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Community mental health clinics often have difficulty designing intake procedures that facilitate accurate and timely diagnostic assessments. A delay in accurate identification of patient clinical problems, symptoms, and diagnoses at intake impedes timely treatment for patients who, increasingly, are in need of immediate therapeutic services. Too often initial assessments are not accurate because of lack of information or expertise. Garfield has described many of the problems and issues pertaining to the clinical diagnosis of psychopathology including varying interpretations of clinical diagnosis, reliability, and validity (Garfield, 2001). Kutchins and Kirk present a comprehensive analysis of issues pertaining to arriving at meaningful DSM based diagnoses (Kutchins and Kirk, 1997). In validation studies comparing standardized diagnostic assessment instruments with clinician based diagnoses, clinician assessments have been found less reliable (Piacentini, Shaffer, Fisher, Schwab-Stone, Davies, & Gioia, 1993; Schwab-Stone, Shaffer, Dulcan, Jenson, Fisher, Bird, Goodman, Lahey, Lichtman, Canino, Rubio-Stipec, Rae, 1996). To address these problems computerized diagnostic assessment software programs, both lay-administered and self-administered, have been developed to serve as decision supports for busy practitioners (Mullen, E. J., 1989; Mullen, E. J., & Schuerman, J. R., 1990; Schuerman, J. R., Mullen, E. J., Stagner, M., & Johnson, P., 1989). These programs can be designed to gather, analyze, and report information gathered from patients and collaterals, for use by practitioners, thus facilitating rapid assessment. However, it is not known if such programs would be found useful by practitioners, patients, and collaterals in community mental health clinic settings.
In this chapter we report findings from a field experiment designed to examine how one such computerized diagnostic program is viewed by clinicians and patients (children, youths, and caretakers), when used to support intake diagnostic assessments in urban, community based mental health clinics. We examine clinician assessment of the effects of a computerized, lay administered diagnostic assessment protocol. We report findings about the extent to which clinicians found the protocol and information provided helpful; to have changed their clinical evaluations; and, whether they found it made the intake interviews more difficult, or, as upsetting patients. We report effects on clinician, patient, and caretaker satisfaction with the intake session; the patients’ feelings of being understood and of being able to discuss their concerns.
  These data were gathered in a randomized field experiment, conducted between October 1995 and June 1999, in which clinicians from four clinics were randomly assigned to two assessment conditions, namely the computer-assisted condition or the routine intake assessment condition. We used a crossover design to assure that clinicians could be observed in each condition, as well as during a baseline phase. The subjects were 26 clinicians, 192 patients, and their caretakers (usually a parent). The clinicians are male and female social workers and psychologists. The patient sample includes female and male African Americans, Hispanics, whites, and Asians patients, ranging from nine to 17 years old.
The diagnostic assessment instrument examined in this study is a lay-administered, computerized version of the NIMH Diagnostic Interview Schedule for Children (C-DISC-IV), based on the DSM-IV and ISD-10. The C-DISC was originally developed under NIMH auspices for use in epidemiological research where it has been used extensively. However, little is known about its usefulness in clinical practice. This is the first published report of findings from a field experiment examining the C-DISC in community mental health clinic practice. The development of the NIMH DISC as well as its use in prior research has been described previously. For a fuller description of the C-DISC-IV as well as its reliability the reader is referred to Shaffer, Fisher, Lucas, Dulcan, Schwab-Stone, (2000). Data pertaining to its performance in epidemiological surveys is presented in Shaffer, Fisher, Dulcan,  Davies,  Piacentini, Schwab-Stone, Lahey, Bourdon, Jensen, Bird, Canino, Regier, (1996). Criterion validity has been examined using clinician based diagnoses as the standard (Schwab-Stone, et. al,, 1996). The C-DISC’s reliability has been the subject of extensive research (Shaffer, et. al., 2000; Breton, Bergeron, Valla, Berthiaume, St-Georges, 1998; Fisher, Lucas, Shaffer, Schwab-Stone, Dulcan, Gaae, Lichtman, Willourghby, Gerald, 1997; Shaffer, Schwab-Stone, Fisher, et al., 1993). The C-DISC was developed specifically for use with children and youths aged 9 through 18.
All participants completed signed consent forms prior to participation in the research. The research protocol was approved by the Columbia University Morningside campus Institutional Review Board on December 16, 1994 (Protocol Number: 94/95-196A). All subsequent protocol modifications received IRB approval. Annual IRB approvals were received through completion of data collection in 1999.

Method
Our data come from four New York City community mental health outpatient clinics.
 We used a crossover experimental design such that in each clinic, data was gathered using a simple checklist during a prospective baseline phase detailing each clinician’s normal assessment practice and satisfaction.  Following prospective baseline an experimental phase was implemented such that, in each clinic, half of the clinicians were randomly assigned to the C-DISC assessment condition, and the other half continued with baseline data gathering, using only the checklist to record assessment and satisfaction data. In the C-DISC condition the C-DISC was administered by lay interviewers to outpatients (i.e., children and youths) as well as their caretakers (usually a parent) immediately prior to their first intake meeting. The C-DISC output was printed at the interview’s conclusion, and given to the clinician prior to the intake interview.
Each clinic was assigned to the experimental phase as soon as an average of three baseline cases per clinician was completed in the respective clinic. Clinicians were to remain in the C-DISC assessment condition until the clinician had completed an additional five cases. At that point the baseline clinicians were to be switched over to the C-DISC assessment condition until they had completed five cases. Each clinician was to have completed an average of 13 cases, five in each of the two experimental phase conditions, and three in the baseline phase. However, as reported below, this goal of five cases in each of the experimental phase conditions was not realized.
Instruments

Following the initial intake meeting clinicians were asked to complete a series of checklists which provided basic information regarding each child and youth, a clinician satisfaction checklist (four items pertaining to the intake interview for all assessment conditions and, an additional six items for the C-DISC intervention only condition). In addition to the clinician checklists, also immediately following the intake interview, children, youths, and caretakers were asked to complete separate checklists containing three satisfaction questions pertaining to the initial intake interview.
 We present findings about the six items which record how the clinician assessed the effects of the C-DISC on the intake session; the four items from the clinician satisfaction checklist; as well as the child, youth, and caretaker satisfaction items (three items for each respondent).
Statistical Procedures

Clinician assessment of the effects of the C-DISC protocol on the intake session is examined in two ways. First, the frequency distribution for each of the six C-DISC variables is presented. Second, we then compute a mean for each clinician for each of the six variables to compensate for the fact that each clinician is represented in the distribution with more than one case, and, therefore, the assessments are not independent.
 Accordingly, we present the mean of these clinician means together with 95% confidence intervals for these means.
Reports of feeling understood and of being able to discuss concerns are examined first by describing the responses of the total sample. We then report differences between the two assessment conditions. We report point estimates and confidence intervals for the combined C-DISC and checklist-only responses for each of the ten items regarding clinician, caretaker, and patient assessment. The effects of condition (C-DISC and checklist-only conditions), clinician, and clinic were examined using the SPSS GLM Univariate procedure for a mixed-effects nested design model. 
  In this model clinician is nested within clinic. In each analysis the dependent variable is a specific “satisfaction” variable; assessment condition is treated as a fixed factor; clinic and clinician are treated as random factors. The design estimates the main effects of assessment condition as well as of clinic, the interaction effect of assessment condition by clinic, and the effect of clinician nested in clinic.

Sample

Clinics
The four study clinics are operated by a large, urban, multi-service, nonprofit mental health social service agency serving clients with a wide range of religious, ethnic, and economic backgrounds. The clinics are state-licensed outpatient mental health clinics providing services for emotional and social problems. Services for adults and children include evaluation and assessment; crisis intervention; and, individual, couple, family, and group therapy.
Clinicians and Patients
The clinicians were either full-time or part-time professionals with master’s degrees or Ph.D. degrees in either social worker or psychology. The psychologists were state licensed and the social workers were state certified.
Four clinics participated in the study’s experimental phase. 
 The analysis pertaining to how the clinicians assessed the effects of the C-DISC on the intake session includes those 21 clinicians who responded to any one of those six items. Those 21 clinicians provided responses pertaining to their intake sessions with 87 patients and caretakers. The analysis pertaining to the C-DISC and checklist-only condition contrasts includes the responses of 26 clinicians, 192 patients, and their caretakers.

Data were collected regarding patient gender, age, and ethnicity or race. The demographic characteristics of those 87 patients exposed to the C-DISC and, therefore responding to the C-DISC items are shown in Table 1.
Table 1: Demographics of Patients Exposed to C-DISC

	Gender
	Race/Ethnicity
	Age

	Female
	Male
	African American or Black
	Latino/a
	White
	Other
	Median & Mode
	Range

	42
(48.3%)
	45

(51.7%)
	37

(42.5%)
	26 (29.9%)
	17 (19.5%)
	7 (8%)
	12
10
	9 to17


The demographic characteristics of the sample of 192 patients included in the analysis of the experimental phase contrasts are shown in Table 2.
Table 2: Demographics of Patients in Experimental Phase

	Gender

	Race/Ethnicity

	Age

	Female
	Male
	African American or Black
	Latino/a
	White
	Other
	Median & Mode
	Range

	89
(47.1%)
	100
(52.9%)
	62
(35.2%)
	54

(30.7%)
	44

(25%)
	16

(9.1%)
	13
10
	9 to17


The experimental condition groups do not differ in distribution of gender
, age
  or ethnicity and race.
 
Results
C-DISC Helpfulness
Clinicians were asked to what extent they agreed with the statement that the C-DISC had been helpful. As shown in Table 3 the modal view is “agree somewhat”. However, most (57.5%, 50) disagreed with the statement or were neutral.
Table 3: C-DISC Helpfulness at Intake

[image: image1]
These responses were from 21 clinicians assessing 87 cases. The clinicians’ modal number of cases was five, but ranged from one to five.  Accordingly, some clinicians were overrepresented in the sample shown in Table 3, whereas others were underrepresented. To deal with this we calculated each clinician’s mean rating and averaged these means. This “mean of means” is a rating of “neutral”.
 The 95% confidence interval for these “clinician means” has a lower bound of 1.7 and an upper bound of 2.4, which is in the “neutral” range. Eighty-six percent (18) of the clinicians reported that the C-DISC had been “helpful” in at least one of their cases.
Changed Clinician Evaluation

Clinicians were asked to what extent they agreed with the statement that the C-DISC had changed their evaluation of the patients. As shown in Table 4 the modal response is “strongly disagree”. In approximately 22% (19) of the cases the clinicians did agree that the C-DISC had changed the evaluation.

Table 4: C-DISC Changed Intake Evaluation
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The mean of the clinician means is 1.41, midway between “neutral” and “disagree somewhat”. The 95% confidence interval for the mean has a lower bound of 1.0 and an upper bound of 1.7, in the “disagree somewhat” to “neutral” range. While the tendency was to disagree with this statement, approximately 57% (12) of the clinicians report that the C-DISC had “changed” their evaluations in at least one of their cases.
Made Intake More Difficult

Clinicians were asked to what extent they agreed with the statement that the C-DISC had made their intake interviews with the patients more difficult. As shown in Table 5 the modal response is “disagree strongly”.

Table 5: C-DISC Made Intake with Children and Youths More Difficult
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 The mean of the clinician means is 1.09, “disagree somewhat”. The 95% confidence interval for the mean has a lower bound of  0.6 and an upper bound of 1.5, in the “disagree somewhat” range. Approximately 52% (11) of the clinicians report that the C-DISC had made their interviews “more difficult” in at least one of their cases.
Made Intake Interview with Caretaker More Difficult

Clinicians were asked to what extent they agreed with the statement that the C-DISC had made their intake interview with the caretaker more difficult. As shown in Table 6 the modal response is “disagree strongly”.

Table 6: C-DISC Made Intake with Caretaker More Difficult
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The mean of the clinician means is 1.0, “disagree somewhat”. The 95% confidence interval for the mean has a lower bound of 0.5350 and an upper bound of 1.4107, in the “disagree somewhat” range. About 52% (11) of the clinicians report that the C-DISC had made their interviews “more difficult” in at least one of their cases.
Upset Patient
Clinicians were asked to what extent they agreed with the statement that the C-DISC interview had upset the patient. As shown in Table 7 the modal response is “disagree strongly” (50.6%).

Table 7: C-DISC Upset Patient
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The mean of the clinician means is 0.9, between “disagree strongly” and “disagree somewhat”. The 95% confidence interval for the mean has a lower bound of 0.5 and an upper bound of 1.3, in the “disagree somewhat” range. One-third (7) of the clinicians report that the C-DISC had “upset” a patient in at least one of their cases.
Upset Caretaker

Clinicians were asked to what extent they agreed with the statement that the C-DISC interview had upset the caretaker. As shown in Table 8 the modal response is “disagree strongly” (59%).

Table 8: C-DISC Upset Caretaker
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The mean of the clinician means was 0.8, between “disagree strongly” and “disagree somewhat”. The 95% confidence interval for the mean has a lower bound of 0.4 and an upper bound of 1.1, in the “disagree somewhat” range. Slightly over one-fourth (28.6%) of the clinicians report that the C-DISC had “upset” a caretaker in at least one of their cases.
Assessment of Intake Experiences
Our research also examined questions about how clinicians, patients, and caretakers assessed their intake interview experiences. Tables 9 – 11 provide point estimates and confidence intervals for responses to each of ten questions designed to address those questions. The response choices with numerical equivalents are in table footnotes.
  The clinicians’ assessments of the intake experience are shown in Table 9.
Table 9: Clinician Assessment of Intake Interview Experience

	Assessment Variable
	Mean (5% Trimmed Mean)
	Standard Deviation (range)
	95% Confidence Interval for Mean

	Satisfaction with intake session (recoded)

	1.98 (1.97)
	.680 (1 – 3)
	1.88 – 2.08

	Understands patient’s concerns

	2.87 (2.87)
	.695 (1 – 4)
	2.76 – 2.97

	Patient’s ability to discuss concerns

	2.60 (2.63)
	.886 (0 – 4)
	2.47 -2.73



	Caretaker’s ability to discuss concerns

	2.97 (2.98)
	.744 (1 – 4)
	2.85 – 3.08


As shown, all four mean assessments are near the “substantial” rating (a rating of 2 for “satisfaction”, and 3 for the remaining variables), ranging from “not at all” to “fully” for the patient’s ability to discuss concerns, and from “minimally (“partially or less”) to “fully” for the other three assessments. The patients’ assessments of the intake interview experience are shown in Table 10.

Table 10: Patient Experience of Intake Interview Experience

	Assessment Variable
	Mean (5% Trimmed Mean)
	Standard Deviation (range)
	95% Confidence Interval for Mean

	Satisfaction after intake interview

	2.05 (2.06)
	.796 (1 – 3)
	1.94 – 2.17

	Extent clinician understood concerns

	2.50 (2.56)
	.645 (1 – 3)
	2.41 – 2.60

	Ability to discuss concerns
	2.25 (2.28)
	.743 (1 – 3)
	2.14 – 2.36


As shown the patients rate their experiences with the intake interview very positively. Typically they were “very satisfied” (rating of 2), and they felt understood and able to discuss their concerns “fairly well” (rating of 2) to “completely” (rating of 3). Nevertheless, the range for all three variables was from “not at all” to “completely”. The caretakers’ assessments are shown in Table 11.
Table 11: Caretaker Assessment of Intake Interview Experience

	Assessment Variable
	Mean (5% Trimmed Mean)
	Standard Deviation (range)
	95% Confidence Interval for Mean

	Satisfaction after intake interview

	2.10 (2.11)
	.729(1 – 3)
	1.99 – 2.20

	Clinician understood concerns

	2.65 (2.71)
	.562 (1 – 3)
	2.56 – 2.73

	Ability to discuss concerns
	2.47 (2.52)
	.616 (1 – 3)
	2.38 – 2.56


Caretakers rate their experiences with the intake interview very positively. With little variation they were either “very satisfied” (rating of 2) or “completely satisfied” (rating of 3), and they felt understood and able to discuss their concerns “fairly well” (rating of 2) to “completely” (rating of 3). None were “not at all” satisfied; only one (.5%) did not feel understood at all; three (1.6%) reported they were not able to discuss their concerns at all.
In summary, these findings suggest a largely positive assessment of the intake interview by clinicians, patients and caretakers, but with some small percentage more negative, especially, among patients.
Experimental Condition Differences
We were interested in the extent to which clinician, patient, and caretaker assessments of their experiences with the intake interview differed between the C-DISC and checklist-only conditions. Accordingly, we used the GLM Univariate procedure as described above to estimate the main effects of assessment condition as well as of clinic, the interaction effect of assessment condition by clinic, and the effect of clinician nested in clinic.

In these analyses only one significant difference was found pertaining to the main effect of the assessment condition. Clinicians reported that they thought caretakers were able to discuss their concerns to a greater extent in the C-DISC condition than in the checklist-only condition.

However, contrary to this report from the clinicians, caretakers themselves reported a greater ability to discuss their concerns in the checklist-only condition than in the C-DISC condition in three of the four clinics.
 A final significant finding was also an interaction effect between condition and clinic for a caretaker assessment, namely, the caretakers’ assessment of the extent to which clinicians understood their concerns.
 This significant difference was due to one clinic wherein clinicians were seen by caretakers as less understanding in the C-DISC condition than in the checklist-only condition. In other clinics differences were not marked. These condition*clinic interaction effects were not predicted and they are difficult to interpret. Similarly it is difficult to explain the discrepancy between the clinicians’ and caretakers’ assessments on what would appear to be the similar factors. Nevertheless, inspection of the clinic mean ratings in the profile plots (not reproduced here) show that one of the four clinics accounted for much of this variance. Accordingly, it may be that caretakers were reacting to some organizational factors, such as organizational climate, that may have been negatively affected by the presence of the C-DISC procedure (Schiff, 2000). It could also be that caretakers had experienced the C-DISC interview as opening up and identifying a number of patient symptoms and problem areas which were not explored or discussed in the subsequent intake interview with the clinicians. If this happened it is understandable that the caretakers could experience these clinicians as providing less opportunity for discussion and being less understanding.  However, since the C-DISC had opened up much for discussion it is possible the clinicians experienced the caretakers as better able to discuss their concerns after exposure to the C-DISC. This is an  explanation requiring future research attention.
No other significant effects were found in the GLM Univariate analysis.
Conclusions

Generalizations from our findings are limited by two factors. First, our sample size was small. Fewer clinics, clinicians, and patients were secured for the study than originally planned, making the sample size smaller and more homogeneous. Second, the clinicians studied are highly skilled practitioners. They are experienced diagnosticians, with master’s or doctoral training in social worker or psychology, as well as extensive in-service training. They are routinely provided psychiatric consultation to assist initial diagnostic assessment. They are practicing in community mental health clinics operated by one of the nation’s most reputable mental health organizations. Accordingly, the additional information provided by the C-DISC may not have had the effects it would have with less highly trained clinicians in less supportive clinics. With these sample limitations in mind, we draw a number of conclusions.
The finding that 86% of the clinicians say the C-DISC had been “helpful” in at least one of their cases is clinically important. Since clinicians in this study typically carried five cases this indicates that for most clinicians, in at least one of five cases the C-DISC provided information that was deemed helpful.  Indeed, for some clinicians the C-DISC was found to be helpful in even more of their cases since in the entire sample approximately two-fifths of the cases reportedly benefited from the C-DISC information. The belief that a large number of well-trained clinicians would find the C-DISC overly intrusive or simply redundant is not supported by this finding.

Similarly, the value of the C-DISC information to the clinician is supported by the second major finding, namely that the majority of clinicians (57%) reported that the C-DISC had “changed” their evaluations in at least one of their cases, and that in about one-fifth of the cases (22.1%) the clinicians said that the C-DISC report had “changed” their evaluations. Again, these findings are especially noteworthy since the clinicians in this study were all well-trained, experienced practitioners.

While there is no clear guideline to determine how often the C-DISC information should be “helpful”, or how often it should be influential in changing a clinical evaluation, arguably, the proportion of cases benefiting in this study is clinically significant.

Concerns regarding negative effects of the C-DISC are not supported by our findings, since approximately one-half of the clinicians report that the C-DISC never made an interview with a child or youth or caretaker more difficult. Indeed, in approximately three-quarters of the child and youth interviews and four-fifths of the caretaker interviews the C-DISC did not make the intake interviews “more difficult”. Similarly, most clinicians reported that the C-DISC had never upset a child, youth or caretaker whom they saw for intake interviews, and most children, youths and caretakers in the study were not seen as upset by the C-DISC. These findings suggest that in most cases the benefits attributed by the clinicians to the C-DISC information are not offset by risks to patients or caretakers.

However, it is troubling to find that almost half of the clinicians reported that the C-DISC protocol made their intake interview "more difficult" for at least one of their patients and that this occurred in approximately one out of four cases. We did not ask about the reasons the C-DISC made the interviews more difficult. It is possible the increased difficulty was due to the amount of information provided from the computer reports, pressure felt from exposure to a new procedure being introduced into the intake process, or patients being tired out after completing the C-DISC interview. Similarly the finding that one-third of the clinicians reported that the C-DISC had “upset” a child or youth in at least one of their cases, and that approximately one of four clinicians report this for caretakers as well, is problematic. However, it should be noted that this perception may not have been a true reflection of how the patients and caretakers actually experienced the C-DISC. On balance, the benefits attributable to the C-DISC noted above (helpfulness and changing the evaluation) may well offset these negative perceptions. Nevertheless, if the C-DISC is to be introduced into routine clinical practice such as in populations similar to those in this study, this rate of perceived negative effects should be considered unacceptable. Additional research is needed to better understand why the C-DISC may be upsetting to some patients, as well as why it would make some intake interviews more difficult for clinicians. Especially useful in this regard would be qualitative studies, including focus group discussions with clinicians, patients and caretakers. Also needed is further developmental work on the C-DISC, so as to minimize intrusiveness, possibly by shortening the protocol and experimenting with self-administration. Indeed, since completion of this study the reports generated by the C-DISC have been modified significantly to make them more user (clinician) friendly. If the difficulty reported above was due to the clinician’s need to wade through lengthy computer generated reports, this might be lessened with the new versions. Also since completion of this study the C-DISC interview has been modified so that it now takes less time to administer which may make the protocol more palatable (personal communication from Dr. David Shaffer).
Another possible way of increasing the acceptability and utility of the C-DISC procedure is to strengthen clinician control over its administration so that they perceived it to be a diagnostic aid which is under their control.
Our findings suggest a largely positive assessment of the intake interview by clinicians, patients and caretakers. We have found no meaningful differences between the two assessment conditions other than those reported pertaining to the caretakers’ experiences. We conclude that there is no evidence indicating that the introduction of a computerized assessment protocol such as the C-DISC would affect, one way or another, clinician or patient assessments of their experiences with the intake interview, when these are already largely positive. The reported affects on the  caretakers’ experiences deserve further study.
While these findings are important, those pertaining to other questions addressed in this study need to be examined before drawing firm conclusions. Questions remain regarding the C-DISC’s effects on improving clinical assessment, increasing efficiency of the assessment, and improving treatment planning. As the data from this study are analyzed further these questions will be addressed and reported in future publications.
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� Gender was available for 189 of the 192 patients.


� Race/ethnicity was available for 176 of the 192 patients.


� Clinician response choices were: “not at all” (0); “minimally” (1); “partially” (2); “substantially” (3); and, “fully” (4). Regarding the “satisfaction” variable, because so few “not at all”, and “minimally” responses occurred (1.5%, n=3) these were combined into “partially or less” (1) resulting in a scale of 1 to 3.


� 174 of 192 (90.6%)


� 175 of 192 (91.1%)


� 174 of 192 (90.6%)


� 174 of 192 (90.6%)


� Valid responses were available from 183 of 192 (95.3%) patients.


� Patient response choices were: “not at all satisfied”, “slightly satisfied”, “moderately satisfied”, “very satisfied”, and “completely satisfied”. Because few “not at all satisfied” and “slightly satisfied” ratings were recorded these two categories were combined with “moderately satisfied”.  The recoded categories are “less than very satisfied” (1); “very satisfied” (2); and, “completely satisfied” (3).


� For this variable as well as the next variable “report of ability to discuss concerns” the ratings were: “not at all”, “slightly”, “fairly well”, and “completely”. Because few “not at all” ratings were recorded this category was combined with “slightly”.  The recoded categories are “slightly or less” (1); “fairly well” (2); and, “completely” (3).


� 186 of 192 (96.9%) valid responses were included. Caretaker response choices were: “not at all satisfied”, “slightly satisfied”, “moderately satisfied”, “very satisfied”, and “completely satisfied”. Because few “not at all satisfied” and “slightly satisfied” ratings were recorded these two categories were combined with “moderately satisfied”.  The recoded categories are “less than very satisfied” (1); “very satisfied” (2); and, “completely satisfied” (3).


� 187 of 192 (97.4%) valid responses were included in the analysis for this as well as the next variable. For this variable as well as the next variable “caretaker’s report of ability to discuss concerns” the ratings were: “not at all”, “slightly”, “fairly well”, and “completely”. Because few “not at all” ratings were recorded this category was combined with “slightly”.  The recoded categories are “slightly or less” (1); “fairly well” (2); and, “completely” (3).





� This chapter is based on data and experiences from research conducted under subcontract to the Center for the Study of Social Work Practice - CSSWP (New York State Research Foundation for Mental Hygiene contract #SDMHCU00642601). The multi-site study was initially funded by the National Institute of Mental Health Grant #1R01MH052822-01 (02) (03). The Principal Investigator at the New York State Psychiatric Institute was David Shaffer, M.D. and the Co-Investigators were Prudence Fisher, Ph.D. and Christopher Lucas, M.D. The investigators for the Center for the Study of Social Work Practice subcontract were: Principal Investigator Edward J. Mullen, D.S.W.; Co-Investigators Robert Abramovitz, M.D., William Bacon, Ph.D. and Bruce Grellong, Ph.D. Prior investigators included Helene Jackson, Ph.D. and Jennifer Magnabosco, Ph.D. The CSSWP research coordinator is Gretchen Borges, M.S. The CSSWP research assistants were: James A. Catalano, Ph.D., Rachelle E. Kammer, M.S., Steven P. Lohrer, Ph.D., L. Donald McVinney, Ph.D.,  Leslie M. Pereira, Ph.D., Hilda P. Rivera, Ph.D., Anne C. Singh Stephan, M.S., Miriam Bellecca and Danielle Barry whose work contributed significantly to this paper. The original plan included subcontracts for implementation in two locations, New Jersey and New York City.  The Center for the Study of Social Work Practice implemented the study in the New York City sites.  This chapter is limited to the New York City sites.


� Data from this study have been used to address additional questions and issues. The association between organizational culture variables and satisfaction with intake sessions have been reported previously (Schiff, 2000). Issues pertaining to implementation of this study are examined in Mullen, 1998. Congruence in problem identification is examined in  Lynn, C. J., Abramovitz, R., Bacon, W., Fisher, P. W., Grellong, B., Lucas, C. P., & Mullen, E. J. (in preparation). Also, effects on clinician diagnosis, symptom identification and treatment planning will be examined in forthcoming publications.


� The description of the design presented here refers only to those aspects pertinent to the data presented. Furthermore, as originally proposed the design called for larger sample sizes (more clinics, clinicians, and patients) as well as lengthier phases. Because fewer clinics, clinicians, and patients were sampled than planned, design modifications were made. Power calculations described in the proposal were based on larger sample sizes than realized. Accordingly, those power calculations are not pertinent here, and they are not presented since they would be misleading.


� Also collected from the clinicians was data pertaining to number of visits taken to complete the initial assessment, diagnoses (36 items), current GAF score, a symptoms checklist (29 symptoms), a recommended treatment checklist (28 items), a listing of clinical problems presented. In addition patients and caretakers competed a problem list indicating what they had wanted to talk about in the interview This data is not presented in this article but will be the subject of future publications.


� We were curious about whether or not our assumption that there would be a “clinician effect” or “bias” would be supported by the data. Also, we were curious about whether or not there would be a “clinic effect”. Accordingly, to examine the effects of clinicians and clinics on each of the C-DISC variable ratings, the SPSS’s GLM Univariate procedure for a mixed-effects nested design model was used. In this model clinicians were nested within clinics. The dependent variable in each analysis was the specific C-DISC variable. In these six analyses clinic was treated as a fixed factor with four levels and clinician was treated as a random factor with varying levels in each clinic. In these analyses “clinic” was treated as a fixed factor under the assumption that the four clinics comprise the entire set of clinics of concern. In each analysis a custom model was specified which included clinic as a factor and clinician nested within clinic. The type III sum of squares method was used. When significant differences were found, to determine which clinics had clinicians that were significantly different, four sets of custom hypotheses were tested, one for each clinic. In only one of these analyses was the clinic effect significant, namely pertaining to the variable “C-DISC helpfulness”. The clinician (clinic) effect was significant in all six analyzes (p<=.10 level, two-tailed).


� SPSS for Windows, version 11.0.1 (type III sum of squares method).


� In these analyses the omitted term, condition*clinician(clinic) becomes residual error. Throughout alpha is set at .05, two-tailed.


� The New York City site evaluation included data from 50 clinicians, eight clinics and 352 patients. The 352 patients included: 141 from the prospective baseline group; 97 from the C-DISC administered assessment condition group (experimental phase); 95 from the checklist-only assessment condition group (experimental phase); and, 19 cases in the retrospective baseline. Only data pertaining to the experimental phase is included in this analysis. Eighteen clinicians in four clinics completed the prospective baseline as well as both conditions during the experimental phase providing data concerning 238 youths. Of these 18 clinicians, 12 had completed at least 3 cases in each of the 3 conditions. Nine clinicians completed at least 5 cases in both the experimental phase conditions (e.g., C-DISC and checklist-only conditions). Of these, seven clinicians completed at least 3 cases in the prospective baseline as well.


� Of these four clinicians completed only C-DISC condition cases and another four completed only checklist-only condition cases. In the analysis pertaining to clinician assessment of the effects of the C-DISC protocol on the intake session, one of the clinicians included in the C-DISC and checklist-only condition contrasts was excluded because that clinician provided no data regarding that clinician’s two cases, although these were C-DISC condition cases. Also, in that analysis eight cases were excluded because no data was provided by the clinician for any of the C-DISC variables examined. Again, with only one exception, none of those clinicians provided data pertaining to the variables examined regarding the C-DISC and checklist-only condition contrasts. However, the data requested from their respective patients and caretakers was provided for all of these cases so these cases are included in those analyses. Variables measuring clinician assessments for those patients and caretakers are treated as missing data for all but one of these cases.


� Pearson Chi-Square = .149, df = 1, p=.70.


� t= -.816, df=174, p=.415.


� Pearson Chi-Square = 6.906, df = 5, p=.228.


� The mean was 2.06 on a scale ranging from “0” (“strongly disagree”) to “4” (“strongly disagree”).


� Missing values excluded cases pairwise.


� As previously described the design plan called for each clinician to complete five cases in each of the experimental conditions. However, only nine clinicians completed this many cases. Indeed eight clinicians completed cases in only one of the experimental conditions. Nine others completed cases in both conditions, but fewer than five in each.


� Estimated marginal means: C-DISC condition =3.129 and checklist condition =2.818. F=7.912, df=1, p=.030. The scale for this and all subsequently present clinician ratings ranged from 0 to 4 with “3” indicating “partially” satisfied).


� For these condition*clinic estimated marginal means the statistics are: F=2.609, df=3, p=.054; C-DISC condition n=96 & checklist only condition n=91; clinic n’s = 32, 18, 96, and 41, respectively.


� For the condition*clinic estimated marginal means the statistics are: F=3.109, df=3, p=.028; C-DISC condition n=96 & checklist only condition n=91; clinic n’s = 32, 18, 96, and 41, respectively.
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