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Introduction

There was a time, not so long ago, when quality could be defined by
saying “I know it when I see it.” Not so today. The public is restive. They
want to know that the medical care they receive is safe, effective, and ac-
cessible to them. Purchasers of care (principally business and govern-
ment, who together account for over 80% of health care purchases) are
moving beyond making cost the overriding variable in what benefits
and services are supplied to subscribers. Purchasers want clear, reliable,
meaningful, and comparable information on what care is provided and
with what results. Medical professionals fervently want the quality di-
mension restored to health care purchase decisions after more than a
decade of intrusive, for-profit management practices in a market-driven
economy.

The field of quality measurement in health care, including psychi-
atric care, while still young, developed remarkably in the past 10 years.
Quality can be defined, measured, reported, and compared among clin-
ical facilities and health plans, and data can be used to improve the care
that patients and their families receive. At first, quality measurement
was a retrospective review of what was done and with what problems.
Then accrediting agencies like the Joint Commission on Accreditation
of Healthcare Organizations (JCAHO) and the National Committee for
Quality Assurance (NCQA) began requiring reports on selected indica-
tors of quality. The government’s Health Care Financing Adminis-
tration (HCFA; now the Centers for Medicare and Medicaid Services, or
CMS) also began mandating some federally funded programs to use
specified indicators as conditions for payment. The reports by the Insti-
tute of Medicine (IOM) on medical errors and on quality, reinforced by
great media attention, lent further credibility and impetus to the devel-
opment of measures that assess health care quality in ways that can be
publicly reported. More recently, clinicians and professional societies
have joined these forces in a manner that emphasizes clinically mean-
ingful measures of quality.
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In 1997, with strong encouragement from Samuel Guze, M.D., then
chair of the Council on Research, Rodrigo Muñoz, M.D., president-elect
of the American Psychiatric Association (APA), established a task force
under the auspices of the APA Council on Quality Improvement in or-
der to develop quality measures for general (principally adult) psychi-
atric care. John M. Oldham, M.D., was named chair of the APA Task
Force on Quality Indicators. The task force was charged with develop-
ing clinically based, patient-focused quality indicators that use existing
and ongoing research and clinical consensus in selecting potential indi-
cators. The task force also worked closely with the APA Steering Com-
mittee on Practice Guidelines to identify existing and future quality
indicators that are linked to the evidence base that underlies all APA
practice guidelines. The task force issued its report in March 1999, after
approval by the APA Board of Trustees.

One of the task force’s recommendations was to create the APA
Task Force on Quality Indicators for Children to focus exclusively on
the special issues related to children and adolescents. The Task Force on
Quality Indicators for Children, chaired by James C. MacIntyre II, M.D.,
began its work in 1999 and received APA Board of Trustees approval of
its report in the fall of 2001. Throughout the development of the Report
on Quality Indicators for Children, the task force maintained ongoing
communication and collaboration with the American Academy of Child
and Adolescent Psychiatry.

Both reports sought to offer a clinical framework for quality mea-
surement that would provide sample indicators of quality rather than
produce a comprehensive compendium of relevant quality indicators.

This monograph assembles and publishes both these task force re-
ports for the first time. This publication represents an ongoing effort on
the part of the APA to lend its professional expertise to the vital activity
of defining measures of quality for treatment of adults and children.
The focus of these reports, and the measures offered, are at the level of
health plans, facilities, and systems of care, not individual clinicians.
Both these reports recommend using the indicators to examine quality
in clinical practice, to stimulate research, and to foster the development
of additional indicators.

The initial task force report (March 1999) focuses primarily on adults,
and the more recent task force report (October 2001) focuses on children
and adolescents. Each task force report begins with a conceptual frame-
work for clinically based indicators for the treatment of psychiatric and
substance use disorders. Measures of the structure of the care delivery
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system, clinical processes of care provided to patients, and the outcomes
of care were carefully explored in the development of each report. The
definitions of an indicator, measure, standard, priority area, and dimen-
sion of care were carefully developed and used consistently in both re-
ports. A matrix of priority areas of care, including specific populations of
patients (e.g., the elderly, seriously and persistently mentally ill, devel-
opmentally disabled, and others) and diagnostic categories (e.g., depres-
sive disorders, substance use disorders, schizophrenia, bipolar disorder,
personality disorders, and others), was considered by each task force.
Important aspects of patient care were examined and a framework was
constructed. This quality framework included dimensions (domains) of
access, quality (or appropriateness of care), perceptions of care (also
known as satisfaction), and outcome. The children’s report also included
the important area of prevention in the quality framework.

Each report uses the same format consisting of dimensions (do-
mains) of care, recommended goals, indicators, measures, and standards.
Sample indicators of quality were formulated for each recommended
goal. An indicator was defined as an important component of quality
patient care. Important principles guided the selection process of indi-
cators. Both task forces sought to develop indicators that were clinically
meaningful, could be used to improve patient care, could be quantified
in a practical and feasible manner, were evidence based, and had mini-
mal potential for being “gamed.” For each indicator, the task forces
provided sample measures (a means of quantifying the indicator) and
standards (a level of the measure that is suggestive of quality). Because
benchmarks for comparative quality standards are still uncommon, the
task forces drew on what research and clinical consensus did exist,
while appreciating that many standards will need to be changed as
these indicators are used in clinical practice. Each task force also care-
fully considered numerous relevant methodological issues: cultural,
linguistic, and ethnic differences; data collection and tracking; confi-
dentiality of data; risk adjustment; use of rating scales and standardized
instruments; and designation of standards.

The following are several recommended quality goals from the task
force report on general (adult) psychiatric care:

• Patients with serious and persistent mental illness should have ac-
cess to newer generations of antipsychotic medications as they be-
come available.
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• Psychotherapy, psychiatric rehabilitation, and other psychosocial
treatments should be used in appropriate intensity and duration for
those disorders for which they have been shown to be effective.

• Health care systems or plans should regularly and systematically
solicit information from their patients (and their families, when in-
volved in treatment) and from individual clinicians providing care
within their organizations about their perceptions and experiences of
the care provided.

• Patients receiving treatment known to be effective for their condi-
tions should experience a significant reduction in symptoms/signs
after receiving appropriate treatment for a reasonable period of time.

Examples of specific quality indicators from this report include

• Access to new antipsychotics for patients with schizophrenia.
• Appropriate use of psychosocial treatment (like Assertive Commu-

nity Treatment) for severely and persistently mentally ill patients.
• Assessment by health plans of patients’ perception of care.
• Reduction in frequency of panic attacks among patients with the di-

agnosis of panic disorder in a given health plan.

The following are several recommended quality goals from the
Task Force on Quality Indicators for Children:

• The mental health status of children and adolescents should be as-
sessed yearly utilizing a method or measure appropriate for the
child’s age and development.

• Children and adolescents should have timely access to appropriately
qualified clinicians for psychiatric evaluations, other assessments,
and treatment.

• Children with severe or persistent mental illness whose care involves
multiple child serving systems, caregivers, and service providers
should have their care coordinated.

• The level of functioning for children and adolescents receiving treat-
ment known to be effective for their condition(s) should improve af-
ter receiving appropriate treatment for a reasonable period of time.

Examples of specific quality indicators from this report include

• Plans provide access to anti–obsessive-compulsive disorder (OCD)
medication for child or adolescent patients diagnosed with OCD.
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• Adolescents diagnosed with depression, OCD, or other anxiety dis-
orders have a trial of cognitive-behavioral therapy (CBT) of appro-
priate intensity and duration.

• Adolescent members using mental health or substance abuse ser-
vices are either very or highly satisfied with their services.

• Reduced use of substances among patients with a diagnosis of a
substance-related disorder (abuse or dependence) who are receiving
treatment for the disorder in a given health plan.

• Reduction in family’s stress level and impact of illness.

Each task force labored to make the reports readable and user-
friendly. Both reports principally consist of a section titled “Workbook
of Quality Indicators.” These respective sections function as a menu of
numerous quality indicators that are divided into the different dimen-
sions of care. Readers can select a particular dimension or individual
indicators of interest. In addition, the report on child indicators contains
a glossary of important terms and their definitions. Both reports contain
a listing of acronyms and abbreviations and an index of indicators by
topic. Finally, each report has an extensive reference and bibliography
section with complete citations for all references in the reports.

The task force chairs and members offer this monograph as an ini-
tial step in what must be an ongoing effort by clinicians to define, mea-
sure, report, and improve the care that patients and their families
receive. Much more work needs to be done. We hope that these reports
will be of interest to those who receive our care and to those who provide
it, to those who accredit and regulate care, and to those who purchase
and administer clinical services. To the extent that we have furthered an
early and ongoing journey into quality measurement by clinicians, con-
sumers, and purchasers of health care, we regard our efforts in creating
these reports and this monograph as successful.

Lloyd I. Sederer, M.D.
John M. Oldham, M.D.
James C. MacIntyre II, M.D.
November 2001
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5

Executive Summary 

Charge and Process

In September 1997, the American Psychiatric Association (APA) leader-
ship expressed its view that the association should begin the develop-
ment of clinically based, patient-focused quality indicators utilizing
existing and ongoing research and clinical consensus. As a result, the
APA Task Force on Quality Indicators was established under the aus-
pices of the Council on Research and the Council on Economic Affairs,
with the strong support of President-Elect Rodrigo Muñoz. Each mem-
ber of the task force brings a different perspective. Several are APA rep-
resentatives to accrediting bodies, some with expertise in indicators or
accreditation, others in particular systems or populations, and still oth-
ers in APA’s practice guidelines.

As requested, the task force produced a framework for developing
clinically based quality indicators and a set of example indicators spe-
cific to psychiatric and substance abuse treatment. The framework was
based on a matrix of priority areas and dimensions of treatment. Rec-
ommendations for each aspect of the framework were also developed.
The example indicators, which include measures and standards, corre-
spond with the recommendations. The recommendations, which are
directed to health facilities, plans, and systems, address significant con-
cerns in psychiatric and substance abuse treatment. The indicators
themselves are exemplars, intended to serve as an initial approach to
evaluating mental health care provided by organized systems of care
and as a source of direction for additional research and development of
new indicators.

In presenting its report, the task force emphasizes that the develop-
ment of quality indicators is a work in progress. The specific examples
of indicators given here are not intended to be comprehensive. Many in-
dicators could be substituted to address other important aspects of the
broad recommendations about clinical care. Some of the sample indica-
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tors are supported by an extensive empirical evidence base; others have
more limited research support. Some are more fully developed than others.
The degree of practicality and the expense of collecting data required by
the indicators vary considerably and are discussed in the full report. The
task force encourages others to examine, challenge, or support with re-
search the examples of indicators it is setting forth. It hopes that others
will build on its experience to expand the number of useful indicators in
the field of mental health, including substance use disorders.

The task force undertook a thoroughgoing process in developing
the recommendations in this report. It reviewed work in progress by
other organizations. It established priority concerns and relevant rec-
ommendations. It defined terms and principles for selection of indi-
cators. And, it solicited advice from consultants and several APA
components. The process is described more completely in the report, as
are the principles that guided selection of indicators. 

Definitions and Framework

The working definitions used by the task force are

Recommendation/goal: an important clinical principle that reflects
quality patient care

Indicator: a component of quality patient care 
Measure: a mechanism or instrument to quantify the indicator 
Standard: the level of the measure that suggests that the component of

care is of adequate quality (When currently available information
does not permit specificity, the level of standard may be used on a
comparative basis.)

The framework for discussion and selection of possible quality in-
dicators is as follows:

A. Access

1. To effective medication
2. To effective psychosocial treatment
3. To appropriate specialized services 

B. Quality

1. Comprehensive evaluation
2. Appropriate use of medication
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3. Appropriate provision of psychosocial treatment
4. Appropriate use of screening and prevention services

C. Perceptions of care

1. Patient
2. Family
3. Clinician

D. Outcome

1. Improved level of functioning and quality of life and minimiza-
tion of social and economic cost 

2. Reduction and/or stabilization of symptoms

Recommendations and Selected Indicators

The underlying recommendations are found in Section V of the report
of the task force; indicators, measures, standards, and discussion are
found in the workbook, Section VI.

Other APA Efforts

This project complements a range of existing APA efforts. For example,
in APA’s development and updates of practice guidelines, potential
quality indicators are identified and operationalized. Another APA
project focuses on the development of quality indicators for children and
adolescents in health care systems. Diagnosis and assessment projects,
such as DSM-IV and the APA Handbook of Psychiatric Measures, and other
projects such as the report of the Task Force on Electroconvulsive Ther-
apy aim to foster scientifically and clinically appropriate standards. In
addition, the APA routinely comments on drafted quality indicators
proposed by the government and other quality oversight organizations.

Report Use and Dissemination

The task force believes that its report will be of interest to everyone in-
volved in the mental health services system—those who use and pro-
vide services, those who accredit and purchase them, and those who
oversee access and delivery. The report will be distributed to appro-
priate offices and agencies of federal and state government; voluntary
accrediting organizations; collegial, medical, and professional associa-
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tions; consumer advocacy groups; managed care organizations; man-
aged behavioral health organizations; and purchasers. The task force
hopes to stimulate dialogue with each of these audiences and to advo-
cate strongly for the delivery of high-quality psychiatric treatment and
mental health services, including substance abuse treatment, to all who
require them.



9

Report of the Task Force on 
Quality Indicators

I. General Context

A. Trends in the Field

Faced with a rapidly changing health care system, consumers and pur-
chasers of health care services in this country increasingly demand
quality and value. Patients want assurances that they will receive ser-
vices that enhance their health. Facilities, practitioners, and health plans
strive to upgrade the quality of the care they deliver, while at the same
time informing consumers, payers, and accrediting organizations of
their progress in maintaining or improving quality. Developing methods
for assessing quality of care has thus become a major concern of govern-
mental agencies, professional associations, advocacy groups, health
care plans and facilities, and accrediting organizations. Their many ini-
tiatives share the goal of defining the elements of quality treatment and
designing systems to capture and report that information.

Whether particular quality indicators are actually used by health
care plans, organizations, and systems depends on several factors: the
data sources available; the cost and burden of collecting, analyzing, and
reporting data; and the costs of buying or developing measurement sys-
tems. The choice of indicators may also be influenced by the unique
mission or population served or by the requirements of accrediting or-
ganizations.

B. Initiatives of a Variety of Accrediting Organizations

Recognizing the importance of performance measurement, national
accrediting bodies have incorporated quality measures into their
evaluations of health care systems, plans, and programs. Among the
organizations that have taken a lead are the Joint Commission on
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Accreditation of Healthcare Organizations (JCAHO) and the National
Committee for Quality Assurance (NCQA). A consumer group, the
President’s Advisory Commission on Consumer Protection and Qual-
ity in the Health Care Industry, has also recognized the importance of
assessing quality of performance. As noted in its November 1997 re-
port, the group includes performance measures in information for con-
sumers about health plans and health providers.

The scarcity of widely recognized psychiatric performance mea-
sures prompted the NCQA to appoint a Behavioral Health Measure-
ment Advisory Panel to develop quality indicators. For the same
reason, JCAHO postponed requiring free-standing psychiatric facilities
and systems to select a performance measurement system until March
1999, a year after such systems were required of other health care facil-
ities.

Although many accrediting organizations are integrating perfor-
mance measurement into their accreditation processes, each focuses on
different levels of health care delivery. For example, JCAHO accredits a
range of health care facilities, including those that provide acute, ambu-
latory, behavioral health, home, long-term, and managed care. NCQA
focuses on systems of care for defined populations. The American Med-
ical Accreditation Program (AMAP) focuses on physician-specific indi-
cators.

JCAHO, through its “Agenda for Change,” is placing increasing
importance on continuous quality improvement (CQI). Its ORYX pro-
gram integrates performance measurement into the accreditation pro-
cess. The long-range goal of this initiative is “to establish a data-driven,
continuous survey and accreditation process to complement the stan-
dards-based assessment.” Accredited facilities (not including psychi-
atric facilities) were expected to contract with an ORYX-approved
performance measurement system by March 1998 and begin collecting
data on a portion of their patient population. Free-standing psychiatric
facilities providing 24-hour care were extended a 1-year delay to chose
a performance measurement system. Their selection was due on March
1, 1999. Data will be transmitted to JCAHO during 1999 and then used
to inform the accreditation process. Data of psychiatric facilities will be
transmitted in 2000. JCAHO will continue to raise standards for dem-
onstrating quality by requiring that, each year, accredited facilities must
increase the percentage of their patient populations on whom perfor-
mance measurements are collected.
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NCQA assesses and reports on the quality of managed care plans.
Its Healthplan Employer Data and Information Set (HEDIS) contains
measures intended to meet the information needs of managed care
plans, group purchasers, consumers, and other users. NCQA has indi-
cated it intends to integrate HEDIS reporting into its accreditation pro-
cess. The 2000 version of HEDIS will include six measures pertaining to
mental health and chemical dependency. A measurement advisory panel
is now working to review the current version of the HEDIS measure-
ment set and identify gaps, recommend key quality indicators via a
systematic review, and plan for the implementation, monitoring, and
improvement of proposed indicators.

AMAP, an initiative of the American Medical Association, is a volun-
tary, comprehensive accreditation program that measures and evaluates
individual physicians against national standards, criteria, and peer
performance in five areas: credentials, personal qualifications, envi-
ronment of care, clinical performance, and patient care results. The
measures of clinical performance and patient care results have not yet
been developed.

The American Accreditation HealthCare Commission (formerly
known as the Utilization Review Accreditation Commission) does not
currently integrate performance measurement in its accreditation pro-
cesses. The organization intends to do so in the future, however.

JCAHO, NCQA, and AMAP Collaboration

JCAHO, NCQA, and AMAP have begun collaborating on an initiative
to coordinate performance measurement activities across the entire
health care system. A jointly sponsored Performance Measurement Co-
ordinating Council (PMCC) will “work to ensure that measurement
driven assessment processes are efficient, consistent, and useful for the
many parties that rely on them to help make important decisions about
health care.”

II. APA Context

The APA has been involved, in a variety of ways, with major health care
accrediting organizations as they institutionalize data collection and the
use of quality indicators nationwide. Carefully constructed research
to determine the most valid and meaningful indicators, the ideal ap-
proach, will take several years. In the meantime, the APA has begun
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developing clinically based, patient-focused quality indicators from ex-
isting and ongoing research and clinical consensus.

The APA Task Force on Quality Indicators was established in late
1997 at the recommendation of Samuel B. Guze, M.D., Chair of the APA
Council on Research, with support from Lawrence Y. Kline, M.D., Chair
of the APA Council on Economic Affairs, and APA President-Elect
Rodrigo Muñoz, M.D. Task force members bring different perspectives
to the effort. Several are APA representatives to accrediting bodies,
whereas others have expertise with indicators or accreditation, particu-
lar systems, or APA’s practice guidelines.

The task force is chaired by John M. Oldham, M.D. Members in-
clude Sara C. Charles, M.D., Helen L. Egger, M.D., Anthony F. Leh-
man, M.D., Denis J. Milke, M.D., Charles E. Riordan, M.D., and Lloyd
I. Sederer, M.D. Corresponding members are Lawrence Y. Kline, M.D.,
and Samuel B. Guze, M.D. A liaison member from the American
Academy of Child and Adolescent Psychiatry is Joseph R. Mawhin-
ney, M.D.

Harold Alan Pincus, M.D., Deborah A. Zarin, M.D., Claudia Hart,
and Beatrice Edner are key staff members participating in this APA ef-
fort.

III. Task Force Approach

A. Goals of Project

The task force was charged to produce a framework for the devel-
opment of quality indicators and an initial set of indicators for health
facilities, plans, and systems that address significant concerns in psy-
chiatric and substance abuse treatment. The set of indicators is intended
to serve as a tool for health care groups, including accrediting organiza-
tions; as an approach to evaluate care provided by health plans and or-
ganized systems of care; and as a source of direction for additional
research and development of new indicators. The work of the task force
will lend coordination to the APA’s liaison with different accrediting
and regulating bodies and may serve as a foundation for new strategic
alliances to improve care. 

The task force was not expected to produce a comprehensive set of
indicators, but rather to focus on major clinical concerns in mental
health and substance abuse care. Other important and valid measures
will no doubt emerge. The recommendations are broad, and the indica-
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tors given are not necessarily comprehensive. Some of the examples are
supported by an extensive empirical evidence base and may be more
fully specified, whereas others have more limited research support and
are less well developed.

B. Process

In the course of its work, the task force

• Examined types of indicators (e.g., structure, process, outcomes).
• Discussed whose performance is to be evaluated by the indicators

advanced by the APA.
• Agreed on definitions of terms, such as indicator, measure, standard,

priority area, and dimension.
• Developed a matrix of priority areas and dimensions of treatment.
• Developed a set of selected recommendations relating to quality of

care in these priority areas and dimensions.
• Developed principles and criteria for selection of specific indicators.
• Developed an initial set of quality indicators corresponding to the se-

lected recommendations.
• Completed a standard information form for each indicator under con-

sideration.
• Sought input from APA components regarding the indicators under

consideration.
• Consulted with experts in health services research.
• Reviewed selected proposed indicators for consistency with APA prac-

tice guidelines.
• Sought support from within APA to advance the selected indicators

for use and/or consideration by external accrediting bodies, govern-
ment agencies, and others.

In the course of its work, the task force developed a standard de-
scription for each indicator that included the title and description of the
indicator, rationale, definition of measure, numerator and denominator,
problems or issues in measurement (including reliability and validity of
measures), data quality, potential data sources, potential users and de-
livery settings, description of the standard, and references. This process
facilitated fuller consideration of each proposed indicator.

The APA components whose input was solicited included the As-
sembly; Joint Reference Committee; Council on Addiction Psychiatry;
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Council on Aging; Council on Children, Adolescents and Their Fami-
lies; Council on Economic Affairs; Council on Psychiatric Services;
Council on Research; Committee on Health Services Research; Com-
mittee on Standards and Survey Procedures; Steering Committee on
Practice Guidelines; and the Commission on Psychotherapy by Psychi-
atrists.

C. Definitions

The task force agreed on the following definitions:

Recommendation/goal: an important clinical principle that reflects
quality patient care

Indicator: a component of quality patient care
Measure: a mechanism or instrument to quantify the indicator 
Standard: levels of the measure that suggest that the component of care

is of adequate quality (When currently available information does
not permit specificity, the level of measure may be used on a com-
parative basis.)

Indicators address various aspects of care and are frequently seen
as applicable to structure, process, or outcomes. Many of the existing
indicators address structure; they generally look at whether organiza-
tional resources and arrangements are in place to deliver quality health
care. Some indicators address process by looking at a series of actions,
events, mechanisms, or steps. Outcome indicators, which look at the
result of a function or process, make up the smallest number of the
three types of existing indicators because they require the most sophis-
ticated data collection. Yet, outcome indicators may provide the most
direct assessment about whether quality care is actually being deliv-
ered. The task force agreed that a good evaluation program may in-
clude all three types, giving emphasis to outcome indicators, where
possible.

When research and experience are available, thresholds for partic-
ular indicators may be specified for acceptable performance. If research
is insufficient to support such benchmarks, indicators may still be used
to compare performance. In the process of operationalizing indicators,
it is important to designate whether available data make it possible to
set thresholds or whether comparisons should instead be made with
prior performance or data from similar systems. The many challenges,
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complexities, and limitations in applying available data to the develop-
ment of quality indicators are widely recognized (1).

Indicators may measure the performance of an individual provider
or of a hospital or a network of providers in a health care plan. Entire
systems, such as a state mental health system, may also be examined. So
many entities are involved in providing care (often interrelated) that the
task force found itself using the term system flexibly. Given its mandate,
the task force selected indicators that depend on aggregate data—that
is, they measure the performance of plans and systems, not of individ-
ual providers.

The task force identified priority areas and chose some of them for
the development of an initial set of quality indicators:

Population categories

• Children and adolescents
• Elderly
• Seriously and persistently mentally ill
• Developmentally disabled
• Abused women
• Head injured
• HIV-AIDS

Diagnoses

• Depressive disorders
• Substance use disorders
• Dual diagnosis (major mental illness and substance use disor-

ders)
• Schizophrenia
• Bipolar disorder
• Disruptive disorders
• Dementia
• Trauma and posttraumatic stress disorder
• Personality disorders

The task force considered dimensions of treatment for each of the
priority areas. The most useful dimensions are those that can be de-
fined, measured, and improved. After considerable examination and
discussion, the task force decided to give greatest importance to the di-
mensions of access, quality, perception of care, and outcome.
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D. Principles

The task force agreed on the following principles to guide selection of
indicators:

• The indicator concerns an important aspect of care.
• The indicator is useful in identifying opportunities for improving

care.
• The indicator is practically quantifiable.
• Where possible, the indicator can be documented by evidence-based

practice guidelines, such as those developed by the APA.
• The indicator minimizes the potential for “gaming” the measure or

for unintended adverse consequences.
• Eventually, as a set of indicators is developed and promoted by the

APA, the indicators should achieve a balance across priority areas
and dimensions of treatment. 

IV. Overall Quality Framework 
From a Clinical Perspective

Focusing on the priority areas and dimensions noted above, the task
force constructed the following framework for discussing and selecting
possible quality indicators:

A. Access

1. To effective medication
2. To effective psychosocial treatment
3. To appropriate specialized services 

B. Quality

1. Comprehensive evaluation
2. Appropriate use of medication
3. Appropriate provision of psychosocial treatment
4. Appropriate use of screening/prevention services

C. Perceptions of care

1. Patient
2. Family
3. Clinician
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D. Outcome

1. Improved level of functioning and quality of life and minimiza-
tion of social and economic cost 

2. Reduction and/or stabilization of symptoms 

V. Recommendations/Goals and Sample Quality 
Indicators for Selected Areas of Focused 
Quality Assessment and Improvement

A. Access

A.1. Access to effective medication

Recommendation/goal A.1.1: Patients with severe and persistent men-
tal illness should have access to newer generations of antipsychotic
medications as they become available.

Sample indicator A.1.1: Access to new antipsychotics for patients
with schizophrenia

Recommendation/goal A.1.2: Patients with substance dependence
should have access to clinically appropriate maintenance medications.

Sample indicator A.1.2: Access to effective maintenance medica-
tion for patients with opioid or alcohol dependence

Sample indicator A.1.3: Access to effective maintenance medica-
tion for inpatients with nicotine dependence

A.2. Access to effective psychosocial treatment

Recommendation/goal A.2.1: Patients with severe personality disor-
ders should have access to psychotherapy, the intensity and duration of
which should be determined by the patient’s clinical condition.

Sample indicator A.2.1: Access to psychotherapy for patients with
borderline personality disorder

A.3. Access to appropriate specialized services

Recommendation/goal A.3.1: ECT should be an available treatment op-
tion.

Sample indicator A.3.1: Availability of ECT for patients for whom
it is clinically indicated
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Recommendation/goal A.3.2: Children and adolescents should have
access to appropriate psychiatric evaluation and treatment services.

Sample indicator A.3.2: Availability of appropriate specialized ser-
vices for prepubertal children with depression in a given health
plan

B. Quality

B.1. Comprehensive evaluation

Recommendation/goal B.1.1: Patients with new onset of cognitive
impairment need a comprehensive assessment that rules out treatable
causes of that impairment.

Sample indicator B.1.1: Assessment of cognitive impairment for in-
dividuals with new onset of symptoms

B.2. Appropriate use of medications

Recommendation/goal B.2.1: Medications should be used in appropri-
ate dosage and duration for those disorders for which they have been
shown to be effective.

Sample indicator B.2.1: Current treatment with an antidepressant
medication for patients with major depressive disorder, moderate
or severe

Sample indicator B.2.2: Current treatment with a mood stabilizer
for patients with bipolar I disorder

B.3. Appropriate use of psychosocial treatments

Recommendation/goal B.3.1: Psychotherapy, psychiatric rehabilita-
tion, and other psychosocial treatments should be used in appropriate
intensity and duration for those disorders for which they have been
shown to be effective.

Sample indicator B.3.1: Appropriate use of psychosocial treatment
for a severely and persistently mentally ill population

B.4. Appropriate use of screening/prevention services

Recommendation/goal B.4.1: Inquiries should be made about the sta-
tus and functioning of children of parents with psychiatric disorders as-
sociated with significant dysfunction.
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Sample indicator B.4.1: Screening of children at risk for psychiatric
disorders in a given health plan

Recommendation/goal B.4.2: Patients receiving psychiatric evaluations
should be explicitly asked about current substance use and evaluated
for the presence and/or history of substance use disorders.

Sample indicator B.4.2: Screening of patients for substance use dis-
orders

C. Perceptions of Care

C.1. Patient

Recommendation/goal C.1.1: Health care systems or plans should reg-
ularly and systematically solicit information from their patients about
their perceptions and experiences of the care provided.

Sample indicator C.1.1: Assessment of patients’ perception of care

C.2. Family

Recommendation/goal C.2.1: When families are involved in treatment,
health care systems or plans should regularly and systematically solicit
information from families about their perceptions and experiences of
the care provided.

Sample indicator C.2.1: Assessment of families’ perception of care

C.3. Clinician

Recommendation/goal C.3.1: Health care systems or plans should reg-
ularly and systematically solicit information from individual clinicians
providing care within their organizations about their perceptions and
experiences of the care provided by the organization.

Sample indicator C.3.1: Assessment of clinicians’ perceptions of
care

D. Outcome

D.1. Improved level of functioning and quality of life, and 
minimization of social and economic cost

Recommendation/goal D.1.1: Many patients with mental illness that
significantly impairs functioning should be able to resume some degree
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of productive occupational or educational activity after receiving treat-
ment known to be effective for their conditions.

Sample indicator D.1.1: Resumption of productive activities by pa-
tients with severe and persistent mental illness when no longer in
the acute phase of illness 

D.2. Reduction and/or stabilization of symptoms/signs

Recommendation/goal D.2.1: Patients receiving treatment known to be
effective for their conditions should experience a significant reduction
in symptoms/signs after receiving appropriate treatment for a reason-
able period of time.

Sample indicator D.2.1.1: Reduction in frequency of panic attacks
among patients with the diagnosis of panic disorder in a given
health plan

Sample indicator D.2.1.2: Stabilization of weight of patients with a
new DSM-IV diagnosis of anorexia nervosa

VI. Workbook of Quality Indicators

The following workbook includes a series of indicators, measures, and
standards that are presented as exemplars. Though some are based on
a significant amount of research, others have not been scientifically re-
searched. Some are more developed than others. Variation in the prac-
ticality and expense of measurement is also present. The discussion
accompanying each section describes the rationale, need, and im-
portance of the task force recommendations. Also described are the
challenges, complexities, and issues raised during development of indi-
cators, measures, and standards for the recommendation/goal. Finally,
documentation from the literature is provided where appropriate.

Several methodological and practical issues should be considered
in relation to all of these indicators, measures, and standards:

• These indicators, measures, and standards should be utilized with
recognition of differences among cultural and ethnic groups. For ex-
ample, a standard that may be appropriate in one ethnic population
may not be in another.

• The definition of elements of the measures can be problematic. In
many cases it is difficult to identify individuals with diagnostic or
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other characteristics from a simple administrative database. In addi-
tion, certain evidence or information about types of treatment or rel-
evant outcomes may require more extensive evaluation of medical
records, or direct surveys, possibly on a sampling basis. 

• In some instances, the specific designation of the standards is some-
what arbitrary. Although the overall recommendations derive from
evidence-based practice guidelines, the scientific literature, and clin-
ical consensus, there are few data available to translate these rec-
ommendations to a population-based standard. Even though strong
evidence and universal agreement may exist for a particular rec-
ommendation, for example, establishing a standard must take into
account that some patients may prefer not to accept particular treat-
ment recommendations. In some cases, patients may have previous
experience with treatments that have not been successful. Therefore,
it is difficult to determine with accuracy how far below 100% is an ac-
ceptable standard. 

• It is essential that effective methodologies for risk adjustment be de-
veloped and applied to the assessment of quality indicators. In many
instances, applying the measures included in this workbook might
unduly reflect negatively on programs or plans that attract and serve
a high proportion of the more severely ill patients or patients with
treatment-resistant conditions.

• Collection of data requires caution about matters of confidentiality.
The task force’s selection of indicators has been based on a principle
that only aggregate data will be reported; however, some indicators
may require an individual chart review to collect relevant informa-
tion. The task force urges all health systems and plans to develop
data collection methods that respect and protect patient confidential-
ity. Information that involves identification of an individual patient
requires informed consent.

A. Access

A.1. Access to effective medication

Recommendation/goal A.1.1: Patients with severe and persistent mental
illness should have access to newer generations of antipsychotic medica-
tions as they become available.

The new antipsychotic agents offer therapeutic advantages for
many patients. Major clinical studies of schizophrenia, including the
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APA practice guideline, the Expert Consensus Guidelines, the Interna-
tional Algorithm Project, the NIMH Patient Outcomes Research Team
(PORT) for Schizophrenia recommendations, and the National Alliance
for the Mentally Ill (NAMI) guidelines, indicate that new antipsychotic
medications are appropriate as first-line agents in the treatment of
schizophrenia. These medications are particularly recommended for
patients who have an inadequate response to conventional agents or
difficulty tolerating them (2).

Evidence suggests that newer-generation agents may result in
improved compliance, decreased relapse rates, fewer side effects, and
greater efficacy in treatment-refractory patients compared with conven-
tional agents. (It remains possible that, with long-term use, other side
effects could emerge.) The higher cost of the new antipsychotics has
prompted some payers and systems of care to restrict access to them (3).
Studies of the direct cost of schizophrenia show that drug therapy
represents a relatively small (approximately 2%) portion of the direct
medical costs. With the appearance of new, better-tolerated, but more
expensive atypical antipsychotics, it is expected that the percentage
spent on pharmacotherapy will rise. However, prospective, random-
ized studies demonstrated that patients taking atypical antipsychotics
had statistically significantly better outcomes in the areas of relapse (in-
cluding hospitalization), tardive dyskinesia (one-twelfth the rate), and
quality of life (including return to employment and decrease in suicidal
behavior) (4).

Sample indicator A.1.1: Access to new antipsychotics for patients
with schizophrenia

Sample measure A.1.1.1: Absence of written policies that restrict
first-line access or access over time

Sample standard A.1.1.1: There should be no policy that restricts
access to clinically appropriate and indicated antipsychotics.

This measure emphasizes the absence of written policies restricting
first-line access. Restriction to access may not be in written policy. Phar-
macy regulation takes many forms: limited or no reimbursement for
medications; increased co-pay for expensive drugs; documented treat-
ment failure on less expensive medication before a prescription for a
new agent is approved; and burdensome demands on the physician (e.g.,
utilization review, increased documentation requirements, or more
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clinical assessments). In a chronic illness, access over time and first-line
access are both important. Although a standard stating that there be no
policy that inappropriately restricts access to new antipsychotics is
warranted, it may be difficult to identify all of the ways that access is
denied.

Sample measure A.1.1.2: Percentage of patients in a given health
plan with DSM-IV 295 diagnoses taking new antipsychotics

Sample standard A.1.1.2: Current data indicate the approximate
range is 20% to 40%.

The proposed numerator for the second measure is the number of
adults with a diagnosis of schizophrenia (295) who received a new anti-
psychotic, other than clozapine (one dose or more) within the year (or
other unit of time consistent with the denominator). The proposed de-
nominator is the unduplicated number of adults (over the age of 18)
with a 295 diagnosis served within the past year (or other time frame,
e.g., quarter, month, during course of admission). Current data indicate
that the approximate prevalence of atypical antipsychotic use ranges
from 20% to 40%, but this number is increasing over time. Data are not
available for establishing the definitive target percentage of patients who
should be treated with these agents.

Using the unduplicated number of adults who have received any
dose of an atypical agent places the emphasis on the individual patient.
It identifies the proportion of patients who never receive any such trials
and makes it possible to evaluate the risk factors for not receiving such
a trial. In addition, it avoids overestimation of access in the case of
polypharmacy. It does not, however, allow for identification of numbers
of trials of these agents or for assessment of utilization of individual
agents. Several other organizations—for example, the National Asso-
ciation of State Mental Health Program Directors (NASMHPD) and
NAMI—have developed similar but not identical indicators. As an
example, the NASMHPD indicator includes clozapine in its reporting.
A health care plan tracking both this measure and the NASMHPD mea-
sure would have to track the number of unduplicated individuals who
have received a) atypical agents other than clozapine, b) atypicals in-
cluding clozapine, and c) clozapine separately.

Using the criterion of one dose or more allows for the assumption
that giving one dose of an atypical agent represents a clinical decision
to initiate a trial. It lends itself to measurement but does not provide
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information about the quality of trials once initiated (e.g., dose, dura-
tion, response, or sequence). Only standing orders for new antipsychot-
ics should be considered (not prn orders).

In some systems, claims data may not be available. Any system
without an automated pharmacy database would need to conduct a
chart audit, which is time consuming and expensive. Although a sam-
ple of the patients served may improve feasibility, sampling increas-
ingly fails to meet the expectation of accrediting bodies for complete
assessment.

Recommendation/goal A.1.2:  Patients with substance dependence
should have access to clinically appropriate maintenance medications.

Treatment of substance dependence includes three phases: with-
drawal, stabilization, and maintenance. Pharmacologic agents have
been shown to be effective in the maintenance phase of treatment of
opioid, alcohol, and nicotine dependence. Appropriate use of these
medications decreases relapse rates and enhances recovery. On the ba-
sis of this recommendation, two sample indicators are suggested.

Opioid or Alcohol Dependence

Maintenance medications for patients with substance use disorders are
used to decrease the subjective reinforcing effects of an abused sub-
stance, to make the use of an abused substance aversive, or to use an
agonist substitution strategy to promote abstinence from a more dan-
gerous illicit substance. Maintenance psychopharmacologic agents
with high levels of effectiveness include methadone and LAAM (ago-
nist medications that help some patients reduce illicit use of heroin by
decreasing craving for that particular class of substances); buprenor-
phine (a partial opioid agonist that decreases craving for heroin); nal-
trexone (an opiate antagonist used as an alternative to methadone
maintenance and approved for maintenance treatment of alcoholism);
and disulfiram (a chemical aversion treatment that produces unpleas-
ant but rarely lethal signs and symptoms in the presence of alcohol)
(5, 6).

Studies of the effectiveness of maintenance medication in the treat-
ment of substance use disorders date back more than 30 years. In 1965,
Dole and Nyswander reported that in almost all individuals who are
dependent on opioids, properly prescribed methadone substantially re-
duced and frequently eliminated use of nonprescribed opioids (7). The
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database of methadone maintenance studies is larger and encompasses
time periods longer than those related to any other biopsychosocial
problem ever studied. Nationwide studies such as the DARP (Drug
Abuse Reporting Program of Texas Christian University) study and TOPS
(Treatment Outcome Prospective Study) have consistently demon-
strated that illicit drug use and criminality decreased during treatment
(8). New uses for maintenance medications are constantly being in-
vestigated. Further, the Substance Abuse and Mental Health Services
Administration’s (SAMHSA) Center for Substance Abuse Treatment re-
cently issued best practice guidelines for the use of naltrexone in the
treatment of alcoholism (9).

Sample indicator A.1.2: Access to effective maintenance medication
for patients with opioid or alcohol dependence

Sample measure A.1.2: Percentage of adult patients in substance
abuse treatment for opioid or alcohol dependence in a given health
plan who are receiving one or more of the following maintenance
(more than 30 days) psychopharmacological agents: methadone,
buprenorphine, naltrexone, disulfiram.

Sample standard A.1.2: Exact percentage is unknown, but a reason-
able standard is estimated to be at least 20%.

The proposed numerator of the measure is the number of patients
receiving maintenance medications in a given health plan. The denom-
inator is the number of patients with a diagnosis of opioid or alcohol de-
pendence. A reasonable standard is estimated to be 20%, but this figure
is based on professional judgment and not documented in the litera-
ture. The standard probably needs to be different for alcohol or opioid
dependence.

Collection of data for this indicator would require that a health plan
be able to track both diagnosis and prescription information. Because
methadone is given only in clinics that are federally approved, the par-
ticipation of a patient might not be part of a health plan’s automated
prescription database. Nonetheless, there should be mention of the
methadone treatment in the patient’s chart. When should the data be
collected? Patients may not be taking maintenance medication imme-
diately after diagnosis or an acute treatment episode. Therefore, data
should perhaps be collected 90 days after an acute episode. Tracking
could be a major problem.
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Nicotine Dependence

Long-term abstinence is the ultimate goal of treatment for nicotine de-
pendence. Initial goals include moving smokers along a continuum
from not contemplating smoking cessation, to contemplating smoking
cessation, to initiating a quit attempt, to quitting for a short period. Psy-
chiatrists and their patients are presented with a particular treatment
challenge when the patient is admitted to a smoke-free inpatient unit
and required to stop or significantly decrease the amount of smoking.
Patients may have goals related to smoking that range from not contem-
plating cessation to wanting to use the inpatient experience as an op-
portunity to begin to stop smoking permanently.

Smokers with a history of anxiety, depression, or schizophrenia
have particular difficulty trying to quit smoking. Several factors may
contribute to this likelihood, including increased nicotine withdrawal or
nicotine dependence, less social support, or fewer coping skills. Hospi-
talization presents a unique opportunity to manage withdrawal and
provide psychosocial support for patients—regardless of their motiva-
tion to quit smoking. Since psychiatric patients appear to have more
withdrawal symptomatology when they stop smoking, nicotine replace-
ment therapy, even in early cessation attempts, is recommended (10).

Nicotine replacement therapy is used to relieve withdrawal symp-
toms such as anxiety, anger/irritability, depression, difficulty concentrat-
ing, and impatience. Nicotine replacement can be delivered via gum,
patch, or nasal spray, depending on patient preference. Since hospital-
ized patients are unable to use nicotine replacement agents without a
physician’s order, they depend on the hospital to include it in their for-
mulary and on their payer source to approve the expense.

Sample indicator A.1.3: Access to effective maintenance medication
for inpatients with nicotine dependence

Sample measure A.1.3: Absence of policies that restrict access to
nicotine replacement therapies, such as transdermal patches, gum,
or nasal spray

Sample standard A.1.3: 100% absence (There should be no policy
that inappropriately restricts access to nicotine replacement thera-
pies, such as transdermal patches, gum, or nasal spray.)

This measure focuses on the absence of written policies restricting
access. But access may be restricted when no written policy exists; facil-
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ities may fail to include nicotine replacement in their formulary. Even if
it is included in the formulary, payers may exclude it from covered ex-
penses or create barriers to its use (e.g., complex documentation for ap-
proval). In addition, plans may simply fail to encourage primary care
physicians and other clinicians to screen patients aggressively for nico-
tine dependence and to provide systematic interventions to aid in stop-
ping smoking.

A.2. Access to effective psychosocial treatment

Recommendation/goal A.2.1: Patients with severe personality disor-
ders should have access to psychotherapy, the intensity and duration of
which should be determined by the patient’s clinical condition.

Borderline personality disorder (BPD) is a common and serious
psychiatric disorder. Widiger and Frances (11) estimate that approxi-
mately 11% of all psychiatric outpatients and 19% of psychiatric in-
patients meet diagnostic criteria for the disorder. There is increasing
professional recognition that personality disorders are not as intransi-
gent to change as once thought and that new forms of psychotherapy
(e.g., dialectical behavior therapy) show promise in treating them (12).
Evidence shows that patients who received intensive treatment of ade-
quate duration demonstrate reduced severity and frequency of parasui-
cidal behavior and reduced need for hospitalization (13). Borderline
personality disorder, if left untreated, is extraordinarily costly in terms
of utilization of medical services, violence, suicide, and psychiatric hos-
pitalization (14).

Sample indicator A.2.1: Access to psychotherapy for patients with
borderline personality disorder

Sample measure A.2.1: Percentage of patients in a given health
plan with a diagnosis of borderline personality disorder who have
received psychotherapy in a given year

Sample standard A.2.1: The exact percentage is unknown, but a
reasonable standard is estimated to be at least 75% of patients with
borderline personality disorder in a given health plan.

The proposed numerator for this measure is the number of patients
in a given health plan with a diagnosis of 301.83 who have received psy-
chotherapy in a given year. The denominator is the number of patients
with a diagnosis of 301.83 enrolled in the same plan in the same year.
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Depending on the size of the plan, the actual numbers may be small,
which can lead to measurement difficulties. Underdiagnosis of BPD
raises other issues.

The sample measure A.2.1 requires that a minimum number of ses-
sions be determined that would constitute a reasonable measure of
access to an appropriate course of psychotherapy. As stated in the rec-
ommendation, the intensity and duration should be determined by the
patient’s clinical condition. The standard of 75% of patients in a given
health plan receiving psychotherapy is based on broad clinical con-
sensus that patients with BPD should have access to psychotherapy. It
accounts for the fact that some borderline patients may not agree to
treatment and others may not need psychotherapy in any given year.

A.3. Access to appropriate specialized services

Recommendation/goal A.3.1: ECT should be an available treatment
option.

Electroconvulsive therapy (ECT) has a high rate of therapeutic suc-
cess, relative speed in ameliorating depressive symptoms, and an excel-
lent safety profile. It should be considered as an initial treatment for
severe major depression accompanied by psychotic features, catatonic
stupor, severe suicidality, and food refusal leading to nutritional com-
promise, as well as in other situations where rapid antidepressant re-
sponse is required. ECT is also indicated as a first-line treatment for
patients who have previously shown a preferential response to this
treatment modality or who prefer it. It should be considered for all de-
pressed patients with functional impairment whose illness has not re-
sponded to medication or who have a medical condition that precludes
the use of antidepressant medications (15). ECT has been in continuous
use for almost 60 years, and its safety and efficacy have been docu-
mented by the National Institutes of Health, the APA, the U.S. Agency
for Health Care Policy and Research (AHCPR), the British Royal Col-
lege of Psychiatrists, and similar professional organizations around the
world (16). Hermann and colleagues (17) determined that the rates of
ECT use are highly variable, greater than for most medical and surgical
procedures.

Sample indicator A.3.1: Availability of ECT to patients for whom it
is clinically indicated
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Sample measure A.3.1: Documentation of a capacity within an or-
ganized system of care, through a network or by contract arrange-
ment, to provide ECT to patients for whom it is clinically indicated

Sample standard A.3.1: 100% of organized systems of care should
have demonstrable capacity to provide ECT to patients for whom it
is clinically indicated.

The sample measure seeks to verify the capacity of a given system
of care to provide ECT to patients who need it. However, this measure
cannot ensure that patients who can actually benefit from ECT have the
option of receiving it, because there may be other administrative and
procedural barriers to accessing it.

Recommendation/goal A.3.2: Children and adolescents should have
access to appropriate psychiatric evaluation and treatment services.

Evaluation of children and adolescents requires knowledge of nor-
mal and pathological development, as well as familiarity with the range
of general medical and psychiatric conditions that affect individuals at
different ages. Psychiatric evaluation of children and adolescents re-
quires experience in specific interview and other assessment techniques
(18, 19).

Sample indicator A.3.2: Availability of appropriate specialized ser-
vices for prepubertal children with depression in a given health
plan

Sample measure A.3.2: Percentage of prepubertal children with de-
pressive disorder or dysthymia in a given health plan who receive
specialized services from a provider with appropriate training and
expertise

Sample standard A.3.2: An estimated 90% of all prepubertal chil-
dren with a diagnosis of major depressive disorder or dysthymia in
a given health plan

The proposed numerator for this measure is the number of chil-
dren, age 12 and under, in a given health plan with a diagnosis of major
depression or dysthymia who have seen a health professional with spe-
cialized training and/or expertise. The proposed denominator is the
number of prepubertal children with one of these diagnoses in a given
health plan.
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Health plans would need a mechanism to identify health profession-
als who have appropriate specialized training and/or expertise across
a full range of health professionals. The plan’s data retrieval system
should be capable of identifying the numerator and denominator. The
measure does not address the frequent problem of under-recognition of
children with psychiatric disorders, but it is one method of learning
whether access to specialized services is available.

B. Quality

B.1. Comprehensive evaluation

Recommendation/goal B.1.1: Patients with new onset of cognitive im-
pairment need a comprehensive assessment that rules out treatable
causes of that impairment.

Patients with a new onset of cognitive impairment require a thor-
ough diagnostic evaluation. The evaluation serves to identify a diagno-
sis that may guide specific treatment decisions and to reveal any
treatable psychiatric or general medical conditions (e.g., major de-
pression, thyroid disease, B12 deficiency, tertiary syphilis, hydroceph-
alus, or structural brain lesion) that might be causing or exacerbating
the dementia. Detailed descriptions of the elements of such a diagnostic
evaluation have been identified in documents such as the Consensus
Conference on the Differential Diagnosis of Dementing Disorders of the
National Institute on Aging, National Institute of Neurological Disor-
ders and Stroke, National Institute of Mental Health, and the National
Institutes of Health (20); the practice guideline on the diagnosis and
evaluation of dementia of the American Academy of Neurology (21);
and the AHCPR’s Clinical Practice Guideline on Recognition and Initial
Assessment of Alzheimer’s Disease and Related Dementias (22). Gen-
eral principles of psychiatric evaluation are outlined in the APA’s Prac-
tice Guideline for Psychiatric Evaluation of Adults (23). The APA practice
guideline recommends the following evaluative tests: a review of the
patient’s medications; laboratory studies (i.e., complete blood count,
blood chemistry battery [including glucose, electrolytes, calcium, and
kidney and liver function tests]), measurement of vitamin B12 level,
syphilis serology, thyroid function tests, and determination of erythro-
cyte sedimentation rate. Failure to assess and diagnose the cognitively
impaired patient accurately could be catastrophic because it could con-
demn the patient to irreversible dementia.
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Sample indicator B.1.1: Assessment of cognitive impairment for in-
dividuals with new onset of symptoms

Sample measure B.1.1: Percentage of patients in a given health plan
with new-onset cognitive impairment who receive a medical workup
that includes a sequence of evaluative tests until a positive finding (if
found) indicates a potential cause of new-onset cognitive impairment

Sample standard B.1.1: Goal should be 100% of people about whom
questions of cognitive impairment have been raised 

The numerator proposed for this measure is the number of patients
who present with new-onset cognitive impairment who, within 30 days of
evaluation, have received the specific diagnostic tests documented in the
APA practice guideline. The denominator is the number of patients newly
diagnosed with dementia (290.00–290.99). A sample of patients with new-
onset dementia generally cannot be determined precisely using adminis-
trative databases but could be estimated using the following definition:
patients continuously enrolled for 2 years who did not have a claim reflect-
ing a diagnosis of dementia in year one but did have such a claim in year
two. The denominator could be inaccurate if the diagnosis is missed or
erroneous. Data collection would require medical record review and sig-
nificant subjective judgment to determine whether a sequence of tests and
evaluation of positive results were done. Because of poor organization,
illegibility, and omissions, medical records may not be an adequate data
source. Alternatively, a separate data collection system (e.g., a brief ques-
tionnaire) could be employed. A standard of 100% is suggested because
the consequences of a missed diagnosis are potentially devastating (24).

B.2. Appropriate use of medications

Recommendation/goal B.2.1: Medications should be used in appropri-
ate dosage and duration for those disorders for which they have been
shown to be effective.

A wide variety of medications have been well documented for the
treatment of specific mental disorders. Because of the breadth of this
recommendation, two possible indicators are highlighted.

Major Depressive Disorder

During the past 30 years, significant progress in basic and clinical re-
search has led to the development of new generations of antidepressants
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with increased efficacy and decreased side effects. These developments
have led to better tolerance and acceptance by patients. The selection
and adjustment of the antidepressant agent and dose take into consid-
eration the medication’s side-effect profile and typically effective dose
range, as well as the patient’s age and health status. Continuation treat-
ment is administered to prevent relapse during the period following
symptomatic recovery. The available data indicate that patients treated
for a first episode of uncomplicated depression who exhibit a satisfac-
tory response to an antidepressant agent should continue a full thera-
peutic dose of that agent for at least 16–20 weeks after achieving full
remission. Patients who have a history of recurrent or severe depression
may need maintenance treatment of more than 20 weeks (15).

Sample indicator B.2.1: Current treatment with an antidepressant
medication of patients with major depressive disorder, moderate or
severe

Sample measure B.2.1: Percentage of patients in a given health plan
with major depressive disorder, moderate or severe, receiving an
appropriate dose of antidepressant medication

Sample standard B.2.1: Estimate 75% of patients with major de-
pressive disorder, moderate or severe

The proposed numerator is the number of patients diagnosed as
above, receiving an appropriate dose of antidepressant medication. The
proposed denominator of the measure is the number of patients in a
given health plan with a diagnosis of major depressive disorder, mod-
erate or severe. Although dose ranges are suggested for all antidepres-
sants, the term appropriate needs definition. Some plans have pharmacy
databases that are able to correlate dose, drug, and diagnosis, but for
those that do not, data collection would require chart review. The indi-
cators, as currently written, do not account for the appropriate duration
of treatment detailed in the recommendation. For patients who receive
maintenance treatment, the optimal duration of such treatment will
vary with patient characteristics. The suggested standard of 75% is
based on clinical judgment and may need to be refined.

Bipolar Disorder

Bipolar I disorder affects approximately 0.8% of the adult population.
Pharmacologic agents are a critical component in the treatment of
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patients with bipolar disorder. The primary treatment of either a manic
or a depressive episode in a patient with bipolar disorder involves the
use of a mood-stabilizing medication. Three mood stabilizers—lithium,
valproic acid, and carbamazepine—have been shown to be effective in
the treatment of acute episodes (25).

Sample indicator B.2.2: Current treatment with a mood stabilizer of
patients with bipolar I disorder

Sample measure B.2.2: Percentage of patients in a given health plan
with bipolar I disorder, in an acute episode, receiving valproic acid,
lithium, or carbamazepine

Sample standard B.2.2: Estimate 90% of patients in manic or de-
pressed episode

The proposed numerator of the measure is the number of patients
in a given health plan who are receiving valproic acid, lithium, or car-
bamazepine. The proposed denominator is the total number of patients
in a given health plan diagnosed with bipolar I disorder in acute epi-
sode. Coding systems may not be sensitive enough to distinguish pa-
tients experiencing an acute episode, which occurs in the course of
a long-term illness. Data retrieval would require a database that tracks
diagnosis as well as prescription data. Such a system would indicate
which patients were prescribed a mood stabilizer but would not verify
which were actually receiving it. Chart review may more accurately
identify patients who reported taking the medication but would be re-
source intensive. It is likely that the number of patients meeting review
criteria in any given database would be relatively small. The estimate of
90%, as identified in the standard, may need to be refined. Not all pa-
tients, because of preference, stability, or intolerance to medications,
would necessarily need to be receiving new medications, but the pre-
cise size of that group cannot be determined. In addition, some patients
may be well treated with mood stabilizers other than those mentioned
here.

B.3. Appropriate use of psychosocial treatments

Recommendation/goal B.3.1: Psychotherapy, psychiatric rehabilitation,
and other psychosocial treatments should be used in appropriate inten-
sity and duration in treating disorders for which they have been shown
to be effective.
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Programs of Assertive Community Treatment (PACT) have demon-
strated effectiveness for persons with severe and persistent mental ill-
ness, here defined as individuals with major mental illness on Axis I
who are unstable. Reviews of first- and second-generation controlled
studies of the PACT model consistently found the model to be more
effective than traditional interventions in reducing days spent in psy-
chiatric inpatient settings. PACT demonstrated advantages in bolster-
ing clinical stability, independent living, and satisfaction outcomes
among clients (26). Relative to usual community care, PACT for home-
less persons with severe and persistent mental illness shift the locus of
care from crisis-oriented services to ongoing outpatient care and pro-
duce better housing, clinical, and life-satisfaction outcomes (27). Stud-
ies of cost-effectiveness have demonstrated savings when compared
with traditional service provision (28, 29, 30). 

Criteria for programs that meet the operational definition of PACT
include the following: a) service in the community, not just the clinic
office; b) assertive engagement/outreach; c) small caseload (client-
clinician ratio of approximately 10:1); d) team approach; e) multidisci-
plinary team, including at least one psychiatrist, nurse, and substance
abuse specialist; f) continuous responsibility; g) continuity of staffing;
h) intensity of contact (high level of service when needed); and i) close
work with support team (family, employers, landlords, etc.) (31).

Sample indicator B.3.1: Appropriate use of psychosocial treatment
for severely and persistently mentally ill patients

Sample measure B.3.1: Proportion of severely and persistently
mentally ill patients with greater than or equal to two inpatient stays
and/or four ER/crisis visits in past 12 months, in a given health plan,
who are enrolled in PACT

Sample standard B.3.1: Greater than 50%

The numerator proposed for this measure is the number of adults
with a diagnosis of schizophrenia (295) who have had two or more in-
patient stays and/or four ER/crisis visits in the past 12 months who are
enrolled in PACT. The denominator is the number of adult patients with
a 295 diagnosis and two or more inpatient stays and/or four ER crisis
visits in the past 12 months. Although this standard is proposed as an
appropriate indicator, there are no data that directly inform the ques-
tion of the number of treatment engagements that would identify an
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individual as a high user of services and therefore qualified as a candi-
date for PACT.

The operational definition of PACT needs to be clear, since some
programs offer some but not all the services of traditional PACT and
some programs offer all the services of PACT but do not call themselves
a PACT. Careful assessment of whether PACT meet established criteria
would increase the validity of the measure but would complicate as-
sessment. In many plans, ER/crisis visits are not reimbursed (or docu-
mented in databases) unless they result in hospitalization. This leads to
underestimation of the size of the population of individuals who are
unstable and in need of increased services such as PACT. Potential data
sources include administrative claims data, contract reporting systems,
Medicaid management information systems, and various provider in-
formation systems. Even if the data were recorded, retrieval and track-
ing would be very complex and labor intensive. The measure suggested
for the sample standard (greater than 50%) is reasonable but arbitrary.

B.4. Appropriate use of screening/prevention services

Recommendation/goal B.4.1:  Inquiries should be made about the
status and functioning of children of parents with psychiatric disorders
associated with significant dysfunction.

Several risk factors have been associated with the etiology and
pathogenesis of psychiatric disorders in children of psychiatrically ill
parents. Both genetic and environmental factors may contribute to an
increased risk of psychiatric disorders and impairment in these chil-
dren. Early screening could be a means of identifying the early signs
and symptoms of psychopathology or impairment in the child’s func-
tioning at home or school so that early treatment could be provided. In-
terventions to improve parenting skills, foster greater family stability,
and provide psychoeducation to the child and parents may help to pre-
vent or decrease the impact of the parent's illness on children and fam-
ilies identified as at risk (32, 33).

Sample indicator B.4.1: Screening of children at risk for psychiatric
disorders in a given health plan

Sample measure B.4.1: Use of standardized instruments, clinical
examination, or other methods (e.g., Child Behavior Checklist) to
screen children at risk for psychiatric disorders (e.g., children of
parents with diagnosed psychiatric disorders)
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Sample standard B.4.1: Goal should be the majority of children at
risk.

The proposed numerator of the measure is the number of children
at risk who are screened. The proposed denominator is the total number
of children at risk. The phrase used in the sample indicator “children at
risk for psychiatric disorders” needs to be defined to identify the numer-
ator and the denominator. Measurement issues arise over the method of
identification; informed consent and confidentiality; responsibility for
identification and screening; placement of recorded data to permit
retrieval; and interpretation and use of screening results. There are no
data to suggest what an acceptable sample standard should be.

Recommendation/goal B.4.2: Patients receiving psychiatric evaluations
should be explicitly asked about current substance use and evaluated
for the presence and/or history of substance use disorders.

Psychiatric evaluation involves a systematic consideration of several
broad domains, including history of substance use. The psychoactive
substance use history includes past and present use of both licit and illicit
psychoactive substances—the quantity and frequency of use and route of
administration; the pattern of use; functional interpersonal or legal con-
sequences of use; tolerance and withdrawal phenomena; and any tempo-
ral association between substance use and present psychiatric illness
(23). Inclusion of this domain of evaluation is based on the frequency
with which substance use disorders are associated with other forms of
psychopathology. Treatment-seeking patients tend to be at the higher
end of the range. Approximately one-third of hospitalized psychiatric
patients manifest comorbid non-nicotine substance use disorders (5).

Sample indicator B.4.2: Screening of patients for substance use
disorders

Sample measure B.4.2: Percentage of patients in a given health plan
receiving psychiatric evaluations whose records indicate explicit
evidence of assessment, by history or formal measure, of current
and/or past substance use disorders

Sample standard B.4.2: Estimate 90% of patients 15 years or older

The proposed numerator of the measure is the number of patients
receiving psychiatric evaluations who are assessed for substance use
disorders. The denominator is the total number of patients who receive
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psychiatric evaluations. Depending on the system of care, this informa-
tion may not be routinely available in standard administrative data sets.
Data collection would require chart review as well as a way of identify-
ing all patients who had received a psychiatric evaluation. The term
used in the sample measure explicit evidence of assessment needs to be de-
fined. The sample standard of 90% of patients 15 years or older is based
on clinical judgment. 

C. Perceptions of Care

C.1. Patient

Recommendation/goal C.1.1: Health care systems or plans should reg-
ularly and systematically solicit information from their patients about
their perceptions and experiences of the care provided.

It is an intrinsically desirable end for patients to have positive expe-
riences of their care. It is important to learn as much as possible about
the patient’s perception of care, both positive and negative. It is also
valuable for recruitment and retention of plan subscribers and for risk
management. Patients can be an important source of information re-
garding interpersonal aspects of health care quality. Dissatisfaction
with care has been associated with poor patient adherence to treatment,
changing clinicians, disenrollment from health plans, and worse pa-
tient-reported outcomes (34). The patient’s perception of care has been
widely adopted as an integral component of health care quality assess-
ment and clinical quality improvement.

Sample indicator C.1.1: Assessment of patients’ perceptions of care

Sample measure C.1.1: Use of standardized questionnaires to gather
data on a representative population sample on patients’ percep-
tions of care

Sample standard C.1.1: 100% of plans will use standardized ques-
tionnaires to gather data on patients’ perceptions of care

Use of standardized surveys is increasingly required by federal and
state agencies for public sector patients and by accreditation organiza-
tions for patients treated in the private sector (35). A representative
sample of all patients should be surveyed at least annually, with com-
pletion rates of at least 40%. Data should be analyzed and distributed to
management and clinical staff and made publicly available.
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Patient surveys provide better information about interpersonal qual-
ity than technical quality of care. Patient characteristics (e.g., age, gender,
physical and mental health status) can bias patient perceptions of health
care quality, resulting in lower ratings that are unrelated to the quality of
care received (36, 37). Higher survey response rates minimize bias. 

Measures need to be psychometrically validated and reliable and
employed with a representative sample of patients. Because use of the
measure (not degree of satisfaction) is the standard, comparability of in-
struments is less critical. Limitations to assessing patient satisfaction are
related to the institution’s resources available to collect, analyze, and act
on satisfaction data, and to willingness and ability of the patient/benefi-
ciary population to respond to the survey. Experiences with response rates
of patient surveys in a variety of clinical settings and health plans suggest
that a 40% response rate is an achievable goal. The difficulty that plans or
service settings encounter in meeting the standard of 40% will depend on
the sociodemographic and clinical status of their patient populations.

C.2. Family

Recommendation/goal C.2.1: When families are involved in treatment,
health care systems or plans should regularly and systematically solicit
information from families about their perceptions and experiences of
the care provided.

Family perception of the care received by their family member may
or may not be the same as the patient’s perception of care. Families are
an important source of information regarding interpersonal aspects of
health care quality. Their perspective is an integral component of health
care quality assessment and clinical quality improvement. The perspec-
tive of families is of critical importance in the treatment of children and
adolescents, the severely and persistently mentally ill, the developmen-
tally disordered, the elderly, and patients with dementia. Although fam-
ily perception should not replace data from the patient’s perspective, it
should be used to enrich the overall view of clinical care (38).

Sample indicator C.2.1: Assessment of families’ perceptions of care

Sample measure C.2.1: When families are involved in treatment,
standardized questionnaires should be used to assess families’ per-
ceptions of care.

Sample standard C.2.1: 100% of plans will use standardized ques-
tionnaires to assess families’ perceptions of care.
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The measure proposes that when families are involved in treatment,
health care plans will use standardized questionnaires 100% of the time to
assess families’ perceptions of care. The term involved in treatment requires
definition since such involvement may vary tremendously. Access to fam-
ilies may be difficult, and identifying the family member who is able to
give the most informed feedback may prove problematic. Confidentiality
issues are complicated. Little research data are available to suggest how
family information can be used most effectively to influence quality of
care. The instruments used in assessing family perceptions are not well
developed. There is little information to demonstrate what response rate
is achievable. If response rates are low, bias is a significant concern.

C.3. Clinician

Recommendation/goal C.3.1: Health care systems or plans should reg-
ularly and systematically solicit information from individual clinicians
providing care within their organizations about their perceptions and
experiences of the care provided by the organization.

Sample indicator C.3.1: Assessment of clinicians’ perceptions of care

Sample measure C.3.1: Use by a health care system or a plan of sys-
tematic independent methods to survey individual system provid-
ers’ perceptions of their capacity to provide appropriate care within
the system

Sample standard C.3.1: 100% of plans must use independent meth-
ods to survey providers’ perceptions of their capacity to provide
appropriate treatment within the system.

This indicator has not been reported in the literature. However, it is
considered essential that the clinician’s perception of his or her capacity
to provide appropriate care within the system be systematically assessed.
For this reason, the indicator is included and the field is challenged to
develop measurement methods. 

D. Outcome

D.1. Improved level of functioning and quality of life, and 
minimization of social and economic cost

Recommendation/goal D.1.1: Many patients with mental illness that
significantly impairs functioning should be able to resume some degree
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of productive occupational or educational activity after receiving treat-
ment known to be effective for their conditions. 

An important quality outcome indicator is functional status. Most
persons with severe and persistent mental illness have impaired func-
tioning in multiple life areas, including employment, interpersonal
relationships, self-care, and community living skills (use of transporta-
tion, money management, etc.). Perhaps one of the most uniform con-
sequences of severe mental illness is a vastly compromised capacity for
productive activity. A distinctive characteristic of schizophrenia is un-
employment. Virtually all clients with severe mental illness who are in
rehabilitation programs have significant vocational impairments, and
most are not employed at any given point in time (39). However, the
clear majority of persons with severe mental illnesses identify paid em-
ployment as one of their goals (40). 

Although available medical treatments effectively reduce clinical
symptoms for many individuals, functional impairments often remain.
These residual disabilities constitute substantial impediments for pa-
tients and are typically identified by patients and families as major
priorities for improving their quality of life. The severe personal and
family disruption in functioning associated with schizophrenia is mir-
rored in the social and economic cost associated with the illness (41).
There is growing evidence that certain types of rehabilitation influence
not only the patient’s ability to participate in paid or volunteer work, to
care for a home, or to participate in a training or school program, but
also treatment adherence and symptom reduction, functional status in
other areas (activities of daily living, maintenance of living situation,
etc.), self-esteem, and subjective quality of life (42).

Sample indicator D.1.1: Resumption of productive activities by pa-
tients with severe and persistent mental illness when no longer in
the acute phase of illness

Sample measure D.1.1: Percentage of patients in a given health
plan with a DSM-IV diagnosis of schizophrenia or schizoaffective
disorder in stabilization phase of illness involved (greater than or
equal to 2 days per week) in one or more of the following:

1. Paid or volunteer work
2. Child care or homemaking
3. Rehabilitation or day program and/or school
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Sample standard D.1.1: Estimate 80% of patients will show some
resumption of productive activities in one or more of the areas noted
above.

The proposed numerator of the measure is the number of patients
in a given health plan with a DSM-IV diagnosis of schizophrenia or
schizoaffective disorder (one example of severe and persistent mental
illness) in a stabilization phase of the disorder who are involved at least
2 days a week in one or more specified activities (paid or volunteer work,
child care or homemaking, rehabilitation or day program, and/or school).
The denominator is all patients in a given health plan with the same
DSM-IV diagnosis who are in a stabilization phase of the disorder. The
information may be difficult and expensive to collect because it may not
be clearly documented and would require chart review. The proposed
standard of 80% is an estimate because there are no clear target stan-
dards for what a high-quality system can achieve. The standard also
mixes participation in rehabilitative services with work and homemak-
ing, since the majority of patients can benefit from rehabilitation ser-
vices and current data suggest many patients (probably well over 50%)
do not receive these services.

D.2. Reduction and/or stabilization of symptoms/signs

Recommendation/goal D.2.1: Patients receiving treatment known to be
effective for their conditions should experience a significant reduction
in symptoms and signs after receiving appropriate treatment for a rea-
sonable period of time.

The outcome of treatment for psychiatric conditions can be mea-
sured in quantifiable terms. The sample indicators below focus on panic
disorder and anorexia nervosa. The unit of measurement in panic dis-
order is the number of panic attacks within a defined period of time
compared with the number of attacks before treatment. The measure-
ment in anorexia nervosa is the patient’s weight before and after psy-
chiatric intervention.

Panic Disorder

Panic disorder is a common psychiatric illness that can have a chronic
course and be associated with significant morbidity. The care of patients
with panic disorder involves a comprehensive array of approaches that
are designed to reduce the frequency and severity of panic episodes,
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reduce morbidity, and improve patient functioning. Modalities for
which there is considerable evidence of efficacy in the treatment of
panic disorder include psychotherapy, specifically cognitive-behavioral
therapy (CBT), and pharmacotherapy. At the end of successful treat-
ment, the patient should have markedly fewer and less intense panic
attacks than before treatment (41). Comorbid psychiatric illness, con-
current general medical illnesses, and certain demographic or psycho-
social features of patients with panic disorder may have important
influences on treatment and must be considered in treatment planning
and evaluation of outcomes (43).

Sample indicator D.2.1.1: Reduction in frequency of panic attacks
among patients with the diagnosis of panic disorder in a given health
plan

Sample measure D.2.1.1: Number of panic attacks in a given time
interval compared with a pretreatment interval

Sample standard D.2.1.1: Estimate 75% of patients will show a re-
duction in the number of panic attacks within 6 months.

The numerator suggested for the measure is the number of panic at-
tacks reported by the patient during a 2-week interval 6 months after
the initiation of treatment. The denominator is the number of panic at-
tacks reported by the patient during a 2-week interval before treatment
began. Patients may not be able to document the pretreatment number
accurately, and this may not routinely be documented in the medical
record. Data retrieval would require review of the medical record or
maintenance of a separate data system. Consideration must be given to
the most appropriate time to measure improvement. The current mea-
sure suggests data collection at 6 months in order to document sus-
tained improvement. A limitation to using the 6-month point is that
patients often realize full treatment benefit in shorter periods of time
and may not still be in treatment at 6 months. The standard, 75% of pa-
tients showing a reduction in the number of panic attacks within 6 months,
is an estimate based on reported efficacy of various types of treatment.
It requires further refinement.

Anorexia Nervosa

Anorexia nervosa is characterized by inability to maintain a minimal
normal body weight (85%) for age and height, intense fear of gaining
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weight or becoming fat even though underweight, distorted body image,
and amenorrhea (DSM-IV, p. 539). The prevalence of eating disorders
appears to be increasing and may range from 1% to 4% of adolescent
and young adult women in predominantly white upper-middle-class
and middle-class student groups. Increasing numbers of cases are being
seen in males, minorities, and women of all age groups. Follow-up
studies conducted at least 4 years after onset of illness show that about
44% of patients had an overall good outcome (weight restored to within
15% of recommended weight and regular menstruation established),
about 24% had poor outcome (weight was never adequately restored),
28% had an intermediate outcome, and 5% had died (44).

Treatment interventions are first aimed at nutritional rehabilitation
and the restoration of normal eating patterns to correct the biological
and psychological sequelae of malnutrition. Consensus currently exists
that many of the physical and psychological symptoms of eating dis-
orders may result from malnutrition. A reasonable rate of weight gain
is thought to be between 1 to 3 pounds per week in an inpatient setting
and ½ to 2 pounds per week in an outpatient setting. The concurrent
longer-term goals are to diagnose and help resolve the psychological,
family, social, and behavioral problems that frequently accompany the
disorder so that relapse does not occur (44).

Sample indicator D.2.1.2: Stabilization of weight of patients with a
new DSM-IV diagnosis of anorexia nervosa

Sample measure D.2.1.2: Percentage of patients who are able to
achieve and sustain a normal weight within 6 months after receiv-
ing a DSM-IV diagnosis of anorexia nervosa

Sample standard D.2.1.2: Exact standard not known; will depend
in part on definition of normal weight and severity of patient pop-
ulation; estimate at least 50%

The numerator suggested for the measure is the number of patients
with a new diagnosis of anorexia nervosa who are able to achieve and
sustain a normal weight within 6 months after receiving the diagnosis.
The denominator is the number of patients within the identified popu-
lation with a new diagnosis of anorexia nervosa. The determination of
a normal weight is highly individualized and needs to be clearly iden-
tified in the medical record. Patients may drop out of treatment or
change providers over a 6-month period. The number of patients with
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a new anorexia nervosa diagnosis may be very small. Data collection
would require that a system be able to identify and track this diagnosis
over time, along with individual chart review. The sample standard of
50% is an estimate.

VII. Next Steps

The recently created APA Office of Quality Improvement and Psychiat-
ric Services enhances the APA’s efforts, first, to document the scientific
basis of psychiatric care through the development of practice guide-
lines, and second, to advocate for strong standards for quality care through
accreditation and related processes. The overall mission of the office is
to facilitate the optimal provision of quality psychiatric services, includ-
ing substance abuse services. Two important goals are

• To promote the use of scientifically valid data and accumulated clin-
ical experience to inform the processes of clinical and policy decision
making; and

• To provide psychiatric leadership in the improvement of treatment
by developing, commenting on, and disseminating quality improve-
ment measures for use by clinicians, organized systems of care, ac-
crediting bodies, and others.

The Council on Quality Improvement provides a venue for this work
within the APA. The council includes the Steering Committee on Prac-
tice Guidelines; Committee on Standards and Survey Procedures; Com-
mittee on Quality Indicators (the sequel to this task force); and Task
Force on Quality Indicators for Children.

A critical component of all of the efforts related to quality improve-
ment is the ongoing development of indicators, or measures, that accu-
rately and appropriately reflect important aspects of the quality of care.
In addition to the ongoing work of the Council on Quality Improve-
ment, three particular efforts are as follows.

Promotion and Implementation of Quality of Care Indicators

The new Committee on Quality Indicators will review comments on
this report and suggestions for additional indicators. In conjunction
with the council and its other components, the committee will also
develop strategies to disseminate the indicators, encourage additional
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research, and promote adoption of the quality indicators by oversight
organizations that are implementing measurement programs.

Disorder-Specific Quality of Care Indicators

Under the direction of the Steering Committee on Practice Guidelines,
key recommendations and related measures are being developed for
each practice guideline. These recommendations are evidence based
and provide a method for assessing the quality of care for patients with
specific disorders.

Task Force on Child and Adolescent Quality Indicators

A task force has been established that will develop a framework and set
of indicators that address specific quality issues for the population of
children and adolescents with mental disorders. These efforts will ex-
tend the work of the Task Force on Quality Indicators by addressing
issues that are particularly important for this special and often under-
served population.
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Acronyms and Abbreviations

AACAP  American Academy of Child and Adolescent Psychiatry
AAHCC  American Accreditation Healthcare Commission
AHCPR  Agency for Health Care Policy and Research

AMAP  American Medical Accreditation Program
APA  American Psychiatric Association

BHMAP  Behavioral Health Measurement Advisory Panel
BPD  Borderline personality disorder

CBT  Cognitive-behavioral therapies
CQI  Continuous quality improvement

DARP  Drug Abuse Reporting Program

ECT  Electroconvulsive therapy

HEDIS  Healthplan Employer Data and Information Set

JCAHO  Joint Commission on Accreditation of Healthcare Organizations

NAMI  National Alliance for the Mentally Ill
NASMHPD  National Association of State Mental Health Program Directors

NCQA  National Committee for Quality Assurance
NIH  National Institutes of Health

NIMH  National Institute of Mental Health

ORYX  Not an acronym but refers to JCAHO’s performance measure-
ment program

PACT  Programs of Assertive Community Treatment
PMCC  Performance Measurement Coordinating Council
PORT  Patient Outcomes Research Team

SAMHSA  Substance Abuse and Mental Health Services Administration

TIP  Treatment Improvement Protocol
TOPS  Treatment Outcome Prospective Study
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Index of Quality Indicators by Topic

Note: This index contains an alphabetical listing by topic of the sample
quality indicators contained in this report. The indicators were selected
as representative samples for each dimension. This report is not intended
to be a comprehensive compilation of all possible quality indicators rel-
evant to mental health.
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Topics (alphabetical)

Quality indicator Page

Access domain See Section VI.A 21

Alcohol dependence A.1.2 25

B.4.2 36

Anorexia nervosa D.2.1.2 43

Bipolar I disorder B.2.2 33

Borderline personality disorder A.2.1 27

Children and adolescents A.3.2 29

B.4.1 35

Clinician perception assessment C.3.1 39

Cognitive impairment B.1.1 31

Comprehensive assessment B.1.1 31

Depression (in children) A.3.2 29

Electroconvulsive therapy A.3.1 28

Eliminating treatable causes B.1.1 31

Family perception assessment C.2.1 38

Level of functioning B.4.1 35

D.1.1 40

Major depressive disorder, moderate or severe B.2.1 32

Medications

Antidepressants B.2.1 32

Appropriate dosage and duration B.2.1 32

Antipsychotic medications A.1.1 22

Maintenance A.1.2 25

A.1.3 26

Mood stabilizers B.2.2 33

Nicotine dependence A.1.3 26

Opioid dependence A.1.2 25

Outcome dimension See Section VI.D 39

Panic attacks D.2.1.1 42

Parents with psychiatric disorders B.4.1 35

Patient perception assessment C.1.1 37
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Perceptions of care dimension See Section VI.C 37

Psychiatric evaluation A.3.2 29

B.4.2 36

Psychosocial treatment

Psychotherapy A.2.1 27

Psychiatric rehabilitation B.3.1 34

Quality dimension See Section VI.B 30

Reduction of symptoms/signs D.2.1.1 42

D.2.1.2 43

Resumption of productive activities D.1.1 40

Schizophrenia A.1.1 22

Screening and prevention services B.4.1 35

B.4.2 36

Severe and persistent mental illness A.1.1 22

B.3.1 34

D.1.1 40

Severe personality disorder A.2.1 27

Substance use and dependence A.1.2 25

B.4.2 36

Specialized services for children A.3.2 29

A.1.2 25

Topics (alphabetical) (continued)

Quality indicator Page
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Executive Summary

Charge and Process

In late 1997, the American Psychiatric Association (APA) Task Force on
Quality Indicators was established under the chairmanship of John M.
Oldham, M.D. The task force was charged with beginning the devel-
opment of clinically based, patient-focused quality indicators utilizing
existing and ongoing research and clinical consensus. The task force
completed its work with a final report in March 1999. It recommended
the creation of a separate Task Force on Quality Indicators for Children
to address the specific issues of children.

Under the auspices of the APA’s Council on Quality Improvement,
the APA Task Force on Quality Indicators for Children was created in
early 1999 with the charge of developing clinically based, patient-
focused quality indicators specific to children and adolescents. Mem-
bers appointed to the task force each brought a different perspective to
the effort. Several are active researchers; others have expertise with in-
dicators, accreditation, public/state systems, managed care organiza-
tions, and the APA’s practice guidelines. Throughout the process, the
task force maintained close communication and collaboration with the
American Academy of Child and Adolescent Psychiatry (AACAP).

As requested, the task force produced a framework for developing
clinically based quality indicators and a set of example indicators spe-
cific to psychiatric treatment of children, adolescents, and their families.
The quality framework was based on a matrix of priority areas and di-
mensions of treatment. Recommendations for each aspect of the frame-
work were also developed. The recommendations address significant
concerns in psychiatric treatment and are directed to health facilities,
plans, and systems. Each recommendation has one or more examples of
indicators. Each example of an indicator also includes a proposed mea-
sure and standard. The indicators themselves are exemplars, intended to
serve as an initial approach to evaluating mental health care provided
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to children and adolescents by organized systems of care. The indica-
tors also serve as a source of direction for additional research and devel-
opment of new indicators.

In presenting its report, the task force emphasizes that the develop-
ment of quality indicators is a work in progress. The specific examples
of indicators given here are not intended to be comprehensive. Many in-
dicators could be substituted to address other important aspects of the
broad recommendations about clinical care. Some of the sample indi-
cators are supported by an extensive empirical evidence base; others
have more limited research support. Some are more fully developed
than others. The degree of practicality and the expense of collecting
data required by the indicators vary considerably and are discussed in
the full report. The task force encourages others to examine, challenge,
or support with research the examples of indicators it is setting forth.
It hopes that others will build upon its experience to expand the num-
ber of useful indicators in the field of child and adolescent mental
health.

The task force has developed this report in a comprehensive and
systematic manner. It began by carefully reviewing the March 1999
report of the APA Task Force on Quality Indicators. It also reviewed
works in progress by AACAP and other organizations. It established
priority concerns and identified relevant recommendations. It defined
terms and principles for selection of indicators. And, it solicited advice
from consultants and numerous components within APA and AACAP.
The process is described more completely in the report, as are the prin-
ciples that guided selection of indicators.

Definitions

The working definitions used by the task force are as follows:

Recommendation/goal: an important clinical principle that reflects
quality patient care

Indicator: a component of quality patient care 
Measure: a mechanism or instrument to quantify the indicator 
Standard: the level of the measure that suggests that the component of

care is of adequate quality (When currently available information
does not permit specificity, the level of measure may be used on a
comparative basis.)
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Quality Framework

The framework developed for identifying and selecting possible qual-
ity indicators is as follows:

A. Prevention (access and quality)

1. Universal
2. Selected
3. Indicated
4. Prevention-minded treatment

B. Access

1. Access to appropriate evaluation
2. Access to appropriately qualified clinician
3. Access to appropriate treatment

a. Psychosocial treatments
b. Medication
c. Specialized services

4. Access to continuum of coordinated care
5. Access to culturally and linguistically competent services and

providers.

C. Quality/process/appropriateness

1. Comprehensive evaluation
2. Appropriate and effective treatment 

a. Psychosocial treatments
b. Medication

3. Coordination of services
4. Continuity of care

D. Satisfaction/perceptions of care

1. Patient

a. Global
b. Cultural and linguistic competence
c. Confidentiality

2. Family

a. Access
b. Cultural and linguistic competence
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c. Global
d. Treatment planning
e. Informed consent

3. Clinician (provider)

E. Outcomes/effectiveness

1. Maximization of treatment participation
2. Reduction or stabilization of symptoms
3. Improvement in level of functioning of child
4. Improvement in quality of life for child
5. Improvement in quality of life for family
6. Minimization of social and economic costs
7. Minimization of restrictive care

Workbook of Quality Indicators

Section V, which constitutes the majority of this report, is a workbook of
selected quality indicators. This section contains recommendations and
goals along with proposed measures and standards for each quality in-
dicator. Discussion and literature references are included for each indi-
cator.

Other APA Efforts

This project complements a range of existing APA efforts. For example,
during development of the APA’s practice guidelines, potential quality
indicators are identified and in some cases operationalized. Diagnosis
and assessment projects, such as DSM-IV and the APA Handbook of Psy-
chiatric Measures, aim to foster scientifically and clinically appropriate
standards. In addition, the APA comments on drafted quality indicators
proposed by the government and other quality oversight organizations.

Report Dissemination

The task force believes that its report will be of interest to everyone in-
volved in the child and adolescent mental health services system—
those who use and provide services, those who accredit and purchase
them, and those who oversee access and delivery. The report will be
distributed to appropriate offices and agencies of federal and state gov-
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ernment; voluntary accrediting organizations; collegial, medical, and
professional associations; consumer advocacy groups; managed care
organizations; managed behavioral health organizations; and purchasers.
The task force hopes to stimulate dialogue with each of these audiences
and to advocate strongly for the delivery of high-quality psychiatric
treatment and mental health services to all children and adolescents
who require them.

How to Use This Report

The task force acknowledges that the report is lengthy. Efforts have
been made to make the report reasonably user-friendly. It is not neces-
sary to read the entire report. Section V (Workbook of Quality Indica-
tors) was designed to provide more detailed information about a
limited number of quality indicators. Readers should consider this sec-
tion as a menu to select a particular dimension (e.g., satisfaction, access,
etc.) or individual quality indicators of interest. Readers with a particu-
lar topical area of interest can use the appendix to locate specific quality
indicators in the report. A standardized format is used to present each
indicator. Although somewhat redundant, this presentation enables
each indicator to stand on its own and facilitates use by an interested
plan, individual, or organization. The glossary contains definitions of
important terms, and the list of acronyms defines acronyms used in the
report. The references section contains complete citations to all refer-
ences in the report.
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Report of the Task Force on 
Quality Indicators for Children

I. General Context

A. Trends in the Field

Consumers and purchasers are intensifying their demands for account-
ability from the changing health care system, and accrediting and regula-
tory organizations are seeking measurable assurances that health facilities,
practitioners, and plans are providing quality care. The widespread pro-
motion of evidence-based practice guidelines within the field of medicine
has coincided with an expanding search for evidence-based indicators
that quality care is being delivered and yielding desirable outcomes. De-
veloping methods for assessing quality of care has become a priority ac-
tivity of government agencies, professional associations, health care plans
and facilities, and accrediting organizations (1). This report addresses a
missing element in the broad array of indicators that have emerged: qual-
ity indicators for mental health services for children and adolescents.

Several factors govern the use of specific quality indicators by health
care plans, organizations, and systems: available data sources; the costs
and burden of collecting, analyzing, and reporting data; the costs of buy-
ing or developing measurement systems; the unique mission or popu-
lation being served; and the requirements of accreditation or regulatory
organizations. The challenges of collection and analysis of data are dis-
cussed with recommendations for specific indicators. The role of account-
ability becomes apparent with a review of the activities of national
quality oversight organizations.

B. Initiatives of Accrediting or Regulatory Organizations

Quality measures are becoming a standard feature of national health
care accreditation programs. Leading organizations include the Joint
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Commission on Accreditation of Healthcare Organizations (JCAHO)
and the National Committee for Quality Assurance (NCQA).

The NCQA issues a Health Plan Report Card, which is intended to
help consumers and purchasers compare and select plans that have
demonstrated delivery of quality care. Evaluation of each health plan
consists of a combination of ratings from an on-site review and the data
the plan provides in the Healthplan Employer Data and Information Set
(HEDIS). The HEDIS program was developed by NCQA and comprises
a set of performance measures that tell how well health plans perform
in key areas: quality of care, access to care, and member satisfaction
with the health plan and doctors. HEDIS requires health plans to collect
data in a standardized way so that comparisons are fair and valid. At pres-
ent, only a few of the HEDIS measures address psychiatric care, and even
fewer address the mental health of children or adolescents.

The predominant focus of JCAHO is on hospitals and other health
care facilities. The long-range goal of the JCAHO is to accredit health
care programs based on an assessment of how well a program complies
with JCAHO standards and how well it meets selected performance
measures. On December 31, 2000, the JCAHO implemented its require-
ment that behavioral health care organizations providing 24-hour care
with an average daily census of 10 patients or more must select and
report quarterly on six performance measures. Because there are no
measures required of all facilities to date, the JCAHO is engaged in a
major effort to identify standardized core performance measures. Core
measurement data will be used to monitor a health care organization’s
performance between triennial on-site surveys and to focus survey
evaluation activities.

Although the American Medical Association (AMA) has discon-
tinued its program to accredit physicians, it remains committed to
determining characteristics and criteria for evaluating physician perfor-
mance. Hosting the Physician’s Consortium on Performance Measure-
ment, the AMA works with experts and representatives of specialty
organizations. The consortium is focusing on the development of mea-
sures relevant to management of adult diabetes, cardiovascular care, and
prenatal testing. Its interspecialty committees are preparing companion
documents to assist physicians and their organizations in identifying cri-
teria for selection of physician performance measurement systems.

NCQA, JCAHO, and the AMA collaborate in several venues, which
provide a private sector opportunity to develop and coordinate perfor-
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mance measurement activities nationally. This is especially important
because each organization emphasizes performance measures for dif-
ferent elements of the health care system (i.e., health care plans, facili-
ties, and physicians).

The Centers for Medicare and Medicaid Services (CMS), formerly
known as the Health Care Financing Administration (HCFA), provides
health insurance for about 75 million Americans through Medicare,
Medicaid, and the State Children’s Health Insurance Program (S-CHIP).
Most enrollees receive their benefits through fee-for-service delivery
systems, but a growing number are choosing managed care plans. CMS
uses performance measures to help consumers select health care plans
that have demonstrated quality care, to set criteria by which plans and
providers may be held accountable, and to facilitate quality improve-
ment activities. 

Among many initiatives, CMS has mandated the use of performance
measure programs in Medicare managed care programs; it is testing
them for use in Medicare fee-for-service programs. States have the op-
tion of using HEDIS for the Medicaid managed care program. Examples
of instruments in use or being piloted include HEDIS, the Consumer
Assessment for Health Plans Study (CAHPS), and the Medicare Health
Outcomes Survey. In addition, CMS is working with hospital associa-
tions, accrediting organizations, and state departments of health to
develop and test a standardized core set of hospital performance mea-
sures.

The National Forum for Health Care Quality Measurement and Re-
porting, commonly known as the National Quality Forum (NQF), is a
not-for-profit organization created in response to a recommendation of
the President’s Advisory Commission on Consumer Protection and Qual-
ity in the Health Care Industry. NQF brings together representation
from the public and private sectors. Among other goals, its agenda
includes a) development and implementation of a national strategy for
measurement and reporting, b) promotion of the collection and dissem-
ination of data needed to improve quality, c) assurance of a systemwide
capability to measure and report on quality, and d) standardization pro-
grams that will reduce the burden and cost of data collection and anal-
ysis to providers and health plans.

The Institute of Medicine (IOM) produced a report in March 2001,
Crossing the Quality Chasm: A New Health System for the 21st Century,
emphasizing that America’s health system is a fragmented maze that
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provides excessive and duplicative services while at the same time al-
lowing gaps in necessary care (2). The report calls for coordination of
physician groups, hospitals, and health care organizations through a
variety of improvements. One is the increased use of technological
advances that will allow both caregivers and patients access to key in-
formation. The report recommends development of a nationwide tech-
nology-based information infrastructure, the identification of common
health conditions, and the use of strategies and action plans to improve
care for each of these conditions over a five-year period. Implementa-
tion will necessitate commonly accepted quality indicators.

II. APA Context

Aware of the national trend to institutionalize data collection and the
use of quality indicators, and cognizant of the scarcity of indicators rel-
ative to psychiatric care, the APA established the Task Force on Quality
Indicators in late 1997. The task force, chaired by John Oldham, M.D.,
agreed the ideal approach would be to carefully conduct research to de-
termine the most valid and meaningful indicators; however, such work
would take several years, large resources, and the cooperation of many
disparate facilities and organizations. Consequently, the task force
agreed to identify and promote clinically based, patient-focused quality
indicators from ongoing research and clinical consensus. The task force
completed its work with a final report in March 1999. The report fo-
cused on major clinical concerns in mental health and substance abuse
care, which were translated into recommendations/goals accompanied
by sample indicators, measures, and standards. The report has been dis-
seminated to major accrediting and regulatory organizations. Before
completing its work, the task force recommended the creation of a sep-
arate Task Force on Quality Indicators for Children to address the spe-
cific issues of children and adolescents.

The charge and goals of the Task Force on Quality Indicators for
Children are outlined in the next section. Task force members bring dif-
ferent perspectives to the effort. Several are active researchers, whereas
others have expertise with indicators, accreditation, state systems, man-
aged care organizations, and the APA’s practice guidelines. The task
force is chaired by James C. MacIntyre II, M.D. Members include Regina
Bussing, M.D., Gabrielle Carlson, M.D., Helen L. Egger, M.D., Emily
Harris, M.D., Joseph Mawhinney, M.D. and Andres Pumariega, M.D.
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Consultants include Kelly Kelleher, M.D., and Barbara J. Burns, Ph.D.
Liaisons were maintained with the APA Council on Children, Adoles-
cents and Their Families, The federal Center for Mental Health Services
(CMHS), the NCQA, and the American Academy of Child and Adoles-
cent Psychiatry (AACAP).

Over the life of the task force, many APA staff have participated in
this effort: Deborah A. Zarin, M.D; Lloyd I. Sederer, M.D.; Claudia Hart;
Joyce West, Ph.D., M.P.P.; Farifteh Duffy, Ph.D.; Christine Rose, M.S;
and Cathy Henry, M.P.A.

III. Task Force Approach

A. Goals of the Project

The task force was charged with the development of a clinically based,
patient-focused set of sample quality-of-care indicators as a means to
improve the quality of mental health care provided to children and ad-
olescents. This initial set of indicators can be used by APA and other
health care groups, including accrediting organizations, as a tool to
evaluate the quality of care provided by health plans, providers, man-
aged care organizations, and organized systems of care. The indicators
can also serve to improve the quality of care by highlighting important
aspects of health care and treatment that need to be addressed by the
field, forming the basis for quality improvement research. The work of
the task force provides a source of direction for additional research and
development of new indicators. The task force will formulate a strategic
agenda for APA’s role in disseminating quality indicators for children
and adolescents. 

This project was not intended, nor able, to produce a comprehen-
sive set of indicators. Utilizing the existing evidence base and clinical
consensus, the task force developed a limited number of indicators ad-
dressing major concerns in the field of child and adolescent mental
health and substance abuse care. The report of the Task Force on Quality
Indicators for Children will be a “work in progress,” undergoing con-
tinued refinement and revisions as more data emerge defining the qual-
ity of care for children and adolescents. It is the intention of the task
force that this report will continue to evolve as a clinically based guide
that will be useful to individuals and organizations striving to deter-
mine the quality and effectiveness of organized systems of care serving
children, adolescents, and their families. The task force expects that cur-
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rent interest in the field will lead to identification of other important
and valid indicators.

B. Process

The Task Force on Quality Indicators for Children convened in January
1999 and began its work with a careful review of the final report (March
1999) of the APA Task Force on Quality Indicators (TFQI). In the course
of its work, the task force

• Agreed on adoption of definitions, principles, and format contained
in the TFQI’s final report.

• Examined types of indicators (e.g., structure, process, outcomes).
• Adopted specific definition of terms, such as indicators, measures,

standards, priority areas, and dimensions, set forth by the TFQI.
• Discussed whose performance is to be evaluated by indicators ad-

vanced by APA.
• Developed a matrix of priority areas and dimensions relevant to

quality of mental health care for children and adolescents.
• Developed a set of selected recommendations and goals relating to

quality of care in these priority areas and dimensions.
• Developed principles and criteria for selection of specific indicators.
• Developed an initial set of quality indicators corresponding to the se-

lected recommendations.
• Completed a standard information form for each indicator under con-

sideration.
• Sought input from APA committees, the APA Assembly, and the

AACAP components regarding the indicators under consideration.
• Consulted with experts in health services research.
• Reviewed proposed indicators for consistency with APA practice

guidelines and AACAP’s practice parameters.
• Sought support from within the APA to advance the selected indicators

for use and/or consideration by external accrediting bodies, govern-
ment agencies, and others.

The presentation of each indicator includes a title and description,
rationale, definition of measure, numerator and denominator, prob-
lems or issues in measurement, data quality, potential data sources,
potential users and delivery settings, description of standard, and ref-
erences.
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The APA components whose input was solicited included the As-
sembly; Joint Reference Committee; Council on Quality Improvement;
Committee on Quality Indicators; Council on Children, Adolescents,
and Their Families; Council on Healthcare Systems and Financing;
Council on Psychiatric Services; Council on Research; Committee on
Health Services Research; Committee on Standards and Survey Proce-
dures; Committee on Managed Care; and the Committee on Private
Practice.

The AACAP components whose input was requested included the
Workgroup on Quality Issues, Workgroup on Health Care Reform and
Finance, Workgroup on Systems of Care, Workgroup on Training, Psy-
chotherapy Committee, and the Workgroup on Research.

C. Definitions

The task force agreed on the following definitions:

Recommendation/goal: an important clinical principle that reflects
quality patient care

Indicator: a component of quality patient care
Measure: a mechanism or instrument to quantify the indicator.
Standard: levels of the measure that suggest the component of care is of

adequate quality (When current available Information does not
permit specificity, the level of measure may be used on a compara-
tive basis.)

Indicators address various aspects of care and are frequently seen
as applicable to structure, process, or outcomes. Indicators that address
structure generally look at whether organizational resources and ar-
rangements are in place to deliver quality health care. Indicators that
address process, however, examine a series of actions, events, mecha-
nisms, or steps. Outcome indicators, which require the most sophisticated
data collection, study the results of a function or process. Outcome in-
dicators may provide the most direct assessment about whether quality
care is actually being delivered. Evidence-based process indicators also
hold significant promise in assessing quality, since they have been
shown to be related to improved outcomes. 

When experience and research are available, indicators include
thresholds (i.e., standards) that distinguish between acceptable and un-
acceptable performance. When research is insufficient to support such
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benchmarks, this is noted in the report. In the process of operationaliz-
ing indicators, it is important to designate whether available data make
it possible to set thresholds or whether comparisons should instead be
made with prior performance or data from similar systems.

The many challenges, complexities, and limitations in applying
available data to the development of quality indicators are widely rec-
ognized.

Indicators may measure the performance of an individual provider
or of a hospital or a network of providers in a health care plan. Entire
systems, such as a state mental health system, may also be examined. So
many entities (often interrelated) are involved in providing care that the
task force found itself using the terms system and plan flexibly. Given its
mandate, the task force selected indicators that depend on aggregate
data—that is, they measure the performance of plans and systems, not
of individual providers. 

D. Principles

The task force agreed on the following principles to guide selection of
indicators:

• The indicator addresses an important aspect of care.
• The indicator will be useful in identifying opportunities for improv-

ing care.
• The indicator will be practically quantifiable.
• Where possible, the indicator can be documented by evidence-based

practice guidelines (e.g., AACAP practice parameters, APA practice
guidelines).

• In areas with insufficient scientific support, expert clinical consensus
and community standards of practice can be used to support proposed
indicators.

• The indicator will minimize the potential for unintended adverse con-
sequences.

E. Priority Areas

The task force identified priority areas (population categories, psychiat-
ric disorders), some of which were used for the development of the ini-
tial set of quality indicators. The selection of priority areas for the initial
indicators was arbitrary, and this report represents a work in progress.
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Population categories

• Preschool and school-age children
• Adolescents
• Abused/neglected children and adolescents
• Children and adolescents in special education
• Children and adolescents detained within the juvenile justice

system
• Children with severe and persistent mental illness
• Children with chronic medical illness
• Children in child welfare custody
• Families of children and adolescents with psychiatric disorders
• Parents/caregivers with psychiatric disorders

Psychiatric disorders and diagnoses

• Attention-deficit/hyperactivity disorder 
• Oppositional defiant disorder
• Conduct disorder
• Depressive disorders
• Substance use disorders
• Psychotic disorders
• Schizophrenia
• Bipolar disorder
• Eating disorder
• Obsessive-compulsive/anxiety disorder
• Axis I psychiatric disorders with coexisting speech/language

deficits
• Posttraumatic stress disorder
• Speech and language disorders

F. Dimensions of Treatment

The task force considered dimensions of treatment for each of the pri-
ority areas. The most useful dimensions are those that can be defined,
measured, and improved. After considerable examination and discus-
sion, and on the basis of the work of the former Task Force on Quality
Indicators, the Task Force on Quality Indicators for Children decided to
give the greatest importance to dimensions of prevention, access, qual-
ity, perception of care, and outcome (see Section IV, “Overall Quality
Framework”).
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IV. Overall Quality Framework 

Focusing on the priority areas and dimensions noted above, the task
force constructed the following framework for discussing and selecting
possible quality indicators:

A. Prevention (access and quality)

1. Universal
2. Selected
3. Indicated
4. Prevention-minded treatment

B. Access

1. Access to appropriate evaluation
2. Access to appropriately qualified clinicians
3. Access to appropriate treatment

a. Psychosocial treatment
b. Medication
c. Specialized services

4. Access to continuum of coordinated care
5. Access to culturally and linguistically competent services and

providers.

C. Quality/process/appropriateness 

1. Comprehensive evaluation
2. Appropriate and effective treatment

a. Psychosocial treatment
b. Medication

3. Coordination of services
4. Continuity of care

D. Satisfaction/perceptions of care

1. Patient

a. Global
b. Cultural and linguistic competence
c. Confidentiality

2. Family

a. Access
b. Cultural and linguistic competence
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c. Global
d. Treatment planning
e. Informed consent

3. Clinician (provider)

E. Outcomes/effectiveness

1. Maximization of treatment participation
2. Reduction or stabilization of symptoms
3. Improvement of level of functioning of child
4. Improvement of quality of life for child
5. Improvement of quality of life for family
6. Minimization of social and economic costs
7. Minimization of restrictive care

V. Workbook of Quality Indicators

Workbook Format and Organization

The workbook includes a series of quality indicators, measures, and
standards that are presented as exemplars for psychiatric treatment of
children and adolescents. The specific examples of indicators given
here are not intended to be comprehensive. Many indicators could
be substituted to address other important aspects of the broad rec-
ommendations about clinical care. Some are more fully developed
than others. Though some of the indicators are based on a significant
amount of research, others have not been scientifically researched.
The degree of practicality and the expense of collecting data required
by the indicators vary considerably and are discussed in the full re-
port. 

The narrative accompanying each section describes the rationale,
need, and importance of the task force recommendations. Also
described are the challenges, complexities, and issues raised during
development of indicators, measures, and standards for the recommen-
dation/goal. Finally, supporting references and documentation from
the literature are provided where available.

Methodological Issues and Practical Considerations

Numerous important methodological and practical issues must be con-
sidered in relation to all of the indicators, measures, and standards:
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1. Cultural, linguistic, and ethnic differences: These indicators, measures,
and standards should be utilized with recognition of differences
among cultural and ethnic groups. For example, a standard that may
be appropriate in one ethnic population may not be in another.

2. Collection of data—general considerations: The definition of elements of
the measures can be problematic. In many cases, it is difficult to
identify individuals with diagnostic or other characteristics from
a simple administrative database. In addition, certain evidence or
information about types of treatment or relevant outcomes may re-
quire more extensive evaluation of medical records, or direct sur-
veys, possibly on a sampling basis. 

3. Collecting/tracking data about parents: A unique feature of several in-
dicators involves collecting data about parents. This raises issues
about the confidentiality of this information and procedural issues
regarding the exchange of data between health plans if the parent
and child are not enrolled in the same plan.

4. Collecting/tracking data from other child serving systems: A unique fea-
ture of several indicators involves collecting data from other child
serving systems (e.g., schools, juvenile justice system, child welfare/
social services system). This raises issues about the confidentiality
of this information and procedural issues regarding the exchange of
data between these systems and a health plan.

5. Confidentiality of data collection and reporting: Collection of data
requires caution about matters of confidentiality. Exchange or col-
lection of patient specific data must also comply with the federal
Health Insurance Portability and Accountability Act (HIPAA) regu-
lations in 2002. The task force’s selection of indicators has been
based on a principle that only aggregate data will be reported; how-
ever, some indicators may require an individual chart review to col-
lect relevant information. The task force urges all health systems and
plans to develop data collection methods that respect and protect
patient confidentiality. Reporting any information that involves iden-
tification of an individual patient requires informed consent. In-
terviews with plan members/enrollees and caregivers (in person or
by phone) require informed consent. All written surveys for gather-
ing data should be conducted anonymously.

6. Designation of standards: In this report, “standard” is defined as the
level of a measure that suggests the component of care is of adequate
quality. Generally, the designated numerical “standard” represents
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an adequate level of performance for a provider or health plan. In
some instances, the specific designation of the standard is somewhat
arbitrary. Although the overall recommendations derive from evi-
dence-based practice guidelines, the scientific literature, and/or clin-
ical consensus, there may be few data available to translate these
recommendations to a population-based standard. Even though
strong evidence and universal agreement may exist for a particular
recommendation, establishing a standard must take into account that
some patients may prefer not to accept particular treatment recom-
mendations. In some cases, patients may have previous experience
with treatments that have not been successful. Therefore, it is difficult
to determine with accuracy how far below 100% is an acceptable stan-
dard. Most standards have been developed in the following manner: 

7. Use of rating scales and standardized instruments: The report includes
references to numerous rating scales and standardized instruments
as illustrative examples. The use of such scales and instruments is
increasingly supported by APA practice guidelines, AACAP prac-
tice parameters, and the emerging evidence base in child and
adolescent psychiatry. Many different scales and instruments exist;
however, the report does not contain an exhaustive compilation of
all that are available. An appendix contains a listing of all the sur-
veys, rating scales, and instruments referenced with specific quality
indicators. This appendix may be useful to plans when making de-
cisions about using specific quality indicators and selecting surveys,
rating scales, or standardized instruments.

8. Risk adjustment methodologies: It is essential that effective methodolo-
gies for risk adjustment be developed and applied to the assessment
of quality indicators. In many instances, applying the measures in-
cluded in this workbook might unduly reflect negatively on pro-
grams or plans that attract and serve a high proportion of the more
severely ill patients or patients with treatment-resistant conditions.

A. Prevention Indicators

A.1.1.1 Sample indicator: Children and adolescents (ages 3–18
years) are screened for emotional and behavioral problems
at least annually.

Standard (%)
Numerator (number of individuals meeting the quality indicator)

Denominator (total number of individuals in the sample)
-----------------------------------------------------------------------------------------------------------------------------------------------------------=
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A.2.1.1 Sample indicator: Children of adults hospitalized for treat-
ment of affective, anxiety, or substance use disorders or
schizophrenia are screened for behavioral disturbances, psy-
chopathology, and functional impairment using an appro-
priate measure.

A.2.2.1 Sample indicator: Adults who are parents and receiving
intensive treatment (e.g., inpatient or partial hospitaliza-
tion) for either affective or substance use disorders also re-
ceive appropriate interventions targeting parenting skills.

A.2.3.1 Sample indicator: Adults who are parents and receiving
treatment for affective, anxiety, or substance use disorders
or schizophrenia receive information about the risks, signs,
and symptoms of these disorders in children and adoles-
cents.

A.2.4.1 Sample indicator: Children enrolled in special education
classes/programs are assessed for mental health problems
at entry and yearly thereafter with an appropriate assess-
ment instrument.

A.2.4.2 Sample indicator: Children in child welfare custody (foster
care) are assessed for mental health problems at entry and
yearly thereafter with an appropriate assessment instru-
ment.

A.2.4.3 Sample indicator: Children with ongoing involvement in
the juvenile justice system are assessed for mental health
problems at entry and at least annually thereafter with an
appropriate assessment instrument.

A.3.1.1 Sample indicator: Children and adolescents identified
with “sub-syndromal symptoms” of depression, anxiety, or
an eating disorder and impaired functioning at school re-
ceive appropriate preventive intervention.

A.4.1.1 Sample indicator: Families of children or adolescents diag-
nosed with a depressive disorder receive appropriate psy-
choeducational interventions as part of their treatment.

A. Prevention framework

1. Universal
2. Selected
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3. Indicated
4. Prevention-minded treatment

A.1. Specific area: Universal prevention

Universal preventive interventions refer to those interventions that
would benefit everyone in the general population or a population sub-
group. These interventions are targeted to the general population or a
whole population of a specific group but are not identified on the basis
of individual risk.

A.1.1 Recommendation/goal: The mental health status of children
and adolescents should be assessed yearly utilizing a method
or measure appropriate for the child’s age and development. 

The “Bright Futures” initiative focuses on the importance of healthy
development in all children and adolescents (3). The federal EPSDT
(Early Periodic Screening, Diagnosis and Treatment) program for Med-
icaid recipients requires periodic screening of health and mental health
for children. Assessment should include a developmental history that
incorporates an evaluation of mental health development and status
(4). For preschool children, identification of oppositional behavior is
critical for early intervention. For older children, assessment should
cover psychological/psychiatric issues, including anxiety and depres-
sion. Information from both the child and an adult (e.g., parent, guard-
ian, teacher) may be necessary.

Age-appropriate questions and/or measures can be used. Inter-
view questions can be used to target issues relevant to a given child or
adolescent. Such questions have been included in the recent guidelines
for health supervision for infants, children, and adolescents (3), pub-
lished and available from the National Center for Education in Mater-
nal and Child Health. Standardized measures may also be useful. The
Pediatric Symptom Checklist (PSC), a brief psychosocial screening in-
strument that has been tested broadly in pediatric primary care settings,
offers an alternative approach to the recognition of psychosocial prob-
lems (5). Inquiring about “parental concerns” is another screening
method that can be used (6–7). Older children and adolescents warrant
direct assessment. The Patient Problem Questionnaire for Adolescents
(PPQ-A) is a self-report instrument used in primary care settings (8).
Following the assessment, appropriate referrals should be made to ad-
dress identified problems and needs.
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A.1.1.1 Sample indicator: Children and adolescents (ages 3–18
years) are screened for emotional and behavioral problems
at least annually.

A.1.1.1 Sample measure: Percentage of children and adolescents
enrolled in the health plan who receive mental health as-
sessment screening at school or by a physician.

A.1.1.1.1 Sample standard: Estimate 85% of children and adoles-
cents will receive mental health assessment screening at
school or by a physician.

The numerator proposed for this measure is the number of children
and adolescents (ages 3–18 years) enrolled in the plan who receive men-
tal health assessment screening at school or by a physician within the
12-month period. The denominator is the total number of children and
adolescents enrolled in the plan during the 12-month period. This indi-
cator presumes that a standardized screening instrument is adminis-
tered to all enrollees annually. Examples include Pediatric Symptom
Checklist (PSC) (5), Columbia Impairment Scale (CIS) (9), Personality
Inventory for Children (PIC) (10), Child Behavior Checklist (CBCL) (11–
12), and Connors Rating Scales—Revised (13). Data would be collected
from a random sample record review (including assessments con-
ducted at school) of patients enrolled in the plan. It is recognized that
review of individual records by a health plan is time intensive and may
represent a practical limitation for this indicator. As an alternative to
record reviews, health plans may use administrative data from their
management information system (MIS) if it includes data from the
screening instruments. The suggested standard of 85% is based on clin-
ical judgment and may need to be refined.

A.1.1.1.2 Sample measure: Percentage of those children and adoles-
cents (ages 3–18 years) who exceed an identified threshold
on the screening instrument and are referred for further
mental health assessment and evaluation.

A.1.1.1.2 Sample standard: Estimate 85% of those children and ado-
lescents encompassed in the measure.

The numerator proposed for this measure is the number of children
and adolescents who exceed an identified threshold on the screening
instrument and who are referred for further mental health assessment
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and evaluation. The denominator is the total number of children and
adolescents who receive appropriate mental health assessment screen-
ing at school or by a physician during the 12-month period. This
indicator presumes that a standardized screening instrument is admin-
istered to all enrollees annually (see examples listed under A.1.1.1.1).
Data would be collected from a random sample record review of pa-
tients enrolled in the plan. It is recognized that review of individual
records by a health plan is time intensive and may represent a practical
limitation for this indicator. As an alternative to record reviews, health
plans may use administrative data from their MIS if it includes data
from the screening instruments. The suggested standard of 85% is
based on clinical judgment and may need to be refined. The “identified
threshold” (i.e., scoring on the screening instrument) for determining
referral for further mental health assessment would need to be deter-
mined by the plan using expert professional consensus and clinical
judgment.

A.2. Specific area: Selected prevention

Selective prevention interventions are designed for use with individu-
als or a subgroup of a population who have a higher than average risk
of developing a mental disorder.

A.2.1 Recommendation/goal: Children of patients with affec-
tive, anxiety, or substance use disorders or schizophrenia
should be assessed for evidence of impaired functioning,
including school attendance and performance, as well as
symptoms of behavior disturbance and psychopathology.

Children of patients with a mental illness are at increased risk for
developing a mental illness during their lifetime. Mental illness in a
parent(s) places children at increased risk because of genetic vulnerabil-
ity to a specific illness as well as increased vulnerability to stress (14).
Adult patients and families should receive information regarding these
increased risks. Children of patients in treatment for a mental illness
should be carefully assessed for symptoms of a mental disorder and as-
sociated impairment in functioning. Ongoing intervention and treat-
ment, including support for their parents, should be provided to those
children who are found to have either symptoms or impaired func-
tioning. Several interventions have been shown to prevent the onset of
psychiatric disorders as well as associated morbidity in these at-risk
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populations. For example, systematic preventive interventions have
been developed that target infants and children of parents who are de-
pressed (15–18) and children of parents with substance use disorders
(19–21).

A.2.1.1 Sample indicator: Children of adults hospitalized for treat-
ment of affective, anxiety, or substance use disorders or
schizophrenia are screened for behavioral disturbances,
psychopathology, and functional impairment using an ap-
propriate measure.

A.2.1.1 Sample measure: The percentage of children with a parent
hospitalized for the treatment of a psychiatric disorder (see
list above) who receive appropriate mental health assess-
ment screening.

A.2.1.1 Sample standard: 85% of the children with a parent hospi-
talized for the treatment of a psychiatric disorder (see list
above) will receive appropriate mental health assessment
screening.

The numerator proposed for this measure is the number of children
with a parent hospitalized for the treatment of a psychiatric disorder
(i.e., affective, anxiety, or substance use disorders or schizophrenia)
who receive appropriate mental health assessment screening. The de-
nominator is the total number of children with a parent hospitalized for
the treatment of a psychiatric disorder (see list above) during a 12-month
period. This indicator presumes that a standardized screening instru-
ment is administered to all children with a parent hospitalized for the
treatment of a psychiatric disorder. Examples include Pediatric Symptom
Checklist, Columbia Impairment Scale, Personality Inventory for Chil-
dren, Child Behavior Checklist, and Connors Rating Scales—Revised.
Data would be collected from a random sample record review of pa-
tients in a 12-month period. It is recognized that review of individual
records by a health plan is time intensive and may represent a practical
limitation for this indicator. The suggested standard of 85% is based on
clinical judgment and may need to be refined.

A.2.2 Recommendation/goal: Interventions focused on parent-
ing skills should be provided to those adult patients diag-
nosed with affective and substance abuse disorders who
are involved in parenting.
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Parenting can be difficult and stressful for many people. Parenting
can be particularly stressful for adults who are recovering from a major
mental illness. The level of stress associated with the parenting role can
be assessed using the Parenting Stress Index (PSI) (22), and adults
receiving intensive treatment for a mental illness should receive as-
sistance with parenting skill development. Examples of preventive in-
terventions that target parenting skills are parenting support groups
and structured curricula focused on positive parenting.

A.2.2.1 Sample indicator: Adults who are parents and are receiving
intensive treatment (e.g., inpatient or partial hospitaliza-
tion) for either affective or substance abuse disorders also
receive appropriate interventions targeting parenting skills.

A.2.2.1 Sample measure: The proportion of adults who are parents
and being treated intensively for one of the above disorders
who are also receiving preventive interventions targeting
parenting skills.

A.2.2.1 Sample standard: 85% of the adults who are parents and
being treated intensively for one of the above disorders will
receive the parenting skills intervention.

The numerator proposed for this standard is the number of adults
being treated intensively for one of the above disorders who are also re-
ceiving preventive interventions targeting parenting skills. The denom-
inator is the total number of adults being treated for one of the above
disorders during a 12-month period. Data would be collected from a
random sample record review of the adult patients in a 12-month pe-
riod. It is recognized that review of individual records by a health plan
is time intensive and may represent a practical limitation for this indi-
cator. The suggested standard of 85% is based on clinical judgment and
may need to be refined.

A.2.3 Recommendation/goal: Adults in treatment for depres-
sion, bipolar disorder, anxiety disorders, schizophrenia, or
substance abuse should receive information regarding the
increased risk for development of a mental disorder in chil-
dren of affected adults. Information about the signs and
symptoms that may be associated with the early onset of
these disorders in childhood, adolescent, or young adult-
hood should be included.
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Mental illness in parent(s) places children at increased risk for de-
veloping a mental illness during their lifetime. In view of this increased
risk, parents, along with other family members, spouses, partners, and
others in the adult’s life, should receive information regarding the risk
for mental disorders in children as well as the signs and symptoms that
may be associated with the childhood, adolescent, or young adult onset
of these mental disorders.

A.2.3.1 Sample indicator: Adults who are parents and receiving
treatment for affective, anxiety, or substance use disorders
or schizophrenia receive information about the risks, signs,
and symptoms of these disorders in children and adoles-
cents.

A.2.3.1 Sample measure: The proportion of adults who are parents
and being treated for one of the above disorders who re-
ceive information about the risks, signs, and symptoms of
these disorders in children and adolescents.

A.2.3.1 Sample standard: Estimate 85% of adults who are parents
and being treated for one of the above disorders receive in-
formation about the risks, signs, and symptoms of these
disorders in children and adolescents.

The numerator proposed for this measure is the number of adults
who are parents and being treated for one of the above disorders who
received information about the risks, signs, and symptoms of these dis-
orders in children and adolescents. The denominator is the total num-
ber of adults being treated for one of the above disorders during a
12-month period. Data would be collected from a random sample
record review of the adult patients in a 12-month period. It is recog-
nized that review of individual records by a health plan is time inten-
sive and may represent a practical limitation for this indicator. Health
plans would need to identify informational and educational materials
for these parents that are appropriate and understandable for the en-
rolled populations served by the plan. The suggested standard of 85%
is based on clinical judgment and may need to be refined.

A.2.4 Recommendation/goal: The mental health status of chil-
dren and adolescents in high-risk subpopulations should
be assessed on a regular basis.
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Children with chronic medical illness (23–25), children who have
experienced child abuse and/or neglect, children with special educa-
tional needs (26), children in foster care or residential group homes (27),
and children involved with the juvenile justice system (28–29) are at in-
creased risk for mental illness. In view of this increased risk, these chil-
dren should be carefully assessed for evidence of a mental disorder and
impairment in functioning. Health plans should be aware of any en-
rolled child or adolescent who belongs to one or more of these high-risk
subpopulations. Ongoing intervention and treatment, including sup-
port for their parents and caregivers, should be provided for those chil-
dren who are found to have either symptoms or impaired functioning.

Numerous interventions have been developed which target the
prevention of psychiatric disorders and associated adverse morbidities
such as poor social functioning, out-of-home placement, and high rates
of service use. These include interventions for chronically ill children
(30–32), young children at risk of abuse and neglect (19–20), children at
risk of incarceration (33), and young children at risk of developing ag-
gressive behaviors (34–36).

A.2.4.1 Sample indicator: Children enrolled in special education
classes/programs are assessed for mental health problems
at entry and yearly thereafter with an appropriate assess-
ment instrument.

A.2.4.2 Sample indicator: Children in child welfare custody (foster
care) are assessed for mental health problems at entry and
yearly thereafter with an appropriate assessment instrument.

A.2.4.3 Sample indicator: Children with ongoing involvement in
the juvenile justice system are assessed for mental health
problems at entry and at least annually thereafter with an
appropriate assessment instrument.

A.2.4.1.1 Sample measure: Percentage of children in one of the 
A.2.4.2.1 above circumstances who are assessed for mental health 
A.2.4.3.1 problems with an appropriate assessment instrument at 

entry and every 12 months thereafter.

A.2.4.1.1 Sample standard: 85% of children in one of the above 
A.2.4.2.1 circumstances are assessed for mental health prob-
A.2.4.3.1 lems with an appropriate assessment instrument at 

entry and every 12 months thereafter.
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The numerator proposed for this measure is the number of children
and adolescents in the plan who are also in one of the above circum-
stances and who receive mental health screening with an appropriate
assessment instrument within the 12-month period. The denominator is
the total number of children and adolescents in one of the above circum-
stances during the 12-month period. This indicator presumes that a
standardized mental health screening assessment instrument is admin-
istered at the time of entry into one of the above circumstances (base-
line) and annually thereafter. Examples include the Pediatric Symptom
Checklist, Columbia Impairment Scale, Personality Inventory for Chil-
dren, Child Behavior Checklist, and Connors Rating Scales—Revised.
The Massachusetts Youth Screening Instrument (MAYSI-2) was devel-
oped specifically to screen youths in the juvenile justice system (37–38).
Data would be collected from a random sample record review of pa-
tients enrolled in the plan. It is recognized that review of individual
records by a health plan is time intensive and may represent a practical
limitation for this indicator. As an alternative to record reviews, health
plans may use administrative data from their MIS if it includes data
from the screening instruments. The suggested standard of 85% is based
on clinical judgment and may need to be refined.

A.2.4.1.2 Sample measure: Percentage of those children and ado-
A.2.4.2.2 lescents who exceed an identified threshold on the screen-
A.2.4.3.2 ing instrument and are referred for further mental health

assessment and evaluation.

A.2.4.1.2 Sample standard: Estimate 85% of the children and ado-
A.2.4.2.2 lescents encompassed in the measure. 
A.2.4.3.2

The numerator proposed for this measure is the number of children
and adolescents in the plan who are also in one of the circumstances
above, who exceed an identified threshold on the screening instrument,
and who are referred for further mental health assessment and evalua-
tion. The denominator is the total number of children and adolescents in
one of the circumstances above who receive appropriate mental health
assessment screening during the 12-month period. This indicator pre-
sumes that a standardized screening instrument is administered at the
time of entry into one of the above circumstances (baseline) and annually
thereafter. Data would be collected from a random sample record review
of patients enrolled in the plan. It is recognized that review of individual
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records by a health plan is time intensive and may represent a practical
limitation for this indicator. As an alternative to record reviews, health
plans may use administrative data from their MIS if it includes data from
the screening instruments. The suggested standard of 85% is based on
clinical judgment and may need to be refined. The “identified threshold”
(i.e., scoring on the screening instrument) for determining referral for
further mental health assessment would need to be determined by the
plan using expert professional consensus and clinical judgment.

A.3. Specific area: Indicated prevention

Indicated prevention interventions refer to those efforts used with in-
dividuals who are at high risk for developing a mental disorder in the
future but who currently have minimal signs or symptoms (subclinical or
subsyndromal) or the prodromal phase of a disorder.

A.3.1 Recommendation/goal: Appropriate preventive interven-
tions should be available for children and adolescents with
“subsyndromal symptoms” of depression, anxiety, and eat-
ing disorders associated functional impairment.

“Subsyndromal symptoms” refers to those symptoms that incom-
pletely or partially meet the diagnostic criteria defined for a specific
mental disorder in DSM-IV-TR. Examples are suicidal ideation in de-
pressive disorders or aggressive behavior in conduct disorder. It is rec-
ognized that defining criteria for subsyndromal symptoms is difficult
and challenging, given the current state of knowledge and understand-
ing of the evolution of psychiatric disorders.

A.3.1.1 Sample indicator: Children and adolescents identified with
“subsyndromal symptoms” of depression, anxiety, or an
eating disorder and impaired functioning at school receive
appropriate preventive intervention.

Numerous targeted or indicated preventive interventions have
been developed and show utility (39). For at-risk children and adoles-
cents, preventive interventions are available for anxiety disorders (40–
41), depression (42–43), conduct disorder (44–46), and eating disorders
(47–50). Other examples of preventive interventions include group cog-
nitive intervention for adolescents at risk for depressive disorders (51),
intervention with aggressive children at risk for conduct disorder (17,
52), and intervention for children of parents with affective disorder (17).
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Most of these interventions include manualized curricula, manualized
group interventions, and guided individual intervention programs that
can be implemented in naturalistic settings.

Other evidence-based approaches include prenatal and infancy
home visiting by nurses (53), parent and teacher education programs
about preschool-age children with disruptive behavior problems (54),
and violence prevention programs (55–56).

A.3.1.1 Sample measure: Proportion of children and adolescents
with “subsyndromal symptoms” of a mental disorder (i.e.,
depression, anxiety, or an eating disorder) and impairment
in functioning at school (i.e., poor attendance and/or poor
academic performance) who receive appropriate preven-
tive intervention.

A.3.1.1 Sample standard: 85% of children and adolescents identi-
fied with “subsyndromal symptoms” of a mental disorder
(i.e., depression, anxiety or an eating disorder) and impair-
ment in functioning at school (i.e., poor attendance and/or
poor academic performance) receive appropriate preven-
tive intervention.

The numerator proposed for this measure is the number of children
and adolescents identified with “subsyndromal symptoms” of a mental
disorder (i.e., depression, anxiety, or an eating disorder) and impair-
ment in functioning at school (i.e., poor attendance and/or poor aca-
demic performance) who receive appropriate preventive intervention
(examples listed above). The denominator is the total number of chil-
dren and adolescents identified with “subsyndromal symptoms” of a
mental disorder (i.e., depression, anxiety, or an eating disorder) and im-
pairment in functioning at school (i.e., poor attendance and/or poor ac-
ademic performance) during a 12-month period.

This indicator presumes that a plan would periodically use a stan-
dardized assessment method or instrument to identify children and ado-
lescents who met the criteria for “subsyndromal symptoms.” Plans
would need to identify specific threshold criteria for the definition of
“subsyndromal symptoms” for depression, anxiety, or eating disorder.
When a child or adolescent was identified as meeting the criteria, the plan
would contact the parent or guardian to get information about school at-
tendance and performance. Plans would also need to identify operational
threshold criteria for what constitutes “impaired functioning at school.”
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Data would be collected from a random sample record review of
children and adolescents who met the combination criteria for “sub-
syndromal symptoms” and impaired functioning at school during a
12-month period. It is recognized that review of individual records by a
health plan is time intensive and may represent a practical limitation for
this indicator. The suggested standard of 85% is based on clinical judg-
ment and may need to be refined.

A.4. Specific area: Prevention-minded treatment

Prevention-minded treatment interventions are designed for those indi-
viduals with an identified mental illness who are at severe risk of pro-
gression of their mental illness, recurrence, relapse, or developing a co-
occurring or comorbid mental disorder.

A.4.1 Recommendation/goal: Treatment for all children and ad-
olescents diagnosed with a mental illness should include
psychoeducational interventions for the family focused on
both the acute illness and recovery.

Family involvement is often mentioned as a critical component of
and the context for quality treatment. The AACAP Practice Parameter
for the Assessment and Treatment of Children and Adolescents With
Depressive Disorders (57) specifically addresses the importance of in-
volving family members as informed partners in the treatment team,
helping them understand depression as an illness, addressing psycho-
social deficits, and educating them about the importance of compliance
with treatment. It is also suggested that participation by parents may
help them identify their own depressive symptoms. These are all exam-
ples of psychoeducational interventions for families.

A.4.1.1 Sample indicator: Families of children or adolescents diag-
nosed with a depressive disorder receive appropriate psy-
choeducational interventions as part of their treatment.

A.4.1.1 Sample measure: Proportion of families of children or
adolescents diagnosed with a depressive disorder who re-
ceive psychoeducational interventions as part of treatment.

A.4.1.1 Sample standard: 85% of families of children or adoles-
cents diagnosed with a depressive disorder receive psych-
oeducational interventions as part of treatment.
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The numerator proposed for this measure is the number of families
with a child or adolescent being treated for a depressive disorder who
receive psychoeducational interventions as part of treatment. The de-
nominator is the total number of families with a child or adolescent
being treated for a depressive disorder during a 12-month period. Data
would be collected from a random sample record review of the child
and adolescent patients in a 12-month period. It is recognized that re-
view of individual records by a health plan is time intensive and may
represent a practical limitation for this indicator. Health plans would
need to develop psychoeducational interventions and materials for par-
ents that are appropriate and understandable for the enrolled popula-
tions they serve. The suggested standard of 85% is based on clinical
judgment and may need to be refined.

B. Access Indicators

B.1.1.1 Sample indicator: Children and adolescents presenting
with symptoms of emotional and behavioral problems re-
ceive comprehensive diagnostic and testing services in a
timely manner.

B.2.1.1 Sample indicator: Health plans have available the full
range of licensed mental health professionals who have ap-
propriate training and/or expertise in child and adolescent
mental disorders.

B.3a.1.1 Sample indicator: Plans provide access to parent training
in behavior management of child and adolescent patients
diagnosed with oppositional defiant disorder, conduct dis-
order, or attention-deficit/hyperactivity disorder (ADHD).

B.3b.1.1 Sample indicator: Plans provide access to stimulant
medication for child or adolescent patients diagnosed with
ADHD.

B.3b.1.2 Sample indicator: Plans provide access to anti–obsessive-
compuslive disorder (OCD) medication for child or adoles-
cent patients diagnosed with OCD.

B.3b.1.3 Sample indicator: Plans provide access to antidepressant
medication (specifically, selective serotonin reuptake inhib-
itors [SSRIs]) for adolescent patients diagnosed with major
depressive disorder.
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B.3c.1.1 Sample indicator: Plans provide access to speech and lan-
guage services for children with speech and language deficits.

B.4.1.1 Sample indicator: Children and adolescents with psychiat-
ric disorders have access to appropriate services from a full
continuum of care, including emergency services; inpa-
tient, day, and outpatient treatment; crisis intervention;
case management; and wrap-around, home-based, and re-
spite services.

B.5.1.1 Sample indicator: Plans ensure availability of providers
who reflect the ethnicity and language of enrolled popula-
tions.

B.5.1.2 Sample indicator: Plans provide continuing education
programs for their individual providers that focus on cul-
turally and linguistically competent services.

B. Access framework

1. Access to appropriate evaluation
2. Access to appropriately qualified clinicians
3. Access to appropriate treatment

a. Psychosocial treatment
b. Medication
c. Specialized services

4. Access to continuum of coordinated care
5. Access to culturally and linguistically competent services and

providers

B.1. Specific area: Access to appropriate evaluation

B.1.1 Recommendation/goal: Children and adolescents should
have access to and receive appropriate mental health eval-
uation services.

Appropriate psychiatric evaluation of children and adolescents
needs to occur in the context of their developmental status, their social
network, and their cultural background. It should result in a diagnostic
formulation, an assessment of strengths, and the development of a
treatment plan. Pertinent principles have been outlined in the AACAP’s
Practice Parameters for the Psychiatric Assessment of Children and
Adolescents (58–59).
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The breadth and intensity of the evaluation need to be determined
by providers specializing in child and adolescent disorders and should
be tailored to the individual child’s needs. The range of required eval-
uation services may include, but is not restricted to, psychiatric as-
sessments, psychological and psychoeducational testing, speech and
language evaluations, laboratory testing, diagnostic imaging, electro-
encephalograms, and formal development assessments.

Furthermore, timeliness of care is a critical component of appropriate
access. Standards for timeliness have been developed that distinguish
emergency, urgent, and routine care situations. For example, the Chil-
dren’s Special Needs Request for Information (CSNP-RFI) in New York
established the following standards for Medicaid recipients (60). For
emergency conditions, appointments should be available 24 hours per
day, 7 days per week within 1–4 hours. Appointments for urgent care
situations, determined through triage not to require immediate care, need
to be available within 24 hours. Routine care must be provided within
10 business days. Geographic access standards represent another im-
portant domain of access to care. New York’s CSNP-RFI (60) also spec-
ifies that all enrollees in urban or suburban areas should have access to
inpatient as well as outpatient services with 30 minutes travel time
or within 30 miles, whichever is less; rural areas may negotiate local
standards. 

B.1.1.1 Sample indicator: Children and adolescents presenting
with symptoms of emotional and behavioral problems re-
ceive comprehensive diagnostic and testing services in a
timely manner.

B.1.1.1 Sample measure: Percentage of children and adolescents
presenting with symptoms of a psychiatric disorder who re-
ceive referral for comprehensive diagnostic and testing
services within an appropriate timeframe and geographic
distance.

B.1.1.1 Sample standard: 90% of children and adolescents present-
ing with symptoms of a psychiatric disorder receive appro-
priate evaluation and testing services in a timely manner
and within appropriate geographic distance.

The numerator proposed for this measure is the number of children
and adolescents presenting with symptoms of a psychiatric disorder re-
ceiving appropriate evaluation and testing services in a timely manner



Report of the Task Force on Quality Indicators for Children 95

and within appropriate geographic distance. The denominator is the to-
tal number of children and adolescents presenting with symptoms of a
psychiatric disorder. Data would be collected from a random sample
record review of patients who presented with symptoms of a psychiat-
ric disorder during the prior 12 months. It is recognized that review of
individual records by a health plan is time intensive and may represent
a practical limitation for this indicator. The suggested standard of 90%
is based on clinical judgment and may need to be refined. The standard
is less than 100% because some adolescents and/or parents may prefer
not to accept the recommendation for an evaluation.

B.2. Specific area: Access to appropriately qualified clinicians

B.2.1 Recommendation/goal: Children and adolescents should
have timely access to appropriately qualified clinicians for
psychiatric evaluations, other assessments, and treatment.

The psychiatric evaluation and treatment of children and adoles-
cents differs from that of adults in important respects, requiring addi-
tional expertise and training. Evaluation and treatment of children and
adolescents requires knowledge of normal and pathological develop-
ment, as well as familiarity with the range of general medical and psychi-
atric conditions that affect individuals at different ages. While some
mental disorders present similarly across the age spans, others are
significantly influenced by developmental factors. As outlined in the
AACAP practice parameters (58), competence in developmentally based
assessment and treatment principles is essential. Likewise, standardized
assessments of children, such as psychological testing, speech and
language evaluation, and occupational therapy assessment, require fa-
miliarity with age-specific measures and testing principles. An appropri-
ately qualified clinician will have obtained professional specialty
training and certification/licensure for child and adolescent populations.

B.2.1.1 Sample indicator: Health plans have available the full range
of licensed mental health professionals who have appropri-
ate training and/or expertise in child and adolescent men-
tal disorders.

B.2.1.1 Sample measure: Percentage of mental health profession-
als providing evaluation and treatment services to children
and adolescents in the plan who have appropriate specialty
qualifications and training.
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B.2.1.1 Sample standard: 90% of mental health professionals provid-
ing evaluation and treatment services to children and adoles-
cents have appropriate specialty qualifications and training.

The numerator proposed for this measure is the number of mental
health professionals with documentation of specialty qualifications and
training. The denominator is the number of mental health professionals
providing treatment to this population. Documentation about the quali-
fications and training of a random sample of individuals providing eval-
uation and treatment services to children and adolescents during the
prior 12 months would be collected from health plan administrative data.
The suggested standard of 90% is based on clinical judgment and may
need to be refined. The standard is less than 100% in view of the shortage
of child and adolescent specialists in many underserved and rural areas.

B.3. Specific area: Access to appropriate treatment

B.3a. Access to appropriate psychosocial interventions

B.3a.1 Recommendation/goal: Appropriate psychosocial inter-
ventions for the child and family should be available and
used in appropriate intensity and duration for those dis-
orders for which they have been shown to be efficacious,
effective, or clinically indicated.

Recent reviews of research literature on the efficacy and effective-
ness of psychosocial treatments for children (61–67) demonstrated du-
rable benefits of psychosocial interventions for a variety of child mental
health disorders. For example, behavioral parent training and behav-
ioral interventions in the classroom are well-established treatments for
ADHD (64). Behavioral management training programs for parents
have been shown to be efficacious for conduct disorder and opposi-
tional defiant disorder. Scientific support is also emerging for other
treatment approaches with these disorders, such as anger management,
assertiveness training, and multisystemic treatment (62). Cognitive-
behavioral interventions have been shown to be probably efficacious
for children and adolescents with depression (63) or with phobias and
anxiety disorders (65). Additional treatment approaches for anxiety dis-
orders based on modeling or operant conditioning principles also have
emerged as probably efficacious. In order to be effective, all interven-
tions should be given in adequate intensity and duration. In addition to
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the research evidence, clinical practice reviews and expert consensus
opinions have produced additional data. 

Evidence and support for using psychosocial interventions are pro-
vided in the AACAP practice parameters for depressive disorders (57),
bipolar disorder (68), OCD (69), posttraumatic stress disorder (70),
other anxiety disorders (71), ADHD (72), conduct disorder (73), sub-
stance abuse (74), and schizophrenia (75).

B.3a.1.1 Sample indicator: Plans provide access to parent training
in behavior management of child and adolescent patients
diagnosed with oppositional defiant disorder, conduct dis-
order, or ADHD.

B.3a.1.1 Sample measure: Percentage of children and adolescents
diagnosed with oppositional defiant disorder, conduct dis-
order, or ADHD whose parents received training in behav-
ior management.

B.3a.1.1 Sample standard: Estimate parents of 80% of child and ad-
olescents diagnosed with oppositional defiant disorder,
conduct disorder, or ADHD receive training in behavior
management.

The numerator proposed for this measure is the number of children
and adolescents diagnosed with one of the disorders above whose par-
ents received training in behavior management in a given year. The de-
nominator is the total number of children and adolescents diagnosed
with one of the disorders above and treated in the plan. Adequate in-
tensity and duration of parent training in behavior management are de-
fined by expert consensus as well as professional practice guidelines
and parameters.

Data would be collected from a random sample record review of
patients diagnosed with one of the disorders above during the prior 12
months. It is recognized that review of individual records by a health
plan is time intensive and may represent a practical limitation for this
indicator. Data also might be gathered from the plan’s administrative
data sets (e.g., claims review data). The suggested standard of 80% is
based on clinical judgment and may need to be refined.

B.3b. Access to appropriate medications

B.3b.1 Recommendation/goal: Medications, including newer an-
tidepressants and antipsychotics, should be included in the
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formulary of a given health plan and should be used in ap-
propriate dosage and duration for those disorders for
which they have been shown to be efficacious, effective, or
clinically indicated.

The safety and efficacy of psychotropic medications for children
have been the focus of increasing scientific inquiry. New findings are
emerging continuously, necessitating frequent updates of the knowl-
edge and evidence base. A recent review of available evidence on the
effectiveness of pediatric psychopharmacotherapy, based on criteria
established for the International Psychopharmacology Algorithm Project
(76), suggests that the strongest evidence base exists for the short-term
pharmacological treatment of ADHD and of OCD (61). The most com-
prehensively researched treatments for ADHD are the psychostimulant
medications (77–79). Further evidence has recently emerged about the
efficacy of stimulant treatments for ADHD over a 14-month period (80–81).
Efficacious agents for childhood and adolescent OCD include clomipra-
mine (82–84) and SSRIs (85–87). Currently, there is less evidence for the
efficacy of SSRI antidepressants for depression. However, support does
exist for the use of fluoxetine in the treatment of major depressive dis-
order in children and adolescents (88).

Additional support and evidence about the use of medications for
psychiatric disorders of childhood and adolescence are provided in the
AACAP practice parameters for depressive disorders (57), OCD (69),
posttraumatic stress disorder (70), other anxiety disorders (71), ADHD
(72), conduct disorder (73), bipolar disorder (68), and schizophrenia
(75). Psychiatric medications should only be prescribed by physicians
who have appropriate experience and training in assessing and treating
mental disorders in children and adolescents.

B.3b.1.1 Sample indicator: Plans provide access to stimulant medi-
cation for child or adolescent patients diagnosed with
ADHD.

B.3b.1.2 Sample indicator: Plans provide access to anti-OCD medi-
cation for child or adolescent patients diagnosed with
OCD.

B.3b.1.3 Sample indicator: Plans provide access to antidepressant
medication (specifically, SSRIs) for adolescent patients di-
agnosed with major depressive disorder.
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B.3b.1 Sample measure: Percentage of patients in the health plan
diagnosed with the specific disorder who receive a trial of
adequate dose and duration of the respective medication.

B.3b.1 Sample standard: Estimate 75% of patients with a given
disorder receive a trial of the specific medication.

The numerator proposed for this measure is the number of patients
diagnosed with the specific disorder who receive a trial of the specific
medication in a 12-month period. The denominator is the total number
of children diagnosed with the specific disorder in the plan who re-
ceived treatment for the disorder during the 12 months. Adequate dose
and duration are defined by published research, clinical guidelines, or
expert consensus publications. Data would be collected from a random
sample record review of patients diagnosed with the specific disorder
and treated during the prior 12 months. It is recognized that review of
individual records by a health plan is time intensive and may represent
a practical limitation for this indicator. Data might be gathered from the
plan’s pharmacy or administrative data sets. The suggested standard of
75% is based on clinical judgment and may need to be refined. 

B.3c. Access to appropriate specialized treatment services

B.3c.1 Recommendation/goal: Children and adolescents should
have access to necessary specialized services for those dis-
orders for which they have been shown to be efficacious, ef-
fective, or clinically indicated.

Language, learning, and motor skills disorders affect a large num-
ber of children and are frequently associated with other psychiatric and
developmental disorders. The assessment and treatment of children af-
fected by these disorders often require multidisciplinary efforts and
communication among health professionals and the child’s school.
Guiding principles have been outlined in several relevant AACAP prac-
tice parameters (89–91).

B.3c.1.1 Sample indicator: Plans provide access to speech and
language services for children with speech and language
deficits.

B.3c.1 Sample measure: The percentage of children with speech
and language deficits who have received or are receiving
specialized speech and language services in appropriate
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intensity and duration and provided by certified speech
and language therapists.

B.3c.1 Sample standard: Estimate 80% of children with speech
and language deficits have received or are receiving speech
and language therapy.

The numerator is the number of children who have received or are
receiving specialized speech and language services. The denominator is
the total number of children identified with speech and language deficits.
This will be determined through reviewing treatment plans from a sam-
ple of patient records identified by each health plan. It is recognized that
review of individual records by a health plan is time intensive and may
represent a practical limitation for this indicator. The suggested standard
of 80% is based on clinical judgment and may need to be refined.

B.4. Specific area: Access to a continuum of coordinated care

Since the evolution of the Child and Adolescent Service System Pro-
gram (CASSP) initiative in the mid-1980s, there has been growing inter-
est in community-based systems of care that offer access to a full
continuum of services for children and adolescents with psychiatric dis-
orders. These systems also offer a broad array of alternative or non-
traditional services with pooled and/or flexible funding. Development
of these programs has been supported by the federal Center for Mental
Health Services and the Robert Wood Johnson Foundation. Several re-
cent publications offer support for community-based systems of care.
These include Mental Health: A Report of the U.S. Surgeon General (92),
Best Principles for Managed Care Medicaid RFPs (93), and Best Principles for
Managing Outcomes in Managed Medicaid Programs (94).

B.4.1 Recommendation/goal: Interventions of varying levels of
intensity and restrictiveness should be available as appro-
priate for those disorders for which they have been shown
to be efficacious, effective, or clinically indicated.

An essential value in serving children and adolescents is provision of
service in the least restrictive and most developmentally normative envi-
ronment. A recent review of effective treatments for children and adoles-
cents distinguishes traditional forms of treatment (outpatient therapy,
partial hospitalization, and inpatient therapy) from intensive, comprehen-
sive community-based interventions (case management, home-based treat-
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ment, therapeutic foster care, and therapeutic group homes) and from
crisis support services (family support, respite services, mentors) (66). These
newer approaches have emerged in response to demand for community-
based alternatives to traditional services. Presently the evidence base for
them lags behind their availability (66). Developmental considerations
and family preferences also support the importance of access to a full con-
tinuum of care for children and adolescents with psychiatric disorders.

B.4.1.1 Sample indicator: Children and adolescents with psychiatric
disorders have access to appropriate services from a full con-
tinuum of care, including emergency services; inpatient, day,
and outpatient treatment; crisis intervention; case manage-
ment; and wrap-around, home-based, and respite services.

This indicator is not targeted at a specific psychiatric disorder or
clinical population. Rather, the indicator is focused on the importance
of plan members’ having access to a full array of services based on a
carefully developed individual plan of care.

B.4.1.1 Sample measure: Data will be collected from the plan
about the utilization in each service category by enrolled
children and adolescents during a 12-month period.

B.4.1.1 Sample standard: 100% of plans provide access to a full
continuum of services to children and adolescents with psy-
chiatric disorders. A full continuum of services includes
emergency services; inpatient, day, and outpatient treat-
ment; crisis services; case management; wrap-around ser-
vices; home-based services; respite services; and family
support services.

Data could be gathered from the plan’s administrative data sets
(e.g., claims review data). Currently no specific standard has been de-
veloped for this indicator. It is anticipated that collecting this data
would allow comparison among health plans.

B.5. Specific area: Access to culturally and linguistically 
competent services and providers

B.5.1 Recommendation/goal: Services should be rendered in a
manner that is tailored to the cultural and linguistic charac-
teristics of the enrolled population.
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Culture and language can serve as barriers to the delivery of appro-
priate and necessary health services (95–96). Health plans that function
in multicultural and diverse linguistic communities should have poli-
cies and procedures that support cultural and linguistic competence.
Thus, mental health service systems need to identify the health beliefs
and practices of enrolled populations to design programs, interven-
tions, and services that will minimize such barriers and ensure cultural
competence. Definitions of such efforts have been described in New
York’s CSNP-RFI (60). Cultural and linguistic sensitivity and compe-
tence are among the basic values of the federal CASSP initiative (97).

B.5.1.1 Sample indicator: Plans ensure availability of providers who
reflect the ethnicity and language of enrolled populations.

B.5.1.1 Sample measure: Percentages of providers in the plan who
reflect the ethnicity and language of the various enrolled
populations.

B.5.1.1 Sample standard: Estimate proportional distribution for
a given language and ethnicity of plan providers and en-
rolled patients.

Health plans collect and report data about the language and ethnic-
ity of both children and adolescents receiving treatment and individual
providers in the plan during a 12-month period. Data also could be
gathered from the plan’s administrative data sets (e.g., enrollee demo-
graphic data). The suggested standard is based on clinical judgment
and may need to be refined.

B.5.1.2 Sample indicator: Plans provide continuing education
programs for their individual providers that focus on cul-
turally and linguistically competent services.

Continuing education programs must be tailored to the specific cul-
tural and linguistic needs of the plan’s enrolled population.

B.5.1.2 Sample measure: Percentage of individual providers com-
pleting continuing education programs addressing pro-
vision of culturally and linguistically competent services to
the plan’s enrolled population.

B.5.1.2 Sample standard: 75% of individual providers have
received an appropriate continuing education program
within the past 24 months.
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The numerator is the number of individual providers in the plan
who have received the appropriate training in the provision of cultur-
ally and linguistically competent services. The denominator is the total
number of individual providers in the plan. Health plans collect and re-
port data about the participation of individual providers in appropriate
continuing education programs during the previous 24-month period.
Data also could be gathered from the plan’s administrative data sets
(e.g., provider profiles). The suggested standard of 75% is based on clin-
ical judgment and may need to be refined.

C. Quality/Process/Appropriateness Indicators

C.1.1.1 Sample indicator: Children and adolescents receiving treat-
ment for a psychiatric disorder have a multi-axis DSM-IV-
TR diagnosis that is based on information that is docu-
mented in the evaluation report.

C.2a.1.1 Sample indicator: Adolescents diagnosed with depression,
OCD, or other anxiety disorders have a trial of cognitive-
behavioral therapy (CBT) of appropriate intensity and du-
ration.

C.2a.1.2 Sample indicator: Adolescents diagnosed with a depres-
sive disorder have a trial of interpersonal psychotherapy
(IPT) of appropriate intensity and duration.

C.2b.1.1 Sample indicator: Children diagnosed with ADHD, mod-
erate or severe, receive a stimulant medication trial.

C.2b.1.2 Sample indicator: Adolescents diagnosed with a psychotic
disorder will receive an atypical antipsychotic medication
trial.

C.3.1.1 Sample indicator: Children being treated for severe or
persistent mental illness requiring multi-system complex
care have their care coordinated.

C.4.1.1 Sample indicator: Treatment relationships between treating
clinician and patient are supported and maintained in the
transition between outpatient and inpatient levels of care.

C.4.1.2 Sample indicator: If desired by patient and family, treat-
ment relationships between clinician and patient continue
to completion of treatment or for a maximum of 6 months
under the following circumstances: a) a change in health/



104 Report of the APA Task Force on Quality Indicators for Children

insurance plans or status occurs, or b) the treating clinician
leaves the health plan network.

C. Quality/process/appropriateness framework

1. Comprehensive evaluation
2. Appropriate and effective treatment

a. Psychosocial treatment
b. Medication

3. Coordination between different levels of care
4. Continuity of care

C.1. Specific area: Comprehensive evaluation

C. 1.1 Recommendation/goal: Children or adolescents present-
ing with symptoms of behavioral, emotional, or learning
difficulties need an assessment, sufficiently comprehen-
sive, linguistically and culturally sensitive, and of adequate
duration, to establish or rule out the presence of a psychiat-
ric disorder, to make an appropriate DSM-IV-TR diagnosis,
and to determine the level of impairment.

The evaluation should include consideration of developmental,
medical, neurological, and psychosocial/cultural contributions, follow-
ing the guidelines for assessment in the practice parameters developed
by the AACAP (58–59).

Familiarity with normal childhood development and the principles
of child psychiatric diagnosis and treatment is necessary. In addi-
tion, essential factors to be considered in assessment, diagnosis, and
treatment planning are developmental factors; the roles of caretakers,
school, and various social agencies; physical health; and the unique
contribution of the family system. Structured or semistructured instru-
ments (98, Table 17–1) can be useful components of the evaluation.
However, the evaluation should not depend solely on such instru-
ments. A comprehensive evaluation requires some flexibility in the pro-
cess, as well as empathic rapport and individualized assessment of
feelings, personality style, coping mechanisms, and adaptive strengths.
Rating scales and other instruments are also used as part of the assess-
ment and evaluation process. Rating scales are useful in establishing
baseline information and to allow ongoing comparison measures (98,
Tables 18–1, 19–1, 19–2).
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C.1.1.1 Sample indicator: Children and adolescents receiving
treatment for a psychiatric disorder have a multi-axis DSM-
IV-TR diagnosis that is based on information documented
in the evaluation report.

C.1.1.1 Sample measure: Percentage of children and adolescents
receiving treatment who have a DSM-IV-TR diagnosis
that is based on evaluation information documented in the
record.

C.1.1.1 Sample standard: 100% of children and adolescents receiv-
ing treatment for psychiatric disorders in the plan have a
multi-axis DSM-IV-TR diagnosis which is based on infor-
mation from their evaluation.

The numerator is the number of children and adolescents receiving
treatment who have a multi-axis DSM-IV-TR diagnosis that is based on
evaluation information documented in the record. The denominator is
the number of children and adolescents who are receiving mental health
or substance abuse services. Clinicians may use structured or semistruc-
tured instruments in the evaluation process (e.g., Schedule for Affective
Disorders and Schizophrenia for School-Age Children [K-SADS], Child
Behavior Checklist, NIMH Diagnostic Interview Schedule for Children
[DISC]). Data would be collected from a random sample record review
of patients who received treatment during the prior 12 months. It is rec-
ognized that review of individual records by a health plan is time inten-
sive and may represent a practical limitation for this indicator. The
suggested standard of 100% is based on clinical judgment and may
need to be refined.

C.2. Specific area: Appropriate and effective treatment

Treatment modalities should be chosen with consideration of therapeu-
tic benefit, risks, linguistic and cultural factors, and patient preference.
Appropriate treatment requires ongoing monitoring and evaluation for
positive and adverse effects as well as periodic revision of the treatment
plan as indicated by response to treatment and additional information.
Effective treatment requires an individualized approach based on com-
prehensive evaluation and the identified patterns of target symptoms
and strengths. When evidence and support for specific treatment inter-
ventions exists in the literature, these interventions should be provided
in appropriate intensity and duration.
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C.2a. Psychosocial treatment

Different psychosocial treatments are used to treat psychiatric disorders
of children and adolescents. Examples include interactive (play) ther-
apy for children, individual verbal therapy (including psychodynamic
psychotherapy), CBT, family therapy, group therapy with peers, and
psychoeducational interventions.

C.2a.1 Recommendation/goal: Psychosocial treatments should be
used in the appropriate intensity, duration, and type for
those disorders for which they are likely to be efficacious,
effective, or clinically indicated.

Modalities selected should be individualized and based on com-
prehensive evaluation. Recent reviews of research literature on the effi-
cacy and effectiveness of psychosocial treatments for children (61–67)
demonstrated durable benefits of psychosocial interventions for a vari-
ety of child mental health disorders. CBT interventions have been
shown to be probably efficacious for children and adolescents with de-
pression (63) or with phobias and anxiety disorders (65). Additional
treatment approaches for anxiety disorders based on modeling or oper-
ant conditioning principles have also emerged as probably efficacious.
IPT has also been shown to be efficacious for depression in adolescents
(99). Thus, there is increasing evidence that supports the efficacy of us-
ing manualized treatments (i.e., CBT and IPT) for depression in adoles-
cents. If a plan provides both CBT and IPT for depressed adolescents,
then its estimated that the standard would be 50% of adolescents diag-
nosed with a depressive disorder receive a course of either CBT or IPT.
In order to be effective, all interventions should be given in adequate
intensity and duration. In addition to the research evidence, clinical
practice reviews and expert consensus opinions have produced addi-
tional data. Practice parameters developed by the AACAP contain a
synthesis of this data.

C.2a.1.1 Sample indicator: Adolescents diagnosed with depression,
OCD, or other anxiety disorders have a trial of CBT of ap-
propriate intensity and duration.

C.2a.1.1 Sample measure:  Percentage of adolescents diagnosed
with depression, obsessive compulsive disorder, or other
anxiety disorders who receive a trial of cognitive behav-
ioral therapy (CBT).
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C.2a.1.1 Sample standard: Estimate 50% of patients diagnosed with
one of the above disorders receive a course of CBT.

The numerator is the number of adolescents diagnosed with one of
the disorders above who received a course of CBT. The denominator is
the total number of adolescents diagnosed with one of the disorders
above. Adequate intensity and duration of CBT are defined by expert
consensus as well as professional practice guidelines and parameters.
Data would be collected from a random sample record review of pa-
tients who were diagnosed with one of the disorders above during the
prior 12 months. It is recognized that review of individual records by a
health plan is time intensive and may represent a practical limitation for
this indicator. Data also might be gathered from the plan’s administra-
tive data sets (e.g., claims review data). The suggested standard of 50%
is based on clinical judgment and may need to be refined.

C.2a.1.2 Sample indicator: Adolescents diagnosed with a depres-
sive disorder have a trial of IPT of appropriate intensity
and duration.

C.2a.1.2 Sample measure: Percentage of adolescents diagnosed
with a depressive disorder who receive a trial of IPT.

C.2a.1.2 Sample standard: Estimate 50% of adolescent patients di-
agnosed with a depressive disorder receive a course of IPT.

The numerator is the number of adolescents diagnosed with a de-
pressive disorder who received a course of IPT. The denominator is the
total number of adolescents diagnosed with a depressive disorder.
Adequate intensity and duration of IPT are defined by expert consensus
as well as professional practice guidelines and parameters. Data would
be collected from a random sample record review of adolescent patients
who were diagnosed with a depressive disorder during the prior 12
months. It is recognized that review of individual records by a health
plan is time intensive and may represent a practical limitation for this
indicator. Data also might be gathered from the plan’s administrative
data sets (e.g., claims review data). The suggested standard of 50% is
based on clinical judgment and may need to be refined.

C.2b. Medication treatment

Psychiatric medication for children and adolescents should be pre-
scribed in both adequate dose and duration in conjunction with psycho-
social treatment modalities as clinically indicated.
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C.2b.1 Recommendation/goal: Medication should be used in treat-
ment of children and adolescents for those disorders for
which they have been shown to be efficacious, effective, or
clinically indicated.

C.2b.1.1 Sample indicator: Children diagnosed with ADHD, mod-
erate or severe, receive a stimulant medication trial.

The safety and efficacy of psychotropic medications for children
have been the focus of increasing scientific inquiry. New findings are
emerging continuously, necessitating frequent updates of the knowl-
edge and evidence base. A recent review of available evidence on the
effectiveness of pediatric psychopharmacotherapy, based on criteria es-
tablished for the International Psychopharmacology Algorithm Project
(76), suggests that the strongest evidence base exists for the short-term
pharmacological treatment of ADHD and of OCD (61). The most
comprehensively researched treatments for ADHD are the psycho-
stimulant medications (77–79). Further evidence has recently emerged
about the efficacy of stimulant treatments for ADHD over a 14-month
period (80–81).

The decision to use medication should be based on whether the
child or adolescent meets the DSM-IV-TR diagnostic criteria for ADHD
and has persistent symptoms that are sufficiently severe to cause func-
tional impairment at school and usually also at home and with peers.
Additionally, there should be careful consideration of the risks and ben-
efits of medication, risk of side effects, and outcome or prognosis for the
untreated disorder. Medication should not be used as a sole treatment
modality. ADHD requires a comprehensive treatment and management
plan, which also addresses family, school, and educational needs and
symptoms. Coexisting disorders such as specific learning disorders,
speech and language disorders, and sensorimotor disorders often re-
quire specialized psychotherapeutic or remedial interventions. In most
cases, stimulant medication is the first choice of treatment based on the
current scientific evidence and expert clinical consensus. Generally,
there is a high rate of improvement in both neurocognitive and behav-
ioral symptoms in response to the stimulants. There is some variability
in response and dosage among children. The decision to use alternative
medications should be based on the following: insufficient clinical re-
sponse to stimulants; unacceptable side effects or sensitivities; co-occurring
conditions that might be aggravated by stimulants; presence of drug-
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abusing individuals in the home; or prior substance abuse history of the
child or adolescent. Alternative medications used in ADHD include
antidepressant medications (e.g., tricyclic antidepressants, bupropion,
venlafaxine) and adrenergic agonists (clonidine and guanfacine).

C.2b.1.1 Sample measure: The percentage of children diagnosed
with moderate or severe ADHD who received a trial of ad-
equate dose and duration of stimulant medication.

C.2b.1.1 Sample standard: Estimate 75% of patients with moderate
or severe ADHD will receive a trial of stimulant medica-
tion.

The numerator is the number of children diagnosed with moderate
or severe ADHD who received a trial of stimulant medication of ade-
quate dose and duration. The denominator is the number of children in
the plan diagnosed with ADHD. Adequate dose and duration are de-
fined by published research, clinical guidelines, or expert consensus
publications. Severity of ADHD would be determined by appropriate
standardized rating scales or instruments. Data would be collected
from a random sample record review of patients who were diagnosed
with moderate or severe ADHD during the prior 12 months. An exam-
ple of a standardized rating scale is the Clinical Global Impressions
Scale (CGI). The CGI has been used in ADHD medication studies to as-
sess change. Examples of other scales useful in assessing change and
improvement include Connors Teacher Rating Scale—Revised (CTRS-R)
and the Connors Parent Rating Scale—Revised (CPRS-R). It is recog-
nized that review of individual records by a health plan is time inten-
sive and may represent a practical limitation for this indicator. The
suggested standard of 75% is based on clinical judgment and may need
to be refined.

C.2b.1.2 Sample indicator: Adolescents diagnosed with a psychotic
disorder will receive an atypical antipsychotic medication
trial.

There are few controlled studies of the use of antipsychotic medica-
tion with children and adolescents who are diagnosed with a psychotic
disorder. Case reports and limited research studies indicate effective-
ness of both traditional and new generation atypical/novel antipsy-
chotic medications (61). Current clinical practice is guided by expert
clinical consensus. Concerns regarding tardive dyskinesia and par-
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kinsonian and dystonic symptoms have diminished use of traditional
antipsychotic medications as “first line” choices in favor of the new-
generation atypical antipsychotic medications. Clozapine is used for pa-
tients with refractory disorder because of its side-effect and risk profile
(75). Responsible prescribing requires consideration of both short- and
longer-term side effects as well as effects of development. Risk-benefit
assessment should also include consideration of the effects of the un-
treated disorder on both the child and family. 

C.2b.1.2 Sample measure: The percentage of adolescents diagnosed
with a psychotic disorder who receive a trial of an atypical
antipsychotic medication of adequate dose and duration.

C.2b.1.2 Sample standard: Estimate 75% of adolescents diagnosed
with a psychotic disorder will receive a trial of an atypical
antipsychotic medication.

The numerator is the number of adolescents diagnosed with a psy-
chotic disorder who receive a trial of adequate dose and duration of an
atypical antipsychotic medication. The denominator is the total number
of adolescents diagnosed with a psychotic disorder. Adequate dose and
duration are defined by published research, clinical guidelines, or ex-
pert consensus publications. Data would be collected from a random
sample record review of patients who were diagnosed with a psychotic
disorder during the prior 12 months. It is recognized that review of
individual records by a health plan is time intensive and may represent
a practical limitation for this indicator. The suggested standard of 75%
is based on clinical judgment and may need to be refined. The estimated
standard is less than 100% because of the incidence of transient psy-
chotic symptoms that can occur secondary to medication, infectious or
metabolic disorders, and illicit/street drugs. The selection of the atypi-
cal antipsychotic class of medications is based on the substantial evi-
dence about their efficacy in psychotic disorders with adults. There is,
however, currently a lack of evidence regarding the long-term safety
and efficacy of using atypical antipsychotic medications with adoles-
cents.

C.3. Specific area: Coordination of services

Because of the frequent involvement of multiple individuals and multi-
ple systems in the treatment of children, coordination of services and
service providers is necessary for appropriate, efficient, and effective
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care. The specific means or method of providing such coordination should
be determined by the treatment team. Coordination of care can be pro-
vided in a variety of ways (e.g., a specialized care coordinator or service
coordinator; a small team of individuals who share responsibility for
coordination). Individuals assigned (e.g., case managers, family care co-
ordinators) should have appropriate training and experience serving
children and adolescents across multiple systems of care (e.g., mental
health, school, child welfare, juvenile justice). These individuals who
are coordinating care should also have demonstrated cultural and lin-
guistic competence.

C.3.1 Recommendation/goal: Children with severe or persistent
mental illness whose care involves multiple child serving
systems, caretakers, and service providers should have
their care coordinated.

C.3.1.1 Sample indicator: Children being treated for severe or per-
sistent mental illness requiring multisystem complex care
have their care coordinated.

C.3.1.1 Sample measure: The percentage of children with severe
or persistent mental illness are either assigned an individ-
ual to provide coordination (e.g., case manager, care coor-
dinator) or have evidence of coordination of services.

C.3.1.1 Sample standard: Estimate 80% of children being treated
for severe or persistent mental illness will have evidence of
coordination of care.

The numerator is the number of children with severe or persistent
mental illness who were either assigned a case manager/coordinator or
whose case demonstrates evidence of coordinated services. The denom-
inator is the total number of children impaired because of severe and
persistent mental illness who received treatment in the plan. Plans
would need to develop definitions of “severe or persistent mental ill-
ness” and “evidence.” Data would be collected from a random sample
record review of patients who were admitted and diagnosed with se-
vere or recurrent mental illnesses during the prior 12 months. It is rec-
ognized that review of individual records by a health plan is time
intensive and may represent a practical limitation for this indicator. The
suggested standard of 80% is based on clinical judgment and may need
to be refined.
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C.4. Specific area: Continuity of care

Continuity of care supports effective treatment through the therapeutic
alliance, continuing awareness of past treatment experience and his-
tory, and prevention of interruption and/or fragmentation of treatment.
Studies of patients who drop out of treatment indicate that lack of con-
tinuity is an important source of patient dissatisfaction with treatment
(100).

C.4.1 Recommendation/goal: Continuity of the treatment rela-
tionship should be supported and maintained through both
level of care transitions and change of insurance plans for
up to 6 months or until terminated due to resolution of ill-
ness or at patient’s family request.

C.4.1.1 Sample indicator: Treatment relationships between clini-
cian and patient are supported and maintained in the
transition between outpatient and inpatient levels of
care.

Outpatient clinicians may be involved with the inpatient episode of
care in various ways. Examples include exchanging written informa-
tion, telephone calls, and/or actual face-to-face meetings. This does not
necessarily mean, however, that the outpatient clinician would be the
primary clinician for the child’s inpatient admission.

C.4.1.1 Sample measure: The percentage of outpatient clinicians
who continue some contact or involvement with the pa-
tient and/or treatment team when he or she is admitted to
inpatient care.

C.4.1.1 Sample standard: Estimated 75% of outpatient clinicians
maintain some involvement with their patient and/or treat-
ment team during inpatient care.

The numerator is the number of children and adolescents whose
outpatient therapists maintained some involvement during their in-
patient psychiatric admission. The denominator is all children and ad-
olescents who had an inpatient admission. Data about the therapist’s
involvement would be collected from a random sample record review
of patients who had an inpatient psychiatry admission during the prior
12 months. It is recognized that review of individual records by a health
plan is time intensive and may represent a practical limitation for this
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indicator. The suggested standard of 75% is based on clinical judgment
and may need to be refined.

C.4.1.2 Sample indicator: If desired by patient and family, treat-
ment relationships between clinician and patient continue
to completion of treatment or for a maximum of 6 months
under the following circumstances: a) a change in health/
insurance plans or status occurs or b) the treating clinician
leaves the health plan network.

The NCQA encourages continued access to a clinician who is leav-
ing a plan network. The NCQA standard for managed care organiza-
tions (2001–2002) indicates that plan members undergoing active
treatment should have access to their practitioner through the current
period of active treatment or for up to 90 days, whichever is shorter
(101). Plans should strive to attract and retain high-quality providers of
mental health services. Retention rates of quality providers can be used
to compare health plans.

C.4.1.2 Sample measure: Percentage of clinician/patient treat-
ment relationships that continue, when desired by patient
and family, to completion of treatment or for a maximum of
6 months under the two circumstances listed above.

C.4.1.2 Sample standard: Estimated 75% of treatment relation-
ships continuing when desired by the patient and family
under the circumstances listed above.

The numerator is the number who continue treatment (to comple-
tion or up to a maximum of 6 months) with the same clinician under the
circumstances listed above. The denominator is the total number of
children in the circumstances listed above whose families desired con-
tinuing treatment with the same clinician. Data would be collected from
a sample record review of patients in the two categories: a) those who
left the health plan during the prior 12 months and b) those whose treat-
ing clinician left the health plan’s network. It is recognized that review
of individual records by a health plan is time intensive and may repre-
sent a practical limitation for this indicator. The suggested standard of
75% is based on clinical judgment and may need to be refined. The rec-
ommendation of “to completion of treatment or for a maximum of
6 months” is also based on clinical judgment.
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D. Satisfaction/Perceptions of Care Indicators

D.1a.1.1 Sample indicator: Adolescent members using mental health
or substance abuse services are either very or highly satisfied.

D.1b.1.1 Sample indicator: Adolescent members using mental health
or substance abuse services are either very or highly sa-
tisfied with the cultural and linguistic competence of these
services.

D.1c.1.1 Sample indicator: Adolescent members using mental health
or substance abuse services are either very or highly satis-
fied with the confidentiality of these services.

D.2a.1.1 Sample indicator: Families of child or adolescent members
are either very or highly satisfied with access to mental
health or substance abuse services.

D.2b.1.1 Sample indicator: Families with a child or adolescent
using mental health or substance abuse services are either
very or highly satisfied with the cultural and linguistic
competence of these services.

D.2c.1.1 Sample indicator: Families of child or adolescent members
using mental health or substance abuse services are satis-
fied with their treatment services.

D.2d.1.1 Sample indicator: Families with a child or adolescent us-
ing mental health or substance abuse services are either
very or highly satisfied with their involvement in treat-
ment planning for their child.

D.2e.1.1 Sample indicator: Families with a child or adolescent using
mental health or substance abuse services are satisfied with
the discussion of treatment options and risks and benefits.

D.3.1.1 Sample indicator: Network providers of mental health or
substance abuse services are either very or highly satisfied
with the behavioral health plan.

D. Satisfaction/perceptions of care framework

1. Patient

a. Global
b. Cultural and linguistic competence
c. Confidentiality
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2. Family

a. Access
b. Cultural and linguistic competence
c. Global
d. Treatment planning
e. Informed consent

3. Clinician (provider)

Consumer satisfaction is an important measure of the quality of be-
havioral health care and is crucial in the evaluation of outpatient mental
health services. It is viewed as an important sentinel of potential prob-
lems in health care delivery. Satisfaction is linked to health care, treat-
ment compliance, health status outcome, and changes in one’s doctor or
health plan (102–106). Satisfaction may be measured along several di-
mensions. These include the method used to contact respondents (mail,
interview, telephone), the target (visit, provider, clinic, plan), and the
domain. Domains of consumer satisfaction include perceived quality of
care provided; perceptions of the care experience; outcomes of care; and
interpersonal factors with regard to the way care is provided.

Patient satisfaction ratings reflect perceptions and assumptions
about health care and the way it should be provided. In the future, re-
ports of patient satisfaction will assume greater weight in the awarding
of managed care contracts than they have in the past (105). There is in-
creasing recognition that an evaluation of managed care should examine
how mental health services impact children with chronic conditions such
as mental disorders. Specific efforts include reporting HEDIS quality and
satisfaction measures separately for these populations (107). Dissatisfac-
tion with one’s health plan may lead to plan disenrollment and out-of-
plan use (108–110); general satisfaction with care has effects on patient
compliance with treatment plans and choice of physicians (109, 111).

The general practice among health plans and health services re-
searchers is to survey the insured party (i.e., the parent) about issues of
satisfaction for all family members. Most previous attempts to improve
the quality of care for adolescents have examined the perceptions and
satisfaction levels of their parents (112–116). This strategy works for
younger children but is much less reliable for older children. Parents are
more likely to make and enforce decisions about treatment for their
younger children, whereas parents have less control of their adoles-
cents’ attitudes and attendance. Therefore, when the perspectives of
adolescents are not taken into account, the evaluation of services is the-



116 Report of the APA Task Force on Quality Indicators for Children

oretically incomplete and biased toward the views of parents, provider,
and/or evaluator (117–120). Satisfaction at the health plan level is usu-
ally assessed through mailed or telephone surveys. Instruments admin-
istered at the clinic level are not ideal because they do not capture
results from persons who drop out of care, do not come to appoint-
ments, or lack access. The use of mail surveys with reminders is stan-
dard practice for adults in commercial plans but has not been successful
in Medicaid plans or with adolescents. Thus, telephone surveys, which
are expensive, will be required for these efforts. Finally, provider sur-
veys require telephone surveys for the most part.

This section addresses overall plan satisfaction issues from various
informants. Eventually, separate reporting and assessment procedures
should be developed for “priority populations,” such as children in
substitute care, the severely disturbed, and minority populations, since
prior work has demonstrated the needs for different instruments, re-
porting methods, and results.

D.1. Specific area: Patient satisfaction

D.1a. Adolescent member global satisfaction

Adolescents report more satisfaction with individual treatment and less
satisfaction with family therapy, whereas parents report more satisfac-
tion with family therapy and less satisfaction with individual treatment
for their children (113). Adolescents’ satisfaction is actually linked to
both the structural and interpersonal therapeutic aspects of service de-
livery. Their attitude before the actual visit and their perceptions of a
provider’s performance, as well as the waiting time to see the provider,
are important to how they rate satisfaction. Their degree of satisfaction
is as much a reflection of their own psychosocial characteristics as it is
of the actual care they receive (106, 121–122). Their satisfaction with ser-
vices is a reliable predictor of their subsequent compliance with ap-
pointments, intention to return, or follow-up. Factors that are important
to adolescents include confidentiality, respect for privacy, characteris-
tics of the provider, frequency and duration of services, scheduling, en-
joyability, accessibility, and the provider’s explanation of the rationale
for treatment, interventions, and outcome (105).

D.1a.1 Recommendation/goal: A high proportion of children and
adolescents using behavioral services should be very satis-
fied with their services.
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D.1a.1.1 Sample indicator: Adolescent members using mental
health or substance abuse services are either very or highly
satisfied.

D.1a.1.1 Sample measure: With use of a standardized instrument,
the percentage of adolescents using mental health or sub-
stance abuse services in a given year who report being ei-
ther very or highly satisfied with those services.

D.1a.1.1 Sample standard: Estimate 65% of adolescent patients
using mental health or substance abuse services will re-
port being either very or highly satisfied with those ser-
vices.

The numerator proposed for this measure is the number of adoles-
cent patients using mental health or substance abuse services who re-
port on a standardized instrument that they are either very or highly
satisfied with their behavioral health services. The denominator is the
total number of adolescents receiving mental health or substance abuse
services in the plan during a 12-month period. This indicator presumes
that a standardized instrument is used at intervals during the course of
treatment. One example is the Consumer Assessment of Behavioral
Health Services (CABHS) (123–124). Data would be collected from a
random sample record review of patients receiving mental health or
substance abuse services in the plan during a 12-month period. It is rec-
ognized that review of individual records by a health plan is time inten-
sive and may represent a practical limitation for this indicator. As an
alternative to record reviews, health plans may use administrative data
from their MIS if it includes data from the rating instruments. The sug-
gested standard of 65% is based on clinical judgment and may need to
be refined.

D.1b. Adolescent satisfaction with cultural and linguistic 
competence of behavioral health services

The rapid growth of minority populations in the United States and the
recognition that cultural and linguistic barriers to mental health ser-
vices present formidable obstacles to mental health care require atten-
tion to the cultural competence of behavioral health services. To date,
there is a dearth of adolescent or family assessment surveys about cul-
tural competence. However, some new measures exist that may be rel-
evant (125).
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D.1b.1 Recommendation/goal: A high proportion of adolescents
using behavioral health services should be very satisfied
with the cultural and linguistic competence of their care.

D.1b.1.1 Sample indicator: Adolescent members using mental
health or substance abuse services are either very or highly
satisfied with the cultural and linguistic competence of
these services.

D.1b.1.1 Sample measure: Using a standardized instrument, the
percentage of adolescent patients using mental health or
substance abuse services in a given year who report being
either very or highly satisfied with the cultural and linguis-
tic competence of behavioral services.

D.1b.1.1 Sample standard: Estimate 65% of adolescent patients will
report being very or highly satisfied with the cultural and
linguistic competence of their behavioral services.

The numerator proposed for this measure is the number of adoles-
cent patients using mental health or substance abuse services who re-
port on a standardized instrument that they are either very or highly
satisfied with the cultural and linguistic competence of their behavioral
health services. The denominator is the total number of adolescents re-
ceiving mental health or substance abuse services in the plan during a
12-month period. This indicator presumes that a standardized instru-
ment is used at intervals during the course of treatment. Examples in-
clude Consumer Assessment of Behavioral Health Services (123–124),
Tools for Monitoring Cultural Competence (126), and Cross Cultural
Counseling Inventory (CCCI-R) (127). Data would be collected from a
random sample record review of patients receiving mental health or
substance abuse services in the plan. It is recognized that review of in-
dividual records by a health plan is time intensive and may represent a
practical limitation for this indicator. As an alternative to record re-
views, health plans may use administrative data from their MIS if it in-
cludes data from the rating instruments. The suggested standard of 65%
is based on clinical judgment and may need to be refined.

D.1c. Adolescent member satisfaction with 
confidentiality of behavioral services

Adolescent concerns about confidentiality have been labeled as some of
the most important barriers to behavioral health care access. Adoles-
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cents in particular may be susceptible to concerns about parent aware-
ness of their emotional and behavioral symptoms. Thus, confidentiality
around their behavioral concerns is particularly important.

D.1c.1 Recommendation/goal: A high proportion of adolescents
using behavioral health services should be very satisfied
with the confidentiality of their care.

D.1c.1.1 Sample indicator: Adolescent members using mental
health or substance abuse services are either very or highly
satisfied with the confidentiality of these services.

D.1c.1.1 Sample measure: Using a standardized instrument, the
proportion of adolescent patients using mental health or
substance abuse services who report being very or highly
satisfied with confidentiality of behavioral health services.

D.1c.1.1 Sample standard: 85% of adolescent patients using mental
health or substance abuse services will report being either
very or highly satisfied with the confidentiality of their be-
havioral health services.

The numerator proposed for this measure is the number of adoles-
cent patients using mental health or substance abuse services who re-
port on a standardized instrument that they are either very or highly
satisfied with the confidentiality of their behavioral health services. The
denominator is the total number of adolescents receiving mental health
or substance abuse services in the plan during a 12-month period. This
indicator presumes that a standardized instrument is used at intervals
during the course of treatment. An example is the Consumer Assess-
ment of Behavioral Health Services (123–124). Data would be collected
from a random sample record review of patients receiving mental
health or substance abuse services in the plan. It is recognized that re-
view of individual records by a health plan is time intensive and may
represent a practical limitation for this indicator. As an alternative to
record reviews, health plans may use administrative data from their
MIS if it includes data from the rating instruments. The suggested stan-
dard of 85% is based on clinical judgment and may need to be refined.

D.2. Specific area: Family satisfaction

Parental satisfaction is linked to structural and economic aspects of chil-
dren’s services. Parents are more likely to base their satisfaction on
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access and convenience, their child’s treatment process (including the
relationship with the therapist), availability of parent and family ser-
vices, and overall ease of the process. They are more satisfied with ser-
vices when parents and providers mutually agree to terminate a child’s
outpatient treatment services. And, the longer the child is in treatment,
the more satisfied parents are with their relationship with the child’s
therapist (105, 116). Stuntzer-Gibson et al. describe the factors affecting
older children’s perspectives on service satisfaction (128): “Older chil-
dren possess greater critical awareness and cognitive ability to evaluate
events in their lives. They may expect more of services and conse-
quently derive less satisfaction from them. In addition, older children
generally have more complex needs owing to their maturational devel-
opment, and services may not be sufficiently attuned to these needs.
Thus their dissatisfaction may be as much a reflection of service systems
inadequacies as it is higher critical standards.”

D.2a. Family members’ satisfaction with 
access to behavioral services

D.2a.1 Recommendation/goal: A high proportion of families with
children should be aware of how to access behavioral health
services and satisfied with their access to services.

D.2a.1.1 Sample indicator: Families of child or adolescent members
are either very or highly satisfied with access to mental
health or substance abuse services.

D.2a.1.1 Sample measure: Using appropriate standardized mea-
sures, the percentage of families with a child or adolescent
who report satisfaction with access to mental health or sub-
stance abuse services—including choice of providers, ease
in obtaining appointments and referrals, and paperwork
burden.

D.2a.1.1.1 Sample standard: Estimate 85% of families with a child or
adolescent receiving treatment will be satisfied with their
access to mental health and substance abuse services.

The numerator proposed for this measure is the number of families
among those responding who report being either very or highly satisfied
with their access to mental health or substance abuse services on a stan-
dardized instrument. The denominator is the total number of families
enrolled in the plan during a 12-month period. This indicator presumes
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that a standardized instrument or survey is used at intervals to collect in-
formation. Examples include Consumer Assessment of Behavioral
Health Services (123–124) and Parent Assessment of Care Survey (PACS)
(129). Data could also be collected from caregiver interviews using a ran-
dom sample of families enrolled in the plan. It is recognized that care-
giver interviews by a health plan are time intensive and may represent a
practical limitation for this indicator. As an alternative to caregiver inter-
views, health plans may use administrative data from their MIS if it in-
cludes data from the standardized instrument. The suggested standard
of 85% is based on clinical judgment and may need to be refined.

D.2b. Family members’ satisfaction with cultural 
and linguistic competence

D.2b.1 Recommendation/goal: A high proportion of families with
children should be satisfied with the cultural and linguistic
competence of their behavioral health services.

The rapid growth of minority populations in the United States and
the recognition that cultural and linguistic barriers present formidable
obstacles to mental health care require attention. To date, there is a
dearth of adolescent or family assessment surveys of cultural compe-
tence. However, some new measures exist that may be relevant (125).

D.2b.1.1 Sample indicator: Families with a child or adolescent using
mental health or substance abuse services are either very or
highly satisfied with the cultural and linguistic competence
of these services.

D.2b.1.1 Sample measure: The proportion of families with a child or
adolescent using mental health or substance abuse services
who report, through use of a standardized instrument, be-
ing very or highly satisfied with the cultural and linguistic
competence of services.

D.2b.1.1 Sample standard: 85% of families with a child or adoles-
cent using mental health of substance abuse services report
being either very or highly satisfied with cultural and lin-
guistic competence of mental health or substance abuse
services.

The numerator proposed for this measure is the number of families
with a child or adolescent using mental health or substance abuse ser-
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vices who report on a standardized instrument that they are either very
or highly satisfied with the cultural and linguistic competence of the
services. The denominator is the total number of families with a child
or adolescent receiving mental health or substance abuse services in the
plan during a 12-month period. This indicator presumes that a stan-
dardized instrument is used at intervals during the course of treatment.
Examples include Consumer Assessment of Behavioral Health Services
(123–124), Tools for Monitoring Cultural Competence (126), Cross Cul-
tural Counseling Inventory (127), and Parent Assessment of Care Sur-
vey (129). Data would be collected from a random sample record review
of patients receiving mental health or substance abuse services in the
plan. It is recognized that review of individual records by a health plan
is time intensive and may represent a practical limitation for this in-
dicator. As an alternative to record reviews, health plans may use
administrative data from their MIS if it includes data from the rating in-
struments. The suggested standard of 85% is based on clinical judgment
and may need to be refined.

D.2c. Family members’ global satisfaction

D.2c.1 Recommendation/goal: A high proportion of families with
children should be satisfied with their behavioral health
treatment services.

D.2c.1.1 Sample indicator: Families of child or adolescent members
using mental health or substance abuse services are satis-
fied with their treatment services.

D.2c.1.1 Sample measure: The proportion of families with a child or
adolescent using mental health or substance abuse services
who report, through of a standardized instrument, being
satisfied with these treatment services.

D.2c.1.1 Sample standard: 85% of families with a child or adoles-
cent using mental health or substance abuse services report
being satisfied with these treatment services.

The numerator proposed for this measure is the number of families
with a child or adolescent using mental health or substance abuse ser-
vices who report on a standardized instrument that they are satisfied
with the treatment services. The denominator is the total number of
families with a child or adolescent receiving mental health or substance
abuse services in the plan during a 12-month period. This indicator pre-
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sumes that a standardized instrument is used at intervals during the
course of treatment. Examples include Consumer Assessment of Behav-
ioral Health Services (123–124) and Parent Assessment of Care Survey
(129). Data would be collected from a random sample record review of
patients receiving mental health or substance abuse services in the plan.
It is recognized that review of individual records by a health plan is
time intensive and may represent a practical limitation for this indicator.
As an alternative to record reviews, health plans may use administra-
tive data from their MIS if it includes data from the rating instruments.
Data could also be collected from caregiver interviews using a random
sample of families receiving mental health or substance abuse services.
It is recognized that caregiver interviews conducted by a health plan are
time intensive and may represent a practical limitation for this indica-
tor. The suggested standard of 85% is based on clinical judgment and
may need to be refined.

D.2d. Parental/guardian satisfaction with 
involvement in treatment planning

D.2d.1 Recommendation/goal: Health plans should systemati-
cally and regularly assess parent/guardian satisfaction
with the degree to which they are included in treatment
planning for their child and planning for crisis or emer-
gency management.

D.2d.1.1 Sample indicator: Families with a child or adolescent using
mental health or substance abuse services are either very or
highly satisfied with their involvement in treatment plan-
ning for their child.

D.2d.1.1 Sample measure: The proportion of families with a child or
adolescent using mental health or substance abuse services
who report, through use of a survey instrument, that they
are either very or highly satisfied with their involvement in
treatment planning.

D.2d.1.1 Sample standard: Estimate 85% of families with a child or
adolescent using mental health or substance abuse services
will report that they are either very or highly satisfied with
their involvement in treatment planning.

NOTE: To determine their involvement, the parents or caregivers
are asked if they feel that their role in their child’s care was
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acknowledged by staff and if they had the opportunity to
participate in treatment planning and planning for man-
agement of crises and emergencies.

The numerator proposed for this measure is the number of families
with a child or adolescent using mental health and substance abuse ser-
vices who report that they are either very or highly satisfied with their
involvement in treatment planning. The denominator is the total num-
ber of families with a child or adolescent receiving mental health or
substance abuse services during a 12-month period. This indicator pre-
sumes that a survey is used at intervals to collect information. Data
could also be collected from caregiver interviews using a random sam-
ple of families. It is recognized that caregiver interviews by a health
plan are time intensive and may represent a practical limitation for this
indicator. As an alternative to caregiver interviews, health plans may
use administrative data from their MIS if it includes data from the sur-
vey instrument. The suggested standard of 85% is based on clinical
judgment and may need to be refined.

D.2e. Parent/guardian satisfaction with informed consent process

This specifically refers to satisfaction with the provider’s discussion of
treatment options/treatment risks and benefits and how he or she ob-
tained informed consent/assent for treatment.

D.2e.1 Recommendation/goal: Health plans should systematically
and regularly assess parent/guardian satisfaction with the
way the provider discussed treatment options/treatment
risks and benefits and obtained informed consent from the
parent and informed assent from the child.

D.2e.1.1 Sample indicator: Families with a child or adolescent using
mental health or substance abuse services are satisfied with
the discussion of treatment options, risks, and benefits.

D.2e.1.1 Sample measure: The proportion of families with a child or
adolescent using mental health or substance abuse services
who report, through use of a survey instrument, that they
are satisfied with the discussion of treatment options, risks,
and benefits by the treatment provider(s).

D.2e.1.1 Sample standard: Estimate 85% of families with a child or
adolescent using mental health or substance abuse services
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who report that they are satisfied with the discussion of
treatment options, risks, and benefits by the treatment pro-
vider(s).

The numerator proposed for this measure is the number of families
with a child or adolescent using mental health and substance abuse ser-
vices who report that they are satisfied with the discussion of treatment
options, risks, and benefits. The denominator is the total number of
families with a child or adolescent receiving mental health or substance
abuse services during a 12-month period. This indicator presumes that
a survey instrument is used at intervals to collect information. The sur-
vey should assess a) parental satisfaction with the quantity and quality
of information received from the clinician about treatment benefits and
risks and treatment options, and b) whether informed consent was ob-
tained from the parents and informed assent from the child.

Data could also be collected from caregiver interviews using a ran-
dom sample of families. It is recognized that caregiver interviews by a
health plan are time intensive and may represent a practical limitation
for this indicator. As an alternative to caregiver interviews, health plans
may use administrative data from their MIS if it includes data from the
survey. The suggested standard of 85% is based on clinical judgment
and may need to be refined.

D.3. Specific area: Clinician/provider satisfaction

Increasingly it is apparent that clinician/provider satisfaction with a
health plan can affect access of enrolled members to clinician/providers.

D.3.1 Recommendation/goal: A high proportion of network pro-
viders should be satisfied with administrative services, val-
ues, and quality of care and with their ability to choose and
implement treatments provided through the behavioral
health plan.

D.3.1.1 Sample indicator: Network providers of mental health or
substance abuse services are either very or highly satisfied
with the behavioral health plan.

D.3.1.1 Sample measure: The percentage of network providers
who report, through use of a survey instrument, they are
highly or very satisfied with a) the plan’s administrative
services, values, and quality of care; and b) the provider’s
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ability to choose and implement behavioral health treat-
ments provided through the plan.

D.3.1.1 Sample standard: Estimate 70% of network providers will
be satisfied overall.

The numerator proposed for this measure is the number of network
providers of mental health or substance abuse services who report that
they are satisfied with the plan’s administrative services, values, and
quality of care. The denominator is the total number of network pro-
viders of mental health or substance abuse services to children and
adolescents during a 12-month period. This indicator presumes that
a survey instrument is used at intervals to collect information. The sur-
vey should assess a) satisfaction with the plan’s administrative services,
values, and quality of care, and b) the provider’s ability to choose and
implement behavioral treatments provided through the plan.

Data could also be collected by interviewing a random sample of
network providers. It is recognized that network provider interviews
conducted by a health plan are time intensive and may represent a prac-
tical limitation for this indicator. The suggested standard of 70% is
based on clinical judgment and may need to be refined. In lieu of using
a fixed percentage as the standard, plans could choose to demonstrate
continuous improvement in network provider satisfaction with the
plan.

E. Outcomes/Effectiveness Indicators

E.1.1.1 Sample indicator: Children and families participate in the
decision to terminate treatment in a health plan.

E.2.1.1 Sample indicator: Reduction in symptoms of inattention,
impulsivity, and hyperactivity among patients with the di-
agnosis of ADHD receiving treatment for the disorder in a
given health plan.

E.2.1.2 Sample indicator: Reduced use of substances among
patients with a diagnosis of a substance-related disorder
(abuse or dependence) who are receiving treatment for the
disorder in a given health plan.

E.3.1.1 Sample indicator: Improved school attendance for chil-
dren and adolescents receiving treatment for a psychiatric
disorder in a given health plan.
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E.3.1.2 Sample indicator: Decreased involvement (i.e., arrests, de-
tentions, or incarcerations) with juvenile justice/criminal
system for children and adolescents receiving treatment for
a psychiatric disorder in a health plan.

E.3.1.3 Sample indicator: Children and adolescents diagnosed
with a psychotic disorder receiving treatment for the disor-
der will demonstrate an improved level of functioning.

E.4.1.1 Sample indicator: Children and adolescents receiving
treatment for a mental disorder report increased enjoyment
of life and fuller participation in age and/or developmen-
tally appropriate activities.

E.4.2.1 Sample indicator: Absence of documented abuse or neglect
subsequent to the initiation of treatment of children in a
given health plan.

E.5.1.1 Sample indicator: Reduction in family’s stress level and
impact of illness.

E.6.1.1 Sample indicator: Plans strive to limit the number of
days of work missed by parents due to caring for a child
receiving treatment for a mental disorder in a given health
plan.

E.6.1.2 Sample indicator: Plans strive to limit the number of days
of homebound instruction for children receiving treatment
for a mental disorder in a given health plan.

E.7.1.1 Sample indicator: Plans strive to limit the number of days
children receiving treatment for a mental disorder in a
given health plan are placed out of home in restrictive
placements (i.e., psychiatric hospital, residential treatment
center, or incarcerated).

E. Outcomes/effectiveness framework

1. Maximization of treatment participation
2. Reduction or stabilization of symptoms
3. Improvement of level of functioning of child
4. Improvement of quality of life for child
5. Improvement of quality of life for family
6. Minimization of social and economic costs
7. Minimization of restrictive care
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E.1. Specific area: Maximization of treatment participation

E.1.1 Recommendation/goal: Efforts should be made to maxi-
mize treatment participation for children and families re-
ceiving treatment.

The importance of family involvement throughout all phases of as-
sessment and treatment has been increasingly supported and valued as
an important dimension in working with emotionally disturbed chil-
dren and adolescents. To date, the evidence base that documents posi-
tive effects of family involvement and participation is limited. One
study suggests the importance of family involvement in improving the
school performance of chronically disruptive youths (130). Findings
from another study support the benefits of parent involvement in early
childhood programs (131). Ongoing work by Frieson, Korloff, and asso-
ciates at the Portland State University Research and Training Center on
Family Support and Children’s Mental Health is attempting to demon-
strate the effects of family participation and involvement on outcomes.

E.1.1.1 Sample indicator: Children and families participate in the
decision to terminate treatment in a health plan.

Health plans always have some percentage of children and families
who leave treatment before achieving reduction in symptoms or im-
provement in functioning. These treatment terminations are often re-
ferred to as “drop-outs.” It is important for health plans to examine
these terminations in an effort to understand whether the child and
family were active participants with the treating clinician(s) in making
the decision to terminate treatment.

E.1.1.1 Sample measure: Data will be collected about the number
of children and families who participated in the decision to
terminate treatment.

E.1.1.1 Sample standard: Estimate that 60% of records for patients
who terminate treatment with the health plan contain doc-
umentation that the termination was planned and mutu-
ally agreed on by the child, family, and provider.

The numerator proposed for this measure is the number of records
that contain documentation that there was planning and mutual agree-
ment about the termination of treatment. The denominator is the total
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number of children and families who terminate treatment with the
plan. Data would be collected from a random sample record review of
patients who terminated treatment during the prior 12 months. It is rec-
ognized that review of individual records by a health plan is time inten-
sive and may represent a practical limitation for this indicator. The
suggested standard of 60% is based on clinical judgment and may need
to be refined.

E.2. Specific area: Reduction and/or stabilization of symptoms

E.2.1 Recommendation/goal:  Children and adolescents re-
ceiving treatment known to be clinically effective for their
condition(s) should experience a significant reduction in
symptoms/signs after receiving appropriate treatment for
a reasonable period of time.

E.2.1.1 Sample indicator: Reduction in symptoms of inattention,
impulsivity, and hyperactivity among patients with the di-
agnosis of ADHD receiving treatment for the disorder in a
given health plan.

Attention-deficit/hyperactivity disorder is a common psychiatric
condition in children and adolescents. The diagnosis of ADHD requires a
comprehensive assessment. Treatment for ADHD should be multimodal
and targeted at reducing symptoms and improving overall functioning
(72). Modalities for which there is evidence of efficacy and effectiveness
in the treatment of ADHD include stimulant medications, parent train-
ing, behavior therapy, and combination multimodal treatment (61, 66–67).
Comorbid psychiatric conditions may also have influences on treat-
ment and must be considered in treatment planning and evaluation of
outcomes.

E.2.1.1 Sample measure: Score on standardized ADHD rating
scale.

E.2.1.1 Sample standard: Estimate 80% of patients receiving treat-
ment will show a significant improvement in their score on
a standardized rating scale within 4 months.

The numerator proposed for this measure is the number of children
receiving treatment for ADHD who show significant improvement on
the standardized rating scale. The denominator is the total number of
children receiving treatment for ADHD in the plan. This indicator pre-
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sumes that a standardized rating scale is used at the beginning of treat-
ment and repeated at intervals during the course of treatment. Data
would be collected from a random sample record review of patients with
the DSM-IV-TR diagnosis of ADHD. It is recognized that review of in-
dividual records by a health plan is time intensive and may represent a
practical limitation for this indicator. As an alternative to record re-
views, health plans may use administrative data from their MIS if it in-
cludes data from rating scales. The suggested standard of 80% is based
on clinical judgment and may need to be refined. A definition of “sig-
nificant improvement” on the standardized rating scale would also
need to be quantified.

An example of a standardized rating scale is the Clinical Global
Impressions Scale (CGI) (132). The CGI has been used in ADHD
medication studies to assess change. Examples of other scales useful
in assessing change and improvement are the Connors Teacher Rating
Scale—Revised (CTRS-R) and the Connors Parent Rating Scale—
Revised (CPRS-R).

E.2.1.2 Sample indicator: Reduced use of substances among
patients with a diagnosis of a substance-related disorder
(abuse or dependence) who are receiving treatment for the
disorder in a given health plan.

Substance use and abuse (i.e., alcohol and illegal drugs) remain a
significant problem among children and adolescents. Reducing impair-
ment related to substance abuse has been included as an outcome in-
dicator in several leading measurement sets (MHSIP, AMBHA-PERMS,
USDHHS-PPG). It was also identified as an important outcome indica-
tor for children and adolescents by the American College of Mental
Health Administration at the Santa Fe Summit on Behavioral Health
(133–134). The primary goal of treatment is to achieve and maintain ab-
stinence from the substance (74, 135). Comorbid psychiatric conditions
(e.g., conduct disorder, oppositional defiant disorder) may have influ-
ences on treatment and must be considered in treatment planning and
evaluation of outcomes.

E.2.1.2 Sample measure: Percentage of adolescent patients who
started an intensive substance abuse treatment program
who are abstaining from substance use (sober) in the sixth
month of their aftercare program.
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E.2.1.2 Sample standard: Estimate 40% of adolescent patients who
started an intensive substance abuse treatment program
will be abstaining from substance use (sober) in the sixth
month of their aftercare program.

The numerator proposed for this measure is the number of adoles-
cents who started an intensive substance abuse treatment program who
are abstaining from substance use (sober) in the sixth month of their af-
tercare program. As a means to measure sobriety, patient reports, re-
ports of family and other caregivers, and laboratory tests such as
urinalysis may be considered. The denominator is the total number of
adolescents who started an intensive substance abuse treatment pro-
gram in the plan. Data would be collected from a random sample record
review of patients with the DSM-IV-TR diagnosis of substance-related
disorder who entered the intensive substance abuse treatment program
in the prior 12 months. It is recognized that review of individual records
by a health plan is time intensive and may represent a practical limita-
tion for this indicator. The suggested standard of 40% is based on clini-
cal judgment and may need to be refined.

E.3. Specific area: Improved level of functioning of the child

E.3.1 Recommendation/goal:  The level of functioning for
children and adolescents receiving treatment known to be
effective for their condition(s) should improve after re-
ceiving appropriate treatment for a reasonable period of
time.

An important quality outcome indicator is level of functioning.
Children and adolescents with psychiatric disorders frequently have
impaired functioning in multiple life areas, including school, home and
family, interpersonal relationships, and behavior in the community. Al-
though available treatments can effectively reduce clinical symptoms
for many children and adolescents, impairment in functioning may re-
main.

Improved level of functioning has been included as an outcome in-
dicator in several leading measurement sets (MHSIP, AMBHA-PERMS,
USDHHS-PPG). It was also identified as an important outcome indica-
tor for children and adolescents by the American College of Mental
Health Administration at the Santa Fe Summit on Behavioral Health
(133–134).
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E.3.1.1 Sample indicator: Improved school attendance for children
and adolescents receiving treatment for a psychiatric disor-
der in a given health plan.

Improving attendance, behavioral functioning, and academic per-
formance in school is specifically included as an outcome indicator in
MHSIP. It was also identified as an important outcome indicator for
children and adolescents by the American College of Mental Health
Administration at the Santa Fe Summit on Behavioral Health (133–134).

This indicator is focused on those children and adolescents receiv-
ing mental health treatment in the plan who have a history of missing
an average of 5 days or more per month of school.

E.3.1.1 Sample measure: For children with a history of missing
school (as defined above), the number of days missed for
any reason will be collected by the health plan from school
records and caregiver reports.

E.3.1.1 Sample standard: Estimate 70% of patients with a history
of missing school (as defined above) who are receiving
mental health treatment in the plan will have a reduction in
the number of missed days from school within 6 months.

The numerator proposed for this measure is the number of children
with a history of missing school (as defined above) who are receiving
mental health treatment in the plan and who have a reduction in the
number of missed days from school for any reason. The denominator is
the number of children with a history of missing school (as defined
above) receiving treatment in the health plan. Data would be collected
from a random sample of interviews with caregivers with a child or ad-
olescent served by the plan during a 12-month period. This indicator
presumes that baseline data on average number of days missed from
school per month are collected at the beginning of treatment and sub-
sequently at intervals (e.g., every 3–6 months) during the course of
treatment. It is recognized that interviews of individual caregivers by a
health plan are time intensive and may represent a practical limitation
for this indicator. Alternatively, plans could develop a form to collect
this information directly from the school. The suggested standard of
70% is based on clinical judgment and may need to be refined.

E.3.1.2 Sample indicator: Decreased involvement (i.e., arrests, de-
tentions, or incarcerations) with juvenile justice/criminal
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system for children and adolescents receiving treatment for
a psychiatric disorder in a health plan.

Involvement with the legal system has been included as an outcome
indicator in several leading measurement sets (MHSIP, AMBHA-PERMS,
USDHHS-PPG). It was also identified as an important outcome indica-
tor for children and adolescents by the American College of Mental
Health Administration at the Santa Fe Summit on Behavioral Health
(133–134). It is expected that health plans will take appropriate steps
and measures to minimize involvement with juvenile justice and crim-
inal justice system for enrollees. This would include, but not be limited
to, coordinating services with juvenile justice agencies, providing over-
all coordination of care, and providing necessary and appropriate sup-
port services to parents and families.

It is recognized that many factors are involved when children and
adolescents become involved in the juvenile justice system. Often, the
circumstances go beyond the influence that individual clinicians or
health plans can have on the outcomes. Nevertheless, with these cave-
ats, this indicator might be used as one measure of a plan’s performance
and also to make comparisons between health plans.

E.3.1.2 Sample measure: For children and adolescents with a his-
tory of documented involvement with the juvenile justice
system, data about the number of arrests, severity of crimes,
and number/length of incarcerations will be collected by
the health plan from youth, caregivers, and juvenile justice
authorities (local and state).

E.3.1.2 Sample standard: Number of documented arrests and in-
carcerations in a given time interval will be lower than the
number in a comparable pretreatment interval.

Data on the number of arrests and incarcerations will be gathered
for children and adolescents who are receiving treatment for a psychi-
atric disorder and have a history of documented arrests and incarcera-
tions. Data would be collected from a random sample of caregivers with
a child or adolescent served by the plan during a 12-month period. It
is recognized that interviews of individual caregivers by a health plan
are time intensive and may represent a practical limitation for this indi-
cator.
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E.3.1.3 Sample indicator: Children and adolescents diagnosed with
a psychotic disorder receiving treatment for the disorder
will demonstrate an improved level of functioning.

Psychotic disorders (e.g., schizophrenia) are not common in chil-
dren and adolescents. The diagnosis of any psychotic disorder requires
a comprehensive assessment conducted by a provider who specializes
in diagnosing and treating children and adolescents. Treatment for any
psychotic disorder should be multimodal and targeted at reducing
symptoms and improving overall functioning (75, 136). Both antipsy-
chotic and mood-stabilizing medications have been shown to be effica-
cious and effective in treating symptoms of psychotic disorders (61, 66).

E.3.1.3 Sample measure: Percentage of patients with a psychotic
disorder diagnosis receiving treatment who show an im-
proved level of functioning on a standardized functional
assessment rating instrument within 6 months of treat-
ment.

E.3.1.3 Sample standard: Estimate 80% of patients with a psy-
chotic disorder diagnosis receiving treatment will show
an improved level of functioning within 6 months of treat-
ment.

The numerator proposed for this measure is the number of children
receiving treatment for a psychotic disorder who show improvement
on a standardized functional assessment instrument. The denominator
is the total number of children receiving treatment for a psychotic dis-
order in the plan. This indicator presumes that a standardized func-
tional assessment scale is used at the beginning of treatment and
repeated at intervals (e.g., every 3 months) during the course of treat-
ment. Examples of functional assessment scales include Child and Ad-
olescent Functional Assessment Scale (98) and Child and Adolescent
Needs and Strengths (137). Data would be collected from a random
sample record review of patients with a DSM-IV diagnosis of one of the
psychotic disorders who are treated during a 12-month period. It is rec-
ognized that review of individual records by a health plan is time inten-
sive and may represent a practical limitation for this indicator. As an
alternative to record reviews, health plans may use administrative data
from their MIS if it includes data from rating scales. The suggested stan-
dard of 80% is based on clinical judgment and may need to be refined.
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E.4. Specific area: Improved quality of life for the child

E.4.1 Recommendation/goal: The quality of life for children and
adolescents receiving treatment known to be effective for
their condition(s) should improve after receiving appropri-
ate treatment for a reasonable period of time.

Reporting positive changes resulting from treatment of a mental
disorder has been included as an outcome indicator in several leading
measurement sets (MHSIP, AMBHA-PERMS, USDHHS-PPG). Report-
ing a positive quality of life was specifically identified as an important
outcome indicator for children and adolescents by the American Col-
lege of Mental Health Administration at the Santa Fe Summit on Behav-
ioral Health (133–134).

E.4.1.1 Sample indicator: Children and adolescents receiving
treatment for a mental disorder report increased enjoyment
of life and fuller participation in age- and/or developmen-
tally appropriate activities.

E.4.1.1 Sample measure: The percentage of children and adoles-
cents who report, through use of a standardized rating in-
strument, significant increase in their enjoyment of life.

E.4.1.1 Sample standard: Estimate 80% of children and adoles-
cents receiving treatment in a given plan report significant
increase in their enjoyment of life within 6 months of treat-
ment.

The numerator proposed for this measure is the number of children
receiving treatment for a mental disorder reported by caregivers to have
a significant increase in their enjoyment of life on a valid quality-of-life
assessment instrument. The denominator is the total number of chil-
dren receiving treatment for a mental disorder in the plan. This indica-
tor presumes that a standardized assessment instrument is used at the
beginning of treatment and repeated at intervals during the course of
treatment. An example of an instrument that can assess quality of life is
the Child Health Questionnaire (CHQ) (138). The CHQ has three par-
ent-completed versions and one child-completed version and can be
used with children ages 5 and up. Data would be collected from a ran-
dom sample record review of patients receiving treatment in the plan
during a 12-month period. It is recognized that review of individual
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records by a health plan is time intensive and may represent a practical
limitation for this indicator. As an alternative to record reviews, health
plans may use administrative data from their MIS if it includes data
from rating scales. The suggested standard of 80% is based on clinical
judgment and may need to be refined.

E.4.2 Recommendation/goal: Children and adolescents under-
going treatment for mental illness have often experienced
abuse and/or neglect prior to treatment in the health plan.
Children and adolescents receiving treatment should be
protected from criminal victimization, abuse, and/or ne-
glect.

Being safe from criminal victimization, abuse, and neglect was spe-
cifically identified as an important outcome indicator for children and
adolescents by the American College of Mental Health Administration
at the Santa Fe Summit on Behavioral Health (133–134). It is expected
that health plans will take appropriate steps and measures to minimize
risk of abuse or neglect occurring with enrollees. This would include,
but not be limited to, coordinating services with child protective service
agencies, providing overall coordination of care, and providing neces-
sary and appropriate support services to parents and families.

E.4.2.1 Sample indicator: Absence of documented abuse or neglect
subsequent to the initiation of treatment of children in a
given health plan.

It is recognized that many complex factors are involved when inci-
dents of abuse or neglect occur with any child or adolescent. Most often,
the circumstances go well beyond the influence that individual treating
clinicians or health plans can have on these serious outcomes. It is also
important to note that applying this specific indicator to a plan might
lead to an unfair conclusion about a plan that serves a high proportion
of the multiproblem patients and families with a higher incidence of
abuse and neglect. In these situations, risk adjustment factors should be
carefully considered. It is important to note also that all health care pro-
viders, teachers, child care workers, etc., are required by state law to
report suspected child abuse/neglect (i.e., mandated reporters). How-
ever, keeping these caveats in mind, this indicator might be used as one
measure of a plan’s performance and also to make comparisons be-
tween health plans.
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E.4.2.1 Sample measure: Data on the number of documented
(founded) instances of abuse or neglect in a given time in-
terval involving children receiving treatment will be col-
lected by the health plan from child welfare/protective
authorities (local and state).

E.4.2.1 Sample standard: Number of documented (founded)
instances of abuse or neglect in a given time interval will
be lower than the number in a comparable pretreatment
interval.

Data on the number of documented (founded) instances of abuse or
neglect will be gathered for children and adolescents who are receiving
treatment and have a history of documented abuse or neglect. Data
would be collected from a random sample record review of patients be-
ing treated with a history of documented abuse or neglect during a
12-month interval. It is recognized that review of individual records by
a health plan is time intensive and may represent a practical limitation
for this indicator. Alternatively, plans could develop a form to collect
this information directly from the child welfare/protective authorities.

E.5. Specific area: Improved quality of life for the child’s family

E.5.1 Recommendation/goal: A family’s quality of life should
improve after their child has been receiving appropriate
treatment of a mental disorder for a reasonable period of
time.

Pediatric chronic physical illness and adult psychiatric disorders
have been established as substantial sources of stress for family caregiv-
ers. To date, there is limited literature in the evidence base that ad-
dresses parental stress resulting from psychiatric disorders in children
and adolescents. Lower quality of life has been reported by parents re-
lated to limited social support and other factors (139). Parents also ex-
perience more feelings of incompetence, depression, worries, and
exhaustion, plus more problems with spouses and other family rela-
tionships (140).

E.5.1.1 Sample indicator: Reduction in family’s stress level and
impact of illness.

E.5.1.1 Sample measure: Percentage of families with children re-
ceiving treatment for a mental disorder who report a reduc-
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tion in their stress level and impact of their child’s illness
using a standardized rating instrument.

E.5.1.1 Sample standard: Estimate 80% of families will show a re-
duction in their score on a standardized instrument within
6 months.

The numerator proposed for this measure is the number of families
with children receiving treatment for a mental disorder who report re-
duction in their stress and burden level on a valid assessment instru-
ment. The denominator is the total number of families with children
receiving treatment for a mental disorder in the plan. This indicator pre-
sumes that a standardized assessment instrument is used at the begin-
ning of treatment and repeated at intervals (e.g., every 3 or 6 months)
during the course of treatment. Examples of instruments that can assess
the family’s stress level and impact of the child’s illness are the Child
and Adolescent Impact Assessment (CAIA) (141) and the Caregiver
Strain Questionnaire (142).

Data would be collected from a random sample record review of
patients receiving treatment in the plan during a 12-month period. It is
recognized that review of individual records by a health plan is time in-
tensive and may represent a practical limitation for this indicator. As an
alternative to record reviews, health plans may use administrative data
from their MIS if it includes data from rating scales. The suggested stan-
dard of 80% is based on clinical judgment and may need to be refined.

E.6. Specific area: Minimization of social and economic costs

E.6.1 Recommendation/goal: Efforts should be made to mini-
mize social and economic costs associated with psychiatric
disorders in children and adolescents.

E.6.1.1 Sample indicator: Plans strive to limit the number of days
of work missed by parents due to caring for a child receiv-
ing treatment for a mental disorder in a given health plan.

Pediatric chronic physical illness and adult psychiatric disorders
have been established as substantial sources of burden for family care-
takers. To date, there is limited literature in the evidence base which ad-
dresses the effects of psychiatric disorders in children and adolescents
on their parents. Tracking days missed from work/employment has
been included as an outcome indicator in several leading measurement
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sets (MHSIP, USDHHS-PPG). Parents’ missing work to care for their
child or adolescent with a mental disorder adds to the economic costs
associated with the mental disorder.

E.6.1.1 Sample measure: Data about the number of parent days
absent from work due to caring for a child receiving treat-
ment will be collected by the health plan from caregiver re-
ports.

E.6.1.1 Sample standard: Estimate less than 10% of parents with
children receiving treatment in a health plan will have missed
20 or more days during a 12-month period.

The numerator proposed for this measure is the number of parents
with children receiving treatment in health plan who are absent 20 or
more days from work. The denominator is the total number of parents
with children receiving treatment for a mental disorder in the plan.
Data would be collected from a random sample of caregivers with a
child or adolescent served by the plan during a 12-month period. It is
recognized that interviews of individual caregivers by a health plan are
time intensive and may represent a practical limitation for this indica-
tor. Alternatively, plans could develop a form to collect this information
from parents. The suggested standard of less than 10% being 20 or more
days absent is based on clinical judgment and may need to be refined.

E.6.1.2 Sample indicator: Plans strive to limit the number of days
of homebound instruction for children receiving treatment
for a mental disorder in a given health plan.

Homebound instruction of a child or adolescent is not a substitute
for their regular attendance and full participation in school. Children
and adolescents with serious psychiatric disorders, however, are not
infrequently removed from their regular school and provided with
homebound instruction by the school system. Children receiving home-
bound instruction are separated from their classrooms and peers.
Homebound instruction represents a less normative and more restric-
tive environment for the child. Improving attendance, functioning, and
performance in school is specifically included as an outcome indicator
in MHSIP. It was also identified as an important outcome indicator for
children and adolescents by the American College of Mental Health
Administration at the Santa Fe Summit on Behavioral Health (133–134).
Reduction in homebound instruction should be associated with an
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increase in school attendance. It should also be noted, however, that
homebound instruction may be necessary and preferable to no instruc-
tion when the child has been suspended or expelled from school. 

E.6.1.2 Sample measure: The number of days of homebound in-
struction for children receiving treatment for a mental dis-
order will be collected from school and caregiver reports.

E.6.1.2 Sample standard: Estimate less than 10% of children re-
ceiving treatment for a mental disorder receive 30 or more
days of homebound instruction during a 12-month period.

The numerator proposed for this measure is the number of children
receiving treatment in health plans who have 30 or more days of home-
bound instruction. The denominator is the total number of children
receiving treatment for a mental disorder in the plan. Data would be
collected from a random sample of caregivers with a child or adolescent
served by the plan. It is recognized that interviews of individual care-
givers by a health plan are time intensive and may represent a practical
limitation for this indicator. Alternatively, plans could develop a form
to collect this information from parents and/or schools. The suggested
standard of less than 10% is based on clinical judgment and may need
to be refined.

E.7. Specific area: Minimization of restrictive care

E.7.1 Recommendation/goal: Children and adolescents with
mental illness should receive care and treatment in the least
restrictive/most normative settings that are appropriate to
their clinical needs.

The current evidence base demonstrates neither efficacy nor effec-
tiveness for inpatient hospital treatment, and the limited evidence on
residential treatment is weak and questionable (66). Out-of-home place-
ment has been included as an outcome indicator in several leading mea-
surement sets (MHSIP, USDHHS-PPG). Having a stable living situation
in a home with a family was identified as an important outcome indica-
tor for children and adolescents by the American College of Mental
Health Administration at the Santa Fe Summit on Behavioral Health
(133–134). It should be noted, however, that there are situations when
out-of-home care is necessary. The intent of this recommendation and
indicator is not to unnecessarily limit clinically necessary and appropri-
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ate out-of-home care, but rather to emphasize that health plans and
families should work closely together and carefully consider any out-
of-home treatment or placement decisions.

E.7.1.1 Sample indicator: Plans strive to limit the number of days
children receiving treatment for a mental disorder in a
given health plan are placed out-of-home in restrictive place-
ments (i.e., psychiatric hospital, residential treatment cen-
ter, or incarcerated).

E.7.1.1 Sample measure: Data about the number of days children
receiving treatment are placed out-of-home in restrictive
placements will be collected by the health plan from pro-
vider and caregiver reports.

E.7.1.1 Sample standard: Estimate less than 20% of children re-
ceiving treatment are placed out-of-home for 30 or more
days in restrictive placements during a 12-month period.

The numerator proposed for this measure is the number of children
receiving treatment for a mental disorder who are placed out-of-home
for 30 or more days in restrictive placements. The denominator is the
total number of children receiving treatment for a mental disorder in
the plan. Data would be collected from a random sample of caregivers
with a child or adolescent served by the plan during a 12-month period.
The level of restrictiveness of placements can be rated using the Restric-
tiveness of Living Environment Scale (143). It is recognized that inter-
views of individual caregivers by a health plan are time intensive and
may represent a practical limitation for this indicator. As an alternative
to record reviews, health plans may use administrative data from their
MIS if it includes data from rating scales. The suggested standard of less
than 20% is based on clinical judgment and may need to be refined.

VI. Next Steps

The future use of the task force report will be the responsibility of the
APA’s Office of Quality Improvement and Psychiatric Services and the
APA’s Council on Quality Improvement.

The overall mission of the APA’s Office of Quality Improvement
and Psychiatric Services is to facilitate the optimal provision of quality
psychiatric services, including substance abuse services. The office works
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1) to document the scientific basis of psychiatric care through the devel-
opment of practice guidelines, and 2) to advocate for strong standards
for quality care through accreditation and related processes. Two im-
portant goals of the office are:

• To promote the use of scientifically valid data and accumulated clin-
ical experience to inform the processes of clinical and policy decision
making.

• To provide psychiatric leadership in the improvement of treatment
by developing, commenting on, and disseminating quality improve-
ment measures for use by clinicians, organized systems of care, ac-
crediting bodies, and others.

The APA’s Council on Quality Improvement includes the Steering
Committee on Practice Guidelines; Committee on Standards and Sur-
vey Procedures; Committee on Quality Indicators; and Task Force on
Quality Indicators for Children; and the Task Force on Patient Safety.

Promotion and Implementation of Indicators

A critical component of all of the APA’s efforts related to quality im-
provement is the ongoing development of indicators, or measures, that
accurately and appropriately reflect important aspects of the quality of
care provided to children, adolescents, and their families.

Under the auspices of the APA’s Council on Quality Improvement,
the Committee on Quality Indicators will assume responsibility for the
promotion and use of this report. Specifically, it is anticipated that the
committee will 

• Develop strategies to disseminate the indicators.
• Encourage additional research and field testing of indicators.
• Promote adoption of selected quality indicators by quality oversight

organizations that are implementing measurement programs.
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Acronyms and Abbreviations

AACAP  American Academy of Child and Adolescent Psychiatry
AAHCC  American Accreditation Healthcare Commission
ACMHA  American College of Mental Health Administration
AHCPR  Agency for Health Care Policy and Research (renamed 

Agency for Healthcare Research and Quality)
AMAP  American Medical Accreditation Program (no longer exists)

AMBHA  American Managed Behavioral Health Association
APA  American Psychiatric Association

BHMAP  Behavioral Health Measurement Advisory Panel

CAHPS  Consumer Assessment for Health Plans Study
CASSP  Child and Adolescent Service System Program

CBCL  Child Behavior Checklist
CBT  Cognitive-behavioral therapy

CMHS  Center for Mental Health Services
CMS  Centers for Medicare and Medicaid Services (formerly HCFA)
CQI  Continuous Quality Improvement

CSNP  Children’s Special Needs Program

DISC  Diagnostic Interview Schedule for Children

EPSDT  Early and Periodic Screening, Diagnosis and Treatment

GAF  Global Assessment of Functioning

HCFA  Health Care Financing Administration
HEDIS  Health Employer Data and Information Set
HIPAA  Health Insurance Portability and Accountability Act

HMO  Health maintenance organization

IPT  Interpersonal psychotherapy

JCAHO  Joint Commission on Accreditation of Healthcare Organizations

KSADS  Kiddie Schedule for Affective Disorders and Schizophrenia

MCO  Managed care organization
MHSIP  Mental Health Statistics Improvement Program Consumer-

Oriented Mental Health Report Card
MIS  Management information system
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NAMI  National Alliance for the Mentally Ill
NASMHPD  National Association of State Mental Health Program Directors

NCQA  National Committee for Quality Assurance
NIH  National Institutes of Health

NIMH  National Institute of Mental Health
NQF  National Quality Forum

ORYX  Not an acronym; refers to JCAHO’s performance measurement
program

PERMS  Performance measures
PMCC  Performance Measurement Coordinating Council
PORT  Patient Outcomes Research Team

PPG  Partnership Performance Grants (USDHHS set of behavioral
health performance measures)

QA  Quality assurance
QAP  Quality assurance plan

SAMHSA  Substance Abuse and Mental Health Services Administration
S-CHIP  State Children’s Health Insurance Program

SPMI  Severely and persistently mentally ill population

TIP  Treatment Improvement Protocol
TOPS  Treatment Outcome Prospective Study

USDHHS  U.S. Department of Health and Human Services
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Glossary of Terms and Definitions

access  As used in the report, can refer to different facets of access. For
example, does the service exist?; is it close by and convenient?; and,
lastly, is it sufficiently available so health plan members can receive it as
needed?

adolescent  Refers to an individual 13–18 years of age.
appropriate  As used in the report, refers to care, treatment, or interventions

that are evidence-based or, in the absence of data, consistent with “best prac-
tices.”

atypical antipsychotic  Refers to “novel” or “new generation” antipsychotic
medications (i.e., risperidone, olanzapine, quetiapine, ziprasidone, and
clozapine).

behavioral health care  Treatment for mental health problems, substance
abuse, or both.

benefit package  What services a plan offers.
board certification  Designation given by the American Board of Psychiatry

and Neurology (ABPN) for psychiatrists who have successfully completed
the ABPN certification examination in psychiatry and child/adolescent
psychiatrists who have successfully completed the additional ABPN certi-
fication examination in child/adolescent psychiatry. Child and adolescent
psychiatrists must be ABPN certified in psychiatry before they can take the
additional ABPN certification examination in child/adolescent psychiatry.

caregiver  See definition of family.
care management  Developing and authorizing the service plan and over-

seeing the coordination of care for a enrollee. Performed by an enrollee’s in-
dividual service coordinator.

case management services  A process by which the services provided to a
specific enrollee are managed to achieve optimum outcome in the most cost-
effective manner.

child and adolescent psychiatrist  Licensed physician who has completed
residency training in both general (adult) psychiatry and child/adolescent
psychiatry.
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child  Refers either broadly to any individuals less than 18 years of age or spe-
cifically to an individual less than 13 years of age.

Child and Adolescent Service System Program (CASSP)  Programs funded
through a federal grant initiative that established new systems of care for
children and adolescents with severe emotional disturbance.

comorbid or co-occurring condition  Refers to one or more psychiatric dis-
orders or conditions that are present in addition to the primary diagnosis/
disorder. For example, there is a significant number of children/adolescents
with ADHD who also meet the diagnostic criteria for conduct disorder. 

culturally appropriate  The capacity of individuals or organizations to effec-
tively identify the health practices and behaviors of populations of concern;
to design programs, interventions, and services that effectively address cul-
tural and language barriers to the delivery of appropriate and necessary
health care services; and to evaluate and contribute to the ongoing improve-
ment of these efforts.

cultural assessment  Evaluation of language, customs, styles, values, beliefs,
practices, groups, functions, processes, structure, procedures, and judgments
of groups, organizations, or systems to ensure that no systemic barriers to
appropriate service delivery exist.

cultural diversity  A constellation of people consisting of distinctive ethnic
groups, colors and races, languages, customs, styles, values, beliefs, gender,
ages, education, knowledge, skills, abilities, functions, practices, religions,
and geographic areas.

cultural and linguistic competence  A set of congruent behaviors, attitudes,
policies, and procedures that come together in a system, agency, or among
professionals, enabling that system, agency, or those professionals to work
effectively and efficiently in cross-cultural and diverse linguistic situations
on a continuous basis. A culturally and linguistically competent system of
care acknowledges and incorporates, at all levels, the importance of culture
and language, the cultural strengths associated with people and communi-
ties, the assessment of cross-cultural relations, vigilance toward the dynam-
ics inherent in cultural and linguistic differences, the expansion of cultural
and linguistic knowledge, and the adaptation of services to meet culturally
and linguistically unique needs.

cultural relevance  Services that bear “a traceable, significant, logical con-
nection” to the culturally based needs, expectations, desires, and existential
realities of the individuals to whom the services are directed; a leadership
and work force that is able and willing to obtain the necessary knowledge
about their clients’ cultural and socioeconomic background that will enable
them to plan and deliver effective therapeutic programs.

cultural sensitivity  Recognition and respect for customs and cultural norms
different from one’s own.
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culture  Includes, but is not limited to, the shared values, norms, traditions,
customs, arts, history, folklore, and religious and spiritual healing practices
and institutions of a racial, ethnic, religious, or social group of people that are
generally transmitted to succeeding generations.

diversity  The constellation and amalgamation of distinctive ethnic groups,
colors, races, languages, customs, styles, values, beliefs, genders, education,
knowledge, skills, abilities, functions, practices, and religions existing in a
group, organization, or system.

DSM-IV  Diagnostic and Statistical Manual of Mental Disorders, 4th Edition, pub-
lished by the American Psychiatric Association. It provides a complete clas-
sification of psychiatric disorders. A text revision of DSM-IV, referred to as
DSM-IV-TR, appeared in 2000.

Early and Periodic Screening, Diagnosis and Treatment (EPSDT)    Med-
icaid entitlement program (Title XIX of the Social Security Act) for children
and adolescents to age 21 that covers any medically necessary service allow-
able under Medicaid.

encounter  One visit or other transaction between a person and a plan pro-
vider.

episode of care  All the services provided for a specific condition over a con-
tinuous and specified period of time. Can be used to analyze cost of service,
quality, and patterns of use.

ethnicity  A term that has been used loosely as a marker or statement of iden-
tity with a named grouping based on social (including own or ancestral
history or geographic or national origin); linguistic, cultural, or biological
characteristics; or political affiliation. Ethnic identifications may overlap,
and an individual may identify him or herself, or be identified, with more
than one named group with different boundaries in different social contexts.
Ethnicity refers to membership in a group of people who share a unique so-
cial or cultural heritage that is passed on from generation to generation.

family  This word should be interpreted broadly to include parents or legal
guardians, siblings, and other relatives living in the home and others with a
significant role in child-rearing or the child’s life. The concept of “a family”
is diverse. Every family is unique and possesses its own culture, history, tra-
ditions, beliefs, strengths, and needs. What constitutes and functions as “a
family” often transcends traditional definitions. Services developed and pro-
vided by a health plan should acknowledge and respect each individual
family’s uniqueness and diversity.

flexible services  See definition of wraparound services.

Global Assessment of Functioning (GAF) Scale   Single-item rating scale
for evaluating overall psychosocial functioning during a specified time pe-
riod on a continuum from psychological sickness to health.
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Health Care Financing Administration (HCFA)  The federal agency with ad-
ministrative responsibilities for Medicaid, Medicare, and child health in-
surance programs. The agency has been renamed Centers for Medicare and
Medicaid Services (CMS).

health maintenance organization (HMO)  A health care organization that
operates in a specific geographic area and offers comprehensive treatment
and supplemental services to people who are enrolled. It is one type of man-
aged care.

indicator (quality indicator)  A component of quality patient care.
indicated prevention  Refers to those interventions used with individuals

who are at high risk for developing mental disorder in the future but who
currently have minimal signs or symptoms (i.e., subclinical or subsyndro-
mal) or have the prodromal phase of a disorder.

informed consent  Refers to the process of informing an individual who is
providing consent (e.g., a parent for a child to take psychiatric medication)
with all necessary and relevant information so they can make an “informed”
choice/decision.

Joint Commission on the Accreditation of Healthcare Organizations
(JCAHO)  A national organization dedicated to improving the quality of
health care through accreditation services.

language  The medium of communication shared between a set of people.
Language may be spoken or written and may also include gestures. Dialect
is a distinct communication medium that can be traced historically to a lan-
guage but which may not be mutually intelligible with other dialects re-
lated to the same language group or family. A native language provides a
psychic bond or uniqueness that signifies membership in a particular ethnic
group.

managed care  Various strategies that seek to maximize the value of services
by controlling cost and use, promoting quality, and measuring performance
to ensure cost-effectiveness.

managed care organization (MCO)  An organization that is responsible for
evaluating enrollees’ mental health needs; matching needs with appropriate
resources; acquiring and managing the care (within the scope of a defined
benefits package); paying for such care; coordinating mental health and sub-
stance abuse services with physical health care; and assuring the achieve-
ment of specific outcomes in the most cost-effective manner.

measure  A mechanism or instrument to quantify a quality indicator.
multicultural   Consisting of cultural characteristics representative of one

or more ethnic groups. Multicultural individuals may acquire the norms,
attitudes, and behavior patterns of their own and one or more other ethnic
groups.
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National Committee for Quality Assurance (NCQA)  An organization that
evaluates and accredits medical services and quality management of man-
aged care organizations.

network  A collection of providers assembled by a health maintenance orga-
nization or state-designated special needs plan to offer some or all required
services.

outcomes  The impacts of a health plan on the individuals served and on the
overall delivery system.

parent support services  Refers to a variety of services that provide parents
of a child or adolescent with a mental disorder with support and assistance.

peer review  A quality assurance study of the appropriateness of how a clini-
cian has provided services. It is conducted by people with comparable edu-
cation and training.

performance indicators  Numerical summaries of performance obtained from
instruments used to measure performance.

practice guidelines  Series of systematic “how-to’s” of sound professional
practice developed by the APA intended to guide treatment and improve the
quality of services.

practice parameters  Series of systematic how-to’s of sound professional
practice developed by the AACAP intended to guide treatment and improve
the quality of services.

practitioner  An individual who provides mental health services on a private
fee-for-service basis or as an employee of a provider managed care organiza-
tion or agency.

prevention-minded treatment  Refers to treatment interventions that are de-
signed for those individuals with an identified mental illness who are at
severe risk of progression of their mental illness, recurrence, relapse, or de-
veloping a co-occurring/comorbid mental disorder.

primary language  Primary language refers to the language an individual is
most proficient in and uses most frequently to communicate with others in-
side and outside the family system. To provide equal access to individuals
whose primary language is not English, mental health service providers of-
fer mental health services through bilingual staff. When that is not possible,
a qualified interpreter is provided at no cost to the client.

professional review organization  A group established by clinicians to re-
view services for quality and appropriateness.

provider  An individual or organization that provides and is reimbursed for
a health care service.

psychiatrist  Licensed physician who has completed residency training in
general psychiatry.

qualified interpreter  A person who not only translates orally but also bridges
the cultural gaps present in cross-cultural communication. Ideally, an inter-
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preter should be someone who is trained in cross-cultural interpretation;
trained in the health care field; proficient in the culture of the client and that
of the health care professionals; and has an understanding of the significance
of the particular health matter being discussed as well as an understanding
of the importance of confidentiality.

quality assurance (QA)  A program or set of activities designed to monitor,
evaluate, and improve care or services provided to enhance the health of en-
rollees and the effective use of resources, with an emphasis on improving
health outcomes.

quality assurance plan (QAP)  Systematic plan to review and improve the
quality of services provided.

race  Race is biologically defined as a semiclosed population exhibiting cer-
tain gene frequencies that may distinguish it from other populations. Be-
cause this is a biological definition, the term race when used in this way may
have biomedical implications important to the provision of health services.

recommendation/goal  An important clinical principle that reflects quality
patient care.

rehabilitation  Restoration of the highest practical functional level through
education and therapy.

satisfaction/dissatisfaction  Subjective measurement of enrollee’s and fam-
ily members’ evaluation of services related to access, appropriateness, out-
comes, intrasystem/intersystem linkages, and prevention.

selected prevention  Refers to those interventions designed for use with in-
dividuals or a subgroup of a population who have a higher than average risk
of developing a mental disorder.

serious emotional disturbance  A diagnosable mental disorder experienced
by a child or adolescent that is sufficiently severe to cause significant impair-
ment in functioning for at least 1 year, or significant impairment in function-
ing and severe symptoms for the previous 30 days.

services  The sum of those efforts, involving treatment, rehabilitation, and
support, aimed at promoting mental health and reducing, eliminating, and
otherwise ameliorating distress or disability caused by or associated with
mental health problems, including services that may prevent reoccurrence of
distress and/or dysfunction.

service planning  The ongoing delineation of goals, objectives, and thera-
peutic interventions and placement in the appropriate level of care based on
the uniqueness of each individual client that incorporates the perspectives of
the enrollee, the enrollee’s clinician(s)/treatment team, family members,
and/or significant others (only with permission of recipient). Treatment
planning builds on the enrollee’s abilities and incorporates a discharge focus.

stakeholders  People with a specific interest in seeing that a managed care
plan runs appropriately. Examples of stakeholders are recipients of services,
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family members, service providers, state and local offices of mental health,
and advocates.

standard  The level of a measure that suggests that the component of care is
of adequate quality.

support  The application of resources to maintain an enrollee in the least re-
strictive environment, to encourage an enrollee to fully reach identified
health goals, and to assist the enrollee in achieving desired outcomes.

translation  Putting words of one language into another, particularly in writ-
ten form. In health services, translation is used when converting written in-
formation from English-language medical/psychiatric forms, information
brochures, and other health-related materials into the enrollee’s primary lan-
guage. Translation involves a review of materials for cultural and linguistic
appropriateness.

universal prevention  Refers to those interventions that would benefit every-
one in the general population or a population subgroup. These interventions
are targeted to the general population or a whole population of a specific
group but not identified on the basis of individual risk.

utilization management  A system of procedures designed to ensure that the
services provided to a specific enrollee at a given time are cost-effective, ap-
propriate, and least restrictive.

utilization review  An analysis of services used to determine how costs can be
contained or reduced and effectiveness increased.

wraparound services  An essential component of individualized, commu-
nity-based care for children and adolescents with severe emotional distur-
bance. These services are unconditional, flexible, and child/family-focused.
The services follow or wraparound the child or adolescent to facilitate return
to optimal functioning at home and in the community. Examples are after-
school programs, summer camp, recreation programs, mentoring, life coaches,
parent aides, and community supervision.
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Index of Quality Indicators by Topic

Note: This index contains an alphabetical listing by topic of all the
sample quality indicators contained in this report. In addition, there are
two subset listings of indicators organized by psychiatric disorders and
treatment interventions.

The quality indicators contained in the report were selected as rep-
resentative samples for each domain. This report is not intended to be a
comprehensive compilation of all possible quality indicators in child
and adolescent mental health.
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Topics (alphabetical)

Quality indicator Page

Abuse or neglect E.4.2.1 136

Adults with psychiatric disorders who parent A.2.1.1 84

A.2.2.1 85

A.2.3.1 86

Access domain See Section V.B 92

Access to qualified clinicians B.2.1.1 95

Access to services D.2a.1.1 120

B.1.1.1 94

B.4.1.1 101

ADHD (attention-deficit/hyperactivity disorder) C.2b.1.1 108

B.3a.1.1 97

B.3b.1.1 98

E.2.1.1 129

Anxiety disorder C.2a.1.1 106

Assessment and diagnosis A.2.1.1 84

A.2.4.1 87

A.2.4.2 87

A.2.4.3 87

B.1.1.1 94

Behavior management C.1.1.1 105

B.3a.1.1 97

CBT (cognitive-behavioral therapy) C.2a.1.1 106

Care coordination C.3.1.1 111

Child’s quality of life E.4.1.1 135

Clinician/provider satisfaction D.3.1.1 125

Conduct disorder B.3a.1.1 97

Confidentiality D.1c.1.1 119

Continuing education B.5.1.2 102

Continuity of care C.4.1.1 112

C.4.1.2 113
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Cultural and linguistic competence D.1b.1.1 118

D.2b.1.1 121

B.5.1.1 102

B.5.1.2 102

Depression A.4.1.1 91

B.3b.1.1 98

C.2a.1.1 106

Diagnosis See assessment

Family stress/impact of illness E.5.1.1 137

Homebound instruction (education) E.6.1.2 139

Informed consent D.2e.1.1 124

Involvement in treatment and discharge
planning

D.2d.1.1
E.1.1.1

123
128

Interpersonal psychotherapy (IPT) C.2a.1.2 107

Juvenile justice involvement A.2.4.3 87

E.3.1.2 132

Medications

Anti–obsessive-compulsive disorder (OCD) B.3b.1.2 98

Atypical antipsychotics C.2b.1.2 109

SSRIs B.3b.1.3 98

Stimulants C.2b.1.1 108

B.3b.1.1 98

OCD B.3b.1.2 98

C.2a.1.1 106

Oppositional defiant disorder (ODD) B.3a.1.1 97

Outcomes/effectiveness domain See Section V.E 126

Out-of-home placement E.7.1.1 141

Parent skills building A.2.2.1 85

Parents’ missing work E.6.1.1 138

Topics (alphabetical) (continued)

Quality indicator Page
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Parents with psychiatric disorders A.2.1.1 84

A.2.2.1 85

A.2.3.1 86

Prevention domain See Section V.A 79

Psychoeducation A.4.1.1 91

Psychosis C.2b.1.2 109

E.3.1.3 134

Quality/process/appropriateness domain See Section V.C 103

Satisfaction/perception of care domain See Section V.D 114

School attendance E.3.1.1 132

Screening See assessment

Special education A.2.4.1 87

Speech and language services/disorders B.3c.1.1 99

Substance abuse treatment/disorder D.1a.1.1 117

E.2.1.1 129

E.2.1.2 130

Subsyndromal symptoms of depression, 
anxiety, eating disorders

A.3.1.1 89

Topics (alphabetical) (continued)

Quality indicator Page
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Disorders Subset

Topics (alphabetical)
Quality 
indicator Page

ADHD (attention-deficit/hyperactivity disorder) C.2b.1.1 108

B.3a.1.1 97

B.3b.1.1 98

E.2.1.1 129

Anxiety disorder C.2a.1.1 106

Conduct disorder B.3a.1.1 97

Depression A.4.1.1 91

B.3b.1.1 98

C.2a.1.1 106

Obsessive-compulsive disorder (OCD) B.3b.1.2 98

C.2a.1.1 106

Oppositional defiant disorder (ODD) B.3a.1.1 97

Psychosis C.2b.1.2 109

E.3.1.3 134

Speech and language services/disorders B.3c.1.1 99

Substance abuse treatment/disorder D.1a.1.1 117

E.2.1.1 129

E.2.1.2 130

Subsyndromal symptoms of depression, anxiety, and 
eating disorders

A.3.1.1 89
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Interventions Subset

Interventions (alphabetical)
Quality 
indicator Page

Behavior management B.3a.1.1 97

Cognitive-behavioral therapy (CBT) C.2a.1.1 106

Interpersonal psychotherapy (IPT) C.2a.1.2 107

Medications

Anti-OCD B.3b.1.2 98

Atypical antipsychotics C.2b.1.2 109

SSRIs B.3b.1.3 98

Stimulants C.2b.1.1 108

B.3b.1.1 98

Parent skills building A.2.2.1 85

Psychoeducation A.4.1.1 91

Speech and language services/disorders B.3c.1.1 99

Substance abuse treatment/disorder D.1a.1.1 117

E.2.1.1 129

E.2.1.2 130
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Index of Surveys, Rating 
Scales, and Instruments

Measure
Quality 
indicator Page

Screening instruments/rating scales

CBCL (Child Behavior Checklist) A.1.1.1 82

A.2.1.1 84

A.2.4a 87

C.1.1.1 105

CGI (Clinical Global Impressions) Scale E.2.1.1 129

CIS (Columbia Impairment Scale) A.1.1.1 82

A.2.1.1 84

A.2.4a 87

E.2.1.1 129

CPRS-R (Connors Parent Rating Scale—Revised) E.2.1.1 129

C.2b.1.1 108

CRS-R (Connors Rating Scales—Revised) A.1.1.1 82

A.2.1.1 84

A.2.4a 87

CTRS-R (Connors Teacher Rating Scale—Revised) E.2.1.1 129

C.2b.1.1 108

PIC (Personality Inventory for Children) A.1.1.1 82

A.2.1.1 84

A.2.4a 87

PSC (Pediatric Symptom Checklist) A.1.1.1 82

A.2.1.1 84

A.2.4a 87
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Diagnostic instruments

K-SADS (Schedule for Affective Disorders and 
Schizophrenia for School-Age Children)

C.1.1.1 105

NIMH-DISC (Diagnostic Interview Schedule for 
Children)

C.1.1.1 105

Functional assessment instruments

CAFAS (Child and Adolescent Functional Assessment 
Scale)

E.3.1.3 134

CANS (Child and Adolescent Needs and Strengths) E.3.1.3 134

CHQ (Child Health Questionnaire) E.4.1.1 135

PPQ-A (Patient Problem Questionnaire for Adolescents) A.1.1.1 82

Family functioning instruments

CAIA (Child and Adolescent Impact Assessment) E.5.1.1 137

Caregiver Strain Questionnaire E.5.1.1 137

Satisfaction surveys/instruments

CABHS (Consumer Assessment of Behavioral Health
Services)

D.1a.1.1
D.1b.1.1

117
118

D.1c.1.1 119

D.2a.1.1 120

D.2c.1.1 122

CCCI-R (Cross Cultural Counseling Inventory) D.1b.1.1 118

D.1c.1.1 119

D.2b.1.1 121

PACS (Parent Assessment of Care Survey) D.2a.1.1 120

D.2b.1.1 121

D.2c.1.1 122

Tools for Monitoring Cultural Competence D.1b.1.1 118

D.1c.1.1 119

D.2b.1.1 121

Restrictiveness of placements

ROLES (Restrictiveness of Living Environments Scale) E.7.1.1 141

Measure
Quality 
indicator Page
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Abbreviations, 51
Access, 6, 15–16

to appropriate specialized services
recommendation/goal for, 

17–18, 28–29
sample indicators for, 17–18, 

28–30
sample measures for, 29–30
sample standards for, 29–30

to effective medication
recommendation/goal for, 17, 

21–22
sample indicators for, 17, 21–27
sample measures for, 22–27
sample standards for, 22–27

to effective psychosocial treatment
recommendation/goal for, 17
sample indicators for, 17
sample measure for, 27–28
sample standard for, 27–28

sample indicators for, 17–19, 21–30
Accrediting organizations

collaboration by, 11
quality initiatives and measures 

of, 9–11
Acronyms, 51
Adolescents

access to appropriate specialized 
services for

recommendation/goal for, 18, 
29

sample indicator for, 18, 29–30
sample measure for, 29–30
sample standard for, 29–30

task force on quality indicators, 
44–45

“Agenda for Change” (JCAHO), 10
Alcohol dependence, access to 

maintenance medication for
recommendation/goal for, 17, 

24
sample indicator for, 17, 24–25
sample measure for, 25
sample standard for, 25

AMAP (American Medical 
Accreditation Program), 10–11

American Accreditation HealthCare 
Commission, 11

American Medical Accreditation 
Program (AMAP), 10–11

American Psychiatric Association
components with input in task 

force report, 13–14
and context for task force report, 

11–12
next steps in quality assessment 

and improvement for, 44–45
Office of Quality Improvement 

and Psychiatric Services, 44
other quality efforts by, 7
Practice Guideline for Psychiatric 

Evaluation of Adults, 30
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Anorexia nervosa, weight 
stabilization in

recommendation/goal for, 20, 41
sample indicator for, 20, 41–44
sample measure for, 43–44
sample standard for, 43–44

Antidepressants, appropriate use of
recommendation/goal for, 18, 31
sample indicator for, 18, 31–32
sample measure for, 32
sample standard for, 32

Antipsychotics, access to newer 
generation of

cost and, 22
recommendation/goal for, 17, 

21–22
sample indicator for, 17, 21–24
sample measures of, 22–24
sample standards for, 22–24

APA. See American Psychiatric 
Association

Behavioral Health Measurement 
Advisory Panel, 10

Bipolar I disorder, appropriate use of 
medications for

recommendation/goal for, 18, 31
sample indicator for, 18, 32–33
sample measure for, 33
sample standard for, 33

Borderline personality disorder 
(BPD), access to effective 
psychotherapy for

recommendation/goal for, 17, 
27

sample indicator for, 17, 27–28
sample measure for, 27–28
sample standard for, 27–28

Buprenorphine, 24–25

Carbamazepine, appropriate use of, 
33

Charge and process, 5–6

Charles, Sara C., 12
Child Behavior Checklist, 35
Children

access to appropriate specialized 
services for

recommendation/goal for, 18, 
29

sample indicator for, 18, 29–30
sample measure for, 29–30
sample standard for, 29–30

at risk for psychiatric disorders, 
screening of

recommendations/goals for, 
18, 35–36

sample indicators for, 19, 35–36
sample measures for, 35–36
sample standards for, 36

task force on quality indicators for, 
44–45

Clinician perception of care
recommendation/goal for, 19, 39
sample indicator for, 19, 39
sample measure for, 39
sample standard for, 39

Cognitive impairment, 
comprehensive evaluation of

recommendation/goal for, 18, 30
sample indicators for, 18, 30–31
sample measure for, 31
sample standard for, 31

Committee on Quality Indicators 
(APA), 44

Committee on Standards and Survey 
Procedures (APA), 44

Comprehensive evaluation
recommendation/goal for, 18, 

30
sample indicator for, 18, 30–31
sample measure for, 31
sample standard for, 31

Confidentiality, 21
and assessment of family 

perception of care, 39
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Consensus Conference on the 
Differential Diagnosis of 
Dementing Disorders, 30

Context, of task force report
APA, 11–12
general, 9–11

Continuous quality improvement 
(CQI), 10

Costs, minimization of
recommendation/goal for, 19–20, 

39–40
sample indicator for, 20, 39–41
sample measure for, 40–41
sample standard for, 41

Council on Quality Improvement, 44
CQI (continuous quality 

improvement), 10
Cultural differences, effect on 

indicators, measures, and 
standards, 20

DARP (Drug Abuse Reporting 
Program), 25

Data collection, confidentiality and, 
21

Definitions, 6–7, 14–15
Dementia, comprehensive evaluation 

for
recommendation/goal of, 30
sample indicators for, 30–31
sample measure for, 31
sample standard for, 31

Depressive disorders
access to appropriate specialized 

services for, 28–30
appropriate use of medication for

recommendation/goal for, 18, 
31

sample indicator for, 18, 31–32
sample measure for, 32
sample standard for, 32

Diagnoses, as priority areas, 15
Dimensions, of treatment, 15

Disorder-specific quality indicators, 
45

Disulfiram, 24–25
Drug Abuse Reporting Program 

(DARP), 25
DSM-IV, 7

Economic costs, minimization of
recommendation/goal for, 19–20, 

39–40
sample indicator for, 20, 39–41
sample measure for, 40–41
sample standard for, 41

Egger, Helen L., 12
Electroconvulsive therapy

access to
recommendation/goal for, 17, 

28
sample indicator for, 17, 28–29
sample measure for, 29
sample standard for, 29

APA task force on, 7
Ethnicity, effect on indicators, 

measures, and standards, 20
Evaluation, comprehensive

recommendation/goal for, 18, 
30

sample indicator for, 18, 30–31
sample measure for, 31
sample standard for, 31

Executive summary, 5–8
Expert Consensus Guidelines, for 

schizophrenia, 21–22

Family perception of care
recommendation/goal for, 19, 

38
sample indicator for, 19, 38–39
sample measure for, 38–39
sample standard for, 38–39

Framework, for quality indicators, 
6–7

from clinical perspective, 16–17
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Functional improvement
recommendation/goal for, 19–20, 

39–40
sample indicator for, 20, 39–41
sample measure for, 40–41
sample standard for, 41

Goals. See also Recommendations/
goals

of APA Office of Quality 
Improvement and Psychiatric 
Services, 44

definition of, 6, 14
of task force, 12–13

Guze, Samuel B., 12

Handbook of Psychiatric Measures, 7
Hart, Claudia, 12
Healthplan Employer Data and 

Information Set (HEDIS), 
11

Indicators. See also Quality indicators
definition of, 6, 14

International Algorithm Project, 
21–22

Joint Commission on Accreditation 
of Healthcare Organizations 
(JCAHO), 9–11

Kline, Lawrence Y., 12

LAAM, 24–25
Lehman, Anthony F., 12
Lithium, appropriate use of, 33

Maintenance medication, for 
substance dependence, access to

recommendation/goal for, 17, 24
sample indicators for, 17, 24–27
sample measures for, 25–27
sample standard for, 25–27

Major depressive disorder
access to appropriate specialized 

services for, 28–30
appropriate use of medication for

recommendation/goal for, 18, 
31

sample indicator for, 18, 31–32
sample measure for, 32
sample standard for, 32

Mawhinney, Joseph R., 12
Measure(s)

defining elements of, problems 
with, 20–21

definition of, 6, 14
methodological and practical 

considerations in, 20–21
sample

for access of children and 
adolescents to services, 
29–30

for access to appropriate 
specialized services, 
29–30

for access to effective 
medication, 22–27

for access to effective 
psychosocial treatment, 
27–28

for access to electroconvulsive 
therapy, 29

for access to maintenance 
medication, 25–27

for access to new 
antipsychotics, 22–24

for appropriate use of 
antidepressants, 32

for appropriate use of 
medications, 32–33

for appropriate use of mood 
stabilizers, 33

for appropriate use of 
psychosocial treatment, 
34–35
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for appropriate use of 
screening/preventive 
services, 35–37

for clinician perception of care, 
39

for comprehensive evaluation, 
31

for family perception of care, 
38–39

for outcomes, 40–44
for patient perception of care, 

37–38
for reduction and/or 

stabilization of 
symptoms/signs, 42–44

for reduction in frequency of 
panic attacks, 42

for screening children at risk 
for psychiatric disorders, 
35–36

for screening for substance use 
disorders, 36–37

for weight stabilization in 
anorexia nervosa, 43–44

Medication
access to effective

recommendation/goal for, 17, 
21–22

sample indicator for, 17, 21–27
sample measures for, 22–27
sample standards for, 22–27

appropriate use of
recommendation/goal for, 18, 

31
sample indicators for, 18, 

31–33
sample measures for, 32–33
sample standards for, 32–33

Methadone maintenance, 24–25
Milke, Denis J., 12
Mood stabilizers, appropriate use of

recommendation/goal for, 18, 31
sample indicator for, 18, 32–33

sample measure for, 33
sample standard for, 33

Muñoz, Rodrigo, 5, 12

Naltrexone, 24–25
National Alliance for the Mentally Ill 

(NAMI), 21–22
National Association of State Mental 

Health Program Directors 
(NASMHPD), 23

National Committee for Quality 
Assurance (NCQA), 9–11

Nicotine dependence, access to 
maintenance medication for

recommendation/goal for, 17, 24
sample indicator for, 17, 26–27
sample measure for, 26–27
sample standard for, 26–27

Office of Quality Improvement and 
Psychiatric Services (APA), 44

Oldham, John M., 12
Opioid dependence, access to 

maintenance medication for
recommendation/goal for, 17, 24
sample indicator for, 17, 24–25
sample measure for, 25
sample standard for, 25

ORYX program, 10
Outcome(s), 7, 14–15, 17

recommendations/goals for, 
19–20, 39–41

sample indicators for, 19–20, 39–44
sample measures for, 40–44
sample standards for, 41–44

PACT. See Programs of Assertive 
Community Treatment

Panic disorder, reduction and/or 
stabilization of symptoms/signs 
in

recommendation/goal for, 20, 41
sample indicator for, 20, 41–42
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Panic disorder, reduction and/or 
stabilization of symptoms/signs 
in (continued)

sample measure for, 42
sample standard for, 42

Patient Outcomes Research Team 
(PORT) for Schizophrenia, 21–22

Patient perception of care
recommendation/goal for, 19, 37
sample indicator for, 19, 37–38
sample measure for, 37–38
sample standard for, 37–38

Perceptions of care, 7, 15–16
clinician

recommendation/goal for, 19, 
39

sample indicator for, 19, 39
sample measure for, 39
sample standard for, 39

family
recommendation/goal for, 19, 

38
sample indicator for, 19, 38–39
sample measure for, 38–39
sample standard for, 38–39

patient
recommendation/goal for, 19, 

37
sample indicator for, 19, 37–38
sample measure for, 37–38
sample standard for, 37–38

Performance Measurement 
Coordinating Council (PMCC), 
11

Personality disorders, access to 
effective psychotherapy for

recommendation/goal for, 17, 27
sample indicator for, 17, 27–28
sample measure for, 27–28
sample standard for, 27–28

Pincus, Harold Alan, 12
PMCC (Performance Measurement 

Coordinating Council), 11

Population categories, 15
PORT (Patient Outcomes Research 

Team) for Schizophrenia, 21–22
Practice Guideline for Psychiatric 

Evaluation of Adults, 30
Practice guidelines, 7

APA steering committee on, 44–45
for dementia, 30
for psychiatric evaluation of 

adults, 30
for schizophrenia, 21–22

President’s Advisory Commission on 
Consumer Protection and 
Quality in the Health Care 
Industry, 9–10

Preventive services, appropriate use 
of

recommendations/goals for, 
18–19, 35–36

sample indicators for, 19, 35–36
sample measures for, 35–37
sample standards for, 36–37

Principles, for quality indicators, 16
Priority areas, 15
Process

indicators applicable to, 14
of task force, 5–6, 13

Programs of Assertive Community 
Treatment (PACT), 34–35

enrollment in
sample measure for, 34–35
sample standard for, 34–35

operational definition of
criteria for programs meeting, 

34
need for clarity in, 35

Psychiatric rehabilitation, 
appropriate use of

recommendation/goal for, 18, 
33

sample indicator for, 18, 33–35
sample measure for, 34–35
sample standard for, 34–35
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Psychosocial treatment/
psychotherapy

access to effective
recommendation/goal for, 17, 

27
sample indicator for, 17, 27–28
sample measure for, 27–28
sample standard for, 27–28

appropriate use of
recommendation/goal for, 18, 

33
sample indicator for, 18, 33–35
sample measure for, 34–35
sample standard for, 34–35

Psychotic disorders, access to new 
antipsychotics for

cost and, 22
recommendation/goal for, 17, 

21–22
sample indicator for, 17, 21–24
sample measures of, 22–24
sample standards for, 22–24

Quality, 6–7, 15–16
sample indicators for, 18–19, 30–33

Quality assessment, focused, 
recommendations/goals and 
sample quality indicators for 
selected areas of, 17–20

Quality improvement
continuous, 10
focused, recommendations/goals 

and sample quality indicators 
for selected areas of, 17–20

next steps in, 44–45
Quality indicators

applicable to outcomes, 14
applicable to process, 14
applicable to structure, 14
assessment of, risk adjustment 

and, 21
confidentiality and, 21
definition of, 6, 14

disorder-specific, 45
framework for, 6–7

from clinical perspective, 
16–17

methodological and practical 
considerations in, 20–21

principles for, 16
priority areas for, 15
promotion and implementation 

of, 44–45
sample

for access of children and 
adolescents to services, 18, 
29–30

for access to appropriate 
specialized services, 
17–18, 28–30

for access to effective 
medication, 17, 21–27

for access to effective 
psychosocial treatment, 
17, 27–28

for access to electroconvulsive 
therapy, 17, 28–29

for access to maintenance 
medication, 17, 24–27

for access to new 
antipsychotics, 17, 21–24

for appropriate use of 
antidepressants, 18, 
31–32

for appropriate use of 
medications, 18, 31–33

for appropriate use of mood 
stabilizers, 18, 32–33

for appropriate use of 
psychosocial treatment, 
18, 33–35

for appropriate use of 
screening/preventive 
services, 19, 35–37

for comprehensive evaluation, 
18, 30–31
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Quality indicators (continued)
sample (continued)

for improvement in function 
and quality of life and 
minimization of social and 
economic costs, 19–20

for outcomes, 19–20, 39–44
for perceptions of care, 19, 

37–39
for quality, 18–19, 30–33
for reduction and/or 

stabilization of 
symptoms/signs, 20, 
41–44

for reduction in frequency of 
panic attacks, 20, 41–42

for screening children at risk 
for psychiatric disorders, 
19, 35–36

for screening for substance use 
disorders, 19, 36–37

for selected areas of focused 
quality assessment and 
improvement, 17–20

for weight stabilization in 
anorexia nervosa, 20, 
41–44

standard description for, 13
task force report on, 9–45
workbook of, 20–44

Quality of life, improvement in
recommendation/goal for, 19–20, 

39–40
sample indicator for, 20, 39–41
sample measure for, 40–41
sample standard for, 41

Questionnaire(s)
for assessing clinician perception 

of care, 39
for assessing family perception of 

care, 38–39
for assessing patient perception of 

care, 37–38

Recommendations/goals
for access of children and 

adolescents to services, 18, 29
for access to appropriate special-

ized services, 17–18, 28–29
for access to effective medication, 

17, 21, 24
for access to effective psychosocial 

treatment, 17, 27
for access to electroconvulsive 

therapy, 17, 28
for access to maintenance 

medication, 17, 24
for access to new antipsychotics, 

17, 21–22
for appropriate use of medication, 

18, 31
for appropriate use of psycho-

social treatment, 18, 33
for appropriate use of screening/

preventive services, 18–19, 
35–36

for comprehensive evaluation, 18, 
30

definition of, 6, 14
for improvement in function and 

quality of life and minimiza-
tion of social and economic 
costs, 19–20

methodological and practical 
considerations in, 20–21

for outcomes, 19–20, 39–41
for perceptions of care, 19, 37–39
for screening children at risk for 

psychiatric disorders, 18, 35
for screening for substance use 

disorders, 19, 36
for selected areas of focused 

quality assessment and 
improvement, 17–20

Riordan, Charles E., 12
Risk adjustment, and assessment of 

quality indicators, 21
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SAMHSA (Substance Abuse and 
Mental Health Services 
Administration) Center for 
Substance Abuse Treatment, 25

Satisfaction. See Perceptions of care
Schizophrenia

access to new antipsychotics for
recommendation/goal for, 17, 

21–22
sample indicator for, 17, 21–24
sample measures for, 22–24
sample standards for, 22–24

appropriate use of psychosocial 
treatment for, 34–35

functional and quality of life 
improvements in

sample indicator for, 40–41
sample measure for, 40–41
sample standard for, 41

Screening, appropriate use of
recommendations/goals for, 

18–19, 35–36
sample indicators for, 19, 35–37
sample measures for, 35–37
sample standards for, 36–37

Sederer, Lloyd I., 12
Signs, reduction and/or stabilization 

of
recommendation/goal for, 20, 41
sample indicators for, 20, 41–44
sample measures for, 42–44
sample standards for, 42–44

Social costs, minimization of
recommendation/goal for, 19–20, 

39–40
sample indicator for, 20, 39–41
sample measure for, 40–41
sample standard for, 41

Specialized services, access to 
appropriate

recommendations/goals for, 
17–18, 28–29

sample indicators for, 17–18, 28–30

sample measure for, 29–30
sample standard for, 29–30

Standard(s)
arbitrary designation of, 21
definition of, 6, 14
methodological and practical 

considerations in, 20–21
sample

for access of children and 
adolescents to services, 
29–30

for access to appropriate 
specialized services, 29–30

for access to effective 
medication, 22–27

for access to effective 
psychosocial treatment, 
27–28

for access to electroconvulsive 
therapy, 29

for access to maintenance 
medication, 25–27

for access to new 
antipsychotics, 22–24

for appropriate use of 
antidepressants, 32

for appropriate use of 
medications, 32–33

for appropriate use of mood 
stabilizers, 33

for appropriate use of 
psychosocial treatment, 
34–35

for appropriate use of 
screening/preventive 
services, 36–37

for clinician perception of care, 
39

for comprehensive evaluation, 
31

for family perception of care, 
38–39

for outcomes, 41–44
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Standard(s) (continued)
sample (continued)

for patient perception of care, 
37–38

for reduction and/or 
stabilization of 
symptoms/signs, 42–44

for reduction in frequency of 
panic attacks, 42

for screening children at risk 
for psychiatric disorders, 
36

for screening for substance use 
disorders, 36–37

for weight stabilization in 
anorexia nervosa, 43–44

Steering Committee on Practice 
Guidelines (APA), 44–45

Structure, indicators applicable to, 14
Substance Abuse and Mental Health 

Services Administration 
(SAMHSA) Center for 
Substance Abuse Treatment, 25

Substance dependence/use
access to maintenance medication 

for
recommendation/goal for, 17, 

24
sample indicators for, 17, 24–27
sample measures for, 25–27
sample standards for, 25–27

screening for
recommendation/goal for, 19, 

36
sample indicator for, 19, 36–37
sample measure for, 36–37
sample standard for, 36–37

Survey(s)
for assessing clinician perception 

of care, 39
for assessing family perception of 

care, 38–39

for assessing patient perception of 
care, 37–38

Symptoms, reduction and/or 
stabilization of

recommendation/goal for, 20, 41
sample indicators for, 20, 41–44
sample measures for, 42–44
sample standards for, 42–44

Task Force on Electroconvulsive 
Therapy, 7

Task Force on Quality Indicators
approach of, 12–17
chairman, members, liaisons, and 

staff, 12
charge and process of, 5–8
definitions used by, 6–7, 14–15
establishment of, 5, 12
principles of, 16
process of, 13
project goals of, 12–13
report of, 9–45

APA components with input 
in, 13–14

APA context of, 11–12
general context of, 9–11
use and dissemination of, 7–8

Task Force on Quality Indicators for 
Children, 44–45

TOPS (Treatment Outcome 
Prospective Study), 25

Trends, in health care field, 9

Utilization Review Accreditation 
Commission, 11

Valproic acid, appropriate use of, 33

Workbook of quality indicators, 
20–44

Zarin, Deborah A., 12
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AACAP. See American Academy of 
Child and Adolescent 
Psychiatry

Abbreviations, 155–156
Abuse or neglect, protecting child 

from
recommendation/goal for, 136
sample indicator for, 127, 136–137
sample measure for, 137
sample standard for, 137

Access, 63, 75–76
to appropriate evaluation

recommendation/goal for, 93
sample indicator for, 92–95
sample measure for, 94–95
sample standard for, 94–95

to appropriately qualified 
clinicians

recommendation/goal for, 95
sample indicator for, 92, 95–96
sample measure for, 95–96
sample standard for, 96

to appropriate medications
recommendation/goal for, 

97–98
sample indicators for, 92, 97–99
sample measure for, 99
sample standard for, 99

to appropriate treatment

recommendations/goals for, 
96–98

sample indicators for, 92, 96–99
sample measures for, 97, 99
sample standards for, 97, 99

to behavioral services, family 
satisfaction with

recommendation/goal for, 120
sample indicator for, 114, 

120–121
sample measure for, 120–121
sample standard for, 120–121

to continuum of coordinated care
recommendation/goal for, 100
sample indicator for, 93, 

100–101
sample measure for, 101
sample standard for, 101

to culturally and linguistically 
competent services and 
providers

recommendation/goal for, 101
sample indicators for, 93, 

101–103
sample measures for, 102–103
sample standards for, 102–103

definition of, 157
framework for, 93
sample indicators for, 92–103
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Access (continued)
to specialized treatment services

recommendation/goal for, 99
sample indicator for, 93, 

99–100
sample measure for, 99–100
sample standard for, 100

Accrediting organizations
collaboration by, 68–69
quality initiatives and measures 

of, 67–70
Acronyms, 155–156
ADHD. See Attention-deficit/

hyperactivity disorder
Adolescent(s)

definition of, 157
satisfaction

with confidentiality
sample indicator for, 114, 

118–119
sample measure for, 119
sample standard for, 119

with cultural and linguistic 
competence

recommendation/goal for, 
118

sample indicator for, 114, 
117–118

sample measure for, 118
sample standard for, 118

global
recommendation/goal for, 

116
sample indicator for, 114, 

116–117
sample measure for, 117
sample standard for, 117

importance of assessing, 
115–116

Affective disorders, parents with
information on risks, signs, and 

symptoms in children 
provided to, 80, 85–86

parenting skills interventions for, 
84–85

preventive intervention for 
children of, 89–91

screening children of, 80, 83–84
Aggression, preventive intervention 

for, 89–90
AMBHA-PERMS. See American 

Managed Behavioral Health 
Association Performance 
Measures

American Academy of Child and 
Adolescent Psychiatry 
(AACAP), 61–62, 71

components with input in task 
force report, 73

practice parameters of, 91, 93, 
104

American College of Mental Health 
Administration (Santa Fe 
Summit on Behavioral Health), 
131–133, 136, 139–140

American Managed Behavioral 
Health Association Performance 
Measures (AMBHA-PERMS), 
130–131, 133, 135, 138–140

American Medical Association, 
68–69

American Psychiatric Association
components with input in task 

force report, 73
and context for task force report, 

70–71
next steps in quality improvement 

for, 141–142
other quality efforts of, 64

Antidepressants, access to 
appropriate

recommendation/goal for, 
97–98

sample indicator for, 92, 97–99
sample measure for, 99
sample standard for, 99



Index: Report of Task Force on Quality Indicators for Children 185

Antipsychotics
access to newer, recommenda-

tion/goal for, 97–98
atypical

appropriate trial of
sample indicator for, 103, 

109–110
sample measure for, 110
sample standard for, 110

definition of, 157
Anxiety disorders

appropriate trial of cognitive-
behavioral therapy for

sample indicator for, 103, 
106–107

sample measure for, 106–107
sample standard for, 107

parents with
information on risks, signs, 

and symptoms in children 
provided to, 80, 85–86

screening children of, 80, 83–84
preventive intervention for 

children with subsyndromal 
symptoms of

recommendation/goal for, 89
sample indicators for, 89–91
sample measure for, 90–91
sample standard for, 90–91

APA. See American Psychiatric 
Association

Appropriate, definition of, 157
Appropriateness, 63, 76

framework for, 104
sample indicators for, 103–113

Attention-deficit/hyperactivity 
disorder (ADHD)

access to appropriate psychosocial 
treatment in

recommendation/goal for, 96
sample indicator for, 92, 96–97
sample measure for, 97
sample standard for, 97

alternative treatments for, 108–109
cognitive-behavioral therapy for, 

sample indicator for, 103
reduction and/or stabilization of 

symptoms in
sample indicator for, 126, 

129–130
sample measure for, 129–130
sample standard for, 129–130

stimulant therapy for
access to

recommendation/goal for, 
97–98

sample indicator for, 92, 
97–99

sample measure for, 99
sample standard for, 99

appropriate trial of
sample indicator for, 103, 

108–109
sample measure for, 109
sample standard for, 109

Behavioral health care, definition of, 
157

Behavioral problems
appropriate evaluation of

sample indicator for, 92–95
sample measure for, 94–95
sample standard for, 94–95

screening for
sample indicator for, 79, 82
sample measure for, 82
sample standard for, 82

Behavioral services
access to, family satisfaction with

recommendation/goal for, 120
sample indicator for, 114, 

120–121
sample measure for, 120–121
sample standard for, 120–121

adolescent satisfaction with
recommendation/goal for, 116
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Behavioral services (continued)
adolescent satisfaction with 

(continued)
sample indicator for, 116–117
sample measure for, 117
sample standard for, 117

confidentiality of, adolescent 
satisfaction with

sample indicator for, 114, 
118–119

sample measure for, 119
sample standard for, 119

Behavior management training, 
parental access to

sample indicator for, 92, 97
sample measure for, 97
sample standard for, 97

Benefit plan, definition of, 157
Bipolar disorder, parents with, 

information on risks, signs, and 
symptoms in children provided 
to, 85–86

Board certification, definition of, 157
“Bright Futures” initiative, 81
Burns, Barbara J., 71
Bussing, Regina, 70

CABHS (Consumer Assessment of 
Behavioral Health Services), 117

CAHPS (Consumer Assessment for 
Health Plans Study), 69

CAIA (Child and Adolescent Impact 
Assessment), 138

Caregiver Strain Questionnaire, 138
Care management, definition of, 157
Carlson, Gabrielle, 70
Case management services, 

definition of, 157
CASSP. See Child and Adolescent 

Service System Program
CBCL. See Child Behavior Checklist
Center for Mental Health Services 

(CMHS), 71, 100

Centers for Medicare and Medicaid 
Services (CMS), 69, 160

Charge and process, 61–62
Child, definition of, 158
Child and Adolescent Functional 

Assessment Scale, 134
Child and Adolescent Impact 

Assessment (CAIA), 138
Child and Adolescent Needs and 

Strengths, 134
Child and adolescent psychiatrist, 

definition of, 157
Child and Adolescent Service System 

Program (CASSP), 100, 102, 
158

Child Behavior Checklist (CBCL), 82, 
84, 88, 105

Child Health Questionnaire (CHQ), 
135–136

Children’s Health Insurance 
Program (CHIP), 69

Children’s Special Needs Request for 
Information (CSNP-RFI), 94, 
102

Child welfare custody, assessing 
children in

recommendation/goal for, 87
sample indicator for, 80, 87–88
sample measure for, 87–88
sample standard for, 87–88

CHIP (Children’s Health Insurance 
Program), 69

CHQ (Child Health Questionnaire), 
135–136

CIS. See Columbia Impairment Scale
Clinical Global Impressions Scale 

(CGI), 130
Clinician(s)

access to appropriately qualified
recommendation/goal for, 95
sample indicator for, 92, 95–96
sample measure for, 95–96
sample standard for, 96
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access to culturally and 
linguistically competent

recommendation/goal for, 101
sample indicators for, 93, 

101–103
sample measures for, 102–103
sample standards for, 102–103

continuity of relationship with
recommendation/goal for, 112
sample indicators for, 103–104, 

112–113
sample measures for, 112–113
sample standards for, 112–113

satisfaction/perception of care, 77, 
115

recommendation/goal for, 125
sample indicator for, 114, 

125–126
sample measure for, 125–126
sample standard for, 126

CMHS (Center for Mental Health 
Services), 71, 100

CMS (Centers for Medicare and 
Medicaid Services), 69, 160

Cognitive-behavioral therapy, 
appropriate trial of

sample indicator for, 103, 106–107
sample measure for, 106–107
sample standard for, 107

Columbia Impairment Scale (CIS), 
82, 84, 88

Committee on Quality Indicators 
(APA), 142

Community-based systems of care, 
100–101

Comorbid or co-occurring condition, 
definition of, 158

Comprehensive evaluation
recommendation/goal for, 104
sample indicator for, 103–105
sample measure for, 105
sample standard for, 105

Conduct disorder

access to appropriate psychosocial 
treatment in

recommendation/goal for, 96
sample indicator for, 92, 96–97
sample measure for, 97
sample standard for, 97

preventive intervention for, 89–90
Confidentiality

adolescent satisfaction with
sample indicator for, 114, 

118–119
sample measure for, 119
sample standard for, 119

and data collection/reporting, 78
Connors Parent Rating Scale—

Revised, 130
Connors Rating Scales—Revised, 82, 

84, 88
Connors Teacher Rating Scale—

Revised, 130
Consumer Assessment for Health 

Plans Study (CAHPS), 69
Consumer Assessment of Behavioral 

Health Services (CABHS), 117
Context, of task force report, general, 

67–70
Continuing education, on cultural 

and linguistic competence
sample indicator for, 93, 102–103
sample measure for, 102–103
sample standard for, 102–103

Continuity of care
recommendation/goal for, 112
sample indicators for, 103–104, 

112–113
sample measures for, 112–113
sample standards for, 112–113

Continuum of coordinated care, 
access to

recommendation/goal for, 100
sample indicator for, 93, 100–101
sample measure for, 101
sample standard for, 101
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Coordination of services
recommendation/goal for, 111
sample indicator for, 103, 110–111
sample measure for, 111
sample standard for, 111

Costs, minimization of
recommendation/goal for, 138
sample indicator for, 127, 138–140
sample measures for, 139–140
sample standards for, 139–140

Council on Children, Adolescents 
and Their Families (APA), 71

Council on Quality Improvement 
(APA), 61, 141–142

Criminal victimization, protecting 
child from

recommendation/goal for, 136
sample indicator for, 127, 136–137
sample measure for, 137
sample standard for, 137

Crisis support services, 100–101
Crossing the Quality Chasm: A New 

Health System for the 21st Century
(IOM), 69–70

CSNP-RFI (Children’s Special Needs 
Request for Information), 94, 102

Cultural and linguistic competence
access to services and providers 

with
recommendation/goal for, 101
sample indicators for, 93, 

101–103
sample measures for, 102–103
sample standards for, 102–103

adolescent satisfaction with
recommendation/goal for, 118
sample indicator for, 114, 

117–118
sample measure for, 118
sample standard for, 118

definition of, 158
family satisfaction with

recommendation/goal for, 121

sample indicator for, 114, 
121–122

sample measure for, 121–122
sample standard for, 121–122

Cultural assessment, definition of, 
158

Cultural differences, effect on 
indicators, measures, and 
standards, 78

Cultural diversity, definition of, 158
Culturally appropriate, definition of, 

158
Cultural relevance, definition of, 158
Cultural sensitivity, definition of, 158
Culture, definition of, 159

Data collection, 78
on adolescent global satisfaction, 

117
for comprehensive evaluation, 

104–105
confidentiality and, 78
general considerations in, 78
from management information 

systems, 82–83, 88, 117, 125, 
130, 134, 138

from other child serving agencies, 
78

Definitions, 62–63, 73–74, 157–163
Depressive disorders

access to appropriate medication 
for

recommendation/goal for, 
97–98

sample indicator for, 92, 97–99
sample measure for, 99
sample standard for, 99

appropriate trial of cognitive-
behavioral therapy for

sample indicator for, 103, 
106–107

sample measure for, 106–107
sample standard for, 107
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appropriate trial of interpersonal 
psychotherapy for

sample indicator for, 103, 107
sample measure for, 107
sample standard for, 107

parents with, information on risks, 
signs, and symptoms in 
children provided to, 85–86

preventive intervention for 
children with subsyndromal 
symptoms of

recommendation/goal for, 89
sample indicators for, 89–91
sample measure for, 90–91
sample standard for, 90–91

psychoeducational interventions 
for families of children or 
adolescents diagnosed with

recommendation/goal for, 91
sample indicator for, 80, 91–92
sample measure for, 91–92
sample standard for, 91–92

Diagnoses, as priority areas, 74–75
Diagnostic Interview Schedule for 

Children, 105
Dimensions of treatment, 61, 75
Diversity, definition of, 159
DSM-IV, 64, 159
DSM-IV-TR diagnosis, 

comprehensive evaluation for
recommendation/goal for, 104
sample indicator for, 103–105
sample measure for, 105
sample standard for, 105

Duffy, Farifteh, 71

Early Periodic Screening, Diagnosis 
and Treatment (EPSDT) 
program, 81, 159

Eating disorders, preventive 
intervention for children with 
subsyndromal symptoms of

recommendation/goal for, 89

sample indicators for, 89–91
sample measure for, 90–91
sample standard for, 90–91

Economic costs, minimization of, 
sample indicators for, 127, 
138–140

Effectiveness, 64, 77
framework for, 127
sample indicators for, 126–141

Egger, Helen L., 70
Emotional disturbance, serious, 

definition of, 162
Emotional problems

appropriate evaluation of
sample indicators for, 92–95
sample measure of, 94–95
sample standard for, 94–95

screening for
sample indicator for, 79, 82
sample measure for, 82
sample standard for, 82

Encounter, definition of, 159
Episode of care, definition of, 159
EPSDT (Early Periodic Screening, 

Diagnosis and Treatment) 
program, 81, 159

Ethnic differences, effect on 
indicators, measures, and 
standards, 78

Ethnicity, definition of, 159
Evaluation

access to appropriate
recommendation/goal for, 

93
sample indicator for, 92–95
sample measure for, 94–95
sample standard for, 94–95

comprehensive
recommendation/goal for, 104
sample indicator for, 103–105
sample measure for, 105
sample standard for, 105

Executive summary, 61–65
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Family
definition of, 159
psychoeducational interventions 

for
recommendation/goal for, 91
sample indicator for, 80, 91–92
sample measure for, 91–92
sample standard for, 91–92

quality-of-life improvement for
recommendation/goal for, 137
sample indicators for, 127, 

137–138
sample measure for, 137–138
sample standard for, 138

satisfaction/perception of care, 
76–77

with access to behavioral 
services

recommendation/goal for, 
120

sample indicator for, 114, 
120–121

sample measure for, 
120–121

sample standard for, 
120–121

with cultural and linguistic 
competence

recommendation/goal for, 
121

sample indicator for, 114, 
121–122

sample measure for, 
121–122

sample standard for, 
121–122

global
recommendation/goal for, 

122
sample indicator for, 114, 

122–123
sample measure for, 

122–123

sample standard for, 
122–123

with involvement in treatment 
planning

recommendation/goal for, 
123

sample indicator for, 114, 
123–124

sample measure for, 
123–124

sample standard for, 
123–124

sample indicators for, 114, 
119–125

stress, reduction in, sample 
indicator for, 127, 137–138

treatment participation, 
maximization of

recommendation/goal for, 
128

sample indicator for, 126, 
128–129

sample measure for, 128–129
sample standard for, 128–129

Flexible services, definition of, 
159

Foster care, assessing children in
recommendation/goal for, 87
sample indicator for, 80, 87–88
sample measure for, 87–88
sample standard for, 87–88

Framework
for access indicators, 93
for outcomes/effectiveness 

indicators, 127
for perceptions of care/

satisfaction indicators, 
114–115

for prevention indicators, 80–81
for quality indicators, 61, 63–64, 

76–77
for quality/process/appropriate-

ness indicators, 104
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Functional impairment, at school, 
preventive intervention for 
children with

recommendation/goal for, 89
sample indicator for, 80, 89–91
sample measure for, 90–91
sample standard for, 90–91

Functional improvement, by children 
in treatment

recommendation/goal for, 131
sample indicators for, 126–127, 

131–134
sample measures of, 132–133
sample standards for, 132–133

GAF (Global Assessment of 
Functioning) Scale, 159

Geographic access standards, 94–95
Global Assessment of Functioning 

(GAF) Scale, 159
Goals. See also Recommendations/

goals
definition of, 62
of task force, 71–72

Group cognitive intervention, 89
Guardians, satisfaction of

with informed-consent process
recommendation/goal for, 124
sample indicator for, 114, 

124–125
sample measure for, 124–125
sample standard for, 124–125

with involvement in treatment 
planning

recommendation/goal for, 123
sample indicator for, 114, 

123–124
sample measure for, 123–124
sample standard for, 123–124

Handbook of Psychiatric Measures, 64
Harris, Emily, 70
Hart, Claudia, 71

HCFA (Health Care Financing 
Administration), 69, 160

Health Care Financing 
Administration (HCFA), 69, 
160

Health insurance plan changes, 
continuity of care with

sample indicator for, 103–104, 113
sample measure for, 113
sample standard for, 113

Health Insurance Portability and 
Accountability Act (HIPAA), 78

Healthplan Employer Data and 
Information Set (HEDIS), 68–69, 
115

Health Plan Report Card, 68
HEDIS (Healthplan Employer Data 

and Information Set), 68–69, 115
Henry, Cathy, 71
HIPAA (Health Insurance Portability 

and Accountability Act), 78
HMO (health maintenance organiza-

tion), definition of, 160
Homebound instruction, 

minimization of
sample indicator for, 127, 139–140
sample measure for, 140
sample standard for, 140

Identified threshold, for determining 
referral, 82–83, 88–89

Indicated prevention
definition of, 160
recommendation/goal for, 89
sample indicator for, 89–91
sample measure for, 90–91
sample standard for, 90–91

Indicator(s), 61–62. See also Quality 
indicators

definition of, 62, 73, 160
performance, definition of, 161

Informed consent
definition of, 160
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Informed consent (continued)
parent/guardian satisfaction with 

process of
recommendation/goal for, 

124
sample indicator for, 114, 

124–125
sample measure for, 124–125
sample standard for, 124–125

Institute of Medicine (IOM), 69–70
Interpersonal psychotherapy, 

appropriate trial of
sample indicator for, 103, 107
sample measure for, 107
sample standard for, 107

Interpreter, qualified, definition of, 
161–162

IOM (Institute of Medicine), 69–70

Joint Commission on Accreditation 
of Healthcare Organizations 
(JCAHO), 67–69, 160

Juvenile justice system
assessing children in

recommendation/goal for, 87
sample indicator for, 80, 87–88
sample measure for, 87–88
sample standard for, 87–88

decreased involvement for 
children in treatment

sample indicators for, 127, 
132–133

sample measure for, 132–133
sample standard for, 132–133

Kelleher, Kelly, 71
Kiddie Schedule for Affective 

Disorders and Schizophrenia
(K-SADS), 105

Language
definition of, 160
primary, definition of, 161

Language services, access to
recommendation/goal for, 99
sample indicator for, 93, 99–100
sample measure for, 99–100
sample standard for, 100

Linguistic competence
access to services and providers 

with
recommendation/goal for, 101
sample indicators for, 93, 

101–103
sample measures for, 102–103
sample standards for, 102–103

adolescent satisfaction with, 114
recommendation/goal for, 118
sample indicator for, 114, 

117–118
sample measure for, 118
sample standard for, 118

definition of, 158
family satisfaction with

recommendation/goal for, 121
sample indicator for, 114, 

121–122
sample measure for, 121–122
sample standard for, 121–122

Linguistic differences, effect on 
indicators, measures, and 
standards, 78

MacIntyre, James C. II, 70
Major depressive disorder, access to 

appropriate medication for
recommendation/goal for, 97–98
sample indicator for, 92, 97–99
sample measure for, 99
sample standard for, 99

Managed care, definition of, 160
Managed care organization (MCO), 

definition of, 160
Management information system 

(MIS), data collection from, 
82–83, 88, 117, 125, 130, 134, 138
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Massachusetts Youth Screening 
Instrument (MAYSI-2), 88

Mawhinney, Joseph, 70
MCO (managed care organization), 

definition of, 160
Measure(s), 61

definition of, 62, 73, 160
methodological and practical 

considerations for, 77–79
sample

for access to appropriate 
evaluation, 94–95

for access to appropriately 
qualified clinicians, 95–96

for access to appropriate 
medications, 99

for access to appropriate 
psychosocial treatment, 97

for access to appropriate 
treatment, 97, 99

for access to continuum of 
coordinated care, 101

for access to culturally and 
linguistically competent 
services and providers, 
102–103

for access to specialized 
treatment services, 100

for adolescent global 
satisfaction, 117

for adolescent satisfaction with 
confidentiality, 119

for adolescent satisfaction with 
cultural and linguistic 
competence, 118

for appropriate and effective 
medications, 109–110

for appropriate and effective 
psychosocial treatment, 
106–107

for appropriate and effective 
treatment, 106–107, 
109–110

for clinician satisfaction, 
125–126

for comprehensive evaluation, 
105

for continuity of care, 112–113
for coordination of services, 111
for family global satisfaction, 

122–123
for family satisfaction with 

access to behavioral 
services, 120–121

for family satisfaction with 
cultural and linguistic 
competence, 121–122

for family satisfaction with 
involvement in treatment 
planning, 123–124

for indicated prevention, 
90–91

for information on risks, signs, 
and symptoms in children 
provided to parents with 
psychiatric disorders, 86

for minimization of restrictive 
care, 141

for minimization of social and 
economic costs, 139–140

for parent/guardian satisfac-
tion with informed-
consent process, 124–125

for parenting skills interven-
tions for parents with psy-
chiatric disorders, 85

for preventive intervention for 
children with subsyndro-
mal symptoms, 90–91

for protection from abuse or 
neglect, 137

for psychoeducational 
interventions for families, 
91–92

for quality-of-life improve-
ment for child, 135–137
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Measure(s) (continued)
sample (continued)

for quality-of-life improve-
ment for family, 137–138

for reduction and/or stabiliza-
tion of symptoms, 129–131

for referral for further 
evaluation, 82–83, 88–89

for screening children in high-
risk subpopulations, 87–88

for screening children of 
parents with psychiatric 
disorders, 84

for screening for emotional and 
behavioral problems, 82

for selected prevention, 84–89
for treatment participation/

termination, 128–129
for universal prevention, 82–83

Medicaid, performance measures for, 
69

Medicare, performance measures for, 
69

Medicare Health Outcomes Survey, 
69

Medications
access to appropriate

recommendation/goal for, 
97–98

sample indicators for, 92, 
97–99

sample measure for, 99
sample standard for, 99

appropriate and effective
sample indicators for, 103, 

107–110
sample measures for, 109–110
sample standards for, 109–110

Mental Health Statistics Improve-
ment Program Consumer-
Oriented Mental Health Report 
Card (MHSIP), 130–131, 133, 
135, 139–140

Methodological considerations, 
77–79

MHSIP. See Mental Health Statistics 
Improvement Program 
Consumer–Oriented Mental 
Health Report Card

MIS. See Management information 
system

Multicultural, definition of, 160

National Center for Education in 
Maternal and Child Health, 81

National Committee for Quality 
Assurance (NCQA), 67–69, 71, 
161

National Quality Forum (NQF), 69
NCQA. See National Committee for 

Quality Assurance
Neglect or abuse, protecting child 

from
recommendation/goal for, 136
sample indicator for, 127, 136–137
sample measure for, 137
sample standard for, 137

Network, definition of, 161
NQF (National Quality Forum), 

69

Obsessive-compulsive disorder 
(OCD)

access to appropriate medication 
for

recommendation/goal for, 
97–98

sample indicator for, 92, 97–99
sample measure for, 99
sample standard for, 99

appropriate trial of cognitive-
behavioral therapy for

sample indicator for, 103, 
106–107

sample measure for, 106–107
sample standard for, 107
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Office of Quality Improvement and 
Psychiatric Services (APA), 
141–142

Oldham, John M., 61, 70
Oppositional defiant disorder, access 

to appropriate psychosocial 
treatment in

recommendation/goal for, 96
sample indicator for, 92, 96–97
sample measure for, 97
sample standard for, 97

Outcomes, 64, 75, 77
definition of, 161
framework for, 127
quality indicators applicable to, 73
sample indicators for, 126–141

Outpatient care, continuity of care in 
transition from

sample indicator for, 103, 112–113
sample measure for, 112–113
sample standard for, 112–113

Parent(s)
assessing stress of, 85
of children with behavioral 

disorders, access to parent 
training for

sample indicator for, 92, 97
sample measure for, 97
sample standard for, 97

collecting/tracking data about, 78
concerns, assessment of, 81
with psychiatric disorders

information on risks, signs, 
and symptoms in children 
provided to, 80, 85–86

screening children of, 80, 83–84
satisfaction

with informed-consent process
recommendation/goal for, 

124
sample indicator for, 114, 

124–125

sample measure for, 
124–125

sample standard for, 
124–125

with involvement in treatment 
planning

recommendation/goal for, 
123

sample indicator for, 114, 
123–124

sample measure for, 
123–124

sample standard for, 
123–124

work absences, minimization of, 
sample indicator for, 127, 
138–139

Parenting skills, interventions 
targeting

recommendation/goal for, 84
sample indicator for, 80, 85

Parenting Stress Index (PSI), 85
Parent support services, 161
Patient Problem Questionnaire for 

Adolescents (PPQ-A), 81
Patient satisfaction/perception of 

care, 76
sample indicators for, 114, 116–119

Pediatric Symptom Checklist (PSC), 
81–82, 84, 88

Peer review, definition of, 161
Perceptions of care (satisfaction), 

63–64, 75–77
clinician, 77, 115

sample indicator for, 114, 
125–126

family, 76–77, 115
sample indicators for, 119–125

framework for, 114–115
patient, 76, 114–116

sample indicators for, 114, 
116–119

sample indicators for, 114–126
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Performance indicators, definition of, 
161

Personality Inventory for Children 
(PIC), 82, 84, 88

Population categories, 74–75
Portland State University Research 

and Training Center on Family 
Support and Children’s Mental 
Health, 128

PPQ-A (Patient Problem 
Questionnaire for Adolescents), 
81

Practical considerations, for 
indicators, measures, and 
standards, 77–79

Practice guidelines, 64
definition of, 161

Practice parameter(s), definition of, 
161

Practice Parameter for the 
Assessment and Treatment of 
Children and Adolescents 
(AACAP), 93

Practice Parameter for the 
Assessment and Treatment of 
Children and Adolescents with 
Depressive Disorders (AACAP), 
91

President’s Advisory Commission on 
Consumer Protection and 
Quality in the Health Care 
Industry, 69

Prevention, 63, 75–76
framework for, 80–81
indicated

definition of, 160
recommendation/goal for, 89
sample indicator for, 89–91
sample measure for, 90–91
sample standard for, 90–91

sample indicators for, 79–92
selected

definition of, 162

recommendations/goals for, 
83–86

sample indicators for, 83–89
sample measures for, 84–89
sample standards for, 84–89

universal
definition of, 163
recommendation/goal for, 81
sample indicators for, 81–83
sample measures for, 82–83
sample standards for, 82–83

Prevention-minded treatment
definition of, 161
recommendation/goal for, 91
sample indicators for, 91–92
sample measure for, 91–92
sample standard for, 91–92

Primary language, definition of, 161
Principles, for quality indicators, 74
Priority areas, 61, 74–75
Process, 63, 76

framework for, 104
quality indicators applicable to, 73
sample indicators for, 103–113
of task force, 61–62, 72–73

Professional review organization, 
definition of, 161

Provider, definition of, 161
PSC. See Pediatric Symptom 

Checklist
PSI (Parenting Stress Index), 85
Psychiatric disorders, as priority 

areas, 74–75
Psychiatrist

child and adolescent, definition of, 
157

definition of, 161
Psychoeducational interventions, for 

families
recommendation/goal for, 91
sample indicator for, 80, 91–92
sample measure for, 91–92
sample standard for, 91–92
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Psychosocial intervention/treatment
access to appropriate

recommendation/goal for, 96
sample indicator for, 92, 96–97
sample measure for, 97
sample standard for, 97

appropriate and effective
recommendation/goal for, 106
sample indicator for, 103, 

106–107
sample measure for, 106–107
sample standard for, 107

Psychotic disorders
atypical antipsychotic medication 

trial for
sample indicator for, 103, 

109–110
sample measure for, 110
sample standard for, 110

improved functioning of children 
treated for

sample indicator for, 127, 134
sample measure for, 134
sample standard for, 134

Pumariega, Andres, 70

Qualified interpreter, definition of, 
161–162

Quality, 63, 75–76
framework for, 104
sample indicators for, 103–113

Quality assurance, definition of, 162
Quality assurance plan, definition of, 

162
Quality improvement, next steps in, 

141–142
Quality indicators, 61–62

applicable to outcomes, 73
applicable to process, 73
applicable to structure, 73
definition of, 73, 160
framework for, 61, 63–64, 76–77

methodological and practical 
considerations for, 77–79

presentation of, 72
principles for, 74
priority areas for, 61, 74–75
promotion and implementation 

of, 142
sample, 61–62

for access, 92–103
for access to appropriate 

evaluation, 92–95
for access to appropriately 

qualified clinicians, 92, 
95–96

for access to appropriate 
medications, 92, 97–99

for access to appropriate 
psychosocial treatment, 
92, 96–97

for access to appropriate 
treatment, 92, 96–99

for access to continuum of 
coordinated care, 93, 
100–101

for access to culturally and 
linguistically competent 
services and providers, 93, 
101–103

for access to specialized treat-
ment services, 93, 99–100

for adolescent global 
satisfaction, 114, 116–117

for adolescent satisfaction with 
confidentiality, 114, 
118–119

for adolescent satisfaction with 
cultural and linguistic 
competence, 114, 117–118

for appropriate and effective 
medications, 103, 107–110

for appropriate and effective 
psychosocial treatment, 
103, 106–107
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Quality indicators (continued)
sample (continued)

for appropriate and effective 
treatment, 103, 105–110

for clinician satisfaction, 114, 
125–126

for comprehensive evaluation, 
103–105

for continuity of care, 103–104, 
112–113

for coordination of services, 
103, 110–111

for family global satisfaction, 
114, 122–123

for family satisfaction, 114, 
119–125

for family satisfaction with 
access to behavioral 
services, 114, 120–121

for family satisfaction with 
cultural and linguistic 
competence, 114, 121–122

for family satisfaction with 
involvement in treatment 
planning, 114, 123–124

for functional improvement of 
children, 126–127, 131–134

for indicated prevention, 89–91
for information on risks, signs, 

and symptoms in children 
provided to parents with 
psychiatric disorders, 80, 
85–86

for minimization of restrictive 
care, 127, 140–141

for minimization of social and 
economic costs, 127, 
138–140

for outcomes/effectiveness, 
126–141

for parent/guardian satisfac-
tion with informed-con-
sent process, 114, 124–125

for parenting skills interven-
tions for parents with 
psychiatric disorders, 80, 
84–85

for patient satisfaction/percep-
tion of care, 114, 116–119

for prevention, 79–92
for preventive intervention for 

children with subsyndro-
mal symptoms, 80, 89–91

for protection from abuse or 
neglect, 127, 136–137

for psychoeducational inter-
ventions for families, 80, 
91–92

for quality-of-life improve-
ment for child, 127, 
135–137

for quality-of-life improve-
ment for family, 127, 
137–138

for quality/process/appropri-
ateness, 103–113

for reduction and/or stabiliza-
tion of symptoms, 126, 
129–131

for referral for further 
evaluation, 82–83

for satisfaction/perceptions of 
care, 114–126

for screening children in high-
risk subpopulations, 80, 
87–88

for screening children of 
parents with psychiatric 
disorders, 80, 83–84

for screening for emotional and 
behavioral problems, 79, 
81–82

for selected prevention, 83–89
treatment participation maxi-

mization, 126, 128–129
for universal prevention, 81–83
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workbook of, 64, 77–141
format and organization of, 77
methodological and practical 

considerations in, 77–79
Quality-of-life improvement

for child
recommendation/goal for, 135
sample indicators for, 127, 

135–137
sample measures for, 135–137
sample standards for, 135–137

for family
recommendation/goal for, 137
sample indicator for, 127, 

137–138
sample measure for, 137–138
sample standard for, 138

Race, definition of, 162
Rating scales, 79, 104
Recommendations/goals, 61

for access to appropriate 
evaluation, 93

for access to appropriately 
qualified clinicians, 95

for access to appropriate 
medications, 97–98

for access to appropriate 
psychosocial treatment, 96

for access to appropriate 
treatment, 96–98

for access to continuum of 
coordinated care, 100

for access to culturally and 
linguistically competent 
services and providers, 101

for access to specialized treatment 
services, 99

for adolescent global satisfaction, 
116

for adolescent satisfaction with 
cultural and linguistic 
competence, 118

for appropriate and effective 
medications, 108

for appropriate and effective 
psychosocial treatment, 106

for appropriate and effective 
treatment, 106, 108

for clinician satisfaction, 125
for comprehensive evaluation, 104
for continuity of care, 112
for coordination of services, 111
definition of, 62, 73, 162
for family global satisfaction, 122
for family satisfaction with access 

to behavioral services, 120
for family satisfaction with 

cultural and linguistic 
competence, 121

for functional improvement of 
children in treatment, 131

for indicated prevention, 89
for information on risks, signs, 

and symptoms in children 
provided to parents with 
psychiatric disorders, 85

for minimization of restrictive 
care, 140

for minimization of social and 
economic costs, 138

for parent/guardian satisfaction 
with informed-consent 
process, 124

for parenting skills interventions 
for parents with psychiatric 
disorders, 84

for preventive intervention for 
children with subsyndromal 
symptoms, 89

for protection from abuse or 
neglect, 136

for psychoeducational 
interventions for families, 91

for quality-of-life improvement 
for child, 135
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Recommendations/goals (continued)
for quality-of-life improvement 

for family, 137
for reduction and/or stabilization 

of symptoms, 129
for screening children in high-risk 

subpopulations, 86
for screening children of parents 

with psychiatric disorders, 
83

for selected prevention, 83–86
for treatment participation 

maximization, 128
for universal prevention, 81

Referral, for further evaluation
sample measure for, 82–83, 88–89
sample standard for, 82–83, 88–89

Regulatory organizations, quality 
initiatives and measures of, 
67–70

Restrictive care, minimization of
recommendation/goal for, 140
sample indicator for, 127, 140–141
sample measure for, 141
sample standard for, 141

Restrictiveness of Living 
Environment Scale, 141

Risk adjustment methodologies, 79
Robert Wood Johnson Foundation, 

100
Rose, Christine, 71

Santa Fe Summit on Behavioral 
Health, 131–133, 136, 139–140

Satisfaction, 63–64, 76–77
adolescent

with confidentiality
sample indicator for, 114, 

118–119
sample measure for, 119
sample standard for, 119

with cultural and linguistic 
competence, 114

recommendation/goal for, 
118

sample indicator for, 114, 
117–118

sample measure for, 118
sample standard for, 118

global
recommendation/goal for, 

116
sample indicator for, 114, 

116–117
sample measure for, 117
sample standard for, 117

importance of assessing, 
115–116

clinician, 115
recommendation/goal for, 125
sample indicator for, 114, 

125–126
sample measure for, 125–126
sample standard for, 126

definition of, 162
family, 115

with access to behavioral 
services

recommendation/goal for, 
120

sample indicator for, 114, 
120–121

sample measure for, 
120–121

sample standard for, 
120–121

with cultural and linguistic 
competence

recommendation/goal for, 
121

sample indicator for, 114, 
121–122

sample measure for, 
121–122

sample standard for, 
121–122
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global
recommendation/goal for, 

122
sample indicator for, 114, 

122–123
sample measure for, 

122–123
sample standard for, 

122–123
with involvement in treatment 

planning
recommendation/goal for, 

123
sample indicator for, 114, 

123–124
sample measure for, 

123–124
sample standard for, 

123–124
sample indicators for, 114, 

119–125
framework for, 114–115
parent/guardian, with informed-

consent process
recommendation/goal for, 

124
sample indicator for, 124–125
sample measure for, 124–125
sample standard for, 124–125

patient, 114–116
sample indicators for, 114, 

116–119
sample indicators for, 114–126

Schedule for Affective Disorders and 
Schizophrenia for School-Age 
Children, 105

S-CHIP (State Children’s Health 
Insurance Program), 69

Schizophrenia, parents with
information on risks, signs, and 

symptoms in children 
provided to, 85–86

screening children of, 80, 83–84

School
functional impairment at, 

preventive intervention for 
children with

recommendation/goal for, 89
sample indicator for, 80, 89–91
sample measure for, 90–91
sample standard for, 90–91

improved attendance by children 
in treatment

sample indicator for, 126, 132
sample measure for, 132
sample standard for, 132

Screening
children in high-risk subpopula-

tions
recommendation/goal for, 87
sample indicators for, 80, 87–88
sample measure for, 87–88
sample standard for, 87–88

children of parents with 
psychiatric disorders

recommendation/goal for, 83
sample indicator for, 80, 83–84
sample measure for, 84
sample standard for, 84

children with subsyndromal 
symptoms, sample indicator 
for, 80, 89–91

for emotional and behavior 
problems

sample indicator for, 79, 82
sample measure for, 82
sample standard for, 82

indicated
recommendation/goal for, 89
sample indicator for, 89–91
sample measure for, 90–91
sample standard for, 90–91

selected
recommendations/goals for, 

83–86
sample indicators for, 83–89
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Screening (continued)
selected (continued)

sample measures for, 84–89
sample standards for, 84–89

universal
recommendation/goal for, 81
sample indicators for, 81–83
sample measures for, 82–83
sample standards for, 82–83

Sederer, Lloyd I., 71
Selected prevention

definition of, 162
recommendations/goals for, 

83–86
sample indicators for, 83–89
sample measures for, 84–89
sample standards for, 84–89

Selective serotonin reuptake 
inhibitors, access to appropriate

recommendation/goal for, 97–98
sample indicator for, 92, 97–99
sample measure for, 99
sample standard for, 99

Serious emotional disturbance, 
definition of, 162

Service planning, definition of, 162
Services, definition of, 162
Social costs, minimization of, sample 

indicators for, 127, 138–140
Special education classes, assessing 

children in
recommendation/goal for, 87
sample indicator for, 80, 87–88
sample measure for, 87–88
sample standard for, 87–88

Specialized treatment services, access
recommendation/goal for, 99
sample indicator for, 93, 99–100
sample measure for, 99–100
sample standard for, 100

Speech and language services, access 
to

recommendation/goal for, 99

sample indicator for, 93, 99–100
sample measure for, 99–100
sample standard for, 100

Stakeholders, definition of, 162–163
Standard(s), 61, 73–74

definition of, 62, 73, 163
designation of, 78–79
methodological and practical 

considerations for, 77–79
sample

for access to appropriate 
evaluation, 94–95

for access to appropriately 
qualified clinicians, 96

for access to appropriate 
medications, 99

for access to appropriate 
psychosocial treatment, 97

for access to appropriate 
treatment, 97, 99

for access to continuum of 
coordinated care, 101

for access to culturally and 
linguistically competent 
services and providers, 
102–103

for access to specialized 
treatment services, 100

for adolescent global 
satisfaction, 117

for adolescent satisfaction with 
confidentiality, 119

for adolescent satisfaction with 
cultural and linguistic 
competence, 118

for appropriate and effective 
medications, 109–110

for appropriate and effective 
psychosocial treatment, 
107

for appropriate and effective 
treatment, 106–107, 
109–110
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for clinician satisfaction, 126
for comprehensive evaluation, 

105
for continuity of care, 112–113
for coordination of services, 111
for family global satisfaction, 

122–123
for family satisfaction with 

access to behavioral 
services, 120–121

for family satisfaction with 
cultural and linguistic 
competence, 121–122

for family satisfaction with 
involvement in treatment 
planning, 123–124

for indicated prevention, 
90–91

for information on risks, signs, 
and symptoms in children 
provided to parents with 
psychiatric disorders, 
86

for minimization of restrictive 
care, 141

for minimization of social and 
economic costs, 139–140

for parent/guardian satisfac-
tion with informed 
consent process, 124–125

for parenting skills interven-
tions for parents with psy-
chiatric disorders, 85

for preventive intervention 
children with subsyndro-
mal symptoms, 90–91

for protection from abuse or 
neglect, 137

for psychoeducational inter-
ventions for families, 
91–92

for quality-of-life improve-
ment for child, 135–137

for quality-of-life improve-
ment for family, 138

for reduction and/or stabiliza-
tion of symptoms, 129–131

for referral for further 
evaluation, 82–83, 88–89

for screening children in high-
risk subpopulations, 87–88

for screening children of 
parents with psychiatric 
disorders, 84

for screening for emotional and 
behavioral problems, 82

for selected prevention, 
84–89

for treatment participation/
termination, 128–129

for universal prevention, 82–83
Standardized instruments, 79, 

104–105
State Children’s Health Insurance 

Program (S-CHIP), 69
Stimulant therapy, for ADHD

access to
recommendation/goal for, 

97–98
sample indicator for, 92, 97–99
sample measure for, 99
sample standard for, 99

appropriate trial of
sample indicator for, 103, 

108–109
sample measure for, 109
sample standard for, 109

Stress
family, reduction of

sample indicator for, 127, 
137–138

sample measure for, 137–138
sample standard for, 138

parental, 85
Structure, quality indicators 

applicable to, 73
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Substance use disorders
parents with

information on risks, signs, 
and symptoms in children 
provided to, 80, 85–86

parenting skills interventions 
for, 84–85

screening children of, 80, 83–84
reduced substance use among 

patients treated for
sample indicator for, 126, 

130–131
sample measure for, 130–131
sample standard for, 131

Subsyndromal symptoms, 
preventive intervention for 
children with

recommendation/goal for, 89
sample indicators for, 80, 89–91
sample measure for, 90–91
sample standard for, 90–91

Support, definition of, 163
Surveys, 79, 116
Symptoms, reduction and/or 

stabilization of
recommendation/goal for, 129
sample indicators for, 126, 129–131
sample measures for, 129–131
sample standards for, 129–131

Task Force on Quality Indicators, 61, 
70, 72

Task Force on Quality Indicators for 
Children

approach of, 71–75
chairman, members, consultants, 

liaisons, and staff, 70–71
charge and process of, 61–62
creation of, 61
definitions used by, 62–63, 73–74
goals of, 71–72
process of, 72–73
report of, 67–142

APA context of, 70–71
dissemination of, 64–65
general context of, 67–70
use of, 65

Termination of treatment, child and 
family participation in

sample indicator for, 126, 128–129
sample measure for, 128–129
sample standard for, 128–129

Timeliness of care, 94–95
Translation, definition of, 163
Treatment

access to appropriate
recommendations/goals for, 

96–98
sample indicators for, 92, 96–99
sample measures for, 97, 99
sample standards for, 97, 99

appropriate and effective
recommendations/goals for, 

106, 108
sample indicators for, 103, 

105–110
sample measures for, 106–107, 

109–110
sample standards for, 106–107, 

109–110
traditional forms vs community-

based and crisis support 
services, 100–101

Treatment participation, 
maximization of

recommendation/goal for, 128
sample indicator for, 126, 128–129
sample measure for, 128–129
sample standard for, 128–129

Treatment planning, family 
satisfaction with involvement in

recommendation/goal for, 123
sample indicator for, 114, 

123–124
sample measure for, 123–124
sample standard for, 123–124
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Treatment termination, child and 
family participation in

sample indicator for, 126, 128–129
sample measure for, 128–129
sample standard for, 128–129

Trends, in health care field, 67

U. S. Department of Health and 
Human Services Partnership 
Performance Grants (USDHHS-
PPG), 130–131, 133, 135, 138–140

Universal prevention
definition of, 163
recommendation/goal for, 81
sample indicators for, 81–83
sample measures for, 82–83
sample standards for, 82–83

Utilization management, definition 
of, 163

Utilization review, definition of, 163

West, Joyce, 71
Work absences, parental, 

minimization of
sample indicator for, 127, 138–139
sample measure for, 139
sample standard for, 139

Workbook of quality indicators, 64, 
77–141

format and organization of, 77
methodological and practical 

considerations in, 77–79
Wraparound services, definition of, 

163

Zarin, Deborah A., 71
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