child has life threatening illness or medical condition.    

   37.     PHYSICAL  

  This item describes any physical limitations the child may experience due to health 
or other factors.     

    0 Child has no physical limitations.   
   1 Child has some physical condition that places mild limitations on activities. 

Conditions such as impaired hearing or vision would be rated here. Rate here, 
treatable medical conditions that result in physical limitations (e.g. asthma).   

   2 Child has physical condition that notably impacts activities. Sensory disor-
ders such as blindness, deafness, or signifi cant motor diffi culties would be 
rated here.   

   3 Child has severe physical limitations due to multiple physical conditions.    

   38.     SEXUAL DEVELOPMENT  

  This rating describes issues around sexual development including developmentally 
inappropriate sexual behavior and problematic sexual behavior. Sexual orientation 
or gender identity issues could be rated here if they are leading to difficulties.     

    0 No evidence of any problems with sexual development.   
   1 Mild to moderate problems with sexual development. May include concerns 

about sexual identity or anxiety about the reactions of others.   
   2 Signifi cant problems with sexual development. May include multiple older 

partners or high-risk sexual behavior.   
   3 Profound problems with sexual development. This level would include 

prostitution, very frequent risky sexual behavior, or sexual aggression.    

   39.     SCHOOL BEHAVIOR  

  This item rates the behavior of the child or youth in school or school-like settings 
(e.g. Head Start, pre-school). A rating of 3 would indicate a child who is still having 
problems after special efforts have been made, i.e., problems in a special education 
class.     

    0 No evidence of behavior problems at school or day care. Child is behaving well.   
   1 Mild problems with school behavioral problems. May be related to either 

relationships with teachers or peers. A single detention might be rated here.   
   2 Child is having moderate behavioral diffi culties at school. He/she is disruptive 

and may receive sanctions including suspensions or multiple detentions.   
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   3 Child is having severe problems with behavior in school. He/she is frequently or 
severely disruptive. School placement may be in jeopardy due to behavior . 

  NA Not applicable for children fi ve years and younger    

   40.     SCHOOL ACHIEVEMENT  

  This item describes academic achievement and functioning.     

    0 Child is doing well in school.   
   1 Child is doing adequately in school, although some problem with achieve-

ment exists.   
   2 Child is having moderate problems with school achievement. He/she may be 

failing some subjects.   
   3 Child is having severe achievement problems. He/she may be failing most sub-

jects or is more than one year behind same age peers in school achievement . 
  NA Not applicable for children fi ve years and younger    

   41.     SCHOOL ATTENDANCE  

  If school is not in session, rate the last 30 days when school was in session.     

    0 No evidence of attendance problems. Child attends regularly.   
   1 Child has some problems attending school, although he/she generally goes 

to school. He/she may miss up to one day per week on average. Or, he/she 
may have mad moderate to severe problems in the past six months but has 
been attending school regularly in the past month.   

   2 Child is having problems with school attendance. He/she is missing at least 
two days per week on average.   

   3 Child is generally truant or refusing to go to school.      

  Acculturation 

 For  Acculturation,  the following categories and action levels are used:

    0  indicates a dimension where there is no evidence of any needs.  
   1  indicates a dimension that requires monitoring, watchful waiting, or preventive 

activities.  
   2  indicates a dimension that requires action to ensure that this identifi ed need or 

risk behavior is addressed.  
   3  indicates a dimension that requires immediate or intensive action.   

   42.     LANGUAGE  

  This item includes both spoken and sign language.     
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    0 Child and family speak English well.   
   1 Child and family speak some English but potential communication prob-

lems exist due to limits on vocabulary or understanding of the nuances of 
the language.   

   2 Child and/or signifi cant family members do not speak English. Translator 
or native language speaker is needed for successful intervention but quali-
fi ed individual can be identifi ed within natural supports.   

   3 Child and/or signifi cant family members do not speak English. Translator 
or native language speaker is needed for successful intervention and no such 
individual is available from among natural supports.    

   43.     IDENTITY  

  Cultural identify refers to the child’s view of his/herself as belonging to a specific 
cultural group. This cultural group may be defined by a number of factors including 
race, religion, ethnicity, geography, or lifestyle.     

    0 Child has clear and consistent cultural identity and is connected to others 
who share his/her cultural identity.   

   1 Child is experiencing some confusion or concern regarding cultural identity.   
   2 Child has signifi cant struggles with his/her own cultural identity. Child may 

have cultural identity but is not connected with others who share this culture.   
   3 Child has no cultural identity or is experiencing signifi cant problems due to 

confl ict regarding his/her cultural identity.    

   44.     RITUAL  

  Cultural rituals are activities and traditions that are culturally including the cele-
bration of culturally specific holidays such as kwanza, cinco de mayo, etc. Rituals 
also may include daily activities that are culturally specific (e.g. praying toward 
Mecca at specific times, eating a specific diet, access to media)     

    0 Child and family are consistently able to practice rituals consistent with 
their cultural identity   

   1 Child and family are generally able to practice rituals consistent with their 
cultural identity; however, they sometimes experience some obstacles to the 
performance of these rituals.   

   2  Child and family experience signifi cant barriers and are sometimes prevented 
from practicing rituals consistent with their cultural identity.   

   3 Child and family are unable to practice rituals consistent with their cultural 
identity.    

   45.     CULTURE STRESS  

  Culture stress refers to experiences and feelings of discomfort and/or distress arising 
from friction (real or perceived) between an individual’s own cultural identify and 
the predominant culture in which he/she lives.     
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    0 No evidence of stress between individual’s cultural identify and current living 
situation.   

   1 Some mild or occasional stress resulting from friction between the individual’s 
cultural identify and his/her current living situation.   

   2 Individual is experiencing cultural stress that is causing problems of func-
tioning in at least one life domain.   

   3 Individual is experiencing a high level of cultural stress that is making func-
tioning in any life domain diffi cult under the present circumstances.      

  Child Behavioral/emotional Needs 

 For  Behavioral/Emotional Needs,  the following categories and symbols are used:

    0  indicates a dimension where there is no evidence of any needs.  
   1  indicates a dimension that requires monitoring, watchful waiting, or preventive 

activities.  
   2  indicates a dimension that requires action to ensure that this identifi ed need or 

risk behavior is addressed.  
   3  indicates a dimension that requires immediate or intensive action.   

   46.     PSYCHOSIS  

  This item is used to rate symptoms of psychiatric disorders with a known neurologi-
cal base. DSM-IV disorders included on this dimension are Schizophrenia and 
Psychotic disorders (unipolar, bipolar, NOS). The common symptoms of these dis-
orders include hallucinations, delusions, unusual thought processes, strange 
speech, and bizarre/idiosyncratic behavior.     

    0 This rating indicates a child with no evidence of thought disturbances. Both 
thought processes and content are within normal range.   

   1 This rating indicates a child with evidence of mild disruption in thought 
processes or content. The child may be somewhat tangential in speech or 
evidence somewhat illogical thinking (age inappropriate). This also includes 
children with a history of hallucinations but none currently. The category 
would be used for children who are subthreshold for one of the DSM diag-
noses listed above.   

   2 This rating indicates a child with evidence of moderate disturbance in 
thought processes or content. The child may be somewhat delusional or 
have brief or intermittent hallucinations. The child’s speech may be at times 
quite tangential or illogical. This level would be used for children who meet 
the diagnostic criteria for one of the disorders listed above.   

   3 This rating indicates a child with severe psychotic disorder. The child 
frequently is experiencing symptoms of psychosis and frequently has no 
reality assessment. There is evidence of ongoing delusions or hallucinations 
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or both. Command hallucinations would be coded here. This level is used for 
extreme cases of the diagnoses listed above.    

   47.     ATTENTION DEFICIT/IMPULSE CONTROL  

  Symptoms of Attention Deficit and Hyperactivity Disorder and Impulse Control 
Disorder would be rated here. Inattention/distractibility not related to opposition 
would also be rated here.     

    0 This rating is used to indicate a child with no evidence of attention/hyperac-
tivity problems.   

   1 This rating is used to indicate a child with evidence of mild problems with 
attention/hyperactivity or impulse control problems. Child may have some 
diffi culties staying on task for an age appropriate time period.   

   2 This rating is used to indicate a child with moderate symptoms attention/
hyperactivity or impulse control problems. A child who meets DSM-IV 
diagnostic criteria for ADHD would be rated here.   

   3 This rating is used to indicate a child with severe impairment of attention or 
dangerous impulse control problems. Frequent impulsive behavior is 
observed or noted that carries considerable safety risk (e.g. running into the 
street, dangerous driving or bike riding). A child with profound symptoms 
of ADHD would be rated here.    

   48.     DEPRESSION  

  Symptoms included in this dimension are irritable or depressed mood, social with-
drawal, and anxious mood; sleep disturbances, weight/eating disturbances, and 
loss of motivation. This dimension can be used to rate symptoms of the following 
psychiatric disorders as specified in DSM-IV: Depression (unipolar, dysthymia, 
NOS), Bipolar.     

    0 This rating is given to a child with no emotional problems. No evidence of 
depression.   

   1 This rating is given to a child with mild emotional problems. Brief duration 
of depression, irritability, or impairment of peer, family, or academic func-
tioning that does not lead to gross avoidance behavior.   

   2 This rating is given to a child with a moderate level of emotional distur-
bance. This could include major, depression, or school avoidance. Any diag-
nosis of depression would be coded here. This level is used to rate children 
who meet the criteria for an affective disorder listed above.   

   3 This rating is given to a child with a severe level of depression. This would 
include a child who stays at home or in bed all day due to depression or one 
whose emotional symptoms prevent any participation in school, friendship 
groups, or family life. Disabling forms of depressive diagnoses would be coded 
here. This level is used to indicate an extreme case of one of the disorders 
listed above.    



198 Appendix

   49.     ANXIETY  

  This item describes the child’s level of fearfulness, worrying, or other characteris-
tics of anxiety.       

    0 No evidence of any anxiety or fearfulness.   
   1 History or suspicion of anxiety problems or mild to moderate anxiety associ-

ated with a recent negative life event. This level is used to rate either a mild 
phobia or anxiety problem or a sub-threshold level of symptoms for the 
other listed disorders.   

   2 Clear evidence of anxiety associated with either anxious mood or signifi cant 
fearfulness. Anxiety has interfered signifi cantly in child’s ability to function 
in at least one life domain.   

   3 Clear evidence of debilitating level of anxiety that makes it virtually impos-
sible for the child to function in any life domain    

   50.     OPPOSITIONAL BEHAVIOR (Compliance with authority)  

  This item is intended to capture how the child relates to authority. Oppositional 
behavior is different from conduct disorder in that the emphasis of the behavior is 
on non-compliance to authority rather than on seriously breaking social rules, 
norms, and laws.     

    0 This rating indicates that the child/adolescent is generally compliant.   
   1 This rating indicates that the child/adolescent has mild problems with com-

pliance to some rules or adult instructions. Child may occasionally talk back 
to teacher, parent/caregiver may be letters or calls from school.   

   2 This rating indicates that the child/adolescent has moderate problems with 
compliance to rules or adult instructions. A child who meets the criteria for 
Oppositional Defi ant Disorder in DSM-IV would be rated here.   

   3 This rating indicates that the child/adolescent has severe problems with 
compliance to rules or adult instructions. A child rated at this level would be 
a severe case of Oppositional Defi ant Disorder. They would be virtually 
always noncompliant. Child repeatedly ignores authority.    

   51.     CONDUCT  

  These symptoms include antisocial behaviors like shoplifting, lying, vandalism, and 
cruelty to animals, assault. This dimension would include the symptoms of Conduct 
Disorder as specified in DSM-IV.     

    0 This rating indicates a child with no evidence of behavior disorder.   
   1 This rating indicates a child with a mild level of conduct problems. The child 

may have some diffi culties in school and home behavior. Problems are recog-
nizable but not notably deviant for age, sex, and community. This might 
include occasional truancy, repeated severe lying, or petty theft from family.   
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   2 This rating indicates a child with a moderate level of conduct disorder. This 
could include episodes of planned aggressive or other anti-social behavior. 
A child rated at this level should meet the criteria for a diagnosis of Conduct 
Disorder.   

   3 This rating indicates a child with a severe Conduct Disorder. This could 
include frequent episodes of unprovoked, planned aggressive or other anti-
social behavior.    

   52.     SUBSTANCE ABUSE  

  These symptoms include use of alcohol and illegal drugs, the misuse of prescription 
medications and the inhalation of any substance for recreational purposes. This 
rating is consistent with DSM-IV Substance-related Disorders.     

    0 This rating is for a child who has no substance use diffi culties at the present 
time. If the person is in recovery for greater than 1 year, they should be 
coded here, although this is unlikely for a child or adolescent.   

   1 This rating is for a child with mild substance use problems that might occa-
sionally present problems of living for the person (intoxication, loss of 
money, reduced school performance, parental concern). This rating would 
be used for someone early in recovery (less than 1 year) who is currently 
abstinent for at least 30 days.   

   2 This rating is for a child with a moderate substance abuse problem that both 
requires treatment and interacts with and exacerbates the psychiatric ill-
ness. Substance abuse problems consistently interfere with the ability to 
function optimally but do not completely preclude functioning in an unstruc-
tured setting.   

   3 This rating is for a child with a severe substance dependence condition that 
presents a signifi cant complication to the coordination of care (e.g. need for 
detoxifi cation) of the individual. A substance-exposed infant who demon-
strates symptoms of substance dependence would be rated here.    

   53.     ATTACHMENT DIFFICULTIES  

  This item should be rated within the context of the child’s significant parental or 
caregiver relationships.     

    0 No evidence of attachment problems. Caregiver-child relationship is char-
acterized by mutual satisfaction of needs and child’s development of a sense 
of security and trust. Caregiver appears able to respond to child cues in a 
consistent, appropriate manner, and child seeks age-appropriate contact 
with caregiver for both nurturing and safety needs.   

   1 Mild problems with attachment. There is some evidence of insecurity in the 
child-caregiver relationship. Caregiver may at times have diffi culty accurately 
reading child bids for attention and nurturance; may be inconsistent in response; 
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or may be occasionally intrusive. Child may have mild problems with separa-
tion (e.g., anxious/clingy behaviors in the absence of obvious cues of danger) or 
may avoid contact with caregiver in age-inappropriate way. Child may have 
minor diffi culties with appropriate physical/emotional boundaries with others.   

   2 Moderate problems with attachment. Attachment relationship is marked by 
suffi cient diffi culty as to require intervention. Caregiver may consistently 
misinterpret child cues, act in an overly intrusive way, or ignore/avoid child 
bids for attention/nurturance. Child may have ongoing diffi culties with 
separation, may consistently avoid contact with caregivers, and may have 
ongoing diffi culties with physical or emotional boundaries with others.   

   3 Severe problems with attachment. Child is unable to form attachment rela-
tionships with others (e.g., chronic dismissive/avoidant/detached behavior 
in care giving relationships) OR child presents with diffuse emotional/physical 
boundaries leading to indiscriminate attachment with others. Child is con-
sidered at ongoing risk due to the nature of his/her attachment behaviors. 
A child who meets the criteria for an Attachment Disorder in DSM-IV would 
be rated here. Child may have experienced signifi cant early separation from 
or loss of caregiver, or have experienced chronic inadequate care from early 
caregivers, or child may have individual vulnerabilities (e.g., mental health, 
developmental disabilities) that interfere with the formation of positive 
attachment relationships.    

   54.     EATING DISTURBANCES  

  These symptoms include problems with eating including disturbances in body 
image, refusal to maintain normal body weight and recurrent episodes of binge 
eating. These ratings are consistent with DSM-IV Eating Disorders.     

    0 This rating is for a child with no evidence of eating disturbances.   
   1 This rating is for a child with a mild level of eating disturbance. This could 

include some preoccupation with weight, calorie intake, or body size or type 
when of normal weight or below weight. This could also include some binge 
eating patterns.   

   2 This rating is for a child with a moderate level of eating disturbance. This 
could include a more intense preoccupation with weight gain or becoming 
fat when underweight, restrictive eating habits or excessive exercising in 
order to maintain below normal weight, and/or emaciated body appear-
ance. This level could also include more notable binge eating episodes that 
are followed by compensatory behaviors in order to prevent weight gain 
(e.g., vomiting, use of laxatives, excessive exercising). This child may meet 
criteria for a DSM-IV Eating Disorder (Anorexia or Bulimia Nervosa).   

   3 This rating is for a child with a more severe form of eating disturbance. This 
could include signifi cantly low weight where hospitalization is required or 
excessive binge-purge behaviors (at least once per day).    
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   55.     AFFECT DYSREGULATION  

  These symptoms include difficulties modulating or expressing emotions, intense 
fear or helplessness, difficulties regulating sleep/wake cycle, and inability to fully 
engage in activities.     

    0 This rating is given to a child with no diffi culties regulating emotional 
responses. Emotional responses are appropriate to the situation.   

   1 This rating is given to a child with some minor diffi culties with affect regu-
lation. This child could have some diffi culty tolerating intense emotions 
and become somewhat jumpy or irritable, in response to emotionally 
charged stimuli or more watchful or hypervigilant in general. This child 
may have some diffi culty sustaining involvement in activities for any length 
of time.   

   2 This rating is given to a child with moderate problems with affect regula-
tion. This child may be unable to modulate emotional responses. This child 
may exhibit marked shifts in emotional responses (e.g., from sadness to irri-
tability to anxiety) or have contained emotions with a tendency to lose con-
trol of emotions at various points (e.g., normally restricted affect punctuated 
by outbursts of anger or sadness). This child may also exhibit persistent 
anxiety, intense fear or helplessness, or lethargy/loss of motivation.   

   3 This rating is given to a child with severe problems with highly dysregulated 
affect. This child may have more rapid shifts in mood and an inability to 
modulate emotional responses (feeling out of control of their emotions). This 
child may also exhibit tightly contained emotions with intense outbursts 
under stress. Alternately, this child may be characterized by extreme leth-
argy, loss of motivation or drive, and no ability to concentrate or sustain 
engagement in activities (i.e., emotionally “shut down”) . 

  NA Not applicable due to child’s age. See section for children 0–5 years old.    

   56.     BEHAVIORAL REGRESSIONS  

  These ratings are used to describe shifts in previously adaptive functioning evi-
denced in regressions in behaviors or physiological functioning.     

    0 This rating is given to a child with no evidence of behavioral regression.   
   1 This rating is given to a child with some regressions in age-level of behavior 

(e.g., thumb sucking, whining when age inappropriate).   
   2 This rating is given to a child with moderate regressions in age-level of 

behavior including loss of ability to engage with peers, stopping play or 
exploration in environment that was previously evident, or occasional 
bedwetting.   

   3 This rating is given to a child with more signifi cant regressions in behaviors 
in an earlier age as demonstrated by changes in speech or loss of bowel or 
bladder control.    
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   57.     SOMATIZATION  

  These symptoms include the presence of recurrent physical complaints without 
apparent physical cause or conversion-like phenomena (e.g., pseudoseizures).     

    0 This rating is for a child with no evidence of somatic symptoms.   
   1 This rating indicates a child with a mild level of somatic problems. This 

could include occasional headaches, stomach problems (nausea, vomiting), 
joint, limb, or chest pain without medical cause.   

   2 This rating indicates a child with a moderate level of somatic problems or the 
presence of conversion symptoms. This could include more persistent physi-
cal symptoms without a medical cause or the presence of several different 
physical symptoms (e.g., stomach problems, headaches, backaches). This child 
may meet criteria for a somatoform disorder. Additionally, the child could 
manifest any conversion symptoms here (e.g., pseudoseizures, paralysis).   

   3 This rating indicates a child with severe somatic symptoms causing signifi cant 
disturbance in school or social functioning. This could include signifi cant 
and varied symptomatic disturbance without medical cause.    

   58.     ANGER CONTROL  

  This item captures the youth’s ability to identify and manage their anger when frustrated.     

    0 This rating indicates a child with no evidence of any signifi cant anger control 
problems.   

   1 This rating indicates a child with some problems with controlling anger. 
He/she may sometimes become verbally aggressive when frustrated. Peers 
and family members are aware of and may attempt to avoid stimulating 
angry outbursts.   

   2 This rating indicates a child with moderate anger control problems. His/her 
temper has gotten him/her in signifi cant trouble with peers, family, and/or 
school. This level may be associated with some physical violence. Others are 
likely quite aware of anger potential.   

   3 This rating indicates a child with severe anger control problems. His/her 
temper is likely associated with frequent fi ghting that is often physical. 
Others likely fear him/her. 

NA Not applicable due to child’s age.      

  Child Risk Behaviors 

 For  Risk Behaviors,  the following categories and action levels are used:

    0  indicates a dimension where there is no evidence of any needs.  
   1  indicates a dimension that requires monitoring, watchful waiting, or preventive 

activities.  
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   2  indicates a dimension that requires action to ensure that this identifi ed need or 
risk behavior is addressed.  

   3  indicates a dimension that requires immediate or intensive action.   

   59.     SUICIDE RISK  

  This rating describes both suicidal and significant self-injurious behavior. A rating 
of 2 or 3 would indicate the need for a safety plan.     

    0 Child has no evidence or history of suicidal or self-injurious behaviors.   
   1 History of suicidal or self-injurious behaviors or signifi cant ideation but no 

self-injurious behavior during the past 30 days.   
   2 Recent, (last 30 days) but not acute (today) suicidal ideation or gesture. Self-

injurious in the past 30 days (including today) without suicidal ideation or 
intent.   

   3 Current suicidal ideation and intent in the past 24 h.    

   60.     SELF-MUTILATION  

  This rating includes repetitive physically harmful behavior that generally serves a 
self-soothing functioning with the child.     

    0 No evidence of any forms of self-mutilation (e.g. cutting, burning, face slap-
ping, head banging)   

   1 History of self-mutilation but none evident in the past 30 days.   
   2 Engaged in self mutilation that does not require medical attention.   
   3 Engaged in self mutilation that requires medical attention.    

   61.     OTHER SELF HARM  

  This rating includes reckless and dangerous behaviors that while not intended to 
harm self or others, place the child or others at some jeopardy. Suicidal or self-
mutilative behavior is NOT rated here.     

    0 No evidence of behaviors that place the child at risk of physical harm.   
   1 History of behavior other than suicide or self-mutilation that places child at 

risk of physical harm. This includes reckless and risk-taking behavior that 
may endanger the child.   

   2 Engaged in behavior other than suicide or self-mutilation that places him/
her in danger of physical harm. This includes reckless behavior or inten-
tional risk-taking behavior.   

   3 Engaged in behavior other than suicide or self-mutilation that places him/
her at immediate risk of death. This includes reckless behavior or inten-
tional risk-taking behavior.    
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   62.     DANGER TO OTHERS  

  This rating includes actual and threatened violence. Imagined violence, when extreme, 
may be rated here. A rating of 2 or 3 would indicate the need for a safety plan.     

    0 Child has no evidence or history of aggressive behaviors or signifi cant verbal 
aggression towards others (including people and animals).   

   1 History of aggressive behavior or verbal aggression towards others but no 
aggression during the past 30 days. History of fi re setting (not in past year) 
would be rated here.   

   2 Occasional or moderate level of aggression towards others including aggres-
sion during the past 30 days or more recent verbal aggression.   

   3 Frequent or dangerous (signifi cant harm) level of aggression to others. Child 
or youth is an immediate risk to others.    

   63.     SEXUAL AGGRESSION  

  Sexually abusive behavior includes both aggressive sexual behavior and sexual 
behavior in which the child or adolescent takes advantage of a younger or less 
powerful child through seduction, coercion, or force.     

    0 No evidence of problems with sexual behavior in the past year.   
   1 Mild problems of sexually abusive behavior. For example, occasional inap-

propriate sexually aggressive/harassing language or behavior.   
   2 Moderate problems with sexually abusive behavior, For example, frequent inap-

propriate sexual behavior. Frequent disrobing would be rated here only if it was 
sexually provocative. Frequent inappropriate touching would be rated here.   

   3 Severe problems with sexually abusive behavior. This would include the 
rape or sexual abuse of another person involving sexual penetration.    

   64.     RUNAWAY  

  In general, to classify as a runaway or elopement, the child is gone overnight or 
very late into the night. Impulsive behavior that represents an immediate threat to 
personal safety would also be rated here.     

    0 This rating is for a child with no history of running away and no ideation 
involving escaping from the present living situation.   

   1 This rating is for a child with no recent history or running away but who has 
expressed ideation about escaping present living situation or treatment. 
Child may have threatened running away on one or more occasions or have 
a history (lifetime) of running away but not in the past year.   

   2 This rating is for a child who has run away from home once or run away 
from one treatment setting within the past year. Also rated here is a child 
who has run away to home (parental or relative) in the past year.   
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   3 This rating is for a child who has (1) run away from home and/or treatment 
settings within the last 7 days or (2) run away from home and/or treatment 
setting twice or more overnight during the past 30 days. Destination is not a 
return to home of parent or relative.    

   65.     DELINQUENCY  

  This rating includes both criminal behavior and status offenses that may result from 
child or youth failing to follow required behavioral standards (e.g. truancy). Sexual 
offenses should be included as criminal behavior.     

    0 Child shows no evidence or has no history of criminal or delinquent behavior.   
   1 History of criminal or delinquent behavior but none in the past 30 days. 

Status offenses in the past 30 days would be rated here.   
   2 Moderate level of criminal activity including a high likelihood of crimes com-

mitted in the past 30 days. Examples would include vandalism, shoplifting, etc.   
   3 Serious level of criminal or delinquent activity in the past 30 days. Examples 

would include car theft, residential burglary, gang involvement, etc.    

   66.     JUDGMENT  

  This item describes the child’s decision-making processes and awareness of 
consequences.     

    0 No evidence of problems with judgment or poor decision making that result 
in harm.   

   1 History of problems with judgment in which the child makes decisions that 
are in some way harmful. For example, a child who has a history of hanging 
out with other children who shoplift.   

   2 Problems with judgment in which the child makes decisions that are in some 
way harmful to his/her development and/or well-being.   

   3 Problems with judgment that place the child at risk of signifi cant physical 
harm.    

   67.     FIRE SETTING  

  This item refers to behavior involving the intentional setting of fires that might be 
dangerous to the child or others. This does not include the use of candles or incense 
or matches to smoke.     

    0 No evidence or history of fi re setting behavior   
   1 History or fi re-setting but not in past six months   
   2 Recent fi re setting behavior (in past six months) but not of the type that has 

endangered the lives of others (e.g. playing with matches) OR repeated fi re 
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setting behavior over a period of at least two years even if not in the past six 
months.   

   3 Acute threat of fi re setting. Set fi re that endangered the lives of others 
(e.g. attempting to burn down a house).    

   68.     SOCIAL BEHAVIOR  

  This rating describes obnoxious social behaviors that a child engages in to inten-
tionally force adults to sanction him/her. This item should reflect problematic social 
behaviors (socially unacceptable behavior for the culture and community in which 
he/she lives) that put the child at some risk sanctions (e.g. not excessive shyness).     

    0 Child shows no evidence of problematic social behaviors.   
   1 Mild level of problematic social behaviors. This might include occasionally 

inappropriate social behavior that forces adults to sanction the child. 
Infrequent inappropriate comments to strangers or unusual behavior in 
social settings might be included at this level.   

   2 Moderate level of problematic social behaviors. Social behavior is causing 
problems in the child’s life. Child may be intentionally getting in trouble in 
school or at home.   

   3 Severe level of problematic social behaviors. This would be indicated by fre-
quent seriously inappropriate social behavior that force adults to seriously 
and/or repeatedly sanction the child. Social behaviors are suffi ciently severe 
that they place the child at risk of signifi cant sanctions (e.g. expulsion, 
removal from the community).    

   69.     SEXUALLY REACTIVE BEHAVIORS  

  Sexually reactive behavior includes both age-inappropriate sexualized behaviors 
that may place a child at risk for victimization or risky sexual practices.     

    0 No evidence of problems with sexually reactive behaviors or high-risk sexual 
behaviors.   

   1 Some evidence of sexually reactive behavior. Child may exhibit occasional 
inappropriate sexual language or behavior, fl irts when age-inappropriate, 
or engages in unprotected sex with single partner. This behavior does not 
place child at great risk. A history of sexually provocative behavior would be 
rated here.   

   2 Moderate problems with sexually reactive behavior that place child at some 
risk. Child may exhibit more frequent sexually provocative behaviors in a 
manner that impairs functioning, engage in promiscuous sexual behaviors 
or have unprotected sex with multiple partners.   

   3 Signifi cant problems with sexually reactive behaviors. Child exhibits sexual 
behaviors that place child or others at immediate risk.      
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  Ratings of Children Five Years Old and Younger 

  The following items are required for any child who is five years old or younger; 
however, they may be rated for any child if they represent a need for that 
specific individual. 

   70.     MOTOR  

  This rating describes the child’s fine (e.g. hand grasping and manipulation) and 
gross (e.g. sitting, standing, walking) motor functioning.     

    0 Child’s fi ne and gross motor functioning appears normal. There is no reason 
to believe that the child has any problems with motor functioning.   

   1 The child has mild fi ne (e.g. using scissors) or gross motor skill defi cits. The 
child may have exhibited delayed sitting, standing, or walking, but has since 
reached those milestones.   

   2 The child has moderate motor defi cits. A non-ambulatory child with fi ne 
motor skills (e.g. reaching, grasping) or an ambulatory child with severe fi ne 
motor defi cits would be rated here. A full-term newborn that does not have 
a sucking refl ex in the fi rst few days of life would be rated here.   

   3 The child has severe or profound motor defi cits. A non-ambulatory child 
with additional movement defi cits would be rated here, as would any child 
older than 6 months who cannot lift his or her head.    

   71.     SENSORY  

  This rating describes the child’s ability to use all senses including vision, hearing, 
smell, touch, and kinestetics.     

    0 The child’s sensory functioning appears normal. There is no reason to 
believe that the child has any problems with sensory functioning.   

   1 The child has mild impairment on a single sense (e.g. mild hearing defi cits, 
correctable vision problems).   

   2 The child has moderate impairment on a single sense or mild impairment on 
multiple senses (e.g. diffi culties with sensory integration, diagnosed need for 
occupational therapy).   

   3 The child has signifi cant impairment on one or more senses (e.g. profound 
hearing or vision loss).    

   72.     COMMUNICATION  

  This rating describes the child’s ability to communicate through any medium 
including all spontaneous vocalizations and articulations.     
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    0 Child’s receptive and expressive communication appears developmentally 
appropriate. There is no reason to believe that the child has any problems 
communicating.   

   1 Child’s receptive abilities are intact, but child has limited expressive capa-
bilities (e.g. if the child is an infant, he or she engages in limited vocalizations; 
if older than 24 months, he or she can understand verbal communication, 
but others have unusual diffi culty understanding child).   

   2 Child has limited receptive and expressive capabilities.   
   3 Child is unable to communicate in any way, including pointing or grunting.    

   73.     FAILURE TO THRIVE  

  Symptoms of failure to thrive focus on normal physical development such as growth 
and weight gain.     

    0 The child does not appear to have any problems with regard to weight gain 
or development. There is no evidence of failure to thrive.   

   1 The child has mild delays in physical development (e.g. is below the 25th 
percentile in terms of height or weight).   

   2 The child has signifi cant delays in physical development that could be 
described as failure to thrive (e.g. is below the 10th percentile in terms of 
height or weight).   

   3 The child has severe problems with physical development that puts their life 
at risk (e.g. is at or beneath the 1st percentile in height or weight).    

   74.     REGULATORY PROBLEMS  

  This category refer to all dimensions of self-regulation, including the quality and 
predictability of sucking/feeding, sleeping, elimination, activity level/intensity, 
sensitivity to external stimulation, and ability to be consoled.     

    0 Child does not appear to have any problems with self-regulation.   
   1 Child has mild problems with self-regulation (e.g. unusually intense activity 

level, mild or transient irritability).   
   2 Child has moderate to severe problems with self-regulation (e.g. chronic or 

intense irritability, unusually low tolerance/high sensitivity to external 
stimulation).   

   3 Child has profound problems with self-regulation that place his/her safety, 
well being, and/or development at risk (e.g. child cannot be soothed at all 
when distressed, child cannot feed properly).    

   75.     BIRTH WEIGHT  

  This dimension describes the child’s weight as compared to normal development.     
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    0 Child is within normal range for weight and has been since birth. A child 
with a birth weight of 2,500 g (5.5 pounds) or greater would be rated here.   

   1 Child was born under weight but is now within normal range or child is 
slightly beneath normal range. A child with a birth weight of between 1,500 g 
(3.3 pounds) and 2,499 g would be rated here.   

   2 Child is considerably under weight to the point of presenting a development 
risk to the child. A child with a birth weight of 1,000 ga (2.2 pounds) to 1,499 g 
would be rated here.   

   3 Child is extremely under weight to the point of the child’s life is threatened. 
A child with a birth weight of less than 1,000 g (2.2 pounds) would be rated 
here.    

   76.     PICA  

  This item describes an eating disorder involving the compulsive ingestion of 
non-nutritive substances. Generally, the child must be older than 18 months to be 
considered with this problem.     

    0 No evidence that the child eats unusual or dangerous materials.   
   1 Child has repeatedly eaten unusual or dangerous materials consistent with 

the diagnosis of Pica; however, this behavior has not occurred in the past 30 
days.   

   2 Child has eaten unusual or dangerous materials consistent with the diagnosis 
of Pica in the past 30 days.   

   3 Child has become physically ill during the past 30 days by eating dangerous 
materials (e.g. lead paint).    

   77.     PRENATAL CARE  

  This dimension refers to the health care and birth circumstances experience by the 
child in utero.     

    0 Child’s biological mother had adequate prenatal care (e.g. ten or more 
planned visits to a physician) that began in the fi rst trimester. Child’s mother 
did not experience any pregnancy-related illnesses.   

   1 Child’s mother had some short-comings in prenatal care, or had a mild form 
of a pregnancy-related illness. A child whose mother had six or fewer planned 
visits to a physician would be rated here (her care must have begun in the 
fi rst or early second trimester). A child whose mother had a mild or well-
controlled form of pregnancy-relayed illness such as gestational diabetes, or 
who had an uncomplicated high-risk pregnancy, would be rated here.   

   2 Child’s biological mother received poor prenatal care, initiated only in the 
last trimester, or had a moderate form of pregnancy-related illness. A child 
whose mother had four or fewer planned visits to a physician would be rated 
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here. A mother who experienced a high-risk pregnancy with some complica-
tions would be rated here.   

   3 Child’s biological mother had no prenatal care, or had a severe form of 
pregnancy-related illness. A mother who had toxemia/pre-eclampsia would 
be rated here.    

   78.     LABOR AND DELIVERY  

  This dimension refers to conditions associated with, and consequences arising 
from, complications in labor and delivery of the child.     

    0 Child and biological mother had normal labor and delivery. A child who 
received an Apgar score of 7–10 at birth would be rated here.   

   1 Child or mother had some mild problems during delivery, but child does not 
appear to be affected by these problems. An emergency C-Section or a delivery-
related physical injury (e.g. shoulder displacement) to the child would be 
rated here.   

   2 Child or mother had problems during delivery that resulted in temporary 
functional diffi culties for the child or mother. Extended fetal distress, post-
partum hemorrhage, or uterine rupture would be rated here. A child who 
received an Apgar score of 4–7, or who needed some resuscitative measures 
at birth, would be rated here.   

   3 Child had severe problems during delivery that have long-term implications 
for development (e.g. extensive oxygen deprivation, brain damage). A child 
who received an Apgar score of 3 or lower, or who needed immediate or 
extensive resuscitative measures at birth, would be rated here.    

   79.     SUBSTANCE EXPOSURE  

  This dimension describes the child’s exposure to substance use and abuse both 
before and after birth.     

    0 Child had no in utero exposure to alcohol or drugs, and there is currently no 
exposure in the home.   

   1 Child had either mild in utero exposure (e.g. mother ingested alcohol or 
tobacco in small amounts fewer than four times during pregnancy), or there 
is current alcohol and/or drug use in the home.   

   2 Child was exposed to signifi cant alcohol or drugs in utero. Any ingestion of 
illegal drugs during pregnancy (e.g. heroin, cocaine), or signifi cant use of 
alcohol or tobacco, would be rated here.   

   3 Child was exposed to alcohol or drugs in utero and continues to be exposed 
in the home. Any child who evidenced symptoms of substance withdrawal at 
birth (e.g. crankiness, feeding problems, tremors, weak, and continual crying) 
would be rated here.    
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   80.     PARENT OR SIBLING PROBLEMS  

  This dimension describes how this child’s parents and older siblings have done/are 
doing in their respective developments.       

    0 The child’s parents have no developmental disabilities. The child has no 
siblings, or existing siblings are not experiencing any developmental or 
behavioral problems   

   1 The child’s parents have no developmental disabilities. The child has siblings 
who are experiencing some mild developmental or behavioral problems 
(e.g. Attention Defi cit, Oppositional Defi ant, or Conduct Disorders). It may 
be that child has at least one healthy sibling.   

   2 The child’s parents have no developmental disabilities. The child has a sib-
ling who is experiencing a signifi cant developmental or behavioral problem 
(e.g. a severe version of any of the disorders cited above, or any developmental 
disorder).   

   3 One or both of the child’s parents have been diagnosed with a developmen-
tal disability, or the child has multiple siblings who are experiencing signifi -
cant developmental or behavioral problems (all siblings must have some 
problems).    

   81.     MATERNAL AVAILABILITY  

  This dimension addresses the primary caretaker’s emotional and physical avail-
ability to the child in the weeks immediately following the birth. Rate maternal 
availability up until 3 months (12 weeks) post-partum.     

    0 The child’s mother/primary caretaker was emotionally and physically available 
to the child in the weeks following the birth.   

   1 The primary caretaker experienced some minor or transient stressors 
which made her slightly less available to the child (e.g. another child in the 
house under two years of age, an ill family member for whom the care-
taker had responsibility, a return to work before the child reached six 
weeks of age).   

   2 The primary caretaker experienced a moderate level of stress suffi cient to 
make him/her signifi cantly less emotionally and physically available to the 
child in the weeks following the birth (e.g. major marital confl ict, signifi cant 
post-partum recuperation issues or chronic pain, two or more children in 
the house under four years of age).   

   3 The primary caretaker was unavailable to the child to such an extent that 
the child’s emotional or physical well-being was severely compromised 
(e.g. a psychiatric hospitalization, a clinical diagnosis of severe Post-
Partum Depression, any hospitalization for medical reasons which sepa-
rated caretaker and child for an extended period of time, divorce or 
abandonment).    
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   82.     CURIOUSITY  

  This rating describes the child’s self-initiated efforts to discover his/her world.     

    0 This level indicates a child with exceptional curiosity. Infants display mouthing 
and banging of objects within grasp; older children crawl or walk to objects 
of interest.   

   1 This level indicates a child with good curiosity. An ambulatory child who 
does not walk to interesting objects, but who will actively explore them when 
presented to him/her, would be rated here.   

   2 This level indicates a child with limited curiosity. Child may be hesitant 
to seek out new information or environments, or reluctant to explore even 
presented objects.   

   3 This level indicates a child with very limited or no observable curiosity. 
Child may seem frightened of new information or environments.    

   83.     PLAYFULNESS  

  This rating describes the child’s enjoyment of play alone and with others.     

    0 This level indicates a child with substantial ability to play with self and others. 
Child enjoys play, and if old enough, regularly engages in symbolic and 
means-end play. If still an infant, child displays changing facial expressions 
in response to different play objects.   

   1 This level indicates a child with good play abilities. Child may enjoy play 
only with self or only with others, or may enjoy play with a limited selection 
of toys.   

   2 This level indicates a child with limited ability to enjoy play. Child may 
remain preoccupied with other children or adults to the exclusion of engaging 
in play, or may exhibit impoverished or unimaginative play.   

   3 This level indicates a child who has signifi cant diffi culty with play both by 
his/her self and with others. Child does not engage in symbolic or means-
end play, although he or she will handle and manipulate toys.      

  Transition to Adulthood 

 The following items are required for youth 17 and older. However, any of these 
items can be rated regardless of age if they represent a need for a specific youth.

   84.     INDEPENDENT LIVING SKILLS  

 This rating focuses on the presence or absence of short or long-term risks associated 
with impairments in independent living abilities.     
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    0 This level indicates a person who is fully capable of independent living. 
No evidence of any defi cits that could impede maintaining own home.   

   1 This level indicates a person with mild impairment of independent living 
skills. Some problems exist with maintaining reasonable cleanliness, diet 
and so forth. Problems with money management may occur at this level. 
These problems are generally addressable with training or supervision.   

   2 This level indicates a person with moderate impairment of independent living 
skills. Notable problems with completing tasks necessary for independent 
living are apparent. Diffi culty with cooking, cleaning, and self-management 
when unsupervised would be common at this level. Problems are generally 
addressable with in-home services.   

   3 This level indicates a person with profound impairment of independent living 
skills. This individual would be expected to be unable to live independently 
given their current status. Problems require a structured living environment.    

   85.     TRANSPORTATION  

  This item is used to rate the level of transportation required to ensure that the indi-
vidual could effectively participate in his/her own treatment and in other life activities. 
Only unmet transportation needs should be rated here.     

    0 The individual has no transportation needs.   
   1 The individual has occasional transportation needs (e.g., appointments). 

These needs would be no more than weekly and not require a special vehicle.   
   2 The individual has occasional transportation needs that require a special 

vehicle or frequent transportation needs (e.g., daily to work or therapy) that 
do not require a special vehicle.   

   3 The individual requires frequent (e.g., daily to work or therapy) transporta-
tion in a special vehicle.    

   86.     PARENTING ROLES  

  This item is intended to rate the individual in any caregiver roles. For example, an 
individual with a son or daughter or an individual responsible for an elderly parent 
or grandparent would be rated here. Include pregnancy as a parenting role.     

    0 The individual has no role as a parent.   
   1 The individual has responsibilities as a parent but is currently able to manage 

these responsibilities.   
   2 The individual has responsibilities as a parent and either the individual is 

struggling with these responsibilities or they are currently interfering with 
the individual’s functioning in other life domains.   

   3 The individual has responsibilities as a parent and the individual is currently 
unable to meet these responsibilities or these responsibilities are making it 
impossible for the individual to function in other life domains.    
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   87.     PERSONALITY DISORDER  

  This rating identifies the presence of any DSM-IV Axis II personality disorder     

    0 No evidence of symptoms of a personality disorder.   
   1 Evidence of mild degree, probably sub-threshold for the diagnosis of a per-

sonality disorder. For example, mild but consistent dependency in relation-
ships might be rated here; or, some evidence of antisocial or narcissistic 
behavior. An unconfi rmed suspicion of the presence of a diagnosable per-
sonality disorder would be rated here.   

   2 Evidence of suffi cient degree of personality disorder to warrant a DSM-IV 
Axis II diagnosis.   

   3 Evidence of a severe personality disorder that has signifi cant implications 
for the individual long-term functioning. Personality disorder dramatically 
interferes with the individuals ability to function independently.    

   88.     INTIMATE RELATIONSHIPS  

  This item is used to rate the individuals current status in terms of romantic/intimate 
relationships.     

    0 Adaptive partner relationship. Individual has a strong, positive, partner rela-
tionship with another adult. This adult functions as a member of the family.   

   1 Mostly adaptive partner relationship. Individual has a generally positive 
partner relationship with another adult. This adult may not function as a 
member of the family.   

   2 Limited adaptive partner relationship. Individual is currently not involved 
in any partner relationship with another adult.   

   3 Signifi cant diffi culties with partner relationships. Individual is currently 
involved in a negative, unhealthy relationship with another adult.    

   89.     MEDICATION COMPLIANCE  

  This rating focuses on the level of the individual’s willingness and participation in 
taking prescribed medications.     

    0 This level indicates a person who takes any prescribed medications as pre-
scribed and without reminders, or a person who is not currently on any 
psychotropic medication.   

   1 This level indicates a person who will take prescribed medications routinely, 
but who sometimes needs reminders to maintain compliance. Also, a history 
of medication noncompliance but no current problems would be rated here.   

   2 This level indicates a person who is somewhat non-compliant. This person 
may be resistant to taking prescribed medications or this person may tend 
to overuse his or her medications. He/she might comply with prescription 
plans for periods of time (1–2 weeks) but generally does not sustain taking 
medication in prescribed dose or protocol.   



215Appendix

   3 This level indicates a person who has refused to take prescribed medications 
during the past 30 day period or a person who has abused his or her medica-
tions to a signifi cant degree (i.e., overdosing or over using medications to a 
dangerous degree).    

   90.     EDUCATIONAL ATTAINMENT  

  This rates the degree to which the individual has completed his/her planned education.     

    0 Individual has achieved all educational goals or has none but educational 
attainment has no impact on lifetime vocational functioning.   

   1 Individual has set educational goals and is currently making progress 
towards achieving them.   

   2 Individual has set educational goals but is currently not making progress 
towards achieving them.   

   3 Individual has no educational goals and lack of educational attainment is 
interfering with individual’s lifetime vocational functioning.    

   91.     VICTIMIZATION  

  This item is used to examine a history and level of current risk for victimization.     

    0 This level indicates a person with no evidence of recent victimization and no 
signifi cant history of victimization within the past year. The person may have 
been robbed or burglarized on one or more occasions in the past, but no 
 pattern of victimization exists. Person is not presently at risk for 
re-victimization.   

   1 This level indicates a person with a history of victimization but who has not 
been victimized to any signifi cant degree in the past year. Person is not presently 
at risk for re-victimization.   

   2 This level indicates a person who has been recently victimized (within the 
past year) but is not in acute risk of re-victimization. This might include 
physical or sexual abuse, signifi cant psychological abuse by family or friend, 
extortion, or violent crime.   

   3 This level indicates a person who has been recently victimized and is in acute 
risk of re-victimization. Examples include working as a prostitute and living 
in an abusive relationship.      

  Caregiver Needs and Strengths 

  These ratings should be done focused on permanency plan caregivers. Caregiver 
ratings should be completed by household. If multiple households are involved in 
the permanency planning, then this section should be completed once for each 
household under consideration.  
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 For Caregiver Needs and Strengths the following definitions and action levels apply:

    0  indicates a dimension where there is no evidence of any needs. This is a strength  
   1  indicates a dimension that requires monitoring, watchful waiting, or preventive 

activities.  
   2  indicates a dimension that requires action to ensure that this identifi ed need or 

risk behavior is addressed.  
   3  indicates a dimension that requires immediate or intensive action.     

  PHYSICAL HEALTH 

  Physical health includes medical and physical challenges faced by the caregiver(s) 

    0 Caregiver(s) has no physical health limitations that impact assistance or 
attendant care.   

   1 Caregiver(s) has some physical health limitations that interfere with provision 
of assistance or attendant care.   

   2 Caregiver(s) has signifi cant physical health limitations that prevent them from 
being able to provide some needed assistance or make attendant care diffi cult.   

   3 Caregiver(s) is physically unable to provide any needed assistance or atten-
dant care.      

  MENTAL HEALTH 

  This item refers to the caregiver’s mental health status. Serious mental illness 
would be rated as a “2” or “3” unless the individual is in recovery.  

    0 Caregiver(s) has no mental health limitations that impact assistance or 
attendant care.   

   1 Caregiver(s) has some mental health limitations that interfere with provi-
sion of assistance or attendant care.   

   2 Caregiver(s) has signifi cant mental health limitations that prevent them 
from being able to provide some needed assistance or make attendant care 
diffi cult.   

   3 Caregiver(s) is unable to provide any needed assistance or attendant care 
due to serious mental illness.      

  SUBSTANCE USE 

  This item rates the caregiver’s pattern of alcohol and/or drug use. Substance-related 
disorders would be rated as a “2” or “3” unless the individual is in recovery. 

    0 Caregiver(s) has no substance-related limitations that impact assistance or 
attendant care.   

   1 Caregiver(s) has some substance-related limitations that interfere with 
provision of assistance or attendant care.   



217Appendix

   2 Caregiver(s) has signifi cant substance-related limitations that prevent them 
from being able to provide some needed assistance or make attendant care 
diffi cult.   

   3 Caregiver(s) is unable to provide any needed assistance or attendant care 
due to serious substance dependency or abuse.      

  DEVELOPMENTAL 

  This item describes the caregiver’s developmental status in terms of low IQ, mental 
retardation or other developmental disabilities. 

    0 Caregiver(s) has no developmental limitations that impact assistance or 
attendant care.   

   1 Caregiver(s) has some developmental limitations that interfere with provision 
of assistance or attendant care.   

   2 Caregiver(s) has signifi cant developmental limitations that prevent them 
from being able to provide some needed assistance or make attendant care 
diffi cult.   

   3 Caregiver(s) is unable to provide any needed assistance or attendant care 
due to serious developmental disabilities.      

  SUPERVISION 

  This rating is used to determine the caregiver’s capacity to provide the level of 
monitoring and discipline needed by the child. 

    0 This rating is used to indicate a caregiver circumstance in which supervision 
and monitoring are appropriate and functioning well.   

   1 This level indicates a caregiver circumstance in which supervision is gener-
ally adequate but inconsistent. This may include a placement in which one 
member is capable of appropriate monitoring and supervision but others 
are not capable or not consistently available.   

   2 This level indicates a caregiver circumstance in which appropriate supervision 
and monitoring are very inconsistent and frequently absent.   

   3 This level indicates a caregiver circumstance in which appropriate supervision 
and monitoring are nearly always absent or inappropriate.      

  INVOLVEMENT WITH CARE 

  This rating should be based on the level of involvement the caregiver(s) has in the 
planning and provision of child welfare and related services.  

    0 This level indicates a caregiver(s) who is actively involved in the planning 
and/or implementation of services and is able to be an effective advocate on 
behalf of the child or adolescent.   
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   1 This level indicates a caregiver(s) who is consistently involved in the plan-
ning and/or implementation of services for the child or adolescent but is not 
an active advocate on behalf of the child or adolescent.   

   2 This level indicates a caregiver(s) who is minimally involved in the care of 
the child or adolescent. Caregiver may visit individual when in out of home 
placement, but does not become involved in service planning and 
implementation.   

   3 This level indicates a caregiver(s) who is uninvolved with the care of the 
child or adolescent. Caregiver may want individual out of home or fails to 
visit individual when in residential placement.      

  KNOWLEDGE 

  This rating should be based on caregiver’s knowledge of the specific strengths of 
the child and any problems experienced by the child and their ability to understand 
the rationale for the treatment or management of these problems. 

    0 This level indicates that the present caregiver is fully knowledgeable about 
the child’s psychological strengths and weaknesses, talents, and limitations.   

   1 This level indicates that the present caregiver, while being generally knowl-
edgeable about the child, has some mild defi cits in knowledge or under-
standing of either the child’s psychological condition of his/her talents, 
skills, and assets.   

   2 This level indicates that the caregiver does not know or understand the child 
well and that signifi cant defi cits exist in the caregiver’s ability to relate to the 
child’s problems and strengths.   

   3 This level indicates that the present caregiver has little or no understanding 
of the child’s current condition. The placement is unable to cope with the 
child given his/her status at the time, not because of the needs of the child 
but because the caregiver does not understand or accept the situation.      

  ORGANIZATION 

  This rating should be based on the ability of the caregiver to participate in or direct 
the organization of the household, services, and related activities.  

    0 Caregiver(s) is well organized and effi cient.   
   1 Caregiver(s) has minimal diffi culties with organizing or maintaining house-

hold to support needed services. For example, may be forgetful about 
appointments or occasionally fails to call back case manager.   

   2 Caregiver(s) has moderate diffi culty organizing or maintaining household 
to support needed services.   

   3 Caregiver(s) is unable to organize household to support needed services.      
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  RESOURCES 

  This item refers to the financial and social assets (extended family) and resources 
that the caregiver(s) can bring to bear in addressing the multiple needs of the child 
and family. 

    0 Caregiver(s) has suffi cient resources so that there are few limitations on 
what can be provided for the child.   

   1 Caregiver(s) has the necessary resources to help address the child’s major 
and basic needs but those resources might be stretched.   

   2 Caregiver(s) has limited resources (e.g. a grandmother living in same town 
who is sometimes available to watch the child).   

   3 Caregiver(s) has severely limited resources that are available to assist in the 
care and treatment of the child.      

   RESIDENTIAL STABILITY  

  This item rates the caregivers’ current and likely future housing circumstances. 

    0 This rating indicates a family/caregiver in stable housing with no known 
risks of instability.   

   1 This rating indicates a family/caregiver that is currently in stable housing 
but there are signifi cant risks of housing disruption (e.g. loss of job).   

   2 This rating indicates a family/caregiver that has moved frequently or has 
very unstable housing.   

   3 This rating indicates a family/caregiver that is currently homeless.      

   SAFETY  

  This rating refers to the safety of the assessed child. It does not refer to the safety of other 
family or household members based on any danger presented by the assessed child. 

    0 This level indicates that the present placement is as safe or safer for the child 
(in his or her present condition) as could be reasonably expected.   

   1 This level indicates that the present placement environment presents some 
mild risk of neglect, exposure to undesirable environments (e.g. drug use or 
gangs in neighborhood, etc.) but that no immediate risk is present.   

   2 This level indicates that the present placement environment presents a mod-
erate level of risk to the child, including such things as the risk of neglect or 
abuse or exposure to individuals who could harm the child.   

   3 This level indicates that the present placement environment presents a sig-
nifi cant risk to the well being of the child. Risk of neglect or abuse is immi-
nent and immediate. Individuals in the environment offer the potential of 
signifi cantly harming the child.      
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   MARITAL/PARTNER VIOLENCE  

  This rating describes the degree of difficult or conflict in the caregiver relationship. 

    0 Caregivers appear to be functioning adequately. There is no evidence of 
notable confl ict in the caregiver relationship. Disagreements are handled in 
an atmosphere of mutual respect and equal power.   

   1 Mild to moderate level of family problems including marital diffi culties and 
caregiver arguments. Caregivers are generally able to keep arguments to 
a minimum when child is present. Occasional diffi culties in confl ict resolution 
or use of power and control by one partner over another.   

   2 Signifi cant level of caregiver diffi culties including frequent arguments that 
often escalate to verbal aggression or the use of verbal aggression by one 
partner to control the other. Child often witnesses these arguments between 
caregivers or the use of verbal aggression by one partner to control the other.   

   3 Profound level of caregiver or marital violence that often escalates to mutual 
attacks or the use of physical aggression by one partner to control the other. 
These episodes may exacerbate child’s diffi culties or put the child at greater risk.      

  CAREGIVER POSTTRAUMATIC REACTIONS 

  This rating describes posttraumatic reactions faced by caregiver(s), including emo-
tional numbing and avoidance, nightmares, and flashbacks that are related to their 
child’s or their own traumatic experiences. 

    0 Caregiver has adjusted to traumatic experiences without notable posttrau-
matic stress reactions.   

   1 Caregiver has some mild adjustment problems related to their child’s or their 
own traumatic experiences. Caregiver may exhibit some guilt about their 
child’s trauma or become somewhat detached or estranged from others.   

   2 Caregiver has moderate adjustment diffi culties related to traumatic experi-
ences. Caregiver may have nightmares or fl ashbacks of the trauma.   

   3 Caregiver has signifi cant adjustment diffi culties associated with traumatic 
experiences. Symptoms might include intrusive thoughts, hypervigilance, 
and constant anxiety.      

   PARENTAL CRIMINAL BEHAVIOR  

  This item rates the criminal behavior of both biological and stepparents. 

    0 There is no evidence that youth’s parents have ever engaged in criminal behavior.   
   1 One of youth’s parents has history of criminal behavior but youth has not 

been in contact with this parent for at least one year.   
   2 One of youth’s parents has history of criminal behavior resulting in incar-

ceration and youth has been in contact with this parent in the past year.   
   3 Both of youth’s parents have history of criminal behavior resulting in 

incarceration.         
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