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Most mental health care facilities
that treat patients who have di-

agnoses of severe and persistent men-
tal illness—for example, psychiatric
hospitals and community mental
health centers—have clinical services
as their primary focus, with sparse re-
sources available for outcome assess-
ment. Nonetheless, all facilities are
faced with evidence-based accounta-
bility requirements to demonstrate
the effectiveness of clinical services.
Unfortunately, patients with severe
and persistent mental illness are a no-
toriously difficult population in which
to demonstrate reliable treatment
gains. The difficulty in tracking
change in this population is particu-
larly vexing because their clinical
services typically use a disproportion-
ate percentage of the mental health
care dollar (1).

Utah State Hospital (USH) is the
only inpatient facility that serves such
individuals in the state of Utah and
consists of ten units (280 inpatient

beds) that treat adult, geriatric, and
forensic patients. In 1998, USH was
awarded a three-year grant from the
state academic collaboration commit-
tee that provided resources for edu-
cation and research in the area of out-
come assessment. Since then, USH
has implemented and refined an out-
come management program for mon-
itoring treatment.

Although case studies for imple-
menting outcome management pro-
grams in managed care (2), private
practice (3), and public settings (4)
are available, a specialized model may
be necessary when working with per-
sons with severe and persistent men-
tal illness. Such a model might facili-
tate the implementation of outcome
management programs by similar fa-
cilities. Accordingly, academically
based researchers, USH administra-
tors, mental health care providers,
and patient advocates teamed togeth-
er to review current research and ex-
periential information and provide a
case study describing the develop-
ment and application of an outcome
management program for a popula-
tion of patients with severe and per-
sistent mental illness. The method
used to select the outcome measures
is detailed in a companion article in
this issue of Psychiatric Services (5).

Program implementation
In 1998, USH created a committee
composed of executive staff, unit ad-
ministrators, discipline chiefs, and
line clinical staff to match hospital

needs (clinical versus administrative)
with measures that have been shown
to be effective and sensitive to change
with our patient population. The
team selected the expanded version
of the clinician-rated Brief Psychi-
atric Rating Scale (BPRS-E) (6) and
the self-reported Outcome Question-
naire (OQ) (7) as a multisource out-
come battery (5) and implemented it
in 1999. The OQ was chosen because
it correlated highly with the SCL-90-
R, the most frequently used self-re-
ported outcome instrument for our
population (5), but was far more cost-
effective given that there is no per-ad-
ministration fee. Moreover, this in-
strument had an experimental set of
15 items that track outcome for our
patient population.

The next two tasks facing the com-
mittee were to develop an infrastruc-
ture to collect outcome data for hos-
pital patients and a training system to
ensure the integrity of BPRS ratings.

Development of a 
data collection protocol
Some have suggested that it is impor-
tant to identify a “champion” to en-
sure the success of outcome manage-
ment initiatives in mental health care
organizations (3). Thus a single de-
partment was given primary responsi-
bility for each measure. The director
of psychology was designated as the
BPRS champion and was given the
responsibility of training, monitoring
data collection, and reporting out-
comes data to the hospital administra-
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tion. The director of social work was
given the parallel task for the OQ
data that were collected during reg-
ularly scheduled individual therapy
appointments with social work staff.
The psychology staff was initially re-
luctant to take on this additional re-
sponsibility, because the staff did not
have regular contact with all patients
in the hospital. This resistance has
been noted for similar public-sector
outcome projects (4). However, re-
sources from an existing psychology
extern program, coupled with re-
sources from a predoctoral psycholo-
gy internship, were combined and
allocated to support this initiative.
Specifically, trained psychology in-
terns and staff would collect BPRS
data, and the hospital administration
would, in turn, use the data to moni-
tor performance and report treat-
ment effectiveness to its stakehold-
ers with use of an electronic medical
records system (EMR). The use of
the EMR enabled outcomes data to
be immediately available to the
treatment team or other authorized
personnel.

The frequency of BPRS adminis-
tration was established after assess-
ment of the clinical utility of out-
comes data to the treatment team, ad-
ministrative and staff resources, and
patients’ length of stay (the mean
length of stay was 185 days). After as-
sessing all factors, we decided that
the BPRS would be administered
within three days of a patient’s admis-
sion, every 90 days thereafter, and
within three days of discharge for all
patients. At a minimum, this ap-
proach would provide treatment
teams with BPRS data for assessing
patients’ progress at fixed intervals
during the course of their treatment.
Additional BPRS protocols would be
available on an as-needed basis.

A word on the frequency and inter-
val of assessment: Utah does not have
a long-term-care facility for the men-
tally ill. Thus patients who have
chronic mental illnesses are treated at
USH, thereby increasing length of
stay as well as the assessment interval.
However, the measures we adopted
at USH have been found to be useful
in tracking change for inpatient stays
of only a few days’ duration (8,9). It is
critical to initially select an instru-

ment that has been shown to be em-
pirically sensitive to change (5) for
the patient population and average
length of stay for the treatment under
consideration.

The BPRS rater training system
Research has repeatedly shown that
individual differences between raters
can lower interrater reliability and re-
sult in rater drift on the BPRS. To pre-
vent these problems, we established a
standard of interrater agreement of .80
(10,11) and adopted two training
processes to initially reach and main-
tain interrater agreement. First, an ex-
pert BPRS trainer from the University
of California, Los Angeles (11) con-
ducted a two-day seminar, which was
videotaped so that future psychology
interns could benefit. The seminar fol-
lowed Faustman and Overall’s (12)
procedure, which requires that one
clinician interview a volunteer patient
while other clinicians observe and
make simultaneous ratings. After each
group practice interview, clinicians
compared ratings and received feed-
back. This technique was repeated it-
eratively until group ratings con-
verged. We also purchased UCLA’s
consensus-coded BPRS tapes.

The second process that was imple-
mented to maintain a standard train-
ing protocol was to capacitate the psy-
chology department to carry out this
training with each new intern class.
Subsequent intakes of intern raters
were given BPRS manuals. They read
the manual and observed interviews
conducted by trained BPRS raters,
rated six consensus-coded videos of
BPRS interviews with actual patients
in order to meet the agreement stan-
dard of .80, rated actual patients con-
currently with a trained BPRS rater
to maintain the .80 agreement in live
interviews, and rated a videotaped or
live interview three times a year as a
quality-assurance check to prevent
rater drift.

Success of the program
The training protocol was associated
with an average interrater reliability
(intraclass correlation coefficient) of
.85 and an average interrater agree-
ment of .90. The latter exceeded the
numeric cutoff of .80 proposed by
Ventura and colleagues (11) for inter-

rater agreement and suggests that ap-
plying literature-based principles for
training that is anchored to a common
standard (UCLA consensus-coded
tapes) can result in an interrater reli-
ability that is seen more often in clin-
ical research than in service delivery
settings (13).

Employment of the clinician-rated
BPRS consumed ample resources
from the hospital units that focused
principally on service delivery. Con-
versely, use of the self-reported OQ
was associated with greater “buy in”
from providers. More specifically,
transferring responsibility for the col-
lection of self-reported patient data
to the director of social work gener-
ated a second, resource-efficient out-
come-assessment source (patient-
generated change) while also engag-
ing an important clinical resource:
social workers.

Although the cost of self-reported
patient-change data was minimal, an
equally—and perhaps more—impor-
tant consideration was its benefit. In
other words, were self-reported out-
comes data from our patients mean-
ingful? With this patient population,
our answer is that it depends. Al-
though the BPRS had been shown to
be sensitive to patient change, irre-
spective of diagnosis (unpublished
data, Burlingame GM, Seaman S,
Johnson J, et al, 2004), the self-re-
ported measure fared less well. Ap-
proximately one-fourth of the pa-
tients who were admitted to the facil-
ity were either unable (because of the
acuity of their illness) or unwilling to
complete a self-reported outcome in-
strument on admission. Specifically,
aggregate outcomes data from these
patients were either far below expect-
ed normative levels for this popula-
tion or so erratic (item endorsement
at both ends of the range) that mean-
ingful interpretation was impossible.
Although the proportion of unusable
self-reported outcome assessments
dropped after the patients stabilized
(low scores increased as denial and
impaired reality remitted), the out-of-
range values made meaningful
change difficult to track.

A balancing perspective with re-
spect to self-reported measures was
that changes in the remaining 75 per-
cent of cases were moderately corre-
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lated with BPRS change noted by cli-
nicians who were independent from
the actual treatment of the patient
(psychology interns). The correspon-
dence in change profiles between two
independent sources is clearly prom-
ising, especially when one considers
the investment of staff resources in
BPRS assessment. This finding sug-
gests that the progress of a significant
portion of hospitalized patients might
be tracked by using less costly self-re-
ported measures, once patient acuity
and cooperation reach appropriate
levels. Interestingly, even though
some patients with severe and persist-
ent mental illness underreported
their absolute degree of symptom dis-
tress on the self-reported measure,
the actual change trajectory in a por-
tion of this subsample remained simi-
lar to that of patients with higher lev-
els of distress.

Lessons learned
Implementing an outcomes manage-
ment program at USH has had an im-
pact on the hospital’s funding and
treatment for patients. In the face of
increased scrutiny by public agencies
and consumers, USH has been able
to provide evidence-based outcomes
drawn from the extant literature that
demonstrate that services are making
a difference in the lives of the pa-
tients. With regard to the state legis-
lature, outcomes data are presented
to legislators each year to provide ev-
idence of patients’ progress in re-
sponse to services. This evidence-
based accountability has served as a
strong rationale on more than one oc-
casion to justify government support.
However, these gains were not with-
out internal costs.

Initially, psychology staff resisted
using the BPRS-E because of the in-
strument’s labor-intensive nature.
Utilizing psychology interns—and
justifying their employment to cover
the bulk of this duty—greatly re-
duced the initial resistance. An unex-
pected side benefit to psychology
staff was motivation to keep their

knowledge more up-to-date as they
became involved in the training and
supervision of interns who were fresh
out of psychology doctoral programs.
Similarly, the use of the OQ added to
the responsibilities of the social work
staff. However, as both instruments
became more widely understood and
utilized by treatment teams, accept-
ance increased.

Perhaps the greatest factor that con-
tributed to “buy in” by clinical staff oc-
curred when the data started to empir-
ically demonstrate that treatment was
effective and made a difference in the
functioning of our patients. This was
the single most important factor in re-
ducing the staff’s dread and suspicion
and created an atmosphere of pride in
a job well done.

The group that has been both the
most skeptical and the most embrac-
ing has been our psychiatrists. Criti-
cal inquiries often led to extensive
data analysis, increasing confidence
in the empirical evidence on which to
base disposition decisions. Finally,
patients’ compliance increased with
staff acceptance. Initially, outcome
measures were viewed as a necessary
evil, but it was rare for a patient to re-
fuse to participate. Over time these
assessments have become accepted
by staff and patients alike as a normal
hospital routine.

Future directions of the outcome
management program involve a fuller
integration of outcomes data for indi-
vidual patients with use of our EMR.
To facilitate this goal, outcomes data
are entered into the hospital’s elec-
tronic charting system, providing cli-
nicians with current and individual-
ized patient graphs and scores. These
patient reports are used to track pa-
tients’ progress and adjust treatment
strategies to fit individual patients’
needs, a process that has been shown
to improve outcome (14). ♦
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