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TOOLKIT FOR EVALUATION, 
ASSESSMENT, AND MEASUREMENT 
FOR ADULT COMMUNITY SERVICES AND SUPPORTS 
PROGRAMS 

About the Toolkit 

The Toolkit for Evaluation, Assessment, and Measurement for Adult Community 

Services and Supports Programs is a resource for program evaluation and continuous 

quality improvement. The Toolkit is free and optional for California counties and 

programs as part of efforts by the Mental Health Services Oversight and Accountability 

Commission to provide additional evaluation support without creating additional 

requirements.  

TOOLKIT 

FEATURES 

Materials to determine readiness for an evaluation system 

Assessment measures for tracking, monitoring, and 

evaluating client outcomes 

Guidance on integrating evaluation data into existing client 

health record systems 

Data entry templates and automated dashboards depicting 

client progress 

Materials that can be customized to meet local needs 

Recommendations for data analysis and reporting 
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INTRODUCTION 

IN THIS 

SECTION 

What is the Toolkit? 

Why was the Toolkit developed? 

Who should use the Toolkit? 

How can the Toolkit be used and 

adapted?
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What is the Toolkit for Evaluation, Assessment, and Measurement for Adult 
Community Services and Supports Programs? 

The University of California San Diego Health Services Research Center (HSRC), in partnership with the 

Mental Health Services Oversight and Accountability Commission (MHSOAC), developed the Toolkit for 

Evaluation, Assessment, and Measurement for Adult Community Services and Supports Programs (the 

Toolkit).1 This Toolkit includes resources for California counties and programs to: 

1. Determine organizational readiness for adopting a system for tracking, monitoring, and evaluating

adult Community Services and Supports (CSS) programs

2. Successfully implement a system for tracking, monitoring, and evaluation

3. Create and use evaluation reports on data collected from the system

TOOLKIT MATERIALS 
ARE BROKEN DOWN 

INTO FIVE SECTIONS. 

1 An early draft of the Toolkit was presented to stakeholders using the working title, Toolkit for Evaluation, 
Assessment, and Monitoring for Adult Community Services and Supports Programs. 

I. Preparation 

Determine how to customize the Toolkit using decision trees. 

Learn about the resources needed to implement an evaluation system. 

Assess the feasibility of implementing an evaluation system. 

Access a sample data use agreement for negotiating the sharing of data 
between organizations. 

II. Assessment Measures

Access assessment forms that can be completed by clinicians, clients, and
clients’ family members and friends.

Learn about the benefits of assessment and program evaluation.

Review training materials that provide guidance on the implementation of
measures.

III. Data Entry and Reporting

Access data entry and reporting tools for processing assessment data.

Review techniques and recommendations on how to assess and report on
client progress.

IV. Electronic Data Capture System Integration

Learn about options for collecting and storing data.

Learn how to use and create a data integration plan.

Access step-by-step instructions for integrating the Toolkit into common
electronic data capture systems.

V. Supplemental Materials 

Access communication materials that can be used for introducing programs 
to the Toolkit. 

Learn about resources for additional assistance with the Toolkit. 

Find answers to frequently asked questions about the Toolkit.
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Why was the Toolkit developed? 

From 2014 to 2016, HSRC, in partnership with the MHSOAC, developed a system for tracking, 

monitoring, and evaluating outcomes of adult clients served by the CSS component of the Mental Health 

Services Act (MHSA). This system was created using (1) input from stakeholders, (2) reviews of current 

legislation, and (3) consideration of existing data collection methods. 

Upon completion of this system, the MHSOAC commissioned HSRC for a second project involving the 

development of a set of resources and tools that would assist counties that wish to adopt an evaluation 

system for their adult CSS programs. The result of this project is Toolkit you are reading now, which 

includes among its many resources: guidance on preparing to implement an evaluation system; 

assessment forms; data entry and reporting tools; and support for integrating assessment measures into 

commonly used electronic data capture systems (EDCs). 

For additional information on the history and development of the Toolkit, please see Appendix B and 

Appendix C. 

Who should use this Toolkit? 

The Toolkit is intended for county behavioral health departments, mental health staff, program 

evaluation professionals, and other individuals involved in assessing, evaluating, and measuring adult 

CSS program client outcomes.  

Individuals who may use the Toolkit include, but are not limited to: 

 Clinical or Medical Directors

 Program Directors and Managers

 Mental Health Researchers

 Program Evaluation and Quality Improvement Analysts

 County Informatics Coordinators



Toolkit for Evaluation, Assessment, and Measurement for Adult CSS Programs v1.0.0 Page 4 

How is the Toolkit organized? 

The Toolkit divides materials and resources into five main sections: 

I. Preparation 

II. Assessment Measures

III. Data Entry and Reporting

IV. Integration into Existing Electronic

Systems

V. Supplemental Materials

Information about each tool is provided below. 

Section I. Preparation 
Resource Description 

Outcome Measures 
Decision Flow Charts 
(page 9) 

The Outcome Measures Decision Flow Charts were developed to help teams 
or individuals from counties and programs determine the measures or data 
elements to collect based on needs and program characteristics. 

Feasibility Checklist 
(page 11) 

The Feasibility Checklist was designed to help counties assess their readiness 
for implementing a system for tracking, evaluation, and measurement. The 
tool comprises a list of criteria that counties and programs would need to 
implement a successful system for evaluation. 

Data Use Agreement 
(page 15) 

The Toolkit includes a sample data use agreement that counties and programs 
may use to negotiate the sharing of data with State entities. 

Section II. Assessment Measures 
Resource Description 

Assessment 
Measures (page 17) 

The Toolkit includes questionnaires that can be completed by clinicians, 
clients, and clients’ family members or friends. Additional information 
regarding the selection and development of the assessments is included. 

Benefits of Program 
Evaluation (page 23) 

This brief section provides an explanation of the value of administering 
assessments and conducting program evaluation activities. 

Assessment 
Measures Training 
(page 25) 

Assessment measures training materials include a recommended training plan 
and a manual that provides an overview of instruments contained in Toolkit 
and scoring and interpretation guidance. 

Section III. Data Entry and Reporting 
Resource Description 

Data Entry and 
Reporting Tools 
Instructions (page 30) 

In addition to providing general instructions for Toolkit users, the Data Entry 
and Reporting Tools Instructions document contains additional information 
about the development of the tools for advanced users. 

Data Dashboards and 
Reporting (page 32) 

The Toolkit includes a supplement that details the data dashboards provided 
in the Toolkit. 

Statistical Guidance 
(page 34) 

The statistical guidance section includes suggestions for data representation 
and a summary of data reporting strategies for assessment items included in 
the Toolkit assessment forms. 
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Section IV. Electronic Data Capture System Integration 
Resource Description 

Data Integration 
Guidance (page 40) 

The Data Integration Guidance materials were developed to guide counties 
and programs through the steps required for integrating the measures 
included in this Toolkit into EDCs. 

Data Integration Plan 
Template (page 51) 

Included in this Toolkit is a general data integration plan template, which 
outlines the process of data integration. 

Integration Into 
Common EDCs (page 
52) 

Materials include detailed integration information for specific EDCs used 
across behavioral health programs in California. 

Section V. Supplemental Materials 
Resource Description 

Toolkit Information 
Flyer (page 62) 

The Toolkit flyer provides a basic overview of the Toolkit. 

Sample Training 
Announcement Email 
(page 62) 

The sample email may be used to invite providers to participate in 
introductory Toolkit trainings. 

Training 
Announcement Flyer 
(page 62) 

The Toolkit includes a sample training announcement flyer, which counties 
can use to announce Toolkit trainings.  

Additional Resources 
(page 63) 

Additional resources include websites and contact information to obtain more 
information about many of the tools that are included in the Toolkit. 

Frequently Asked 
Questions (page 65) 

The Frequently Asked Questions section poses the common inquiries 
regarding the Toolkit. 

Accessing Additional Tools 
The icons below identify additional Toolkit materials. 

Icon Description 

Some tools are individual files that have been embedded within the main Toolkit 
document. These can be accessed by clicking on the icons next to their description. 

Documents will open in a new window. If documents do not open in a new window, you 
may need to adjust your PDF viewer settings (Go to Edit  Preferences  Documents  
Unselect Open cross-document links in same window). 

This icon identifies Toolkit materials that are available as separate files. Contact the 
MHSOAC to access these resources. 
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How can the Toolkit be adapted? 

The Toolkit takes into account the uniqueness of counties throughout California. Components of the 

Toolkit may be adapted as needed to align with the local needs and contexts of counties and programs. 

Discretion is advised to ensure that use and modification of materials included in the Toolkit align with 

best practices in the field and adhere to current local polices and regulations. 

The Toolkit provides options that counties or programs may wish to consider given the availability of 

resources. Special consideration was given to accommodate the needs of small, typically rural counties2 

that often face unique challenges due to factors such as low population density, limited staffing 

capacity, and greater geographic diversity.  

The examples below present ways in which programs and counties may adapt the Toolkit to suit local 

needs. 

 Small counties with limited capacity may use the entire Toolkit to assist with the tracking and

evaluation of client outcomes from beginning to end of services across all programs.

 Counties with advanced technological capacity and an existing EDC may wish to integrate the

measures included in the Toolkit into their existing systems.

 Measures may be excluded from the set of outcome assessments that programs should implement

depending on local goals, requirements, or needs. For example, programs may wish to use just the

intake form and demographics to aid in the fulfillment of state reporting requirements. See the

Outcome Measures Decision Tool for more guidance on how to adapt the measures included in this

Toolkit.

2 The 2010 Census defines small counties as those having a population less than 200,000 residents. 
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What are the steps for implementing the Toolkit? 

This section provides guidance on how to apply the Toolkit once an organization has committed itself to 

using the Toolkit.  

1. Planning and Development

The first phase for using the Toolkit is to determine how to collect client and program information.

During this process, a program can also identify the information they would like to capture from

both clients and their program through a variety of measures. This process involves weighing the

pros and cons of existing measures and considering replacing these measures with the State-

approved instruments included in the Toolkit. The intention of the Toolkit is to assist your programs

in maximizing efficiency in tracking, monitoring, and evaluating program data, not to create more

work for your program and staff.  The Toolkit’s preparation tools (including the Outcome Measures

Decision Flow Charts and Feasibility Checklist) can assist programs understand what they could

collect based on their specific needs.

2. Integration

The Toolkit was designed to supplement work and evaluation practices that programs already use.

After establishing what to collect and how it should be collected, it is important to consider existing

organizational processes. Again, the feasibility checklist and decision support tools can assist with

this. In addition, the Toolkit provides support materials to assist with integrating measures with

existing EDCs. These materials include a general data integration plan and a description of processes

for integration into commonly used EDCs. If your program does not already use an EDC, the Toolkit

provides Excel tools for data entry.

One of the most important elements to having a successful integration process is training on new

procedures. To assist with this, the Toolkit includes materials and suggestions for how to instruct

and inform staff of various methods of data collection, data entry, and analysis.

3. Implementation

Once an organization has completed the preparation and integration phases, it may use the many

materials that the Toolkit offers, such as data entry templates and dashboards, to assist with

simplifying the reporting of program and client information.

Figure i-1. Recommended Toolkit Implementation Timeline 
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PREPARATION 
SECTION I 

IN THIS 

SECTION 

Determine how to customize the 
Toolkit using decision trees. 

Learn about the resources 
needed to implement an 
evaluation system. 

Assess the feasibility of 
implementing an evaluation 
system. 

Access a sample data use 

agreement for negotiating the 

sharing of data between 

organizations.
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Outcome Measures Decision Flow Charts 

Purpose 

The purpose of the Outcome Measures Decision Flow Charts is to help teams or individuals from 

counties and programs determine which measures and data elements to collect based on needs and 

program characteristic and make decisions regarding how data should be collected and processed.   

Who should use these tools? 

Teams or individuals from counties and programs who would like guidance on how to select and 

administer measures included in the Toolkit. 

Description of Flow Charts 

There are two sets of flow charts: Assessment Selection and Assessment Completion Decisions. 

Assessment Selection Flow Charts 

The Assessment Selection Flow Charts are designed to lead individuals through thinking about their 

clients’ characteristics (e.g., ability to complete self-assessments, family member or friend involvement), 

program characteristics (e.g., availability of staff), and data needs (e.g., satisfaction data, outcomes 

data) in order to determine which of the measures included in the Toolkit are appropriate. Flow charts 

are divided into three areas: Client and Family/Friend Self-Report Measures, Intake and Discharge 

Information, and Clinician Assessment. 

Instructions for completing the Assessment Selection Flow Charts 

1. There are five flow charts, which are listed below. Select the questionnaire or data element that

you are considering:

 Client Self-Report Measures: Creating Healthy Outcomes Integrated Self-Assessment (CHOIS)

and Patient-Reported Outcomes Management Information System (PROMIS) Global Health

 Client-Completed Measures: Mental Health Statistics Improvement Program (MHSIP)

Consumer Survey

 Family- or Friend-Completed Measures: Illness Management and Recovery Scale – Family or

Friend Version (IMR-FF)

 Intake and Discharge Information

 Clinician Assessment (Note: The Clinician Assessment Flow Chart includes three pages.)

2. Start at the left where indicated.

3. Follow the arrows to the first decision box.

4. Answer each question by selecting a “branch” that corresponds most closely with your program’s

characteristics. Note: The Clinician Assessment flow chart includes three pages. Gray boxes indicate

when the chart should continue on a separate page.

5. The final box of the Assessment Measures Flow Chart identifies the measure or data elements that

should be collected.
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Assessment Completion Decisions Flow Charts  

The Assessment Completion Decisions Flow Charts require individuals to consider program 

characteristics to develop procedures for using the assessment measures. Flow charts are listed below. 

1. When should the assessment be completed?

This flow chart identifies the assessments that should be completed at intake, follow-up, and

discharge.

2. When should assessments be completed based on contact frequency with clients?

This flow chart helps determine how often (e.g., quarterly, every six months) assessments should be

administered based on a program’s contact frequency (i.e., Do programs meet with clients daily or

weekly, monthly or quarterly, or less than once per quarter?).

3. Who should complete the assessment(s)?

Assessments may be completed by administrative staff and mental health staff (e.g., clinicians,

social workers, peer specialists).

4. How should data be collected and reported?

Data may be collected using an existing electronic data capture system or the Toolkit data collection

spreadsheets.

Outcome Measures Decision Flow Chart 

Click on the icon to access flow charts to assist with making 

assessment selection decisions. 

Click on the icon to access flow charts to assist with making 

assessment completion decisions. 
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Feasibility Checklist 

Purpose of the Tool 

In order to implement a successful evaluation system, it is necessary to take into account the 

organizational infrastructure that should be in place. The Feasibility Checklist is designed to encourage 

counties and programs to consider their characteristics and resources while assessing their readiness for 

adoption of a new system. The Feasibility Checklist will help identify the county’s or program’s 

strengths. In addition, this tool may also be used to determine if there are obstacles that may prevent 

the success of the system and prompt discussions on how to mitigate such obstacles. 

Design 

The Feasibility Checklist comprises 44 statements that represent criteria that should be in place prior to 

the launch of an evaluation system in order for the system to be successful. These items were informed 

by stakeholder input and recommendations. 

Feasibility Checklist items are grouped into five domains. 

 Leadership: The leadership domain assesses the degree to which county and/or program leadership

is supportive of and is willing to invest resources in data collection, evaluation, and quality

improvement efforts.

 Frontline and Other Support Staff – Time: Evaluation, assessment, and measurement are essential

to ensuring programs meet the needs of the people served. However, such activities may be an

additional time burden on staff. This domain addresses the degree to which staff are able to

incorporate evaluation, assessment, and measurement activities into their workloads.

 Frontline and Other Support Staff – Resources: This domain addresses staff members’ proficiency in

the skills that are necessary for the implementation of an evaluation system. This domain also

explores the availability of resources such as translators and existing data collection systems.

 Trainings: The Trainings domain assesses whether staff have received or have the time to receive

instruction on the skills and knowledge required for data collection, assessment, evaluation, and

quality improvement (e.g., cultural competence, basic computer skills).

 Technical Requirements: This domain includes items that examine the county’s or program’s

technological capacity for implementing an evaluation system.

Individuals completing the Feasibility Checklist should review and rate each item based on the county’s 

or program’s Current Situation and Future Situation on a scale of 1 (Strongly Disagree) to 5 (Strongly 

Agree).  

 The Current Situation rating aids in identifying current organizational needs and informs resource

planning.

 The Future Situation rating requires counties or programs to reflect on the likelihood of

implementing an evaluation system within the next year. This helps counties or programs create

realistic plans for preparing for the launch of an evaluation system.
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Who should use the Feasibility Checklist? 

The Feasibility Checklist is recommended for counties or programs that wish to implement the Toolkit or 

any other data collection and reporting system. It is suggested that five to ten staff members at county 

and program levels with different job roles should review the checklist. 

When should the Feasibility Checklist be used? 

This tool should be used prior to implementing the Toolkit or any other data collection and reporting 

system to help facilitate decision-making and planning processes. Users may consider reviewing the 

Outcome Measures Decision Tools included in the Toolkit before completing the Feasibility Checklist. 
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Feasibility Checklist Completion Activity Guide 

Use this Feasibility Checklist Completion Activity Guide to help facilitate the completion of the Feasibility 

Checklist. The Feasibility Checklist should be used to stimulate dialogue and should not be considered 

a definitive assessment of feasibility for implementing an evaluation system. 

Recommended Introductory Activities 

Prior to completing the Feasibility Checklist, determine the following: 

 Goals for implementing an evaluation system

 Benefits of implementing an evaluation system

 Assessment measures required by the county or program by reviewing the Outcome Measures

Decision Tools

Instructions for Completing the Feasibility Checklist 

Collaborative completion of this Feasibility Checklist by five to ten staff members with different roles at 

various levels within the organization (e.g., leadership, management, front line staff, support staff) is 

recommended, as this would draw on the unique perspectives of individuals involved in service delivery. 

All participating staff members should be encouraged to contribute to the Feasibility Checklist discussion 

and provide honest responses. In order to help paint a clear picture of staff members’ views and 

experiences, it may be beneficial to have staff members at each level complete the Feasibility Checklist 

individually prior to commencing a larger group discussion.  

Feasibility Checklist Instructions 
Review each item on the Feasibility Checklist. Ideally, a program that wishes to implement an 

evaluation system should have these criteria and resources in place.  Use the Feasibility Checklist Rating 

Scale to assign a rating to each item. 

For each statement: 

1. Indicate how much you agree that each statement reflects your program's or county’s Current

Situation in the "Current" column (this may include any considerations related to potential costs).

2. Think about what your program or county needs to accomplish to be ready for an evaluation

system within a year (including any funds that may be made available during this time). In the

“Future” column, indicate the likelihood of implementing an evaluation system within a year based

on your program's or county’s anticipated resources after it has had time to plan and implement

any necessary changes.

Feasibility Checklist Rating Scale 

1. Strongly Disagree
2. Disagree
3. Neutral
4. Agree
5. Strongly Agree
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Scoring the Feasibility Checklist and Determining Next Steps 

The five domain scores (i.e., Leadership, Frontline and Other Support Staff – Time, Frontline and Other 

Support Staff – Resources, Training, and Technical Requirements) can be obtained by calculating the 

average item score within individual domains. The Toolkit provides an Excel spreadsheet that 

summarizes this information automatically. The Toolkit also includes a Feasibility Checklist Score 

Interpretation Guide, which provides suggestions for using domain scores to determine areas where 

resources are low and where additional planning efforts should be focused. Use the accompanying 

Identifying Next Steps Worksheet to note strengths (domains with the highest scores) and areas of need 

(domains with the lowest scores), and to initiate dialogue regarding further plans for developing an 

evaluation system. 

Feasibility Checklist 

Click on the icon to access the Feasibility Checklist, which includes the 

Feasibility Checklist Score Interpretation Guide and Identifying Next 

Steps Worksheet.  

An Excel version of the Feasibility Checklist that automatically 

calculates scores is available. Please contact the MHSOAC for more 

information. 
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Data Use Agreement 

Purpose 

The assessments in this Toolkit capture personally identifiable protected health information (PHI). All 

appropriate security measures must be taken when storing, managing, and sharing data between 

organizations.  

The Toolkit includes a sample data use agreement (DUA) for negotiating the terms of sharing of data 

between agencies. This sample document may be modified and used as a template for counties or 

programs that do not have an existing DUA form. Please adhere to local protocols for establishing DUAs. 

What is a DUA? 

A DUA is a contractual document required under the Privacy Rule under the Health Insurance Portability 

and Accountability Act (HIPAA) that allows for the transfer of data between a data owner and an outside 

entity. 3 The DUA must be entered into before use or disclosure of a limited data set (PHI that excludes 

16 categories of direct identifiers).  

Sample DUA 

Click on the icon to access a sample DUA. The document may be 

modified for sharing data between counties and contractors. Please 

follow the appropriate protocols within your county or organization 

(e.g., consult with the organization’s legal counsel) for executing 

DUAs. 

Additional Information 

The following publicly available documents provide additional information about the HIPAA Privacy Rule 

and DUAs. 

Table I-1. Additional Resources for Negotiating DUAs 

Resource Author Description Link 

DUA Toolkit: A guide to 
data use agreements 

Health Care 
Systems Research 
Network 

Provides general 
guidance on 
establishing DUAs 

http://www.hcsrn.org/en/Tools
%20&%20Materials/GrantsContr
acting/HCSRN_DUAToolkit.pdf 

Protecting Personal 
Health Information in 
Research: 
Understanding the 
HIPAA Privacy Rule 

Department of 
Health & Human 
Services 

Explains the HIPAA 
Privacy Rule in a 
research context 

https://privacyruleandresearch.n
ih.gov/pdf/HIPAA_Privacy_Rule_
Booklet.pdf 

3 The Privacy Rule is in Title 45 of the Code of Federal Regulations, Part 160 and Subparts A and E of Part 164. Full 
text can be found at the HIPAA Privacy Web site (https://www.hhs.gov/hipaa/index.html). 

http://www.hcsrn.org/en/Tools%20&%20Materials/GrantsContracting/HCSRN_DUAToolkit.pdf
http://www.hcsrn.org/en/Tools%20&%20Materials/GrantsContracting/HCSRN_DUAToolkit.pdf
http://www.hcsrn.org/en/Tools%20&%20Materials/GrantsContracting/HCSRN_DUAToolkit.pdf
https://privacyruleandresearch.nih.gov/pdf/HIPAA_Privacy_Rule_Booklet.pdf
https://privacyruleandresearch.nih.gov/pdf/HIPAA_Privacy_Rule_Booklet.pdf
https://privacyruleandresearch.nih.gov/pdf/HIPAA_Privacy_Rule_Booklet.pdf
https://www.hhs.gov/hipaa/index.html
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ASSESSMENT MEASURES 
SECTION II 

IN THIS 

SECTION 

Access assessment forms that 
can be completed by clinicians, 
clients, and clients’ family 
members and friends. 

Learn about the benefits of 
assessment and program 
evaluation. 

Review training materials that 
provide guidance on the 
implementation of measures.
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Assessment Measures 

The assessment measures included in the Toolkit were informed by stakeholders and lessons learned 

during Phase 1 of the project. For more information about the process for selecting assessment 

measures, please refer to the Validated Measures Review. 

Assessments 

The Toolkit includes a range of data elements described below that may be captured in the assessment 

forms included in the Toolkit. 

Figure II-1. Toolkit Assessments 

Note. Abbreviations: Patient-Reported Outcomes Measurement Information System (PROMIS), Creating Health Outcomes 

Integrated Self-Assessment (CHOIS), Mental Health Statistics Improvement Program (MHSIP), Illness Management and 

Recovery Scale – Family or Friend Version (IMR-FF)  

What measures should my county or program use? 

The measures implemented at each county or program depends on various factors (e.g., existing 

outcome measures, level of contact with clients). The Outcome Measures Decision Flow Chart and 

Feasibility Checklist, which can be found in Section I, can help you determine if the Toolkit 

assessment measures are appropriate for your county or program. 
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Clinician-completed Assessments  

The Intake Assessment and Clinician Assessment should be completed by clinicians or other program 

staff. 

 Intake Assessment: The Intake Assessment captures basic intake and demographic information

(e.g., gender, race, age) that may be used to track key populations served by a program. This

assessment should be completed during a client’s first visit to the program.

 Clinician Assessment: The Clinician Assessment should be completed at Intake, Follow-up, and

Discharge. The full Clinician’s Assessment includes the following components:

 Key Outcomes: Client outcome data elements completed by the clinician or mental health staff

that analyze a wide variety of outcomes, such as housing, employment, critical events, and

health.

 Illness Management and Recovery Scale (IMR): The IMR instrument was developed for the

Illness Management and Recovery Program to assess the intervention’s success in helping

individuals with mental illness better manage their illness and move towards recovery. Although

the IMR Scale was designed for the IMR intervention, they can also be used to track outcomes

with individuals participating in other illness self-management programs. The tool includes 15

items rated on a five-point behaviorally anchored scale that taps into the following areas of self-

management: progress toward goals, mental illness knowledge, involvement of family and

friends, contact with individuals outside family, time spent in structured roles, symptom

distress, impaired functioning, relapse prevention, relapse of symptoms, psychiatric

hospitalizations, coping, involvement with self-help activities, effective medication use,

functioning affected by alcohol, and functioning affected by drug use. The IMR should be

completed by a mental health professional.

 Milestones of Recovery Scale (MORS): The MORS, a validated outcome recovery measure, is a

single-item scale that tracks the recovery process of individuals with a mental illness from the

perspective of agency staff who provide services. The scale was designed as an administrative

tool to evaluate the effectiveness of mental health services and to assess whether clients are

receiving an appropriate level of care. The MORS comprises three underlying dimensions: level

of risk, level of engagement, and level of skills and supports. The scale consists of eight levels

ranging from “extreme risk” to “advanced recovery.” Raters are instructed to select the level

describing the modal milestone of recovery that an individual displayed over the past month.

 Goals: Clinician-rated recovery items regarding housing, education, mental health, substance

use, physical health, social health, family reunification, and employment for those clients for

whom these goals are relevant or appropriate.
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Client-completed Assessments 

The Toolkit includes two self-assessments, which should be completed by clients at intake, follow-ups, 

and discharge. Staff should be trained in administering the assessments in a manner that encourages 

participation by helping clients recognize its usefulness in understanding their individual recovery needs.  

Programs may administer one or both of the self-assessments listed below. When selecting which self-

report measures to use, consider the level of burden they present to clients. The choice of self-report 

measures may depend on the general abilities of the client to complete the measures.  

 Patient Reported Outcomes Measurement Information System – Global Health Short Form

(PROMIS Global Health): PROMIS Global Health form is a self-report measure comprised of 10 items

that assess general domains of health and functioning, including overall physical health, mental

health, social health, pain, fatigue, and overall perceived quality of life.

 Creating Healthy Outcomes Integrated Self-Assessment (CHOIS): The CHOIS is a client-completed

measure that reflects mental health issues from the client’s perspective. It was designed to (a)

screen for potential mental health issues in programs that do not focus primarily on mental health

(e.g., primary care, non-psychiatric hospitals, substance use treatment) and (b) assess changes in

mental health when used pre- and post-treatment in mental healthcare settings.

In addition to the self-assessments described above, the Toolkit includes an instrument that allows 

clients to provide input on the care they receive. 

 Mental Health Statistics Improvement Program (MHSIP) Consumer Survey: The 36-item MHSIP

Consumer Survey measures client perceptions of and satisfaction with the care they receive.

Administration of the survey is required for some programs by the California Department of Health

Care Services (DHCS). The version of the MHSIP Consumer Survey included in the Toolkit is for

counties to summarize their MHSIP data and for optional administration of the survey (i.e., by

programs that wish to collect additional Consumer Perception Survey [CPS] data outside the bi-

annual data collection windows, by programs that may not be required to collect CPS data to obtain

the information if they wish to do so).

Family/friend-completed Assessments 

 Illness Management and Recovery Scale – Family or Friend Version (IMR-FF): The family member- 

or friend-completed version of the IMR was developed to allow those who know the person in

recovery well to participate in assessing recovery progress. It gives these supporters a clear pathway

to provide input to the healthcare providers and may reveal critical information to healthcare

providers that might not come in the course of a usual appointment. The IMR-FF was developed by

the State of California by modifying the Illness Management and Recovery Practitioner Survey.
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Additional Information about Toolkit Assessments 

Click on the icons below to access additional information about the measure selection process 

and details about each measure. 

Validated Measures Review: detailed information about measure selection 

Outcome Measures Decision Grid: details about each measure (i.e., content, 
frequency of administration, approximate length of administrations, available 
translations, copyright, training requirement) 

Supplemental information about the MORS 

Assessment Forms 

Click on the icons below to access printable assessment forms. 

Intake Assessment 

Clinician Assessment 

PROMIS Global Health 

CHOIS – English language version 

CHOIS – English language version (large print) 

CHOIS – Spanish language version 

CHOIS – Vietnamese language version 

MHSIP Consumer Survey 

IMR- FF 
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Assessment Coversheets 

Click on the icons below to access coversheets that can help clinicians communicate the purpose 

of the CHOIS and IMR-FF. These can be attached to the assessment forms. 

CHOIS Coversheet 

IMR-FF Coversheet 
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Assessment Schedule 

Assessment scheduling should be flexible in order to accommodate challenges that are inherent in 

mental health treatment (e.g., missed appointments, miscommunications), as well as accommodating a 

program’s workflow to decrease burden.  

A regular assessment schedule should be based on the natural pattern for creating and updating 

treatment plans or conducting follow-up appointments. In general, when a treatment plan is due, an 

assessment should also due (i.e., intake at the beginning of service, follow-up at treatment plan 

updates). For most clinical programs, six-month intervals are appropriate for follow-up assessments, as 

this time allows the clinician to build rapport with a client and observe progress. However, to 

accommodate the breadth of provider types and diversity of service delivery, the Toolkit provides 

programs with the opportunity to opt for other assessment schedules.  

Table II-1. Recommended Assessment Schedule 

Form Description 
Who should 
complete the 
form? 

Complete 
at Intake 

Complete at 
Follow-up 

Complete at 
Discharge 

Intake 
Assessment 

Intake assessment data 
element domains include: 

 Intake Information
 Client Information

Administrative 
Staff 



Clinician 
Assessment 

Intake assessment data 
element domains include: 

 Key Indicators (i.e.,
Housing, Employment,
Critical Events, and
Health)

 Discharge Information*
 IMR
 MORS
 Goals†

Clinician (or other 
mental health 
staff, [e.g., social 
worker, peer 
specialist]), 
Administrative 
staff may 
complete 
Discharge 
Information items 

  

PROMIS Global 
Health 

Short form (10 items) 
assessing client-rated 
general health outcomes 

Client   

CHOIS 

33-item form used for 
screening or assessing 
client-rated mental health 
outcomes 

Client   

MHSIP 
Consumer 
Survey 

36-item form assessing 
client perceived satisfaction 
with mental health services 

Client  

IMR-FF 
Family/Friend-Rated 
Outcomes 

Client’s 
Supporters 

  

Note. Abbreviations: Patient-Reported Outcomes Measurement Information System (PROMIS), Creating Health Outcomes 
Integrated Self-Assessment (CHOIS), Mental Health Statistics Improvement Program (MHSIP), Illness Management and 
Recovery Scale – Family or Friend Version (IMR-FF)  

* Discharge items completed at discharge only.
† Goals items completed at follow-up and discharge only. 
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Benefits of Program Evaluation 

As mental health staff, your primary goal is to help people you serve. This section explores how data 

collection and program evaluation activities can help you improve the work you do with your clients. 

What is program evaluation? 

Program evaluation is a systematic assessment of a program’s effectiveness. Information gathered from 

a program evaluation may help to strengthen the quality of program services, thus, improving the 

positive impact on client outcomes. 

Why invest time in program evaluation activities? 

Helping clients 

Evaluation may help track an individual’s recovery progress and inform treatment planning. It also 

promotes an integrated recovery orientation and facilitates communication between the client and 

clinician. For instance, administering client-reported measures conveys the importance of seeing the 

client as a whole person and our interest in multiple aspects of their health and quality of life in addition 

to psychiatric symptoms. 

Continuous program improvement 

Program evaluation involves systematically collecting information about the effect that a program is 

having on the people it serves. In addition, program evaluation may capture information about how 

integrated and culturally appropriate programs are. This information can help us adjust and improve 

programs to better meet the needs of our clients.  

Accountability 

Program evaluation helps demonstrate how well a program meets its goals, how well a program is being 

implemented as planned, and whether target populations are receiving adequate services. Additionally, 

participation in program evaluation activities may help improve the chances of securing future funding 

to continue and grow beyond current funding sources and expand new services or sites. 

How can evaluation data help the people you serve? 

Evaluation data may be used to supplement clinician opinion through providing a means of documenting 

and measuring recovery progress and outcomes. In addition, outcome assessments may help identify 

strengths that may encourage recovery and increase a client’s health and quality of life. Finally, 

collecting evaluation data may enhance the therapeutic dialogue and, as a result, increase client 

involvement in treatment planning, encourage shared goals and recovery monitoring, and increase the 

sharing of information between treatment team members.  
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What are the benefits of self-assessment? 

The measures described in the Toolkit include client self-assessments (i.e., PROMIS-Global Health, 

CHOIS). In addition to providing information for providers, administering self-assessments to clients can 

be therapeutic. Benefits include: 

 Helping clients prepare for meetings with health care professionals by identifying the issues that are

important for them to discuss

 Increasing client involvement in treatment planning

 Providing milestones for collaborative goal-setting

 Helping a client understand the clinician’s recovery orientation

 Increasing a client’s awareness of his or her strengths

 Helping a client acknowledge or become aware of personal challenges and their impact

 Decreasing stigma about mental health issues
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Assessment Measures Training 

Successful adoption, sustainability, and data quality for an evaluation system rely on adequate training 

and support. This section provides recommendations and materials that may be used to train staff on 

using the assessments in this Toolkit. The following resources are included in this section: 

 Training recommendations

 Assessment manuals

Counties and programs should modify training materials to suit their specialized needs and any agency-

wide guidelines or criteria for training. Recommended training attendees include program directors, 

managers, clinicians, data analysts, and other individuals who may be using the Toolkit. 

Training Recommendations 

Staffing Roles 

 Training Coordinator: Each county or program should designate an individual who is responsible for

organizing trainings and managing requests for trainings. This individual may also be responsible for

developing alternative training formats (e.g., web-based training, training videos) to accommodate

the agency’s needs.

 Trainers: Trainers should be individuals who have the expertise on elements of the evaluation

system that staff members will be trained to use. These individuals should also be competent in

instruction in a classroom-type setting.

 Support Staff: The agency should have staff who can provide as-needed support on areas of the

evaluation system. For example, there should be at least one individual who can provide support for

outcome measures beyond scheduled trainings. Additionally, there should be designated staff

members who can provide technical support on electronic components of the evaluation system.

These individuals would be available to provide as-needed support and troubleshooting using pre-

defined support protocols.

There should be a mechanism for processing feedback and questions to support staff in order to

help implement improvements to training materials and, when appropriate, to the evaluation,

assessment, and measurement system.

Training Frequency 

A complete training on the evaluation system should be provided annually. 

 Refresher Trainings: The county or program may wish to offer occasional and more frequent

refresher trainings on certain modules to reinforce existing staff members’ skills, provide general

updates, and to train new staff members.
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Training Variations 

A multimodal approach to training can ensure the sustainability of an evaluation system. In addition to 

live in-person training, a county or program may wish to consider the following training formats based 

on the agency’s needs and the availability of resources. 

 Webinar-based Training: Webinar-based trainings, in which participants have the ability to ask

questions, may be a feasible option for individuals who may not be able to attend a live training.

 Train-the-trainer approach: Stakeholders have endorsed the idea of using a “train-the-trainer”

approach to assist a counties’ or programs’ capacity building and to empower users. This training

approach focuses on intensive training of “super users” within counties or organizations who can

provide localized support to staff members. Trainings may cover all aspects of the system. Trainers

disseminate what they have learned through informal means (e.g., offering to be in contact with

other staff members who may have questions) and formal mechanisms (e.g., planning refresher

trainings or forming user groups).

 Hands-on Training: If resources permit, an agency may wish to consider an interactive approach to

training that involves trainees using the system as a trainer provides instruction on key features.

This training format is most effective with smaller groups.

 Self-guided Training: Although live trainings are essential to ensuring that staff members receive

adequate instruction, self-guided trainings, which allow staff members to learn at their own pace,

may be a practical option for providing instruction on using basic elements of an evaluation system.

Online pre-recorded modules and printable manuals allow staff members to learn to use the system

at their convenience. Such materials also serve as reference resources in-person training attendees.

Materials should be written at an 8th grade-reading level in order to be easily understood by

program staff of all education levels and to accommodate staff for whom English is not a first

language. Individuals should be able to contact training and support staff should questions arise

during self-guided training.

Training Modules 

Training modules should include: 

 Introduction to the Toolkit: Staff members should receive an introduction to the Toolkit (or

components of the Toolkit that will be implemented) prior to receiving detailed instruction on using

the Toolkit.

 Outcome Measures: Training on outcome measures should include an explanation of the value of

measurements, detailed instructions for completing assessment items, guidance on administering

client-completed assessments, and interpretation of assessment measures. Trainers may wish to

incorporate real-world case studies that are relevant to the program setting to illustrate how to

capture data under standard and irregular conditions.

 Processing Data: Training should include information about using the electronic data capture system

(EDC) (if applicable), entering data into the system or Toolkit’s data entry tools, and using the

Toolkit’s automated dashboards (see Section IV for instructions on using the Toolkit’s data entry and

dashboard tools).
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Recommended Training Plan 

The following training modules are recommended for counties and/or programs that wish to implement 

the Toolkit. The training plan should be customized to suit local needs and protocols. 

I. What is the Toolkit? 

a. Purpose of the Toolkit

b. Overview of Toolkit components

II. Measures

a. Importance of Measurement

b. Introduction to Measures in the Toolkit

i. Review forms

ii. Applying the measures to practice

c. County or program protocol for using the measures

i. Assessment Schedule

ii. Specific instructions

d. MORS Training

Note: Contact Mental Health America of Los Angeles (mors@mhala.org) for information about
MORS training for your county or program.

III. Processing Data

a. Instructions on using key functions of the system, which may be the Toolkit spreadsheets or the
EDC selected by the county

b. Data Entry

c. Using automated dashboards

mailto:mors@mhala.org
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Assessment Measures Training Materials 

This Toolkit includes an Outcome Measures Training Manual may be modified per county or program 

needs and distributed as a supplemental training document. 

Assessment Measures Training Materials 

Click on the icon to access the Assessment Manual. The manual 

includes an overview of each assessment provided in the Toolkit, 

assessment scoring and interpretation guidance, and a brief 

introduction to the importance of program evaluation. 

External Assessment Measures Training Resources 

MORS 

Mental Health America of Los Angeles, the creator of the MORS, requires introductory MORS training 

for all staff who use this tool.  

For information regarding the MORS, please visit www.milestonesofrecovery.com or contact Mental 

Health America of Los Angeles at MORS@mhala.org or (562) 645-3222. 

Using data for program evaluation 

There is a wealth of information on the various approaches to conducting a program evaluation. The 

Centers for Disease Control and Prevention (CDC) Program Performance and Evaluation Office (PPEO) 

provides an overview of evaluation and resources to assist in conducting an evaluation. Visit 

https://www.cdc.gov/eval/index.htm for more information. 

http://www.milestonesofrecovery.com/
mailto:MORS@mhala.org
https://www.cdc.gov/eval/index.htm
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DATA ENTRY AND 
REPORTING 
SECTION III 

IN THIS 

SECTION 

Access data entry and reporting 
tools for processing assessment 
data. 

Review techniques and 
recommendations on how to 
assess and report on client 
progress.
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Data Entry and Reporting Spreadsheets 

The Toolkit includes Excel spreadsheets that may be used for data entry in the case that an EDC is not 

available. 

How can I access data the Toolkit’s data entry and reporting spreadsheets? 

Contact the MHSOAC for more information on how to access data entry and 

reporting spreadsheets that are included in this Toolkit. 

Data Entry 

Data may be entered in the spreadsheets for the following six assessments: 

 Intake Assessment

 Clinician Assessment

 Patient Patient-Reported Outcomes Measurement Information System - Global Health (PROMIS

Global Health)

 Creating Healthy Outcomes: Integrated Self-Assessment (CHOIS)

 Illness Management and Recovery Scale – Family or Friend Version (IMR-FF)

 Mental Health Statistics Improvement Program – Consumer Survey (MHSIP Consumer Survey)

Basic Structure of the Data Entry and Reporting Tools 

Each assessment has a variety of measures and, therefore, the corresponding workbooks will not all look 
the same. However, each assessment workbook contains the basic six worksheets outlined in the 
following table 

Table III-1. Worksheet Functions 

Worksheet Name Function Worksheet Name 

Data Integration Explains how to enter or import data and provides links to 
assessment forms 

Data Integration 

Report Setup Explains how to filter data and set up the reports Report Setup 

Raw Data Contains coded data for the assessment Raw Data 

Tables 1 Contains frequency tables for all variables in the current 
assessment period 

Tables 1 

Tables 2* Contains frequency tables comparing matched data from 
the current assessment to the previous assessment 

Tables 2* 

Dashboard† Contains a summary of the data using graphic displays for 
selected variables 

Dashboard† 

Codes Contains the codebook with all variable names, labels, and 
values 

Codes 

*The Intake workbook does not include Tables 2, as data is only processed from the most recent assessment completed by each 
client.  
†The Clinician Assessment workbook includes three dashboards: Clinician Rated Outcomes, Key Indicators, and Discharge. 
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Using Data Entry and Reporting Tools 

The attached documents include detailed instructions for using the data entry spreadsheets and 

instructions for customizing the tools for advanced Toolkit users. 

Instructions for Data Entry and Reporting Tools 

Click on the icons below to access instructions for using the Data Entry and Reporting Tools. 

Data Entry and Reporting Instructions: In addition to providing general 

instructions for Toolkit users, the document contains additional 

information about the development of the tools for advanced users. 

Client and Service Information System (CSI) Import Feature Instructions 

(Intake Assessment only): The Intake Assessment Data Entry and 

Reporting Tool includes a mechanism for importing relevant client data 

variables from the CSI. Note: Additional information on integrating CSI 

data into the Data Entry and Reporting Tools is available in Section IV. 



Toolkit for Evaluation, Assessment, and Measurement for Adult CSS Programs v1.0.0 Page 32 

Data Reporting and Dashboards 

A dashboard is a succinct way of presenting variables of interest. The Toolkit provides users with a range 

of dashboard pages, which automatically analyze and display selected variables for user-defined 

timeframes. All dashboards have the following elements in common:  

 Title of the dashboard page

 User defined date range

 Brief summary of analyzed items or scales and how these should be interpreted

 Data analysis displayed in chart or table format

The figure below displays a dashboard example. 

Figure III-1. Dashboard Example (Intake Assessment, page 1) 
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Toolkit Dashboards 
The Toolkit includes 11 dashboards. For larger dashboard examples, see Additional Dashboards 

Information below. 

Clinician Rated 
Outcomes: Intake 

Clinician Rated 
Outcomes: IMR 

Clinician Rated 
Outcomes: Discharge 

Family- or Friend-Rated 
Outcomes: IMR-FF 

Clinician Rated 
Outcomes: Key Indicators 
– Housing

Client Rated Outcomes: 
CHOIS 

Clinician Rated 
Outcomes: Key Indicators 
– Employment

Client Rated Outcomes: 

PROMIS Global Health 

Clinician Rated 
Outcomes: Key Indicators 
– Critical Events and
Health 

Client Rated Outcomes: 
Satisfaction – MHSIP 
Consumer Survey 

Clinician Rated 
Outcomes: Goals and 
MORS 

Additional Dashboards Information 

Click on the icon to access detailed information on and examples of 

dashboards supplied in the Toolkit.  
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Statistical Guidance 

The statistical guidance section includes suggestions for data representation and a summary of data 

reporting strategies for all assessment items included in the Toolkit assessment forms.  

Assessment data can be reported based on research questions, including the following broad questions: 

 Whom does the program serve?

 Are there any disparities in outcomes or care among certain populations?

 Are clients satisfied with program services?

 Is the program effective at helping clients improve in outcome areas?

 How do clients perceive their progress towards improvement in outcomes?

 Have participants achieved a higher level of recovery?

 Is the program cost-effective?

Note: Suggestions for data representation may go beyond the items included in the automated 

dashboard reports. This information was intended for users who have advanced experience with 

conducting statistical analyses or who want to explore the data beyond what the automated dashboards 

can display.  

Data Representation 

The table below summarizes various visual reporting methods that can be used in evaluation reports 

depending on the types of data collected. The data dashboard examples presented later in this chapter 

utilize a number of these methods.  
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Table III-2. Visual Reporting Methods 

Data Display Types Reporting Use 

Bar Charts or 
Column Charts 

Bar charts or column charts can be used to show frequencies, sums, and means of 
different variables.  

Examples: Gender identity, race/ethnicity, client’s progress toward goals, 
employment, education, housing status, substance use 

Pie Charts Pie charts can be used to show proportions of variables when the sum of proportions 
is 100% and people cannot fall into more than one category. 

Examples: Age categories, preferred language 

Tables Tables can be used to display data numerically on single or multiple variables. 

Examples: Use of inpatient/emergency services and acute settings, employment type, 
program type, MORS ratings, scale ratings by item (e.g., IMR), quality adjusted life 
years (QALY), alcohol use, drug use, CHOIS scores, post outcomes/satisfaction 
summary 

Time Series Charts Time series charts can be used to display data over a certain duration of time. These 
will typically be line charts containing data from one or several variables. 

Examples: MORS scores over time, IMR scores over time, substance use over time, 
CHOIS scores over time 

Scatter Plots Scatter plots can be used to show the relationship of data between two variables. 

Examples: The relationship between age and satisfaction scores 

Test of statistical significance on matched samples 

Test of statistical significance (e.g., paired samples t-tests, chi-square tests) can be used to examine 

changes between groups of clients.  

Matched samples analyses, utilizing only the cases that have complete data for each time point being 

measured, will allow for comparisons between assessment ratings. These paired comparisons will show 

changes in assessment scores for individual clients as they progress through services, and allow these 

changes to be more easily attributed to the program’s service.  

Missing items 

Data may include a number of missing items. As a rule of thumb, at least half of the items are required 

to calculate a scale (or subscale), unless the instrument provides specific scoring instructions, which 

suggest otherwise.   
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Summary of Analysis and Reporting Strategies 

The following tables summarize proposed analysis strategies for the data elements included in the 

Toolkit.   

Table III-3. Whom does the program serve? 

Data Source Data Element Analysis/Reporting 

Intake Assessment 

or 

EDC 

 Referral Source
 Date of Birth
 Country of Birth
 Zip Code of Current Residence
 Gender Identity
 Primary Language
 Preferred Service Language
 Race/Ethnicity
 Military Status
 Sexual Orientation
 Disabilities

 Frequency of client
characteristics

 Demographic information can be
used to determine the diversity of
clients being served and whether
disparities exist between certain
populations.

Table III-4. Are there any disparities in outcomes or care among certain populations? 

Data Source Data Element Analysis/Reporting 

Client- and 
Clinician-completed 
Forms  

or 

EDC 

Data elements from various outcome domains 
can be cross-referenced with demographics 
information. 

 Demographics can be used to
determine if disparities exist
between certain populations by
cross-referencing demographic
data with data regarding services
provided and client outcomes.

Table III-5. Are clients satisfied with program services? 

Data Source Data Element Analysis/Reporting 

Mental Health 
Statistics 
Improvement 
Program Survey 
(MHSIP) 

 General satisfaction
 Perception of access
 Perception of quality and appropriateness
 Perception of participation in treatment

planning
 Perception of outcome services
 Perception of functioning
 Perception of social connectedness

 Items from the MHSIP can be
used to report client satisfaction
in multiple areas: general
satisfaction, perception of access,
perception of quality and
appropriateness, perception of
participation in treatment
planning, perception of outcome
services, perception of
functioning, and perception of
social connectedness.

 Reports can include mean scores
and/or percentages of clients
who either agree or strongly
agree. Reports can include means
for individual items or subscales.
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Table III-6. Is the program effective at helping clients improve in outcome areas? 

Data Source Data Element Analysis/Reporting 

Clinician 
Assessment: MORS 

MORS  The MORS indicates client level of
mental health recovery. Reports
can include mean MORS ratings
at each assessment time point. In
addition, reports can include
percentages of clients at each
time point who demonstrated
improvement, a decrease, or no
change/stability in ratings.

Clinician 
Assessment: IMR 

 and 

IMR  - Family or 
Friend Version 

 Progress Towards Personal Goals
 Knowledge
 Involvement of Family and Friends in

Mental Health Treatment
 Contact With People Outside of Family
 Time in Structured Roles
 Symptom Distress
 Impairment of Functioning
 Relapse Prevention Planning
 Relapse of Symptoms
 Psychiatric Hospitalizations
 Coping
 Involvement With Self-help Activities
 Using Medication Effectively
 Impairment of Functioning Through Alcohol

Use
 Impairment of Functioning Through Drug

Use

 The IMR captures various key
indicators of recovery in multiple
domains. Reports can include
means from pre- and post- 
assessments to show overall
change in scores.  Reports can
include means for individual
items, subscales, or overall scores
to show improvement.

 Comparisons can be made
between clinician completed IMR
and IMR - Family or Friend
Version.

Clinician 
Assessment: 
Housing, 
Employment, and 
Critical Events  

or 

EDC 

 Current Living  Situation
 Stability of Housing
 Homelessness Past 6 Months
 Employment Activities: Past 6 Months and

Current
 Employment Seeking
 Emergency Interventions Past 6 Months
 Hospitalization
 Jail/prison
 Police custody

 Pre- and post-data may be used
to demonstrate movement in
outcome domains (i.e., housing,
employment, acute settings
involvement, legal issues).

 Reports may include a
comparison of frequencies,
percentages, or means across
assessment time points where
appropriate.

Clinician 
Assessment: Health 

or 

EDC 

 Trauma
 Current Primary Care
 Psychiatric Diagnosis

 Pre- and post-data may be used
to track changes in clients’ health.
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Data Source Data Element Analysis/Reporting 

Clinician 
Assessment: Goals 

 Employment Goal
 Housing Goal
 Education Goal
 Mental Health Goal
 Substance Use Goal
 Family Reunification Goal
 Social Health Goal
 Physical Health Goal

 Results from goals items may
indicate clinician perception of
client recovery. Each item
addresses a different domain of
recovery.

 Reports may include the
percentage of clients with each
outcome goal on their treatment
plan and the percentage of clients
who did or did not make progress
towards each goal.

Table III-7. How do clients perceive their progress towards improvement in outcomes? 

Data Source Data Element Analysis/Reporting 

PROMIS Global 

Health 

 General Mental Health
 Health
 Emotional Problems
 Physical Health – General
 Physical Health – Everyday Activities
 Physical Health – Pain
 Physical Health – Fatigue
 Quality of Life
 Satisfaction with Social Activities and

Relationships
 Ability to Fulfill Social Activities and Roles

 The PROMIS Global Health
assesses general domains of
health and functioning, including
overall physical health, mental
health, social health, pain,
fatigue, and overall perceived
quality of life. Reports can include
means for individual items or
subscales to show improvement
(i.e., Global Physical Health,
Global Mental Health).

Integrated Self-

Assessment (CHOIS) 

 Depression
 Anger
 Anxiety
 Cognitive/Memory
 Psychosis
 Suicidal Ideation
 Substance Use
 Positive Recovery

 The CHOIS captures the client’s
perspective of his/her recovery in
various outcome domains.
Reports can include means for
individual items or subscales to
show improvement.
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Table III-8. Have participants achieved a higher level of recovery? 

Data Source Data Element Analysis/Reporting 

Clinician-completed 

Form (Discharge) 

 Discharge Reason
 Referred to

 Reports may include the
frequency and percentage of
clients who were discharged,
where they were referred to (if
applicable), and the reason for
discharge in order to provide an
indication of clients who were
able to graduate to lower levels
of care.

MORS Milestones of Recovery Scale  Reports may include mean MORS
scores at each time point. MORS
results can be interpreted to
determine whether clients,
overall, have achieved a higher
level of recovery.

Table III-9. Is the program cost-effective? 

Data Source Data Element Analysis/Reporting 

Clinician 
Assessment: Critical 
Events 

or 

EDC 

Reduced Use of Jail/Acute Settings  Reports may include frequencies
of hospitalizations, incarcerations
and client use of emergency
services. If a mean or median cost
can be assigned to services
and/or incarcerations, these data
may be used to measure cost
effectiveness of reduced use of
jail and acute settings.

PROMIS Global 
Health 

Cost per Quality Adjusted Life Year (QALY)  Items from the PROMIS Global
Health may be used to calculate
cost per QALY. More information
can be found in Appendix D.
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ELECTRONIC DATA CAPTURE 
SYSTEM INTEGRATION 
SECTION IV 

IN THIS 

SECTION 

Learn about options for collecting 
and storing data. 

Learn how to use and create a 
data integration plan.  

Access step-by-step instructions 

for integrating the Toolkit into 

common electronic data capture 

systems.
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Electronic Data Capture System Integration 

The common data elements recommended in the Toolkit are often implemented in an electronic data 

capture (EDC) system. This section provides guidance on how data elements could be exported from 

EDC systems into data collection templates for monitoring, analysis, and reporting of program data and 

outcomes. This includes a detailed map of the process for integrating data collection and reporting 

functions with other EDC systems, including mapping of different EDC systems (e.g., Mental Health 

Outcomes Management System [mHOMS], Electronic Behavioral Health Solutions [eBHS], Clinician’s 

Gateway, Netsmart Avatar, and statewide reporting systems, i.e., Client and Service Information [CSI], 

Data Collection and Reporting [DCR]). 

EDC Business Flow 

Figure IV-1 on the following page shows that the critical decision point is determining the data collection 

system to be implemented. Direct data entry into the Toolkit’s Excel spreadsheets provides the easiest 

method of collecting and analyzing data. However, this Toolkit provides other options that will be 

discussed in the next section. These additional options may require the development of an EDC 

implementation plan and data mapping. 
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Figure IV-1. Toolkit Integration Flowchart 

Note. Abbreviation: Electronic data capture system (EDC) 
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Variations of Implementing the Toolkit 

This section provides an overview of four comment options to implement the Toolkit. The determination 

of the type of data collection system to use is the critical decision point and these options should be 

considered thoroughly.  

Option 1: Using spreadsheets included in the Toolkit 

In option 1 (Figure IV-2), a program enters data elements into the Toolkit data entry spreadsheet only. 

Since the program has no other systems to pull data from, no standardization or sanitization of data 

needs to occur. This system will be the least time intensive when setting up the data for analysis and 

reporting. Likewise, direct data entry minimizes paper work for front-line staff. Programs using this 

system may want to consider creating a Toolkit data entry spreadsheet for each staff member, and 

merging these together in order to limit other users’ access to client data. 

Figure IV-2. Program Using Toolkit Only 
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Option 2: Using an existing EDC system and the spreadsheets included in the Toolkit 

In option 2 (Figure IV-3), the program will enter core data elements into their current EDC system, the 

Toolkit data entry spreadsheet, or both. If a program chooses to use this option, it is likely that they will 

be entering partial core data elements into both systems. The information in this Toolkit that explains 

the process for importing .csv files can be used to assist in creating a system that uses both the 

program’s EDC and the Toolkit spreadsheet. 

This option will allow the program to use their existing system, while extending their data collection by 

also using the Toolkit data entry spreadsheet. However, this option could create some additional user 

burden, with data entry and training taking place for both systems.  

Figure IV-3. Program Using a Combination of Toolkit and Existing Data System 
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Option 3: Using paper forms and an EDC 

In option 3 (Figure IV-4), a program will enter core data elements into the existing data system and use 

paper forms for additional outcome measures. These paper forms will be entered into the Toolkit data 

entry spreadsheet. This option is available for programs where it may be difficult to add new data 

elements to the existing system. However, the use of paper forms has some potential disadvantages, 

including less control over data quality and lack of any real-time notifications or automated reporting.  

Figure IV-4. Program Collecting Data via Paper and Existing System 
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Option 4: Using paper forms to enter into the EDC and the Toolkit 

In option 4 (Figure IV-5), a program will collect data elements on paper forms and then enter the data 

into an electronic system, possibly both an EDC and the Toolkit. If a program chooses this option, 

program staff will enter the completed data from the paper forms into the Toolkit spreadsheet and 

export data from the EDC.  

This option is available for programs with limited computer access where it may be burdensome to 

create data collection systems. The Toolkit provides sample forms that can be utilized by a program. This 

may be a preferred method for small counties. However, the use of paper forms has some potential 

disadvantages, including less control over data quality, and lack of any real-time notifications or 

automated reporting.  

Figure IV-5. Program Entering Data via Paper Forms to be entered into an EDC and the Toolkit 
Spreadsheet 
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Integration Essentials 

Programs that choose options that include using their own data collection system will need to account 

for how that system will integrate with the Toolkit. This could include developing a data integration plan 

that ensures the information from the program’s data collection system is formatted to meet the 

requirements of the Excel spreadsheets included in the Toolkit. This process could vary in complexity 

based on the data collection system being utilized. The remainder of this section will address developing 

a data integration plan and provide resources for making that process as simple as possible. While this 

Toolkit provides an overall plan for integrating data with existing EDCs, the following must be considered 

before developing a data integration plan. 

Organizational Commitment 

Developing and implementing an EDC integration system requires commitment from the organization 

since it will involve resources at various levels for the duration of your program. This Toolkit provides a 

feasibility checklist that can be a resourceful tool for gauging organizational commitment and beginning 

the necessary discussions at various levels to determine the best methods for tracking, evaluating, and 

measuring your program outcomes. 

Documenting Program Processes and Work Flow 

The process of data integration must be considered in relation to the daily program processes and 

workflow. Completion of assessments, measures, data entry, data extraction, and analysis all must 

function as a normal part of daily practices and procedures. Therefore, understanding and mapping of 

daily workflow and highlighting those tasks that will effect data integration will help in developing a 

process that functions well with the workflow already in place. This could entail considering the 

following: 

 Determining when clinician and client assessments and measures are completed based on

appointment scheduling

 Considering electronic forms versus paper forms

 Identifying the staff who would be the most appropriate for completing data entry

 Scheduling data extraction that coincides with other business processes and reporting needs.

 Creating timelines for data reports for staff and management needs that coincide with staff

responsibilities and tasks

 Developing feedback loops that will allow the data to inform program improvement

Connecting Disparate Systems 

Health services are increasingly dependent on electronic systems. While such systems often promote 

immediate sharing of information, sometimes they are created to function independently of any other 

data processing system, making it difficult to connect data from one system to another. Programs that 

are housed within larger organizations such as hospitals or criminal justice systems may experience this 

more often when required to use an electronic system utilized by the parent organization. Ideally, such 

systems provide a means to export data into a commonly used format to permit data integration. The 

functionality of these larger electronic systems needs to be discussed early on in the planning process. 



Toolkit for Evaluation, Assessment, and Measurement for Adult CSS Programs v1.0.0 Page 48 

Inability to connect disparate systems may lead a program to choose a different database program to 

track client information and outcomes. 

Mapping Data Sets to Enable Health Information Exchange 

In the following section, this Toolkit provides information on developing a data-mapping plan. If EDC 

integration is pursued, it is imperative that the data is mapped to maximize the exchange of health 

information. This may include considering how your organization needs to view and process information 

in order for business practices to be accomplished. For instance, key data may need to be included in 

referral or intake forms in order to process medical billing. Such data may need to be in a specific format 

to ensure processing occurs smoothly. This may require the data to be entered in one format and 

exported in another in order to be analyzed in a meaningful way. These considerations highly impact the 

decision to pursue EDC integration. 

Developing a Data Integration Plan 

Establishing an EDC integration plan is an important step in ensuring an accurate and efficient system for 

exporting and analyzing data. The following should be considered before implementing data integration. 

 System requirements (software, workstation) needed for integration

 Establishing a data timeline based on needed reports and other monitoring and evaluation needs

 Availability of staff to complete integration according to the desired data timeline and the

responsibilities of each person

 Preparing for data collection into other EDCs

 Creating a data-mapping framework

 Reviewing of the verification testing needed to confirm data are mapped correctly

 Ongoing evaluation of the data integration plan

System Requirements 

The Toolkit’s data entry template requires Microsoft Excel 2010 or later. Additionally, adequate storage 

and processing for the workstation, at which the integration will be prepared, is needed. If requirements 

below are not met, then the system may not function optimally. 

 Hard Drive Space: The ideal hard drive space is 500 gigabytes (GB).

 Memory Usage: The ideal amount of operating system memory occupied by the system is 16

gigabytes (GB) of RAM.

 Internet: A Broadband connection is recommended (minimum 2-3 Mbps download; minimum 1-2

Mbps Upload)

 Operating System: Windows 7 or later; Mac OSX 10 or later

 Browser (for web-based applications): An updated version of Internet Explorer, Mozilla Firefox,

Google Chrome, or Safari is required.

 Software: Microsoft Office 2010 or higher is recommended.
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Data Timeline 

While outcomes and measures in the toolkit are recommended for use with participants quarterly or 

every six months, agencies may benefit from utilizing other timelines for monitoring and evaluation. This 

may include quarterly reviews in order to meet quarterly reporting deadlines. Such timelines should be 

developed prior to implementing an EDC integration plan. 

Staffing Resources 

The implementation of an EDC integration plan is time intensive and requires additional staff resources. 

Adequate staff time needs to be allocated for developing the integration structure and exporting data 

from the EDC. Questions to consider include: 

 Will employees, such as information technology (IT) staff, be needed to design the structure of the

integration and/or perform the ongoing extraction? Complex EDC systems often require expertise

from staff outside of a program or even outside the organization to assist with establishing the

framework for an ongoing export. Small EDC systems created with relational database tools such as

Microsoft Access or structured query language (SQL) may be a good option utilizing internal

resources. Make sure to consult with IT staff to determine the complexity of exporting data from the

EDC and if additional IT staff resources are needed to accomplish a regular export.

 Are staff trained to import a file from .csv to Microsoft Excel? If not, can this training be provided,

and who will provide the training?

 Who will be responsible for testing the data collection and reporting features before implementing

an integration? Will staff members need to allocate additional time to this task, over and above

their current responsibilities?

 Who will be responsible for the regular data exports and do they have sufficient time to devote to

this ongoing task?

Preparing for Data Collection in Other EDC Systems 

Your EDC may include many of the data elements utilized in this Toolkit, but there may be others that do 

not exist in the EDC. You will need to determine if these other data elements should be added to the 

EDC, and if so, assess and plan for the time and resources it will take to incorporate them. Remember, 

data elements must be created to allow for exporting into a .csv file.  

Considerations for Entering Data into the EDC 

Every EDC varies regarding the customization options for developing data entry forms and templates. 

Systems used by large organizations may have customization options, but these are regulated by IT 

specialists or the developers of the EDC. The following should be considered when deciding to enter 

program data into an existing EDC: 

 Program data entered into an existing EDC do not conflict with client confidentiality.

 Data are entered into fields within the EDC that can be easily exported.

 The use of text documents, scanned documents, or text fields for data entry likely will not permit for

appropriate export and analysis functioning and should be avoided.

 Fields within the EDC use data validation and conditional rules as needed to minimize data entry

errors.
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Data Exporting Requirements 

As your program prepares for data collection, the functionality of your EDC for exporting data must also 

be considered. This includes addressing the following: 

 Confirming the EDC has a mechanism to export data in a timely manner

 Ensuring staff have appropriate EDC permissions to export data if needed

 Data usage or data sharing agreements are in place to allow for exports and the sharing of

information.

 Data exports are in .csv file format or can be reformatted to be imported into Microsoft Excel.

If utilizing your current EDC system is not an option or monopolizes resources that will slow down the 

tracking, monitoring, and evaluation process, you could consider using a Microsoft Excel spreadsheet or 

simple Microsoft Access database to store the remaining variables, such as clinical assessment scores 

and outcomes measures, and exporting these to use with the Toolkit. Whichever method is chosen, you 

will want to ensure you are collecting all the data elements you want to use for monitoring, reporting, 

and evaluating and include these in your data-mapping plan. In addition, any exporting methods and 

processes must be in accordance with HIPAA requirements. 

Data Mapping 

The most time intensive phase of integration planning is developing a data-mapping framework to 

ensure the data from one system are formatted to move into another system. This entails confirming 

that data in your EDC are in the appropriate format for ease of exporting into a .csv file. Some EDCs are 

large systems that require IT staff to develop export protocols, such as a hospital medical record system. 

While this type of EDC has the capability to export to .csv, it will require IT staff resources to do so. The 

process of securing these staff for this task could be time consuming given competing priorities within 

your organization.  

Additionally, this plan requires data mapping specifications. Often this is referred to as a data dictionary, 

which shows how the variable properties of the EDC data elements match those needed in the Excel 

data entry template. This includes formatting variable name, type (e.g. text, numeric, date), length, and 

values for numerically coded data for text responses (e.g. gender, ethnicity, multiple-choice items). 

While this is a time intensive task, it is essential to discover potential issues before implementation. Data 

mapping helps avoid errors during the export that impact the delivery of reports and timely monitoring 

of your program. This Toolkit provides a guide on how to map common EDC data to the Toolkit 

spreadsheet (see page 54).  

Integration Testing 

Even though you have developed a plan for integration and a data dictionary, before going live with the 

integration, you will want to test each component. This includes testing data entry, exporting, analysis, 

and reporting to ensure all parts of the Toolkit work accurately using EDC system data. Those staff who 

will be completing the periodic data integration should be the testers of this system. Likewise, it is 

helpful for a diversity of staff to test data entry to ensure reliability of the system by different users. 
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Data Integration Plan Template 

The plan your program creates to assist with data integration can be as simple or as complex as needed 

to consider all the aspects of integration. Included in this Toolkit is a Data Integration Plan Template that 

can serve as an outline for the process and assist in insuring important components are included in the 

final data integration. 

Data Integration Plan Template 

Click the icon to access the Data Integration Plan Template. 

Data Security 

The Toolkit utilizes data that contains personally identifiable protected health information (PHI). 

Downloads and reports may include PHI that must be stored, managed, and protected under conditions 

meeting federal regulations (HIPAA Security Rule 45 CFR parts 160, 162, 164 Health Insurance Reform: 

Security Standards; Final Rule). Therefore, data integration must be compliant with all HIPAA standards, 

your organization’s information security policy and procedures, and all major security requirements that 

apply to EDCs. All appropriate security measures should be taken when exporting data. 
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Integration Process for Common EDC Systems 

There are a number of EDC systems utilized by Community Services and Supports (CSS) programs in 

California. While each of these will have a process for requesting modifications and exports of data, the 

following general guidelines can be used to work with EDC systems not created by your program. 

1. Contact the EDC vendor. Most EDC systems have user permissions that limit your ability to make

changes to the system or export data. Contact the EDC vendor to determine the process for making

these changes.

2. Review the EDC functionality. The EDC your program uses likely serves a broader function. Take

time to review how your EDC is used and the purpose of the system with the vendor and other users

as needed. This will help in determining what components can be revised to support data collection

needed for the Toolkit.

3. Integrate current functionality into the process for the toolkit. Once you have the big picture of the

functionality of the EDC, determine how this fits with the process needed for the toolkit. Does the

system already capture some of the data needed for the toolkit? Can the system be adapted to add

fields or forms to capture additional information?

4. Share deliverable examples and reports with vendor. Before designing any new features, share

examples of exports and reports from the toolkit so the vendor understands what the outcome will

look like. This is extremely valuable for ensuring the data is entered in the proper format for the

appropriate output.

5. Develop new fields and forms. For additional data not already included in the EDC, work with the

EDC vendor to program new functions. Discuss the time it will take to create these new functions

and ensure these timelines are considered in your planning.

6. Test new features. Have a team of program staff who will be utilizing the EDC test the new features

and provide feedback for changes or errors. Retest features if any changes are needed.

7. Develop training. Create training materials for program staff to understand the purpose of the EDC

as well as how to use the EDC in their day-to-day workflow.

This section contains detailed integration information for specific EDCs used across behavioral health 

programs in California. Included are details concerning the process to create forms and forms already 

available for use, data export and import capacity, and general information about the system. 
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EDC-Specific Integration Information 

Click on the icons below to access detailed integration information for specific EDCs. 

Integrating the Toolkit with Echo 

Integrating the Toolkit with Anasazi & Cerner Community Behavioral 

Health 

Integrating the Toolkit with Clinician’s Gateway 

Integrating the Toolkit with eBHS 

Integrating the Toolkit with DCR and CSI 

Integrating the Toolkit with Netsmart Avatar 

Integrating the Toolkit with mHOMS 

Additional Resources for CSI Data Integration 

The Toolkit’s Intake Assessment Data Entry and Reporting tool has a mechanism for uploading 

select CSI data. See Section III for more information. 
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Mapping Common EDC Data to the Toolkit 

This section provides a general overview of developing a mapping template if you are exporting from an 

EDC. 

The purpose of data mapping is threefold: 

1. Ensure that the variable properties in the EDC are the same as those of Toolkit spreadsheet, identify

where there are discrepancies, and detail the data rules needed to match variables.

2. Discover and resolve potential issues prior to integration.

3. Track the source for the data if using more than one system.

Figure IV-6 provides an example of a data-mapping template using California Client and Service 

Information System (CSI) reporting data. In this example, variables used in CSI are mapped to those 

included in the Toolkit. The variable for county used for CSI data, “SUBMITTING-COUNTY-PLAN-CODE,” 

has a different variable name and type from the variable name and type used in the Toolkit’s Data Entry 

and Reporting tool, thus these properties would need to be changed in order to export to the Toolkit 

spreadsheet correctly. 

Figure IV-6. Data Mapping Sample Template 

Even small discrepancies, like a different variable name, can cause issues when integrating data and 

attempting to complete analysis and reports. Developing a data map confirms that all data are exported 

correctly. 

Data Entry and Reporting Tool Codebooks 

Each of the Data Entry and Reporting tools included in the Toolkit contain a worksheet detailing the 

contents and structure of variables contained in the tools. For more information, please review the Data 

Entry and Reporting Instructions found in Section III. 

Importing Using CSV 

The Toolkit utilizes Microsoft Excel spreadsheets to collect, analyze and report data. For the purpose of 

this Toolkit, it is assumed the user has basic knowledge of Microsoft Excel. This section provides detailed 

instructions on importing data from a .csv file to Excel, for use in the Toolkit spreadsheet. Consultation 

with your IT staff may be needed to determine a system for exporting from your EDC to a .csv file. Most 

EDCs have this capability. 
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The method discussed below converts a .csv file to .xlsx using Microsoft Excel 2010.4 Complete the 

following steps after the data is exported from your EDC to a .csv file.  

Option 1: Opening a .CSV File in Excel 

This first option for importing a .csv file is the simplest. However, it does require that the variable 

columns match the same format in the Toolkit Excel template before importing the data. If columns do 

not match or are not formatted correctly, the dashboard may not work properly. 

Step 1: Open Excel 

Open Microsoft Excel in a blank spreadsheet view. Then click on File and the Open. 

Step 2: Open the .CSV File 

Select all files in the drop down file option. Navigate to the .csv file you want to open and double click or 

select the file and then click on Open. This will open your .csv file in Excel.  

Figure IV-7. Navigate to .CSV File from Excel 

Step 3: Save as an Excel File 

Lastly, save the file you open as an Excel file by using the “save as” function in the File menu. Simply 

opening the file in Excel does not convert it to Excel format. It must be saved as an Excel file. 

Option 2: Importing a .CSV File into Excel 

This option should be used if variable properties from your EDC do not align with the Excel spreadsheet. 

This option gives you the ability to change the variable properties as a part of the importing process. 

Step 1: Open a new Excel 2010 spreadsheet. 

Open a new Excel workbook and click in the cell in the tab where you want to import the data. 

4 Visit https://support.office.com/ for details on different versions of Excel. 

https://support.office.com/
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Figure IV-8. Open New Excel Workbook 

Step 2: Get data from text.

On the Data tab, in the Get & Transform group, click on From Text. 

Figure IV-9. Get and Transform Data 
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This will open My Computer, allowing you to choose the file you want to import. Browse to the location 

of the .csv file. Select the file and then click Import or double click the .csv file. Note: the Open button 

will change to Import when you have selected the file you want to import. 

Figure IV-10. Select .CSV File 

Step 3: Completing the text import wizard steps 

The Text Import Wizard includes three steps. 

a. Confirm the text is delimited. The import of the data should start at row 1. Lastly, check the box

next to My data has headers. Double check the preview section to confirm the data are

importing correctly. Then click next.

Figure IV-11. Text Import Wizard Step 1 
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b. Next, preview how your file is delimitated. Chose comma delimiter and text qualifier as none.

Again, confirm in the data preview that your data are imported in the correct format. If your

data are in a format where text is separated using a double or single quotation, then you will

need to select the appropriate text qualifier.

Figure IV-12. Text Import Wizard Step 2 

c. The final step allows for each variable to be formatted or skipped. If you have already created a

data-mapping plan and formatted your EDC data to match the format for the Toolkit, then

nothing further is needed in this step. However, if there are known formatting discrepancies,

this is the step that allows you to match the data format for your EDC data to the Toolkit. Click

on each header to change the data format. Click Finish when completed and Save the file to the

appropriate location. Note: Just importing the data does not save the .csv to an .xlsx format. You

must also save the file as an .xlsx file.

Figure IV-13. Text Import Wizard Step 3 
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Testing Data Import 

It is extremely import to test your import with a smaller data set before setting up the final process for 

importing in Excel. Whichever method you choose to import, it is essential to test out the process with 

program data to confirm the process works as expected. A complete process for testing integration, 

including the import, is included in the next section. 

Integration Testing 

It is valuable to conduct a series of tests to ensure that data collection, import, analysis and reporting 

functions are operating properly before completing regular data exports. This will require identifying a 

point person who will be responsible for performing each task and providing feedback to appropriate IT 

staff and supervisors. A small sample of actual program data should be used for testing. Any issues 

discovered during this process should be resolved after completing the testing and then re-tested. 

Data Collection Testing 

 Review all data collection forms to ensure all fields needed for reports are included.

 Have front line staff use these forms and test data entry to make sure data entry flow is appropriate

and all data entered into the EDC or other data collection system as expected.

Import Testing 

 Confirm all variables are imported.

 Confirm all expected data records are imported.

 Confirm all variables are imported with the same properties as the variables in the Toolkit.

 Measure the time required to complete the import in order to determine staffing requirements.

Toolkit Spreadsheet Testing 

 Confirm all variables are in the same order as the variables in the Toolkit.

 Confirm variable properties are correct.

 Confirm all formulas are functioning properly.

 Confirm all pivot charts and tables are working correctly.

 Confirm the Process Data button refreshes data charts and tables.

Dashboard Testing 

 Review all charts and figures in the dashboard to confirm data are displayed correctly.

 Confirm all dashboard elements are working properly.

 Measure the time it takes to update the spreadsheet with new data to complete a final dashboard

report in order to determine staffing requirements.

EDC Integration Challenges 

For programs tackling EDC integration there are some challenges that should be noted. While these 

challenges need to be addressed, they do not negate the benefits of using an EDC for tracking client 

information and outcomes. Rather, working with your specific EDC experts to develop a system for 
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integrating additional key outcomes and measures could prove a valuable resource, both clinically and 

operationally. Likewise, accessing one data collection system could save valuable staff time. 

Creating Forms in an EDC 

As already noted, getting data elements into an existing EDC will require some time and effort. Be sure 

to let your EDC staff experts know that you will need to enter data in a format that will allow for an 

export to a .csv file. The information shared with your EDC staff during the planning stages will provide 

them with the necessary information to build forms and tools to best accomplish the export process. 

Assigning Unique Identifiers to Your Program’s Clients 

While a client ID should be unique to a program, it could be duplicated when data from multiple 

programs are combined into the same database (for example, when program data are rolled up for 

countywide data analysis). Such conflicts are best mitigated by including both the program’s client 

identifier and a separate unique client identifier. An example of this would be using the CSI county client 

ID number and a program specific client identifier.  

EDC System Restrictions 

Some EDCs have restricted access to components or functions of the system that would be needed for 

entering, managing, and exporting data. Check with your EDC staff expert to determine if such access 

needs to be granted to certain staff before the integration plan has begun. Also, when staffing changes 

do occur, make sure such access is restricted if staff move to another position within your organization 

and that new staff are granted the correct permissions.  

Patient Consent and Confidential Information 

Depending on the scope of your EDC and clients’ authorization for release of information (ROI), 

information collected in the assessment forms and supplements may not be appropriate to include in 

your EDC that could be accessed by other individuals throughout your organization. For instance, an EDC 

within a hospital may want to consider if data elements that are not health-related (e.g., living 

arrangement, employment, arrest information) should be entered into the EDC since this is not essential 

patient information for other departments and may be considered confidential for your program only. 
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SUPPLEMENTAL MATERIALS 
SECTION V 

IN THIS 

SECTION 

Access communication materials 

that can be used for introducing 

programs to the Toolkit. 

Learn about resources for 

additional assistance with the 

Toolkit materials. 

Find answers to frequently asked 

questions about the Toolkit.
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Sample Communication Materials 

This section includes sample communications that may be used to disseminate information about the 

Toolkit to providers. These materials provide key information introducing the Toolkit. 

Counties are encouraged to modify materials as necessary. 

Promotional Documents and Templates 

Click on the icon to access a printable flyer that provides basic 

information about the Toolkit. 

Click on the icon to access a Toolkit announcement letter. 

Click on the icon to access a sample training announcement flyer. 
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Additional Resources 

The websites and contacts below are provided as resources for more information to assist with many of 

the tools and measures included in the Toolkit. However, if you have technical support questions, it is 

recommended that you carefully review the materials provided in the Toolkit and/or consult your 

agency’s information systems staff prior to contacting vendors directly, as the information already 

provided may answer your questions. 

General Questions about the Toolkit 

 Mental Health Services Oversight and Accountability Commission (MHSOAC) Website

The MHSOAC website provides general information about the Toolkit and instructions on obtaining

the Toolkit. Visit http://mhsoac.ca.gov/css-evaluation-toolkit.

Data Use Agreement (DUA) 

 DUA Toolkit: A Guide to Data Use Agreements

This guide provided by Health Care Systems Research Network (HCSRN)’s offers general information

on how to negotiate a DUA. Visit http://www.hcsrn.org/en/Tools%20&%20Materials/

GrantsContracting/HCSRN_DUAToolkit.pdf.

Data Security 

 Protecting Personal Health Information in Research: Understanding the HIPAA Privacy Rule

The Department of Health and Human Services developed this booklet, which explains the Privacy

Rule in a research context. Visit https://privacyruleandresearch.nih.gov/pdf/HIPAA_Privacy_Rule

_Booklet.pdf.

Assessment Measures 

 Illness Management and Recovery Scale (IMR)

The IMR questionnaires included in the Toolkit (i.e., IMR – Family or Friend Version and the IMR

included in the Clinician Assessment) were modified, with permission, from the Practitioner

Outcome Survey: Illness Management and Recovery. For more information about the Practitioner

Outcome Survey, see the Evaluating Your Program document prepared by the Substance Abuse and

Mental Health Services Administration (SAMHSA): http://store.samhsa.gov/shin/content/SMA09-

4463/EvaluatingYourProgram-IMR.pdf.

 Mental Health Statistics Improvement Program (MHSIP) Consumer Survey

The following versions of the MHSIP Consumer Survey are available from the California Institute of

Behavioral Health Solutions (CIBHS) Website: Chinese, Hmong, Russian, Spanish, Tagalog, and

Vietnamese. Visit https://www.cibhs.org/consumer-perception-surveys.

Note: The version of the MHSIP Consumer Survey that is included in the Toolkit should not be used

for the California Department of Health Care Services (DHCS) required administration of the MHSIP

http://mhsoac.ca.gov/css-evaluation-toolkit
http://www.hcsrn.org/en/Tools%20&%20Materials/GrantsContracting/HCSRN_DUAToolkit.pdf
http://www.hcsrn.org/en/Tools%20&%20Materials/GrantsContracting/HCSRN_DUAToolkit.pdf
https://privacyruleandresearch.nih.gov/pdf/HIPAA_Privacy_Rule_Booklet.pdf
https://privacyruleandresearch.nih.gov/pdf/HIPAA_Privacy_Rule_Booklet.pdf
http://store.samhsa.gov/shin/content/SMA09-4463/‌EvaluatingYour‌Program-IMR.pdf
http://store.samhsa.gov/shin/content/SMA09-4463/‌EvaluatingYour‌Program-IMR.pdf
https://www.cibhs.org/consumer-perception-surveys
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Consumer Perception Survey (CPS). For required administration of the MHSIP CPS, please follow 

DHCS procedures. 

 Milestones of Recovery Scale (MORS)

The Milestones of Recovery Scale website provides general information about the measure and

instructions on how to obtain MORS training. Visit www.milestonesofrecovery.com or contact

Mental Health America of Los Angeles at MORS@mhala.org or (562) 645-3222.

 Patient-Reported Outcomes Management Information System (PROMIS) Global Health

For information about the assessment, administration, and scoring, visit http://www.

healthmeasures.net/explore-measurement-systems/promis.

 Intake Assessment, Clinician Assessment, and Creating Healthy Outcomes Integrated Self-

Assessment (CHOIS)

For more information about the Intake Assessment, Clinician, Assessment, and CHOIS, contact

Andrew Sarkin at asarkin@ucsd.edu.

Program Evaluation 

 Centers for Disease Control and Prevention (CDC) Program Performance and Evaluation Office

(PPEO)

The CDC PPEO website is a great starting point to learn more about program evaluation. Visit

https://www.cdc.gov/eval/index.htm.

Data Integration Assistance 

 Mental Health Data Alliance (MHDATA) CSI Submission File Analysis Tool

MHDATA’s CSI Submission File Analysis Tool is an Access Database tool designed to assist counties

and providers with assessing CSI data submission files and CSI error files. Processing raw CSI data

through the CSI Submission File Analysis Tool is an essential step for integrating CSI client data into

the Toolkit’s Intake Assessment Data Entry and Reporting spreadsheet. Visit

http://www.mhdata.org/resources to access the CSI Submission File Analysis Tool 2.0.

Consult with your agency’s information systems staff prior to contacting the vendors below. 

 Echo: info@echoman.com

 UC San Diego’s Mental Health Outcomes Management System (mHOMS): mhoms@ucsd.edu

 Anasazi & Cerner Community Behavioral Health: 1-800-834-3792

 Clinician’s Gateway: 510-567-8181

 CIBHS: http://www.cibhs.org/contact-visit

 DHCS specialty mental health services point of contact: MedCCC@dhcs.ca.gov

 Netsmart’s myAvatar: https://www.ntst.com/Contact-Us/

http://www.milestonesofrecovery.com/
mailto:MORS@mhala.org
http://www.healthmeasures.net/‌explore-measurement-systems/promis
http://www.healthmeasures.net/‌explore-measurement-systems/promis
mailto:asarkin@ucsd.edu
https://www.cdc.gov/eval/index.htm
http://www.mhdata.org/resources
mailto:info@echoman.com
mailto:mhoms@ucsd.edu
http://www.cibhs.org/contact-visit
mailto:MedCCC@dhcs.ca.gov
https://www.ntst.com/Contact-Us/
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Frequently Asked Questions 

What elements of the Toolkit are mandatory or voluntary? The MHSOAC is providing the Toolkit as a 

supplemental resource that should be used to enhance current practices. Use of the Toolkit is not 

required by the MHSOAC.  

If counties implement Toolkit assessments, will they still be required to use assessment forms for the 

Data Collection and Reporting System (DCR)?  Adoption of the Toolkit does not change other program, 

county, or State requirements. Toolkit measures should not be implemented if data elements are 

already collected via an existing system. 

What should counties do if they wish to integrate data collected through other systems (e.g., Client 

and Services Information [CSI], DCR) with data collected using the Toolkit? The Toolkit includes 

guidance on importing from common sources, which includes information about how data must be 

formatted. Counties and programs should work with electronic data capture system providers to acquire 

data extracts that are compatible with the Toolkit. General data integration information will be included 

for less common systems. 

Was the Mental Health Statistics Improvement Program (MHSIP) Consumer Perception Survey (CPS) 

considered for the Toolkit? How can this data be tied to the other assessments?  The CPS was 

considered during the development of the Toolkit. A MHSIP dashboard is included in the Toolkit for 

counties to summarize their CPS data and for optional administration of the survey (for instance, to 

collect additional CPS data outside the bi-annual data collection windows or for programs that may not 

be required to collect CPS data to obtain the information if they wish to do so).  Counties may choose to 

integrate information from the survey to improve their program. Counties are responsible for ensuring 

confidentiality of CPS data. 

Will the Toolkit be updated if State data collection requirements were to change? The Toolkit may be 

updated and re-released if the requirements change in the future. In addition, the steps for the 

development of Excel tools are clearly documented in the Toolkit. Individuals with expertise in Excel may 

replicate these steps to update the tools to meet new requirements. 

Who may use the Toolkit? The Toolkit is a free resource for counties and providers. 

How is the Toolkit distributed? The Toolkit is available via the MHSOAC website. To obtain a copy of 

the Toolkit, individuals must complete a Toolkit Request form.

Will Toolkits be available for other programs such as Prevention and Early Intervention (PEI) and 

Innovations (INN)? Stakeholders expressed interest in a Toolkit for other programs that would include 

materials that are not in the scope of the current CSS Toolkit. Similar Toolkits may be developed for 

other programs should resources become available. 

Printable Frequently Asked Questions Flyer 

Click on the icon to access a printable Frequently Asked Questions 

flyer that can be distributed to program staff. 
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APPENDIX 
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Glossary of Abbreviations and Acronyms 

Abbreviation or 
Acronym 

Definition 

CFR Code of Federal Regulations 

CHOIS Creating Healthy Outcomes Integrated Self-Assessment 

CPS Consumer Perception Survey 

CSI Client and Service Information System 

CSS Community Services and Supports 

CSV or .csv Comma-separated Values 

DCR Data Collection and Reporting System 

DUA Data Use Agreement 

eBHS Electronic Behavioral Health Solutions 

EDC Electronic Data Capture 

FSP Full Service Partnership 

HIPAA Health Insurance Portability and Accountability Act 

HSRC Health Services Research Center 

IMR Illness Management Recovery and Recovery Scale 

IMR-FF Illness Management and Recovery Scale – Family or Friend Version 

mHOMS Mental Health Outcomes Management System 

MHSA Mental Health Services Act 

MHSIP Mental Health Statistics Improvement Program 

MHSOAC California Mental Health Services Oversight and Accountability Commission 

MORS Milestones of Recovery Scale 

PDF Portable Document Format 
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Abbreviation or 
Acronym 

Definition 

PEI Prevention and Early Intervention 

PHI Protected Health Information 

PROMIS Patient Reported Outcomes Measurement Information System 

QALY Quality Adjusted Life Years 

RAM Random Access Memory 

ROI Release of Information 

SAMHSA Substance Abuse and Mental Health Services Administration 

the State State of California 

SQL Structured Query Language 

TEAG Toolkit Evaluation Advisory Group 

the Toolkit 
Toolkit for Evaluation, Assessment, and Measurement for Adult Community 
Services and Supports Programs 

UC University of California 

XLSX or .xlsx Filename extension (Microsoft Excel spreadsheet file) 
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Toolkit Background 

Phase 1. In 2016, the University of California (UC) San Diego Health Services Research Center (HSRC) 

concluded the CSS Tracking, Monitoring, and Evaluation System Project. This project was an effort 

initiated by the California Mental Health Services Oversight and Accountability Commission (MHSOAC) 

to assess the efficacy of the CSS component of the Mental Health Services Act (MHSA)5. Historically, a 

larger focus had been placed on evaluating outcomes and services for clients who were being served 

through Full Service Partnership (FSP) programs. Therefore, the goal of the CSS Tracking, Monitoring, 

and Evaluation System Project was to develop a means for understanding how programs that are less 

intensive than FSP programs can best be tracked, monitored, and evaluated through an outcomes-based 

approach.  

The product of the project was a system that includes (1) outcome assessments and assessment 

completion protocols, (2) the software needed to manage outcome measures data, and (3) data 

reporting formats tailored to key audiences. In order to develop the system, HSRC assembled 

information from a variety of sources including: 

 direct input from stakeholders (e.g., program administrators and staff, system end users, individuals

with lived experience) via surveys, focus groups, and a Mental Health Services Evaluation Advisory

Group (MHSEAG);

 comprehensive reviews of current legislation and recommendations for implementing mental health

systems;

 consultation of mental health agencies; and

 reviews of existing data collection systems, outcome measures, and validated instruments.

After piloting the system for tracking, monitoring, and evaluation in several counties throughout 

California, HSRC developed recommendations to assist the State with future implementation of a 

system. In addition, the project team further adjusted the software and revised measures to ensure the 

collection of the most relevant client outcome information. A key lesson learned during the pilot was 

that any tracking, monitoring, and evaluation system that is implemented must be designed to retain 

the most relevant features and data collection requirements necessary for evaluating a program, while 

allowing for flexibility to accommodate local needs and regulations. Additionally, there must be ample 

time and support to prepare for and deploy such a system.     

Phase 2. Following the conclusion of the CSS Tracking, Monitoring, and Evaluation System Project, 

MHSOAC commissioned HSRC for a second related project. The primary purpose of Phase 2 was to 

develop a set of resources and tools that would assist counties that wish to adopt the tracking, 

monitoring, and evaluation system for adult CSS programs. In addition, Phase 2 was intended to improve 

5 CSS is the largest component of the MHSA and includes client- and family-driven services that focus on wellness 
and integrated service experiences for clients and families, as well as providing services for traditionally 
underserved populations. The CSS component includes FSP programs, which are designed to provide 
comprehensive services to the highest-need clients in the system (e.g., individuals with severe mental 
illness/emotional disturbance who have co-occurring histories of homelessness, incarceration, and/or 
institutionalization) as well as services for those who may not qualify for FSP services. 
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MHSOAC’s capacity to provide ongoing technical assistance to county behavioral health departments 

that employ the system. 

Key activities for Phase 2 included the development of materials intended to: 

(a) help counties and programs determine the feasibility of adopting a comprehensive system for 

tracking, monitoring, and evaluating CSS programs; 

(b) provide guidance to counties on developing plans to incorporate the system into current 

activities and workflows; 

(c) assist MHSOAC in providing technical assistance to counties that wish to adopt the evaluation 

system; and  

(d) provide resources for the negotiation the sharing of CSS evaluation data between counties and 

MHSOAC. 

Results and recommendations generated during Phase 1 were used to develop materials and resources 

that would help counties and programs prepare to implement the CSS Tracking, Monitoring, and 

Evaluation system. Subject matter experts provided feedback on individual components of the toolkit. In 

addition, a Toolkit Evaluation Advisory Group (TEAG) was convened. The TEAG, which comprised a wide 

variety of stakeholder groups, included individuals with lived experience, front line staff, technical 

experts, and county staff. The purpose of the TEAG was to review toolkit materials, ensure that the 

needs of program staff and clients are addressed, and discuss strategies to maximize the clinical utility of 

the toolkit. Early drafts of Toolkit materials were presented to the TEAG for review and feedback, and 

adjustments were made according to the input provided.  
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TEAG Feedback 

Prior to submitting the final Toolkit to the MHSOAC, TEAG members reviewed a preliminary draft and 

provided final comments and suggestions for improvement. A Toolkit rating form distributed with the 

draft Toolkit allowed TEAG reviewers to assess general organization, clarity of introductory materials, 

clarity of instructions, presentation of information for various audiences, and understandability of 

technical details. For each criteria, TEAG members selected one of the following ratings, which were 

assigned a score of 1 through 5: Excellent (5), Good (4), Acceptable (3), Marginal (2), and Unacceptable 

(1). Three TEAG members completed the rating form. Average ratings are displayed in Table C-1. 

Table C-1. Average Toolkit Ratings (N=3) 

Question Average 
Standard 

Deviation 

1. Toolkit is well organized. 5.00 0.00 

2. The Introduction section provides a clear overview of the Toolkit and its
components 

5.00 0.00 

3. In general, instructions for using the Toolkit components are clear. 4.67 0.58 

4. In general, the Toolkit presents information that is appropriate for a wide
variety of audiences. 

5.00 0.00 

5. Technical details included in the Toolkit are understandable without being
overwhelming. 

5.00 0.00 

Suggestions for improvement included rewording or adding specific instructions to provide more clarity 

on how to use the Toolkit and recommendations to highlight the benefits of using Toolkit materials. 

These comments were used to refine the final draft of the Toolkit. Overall, however, TEAG members 

provided positive comments about the presentation of the Toolkit. General comments are presented 

below. 

 “The document was very straightforward.” 

“The introduction allowed me to navigate the document quite easily.” 

“For the audiences it’s intended for, it gives good information.” 

“I’m not good with technical details and I was able to follow it.” 

“Excellent product. I am proud to be associated with this Toolkit.” 
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Quality Adjusted Life Years (QALY) 

The PROMIS Global Health is a measure of quality of life that can be used to calculate quality-adjusted 

life years (QALYs), a measure of health utility. One year in perfect health is represented by a QALY of 1, 

while less than 1 represents one year of less than perfect health. 

QALY is determined by weighting the amount of time spent in a health state by a utility index assigned 

to that health state. Clients’ responses to the PROMIS Global Health may be used to estimate a EuroQol 

(EQ-5D) value – a utility index that assesses overall health-related quality of life on a scale of 0-1. After 

PROMIS Items 8, 9, and 10 are reverse coded, EQ-5D scores may be estimated using the following 

formula developed by Revicki et al.6  

EQ-5D = 0.19123 + (0.00672 x Item 2) + (0.00527 x Item3) + (0.00830 x Item4) + (0.04550 x Item 7) + 

(0.02713 x Item 10) + (0.01305 x Item 9) + (0.00613 x Item 6) + (0.02502 x Item 8) 

QALY can be calculated by multiplying the index score (in this case, the EQ-5D score) by the number of 

years a client is in a certain health state.7  

QALY = Health Utility X Time 

Cost-Effectiveness Analysis 

QALYs may be used to determine cost-effectiveness (i.e., the cost of providing a treatment to generate a 

certain quality of life). To estimate cost-effectiveness for a program, divide average yearly program costs 

by the change in QALYs generated over the year after enrolling in a treatment program based on clients’ 

responses on the PROMIS Global Health scale. 

6 Revicki, D. A., Kawata, A. K., Harnam, N., Chen, W.H., Hays, R. D., & Cella, D. (2009). Predicting EuroQol (EQ-5D) 
scores from the patient reported outcomes measurement information system (PROMIS) global item and domain 
item banks in a United States sample. Quality of Life Research Journal, 18, 6, 783-791. 
7 Phillips, C., & Thompson, G. (2001). What is a QALY? London: Hayward Medical Communications. Retrieved from: 
http://www.vhpharmsci.com/decisionmaking/Therapeutic_Decision_Making/Advanced_files/What%20is%20a%20
QALY.pdf 

Example 

A client with a serious health condition who receives no treatment may live with a health state 

valued at 0.6. If he receives treatment for his condition, he may live in a health state with a quality of 

life of 0.9. Thus for every year he is getting treatment, his health utility is 0.3 higher than without 

treatment. 

Without Treatment: 3 years x 0.6 = 1.8 QALYs 

With Treatment: 3 years x 0.9 = 2.7 QALYs 

QALYs Gained from 3 years of Treatment: 2.7 - 1.8 = 0.9 QALYs 

Thus, the treatment generates an additional .9 QALYs across three years or .3 QALYs per year of 

treatment.
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Cost Effectiveness: Average Annual Cost per Person ÷ Average QALY gained for first year in program 

Example 

Based PROMIS Global Health administered at Intake and a one-year follow-up, the average QALY 

gained per person in the program is 0.05. If the average yearly per person cost of a program is 

$566.05, the cost per QALY gained would be $11,320.80 ($566.05 / 0.05). In other words, the 

program would cost $11,320.80 for each QALY gained. 
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CLIENT SELF-REPORT MEASURES  |  CHOIS AND PROMIS GLOBAL HEALTH


WHICH ASSESSMENTS SHOULD THE PROGRAM COMPLETE? 


Abbreviations: Creating Healthy Outcomes Integrated Self-Assessment (CHOIS), Patient-Reported Outcomes Management Information System-Global Health Short Form (PROMIS 
Global Health)


Option to complete only the PROMIS Global 
Health to reduce burden on clients and staff 


Complete CHOIS and PROMIS Global Health
OR


CHOIS only
(with staff support if necessary)


Y


N


No (to both 
questions)


CHOIS not completed


Is the program located 
in a small county 
(roughly less than 


200,000 residents)? 


Does the client have 
language or cognitive 


impairments? 


No


Y


N


CHOIS AND 
PROMIS GLOBAL 


HEALTH


Do you want to use 
data about  clients’ 


perspective on 
recovery?


Start here.


Yes


Yes (to at least 
one question)







CLIENT-COMPLETED MEASURES  |  MHSIP CONSUMER SURVEY


WHICH ASSESSMENTS SHOULD THE PROGRAM COMPLETE? 


MHSIP CONSUMER 
SURVEY


Follow DHCS MHSIP Consumer 
Perception Survey data collection 


procedure. 


Note: Only use the MHSIP Consumer 
Survey included in the Toolkit for data 


collected outside of MHSIP period.


Do you want 
to use 


satisfaction 
data?


Y
Yes


No


Is the program 
required to 


collect MHSIP  
data? 


Start here.


Abbreviations: Mental Health Statistics Improvement Program (MHSIP), California Department of Health Care Services (DHCS)


N
MHSIP 


Consumer 
Survey not 
completed


Y


No


Is the program 
located in a 


small county?
Yes


N


Complete MHSIP Consumer 
Survey on all clients. Smaller 
counties (roughly less than 


200,000 residents) may want to 
sample a higher number to ensure 


accurate estimates of the 
satisfaction of the population they 


are serving.


Complete MHSIP Consumer 
Survey on a sample of clients 


Yes


N
No


Y







IMR-FF


Is the client’s family 
or friend engaged in 


the client’s recovery? 


IMR-FF not completed 


Are family/friend 
data already 


available? 


IMR-FF not 
completed


Consider using IMR-FF


Complete IMR-FF
Y
Yes


N
No


Do you want to 
use family or 
friend data?


Y
Yes


N
No


Y
Yes


N
No


Start here.


FAMILY- OR FRIEND-COMPLETED MEASURES  |  IMR-FF


WHICH ASSESSMENTS SHOULD THE PROGRAM COMPLETE? 


Abbreviations: Illness Management and Recovery Scale – Family or Friend Version (IMR-FF)







Discharge 
information* 


Are staff available to 
complete discharge 


information?


Discharge 
information not 


completed


Complete discharge 
information at 


discharge or if a client 
stops attending


Discharge information 
not completed


INTAKE 
ASSESSMENT


Intake 
information 


Client 
information


Is client information 
available from EDC?


Access client 
information from EDC 


Complete client 
information


Is intake information 
available from EDC?


Complete intake 
information


Access intake 
information from EDC 


Intake information 
not completed


Client information 
not completed


Y
Yes


No


Do you want to 
use intake 


information?


Y
Yes


No


Y
Yes


N


No


Do you want to 
use client 


information? 


Y
Yes


N
No


Y
Yes


N
No


Are clients being 
discharged from 


program?


Y
Yes


N
No


Start here.


INTAKE AND DISCHARGE INFORMATION


WHICH ASSESSMENTS SHOULD THE PROGRAM COMPLETE? 


CLINICIAN  
ASSESSMENT*


Start here.


N


N


Abbreviations: Electronic Data Capture System (EDC)


*Discharge information is included in the Clinician Assessment Form







CLINICIAN ASSESSMENT (PAGE 1)


WHICH ASSESSMENTS SHOULD THE PROGRAM COMPLETE? 


CLINICIAN 
ASSESSMENT


Are mental health staff 
available (e.g., clinician, social 


worker, peer specialist)? 


Go to IMR, MORS, AND        
GOALS Flow Chart 


AND 
KEY OUTCOMES Flow Chart 


Go to KEY OUTCOMES 
Flow Chart


Clinician Assessment 
not completed


Y
Yes


N
No


Are program staff 
available to complete 


assessments? 


Y
Yes


N
No


Start here.


Abbreviations: Illness Management and Recovery Scale (IMR), Milestones of Recovery Scale (MORS)


Click to continue on following pages.


Click to continue on following pages.







CLINICIAN ASSESSMENT (PAGE 2) | IMR, MORS, AND GOALS


WHICH ASSESSMENTS SHOULD THE PROGRAM COMPLETE? 


IMR, MORS, 
AND GOALS


Are staff trained in MORS 
OR


are resources available for MORS training?


Complete IMR


Complete Goals


Complete MORS 
(after training)


IMR not completed


MORS not completed


Goals not completed


MORS not 
completed


Y
Yes


N
No


Do you want to use data 
on illness management 


and/or recovery factors? 


N
No


Y
Yes


Do you want to use data 
on the level of recovery?


Y
Yes


N
No


Do you want to use data 
on progress towards 


goals?


Y
Yes


N
No


Continued from 
previous page.


Abbreviations: Illness Management and Recovery Scale (IMR), Milestones of Recovery Scale (MORS)







CLINICIAN ASSESSMENT (PAGE 3) | KEY OUTCOMES


WHICH ASSESSMENTS SHOULD THE PROGRAM COMPLETE?


KEY OUTCOMES
Complete Key Outcomes (Housing, 


Employment, Critical Events, Health)


Is good data on tracking of key 
outcomes available? 


Access key outcomes information 
from EDC 


Key Outcomes not completed


Y
Yes


N
No


Do you want to use data 
on key outcomes?


Y
Yes


N
No


Continue from previous 
page.


Abbreviations: Electronic Data Capture System (EDC)





		Outcome Measures Decision Tree - Assessment Selection.vsdx

		Client Self-Report

		Client-completed

		Family/Friend

		Intake and Discharge

		Clinician 1

		Clinician 2

		Clinician 3








Intake


Follow-up Assessments 
(dependent on frequency 


of contact with client)


Discharge 


WHEN SHOULD 
THE ASSESSMENT 
BE COMPLETED?


Intake Assessment


Clinician Assessment


CHOIS


IMR


MORS


Key Outcomes


IMR


MORS


Goals


Key Outcomes


PROMIS Global Health 


Start here.


ASSESSMENT COMPLETION DECISIONS


WHEN SHOULD THE ASSESSMENT BE COMPLETED?


Abbreviations: Creating Healthy Outcomes Integrated Self-Assessment (CHOIS), Mental Health Statistics Improvement Program (MHSIP), Milestones of Recovery Scale (MORS), Illness 
Management and Recovery Scale (IMR), Illness Management and Recovery Scale – Family or Friend Version (IMR-FF), Patient-Reported Outcomes Measurement Information System 
(PROMIS)


Discharge Information 


Follow-up Assessments 


(if not done within past month)


IMR-FF


MHSIP Consumer Survey


Clinician Assessment


CHOIS


PROMIS Global Health 







WHEN SHOULD 
ASSESSMENTS BE 


COMPLETED BASED ON 
CONTACT FREQUENCY 


WITH CLIENTS?


Intake Assessment


Follow-up Assessments 
Quarterly


Discharge


Intake Assessment


Follow-up Assessments       
Every Six Months 


Discharge


Intake Information


Clinician Assessment 


Client Self-Assessment*


IMR-FF


Follow-up Assessments 
(if not done within past month)


Discharge Information


Intake Information


Clinician Assessment 


Client Assessment*


IMR-FF


Follow-up Assessments 
(if not done within past month)


Discharge Information


Clinician Assessment 


Client Self-Assessment*


IMR-FF


MHSIP Consumer Survey


Clinician Assessment 


Client Self-Assessment*


IMR-FF


MHSIP Consumer Survey


Start here.


DAILY OR WEEKLY                 
Contact Frequency (High Contact 


Frequency, e.g., FSP Type Programs)


MONTHLY OR QUARTERLY 
Contact Frequency (Medium 


Contact Frequency)


LESS THAN ONCE PER QUARTER 
Contact Frequency (Low Contact 


Frequency)


ASSESSMENT COMPLETION DECISIONS


WHEN SHOULD ASSESSMENTS BE COMPLETED BASED ON CONTACT FREQUENCY WITH CLIENTS?


Abbreviations: Mental Health Statistics Improvement Program (MHSIP),  Illness Management and Recovery Scale – Family or Friend Version (IMR-FF)


*Client Self-Assessments include the Patient-Reported Outcomes Measurement Information System (PROMIS Global Health) and Creating Health Outcomes Integrated Self-Assessment 
(CHOIS).







Intake Information


Discharge Information 


Intake Assessment


Clinician Assessment 


WHO SHOULD 
COMPLETE THE 


ASSESSMENT(S)? 


IMR-FF


Start here.


Administrative Staff


Mental Health Staff 
(e.g., clinician, social worker, 


peer specialist)?  


Clients


Family or Friends


ASSESSMENT COMPLETION DECISIONS


WHO SHOULD COMPLETE THE ASSESSMENT(S)?


Abbreviations: Creating Healthy Outcomes Integrated Self-Assessment (CHOIS), Mental Health Statistics Improvement Program (MHSIP),  Illness Management and Recovery Scale – 
Family or Friend Version (IMR-FF), Patient-Reported Outcomes Measurement Information System (PROMIS)


MHSIP Consumer Survey


CHOIS


PROMIS Global Health 


Clinician Assessment


IMR, MORS, Goals, and Key 
Outcomes







Complete 
assessments on 


computer or paper 
and enter into 


Toolkit by clerk. 


Enter 
assessments 


into EDC 


Use instructions 
included in Toolkit to 
implement forms into 
commonly used EDCs.


Complete assessments 
on computer or paper 
and enter into Toolkit 


by clerk. 


Output reports from 
EDC 


Export data from EDC 
and enter into Toolkit 


spreadsheets for 
reporting. 


Y


Y
Yes


N
No


Y
Yes


Does the EDC cover 
all program relevant 


assessments 
included in the 


Toolkit?


N
No


Y
Yes


N
No


Start here.


HOW SHOULD 
DATA BE 


COLLECTED 
AND 


REPORTED?


ASSESSMENT COMPLETION DECISIONS


HOW  SHOULD DATA BE COLLECTED AND REPORTED?


Does the 
EDC have a 
reporting 
function?


Does the 
program 


use an EDC?


Does the program plan to 
implement relevant assessments 
included in the Toolkit into the 


EDC? 


Abbreviations: Electronic Data Capture System (EDC)


Yes


N
No





		Outcome Measures Decision Tree - Assessment Completion.vsdx

		When

		Frequency

		Who

		How
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Feasibility Checklist 
 
 


Instructions 


1. For each statement below, use the Feasibility Checklist Rating Scale to indicate 
how much it reflects your program’s or county’s current situation. Write this 
score in the Current column.  


2. For each statement below, indicate how much it reflects your program's or 
county’s Future Situation (i.e., your program’s situation after it has had a year 
to plan and implement any necessary changes) in the Future column. 


Scoring 


Calculate Current and Future domain scores by averaging item scores within each 
domain. 


Feasibility Checklist 
Rating Scale 


1 = Strongly Disagree 


2 = Disagree 


3 = Neutral 


4 = Agree 


5 = Strongly Agree 


 


 


 


LEADERSHIP Current Future 


County administration/leadership… 


1. prioritizes and values data collection for evaluation and quality improvement 
purposes. 


  


2. believes it is important to make data-driven decisions for program planning and 
service delivery improvements. 


  


3. has time (or has a delegate) to be involved in evaluation and other quality 
improvement activities. 


  


Program administration/leadership (e.g., program directors, program managers)… 


4. prioritizes and values data collection for evaluation and quality improvement 
purposes. 


  


5. believes it is important to make data-driven decisions for program planning and 
service delivery improvements. 


  


6. has time to be involved in evaluation and other quality improvement activities.   


We have... 


7. adequate staffing to lead quality improvement efforts.   


8. a quality improvement team that contains staff involved in all aspects of program 
planning and service delivery. 


  


Domain Scoring Current Future 


Item Score Total (Items 1-8)   


Domain Score (Sum of Item Scores / Number of Items)   
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FRONTLINE AND OTHER SUPPORT STAFF - TIME Current Future 


Staff have time to… 


9. complete a 10-20 minute intake assessment for each client.   


10. complete a 10-20 minute follow-up assessment for each client approximately every 
six months. 


  


11. complete a 10-20 minute discharge assessment for each client.   


12.  allot 5-10 minutes for administering the client-completed assessments.   


13. administer a 5-minute client-completed follow-up assessment for each client 
approximately every six months. 


  


14. administer a 5-minute client-completed discharge assessment for each client.   


15. assist clients with completing self-reported measures if needed (e.g., due to 
disability or language impairment). 


  


16. review completed assessments and incorporate this information into treatment 
planning for each client. 


  


17. have the capacity to track when follow-up assessments should occur.   


Domain Scoring Current Future 


Item Score Total (Items 9-17)   


Domain Score (Sum of Item Scores / Number of Items)   


 


FRONTLINE AND OTHER SUPPORT STAFF - RESOURCES Current Future 


We have… 


18. adequate staffing to oversee/manage the assessment completion process.   


19. assessments in place that capture information required by the State, county, and 
program.  


  


20. assessments in place that are clinically useful.    


21. adequate staffing to oversee/manage the data quality and completeness within the 
electronic data collection system. 


  


22. translators available to assist clients who cannot complete measures in English.   


23. basic computer skills or the support to build capacity in specific skills (e.g., Excel).    


24. experience using an electronic health record (EHR) or some other data collection 
system. 


  


25. an electronic system that we use to collect CSI data (e.g., client demographics, 
services rendered). 


  


26. the ability to participate in evaluation and program improvement activities.    


27. a culture of evaluation at our program and staff who understand the importance of 
continuous program improvement. 


  


Domain Scoring Current Future 


Item Score Total (Items 18-27)   


Domain Score (Sum of Item Scores / Number of Items)   
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TRAINING Current Future 


Our staff members are already trained on/or have time to review… 


28. training materials about the Health Insurance Portability and Accountability Act 
(HIPAA). 


  


29. training materials about the importance of data collection, quality, and 
completeness. 


  


30. training materials about cultural competence.   


Our staff members have completed or have time to complete… 


31. trainings about administering staff-completed assessments.   


32. trainings about administering client-completed assessments.   


33. trainings about administering family/friend-completed assessments.   


34. trainings about adhering to assessment schedules (i.e., understanding the timing of 
intake, follow-up, and discharge assessments). 


  


35. trainings about using the information from assessments to inform treatment 
planning (i.e., the clinical utility of assessments). 


  


36. trainings about interpreting reports for quality improvement purposes.   


37. trainings about using our EHR and/or another electronic data capture system.   


Domain Scoring Current Future 


Item Score Total (Items 28-37)   


Domain Score (Sum of Item Scores / Number of Items)   


 


TECHNICAL REQUIREMENTS Current Future 


Our staff members have… 


38. timely access to support from our information technology (IT) staff for data 
management and security. 


  


39. timely access to support from our IT staff for assistance to resolve issues with 
internet connections, web browser settings, software (e.g., Excel), and other 
computer-related issues that might impact electronic data collection processes. 


  


40. routine access to computers.   


41. routine access to the internet via updated internet browsers.   


42. routine access to our EHR and/or other electronic data collection resources (e.g., 
web-based data collection systems, Excel and/or Access spreadsheets). 


  


43. routine access to data analysis and reporting software (e.g., Excel and/or Access).   


44. adequate supplies and equipment to administer surveys on paper (e.g., paper, 
printers/copiers, pens/pencils) and/or to administer surveys electronically (e.g., 
tablet computers). 


  


Domain Scoring Current Future 


Total (Items 38-44)   


Domain Score (Sum of Item Scores / Number of Items)   
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Feasibility Checklist Score Interpretation Guide 


This Feasibility Checklist Score Interpretation Guide should be used as a decision-making and planning 


tool to facilitate discussions regarding the implementation of an evaluation system. Individual domain 


scores or individual items may help identify specific areas needing improvement. Counties or programs 


should use their best judgement regarding the most appropriate interpretation when scores are 


between ranges. 


Interpreting Current Scores 
Current Scores reflect the feasibility of implementing an evaluation system based on your program's or 
county’s existing situation, this may include any considerations related to potential costs. Higher Current 
Scores suggest areas in which systems are in place to facilitate the successful implementation of an 
evaluation, assessment, and monitoring system.  Low Current Scores on a particular domain indicate 
that it would be difficult to implement an evaluation system without making significant organizational 
changes to mitigate obstacles in this domain. The organization should attempt to identify these 
obstacles and create a plan to address these obstacles prior to implementing an evaluation system.  


Range Interpretation 


1.00 to 1.50 
Major systemic changes must be made before implementing an evaluation system. 
This domain represents an area of high priority need. 


1.51 to 2.50 
Significant changes must be made in this domain before implementing an evaluation 
system. 


2.51 to 3.50 
This domain may have some strengths and weaknesses. Some changes should be 
made before implementing an evaluation system. Additionally, there may be 
insufficient knowledge or experience in this area.  


3.51 to 4.50 
Minimal changes are required in this domain before implementing an evaluation 
system. 


4.51 to 5.00 
Few or no changes are required in this domain before implementing an evaluation 
system. This domain represents one of the organization’s greatest strengths. 
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Interpreting Future Scores 
Future Scores reflect the likelihood of implementing an evaluation system within a year based on your 
program's or county’s anticipated resources (including any funds that may be made available during this 
time) after systemic changes have been made. Higher Future scores indicate greater likelihood of 
addressing obstacles to implementing an evaluation system. Low Future Scores indicate that it would be 
difficult for a county or program to implement the changes required for the system to be successful.  


Range Interpretation 


1.00 to 1.50 
Implementation of an evaluation system within a year is not recommended. A 
strategy must be developed in order to effect major systemic improvements in this 
domain prior to planning for the implementation of an evaluation system. 


1.51 to 2.50 
Implementation of an evaluation system within a year is not recommended. A 
strategy must be developed in order to effect significant improvements in this 
domain prior to planning for the implementation of an evaluation system. 


2.51 to 3.50 
Implementing an evaluation system may be feasible within a year. Planning efforts 
should consider how to manage obstacles and leverage strengths in this domain. 


3.51 to 4.50 
Implementing an evaluation system is feasible within a year after minimal changes 
have been made. Planning efforts should focus on maintaining strengths while 
incorporating an evaluation system into current practices. 


4.51 to 5.00 
Conditions are ideal for implementing an evaluation system within a year. Planning 
efforts should focus on maintaining strengths in this domain while incorporating an 
evaluation system into current practices. 
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Identifying Next Steps 


Use this worksheet to note strengths (domains with the highest scores) and areas of need (domains with the lowest scores), and to initiate 


further dialogue regarding plans for developing an evaluation system. 


Recognizing Strengths 
List out the highest scoring (3.51-5.00) domains. These are areas of strength.  


Domains with High Current Scores (≥3.51) 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 


  







Feasibility Checklist TEAM-CSS v1.0.0  Page 7 of 7 


Developing a Plan 
In the table below, identify domains that received low (1.00-2.50) and neutral (2.51-3.50) Current Scores. After identifying the lowest scoring 


domains, list a few next steps that your organization can take to improve its capacity in these domains. Consider further exploring individual 


items in this domain that received a score of 3 or lower.  Use Future Scores to determine if these next steps are realistic and to prompt discussion 


regarding potential barriers. In addition, think about how the organization’s strengths can be leveraged to mitigate obstacles. For example, if 


your Technical Requirements domain score is low due to a lack of computer equipment, your organization may want to consider purchasing 


additional computers. Potential barriers might be that there are no funds available right now. Actions to mitigate potential barriers might be to 


consider alternative funding sources to pay for additional computers.  


Domains with Low or 
Neutral Current Scores 
(≤3.50) 


Next Steps Potential Barriers to Next Steps  Actions to Mitigate Potential 
Barriers 
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DATA USE AGREEMENT (DUA) DUA # ______________ 


This Data Use Agreement (“Agreement”) is entered into by and between the Mental Health 
Services Oversight and Accountability Commission (“Data User”) and ____________ (“Covered 
Entity”). This agreement is effective ____ / ____ / ____________ (“Effective Date”). 


This Agreement establishes a formal relationship between Data User and Covered Entity and 
addresses the conditions under which the Covered Entity will disclose and Data User will obtain, 
use, and disclose Covered Entity’s data. This Agreement supersedes any and all agreements 
between parties with respect to use of data. 


A. Covered Entity has agreed to provide certain health information about its clients to Data 
User so that Data User can analyze data and outcomes with respect to the mental health 
services provided by county providers in California.  


With the provision of PHI, pursuant to the Health Insurance Portability and Accountability 
Act (HIPAA) and regulations, the Covered Entity is required to obtain assurances from Data 
User that Data User will only use or disclose PHI as permitted herein. The provisions of this 
Agreement are intended to meet the Data Use Agreement requirements of HIPAA.  


B. The parties enter into this Agreement as a condition to the Covered Entity furnishing the 
health information to Data User as a means of Data User’s providing assurances about use 
and disclosure. 


NOW THEREFORE, the parties agree as follows: 


1. Definitions. Each capitalized term used in this Agreement and not otherwise defined 
shall have the meaning given to it in the HIPAA Privacy Rule, 45 CFR part 160 and part 
164, Subparts A and E. The parties agree that the following terms, when used in this 
Agreement, shall have the following meanings and that the terms set forth below shall 
be deemed to be modified to reflect any changes made hereafter to such terms by law 
or regulation. 


a. “HIPAA” means the Health Insurance Portability and Accountability Act of 1996, 
Public Law 104-191.  


b. “HIPAA Regulations” means the regulations promulgated under HIPAA by the United 
States Department of Health and Human Services, including, but not limited to, 45 
C.F.R. Part 160 and 45 C.F.R. Part 164.  


c. “Covered Entity” means a mental health and/or integrated care program, county, or 
health care provider that transmits any health information in electronic form in 
connection with a transaction covered by the HIPAA Regulations.  


d. “Protected Health Information” means individually identifiable health information as 
defined in 45 C.F.R. Part 160. 


2. Term. This agreement shall commence on the Effective Date and continue until 
terminated in accordance with Section I below. 
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3. Data User’s Obligations for PHI Data Sets. Data User shall: 


a. Complete and abide by the requirements of the Data Use Agreement. 


b. Not identify or attempt to identify the information contained in the Data Set, nor 
contact any of the individuals whose information is contained in the Data Set. 


c. Not attempt to re-identify any client for whom identifying information has been 
removed to create a de-identified database. 


d. Data User shall not re-release PHI Data or share PHI learned about a patient or client 
to another party. 


e. Not request use of or disclose more PHI than the minimum amount necessary to 
perform its functions pursuant to the purpose identifies in Section II.  


f. Use appropriate safeguards to prevent use or disclosure of the Full Data Set other 
than as provided by this Agreement. Specifically, Data User shall: 


i. conduct recurring assessments/audits of your data security safeguards to 
demonstrate and document compliance with your security policies and the 
requirements of HIPAA/ HITECH. Findings from the assessments/audits will be 
used to identify and mitigate known risks into remediation plans. 


ii. appoint a Security Officer to ensure compliance with HIPAA/HITECH policies 45 
CFR 164.308(a)(2). 


Security Officer:      __________________ 


Phone:    ____________________     Email: ________________________ 


iii. Require HIPAA Data Security training for any employee/contractor who has any 
form of access to Covered Entity’s Systems or PHI. 45 CFR 164.308(a)(3)(i). 


4. Termination. 


a. Covered Entity may terminate this Agreement without cause at any time. 


b. Return or destruction of Data Sets: 


i. Upon Completion, Data User shall return or destroy the PHI Data Sets received 
from the Covered Entity on the completion date on Section II. If destroyed, Data 
User shall notify the Covered Entity. In the event Data User determines that 
retention of data beyond completion of the project/contract is necessary, Data 
User shall continue the protections required under this Agreement for the PHI 
consistent with the requirements of this Agreement and applicable HIPAA 
privacy standards during the period. 


ii. Violations. If Data User violates or breaches any material term or condition of 
the Agreement, the Covered Entity may terminate this Agreement and any 
disclosures of PHI Data Sets identified in Section II immediately. Data User agrees 
to return or destroy all PHI contained in the Data Set received from the Covered 
Entity within 10 business days of notice. If destroyed, Data User shall notify DPH. 
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iii. Ceasing to Do Business. If Data User ceases to do business or otherwise 
terminates its relationship with the Covered Entity, Data User agrees to return or 
destroy all PHI contained in the Data Set received from the Covered Entity within 
10 business days. If destroyed, Data User shall notify the Covered Entity. 


5. Governing Law and Venue. This Agreement shall be governed by the laws of the State of 
California.  
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SECTION I: IN WITNESS WHEREOF, the parties have executed this agreement effective on the 
approval date by a Covered Entity representative 


Data User 


Printed Name 


 


Title 


 


Agency or Program 


 


Address 


Signature Date Signed 


Covered Entity Representative or Dataset Representative 


☐Approved ☐Not Approved ☐Approve, pending revisions 


Comments: 


Printed Name 


 


Title 


Agency or Program 


 


Address 


Signature 


 


Date Signed 


Covered Entity Administrative Representative 


☐Approved ☐Not Approved ☐Approved, pending revisions 


Comments: 


Printed Name 


 


Title 


Agency or Program 


 


Address 


Signature 


 


Date Signed 
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SECTION II 


Data Source 


 
 
 


 


Data file  


Med Rec 
Name 


 


Other  


Data 
Requested by 
User 


 


Data 
Requested by 
User 


Dataset 
Category 


Protected Health Information 


☐ Full ID  Limited ID 


Name ☐ NO NAMES 


Identifiable 
Numbers 


☐ 
☐Any unique identifying number or 
code that is NOT expressly listed as a 
De-Identified Dataset: NO Social 
Security Numbers, Medical Record 
Numbers, Health Plan Beneficiary 
Number, Account Number, Certificate 
and License number, Vehicle ID Number, 
Device ID Number, Serial Number, URLs 
and IP addresses, biometric identifiers, 
Identifiable photographs or any other 
unique identifiers. 


Address ☐ 
 


NO Telephone, Fax, Email 
 


☐Geographic Destinations above the 
Street Level or PO Box 


Demographics ☐ 
 


☐ 


Other 
(Additional 
data types 
requested) 


 


 








ILLNESS MANAGEMENT  
AND RECOVERY SCALE – 
FAMILY OR FRIEND VERSION  


This is the Illness Management and Recovery Scale (IMR) for friends and/or family to 
complete.  


 This tool was created to encourage those who know the client best—such as 
family, friends, and sponsors—to be a part of the recovery process.  


 It gives you, as a supporter, a clear pathway to provide input throughout recovery.  


 Everything you share in this survey will be only be seen by your healthcare providers.  


 It is okay to skip a question you do not want to answer. However, the more you 
share, the better we will be able to work together to help the client.  
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Milestones of Recovery Scale (MORS) 
 
Measuring how well real people are doing is hard to do and hard to apply.  We all know statistics can be 
misleading and slanted.  On the other hand, we also know that when we keep track of how we’re doing, it’s 
more likely we can improve our work and convince other people our work is worthwhile.  For the most part, 
mental health services have chosen not to measure outcomes and, as a result, we don’t really know how well 
we’re doing and we lack quantitative ways to show outsiders our effectiveness.  
 
The recovery transformation believes that we are doing important work and achieving better results than 
anyone, including ourselves, believes. We think we’d get more community support, more hopeful clients and 
staff, and more money if we could measure how we are doing. 
 
It turns out that some Quality of Life outcomes (like housing situation, employment, jailing, education, and 
finances) are relatively easy to measure and some Quality of Life outcomes (like satisfaction with life, self-
esteem, social life and connectedness, disruption from substance abuse, and family relationships) are relatively 
difficult to measure.  As time has gone on, we have increasingly emphasized those things that are easy to 
measure and dropped those that are not.  This makes less work for you while keeping enough important 
achievements to be impressive.  The AB2034 program grew into the MHSA by emphasizing just four 
outcomes that were relatively easy to measure – homelessness, jailing, hospitalization, and employment. 
 
The MORS is not a Quality of Life scale.  It is a “Where is someone in the process” scale. 


 
The recovery movement would like to have a simple scale that measures where people are in the recovery 
process instead of where their illness is in the treatment process.  That turns out to be incredibly difficult.  
After all, recovery is a strikingly individualized process.  It is fundamentally a subjective process that belongs 
to the individual who is recovering.  It encompasses processes incredibly hard to observe or measure.  
 
The MORS scale began when over 100 consumers, staff, program directors, and family members tried to 
identify important indicators of recovery. We moved from trying to measure recovery itself to trying to 
measure indicators of recovery; or, to use more statistical language, the correlates of recovery.  
 
Not surprisingly, we came up with hundreds of items ranging from self-esteem to avoiding conservatorship to 
taking medications.  This time, instead of choosing items that were the easiest to measure, we tried to see if 
there were just a few items that would, by themselves, correlate with recovery so we could design a very short 
scale.  We also wanted the items to describe properties of the person themselves – not of their illness or their 
treatment.  Three items emerged: Risk, Engagement, and Skills and Supports. 
 
These items aren’t obscure.  They are already part of our daily thinking when we work with clients.  They 
make sense to us:  We’d expect someone who is recovering to have less and less risk of damage in their lives.  
We’d expect them to move from not working with professionals on improving their illnesses and their lives, 
to collaborating with professionals, to needing us less and less as they get more non-professionals in their 
lives.  We’d also expect them to build their skills in dealing with their illness and their lives and to develop 
connections and support from their natural community as they recover. 
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Unfortunately, these three items are relatively hard to accurately describe, agree upon, and measure. We’ve 
done a couple of reliability studies – one at the Village and one at Vinfen in Boston – and with a modest 
amount of training, both sites were able to get very high rates of inter-rater and test-retest reliability.  
 
Also, combining these three items didn’t lead to a neat linear scale.  In some ways, this is reassuring since 
recovery isn’t a neat linear process, but it does make things more complicated.  Here’s a visual idea of what the 
8 milestones of the MORS looks like: 
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3
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2
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Unengaged
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Poorly Coping


Unengaged


6
Coping


Rehabilitatin
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5
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7
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Recovery
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People move around in it or get stuck in it in a variety of ways, forwards and backwards, just like they do in 
real life. 
 
We are proud that we made a one-page single-item assessment that takes a minute to fill out instead of some 
long scale that only researchers or universities have time to use.  Even one page, though, adds to your work.  
So what is the MORS for?  Why do we need it? 
 


1. The MORS provides a picture of what your caseload and your work looks like. (See you really do have 
“harder” clients than your neighbor.)  Over time, it also provides a picture of if they’re improving.  (It 
is possible to achieve something worth celebrating without passing a milestone, but over time if 
someone is really making progress they will pass milestones.)  It can identify your strengths and 
weaknesses.  (Are you very good at engaging people or bad at losing them?  Do your clients get stuck 
at “poorly coping, engaged” or do they tend to move on from there?  Do your clients in “early 
recovery” move on and “graduate” or stay with you satisfied forever?) 
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2. The MORS provides a picture of your program overall.  Who are you serving and what are your 
strengths and weaknesses?  (Maybe you need more engagement services or re-engagement services.  
Maybe your community doesn’t have any supports or treatment for people outside of government 
supported services so hardly anyone moves from early to late recovery.)   


 
3. The MORS can assist in service triage decisions.  We create a lot of frustration and waste by 


mismatching our services to where people are in their recovery process because we too often create a 
treatment plan for their illness rather than their recovery.  For example, someone may benefit from 
medications and DBT, but if they are “high risk, unengaged” they’ll never come for their appointments 
and you’ll be dealing with lots of “unexpected” walk-in crisis.   


 
4. The MORS can help you identify what level of service other providers need to provide for them to 


succeed and make more targeted referrals. Someone may want to work, but because they are “poorly 
coping, engaged,” they can’t make it through the lengthy vocational rehabilitation process on their 
own.  This doesn’t mean they don’t really want to work.  It means we need to match them with 
employment services that include case management, sheltered workshops, or supported employment 
with job coaches for them to succeed. 


 
5. The MORS can assist in creating flow in your program.  Without flow, caseloads go up and up, but 


who should be pushed?  The MORS helps target people to move through and out of your program. 
 
For more information regarding the MORS, please visit our website: 
www.milestonesofrecovery.com 
 
or contact us at: 
 
MORS@mhala.org 
562-645-3222 
 
 



http://www.milestonesofrecovery.com/

mailto:MORS@mhala.org
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Intake Assessment 


INTAKE INFORMATION 


1. Client name 
First (required) 


 


_________________ 


 


Middle (optional) 


 


____________________ 


 


Last (required) 


 


____________________ 


 


Suffix (optional) 


 


____________________ 


Former last name 


(optional) 
 


_________________ 


Other names used  


(optional) 
 


_________________ 


-66 Unknown/not reported
-88  Item not assessed 


2. Intake/enrollment date: (required) 
 
_______/______/________ (MM/DD/YYYY) 


 


3. Date of referral to this program: 
 
 _______/______/________ (MM/DD/YYYY) 


-66 Unknown/not reported
-99  Not applicable 


4. Who referred the client to this program?  


1 Self 


2 Family member (e.g., parent, guardian, sibling, 
 aunt, uncle, grandparent, child)  
3 Significant other (e.g., boyfriend/girlfriend, spouse)  
4  Friend/neighbor (i.e., unrelated other)  
5  School 
6   Primary care/medical office/hospital  
7   Emergency room  
8   Acute psychiatric/state hospital 
9   Mental health facility/community agency 


10  Substance abuse treatment facility/agency  
11  Social services agency 
12  Faith-based organization  
13  Other county/community agency  
14  Homeless shelter  
15  Street outreach  
16  Probation/court 
17  Jail/prison 
18  Other: ______________________ 
-66 Unknown/not reported 


CLIENT INFORMATION 


1. Date of birth:  _______/______/________ (MM/DD/YYYY) 
-66 Unknown/not reported
-88  Item not assessed 


2. Country of birth: _______________________  
-66 Unknown/not reported
-88  Item not assessed 


3. Zip code of current residence (5 digits): _____________ 


-66 Unknown/not reported
-88  Item not assessed  
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4. What is the client’s gender identity?  


1 Male 
2 Female 
3 Transgender male/trans man 
4 Transgender female/trans woman 


5 Gender queer/gender non-conforming 
6 Another gender identity:  ___________  
-66 Unknown/not reported 
-88 Item not assessed 


5. What is the client’s sexual orientation? Choose one that best describes the client. 


1 Heterosexual or straight 
2 Gay or lesbian 
3 Bisexual/pansexual/sexually fluid 
4 Queer 


5 Questioning/unsure of sexual orientation 
6 Another sexual orientation:  ___________ 
-66 Unknown/not reported 
-88 Item not assessed 


6. What is the client’s primary language? 


1 American Sign Language 
2 Arabic 
3 Armenian 
4 Cambodian 
5 Cantonese 
6 English 
7 Farsi 
8 French 


9 Hebrew 
10 Hmong 
11 Ilocano 
12 Italian 
13 Japanese 
14 Korean 
15 Lao 
16 Mandarin 


17 Mien 
18 Polish 
19 Portuguese 
20 Russian 
21 Samoan 
22 Spanish 
23 Tagalog 
24 Thai 


25 Turkish 
26 Vietnamese 
27 Other Chinese dialects 
28 Other non-English 
29 Other sign language 
30 Other: ____________ 
-66 Unknown/not reported 
-88 Item not assessed 


7. What is the client’s preferred language (the language the client would like to receive services in)? 


1 American Sign Language 
2 Arabic 
3 Armenian 
4 Cambodian 
5 Cantonese 
6 English 
7 Farsi 
8 French 


9 Hebrew 
10 Hmong 
11 Ilocano 
12 Italian 
13 Japanese 
14 Korean 
15 Lao 
16 Mandarin 


17 Mien 
18 Polish 
19 Portuguese 
20 Russian 
21 Samoan 
22 Spanish 
23 Tagalog 
24 Thai 


25 Turkish 
26 Vietnamese 
27 Other Chinese dialects 
28 Other non-English 
29 Other sign language 
30 Other: ____________ 
-66 Unknown/not reported 
-88 Item not assessed 
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8. What is the client’s race/ethnicity? Select all that apply. 


 African/African American/Black 
 African American 
 African (specify): ____________ 
 Other African/Black (specify): ____________ 


 Asian 
 Asian Indian/South Asian 
 Cambodian 
 Chinese 
 Filipino 
 Hmong 
 Japanese 
 Korean 
 Laotian 
 Mien 
 Vietnamese 
 Other Asian (specify): _____________ 


 Pacific Islander 
 Native Hawaiian 
 Samoan 
 Other Pacific Islander (specify): ____________ 


 American Indian/Alaskan Native  
 Other American Indian (specify): ____________ 


 Hispanic/Latino 
 Caribbean 
 Central American 
 Cuban 
 Dominican 
 Mexican/Mexican-American/Chicano 
 Puerto Rican 
 Salvadoran 
 South American 
 Other Hispanic/Latino (specify): ___________ 


 White/Caucasian 
 Chaldean 
 Eastern European 
 European 
 Iraqi 
 Middle Eastern 
 Other White/Caucasian (specify): ___________ 


 Other (specify): _____________ 



-66 Unknown/not reported 
-88 Item not assessed  


9. What is the client’s military status? 


1 Never served in the military 
2 Currently reserve duty or National Guard 
3 Previously served in the US military and received 


honorable or general discharge 
4 Previously served in the US military and received 


entry-level separation or other than honorable 
discharge 


5 Currently active duty 
6 Served in another country’s military 
7 Other: ______________ 
 
-66 Unknown/not reported 
-88 Item not assessed 


10. Does the client have any disability that is not a mental illness? If yes, please select all that apply. (A disability is 
defined as a physical or mental impairment or medical condition lasting at least 6 months that substantially limits 
a major life activity.) 
 Difficulty seeing 
 Difficulty hearing or having speech understood 
 Other communication disability: _____________ 
 Learning disability 
 Dementia 
 Other mental disability not related to mental 


illness: __________________________________ 


 Physical/mobility disability 
 Chronic health condition/chronic pain 
 Other: ______________________________ 


 
-66 Unknown/not reported 
-88 Item not assessed  
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Clinician Assessment 


KEY OUTCOMES 


HOUSING 


1. Identify the client’s current living situation. 
1  House or apartment (includes trailers, hotels, 


dorms, barracks, SRO, room and board, etc.) 
2  House or apartment and requiring some support 


with daily living activities (includes sober living 
facility, applies to adults only) 


3  House or apartment and requiring daily support 
and supervision (applies to adults only) 


4  Supported housing (applies to adults only) 
5  Foster family home 
6  Group home (includes Levels 1-12 for children) 
7  Residential treatment center (includes levels 13-


14 for children) or residential treatment facility 
(applies to adults only and includes community 
treatment facility, adult residential facility, social 
rehabilitation facility, crisis residential, 
transitional residential, drug facility, alcohol 
facility) 


8  Board and care 
9  Mental health rehabilitation center (24 hour) 


10  Skilled nursing facility/intermediate care 
facility/Institute of Mental Disease (IMD) 


11  Inpatient psychiatric hospital, psychiatric health 
facility (PHF), or Veterans Affairs (VA) hospital 


12  State hospital 
13   Justice-related (Juvenile Hall, CYA home, 


correctional facility, jail, etc.) 
14  Homeless, unsheltered (living on the streets, 


camping outdoors, or living in cars or abandoned 
buildings) 


15  Homeless, sheltered (staying in emergency shelters 
or transitional housing) 


16  Homeless, doubled-up (staying with friends or 
family temporarily) 


17  Other 
 
-66  Unknown/not reported 
-88  Item not assessed 


2. Has the client lived in his/her current living situation for at least six months? 
1  Yes 
0  No 


-66  Unknown/not reported 
-88  Item not assessed 


3. In the past six months, how many days did the client spend in each of the following homeless settings? 
 


Homeless setting # Days Unknown/ 
not reported 


Item not 
assessed 


Unsheltered (living on the streets, camping outdoors, or living in 
cars or abandoned buildings): 


___________ -66 -88 


Sheltered (staying in emergency shelters or transitional housing): ___________ -66 -88 


Doubled-up (temporarily staying with friends or family): ___________ -66 -88 
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EMPLOYMENT 


1. Identify the client’s current employment.  Select all that apply. 
 Full Time 


(35 hours or more per week) 
Part Time 


(fewer than 35 hours per week) 


Competitive employment 1 2 


Supported employment 1 2 


Transitional employment/enclave 1 2 


Paid in-house work  1 2 


Non-paid (volunteer) work experience 1 2 


Other gainful/employment activity 1 2 


Job training/employment service program 1 2 


Student 1 2 


1     Retired  


2    Homemaker 
3      Not employed (complete #2) 


 
-66 Unknown/not reported  
-88 Item not assessed 


2. COMPLETE IF ANSWER TO #1 ABOVE = “Not employed” for current employment situation.  


Select the response that best describes the client’s current employment-seeking activities:   
1    Actively looking for employment, non-paid (volunteer) work experience, or other gainful/employment activity 
2    Not actively looking for employment, non-paid (volunteer) work experience, or other gainful/employment  


activity 


If not actively looking for employment, please specify why: 
1    Legally disabled (mental or physical)  
2     Incarcerated or institutionalized 
3    Can’t legally work in the U.S. or CA 


 


4 Other mental health symptoms (not legally disabled) 
5 Other:  _____________  
-66 Unknown/not reported 
-88 Item not assessed 


CRITICAL EVENTS 


1. Please indicate the number of emergency interventions (e.g., emergency room visits) the client had during the 


past 6 months that were: 


 # Emergency 
interventions 


Unknown/ 
not reported 


Item not 
assessed 


Physical health related ________ -66 -88 


Mental health/substance abuse related ________ -66  -88 


Physical AND mental health/substance abuse related ________ -66  -88 


2. In the past 6 months, how many times AND how many days was the client in: 


 
# Times in past 


6 months 


# Days in past 
6 months 


(out of 182 days) 


Unknown/ 
not reported 


Item not 
assessed 


Psychiatric hospitalization ________ ________ -66  -88  


Crisis residential ________ ________ -66  -88  


Non-psychiatric hospitalization ________ ________ -66  -88  


Skilled Nursing Facility (SNF) ________ ________ -66  -88  


Jail/prison ________ ________ -66  -88  


Police custody (arrested) ________ NA -66  -88  
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HEALTH


1. Has the client experienced trauma? 


1 Yes 0   No -66 Unknown/not reported  
 


-88 Item not assessed


2. Does the client currently have a primary care physician? 


1 Yes 0 No -66 Unknown/not reported  
 


-88 Item not assessed


3. What psychiatric diagnoses does this client currently have?  Select all that apply. 


 Schizophrenia  Eating disorder 



 Schizoaffective  Cognitive disorder 


 Bipolar disorder  Personality disorder 


 Major depression  Depressive disorder 


 PTSD  Other:__________________________ 


 Anxiety disorder -66  Unknown/not reported  


 Substance use disorder -88  Item not assessed 
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ILLNESS MANAGEMENT AND RECOVERY SCALE 


1. Progress towards personal goals: In the past 3 months, s/he has come up with…                                            
1 2 3 4 5 -88 


No personal goals A personal goal, 
but has not done 


anything to 
achieve the goal 


A personal goal 
and made it a little 


way toward 
achieving it 


A personal goal 
and has gotten 


pretty far in 
achieving the goal 


A personal goal 
and has achieved 


it 


Item not assessed 


2. Knowledge: How much do you feel s/he knows about symptoms, treatment, coping strategies (coping methods), 
and medication? 


1 2 3 4 5 -88 


Not very much A little Some Quite a bit A great deal Item not assessed 


3. Involvement of family and friends in his/her mental health treatment: How much are family members, friends, 
boyfriends or girlfriends, and other people who are important to him/her (outside the mental health agency) 
involved in his or her health treatment? 


1 2 3 4 5 -88 


Not at all Only when there is 
a serious problem 


Sometimes, such 
as when things are 


starting to go 
badly 


Much of the time A lot of the time 
and they really 


help with his/her 
mental health 


Item not assessed 


4. Contact with people outside of the family: In a normal week, how many times does s/he talk to someone outside 
of his/her family (like a friend, co-worker, classmate, roommate, etc.)? 


1 2 3 4 5 -88 


0 times a week 1 to 2 times a 
week 


3 to 4 times a 
week 


5 to 7 times a 
week 


8 or more times a 
week 


Item not assessed 


5. Time in structured roles: How much time does s/he spend working, volunteering, being a student, being a parent, 
taking care of someone else or someone else’s house or apartment? That is, how much time does s/he spend doing 
activities that are expected of him or her for or with another person? (This would not include self-care or personal 
home maintenance.) 


1 2 3 4 5 -88 
2 hours or less a 


week 
3 to 5 hours a 


week 
6 to 15 hours a 


week 
16 to 30 hours a 


week 
More than 30 
hours a week 


Item not assessed 


6. Symptom distress: How much do symptoms bother him/her? 
1 2 3 4 5 -88 


Symptoms really 
bother him/her 


 a lot 


Symptoms bother 
him/her  


quite a bit 


Symptoms bother 
him/her 


somewhat 


Symptoms bother 
him/her  


very little 


Symptoms don't 
bother him/her at 


all 


Item not assessed 


7. Impairment of functioning: How much do symptoms get in the way of him/her doing things that s/he would like to 
do or needs to do? 


1 2 3 4 5 -88 
Symptoms really 


get in his/her way 
a lot 


Symptoms get in 
his/her way  
quite a bit 


Symptoms get in 
his/her way 
somewhat 


Symptoms get in 
his/her way  


very little 


Symptoms don't 
get in his/her way 


at all 


Item not assessed 


8. Relapse Prevention Planning: Which of the following would best describe what s/he knows and has done in order 
to not have a relapse? 


1 2 3 4 5 -88 
Doesn't know how 


to prevent 
relapses 


Knows a little, but 
hasn't made a 


relapse 
prevention plan 


Knows one or two 
things to do, but 
doesn't have a 


written plan 


Knows several 
things to do, but 
doesn't have a 


written plan 


Has a written plan 
and has shared it 


with others 


Item not assessed 
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9. Relapse of symptoms: When is the last time s/he had a relapse of symptoms (that is, when symptoms have gotten 
much worse)? 


1 2 3 4 5 -88 
Within the last 


month 
In the past 2 to 3 


months 
In the past 4 to 6 


months 
In the past 7 to 12 


months 
Hasn't had a 


relapse in the past 
year 


Item not assessed 


10. Psychiatric hospitalizations: When is the last time s/he has been hospitalized for mental health or substance abuse 
reasons? 


1 2 3 4 5 -88 
Within the last 


month 
In the past 2 to 3 


months 
In the past 4 to 6 


months 
In the past 7 to 12 


months 
No hospitalization  


in the past year 
Item not assessed 


11. Coping: How well do you feel that s/he is coping with his or her mental or emotional illness from day to day? 
1 2 3 4 5 -88 


Not well at all Not very well All right Well Very well Item not assessed 


12. Involvement with self-help activities: How involved is he or she in consumer-run services, peer support groups, 
Alcoholics Anonymous, drop-in centers, WRAP (Wellness Recovery Action Plan), or other similar self-help 
programs? 


1 2 3 4 5 -88 
Doesn't know 


about any self-
help activities 


Knows about 
some 


self-help activities, 
but isn't 


interested 


Is interested in 
self-help activities, 


but hasn't 
participated in the 


past year 


Participates in 
self-help activities 


occasionally 


Participates in 
self-help activities 


regularly 


Item not assessed 


13. Using medication effectively: How often does s/he take medication as prescribed? 
1 2 3 4 5 -88 


Never Occasionally About half the 
time 


Most of the time Every day Item not assessed 


_____ Check here if  no psychiatric medications have been prescribed for him/her 


14. Impairment of functioning through alcohol use: Drinking can interfere with functioning when it contributes to 
conflict in relationships; to financial, housing, and legal concerns; to difficulty attending appointments or focusing 
during them; or to increases of symptoms. Over the past 3 months, did alcohol use get in the way of his/her 
functioning? 


1 2 3 4 5 -88 
Alcohol use really 


gets in his/her 
way a lot 


Alcohol use gets in 
his/her way quite 


a bit 


Alcohol use gets in 
his/her way 
somewhat 


Alcohol use gets in 
his/her way very 


little 


Alcohol use is not 
a factor in his/her 


functioning 


Item not assessed 


15. Impairment of functioning through drug use: Using street drugs and misusing prescription or over-the-counter 
medication can interfere with functioning when it contributes to conflict in relationships; to financial, housing and 
legal concerns; to difficulty attending appointments or focusing during them; or to increases of symptoms. Over 
the past 3 months, did drug use get in the way of his/her functioning? 


1 2 3 4 5 -88 
Drug use really 
gets in his/her 


way a lot


Drug use gets in 
his/her way quite 


a bit


Drug use gets in 
his/her way 
somewhat


Drug use gets in 
his/her way very 


little


Drug use is not a 
factor in his/her 


functioning


Item Not Assessed


Modified Practitioner IMR 


Substance Abuse and Mental Health Services Administration. Illness Management and Recovery: Evaluating Your Program. HHS Pub. 


No. SMA-09-4462, Rockville, MD: Center for Mental Health Services, Substance Abuse and Mental Health Services Administration, 


U.S. Department of Health and Human Services, 2009.  
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MILESTONES OF RECOVERY SCALE (MORS)


1. Please select the number that best describes the current (typical for the last month) milestone of recovery for the 
client. If you have not had any contact (face-to-face or phone) with the client in the last month, do not attempt to 
rate the client on the MORS.  


 
1     1. Extreme risk 
2     2. Experiencing high risk/not engaged with mental health provider(s) 
3     3. Experiencing high risk/engaged with mental health provider(s) 
4 4. Not coping successfully/not engaged with mental health provider(s) 
5     5. Not coping successfully/engaged with mental health provider(s) 
6     6. Coping successfully/rehabilitating 
7     7. Early recovery 
8     8. Advanced recovery 
 
-88   Have not had any contact with the client in the last month 





Milestones of Recovery Scale (MORS) © 2005 Mental Health America of Los Angeles 


 


STOP HERE IF COMPLETING THIS FORM FOR INTAKE. REMAINING SECTIONS ARE FOR FOLLOW-UP ONLY. 


 


GOALS 


How much progress did the client make in each of the 
following goal areas? 


Achieved 
goal 


A lot of 
progress 


A little 
progress 


No 
progress 


No goal 


1. Employment  1 2 3 4 -99 


2. Housing  1 2 3 4 -99 


3. Education  1 2 3 4 -99 


4. Mental Health  1 2 3 4 -99 


5. Substance Use  1 2 3 4 -99 


6. Family Reunification  1 2 3 4 -99 


7. Social Health  1 2 3 4 -99 


8. Physical Health  1 2 3 4 -99 
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DISCHARGE INFORMATION 


1. Date the client was discharged:     ____/____/________ (MM/DD/YYYY)  
-88 Item not assessed


2. Identify the reason(s) for discharge. Select all that apply. 
-88 Item not assessed


 No longer needed services 
 Accomplished program goal(s) 
 Moved to HIGHER level of care 
 Moved to EQUIVALENT level of care 
 Moved to LOWER level of care 
 Moved out of geographical region 
 Client and/or family dissatisfied 
 Ineligible for services 


 Refused services 
 Lost contact before entering the program 
 Lost contact after entering program 
 Incarcerated 
 Death – suicide 
 Death – non-suicide 
 Other __________________


3. Where was the client referred to? Enter the associated Provider Number (PN), if available. Select all that apply. 
-88  Item not assessed  
-66  Not referred/unknown 



 
Associated Provider 
Number(s), if available:


Associated Provider 
Name(s), if available:


 Primary care/medical office  __________________ __________________


 Emergency Room __________________ __________________


 Mental health facility/community agency __________________ __________________


 Social services agency  __________________ __________________


 Substance abuse treatment facility/agency  __________________ __________________


 Faith-based organization  __________________ __________________


 Other county/community agency __________________ __________________


 Homeless shelter __________________ __________________


 Acute psychiatric/state hospital __________________ __________________


 Other __________________ __________________
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PROMIS Global Health 


Instructions: Please complete the following questions about your health and activities. Respond to each question or 
statement by marking one circle per row. 


 
 


Excellent Very Good Good Fair Poor 


1.  In general, would you say your health is: 5 4 3 2 1 


2.  In general, would you say your quality of life 
is: 


5 4 3 2 1 


3.  In general, how would you rate your physical 
health? 


5 4 3 2 1 


4.  In general, how would you rate your mental 
health, including your mood and your ability 
to think? 


5 4 3 2 1 


5.  In general, how would you rate your 
satisfaction with your social activities and 
relationships? 


5 4 3 2 1 


6.  In general, please rate how well you carry 
out your usual social activities and roles. 
(This includes activities at home, at work and 
in your community, and responsibilities as a 
parent, child, spouse, employee, friend, etc.) 


5 4 3 2 1 


7.  To what extent are you able to carry out 
your everyday physical activities such as 
walking, climbing stairs, carrying groceries, 
or moving a chair? 


Completely 


5 


Mostly 


4 


Moderately 


3 


A little 


2 


Not at all 


1 


In the past 7 days… 


8.  How often have you been bothered by emotional 
problems such as feeling anxious, depressed, or 
irritable? 


Never 
5


Rarely 
4


Sometimes 
3


Often 
2


Always 
1 


9.  
How would you rate your fatigue on average? 


None 
5 


Mild 
4


Moderate 
3


Severe 
2


Very severe 
1 


10.  How would you rate your pain on average? (Choose one) 


 No Pain  Worst pain imaginable 


              


  0 1 2 3 4 5 6 7 8 9 10  
 


FOR OFFICE USE ONLY 
 


Client ID:   Program:  Staff ID:  
 


Assessment Date (MM/DD/YYYY):                       /                    /                        County:  
 


Assessment Timing:    Intake   Follow-up  Discharge  Other 


 


Check this box if assessment completed as an interview:   


 


Client did not complete assessment because:  Language  Unable due to symptoms  Refused  Other:  


 


      
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Please answer the following questions to help us serve you better. 


In the last 7 days… Never Rarely Sometimes Often Always 


1. I felt sad. 0 1 2 3 4 


2. I felt depressed. 0 1 2 3 4 


3. I felt helpless. 0 1 2 3 4 


4. I felt worthless. 0 1 2 3 4 


5. I felt hopeless. 0 1 2 3 4 


6. I felt little interest or pleasure in things I used to enjoy. 0 1 2 3 4 


7. I felt angry. 0 1 2 3 4 


8. I stayed angry for hours. 0 1 2 3 4 


9. I felt angrier than I thought I should. 0 1 2 3 4 


10. I felt fearful. 0 1 2 3 4 


11. I found it hard to focus on anything other than my anxiety. 0 1 2 3 4 


12. My worries overwhelmed me. 0 1 2 3 4 


13. Thoughts entered my mind that I had trouble getting rid of. 0 1 2 3 4 


14. I did things I couldn’t resist or did things more often than I should. 0 1 2 3 4 


15. I had disturbing memories or images of a stressful experience. 0 1 2 3 4 


16. I had memory problems, such as forgetting names or appointments. 0 1 2 3 4 


17. I had difficulty thinking clearly while doing familiar tasks. 0 1 2 3 4 


18. I believed people were following or trying to harm me or my family. 0 1 2 3 4 


19. I heard voices that no one else could hear. 0 1 2 3 4 


20. I had thoughts of ending my life or harming myself. 0 1 2 3 4 


21. My child(ren) had emotional and/or behavioral problems. 


-99Check here if you do not have any children living at home. 
0 1 2 3 4 


22. I felt good about myself. 0 1 2 3 4 


23. I had goals and worked towards achieving them. 0 1 2 3 4 


24. I felt hopeful about the future. 0 1 2 3 4 


25. I was able to handle things. 0 1 2 3 4 


26. I felt happy. 0 1 2 3 4 


27. I had energy and was full of life. 0 1 2 3 4 


28. I felt spiritually connected. 0 1 2 3 4 


29. I had contact with people that care about me. 0 1 2 3 4 


30. I lived in a home that made me feel safe. 0 1 2 3 4 


31. I used substances (alcohol, illegal drugs, etc.) too much. 0 1 2 3 4 
 


32. How difficult have any problems reported here made it for you to do your daily activities, 
work (including school), take care of things at home, or get along with other people? 


0Not difficult at all 


1Somewhat difficult 
2Very difficult 
3Extremely difficult 


 


33. Would you like to speak with someone about mental health issues for yourself, your spouse, your 
children, your parent, another family member, or a friend? 


0 No 1 Yes 
 


FOR OFFICE USE ONLY 
 


Client ID:   Program:  Staff ID:  
 


Assessment Date (MM/DD/YYYY):                       /                    /                        County:  
 


Assessment Timing:    Intake   Follow-up  Discharge  Other 
 


Check this box if assessment completed as an interview:   
 


Client did not complete self-assessment because:  Language  Unable due to symptoms  Refused  Other:  
 


      
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Please answer the following questions to help us serve you better. 


In the last 7 days… Never Rarely Sometimes Often Always 


1. I felt sad. 0 1 2 3 4 


2. I felt depressed. 0 1 2 3 4 


3. I felt helpless. 0 1 2 3 4 


4. I felt worthless. 0 1 2 3 4 


5. I felt hopeless. 0 1 2 3 4 


6. I felt little interest or pleasure in things I used to enjoy. 0 1 2 3 4 


7. I felt angry. 0 1 2 3 4 


8. I stayed angry for hours. 0 1 2 3 4 


9. I felt angrier than I thought I should. 0 1 2 3 4 


10. I felt fearful. 0 1 2 3 4 


11. I found it hard to focus on anything other than my anxiety. 0 1 2 3 4 


12. My worries overwhelmed me. 0 1 2 3 4 


13. Thoughts entered my mind that I had trouble getting rid of. 0 1 2 3 4 


14. I did things I couldn’t resist or did things more often than I should. 0 1 2 3 4 


15. I had disturbing memories or images of a stressful experience. 0 1 2 3 4 


16. I had memory problems, such as forgetting names or 
appointments. 


0 1 2 3 4 


17. I had difficulty thinking clearly while doing familiar tasks. 0 1 2 3 4 


18. I believed people were following or trying to harm me or my family. 0 1 2 3 4 


19. I heard voices that no one else could hear. 0 1 2 3 4 


20. I had thoughts of ending my life or harming myself. 0 1 2 3 4 


21. My child(ren) had emotional and/or behavioral problems. 
-99 Check here if you do not have any children living at home. 


0 1 2 3 4 


22. I felt good about myself. 0 1 2 3 4 


23. I had goals and worked towards achieving them. 0 1 2 3 4 


24. I felt hopeful about the future. 0 1 2 3 4 


25. I was able to handle things. 0 1 2 3 4 


26. I felt happy. 0 1 2 3 4 


27. I had energy and was full of life. 0 1 2 3 4 


28. I felt spiritually connected. 0 1 2 3 4 


29. I had contact with people that care about me. 0 1 2 3 4 


30. I lived in a home that made me feel safe. 0 1 2 3 4 


31. I used substances (alcohol, illegal drugs, etc.) too much. 0 1 2 3 4 


32. How difficult have any problems reported here made it for you to do your daily 
activities, work (including school), take care of things at home, or get along with 
other people? 


0Not difficult at all 
1Somewhat difficult 


2Very difficult 


3Extremely difficult 


33. Would you like to speak with someone about mental health issues for yourself, your 
spouse, your children, your parent, another family member, or a friend? 


0 No 1 Yes 
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FOR OFFICE USE ONLY  


Client ID:   Program:  Staff ID:  
 


Assessment Date (MM/DD/YYYY):                       /                    /                        County:  
 


Assessment Timing:    Intake   Follow-up  Discharge  Other 
 


Check this box if assessment completed as an interview:   
 


Client did not complete self-assessment because:  Language  Unable due to symptoms  Refused  Other:  
 


       
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Creating Healthy Outcomes: Integrated Self-Assessment (CHOIS) 


Por favor, conteste las siguientes preguntas para ayudarnos a servirle mejor. 


En los últimos 7 días… Nunca Raramente A veces Frecuente Siempre 


1. me sentí triste. 0 1 2 3 4 


2. me sentí deprimido/a. 0 1 2 3 4 


3. me sentí indefenso/a (que no podía hacer nada para ayudarme). 0 1 2 3 4 


4. sentí que no valía nada. 0 1 2 3 4 


5. me sentí desesperanzado/a. 0 1 2 3 4 


6. sentí poco interés o placer en cosas que antes disfrutaba. 0 1 2 3 4 


7. me sentí enojado/a. 0 1 2 3 4 


8. permanecí enojado/a durante horas. 0 1 2 3 4 


9. me sentí más enojado/a de lo que pensaba que debía sentirme. 0 1 2 3 4 


10. sentí miedo. 0 1 2 3 4 


11. tuve dificultad para concentrarme en otra cosa que no fuera mi ansiedad. 0 1 2 3 4 


12. mis preocupaciones me agobiaron. 0 1 2 3 4 


13. tuve dificultades para deshacerme de pensamientos que me sugirieron. 0 1 2 3 4 


14. hice cosas que no pude resistir o las hice con más frecuencia de lo que 
debería. 


0 1 2 3 4 


15. tuve recuerdos o imágenes perturbadoras de alguna experiencia 
estresante. 


0 1 2 3 4 


16. tuve problemas con la memoria, como olvidar nombres o citas. 0 1 2 3 4 


17. tuve dificultades para pensar con claridad mientras hacía quehaceres 
usuales. 


0 1 2 3 4 


18. creía que gente me estaba siguiendo o intentando dañar a mí o a mi 
familia. 


0 1 2 3 4 


19. oí voces que nadie más podía oír. 0 1 2 3 4 


20. tuve pensamientos de acabar con mi vida o perjudicarme a mí mismo. 0 1 2 3 4 


21. mi(s) hijo(s) tuvo/tuvieron problemas emocionales y/o conductuales. 


-99 Marque aquí si usted no tiene hijos viviendo en el hogar. 
0 1 2 3 4 


22. me sentí bien conmigo mismo. 0 1 2 3 4 


23. establecí metas y trabajé para lograrlas. 0 1 2 3 4 


24. me sentí optimista sobre el futuro. 0 1 2 3 4 


25. pude manejar las circunstancias. 0 1 2 3 4 


26. me sentí feliz. 0 1 2 3 4 


27. tuve energía y estaba lleno de vida. 0 1 2 3 4 


28. me sentí espiritualmente conectado. 0 1 2 3 4 


29. tuve contacto con personas que me estiman. 0 1 2 3 4 


30. viví en una casa que me hizo sentir seguro/a. 0 1 2 3 4 


31. He usado sustancias (alcohol, drogas ilícitas) demasiado. 0 1 2 3 4


32 ¿Qué tan difícil le ha sido realizar sus actividades cotidianas, trabajar (incluyendo la 
escuela), encargarse de las cosas de la casa o llevarse bien con otras personas debido a 
cualquiera de los problemas declarados aquí? 


0Nada difícil 


1Algo difícil 


2Muy difícil 


3Extremadamente difícil 


33 ¿Le gustaría hablar con alguien sobre problemas de salud mental para usted, su pareja, sus hijos, 
sus padres, otro familiar, o un amigo? 


0 No 1 Sí 
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PARA USO DE LA OFICINA SOLAMENTE 
 


Client ID:   Program:  Staff ID:  
 


Assessment Date (MM/DD/YYYY):                       /                    /                        County:  
 


Assessment Timing:    Intake   Follow-up  Discharge  Other 
 


Check this box if assessment completed as an interview:   
 


Client did not complete self-assessment because:  Language  Unable due to symptoms  Refused  Other:  
 








Tạo Ra Kết Quả Lành Mạnh: Tự Thẩm Định Tổng Hợp (CHOIS) 
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Xin vui lòng trả lời những câu hỏi dưới đây để chúng tôi biết thêm về quý vị. 


Trong vòng 7 ngày vừa qua… 
Không 


bao giờ 
Ít  


xảy ra 
Thỉnh 


thoảng 
Thường 
xảy ra 


Luôn 
luôn 


1. Tôi cảm thấy buồn. 0 1 2 3 4 


2. Tôi cảm thấy chán nản. 0 1 2 3 4 


3. Tôi cảm thấy bất lực. 0 1 2 3 4 


4. Tôi cảm thấy vô dụng. 0 1 2 3 4 


5. Tôi cảm thấy tuyệt vọng. 0 1 2 3 4 


6. Tôi cảm thấy ít quan tâm hoặc ưa thích những điều mà tôi từng ưa thích. 0 1 2 3 4 


7. Tôi cảm thấy tức giận. 0 1 2 3 4 


8. Tôi tức giận trong nhiều tiếng đồng hồ. 0 1 2 3 4 


9. Tôi cảm thấy tức giận nhiều hơn mức tôi nghĩ mình đáng phải tức giận. 0 1 2 3 4 


10. Tôi cảm thấy sợ hãi. 0 1 2 3 4 


11. Tôi thấy khó tập trung vào bất cứ điều gì ngoài sự lo lắng của tôi. 0 1 2 3 4 


12. Những lo lắng của tôi đè nặng trên tôi. 0 1 2 3 4 


13. Nhiều ý tưởng xen vào tâm trí mà tôi không gạt bỏ được. 0 1 2 3 4 


14. Tôi làm những điều mà tôi không chống cự được hoặc làm những điều ở 
mức độ quá thường xuyên. 


0 1 2 3 4 


15. Tôi có những ký ức hoặc hình ảnh của một kinh nghiệm căng thẳng làm 
cho tôi rối loạn. 


0 1 2 3 4 


16. Tôi gặp khó khăn về trí nhớ, thí dụ như hay quên tên hoặc các cuộc hẹn. 0 1 2 3 4 


17. Tôi gặp khó khăn về sự suy nghĩ mạch lạc trong khi làm những công việc 
quen thuộc. 


0 1 2 3 4 


18. Tôi tin là có người đang theo dõi tôi hoặc tìm cách hãm hại tôi và gia đình 
tôi. 


0 1 2 3 4 


19. Tôi nghe những tiếng nói mà không một người nào khác có thể nghe 
được. 


0 1 2 3 4 


20. Tôi có những ý nghĩ muốn chấm dứt đời sống hoặc tự làm hại mình. 0 1 2 3 4 


21. (Các) con tôi bị những vấn đề về cảm xúc và/hoặc hành vi. 


-99Đánh dấu vào đây nếu quý vị không có con em cùng cư ngụ trong nhà. 
0 1 2 3 4 


22. Tôi cảm thấy hài lòng về chính mình. 0 1 2 3 4 


23. Tôi có mục tiêu và nỗ lực để đạt được những mục tiêu đó. 0 1 2 3 4 


24. Tôi cảm thấy đầy hy vọng về tương lai. 0 1 2 3 4 


25. Tôi có thể giải quyết các vấn đề. 0 1 2 3 4 


26. Tôi cảm thấy vui. 0 1 2 3 4 


27. Tôi có năng lực và đầy sức sống. 0 1 2 3 4 


28. Tôi cảm thấy được nối kết về tâm linh. 0 1 2 3 4 


29. Tôi có mối liên hệ với những người quan tâm cho tôi. 0 1 2 3 4 


30. Tôi sống trong một gia đình đã giúp tôi cảm thấy an toàn. 0 1 2 3 4 


31. Tôi dùng chất nghiện (rượu, thuốc phiện, v.v...) quá mức. 0 1 2 3 4


32. Những vấn đề được trình bày ở đây đã gây khó khăn như thế nào cho quý vị để thực 
hiện những sinh hoạt hàng ngày, làm việc (gồm cả đi học), lo liệu những công việc trong 
nhà, hoặc giao tiếp với người khác? 


Không khó khăn gì cả 


Hơi khó khăn 1 chút 


Rất khó khăn 


Cực kỳ khó khăn 


33. Quý vị có muốn nói chuyện với một người nào đó về những vấn đề liên quan đến sức khỏe tâm 
thần cho bản thân, vợ/chồng, con cái, cha mẹ, một người khác trong gia đình, hoặc một người bạn 
của quý vị không? 


Không Có 
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FOR OFFICE USE ONLY  


Client ID:   Program:  Staff ID:  
 


Assessment Date (MM/DD/YYYY):                       /                    /                        County:  
 


Assessment Timing:    Intake   Follow-up  Discharge  Other 
 


Check this box if assessment completed as an interview:   
 


Client did not complete self-assessment because:  Language  Unable due to symptoms  Refused  Other:  
 


       


 








*The MHSIP Consumer Survey was developed through a collaborative effort of consumers, the Mental Health Statistics Improvement Program (MHSIP) 
community, and the Center for Mental Health Services. This version of the form is for use with the Toolkit for Evaluation Assessment and Measurement for 
Adult Community Services and Supports Programs. 
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Mental Health Statistics Improvement Program (MHSIP) Consumer Survey* 


Please help our agency make services better by answering some questions. Your answers are confidential and will not 
influence current or future services you receive. For each survey item below, please fill in the correct circle that corresponds 
to your choice. Please fill in the circle completely. 


Please answer the following questions based on the LAST 6 MONTHS OR if you have not received services for 6 months, just 
give answers based on the services you have received so far. Indicate if you Strongly Agree, Agree, are Neutral, Disagree, or 
Strongly Disagree with each of the statements below.  If the question is about something you have not experienced, fill in the 
circle for Not Applicable to indicate that this item does not apply to you. 


 Strongly 
Agree Agree 


I am 
Neutral Disagree 


Strongly 
Disagree 


Not 
Applicable 


1. I like the services that I received here. 1 2 3 4 5 -99


2. 
If I had other choices, I would still get services from this 
agency. 


1 2 3 4 5 -99


3. 
I would recommend this agency to a friend or family 
member. 1 2 3 4 5 -99


4. 
The location of services was convenient (parking, public 
transportation, distance, etc.). 


1 2 3 4 5 -99


5. 
Staff were willing to see me as often as I felt it was 
necessary. 


1 2 3 4 5 -99


6. Staff returned my calls within 24 hours. 1 2 3 4 5 -99


7. Services were available at times that were good for me. 1 2 3 4 5 -99


8. I was able to get all the services I thought I needed. 1 2 3 4 5 -99


9. I was able to see a psychiatrist when I wanted to. 1 2 3 4 5 -99


10. Staff here believe that I can grow, change and recover. 1 2 3 4 5 -99


11. 
I felt comfortable asking questions about my treatment 
and medication. 


1 2 3 4 5 -99


12. I felt free to complain. 1 2 3 4 5 -99


13. I was given information about my rights. 1 2 3 4 5 -99


14. 
Staff encouraged me to take responsibility for how I 
live my life. 


1 2 3 4 5 -99


15. Staff told me what side effects to watch out for. 1 2 3 4 5 -99


16. 
Staff respected my wishes about who is, and who is not 
to be given information about my treatment. 


1 2 3 4 5 -99


17. I, not staff, decided my treatment goals. 1 2 3 4 5 -99


18. 
Staff were sensitive to my cultural background (race, 
religion, language, etc.). 


1 2 3 4 5 -99


19. 
Staff helped me obtain the information I needed so that 
I could take charge of managing my illness. 


1 2 3 4 5 -99


20. 
I was encouraged to use consumer-run programs 
(support groups, drop-in centers, crisis phone line, etc.). 


1 2 3 4 5 -99
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As a direct result of the services I received: 
Strongly 


Agree Agree 
I am 


Neutral Disagree 
Strongly 
Disagree 


Not 
Applicable 


21. I deal more effectively with daily problems. 1 2 3 4 5 -99


22. I am better able to control my life. 1 2 3 4 5 -99


23. I am better able to deal with crisis. 1 2 3 4 5 -99


24. I am getting along better with my family. 1 2 3 4 5 -99


25. I do better in social situations. 1 2 3 4 5 -99


26. I do better in school and /or work. 1 2 3 4 5 -99


27. My housing situation has improved. 1 2 3 4 5 -99


28. My symptoms are not bothering me as much. 1 2 3 4 5 -99


29. I do things that are more meaningful to me. 1 2 3 4 5 -99


30. I am better able to take care of my needs. 1 2 3 4 5 -99


31. I am better able to handle things when they go wrong. 1 2 3 4 5 -99


32. I am better able to do things that I want to do. 1 2 3 4 5 -99


 


 


For Questions #33-36, please answer for relationships with persons other than your mental health provider(s). 


As a direct result of the services I received: 
Strongly 


Agree Agree 
I am 


Neutral Disagree 
Strongly 
Disagree 


Not 
Applicable 


33. I am happy with the friendships I have. 1 2 3 4 5 -99


34. I have people with whom I can do enjoyable things. 1 2 3 4 5 -99


35. I feel I belong in my community. 1 2 3 4 5 -99


36. 
In a crisis, I would have the support I need from family 
or friends. 


1 2 3 4 5 -99


 


 


Thank you for taking the time to answer these questions! 


 


 
 
 
 


Provider: This version of the MHSIP Consumer Survey is intended for use with the Toolkit for Evaluation Assessment and 
Measurement for Adult Community Services and Supports Programs. It should not be used to replace the MHSIP Consumer 
Perception Survey (CPS) provided by California Department of Health Care Services (DHCS). For required administration of 
the MHSIP CPS, please follow DHCS procedures. 
 
 
 


FOR OFFICE USE ONLY 
 


Client ID:   Program:  Staff ID:  
 


Assessment Date (MM/DD/YYYY):                       /                    /                        County:  
 


Assessment Timing:    Intake   Follow-up  Discharge  Other 
 


Check this box if completed as an interview:   
 


Client did not complete because:  Language  Unable due to symptoms  Refused  Other:  
 


 








Items adapted with permission from Practitioner Outcome Survey: Illness Management and Recovery, © 2009 by SAMHSA. For inquiries, 
please contact Andrew J. Sarkin (asarkin@ucsd.edu). 
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ILLNESS MANAGEMENT AND RECOVERY SCALE – FAMILY OR FRIEND VERSION 


Instructions: Choose one response to each statement that best describes your knowledge of your friend/family member.  


1. Progress towards personal goals: In the past 3 months, s/he has come up with…                                            


1 2 3 4 5 
No personal goals A personal goal, but 


has not done anything 
to achieve the goal 


A personal goal and 
made it a little way 
toward achieving it 


A personal goal and 
has gotten pretty far 
in achieving the goal 


A personal goal and 
has achieved it 


2. Knowledge: How much do you feel s/he knows about symptoms, treatment, coping strategies (coping methods), and 
medication? 


1 2 3 4 5 
Not very much A little Some Quite a bit A great deal 


3. Involvement of family and friends in his/her mental health treatment: How much are family members, friends, 
boyfriends or girlfriends, and other people who are important to him/her (outside the mental health agency) 
involved in his or her health treatment? 


1 2 3 4 5 
Not at all Only when there is a 


serious problem 
Sometimes, such as 


when things are 
starting to go badly 


Much of the time A lot of the time and 
they really help with 


his/her mental health 


4. Contact with people outside of the family: In a normal week, how many times does s/he talk to someone outside of 
his/her family (like a friend, co-worker, classmate, roommate, etc.)? 


1 2 3 4 5 
0 times a week 1 to 2 times a week 3 to 4 times a week 5 to 7 times a week 8 or more times a week 


5. Time in structured roles: How much time does s/he spend working, volunteering, being a student, being a parent, 
taking care of someone else or someone else’s house or apartment? That is, how much time does s/he spend doing 
activities that are expected of him or her for or with another person? (This would not include self-care or personal 
home maintenance.) 


1 2 3 4 5 
2 hours or less a week 3 to 5 hours a week 6 to 15 hours a week 16 to 30 hours a week More than 30 hours a 


week 


6. Symptom distress: How much do symptoms bother him/her? 


1 2 3 4 5 
Symptoms really 


bother him/her a lot 


Symptoms bother 


him/her quite a bit 


Symptoms bother 


him/her somewhat 


Symptoms bother 


him/her very little 


Symptoms don't bother 
him/her at all 


7. Impairment of functioning: How much do symptoms get in the way of him/her doing things that s/he would like to 
do or needs to do? 


1 2 3 4 5 
Symptoms really get 
in his/her way a lot 


Symptoms get in 
his/her way quite a 


bit 


Symptoms get in 
his/her way 
somewhat 


Symptoms get in 
his/her way very little 


Symptoms don't get 
in his/her way at all 


8. Relapse Prevention Planning: Which of the following would best describe what s/he knows and has done in order to 
not have a relapse? 


1 2 3 4 5 
Doesn't know how to 


prevent relapses 
Knows a little, but 


hasn't made a relapse 
prevention plan 


Knows one or two  
things to do, but 
doesn't have a 


written plan 


Knows several things 
to do, but doesn't 


have a written plan 


Has a written a plan 
and has shared it with 


others 
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9. Relapse of symptoms: When is the last time s/he had a relapse of symptoms (that is, when symptoms have gotten 
much worse)? 


1 2 3 4 5 
Within the last month In the past 2 to 3 


months 
In the past 4 to 6 


months 
In the past 7 to 12 


months 
Hasn't had a relapse 


in the past year 


10. Psychiatric hospitalizations: When is the last time s/he has been hospitalized for mental health or substance abuse 
reasons? 


1 2 3 4 5 
Within the last month In the past 2 to 3 


months 
In the past 4 to 6 


months 
In the past 7 to 12 


months 
No hospitalization  in 


the past year 


11. Coping: How well do you feel that s/he is coping with his or her mental or emotional illness from day to day? 


1 2 3 4 5 
Not well at all Not very well All right Well Very well 


12. Involvement with self-help activities: How involved is he or she in consumer-run services, peer support groups, 
Alcoholics Anonymous, drop-in centers, WRAP (Wellness Recovery Action Plan), or other similar self-help programs? 


1 2 3 4 5 
Doesn't know about 


any self-help activities 
Knows about some 


self-help activities, 
but isn't interested 


Is interested in self-
help activities, but 


hasn't participated in 
the past year 


Participates in self-
help activities 
occasionally 


Participates in self-
help activities 


regularly 


13. Using medication effectively: How often does s/he take medication as prescribed? 


1 2 3 4 5 
Never Occasionally About half the time Most of the time Every day 


☐-99 Check here if no psychiatric medications have been prescribed for him/her. 


14. Impairment of functioning through alcohol use: Drinking can interfere with functioning when it contributes to 
conflict in relationships; to financial, housing, and legal concerns; to difficulty attending appointments or focusing 
during them; or to increases of symptoms. Over the past 3 months, did alcohol use get in the way of his/her 
functioning? 


1 2 3 4 5 
Alcohol use really gets 


in his/her way a lot 
Alcohol use gets in 
his/her way quite a 


bit 


Alcohol use gets in 
his/her way 
somewhat 


Alcohol use gets in 
his/her way very little 


Alcohol use is not a 
factor in his/her 


functioning 


15. Impairment of functioning through drug use: Using street drugs and misusing prescription or over-the-counter 
medication can interfere with functioning when it contributes to conflict in relationships; to financial, housing and 
legal concerns; to difficulty attending appointments or focusing during them; or to increases of symptoms. Over the 
past 3 months, did drug use get in the way of his/her functioning? 


1 2 3 4 5 
Drug use really gets in 


his/her way a lot 
Drug use gets in 


his/her way quite a 
bit 


Drug use gets in 
his/her way 
somewhat 


Drug use gets in 
his/her way very little 


Drug use is not a 
factor in his/her 


functioning 


 
 


FOR OFFICE USE ONLY 
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CSI Import Instructions (Intake Assessment Only) 


Importing Relevant Client Data from the Client and Service Information (CSI) System into the Intake Assessment Data Entry 
and Reporting Tool 


The Toolkit has a mechanism for importing select CSI system data into the Toolkit Intake Assessment Data and Reporting tools. In order to import CSI data, the 


raw data must first be processed by the CSI Submission File Analysis Tool developed by the Mental Health Data Alliance (MHDATA). The CSI Submission File 


Analysis Tool is an Access Database tool designed to assist counties and providers with assessing CSI Data Submission Files and CSI Error Files.  


 


Figure 1. “Data Integration” tab found in the Toolkit Intake Assessment Data Entry and Reporting tool 


Note:  Users will need to access the CSI Submission File Analysis Tool 2.0 from the MHDATA website (http://www.mhdata.org/resources). The Appendix details 


the client variables from CSI that can be mapped onto available client variables in the Toolkit. The Toolkit CSI import function was designed to be compatible 


with the CSI Submission File Analysis Tool 2.0. 


 
“Import CSI Data” button 



http://www.mhdata.org/resources
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Steps to Import Selected CSI Client Data into the Toolkit  


1. Download the CSI Submission File Analysis Tool 2.0. 


a. Download the CSI Submission File Analysis Tool from the MHDATA website (Go to http://www.mhdata.org/resources and scroll to the bottom of the 


page to find the tool and relevant training materials). 


2. Import data into the CSI Submission File Analysis Tool.  


a. Open the CSI Submission File Analysis Tool. 


b. To import client data into the CSI Submission File Analysis Tool, follow the instruction found in the “Tool Summary” and “Import Data” tabs (shown on 


the following pages), which can be accessed from the “Main Menu.”  


i. Follow the import steps:  


Step 1: Enter a data label (e.g., “Client Data”)  


Step 2: Select data to import – select Client Data  


Step 3: Import data – press the “Import CSI Data” button 


 



http://www.mhdata.org/resources
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Figure 2. “Tool Summary” tab in the CSI Submission File Analysis Tool 
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Figure 3. “Import Data” tab in the CSI Submission File Analysis Tool 
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3. Once data have been imported into the CSI Submission File Analysis Tool, export the data as an Excel (.xlsx) file and save it in a secure location on your 


computer. 


a. Locate the “Data_Clients” table in the Access Navigation Pane. To view the Navigation Pane, click the Shutter Bar Open/Close Button or press F11 to 


toggle between open and closed views.  


 
Figure 4. Locating the “Data_Clients” table in the Access Navigation Pane 
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b. Right Click on “Data_Clients,” click on “Export,” and click on Excel. 


 
Figure 5. Export data into Excel 
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c. Specify the destination file and format in the Export window and click “OK.” 


 
Figure 6. Export window 
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4. Import the Excel (.xlsx) file into the Toolkit (only the variables identified in the Appendix will be imported). 


a. Open the Toolkit Intake Data and Reporting tool workbook. 


b. In the “Data Integration” tab, click the “Import CSI” button to select the external file that contains the data for import. The data will be imported into the 


Raw Data worksheet.  


 


Figure 7. “Data Integration” tab in the Intake Assessment Data and Reporting Tool 
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c. Locate the client data file and press Select. 


 


 


Figure 8. Select data file 
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d. The CSI data will be imported into the Raw Data Tab. Note: Not all columns in the raw data sheet will be populated.   


 


Figure 9. CSI data in “Raw Data” tab 


  







Instructions: Importing CSI Data TEAM-CSS v1.0.0 Page 11 of 20 


5. Enter assessment date to run dashboard reports. 


The raw CSI data file does not include assessment date. Enter the appropriate assessment dates in the “assess_date” column after CSI data have been 


imported into the Toolkit Intake Data Entry and Reporting workbook. In order to run dashboard reports, assessment dates must be entered in the 


“assess_date” column.  


 


Figure 10. Enter assessment date in the “assess_date” column. 


 


Training materials for the CSI Submission File Analysis Tool 


The following training materials for the CSI Submission File Analysis Tool are available on the MHDATA website:  


 CSI SFA Tool 2.0 Training: a training webinar developed for county and provider that provides instruction on generating and using reports generated using 


the CSI Submission File Analysis Tool. 


 CSI Submission File Analysis Tool Webinar Series Slides: PowerPoint presentations that provide information about the CSI Submission File Analysis Tool’s 


design and its utilization. 
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Appendix. Mapping CSI Data to Toolkit Data 


CSI Data Toolkit Data Integration 


Variable Name 


CSI variable name / 
MHDATA CSI SFA Tool 
export variable name 


Data Type Format Length Valid Codes Notes Variable Name Data Type Format Length Valid Codes Notes Direct map? Recode Notes 


Integrating CSI SFA Tool export data into 
Toolkit data 


SUBMITTING-COUNTY-
PLAN-CODE  / County  


Character  
(Alphanumeric 
or Symbol) 


XX; Right 
justify, zero 
fill 


2 Alameda=01; Alpine=02; 
Amador=03; Butte=04; 
Calaveras=05; Colusa=06; Contra 
Costa=07; Del Norte=08; El 
Dorado=09; Fresno=10; Glenn=11; 
Humboldt=12; Imperial=13; Inyo=14; 
Kern=15; Kings=16; Lake=17; 
Lassen=18; Los Angeles=19; 
Madera=20; Marin=21; Mariposa=22; 
Mendocino=23; Merced=24; 
Modoc=25; Mono=26; Monterey=27; 
Napa=28; Nevada=29; Orange=30; 
Placer=31; Plumas=32; 
Riverside=33; Sacramento=34; San 
Benito=35; San Bernardino=36; San 
Diego=37; San Francisco=38; San 
Joaquin=39; San Luis Obispo=40; 
San Mateo=41; Santa Barbara=42; 
Santa Clara=43; Santa Cruz=44; 
Shasta=45; Sierra=46; Siskiyou=47; 
Solano=48; Sonoma=49; 
Stanislaus=50; Tehama=52; 
Trinity=53; Tulare=54; Tuolumne=55; 
Ventura=56; Yolo=57; 
Sutter/Yuba=63; Berkeley City=65; 
Tri-City=66 


None county Text  General: 
general 
format cells 
have no 
specific 
number 
format.  


Not 
applicable 


text None No Transform numerical codes to text (e.g., 
1=Alameda; 2=Alpine; 3=Amador) 


COUNTY-CLIENT-NBR / 
CCN 


Character  
(Alphanumeric 
or Symbol) 


XXXXXXXX
X; Right 
justify, zero 
fill, no 
embedded 
blanks 


9 There must be no embedded blanks.  
Otherwise, all values accepted. 


None clientID Text  General: 
general 
format cells 
have no 
specific 
number 
format.  


Not 
applicable 


text None No CCN will be mapped directly onto the text field. 


BIRTH-FIRST-NAME / 
Name_First 


Character  
(Alphanumeric 
or Symbol) 


XXXXXXXX
XXXXXXX; 
Left justify, 
trailing 
blanks 


15 Not applicable Identifies name on birth 
certificate as reported by 
the client.  Embedded 
hyphens and apostrophes 
are acceptable if comprised 
as part of a name. Do not 
use commas or periods. 


name_first Text  General: 
general 
format cells 
have no 
specific 
number 
format.  


Not 
applicable 


text; Unknown/not reported=-66; Item 
not assessed=-88  


None No  Names will be mapped directly onto the text 
field. 


BIRTH-MIDDLE-NAME / 
Name_Middle 


Character 
(Alphanumeric 
or Symbol) 


XXXXXXXX
XXXXXXX; 
Left justify, 
trailing 
blanks 


15 Not applicable Identifies the name of the 
client as it appears on the 
birth certificate as reported 
by the client. Embedded 
hyphens and apostrophes 
are acceptable if comprised 
as part of a name.  Do not 
use commas or periods. 


name_middle Text  General: 
general 
format cells 
have no 
specific 
number 
format.  


Not 
applicable 


text; Unknown/not reported=-66; Item 
not assessed=-88  


None No  Names will be mapped directly onto the text 
field. 
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CSI Data Toolkit Data Integration 


Variable Name 


CSI variable name / 
MHDATA CSI SFA Tool 
export variable name 


Data Type Format Length Valid Codes Notes Variable Name Data Type Format Length Valid Codes Notes Direct map? Recode Notes 


Integrating CSI SFA Tool export data into 
Toolkit data 


BIRTH-LAST-NAME / 
Name_Last 


Character  
(Alphanumeric 
or Symbol) 


XXXXXXXX
XXXXXXXX
XXXX; Left 
justify, 
trailing 
blanks 


20 Not applicable Identifies the name of the 
client as it appears on the 
birth certificate as reported 
by the client.  Embedded 
hyphens and apostrophes 
are acceptable if comprised 
as part of a name.  Do not 
use commas or periods. 


name_last Text  General: 
general 
format cells 
have no 
specific 
number 
format.  


Not 
applicable 


text; Unknown/not reported=-66; Item 
not assessed=-88  


None No  Names will be mapped directly onto the text 
field. 


BIRTH-SUFFIX / 
Name_Suffix 


Character 
(Alphanumeric 
or Symbol) 


XXX; Left 
justify, 
trailing 
blanks 


3 Not applicable Identifies the name of the 
client as it appears on the 
birth certificate as reported 
by the client. Embedded 
hyphens and apostrophes 
are acceptable if comprised 
as part of a name.  Do not 
use commas or periods. 
Appellations such as Sr, Jr, 
III, etc. are acceptable in the 
suffix field.  Do not include 
titles such as MD, PhD, etc. 
in the suffix field. 


name_suffix Text  General: 
general 
format cells 
have no 
specific 
number 
format.  


Not 
applicable 


text; Unknown/not reported=-66; Item 
not assessed=-88  


None No Names will be mapped directly onto the text 
field. 


DATE-OF-BIRTH / 
DOB_Text 


Numeric   YYYMMDD 8 Client's Date of Birth reported in 
numeric form as follows: the 4-digit 
year, the 2-digit month, and the 2-
digit day of birth. Numeric form for 
days and months from 1 to 9 must 
have a zero as the first digit; No 
special characters such as slashes, 
commas or hyphens. 


None date_birth Date  MM/DD/YYY
Y 


10 00/00/0000-12/31/9999 Must be a valid date. No Change format from YYYYMMDD to 
MM/DD/YYYY 


GENDER / Gender Character  
(Alphanumeric 
or Symbol) 


X 1 Male=M; Female=F; Other=0; 
Unknown/Not Reported=U 


Other (O) includes gender 
changes, undetermined 
gender, and persons with 
congenital abnormalities 
which obscure gender 
identification. 


gender 
gender_other 


 Character  
(Alphanumeric 
or Symbol) 


General: 
general 
format cells 
have no 
specific 
number 
format.  


1-3 Male=1; Female=2; Transgender 
male/trans man=3; Transgender 
female/trans female=4; Gender 
queer/gender non-conforming=5; 
Another gender identity=6; 
Unknown/not reported=-66; Item not 
assessed=-88 


The CSI Other (O) 
category includes 
gender changes, 
undetermined gender, 
and persons with 
congenital 
abnormalities which 
obscure gender 
identification. Thus, 
individuals who would 
fall under the Toolkit 
categories for 
Transgender 
female/trans female (3). 
Transgender male/trans 
man (4); and Gender 
queer/gender non-
conforming (5) would 
be included under 
Another gender identity 
(6) when CSI data are 
mapped onto Toolkit 
data. 


No  If Gender=M, gender=1 
If Gender=F, gender=2 
If Gender=O, gender=6 
If Gender=U, gender=-66 
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CSI Data Toolkit Data Integration 


Variable Name 


CSI variable name / 
MHDATA CSI SFA Tool 
export variable name 


Data Type Format Length Valid Codes Notes Variable Name Data Type Format Length Valid Codes Notes Direct map? Recode Notes 


Integrating CSI SFA Tool export data into 
Toolkit data 


POB-COUNTRY / 
POB_Country 


Character 
(Alphanumeric 
or Symbol) 


XX 2 Afghanistan=AF; Albania=AL; 
Algeria=AG; American Samoa=AQ; 
Andorra=AN; Angola=AO; 
Anguilla=AV; Antarctica=AY; Antigua 
and Barbuda=AC; Argentina=AR; 
Armenia=AM; Aruba=AA; Ashmore 
and Cartier Islands=AT; 
Australia=AS; Austria=AU; 
Azerbaijan=AJ; The Bahamas=BF; 
Bahrain=BA; Baker Island=FQ; 
Bangladesh=BG; Barbados=BB; 
Bassas Da India=BS; Belarus=BO; 
Belguim=BE; Belize=BH; Benin=BN; 
Bermuda=BD; Bhutan=BT; 
Bolivia=BL; Bosnia and 
Herzegovina=BK; Botswana=BC; 
Bouvet Island=BV; Brazil=BR; British 
Virgin Islands=VI; British Indian 
Ocean Territory=IO; Brunei=BX; 
Bulgaria=BU; Burkina=UV; 
Burma=BM; Burundi=BY; 
Cambodia=CB; Cameroon=CM; 
Canada=CA; Cape Verde=CV; 
Cayman Islands=CJ; Central African 
Republic=CT; Chad=CD; Chile=CI; 
China=CH; Christmas Island=KT; 
Clipperton Island=IP; Cocos 
(Keeling) Islands=CK; Colombia=CO; 
Comoros=CN; Congo=CF; Cook 
Islands=CW; Coral Sea Islands=CR; 
Costa Rica=CS; Cote D'Ivoire=IV; 
Croatia=HR; Cuba=CU; Cyprus=CY; 
Czech Republic=EZ; Denmark=DA; 
Djibouti=DJ; Dominica=DO; 
Dominican Republic=DR; 
Ecuador=EC; Egypt=EG; El 
Salvador=ES; Equatorial Guinea=EK; 
Eritrea=ER; Estonia=EN; 
Ethiopia=ET; Eurpoa Island=EU; 
Falkan Islands (Islas Malvinas)=FK; 
Faroe Islands=FO; Federated States 
of Micronesia=FM; Fiji=FJ; 
Finland=FI; France=FR; French 
Polynesia=FP; French Southern and 
Antarctic Lands=FS; French 
Guiana=FG; Gabon=GB; The 
Gambia=GA; Gaza Strip=GZ; 
Georgia=GG; Germany=GM; 
Ghana=GH; Gibraltar=GI; Glorioso 
Islands=GO; Greece=GR; 
Greenland=GL; Grenada=GJ; 
Guadeloupe=GP; Guam=GQ; 
Guatemala=GT; Guernsey=GK; 
Guinea-Bissau=PU; Guinea=GV; 
Guyana=GY; Haiti=HA; Heard Island 
and McDonald Islands=HM; 


None country_birth  Character 
(Alphanumeric 
or Symbol) 


General: 
general 
format cells 
have no 
specific 
number 
format.  


2 Codes to be aligned with CSI codes  
Afghanistan=AF; Albania=AL; 
Algeria=AG; American Samoa=AQ; 
Andorra=AN; Angola=AO; Anguilla=AV; 
Antarctica=AY; Antigua and 
Barbuda=AC; Argentina=AR; 
Armenia=AM; Aruba=AA; Ashmore and 
Cartier Islands=AT; Australia=AS; 
Austria=AU; Azerbaijan=AJ; The 
Bahamas=BF; Bahrain=BA; Baker 
Island=FQ; Bangladesh=BG; 
Barbados=BB; Bassas Da India=BS; 
Belarus=BO; Belguim=BE; Belize=BH; 
Benin=BN; Bermuda=BD; Bhutan=BT; 
Bolivia=BL; Bosnia and 
Herzegovina=BK; Botswana=BC; 
Bouvet Island=BV; Brazil=BR; British 
Virgin Islands=VI; British Indian Ocean 
Territory=IO; Brunei=BX; Bulgaria=BU; 
Burkina=UV; Burma=BM; Burundi=BY; 
Cambodia=CB; Cameroon=CM; 
Canada=CA; Cape Verde=CV; Cayman 
Islands=CJ; Central African 
Republic=CT; Chad=CD; Chile=CI; 
China=CH; Christmas Island=KT; 
Clipperton Island=IP; Cocos (Keeling) 
Islands=CK; Colombia=CO; 
Comoros=CN; Congo=CF; Cook 
Islands=CW; Coral Sea Islands=CR; 
Costa Rica=CS; Cote D'Ivoire=IV; 
Croatia=HR; Cuba=CU; Cyprus=CY; 
Czech Republic=EZ; Denmark=DA; 
Djibouti=DJ; Dominica=DO; Dominican 
Republic=DR; Ecuador=EC; Egypt=EG; 
El Salvador=ES; Equatorial 
Guinea=EK; Eritrea=ER; Estonia=EN; 
Ethiopia=ET; Eurpoa Island=EU; 
Falkan Islands (Islas Malvinas)=FK; 
Faroe Islands=FO; Federated States of 
Micronesia=FM; Fiji=FJ; Finland=FI; 
France=FR; French Polynesia=FP; 
French Southern and Antarctic 
Lands=FS; French Guiana=FG; 
Gabon=GB; The Gambia=GA; Gaza 
Strip=GZ; Georgia=GG; Germany=GM; 
Ghana=GH; Gibraltar=GI; Glorioso 
Islands=GO; Greece=GR; 
Greenland=GL; Grenada=GJ; 
Guadeloupe=GP; Guam=GQ; 
Guatemala=GT; Guernsey=GK; 
Guinea-Bissau=PU; Guinea=GV; 
Guyana=GY; Haiti=HA; Heard Island 
and McDonald Islands=HM; 
Honduras=HO; Hong Kong=HK; 
Howland Island=HQ; Hungary=HU; 
Iceland=IC; India=IN; Indonesia=ID; 


None No If POB_Country=00, 
country_birth=Unknown/not reported=-66 


If POB_Country=99, 
county_birth=Unknown/not reported=-66 
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CSI Data Toolkit Data Integration 


Variable Name 


CSI variable name / 
MHDATA CSI SFA Tool 
export variable name 


Data Type Format Length Valid Codes Notes Variable Name Data Type Format Length Valid Codes Notes Direct map? Recode Notes 


Integrating CSI SFA Tool export data into 
Toolkit data 


Honduras=HO; Hong Kong=HK; 
Howland Island=HQ; Hungary=HU; 
Iceland=IC; India=IN; Indonesia=ID; 
Iran=IR; Iraq=IZ; Ireland=EI; 
Israel=IS; Italy=IT; Jamaica=JM; Jan 
Mayen=JN; Japan=JA; Jarvis 
Island=DQ; Jersey=JE; Johnson 
Atoll=JQ; Jordan=JO; Juan De Nova 
Island=JU; Kazakhstan=KZ; 
Kenya=KE; Kingman Reef=KQ; 
Kiribati=KR; Republic of Korea=KS; 
Democratic People's Republic of 
Korea=KN; Kuwait=KU; 
Kyrgyzstan=KG; Laos=LA; 
Latvia=LG; Lebanon=LE; 
Lesotho=LT; Liberia=LI; Libya=LY; 
Liechtenstein=LS; Lithuania=LH; 
Luxembourg=LU; Macau=MC; 
Macedonia=MK; Madagascar=MA; 
Malawi=MI; Malaysia=MY; 
Maldives=MV; Mali=ML; Isle of 
Man=IM; Marshall Islands=RM; 
Martinique=MB; Mauritania=MR; 
Mauritius=MP; Mayotte=MF; 
Mexico=MX; Midway Islands=MQ; 
Moldova=MD; Monaco=MN; 
Mongolia=MG; Montenegro=MW; 
Montserrat=MH; Morocco=MO; 
Mozambique=MZ; Namibia=WA; 
Nauru=NR; Navassa Island=BQ; 
Nepal=NP; Netherlands Antilles=NT; 
Netherlands=NL; New Zealand=NZ; 
New Caledonia=NC; Nicaragua=NU; 
Niger=NG; Nigeria=NI; Niue=NE; 
Norfolk Island=NF; Northern Mariana 
Islands=CQ; Norway=NO; 
Oman=MU; Pakistan=PK; Palau=PS; 
Palmyra Atoll=LQ; Panama=PM; 
Papua New Guinea=PP; Parcel 
Islands=PF; Paraguay=PA; Peru=PE; 
Philippines=RP; Pitcairn Islands=PC; 
Poland=PL; Portugal=PO; Puerto 
Rico=RQ; Qatar=QA; Reunion=RE; 
Romania=RO; Russia=RS; 
Rwana=RW; San Marino=SM; Sao 
Tome and Principe=TP; Saudi 
Arabia=SA; Senegal=SG; Serbia; 
SR; Seychelles=SE; Sierra 
Leone=SL; Singapore=SN; 
Slovakiasi Slovenia=LO; Soloman 
Islands=BP; Somalia=SO; South 
Africa=SF; South Georgia and the 
South Sandwich Islands=SX; 
Spain=SP; Spratly Islands=PG; Sri 
Lanka=CE; St. Vincent and the 
Grenadines=VC; St. Pierre and 


Iran=IR; Iraq=IZ; Ireland=EI; Israel=IS; 
Italy=IT; Jamaica=JM; Jan Mayen=JN; 
Japan=JA; Jarvis Island=DQ; 
Jersey=JE; Johnson Atoll=JQ; 
Jordan=JO; Juan De Nova Island=JU; 
Kazakhstan=KZ; Kenya=KE; Kingman 
Reef=KQ; Kiribati=KR; Republic of 
Korea=KS; Democratic People's 
Republic of Korea=KN; Kuwait=KU; 
Kyrgyzstan=KG; Laos=LA; Latvia=LG; 
Lebanon=LE; Lesotho=LT; Liberia=LI; 
Libya=LY; Liechtenstein=LS; 
Lithuania=LH; Luxembourg=LU; 
Macau=MC; Macedonia=MK; 
Madagascar=MA; Malawi=MI; 
Malaysia=MY; Maldives=MV; Mali=ML; 
Isle of Man=IM; Marshall Islands=RM; 
Martinique=MB; Mauritania=MR; 
Mauritius=MP; Mayotte=MF; 
Mexico=MX; Midway Islands=MQ; 
Moldova=MD; Monaco=MN; 
Mongolia=MG; Montenegro=MW; 
Montserrat=MH; Morocco=MO; 
Mozambique=MZ; Namibia=WA; 
Nauru=NR; Navassa Island=BQ; 
Nepal=NP; Netherlands Antilles=NT; 
Netherlands=NL; New Zealand=NZ; 
New Caledonia=NC; Nicaragua=NU; 
Niger=NG; Nigeria=NI; Niue=NE; 
Norfolk Island=NF; Northern Mariana 
Islands=CQ; Norway=NO; Oman=MU; 
Pakistan=PK; Palau=PS; Palmyra 
Atoll=LQ; Panama=PM; Papua New 
Guinea=PP; Parcel Islands=PF; 
Paraguay=PA; Peru=PE; 
Philippines=RP; Pitcairn Islands=PC; 
Poland=PL; Portugal=PO; Puerto 
Rico=RQ; Qatar=QA; Reunion=RE; 
Romania=RO; Russia=RS; 
Rwana=RW; San Marino=SM; Sao 
Tome and Principe=TP; Saudi 
Arabia=SA; Senegal=SG; Serbia; SR; 
Seychelles=SE; Sierra Leone=SL; 
Singapore=SN; Slovakiasi 
Slovenia=LO; Soloman Islands=BP; 
Somalia=SO; South Africa=SF; South 
Georgia and the South Sandwich 
Islands=SX; Spain=SP; Spratly 
Islands=PG; Sri Lanka=CE; St. Vincent 
and the Grenadines=VC; St. Pierre and 
Miquelon=SB; St. Lucia=ST; St. 
Helena=SH; St. Kitts and Nevis=SC; 
Sudan=SU; Suriname=NS; 
Svalbard=SV; Swaziland=WZ; 
Sweden=SW; Switzerland=SZ; 
Syria=SY; Taiwan=TW; Tajikistan=TI; 







Instructions: Importing CSI Data TEAM-CSS v1.0.0 Page 16 of 20 


CSI Data Toolkit Data Integration 


Variable Name 


CSI variable name / 
MHDATA CSI SFA Tool 
export variable name 


Data Type Format Length Valid Codes Notes Variable Name Data Type Format Length Valid Codes Notes Direct map? Recode Notes 


Integrating CSI SFA Tool export data into 
Toolkit data 


Miquelon=SB; St. Lucia=ST; St. 
Helena=SH; St. Kitts and Nevis=SC; 
Sudan=SU; Suriname=NS; 
Svalbard=SV; Swaziland=WZ; 
Sweden=SW; Switzerland=SZ; 
Syria=SY; Taiwan=TW; Tajikistan=TI; 
Tanzania=TZ; Thailand=TH; 
Togo=TO; Tokelau=TL; Tonga=TN; 
Trinidad and Tobago=TD; Tromelin 
Island=TE; Tunisia=TS; Turkey=TU; 
Turkmenistan=TX; Turks and Caicos 
Islands=TK; Tuvalu=TV; 
Uganda=UG; Ukraine=UP; United 
Kingdom=UK; United States=US; 
United Arab Emirates=TC; 
Uruguay=UY; Uzbekistan=UZ; 
Vanuatu=NH; Vatican City=VT; 
Venezuela=VE; Vietnam=VM; Virgin 
Islands=VQ; Wake Island=WQ; 
Wallis and Futuna=WF; West 
Bank=WE; Western Samoa=WS; 
Western Sahara=WI; Yemen=YM; 
Zaire=CG; Zambia=ZA; 
Zimbabwe=ZI; Country Not 
Listed=00; Unknown Country=99 


Tanzania=TZ; Thailand=TH; Togo=TO; 
Tokelau=TL; Tonga=TN; Trinidad and 
Tobago=TD; Tromelin Island=TE; 
Tunisia=TS; Turkey=TU; 
Turkmenistan=TX; Turks and Caicos 
Islands=TK; Tuvalu=TV; Uganda=UG; 
Ukraine=UP; United Kingdom=UK; 
United States=US; United Arab 
Emirates=TC; Uruguay=UY; 
Uzbekistan=UZ; Vanuatu=NH; Vatican 
City=VT; Venezuela=VE; Vietnam=VM; 
Virgin Islands=VQ; Wake Island=WQ; 
Wallis and Futuna=WF; West 
Bank=WE; Western Samoa=WS; 
Western Sahara=WI; Yemen=YM; 
Zaire=CG; Zambia=ZA; Zimbabwe=ZI; 
Unknown/not reported=-66; Item not 
assessed=-88 
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CSI Data Toolkit Data Integration 


Variable Name 


CSI variable name / 
MHDATA CSI SFA Tool 
export variable name 


Data Type Format Length Valid Codes Notes Variable Name Data Type Format Length Valid Codes Notes Direct map? Recode Notes 


Integrating CSI SFA Tool export data into 
Toolkit data 


PRIMARY-LANGUAGE / 
Primary_Lang 


Character 
(Alphanumeric 
or Symbol) 


X 1 American Sign Language (ASL)=0; 
Spanish=1; Cantonese=2; 
Japanese=3; Korean=4; Tagalog=5; 
Other Non-English=6; English=7; 
Other Sign Language=A; 
Mandarin=B; Other Chinese 
Dialects=C; Cambodian=D; 
Armenian=E; Ilocano=F; Mien=G; 
Hmong=H; Lao=I; Turkish=J; 
Hebrew=K; French=L; Polish=M; 
Russian=N; Portuguese=P; 
Italian=Q; Arabic=R; Samoan=S; 
Thai=T; Farsi=U; Vietnamese=V; 
Unknown/Not Reported=9 


None primary_language Character 
(Alphanumeric 
or Symbol) 


General: 
general 
format cells 
have no 
specific 
number 
format.  


1-3 American Sign Language=1; Arabic=2; 
Armenian=3; Cambodian=4; 
Cantonese=5; English=6; Farsi=7; 
French=8; Hebrew=9; Hmong=10; 
Ilocano=11; Italian=12; Japanese=13; 
Korean=14; Lao=15; Mandarin=16; 
Mien=17; Polish=18; Portuguese=19; 
Russian=20; Samoan=21; Spanish=22; 
Tagalog=23; Thai=24; Turkish=25; 
Vietnamese=26; Other Chinese 
dialects=27; Other non-English=28; 
Other sign language=29; Other=30; 
Unknown/not reported=-66; Item not 
assessed=-88 


CSI PRIMARY-
LANGUAGE categories 
do not include Other 
sign language. 


No  If Primary_Lang=0, primary_language=1 


If Primary_Lang=1, primary_language=22 


If Primary_Lang=2, primary_language=5 


If Primary_Lang=3, primary_language=13 


If Primary_Lang=4, primary_language=14 


If Primary_Lang=5, primary_language=23 


If Primary_Lang=6, primary_language=28 


If Primary_Lang=7, primary_language=6 


If Primary_Lang=A, primary_language=29 


If Primary_Lang=B, primary_language=16 


If Primary_Lang=C, primary_language=27 


If Primary_Lang=D, primary_language=4 


If Primary_Lang=E, primary_language=3 


If Primary_Lang=F, primary_language=11 


If Primary_Lang=G, primary_language=17 


If Primary_Lang=H, primary_language=10 


If Primary_Lang=I, primary_language=15 


If Primary_Lang=J, primary_language=25 


If Primary_Lang=K, primary_language=9 


If Primary_Lang=L, primary_language=8 


If Primary_Lang=M, primary_language=18  


If Primary_Lang=N, primary_language=20 


If Primary_Lang=P, primary_language=19 


If Primary_Lang=Q, primary_language=12 


If Primary_Lang=R, primary_language=2 


If Primary_Lang=S, primary_language=21 


If Primary_Lang=T, primary_language=24 


If Primary_Lang=U, primary_language=7 


If Primary_Lang=V, primary_language=26 


If Primary_Lang=9, primary_language=-66 
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CSI Data Toolkit Data Integration 


Variable Name 


CSI variable name / 
MHDATA CSI SFA Tool 
export variable name 


Data Type Format Length Valid Codes Notes Variable Name Data Type Format Length Valid Codes Notes Direct map? Recode Notes 


Integrating CSI SFA Tool export data into 
Toolkit data 


PREFERRED-
LANGUAGE / 
Preferred_Lang 


Character 
(Alphanumeric 
or Symbol) 


X 1 American Sign Language (ASL)=0; 
Spanish=1; Cantonese=2; 
Japanese=3; Korean=4; Tagalog=5; 
Other Non-English=6; English=7; 
Other Sign Language=A; 
Mandarin=B; Other Chinese 
Dialects=C; Cambodian=D; 
Armenian=E; Ilocano=F; Mien=G; 
Hmong=H; Lao=I; Turkish=J; 
Hebrew=K; French=L; Polish=M; 
Russian=N; Portuguese=P; 
Italian=Q; Arabic=R; Samoan=S; 
Thai=T; Farsi=U; Vietnamese=V; 
Unknown/Not Reported=9 


None preferred_language Character 
(Alphanumeric 
or Symbol) 


General: 
general 
format cells 
have no 
specific 
number 
format.  


1-3 American Sign Language=1; Arabic=2; 
Armenian=3; Cambodian=4; 
Cantonese=5; English=6; Farsi=7; 
French=8; Hebrew=9; Hmong=10; 
Ilocano=11; Italian=12; Japanese=13; 
Korean=14; Lao=15; Mandarin=16; 
Mien=17; Polish=18; Portuguese=19; 
Russian=20; Samoan=21; Spanish=22; 
Tagalog=23; Thai=24; Turkish=25; 
Vietnamese=26; Other Chinese 
dialects=27; Other non-English=28; 
Other sign language=29; Other=30; 
Unknown/not reported=-66; Item not 
assessed=-88 


CSI PREFERRED-
LANGUAGE categories 
do not include Other 
sign language. 


No If Preferred_Lang=0, preferred_language=1 


If Preferred_Lang=1, preferred_language=22 


If Preferred_Lang=2, preferred_language=5 


If Preferred_Lang=3, preferred_language=13 


If Preferred_Lang=4, preferred_language=14 


If Preferred_Lang=5, preferred_language=23 


If Preferred_Lang=6, preferred_language=28 


If Preferred_Lang=7, preferred_language=6 


If Preferred_Lang=A, preferred_language=29 


If Preferred_Lang=B, preferred_language=16 


If Preferred_Lang=C, preferred_language=27 


If Preferred_Lang=D, preferred_language=4 


If Preferred_Lang=E, preferred_language=3 


If Preferred_Lang=F, preferred_language=11 


If Preferred_Lang=G, preferred_language=17 


If Preferred_Lang=H, preferred_language=10 


If Preferred_Lang=I, preferred_language=15 


If Preferred_Lang=J, preferred_language=25 


If Preferred_Lang=K, preferred_language=9 


If Preferred_Lang=L, preferred_language=8 


If Preferred_Lang=M, preferred_language=18 


If Preferred_Lang=N, preferred_language=20 


If Preferred_Lang=P, preferred_language=19 


If Preferred_Lang=Q, preferred_language=12 


If Preferred_Lang=R, preferred_language=2 


If Preferred_Lang=S, preferred_language=21 


If Preferred_Lang=T, preferred_language=24 


If Preferred_Lang=U, preferred_language=7 


If Preferred_Lang=V, preferred_language=26 


If Preferred_Lang=9, preferred_language=-66 


ETHNICITY / Ethnicity Character  
(Alphanumeric 
or Symbol) 


X 1  Yes=Y; No=N; Unknown/Not 
Reported=U 


Identifies whether or not the 
client is of Hispanic or 
Latino ethnicity. 


Toolkit 
Race/Ethnicity data 
for Hispanic origin 
comprise multiple 
variables: 


hispanic; caribbean; 
central_american; 
cuban; dominican; 
mexican ; 
puerto_rican; 
salvadoran; 
south_american; 
hispanic_other  


Character  
(Alphanumeric 
or Symbol) 


General: 
general 
format cells 
have no 
specific 
number 
format.  


1-3 For all Toolkit Race/Ethnicity variables, 
Yes=1; No=0; Unknown/not reported=-
66; Item not assessed=-88 


CSI ETHNICITIES data 
would be transformed 
into multiple categories. 


No If Ethnicity=Y, hispanic=1 
If Ethnicity=N, the following variables =0 
hispanic; caribbean; central_american; cuban; 
dominican; mexican ; puerto_rican; salvadoran; 
south_american; hispanic_other  
If Ethnicity=U, the following variables=-66 
hispanic; caribbean; central_american; cuban; 
dominican; mexican ; puerto_rican; salvadoran; 
south_american; hispanic_other 
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CSI Data Toolkit Data Integration 


Variable Name 


CSI variable name / 
MHDATA CSI SFA Tool 
export variable name 


Data Type Format Length Valid Codes Notes Variable Name Data Type Format Length Valid Codes Notes Direct map? Recode Notes 


Integrating CSI SFA Tool export data into 
Toolkit data 


RACE / Race_1 Character 
(Alphanumeric 
or Symbol) 


X; Left 
justify, no 
embedded 
blanks, this 
field occurs 
five times 


1 White or Caucasian=1; Black or 
African American=3; American Native 
or Alaskan Native=5; Filipino=7; 
Chinese=C; Cambodian=H; 
Hmong=I; Japanese=J; Korean=K; 
Other Pacific Islander=L; 
Samoan=M; Asian Indian=N; Other 
Asian=O; Native Hawaiian=P; 
Guamanian=R; Mien=S; Laotian=T; 
Vietnamese=V; Other=8; 
Unknown/Not Reported=9 


Identifies the race of the 
client.  Report up to 5 race 
codes from the list. 


Toolkit 
Race/Ethnicity data 
comprise multiple 
variables: african_aa; 
african_american;  
african, 
african_specify; 
african_other; 
african_other_specify; 
asian; asian_indian; 
cambodian; chinese; 
filipino; hmong; 
japanese; korean; 
laotian; mien; 
vietnamese; 
asian_other; 
asian_other_specify; 
pacific; hawaiian; 
samoan; pacific_other; 
pacific_other_specify; 
american; 
american_other; 
american_other_specif
y; hispanic; caribbean; 
central_american; 
cuban; dominican; 
mexican; puerto_rican; 
salvadoran; 
south_american; 
hispanic_other; 
hispanic_other_specify
; white; chaldean; 
eastern_european; 
european; iraqi; 
middle_eastern; 
white_other; 
white_other_specify; 
race_other; 
race_other_specify; 
race_options 


 Character 
(Alphanumeric 
or Symbol) 


General: 
general 
format cells 
have no 
specific 
number 
format.  


1-3 For all Toolkit Race/Ethnicity variables, 
Yes=1; No=0; Unknown/not reported=-
66; Item not assessed=-88 


CSI RACE data would 
be transformed into 
multiple categories. 


No If Race_1=1, white=1  


If Race_1=3, african_aa=1 


If Race_1=5, america=1 


If Race_1=7, filipino=1 


If Race_1=C, chinese=1 


If Race_1=H, cambodian=1 


If Race_1=I, hmong=1 


If Race_1=J, japanese=1 
If Race_1=K, korean=1 


If Race_1=L, pacific_other=1 


If Race_1=M, samoan=1 


If Race_1=N, asian_indian=1 
If Race_1=O, asian_other=1 
If Race_1=P, hawaiian=1 


If Race_1=R, pacific_other=1 


If Race_1=S, mien=1 


If Race_1=T, laotian=1 


If Race_1=V, vietnamese=1 


If Race_1=8, race_other=1 


If Race_1=9= -66 


RACE / Race_2 Character  
(Alphanumeric 
or Symbol) 


X; Left 
justify, no 
embedded 
blanks, this 
field occurs 
five times 


1 White or Caucasian=1; Black or 
African American=3; American Native 
or Alaskan Native=5; Filipino=7; 
Chinese=C; Cambodian=H; 
Hmong=I; Japanese=J; Korean=K; 
Other Pacific Islander=L; 
Samoan=M; Asian Indian=N; Other 
Asian=O; Native Hawaiian=P; 
Guamanian=R; Mien=S; Laotian=T; 
Vietnamese=V; Other=8; 
Unknown/Not Reported=9 


Identifies the race of the 
client.  Report up to 5 race 
codes from the list. 


See Toolkit 
Race/Ethnicity 
variables above. 


Character  
(Alphanumeric 
or Symbol) 


General: 
general 
format cells 
have no 
specific 
number 
format.  


1-3 For all Toolkit Race/Ethnicity variables, 
Yes=1; No=0; Unknown/not reported=-
66; Item not assessed=-88 


CSI RACE data would 
be transformed into 
multiple categories. 


No See information about transforming CSI RACE 
variables into Toolkit Race/Ethnicity variables 
above. 
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CSI Data Toolkit Data Integration 


Variable Name 


CSI variable name / 
MHDATA CSI SFA Tool 
export variable name 


Data Type Format Length Valid Codes Notes Variable Name Data Type Format Length Valid Codes Notes Direct map? Recode Notes 


Integrating CSI SFA Tool export data into 
Toolkit data 


RACE /  Race_3 Character  
(Alphanumeric 
or Symbol) 


X; Left 
justify, no 
embedded 
blanks, this 
field occurs 
five times 


1 White or Caucasian=1; Black or 
African American=3; American Native 
or Alaskan Native=5; Filipino=7; 
Chinese=C; Cambodian=H; 
Hmong=I; Japanese=J; Korean=K; 
Other Pacific Islander=L; 
Samoan=M; Asian Indian=N; Other 
Asian=O; Native Hawaiian=P; 
Guamanian=R; Mien=S; Laotian=T; 
Vietnamese=V; Other=8; 
Unknown/Not Reported=9 


Identifies the race of the 
client.  Report up to 5 race 
codes from the list. 


See Toolkit 
Race/Ethnicity 
variables above. 


Character  
(Alphanumeric 
or Symbol) 


General: 
general 
format cells 
have no 
specific 
number 
format.  


1-3 For all Toolkit Race/Ethnicity variables, 
Yes=1; No=0; Unknown/not reported=-
66; Item not assessed=-88 


CSI RACE data would 
be transformed into 
multiple categories. 


No See information about transforming CSI RACE 
variables into Toolkit Race/Ethnicity variables 
above. 


RACE / Race_4 Character 
(Alphanumeric 
or Symbol) 


X; Left 
justify, no 
embedded 
blanks, this 
field occurs 
five times 


1 White or Caucasian=1; Black or 
African American=3; American Native 
or Alaskan Native=5; Filipino=7; 
Chinese=C; Cambodian=H; 
Hmong=I; Japanese=J; Korean=K; 
Other Pacific Islander=L; 
Samoan=M; Asian Indian=N; Other 
Asian=O; Native Hawaiian=P; 
Guamanian=R; Mien=S; Laotian=T; 
Vietnamese=V; Other=8; 
Unknown/Not Reported=9 


Identifies the race of the 
client.  Report up to 5 race 
codes from the list. 


See Toolkit 
Race/Ethnicity 
variables above. 


Character 
(Alphanumeric 
or Symbol) 


General: 
general 
format cells 
have no 
specific 
number 
format.  


1-3 For all Toolkit Race/Ethnicity variables, 
Yes=1; No=0; Unknown/not reported=-
66; Item not assessed=-88 


CSI RACE data would 
be transformed into 
multiple categories. 


No See information about transforming CSI RACE 
variables into Toolkit Race/Ethnicity variables 
above. 


RACE / Race_5 Character  
(Alphanumeric 
or Symbol) 


X; Left 
justify, no 
embedded 
blanks, this 
field occurs 
five times 


1 White or Caucasian=1; Black or 
African American=3; American Native 
or Alaskan Native=5; Filipino=7; 
Chinese=C; Cambodian=H; 
Hmong=I; Japanese=J; Korean=K; 
Other Pacific Islander=L; 
Samoan=M; Asian Indian=N; Other 
Asian=O; Native Hawaiian=P; 
Guamanian=R; Mien=S; Laotian=T; 
Vietnamese=V; Other=8; 
Unknown/Not Reported=9 


Identifies the race of the 
client.  Report up to 5 race 
codes from the list. 


See Toolkit 
Race/Ethnicity 
variables above. 


Character  
(Alphanumeric 
or Symbol) 


General: 
general 
format cells 
have no 
specific 
number 
format.  


1-3 For all Toolkit Race/Ethnicity variables, 
Yes=1; No=0; Unknown/not reported=-
66; Item not assessed=-88 


CSI RACE data would 
be transformed into 
multiple categories. 


No See information about transforming CSI RACE 
variables into Toolkit Race/Ethnicity variables 
above. 
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Data Integration Plan 


 
PROGRAM NAME  


PROGRAM MANAGER  


KEY STAFF REQUIRED  
 
 
 


DATE  


EXPECTED START DATE  


EXPECTED COMPLETION DATE  


System Requirements 


Hard Drive Space 


The minimum hard drive space is 500 gigabytes. ☐ Met   ☐  Not met 


 Use this section to provide comments on steps to take to ensure meeting this 


requirement. 


Memory Usage 
The optimum amount of operating system memory occupied by the system is 16 


gigabytes (GB). ☐ Met   ☐  Not met 


Use this section to provide comments on memory usage. 


Data Timeline 


Use the data timeline to show when data are exported, cleaned, analyzed and reported. Add 
any additional timeline features as needed. The figure below may be useful for displaying your 
timeline. 


 


Data entry


Export 
date


Data 
cleaning


Data 
analysis


Reporting
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Staffing Resources 


The implementation of an EDC integration plan is time intensive and requires additional staff 
resources. Adequate staff time needs to be allocated for developing the integration structure 
and exporting data from the EDC. Use this section to consider the following questions: 


Will IT staff be needed to assist with 
the data integration? 
     If so, what is the approximate 
number of hours and time frame 
they will be needed. 


 


List those employees in your 
program/department/IT that are 
needed to assist with the data 
integration. 


 


Who is the assigned staff 
responsible for testing data 
collection and reporting features? 


 


Who is the assigned staff 
responsible for data export? 


 


Who is the assigned staff 
responsible for data analysis and 
reporting? 


 


Does the above staff have sufficient 
time for these tasks? If not, what is 
the plan to reallocate their 
workload? 


 


Data Exporting Requirements 


The following requirements for data exporting have been met. 


 Yes ☐   No  ☐  The EDC has a mechanism to export that can be accessed by 
program staff as needed. 


 Yes ☐   No  ☐ The EDC permissions allow for program staff to complete exports 
in a timely manner. 


 Yes ☐   No  ☐ The appropriate export permissions can be granted to program-
level staff. 


 Yes ☐   No  ☐ Data usage or data sharing agreements are in place to allow for 
exports and the sharing of information. 


 Yes ☐   No  ☐ Data exports are in .csv file format or can be reformatted to be 
imported into Microsoft Excel. 


Use this section to provide additional comments about data exporting requirements. 
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Data Mapping 
Use this section to provide details concerning your data mapping framework. The table below is provided as an example of a spreadsheet 


that could be used to map each data element between electronic data collections systems. The first two rows serve as examples for how to 


use the table. 


Electronic Data Collection System Toolkit Data Integration 


Variable 
Name 


Data 
Type 


Format Length Valid 
Codes 


Notes Variable 
Name 


Data 
Type 


Format Length Valid 
Codes 


Notes Direct 
Map? 


Recode 
Notes 


DOB date mm/dd/yyyy 10   Leading 
zeros 


DOB date mm/dd/yyyy 10 Leading 
Zeros 


  Yes   


Gender text   2 M 
F 


  Gender text    2  M 
F 
add 
 


   No  Program 
only uses 
male and 
female 
additional 
toolkit 
codes will 
not be 
used 


Entrydate date mm/dd/yyyy 10   Refdate date mm/dd/yyyy 10   No Rename 
entrydate 
to refdate. 
Entry date 
is the same 
as referral 
date for 
our 
program. 
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Integration Testing 


This section provides a table to assign staff to integration testing at each step in the process. 
This includes testing data entry, exporting, analysis, and reporting to ensure all parts of the 
Toolkit work accurately using EDC system data.  


INITIAL TESTING 


Testing Type Staff Assigned Job Title Start Date 


Data entry    


Data entry    


Data entry    


Export    


Analysis    


Reporting    


Those staff dedicated to re-testing are listed below. 


RETESTING 


Testing Type Staff Assigned Job Title Start Date 


Data entry    


Data entry    


Data entry    


Export    


Analysis    


Reporting    


 


 


 








 


Note: The Toolkit for Evaluation, Assessment, and Measurement for Adult Community Services and Supports Programs was 
commissioned by the Mental Health Services Oversight and Accountability Commission (MHSOAC) and developed by the Health 
Services Research Center (HSRC) at the University of California San Diego (UC San Diego). 
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Integrating the Toolkit with the Echoman Group’s Visual 
Health Record/Clinician’s Desktop (Echo) 


Stage 1: Obtain organizational commitment to using the Toolkit 
Integrating a new workflow/business flow, and thus new features and functions into Echo requires 


commitment from: (1) The Echoman Group, developers of Echo, and (2) programs that use Echo to 


evaluate the impact of adult Community Services and Supports programs. If there is uncertainty or 


confusion about the level of commitment needed to use the Toolkit, completing the feasibility checklist 


will help the program assess areas of involvement. Once commitment is established, the next step is 


filling in the Data Integration Plan. 


 
Stage 2: Document program processes and work flow 
Once there is a commitment to using the Toolkit, the process of integrating Toolkit related measures 
and data elements must be considered in relation to the daily program processes and work flow. 
Completion of assessments, data entry, data extraction, and analysis all must function as a normal part 
of daily practices and procedures. Understanding and mapping of daily work flow and highlighting those 
tasks that will affect data integration will help in developing a process that functions well with the work 
flow already in place.  


 


Stage 3: Verify staffing resources 
The implementation of a data integration plan is time intensive and requires additional staff resources. 
Adequate staff time needs to be allocated for developing the integration structure and exporting data 
from Echo. Use the section below (also found on the Data Integration Plan) to verify staffing resources. 


Will IT staff be needed to assist with 
the data integration? If so, what is the 
approximate number of hours and 
time frame they will be needed? 


 


List those employees in your 
program/department/IT that are 
needed to assist with the data 
integration. 


 


Who is the assigned staff responsible 
for testing data collection and 
reporting features? 


 







 


Note: The Toolkit for Evaluation, Assessment, and Measurement for Adult Community Services and Supports Programs was 
commissioned by the Mental Health Services Oversight and Accountability Commission (MHSOAC) and developed by the Health 
Services Research Center (HSRC) at the University of California San Diego (UC San Diego). 
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Who is the assigned staff responsible 
for data export? 


 


Who is the assigned staff responsible 
for data analysis and reporting? 


 


Does the above staff have sufficient 
time for these tasks? If not, what is 
the plan to reallocate their workload? 


 


 
Stage 4: Determine system features available for use 
Using the worksheet below, determine what features are available for use Echo. If any item is answered 


“No”, then steps must be taken to integrate that item into the system, or a decision must be made to 


follow an alternative process to collect all Toolkit related data elements. Toolkit staff have taken the 


liberty of filling in some of the information that they know to be true about this specific electronic data 


system. 


 


SYSTEM FEATURES REQUIRED FOR OPTIMAL USE OF THE TOOLKIT 


Available in Echo? 


(Yes/No) 


  


1. Ability to capture data electronically  Yes 


2. Data management capabilities   


3. Ideal hard drive space of 500 gigabytes  


4. 16 gigabytes of operating system memory  


5. Ability to export data  


a. The data management system has a mechanism to export that can be 
accessed by program staff as needed 


 


b. The data management system’s permissions allow for program staff to 
complete exports in a timely manner 


 


c. Export permissions can be granted to program-level staff  


d. Data usage or data sharing agreements are in place to allow for the 
export and sharing of information 


 


e. Data can be exported in .csv format, or can be reformatted to be 
imported into Microsoft Excel 


 


 
  







 


Note: The Toolkit for Evaluation, Assessment, and Measurement for Adult Community Services and Supports Programs was 
commissioned by the Mental Health Services Oversight and Accountability Commission (MHSOAC) and developed by the Health 
Services Research Center (HSRC) at the University of California San Diego (UC San Diego). 
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Stage 5: Determine outcome measures or data elements available for use 
Using the worksheet below, determine which measures are available for use in Echo. If any item is 


answered “No”, then steps must be taken to integrate that measure into the system. To integrate the 


measure into Echo, simply contact the Echo help desk at info@echoman.com to make the request.  


Again, Toolkit staff have taken the liberty of filling in some of the information that they know to be true 


about this specific electronic data system. 


 


 


OUTCOME MEASURES 


Available in Echo? 


(Yes/No) 


Clinician  


1. Intake Assessment  


a. Intake Information  


b. Client Demographics  


2. Clinician Assessment  


a. Key Outcomes  


i. Housing  


ii. Employment  


iii. Critical Events  


iv. Health  


b. IMR  


c. MORS  


d. Goals  


e. Discharge Information  


Client  


1. PROMIS Global Health  


2. CHOIS  


3. MHSIP  


a. Program Satisfaction  


Family/Friend  


1. IMR Family or Friend Version  


 


 


Stage 6: Update workflow to ensure Toolkit data are being captured 
Please refer to section II of Toolkit for details on workflow and assessment schedule. Your organization’s 
workflow should be adapted to accommodate the new assessment schedule and data collection 
requirements.  



mailto:info@echoman.com





 


Note: The Toolkit for Evaluation, Assessment, and Measurement for Adult Community Services and Supports Programs was 
commissioned by the Mental Health Services Oversight and Accountability Commission (MHSOAC) and developed by the Health 
Services Research Center (HSRC) at the University of California San Diego (UC San Diego). 
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Stage 7: Confirm ability to export data 
Please follow the recommended steps below to export data from Echo into the Toolkit Excel 
dashboards. Confirming that the system has a mechanism to export data and that the export process 
can be accessed by program staff is required. Echo is capable of coordinating care with health 
information exchange tools. If users do not have permission to exchange data, they may contact the 
Echo help desk (info@echoman.com) to request an upgrade of their permissions to be able to perform 
an export, or to simply request an export of the data.  Please note that data usage or data sharing 
agreements may need to be in place to allow for exporting and the sharing of information. 


 
Stage 8: Data Mapping and Cleaning 
Determine who will be completing the data mapping and cleaning steps. When analyzing data, it is 
important to know and understand where your data is coming from and that it is measuring what you 
think it is measuring. Therefore, it is in best practice to map the data to identify the sources of 
information, and thoroughly review the data to make sure it makes sense. After you know where the 
data is coming from and that it is accurately capturing the information you want to report on, analysis 
can begin. The party responsible must ensure the variable properties for Toolkit related data elements 
in Echo are the same as the Toolkit spreadsheet. If there are discrepancies, data rules needed to match 
the variables should be detailed and approved prior to being processed. See the “Mapping Common EDC 
Data to the Toolkit” section for general data mapping rules. After reviewing data mapping rules, please 
utilize the Toolkit codebooks to ensure Echo captures all Toolkit data elements in order to complete the 
mapping process. Please note that tracking the source for the data is also required to complete the 
mapping process. 
 
After data is successfully mapped, then cleaning should be minimal. However, it is important to perform 
data quality checks regularly to ensure data cleanliness. Data cleaning should include the detection and 
correcting of corrupt or inaccurate records from the Toolkit data set. For example, a clinician may 
accidentally enter the information of one client twice into the system. Even though it was a mistake it 
may still be reported in the system. In a data cleaning exercise, it would show the same participant 
having two of the exact same data entries on the same day. This could inflate numbers when it came 
time for reporting. Therefore, one of the duplicates should be deleted before reporting. After cleaning is 
complete, the data should be standardized with other Toolkit data sets.  


 
Stage 9: Transfer of cleaned data 
After mapping is completed, data should be securely transferred into a designated “clean” repository, or 


securely sent to your organization’s informatics staff. After data is sent to your organization’s 


informatics staff, it can be merged into the “clean” repository and used to create dashboard reports. 


 


To send data via FTP, please follow the steps below: 


1. To use this method, you will need to have an FTP program, also known as an FTP client, installed 
on your computer. If you do not already have an FTP client, you can download one from the 
web. Firezilla (http://filezilla.sourceforge.net/ ) is a common free client to try. Please note that 
depending on your usage, you may have to pay for these programs after your trial runs out. 



mailto:info@echoman.com

http://filezilla.sourceforge.net/
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2. After you have downloaded and installed your FTP program, you will need to configure it so that 
you can connect to our FTP server. Your FTP client will need the following settings:   


a. Host name:  
b. User:  
c. Password:  
d. Log on type:  


3. Please contact your agency’s informatics staff or department for information needed in step 2 


To send data via secure file transfer, please contact your agency’s informatics staff or department to 


request access to the secure file transfer system. Once a request has been made, a username and 


password should be generated and sent to the requestor.  


 


To connect Echo to the data repository housing merged Toolkit data for real-time data transfer, please 


contact your agency’s informatics staff or department to request instructions. Please note that this 


option often requires approval by your agency’s informatics staff or department. Additional integration 


testing and verification of the data cleaning process (Stage 8) must occur before approval of this option.  


 


Please contact please contact your agency’s informatics staff or department if there are alternative 


methods of data transfer that are preferred. 


 
HIPAA Requirements 


It is important to keep in mind that all HIPAA requirements apply whenever working with protected 


health information (PHI) and/or personally identifiable information (PII). Since PHI and PII are always 


taken into consideration during the process of integrating data, it is important that all 


individuals participating in the data integration are aware of how to avoid HIPAA breaches. The most 


important aspect of abiding by HIPAA requirements is to ensure that the data integration is occurring in 


a secure place where organizations can sort through errors and communicate about specific PHI or PII.  
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Integrating the Toolkit with Cerner’s Community 
Behavioral Health (CCBH) 


Stage 1: Obtain organizational commitment to using the Toolkit 
Integrating a new workflow/business flow, and thus new features and functions into CCBH (formerly 


Anasazi) requires commitment from: (1) Cerner, developers of CCBH, and (2) programs that use CCBH to 


evaluate the impact of adult Community Services and Supports programs. If there is uncertainty or 


confusion about the level of commitment needed to use the Toolkit, completing the feasibility checklist 


will help the program assess areas of involvement. Once commitment is established, the next step is 


filling in the Data Integration Plan. 


 
Stage 2: Document program processes and work flow 
Once there is a commitment to using the Toolkit, the process of integrating Toolkit related measures 
and data elements must be considered in relation to the daily program processes and work flow. 
Completion of assessments, data entry, data extraction, and analysis all must function as a normal part 
of daily practices and procedures. Understanding and mapping of daily work flow and highlighting those 
tasks that will affect data integration will help in developing a process that functions well with the work 
flow already in place.  


 


Stage 3: Verify staffing resources 
The implementation of a data integration plan is time intensive and requires additional staff resources. 
Adequate staff time needs to be allocated for developing the integration structure and exporting data 
from CCBH. Use the section below (also found in the Data Integration Plan) to verify staffing resources. 


Will IT staff be needed to assist with 
the data integration? If so, what is the 
approximate number of hours and 
time frame they will be needed? 


 


List those employees in your 
program/department/IT that are 
needed to assist with the data 
integration. 


 


Who is the assigned staff responsible 
for testing data collection and 
reporting features? 
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Who is the assigned staff responsible 
for data export? 


 


Who is the assigned staff responsible 
for data analysis and reporting? 


 


Does the above staff have sufficient 
time for these tasks? If not, what is 
the plan to reallocate their workload? 


 


 
Stage 4: Determine system features available for use 
Using the worksheet below, determine what features are available for use in CCBH. If any item is 


answered “No”, then steps must be taken to integrate that item into the system, or a decision must be 


made to follow an alternative process to collect all Toolkit related data elements.  Toolkit staff have 


taken the liberty of filling in some of the information that they know to be true about this specific 


electronic data system. 


 


SYSTEM FEATURES REQUIRED FOR OPTIMAL USE OF THE TOOLKIT 


Available in CCBH? 


(Yes/No) 


  


1. Ability to capture data electronically  Yes 


2. Data management capabilities   


3. Ideal hard drive space of 500 gigabytes  


4. 16 gigabytes of operating system memory  


5. Ability to export data  


a. The data management system has a mechanism to export that can be 
accessed by program staff as needed 


 


b. The data management system’s permissions allow for program staff to 
complete exports in a timely manner 


 


c. Export permissions can be granted to program-level staff  


d. Data usage or data sharing agreements are in place to allow for the 
export and sharing of information 


 


e. Data can be exported in .csv format, or can be reformatted to be 
imported into Microsoft Excel 


Yes 
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Stage 5: Determine outcome measures or data elements available for use 
Using the worksheet below, determine which measures are available for use in CCBH. If any item is 


answered “No”, then steps must be taken to integrate that measure into the system. To integrate the 


measure into CCBH, simply contact CCBH’s help desk at 1-800-834-3792 to either request access to front 


end controls, or make the request to add measures. Again, Toolkit staff have taken the liberty of filling in 


some of the information that they know to be true about this specific electronic data system. 


 


OUTCOME MEASURES 


Available in CCBH? 


(Yes/No) 


Clinician  


1. Intake Assessment  


a. Intake Information  


b. Client Demographics Yes 


2. Clinician Assessment  


a. Key Outcomes  


i. Housing  


ii. Employment  


iii. Critical Events  


iv. Health  


b. IMR  


c. MORS  


d. Goals  


e. Discharge Information  


Client  


1. PROMIS Global Health  


2. CHOIS  


3. MHSIP  


a. Program Satisfaction  


Family/Friend  


1. IMR Family or Friend Version  


 
Stage 6: Update workflow to ensure Toolkit data is being captured 
Please refer to section II of Toolkit for details on workflow and assessment schedule. Your organization’s 
workflow should be adapted to accommodate the new assessment schedule and data collection 
requirements.  
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Stage 7: Confirm ability to export data 
Please follow the recommended steps below to export data from CCBH into the Toolkit Excel 
dashboards. Confirming that the system has a mechanism to export data and that the export process 
can be accessed by program staff is required. CCBH is capable of creating a data extract file for 
download for data review or analysis purposes. All personally identifying information (PII) is maintained 
in a separate data table to mitigate privacy risks to individuals. Data download files are formatted as 
Excel or CSV files by default, and can be easily exported into XML, SPSS, SAS, STATA or MS Access. Data 
download functionality can be limited to select users based on their access permissions. If users do not 
have permission to export data, they may contact the CCBH help desk (1-800-834-3792) to request 
permission to become an authorized user to receive data exports or to simply request an export of the 
data. Please note that data usage or data sharing agreements may need to be in place to allow for 
exporting and sharing of information.  
 
CCBH has a query tool that can be used to create data extracts for Excel if the system is set up with 
variables as described in the Toolkit. This allows users to extract the data as needed without accessing 
the back-end database. 


 


Stage 8: Data Mapping and Cleaning 
Determine who will be completing the data mapping and cleaning steps. When analyzing data, it is 
important to know and understand where your data is coming from and that it is measuring what you 
think it is measuring. Therefore, it is in best practice to map the data to identify the sources of 
information, and thoroughly review the data to make sure it makes sense. After you know where the 
data is coming from and that it is accurately capturing the information you want to report on, analysis 
can begin. The party responsible must ensure the variable properties for Toolkit related data elements 
in CCBH are the same as the Toolkit spreadsheet. If there are discrepancies, data rules needed to match 
the variables should be detailed and approved prior to being processed. See the “Mapping Common EDC 
Data to the Toolkit” section for general data mapping rules. After reviewing data mapping rules, please 
utilize the Toolkit codebooks to ensure CCBH captures all Toolkit data elements in order to complete the 
mapping process. Please note that tracking the source for the data is also required to complete the 
mapping process. 
 
After data is successfully mapped, then cleaning should be minimal. However, it is important to perform 
data quality checks regularly to ensure data cleanliness. Data cleaning should include the detection and 
correcting of corrupt or inaccurate records from the Toolkit data set. For example, a clinician may 
accidentally enter the information of one client twice into the system. Even though it was a mistake it 
may still be reported in the system. In a data cleaning exercise, it would show the same participant 
having two of the exact same data entries on the same day. This could inflate numbers when it came 
time for reporting. Therefore, one of the duplicates should be deleted before reporting. After cleaning is 
complete, the data should be standardized with other Toolkit data sets.  


 
Stage 9: Transfer of cleaned data 
After mapping is completed, data should be securely transferred into a designated “clean” repository, or 


securely sent to your organization’s informatics staff. After data is sent to your organization’s 


informatics staff, it can be merged into the “clean” repository and used to create dashboard reports. 
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To send data via FTP, please follow the steps below: 


1. To use this method, you will need to have an FTP program, also known as an FTP client, installed 
on your computer. If you do not already have an FTP client, you can download one from the 
web. Firezilla (http://filezilla.sourceforge.net/ ) is a common free client to try. Please note that 
depending on your usage, you may have to pay for these programs after your trial runs out. 


2. After you have downloaded and installed your FTP program, you will need to configure it so that 
you can connect to our FTP server. Your FTP client will need the following settings:   


a. Host name:  
b. User:  
c. Password:  
d. Log on type:  


3. Please contact your agency’s informatics staff or department for information needed in step 2 


To send data via secure file transfer, please contact your agency’s informatics staff or department to 


request access to the secure file transfer system. Once a request has been made, a username and 


password can be generated and sent to the requestor.  


 


To connect mHOMS to the data repository housing merged Toolkit data for real-time data transfer, 


please contact your agency’s informatics staff or department to request instructions. Please note that 


this option often requires approval by your agency’s informatics staff or department. Additional 


integration testing and verification of the data cleaning process (Stage 8) must occur before approval of 


this option.  


 


Please contact your agency’s informatics staff or department if there are alternative methods of data 


transfer that are preferred. 


 
HIPAA Requirements 


It is important to keep in mind that all HIPAA requirements apply whenever working with protected 


health information (PHI) and/or personally identifiable information (PII). Since PHI and PII are always 


taken into consideration during the process of integrating data, it is important that all 


individuals participating in the data integration are aware of how to avoid HIPAA breaches. The most 


important aspect of abiding by HIPAA requirements is to ensure that the data integration is occurring in 


a secure place where organizations can sort through errors and communicate about specific PHI or PII.  


 



http://filezilla.sourceforge.net/
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Integrating the Toolkit with Clinician’s Gateway  
 


Stage 1: Obtain organizational commitment to using the Toolkit 
Integrating a new workflow/business flow, and thus new features and functions into Clinician’s Gateway 


requires commitment from: (1) the developers of Clinician’s Gateway, and (2) programs that use 


Clinician’s Gateway to evaluate the impact of adult Community Services and Supports programs. If there 


is uncertainty or confusion about the level of commitment needed to use the Toolkit, completing the 


feasibility checklist will help the program assess areas of involvement. Once commitment is established, 


the next step is filling in the Data Integration Plan. 


 


Stage 2: Document program processes and work flow 
Once there is a commitment to using the Toolkit, the process of integrating Toolkit related measures 
and data elements must be considered in relation to the daily program processes and work flow. 
Completion of assessments, data entry, data extraction, and analysis all must function as a normal part 
of daily practices and procedures. Understanding and mapping of daily work flow and highlighting those 
tasks that will affect data integration will help in developing a process that functions well with the work 
flow already in place.  


 


Stage 3: Verify staffing resources 
The implementation of a data integration plan is time intensive and requires additional staff resources. 
Adequate staff time needs to be allocated for developing the integration structure and exporting data 
from Clinician’s Gateway. Use the section below (also found in the Data Integration Plan) to verify 
staffing resources. 


Will IT staff be needed to assist with 
the data integration? If so, what is the 
approximate number of hours and 
time frame they will be needed? 


 


List those employees in your 
program/department/IT that are 
needed to assist with the data 
integration. 


 


Who is the assigned staff responsible 
for testing data collection and 
reporting features? 
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Who is the assigned staff responsible 
for data export? 


 


Who is the assigned staff responsible 
for data analysis and reporting? 


 


Does the above staff have sufficient 
time for these tasks? If not, what is 
the plan to reallocate their workload? 


 


 
Stage 4: Determine system features available for use 
Using the worksheet below, determine what features are available for use Clinician’s Gateway. If any 


item is answered “No”, then steps must be taken to integrate that item into the system, or a decision 


must be made to follow an alternative process to collect all Toolkit related data elements.  Toolkit staff 


have taken the liberty of filling in some of the information that they know to be true about this specific 


electronic data system. 


 


 


SYSTEM FEATURES REQUIRED FOR OPTIMAL USE OF THE TOOLKIT 


Available in 
Clinician’s Gateway? 


(Yes/No) 


  


1. Ability to capture data electronically  Yes 


2. Data management capabilities  Yes 


3. Ideal hard drive space of 500 gigabytes  


4. 16 gigabytes of operating system memory  


5. Ability to export data  


a. The data management system has a mechanism to export that can be 
accessed by program staff as needed 


 


b. The data management system’s permissions allow for program staff to 
complete exports in a timely manner 


 


c. Export permissions can be granted to program-level staff  


d. Data usage or data sharing agreements are in place to allow for the 
export and sharing of information 


 


e. Data can be exported in .csv format, or can be reformatted to be 
imported into Microsoft Excel 
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Stage 5: Determine outcome measures or data elements available for use 
Using the worksheet below, determine which measures are available for use in Clinician’s Gateway. If 


any item is answered “No”, then steps must be taken to integrate that measure into the system. To 


integrate the measure into Clinician’s Gateway, simply contact the Clinician’s Gateway help desk at 510-


567-8181 to make the request.   


 


OUTCOME MEASURES 


Available in 
Clinician’s Gateway? 


(Yes/No) 


Clinician  


1. Intake Assessment  


a. Intake Information  


b. Client Demographics  


2. Clinician Assessment  


a. Key Outcomes  


i. Housing  


ii. Employment  


iii. Critical Events  


iv. Health  


b. IMR  


c. MORS  


d. Goals  


e. Discharge Information  


Client  


1. PROMIS Global Health  


2. CHOIS  


3. MHSIP  


a. Program Satisfaction  


Family/Friend  


1. IMR Family or Friend Version  


 


 


Stage 6: Update workflow to ensure Toolkit data is being captured 
Please refer to section II of Toolkit for details on workflow and assessment schedule. Your organization’s 
workflow should be adapted to accommodate the new assessment schedule and data collection 
requirements.  
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Stage 7: Confirm ability to export data 
Please follow the recommended steps below to export data from Clinician’s Gateway into the Toolkit 
Excel dashboards. Confirming that the system has a mechanism to export data and that the export 
process can be accessed by program staff is required. Clinician’s Gateway is capable of creating a data 
extract file for download for data review or analysis purposes. All personally identifying information (PII) 
is maintained in a separate data table to mitigate privacy risks to individuals. Data download files are 
formatted as Excel or CSV files by default, and can be easily exported into XML, SPSS, SAS, STATA or MS 
Access. Data download functionality can be limited to select users based on their access permissions. If 
users do not have permission to export data, they may contact the Clinician’s Gateway help desk at 510-
567-8181 to request an upgrade of their permissions to be able to perform an export, or to simply 
request an export of the data.  Please note that data usage or data sharing agreements may need to be 
in place to allow for exporting and the sharing of information. 
 


Stage 8: Data Mapping and Cleaning 
Determine who will be completing the data mapping and cleaning steps. When analyzing data, it is 
important to know and understand where your data is coming from and that it is measuring what you 
think it is measuring. Therefore, it is in best practice to map the data to identify the sources of 
information, and thoroughly review the data to make sure it makes sense. After you know where the 
data is coming from and that it is accurately capturing the information you want to report on, analysis 
can begin. The party responsible must ensure the variable properties for Toolkit related data elements 
in Clinician’s Gateway are the same as the Toolkit spreadsheet. If there are discrepancies, data rules 
needed to match the variables should be detailed and approved prior to being processed. See the 
“Mapping Common EDC Data to the Toolkit” section for general data mapping rules. After reviewing 
data mapping rules, please utilize the Toolkit codebooks to ensure Clinician’s Gateway captures all 
Toolkit data elements in order to complete the mapping process. Please note that tracking the source 
for the data is also required to complete the mapping process. 
 
After data is successfully mapped, then cleaning should be minimal. However, it is important to perform 
data quality checks regularly to ensure data cleanliness. Data cleaning should include the detection and 
correcting of corrupt or inaccurate records from the Toolkit data set. For example, a clinician may 
accidentally enter the information of one client twice into the system. Even though it was a mistake it 
may still be reported in the system. In a data cleaning exercise, it would show the same participant 
having two of the exact same data entries on the same day. This could inflate numbers when it came 
time for reporting. Therefore, one of the duplicates should be deleted before reporting. After cleaning is 
complete, the data should be standardized with other Toolkit data sets.  


 
Stage 9: Transfer of cleaned data 
After mapping is completed, data should be securely transferred into a designated “clean” repository, or 


securely sent to your organization’s informatics staff. After data is sent to your organization’s 


informatics staff, it can be merged into the “clean” repository and used to create dashboard reports. 


 


To send data via FTP, please follow the steps below: 


1. To use this method, you will need to have an FTP program, also known as an FTP client, installed 
on your computer. If you do not already have an FTP client, you can download one from the 
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web. Firezilla (http://filezilla.sourceforge.net/ ) is a common free client to try. Please note that 
depending on your usage, you may have to pay for these programs after your trial runs out. 


2. After you have downloaded and installed your FTP program, you will need to configure it so that 
you can connect to our FTP server. Your FTP client will need the following settings:   


a. Host name:  
b. User:  
c. Password:  
d. Log on type:  


3. Please contact your agency’s informatics staff or department for information needed in step 2 


To send data via secure file transfer, please contact your agency’s informatics staff or department to 


request access to the secure file transfer system. Once a request has been made, a username and 


password can be generated and sent to the requestor.  


 


To connect mHOMS to the data repository housing merged Toolkit data for real-time data transfer, 


please contact your agency’s informatics staff or department to request instructions. Please note that 


this option often requires approval by your agency’s informatics staff or department. Additional 


integration testing and verification of the data cleaning process (Stage 8) must occur before approval of 


this option.  


 


Please contact your agency’s informatics staff or department if there are alternative methods of data 


transfer that are preferred. 


 
HIPAA Requirements 


It is important to keep in mind that all HIPAA requirements apply whenever working with protected 


health information (PHI) and/or personally identifiable information (PII). Since PHI and PII are always 


taken into consideration during the process of integrating data, it is important that all 


individuals participating in the data integration are aware of how to avoid HIPAA breaches. The most 


important aspect of abiding by HIPAA requirements is to ensure that the data integration is occurring in 


a secure place where organizations can sort through errors and communicate about specific PHI or PII.  


 



http://filezilla.sourceforge.net/
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Integrating the Toolkit with electronic Behavioral Health 
Solutions (eBHS) 
 


Stage 1: Obtain organizational commitment to using the Toolkit 
Integrating a new workflow/business flow, and thus new features and functions into eBHS requires 


commitment from: (1) California Institute for Behavioral Health Solutions (CIBHS), developers of eBHS, 


and (2) programs that use eBHS to evaluate the impact of adult Community Services and Supports 


programs. If there is uncertainty or confusion about the level of commitment needed to use the Toolkit, 


completing the feasibility checklist will help the program assess areas of involvement. Once 


commitment is established, the next step is filling in the Data Integration Plan. 


 
Stage 2: Document program processes and work flow 
Once there is a commitment to using the Toolkit, the process of integrating Toolkit related measures 
and data elements must be considered in relation to the daily program processes and work flow. 
Completion of assessments, data entry, data extraction, and analysis all must function as a normal part 
of daily practices and procedures. Understanding and mapping of daily work flow and highlighting those 
tasks that will affect data integration will help in developing a process that functions well with the work 
flow already in place.  


 


Stage 3: Verify staffing resources 
The implementation of a data integration plan is time intensive and requires additional staff resources. 
Adequate staff time needs to be allocated for developing the integration structure and exporting data 
from eBHS. Use the section below (also found on the Data Integration Plan) to verify staffing resources. 


Will IT staff be needed to assist with 
the data integration? If so, what is the 
approximate number of hours and 
time frame they will be needed? 


 


List those employees in your 
program/department/IT that are 
needed to assist with the data 
integration. 


 


Who is the assigned staff responsible 
for testing data collection and 
reporting features? 
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Who is the assigned staff responsible 
for data export? 


 


Who is the assigned staff responsible 
for data analysis and reporting? 


 


Does the above staff have sufficient 
time for these tasks? If not, what is 
the plan to reallocate their workload? 


 


 
Stage 4: Determine system features available for use 
Using the worksheet below, determine what features are available for use eBHS. If any item is answered 


“No”, then steps must be taken to integrate that item into the system, or a decision must be made to 


follow an alternative process to collect all Toolkit related data elements. Toolkit staff have taken the 


liberty of filling in some of the information that they know to be true about this specific electronic data 


system. 


 


 


SYSTEM FEATURES REQUIRED FOR OPTIMAL USE OF THE TOOLKIT 


Available in eBHS? 


(Yes/No) 


  


1. Ability to capture data electronically  Yes 


2. Data management capabilities  Yes 


3. Ideal hard drive space of 500 gigabytes  


4. 16 gigabytes of operating system memory  


5. Ability to export data  


a. The data management system has a mechanism to export that can be 
accessed by program staff as needed 


Yes 


b. The data management system’s permissions allow for program staff to 
complete exports in a timely manner 


Yes 


c. Export permissions can be granted to program-level staff Yes 


d. Data usage or data sharing agreements are in place to allow for the 
export and sharing of information 


 


e. Data can be exported in .csv format, or can be reformatted to be 
imported into Microsoft Excel 


Yes 
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Stage 5: Determine outcome measures or data elements available for use 
Using the worksheet below, determine which measures are available for use in eBHS. If any item is 


answered “No”, then steps must be taken to integrate that measure into the system. To integrate the 


measure into eBHS, simply contact the CIBHS contact page at http://www.cibhs.org/contact-visit to 


make the request. There is also a paid option to add customized forms within eBHS, if desired. Again, 


Toolkit staff have taken the liberty of filling in some of the information that they know to be true about 


this specific electronic data system. 


 


 


OUTCOME MEASURES 


Available in eBHS? 


(Yes/No) 


Clinician  


1. Intake Assessment  


a. Intake Information  


b. Client Demographics Yes 


2. Clinician Assessment  


a. Key Outcomes  


i. Housing  


ii. Employment  


iii. Critical Events  


iv. Health  


b. IMR  


c. MORS  


d. Goals  


e. Discharge Information  


Client  


1. PROMIS Global Health  


a. CHOIS  


b. MHSIP  


2. Program Satisfaction  


a. PROMIS Global Health  


Family/Friend  


1. IMR Family or Friend Version  


 


 


Stage 6: Update workflow to ensure Toolkit data is being captured 
Please refer to section II of Toolkit for details on workflow and assessment schedule. Your organization’s 
workflow should be adapted to accommodate the new assessment schedule and data collection 
requirements.  



http://www.cibhs.org/contact-visit
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Stage 7: Confirm ability to export data 
Please follow the recommended steps below to export data from eBHS into the Toolkit Excel 
dashboards. Confirming that the system has a mechanism to export data and that the export process 
can be accessed by program staff is required. eBHS is capable of creating a data extract file for download 
for data review or analysis purposes. Developers of eBHS built an “export data” function in the report 
builder tool which allows users to select and filter assessments to be exported into several file formats 
(most common: Excel). eBHS allows data to be exported in other ways depending on what needs to be 
pulled out (i.e. report into PDF) and provides exports of completely raw data, if needed. All personally 
identifying information (PII) is maintained in a separate data table to mitigate privacy risks to individuals. 
Data download files are formatted as Excel or CSV files by default, and can be easily exported into XML, 
SPSS, SAS, STATA or MS Access. Data download functionality can be limited to select users based on 
their access permissions. If users do not have permission to export data, they may contact the eBHS help 
desk (http://www.cibhs.org/contact-visit) to request an upgrade of their permissions to be able to 
perform an export, or to simply request an export of the data.  Please note that data usage or data 
sharing agreements may need to be in place to allow for exporting and the sharing of information. 


 
Stage 8: Data Mapping and Cleaning 
Determine who will be completing the data mapping and cleaning steps. When analyzing data, it is 
important to know and understand where your data is coming from and that it is measuring what you 
think it is measuring. Therefore, it is in best practice to map the data to identify the sources of 
information, and thoroughly review the data to make sure it makes sense. After you know where the 
data is coming from and that it is accurately capturing the information you want to report on, analysis 
can begin. The party responsible must ensure the variable properties for Toolkit related data elements 
in eBHS are the same as the Toolkit spreadsheet. If there are discrepancies, data rules needed to match 
the variables should be detailed and approved prior to being processed. See the “Mapping Common EDC 
Data to the Toolkit” section for general data mapping rules. After reviewing data mapping rules, please 
utilize the Toolkit codebooks to ensure eBHS captures all Toolkit data elements in order to complete the 
mapping process. Please note that tracking the source for the data is also required to complete the 
mapping process. 
 
After data is successfully mapped, then cleaning should be minimal. However, it is important to perform 
data quality checks regularly to ensure data cleanliness. Data cleaning should include the detection and 
correcting of corrupt or inaccurate records from the Toolkit data set. For example, a clinician may 
accidentally enter the information of one client twice into the system. Even though it was a mistake it 
may still be reported in the system. In a data cleaning exercise, it would show the same participant 
having two of the exact same data entries on the same day. This could inflate numbers when it came 
time for reporting. Therefore, one of the duplicates should be deleted before reporting. After cleaning is 
complete, the data should be standardized with other Toolkit data sets.  


 
Stage 9: Transfer of cleaned data 
After mapping is completed, data should be securely transferred into a designated “clean” repository, or 


securely sent to your organization’s informatics staff. After data is sent to your organization’s 


informatics staff, it can be merged into the “clean” repository and used to create dashboard reports. 



http://www.cibhs.org/contact-visit
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To send data via FTP, please follow the steps below: 


1. To use this method, you will need to have an FTP program, also known as an FTP client, installed 
on your computer. If you do not already have an FTP client, you can download one from the 
web. Firezilla (http://filezilla.sourceforge.net/ ) is a common free client to try. Please note that 
depending on your usage, you may have to pay for these programs after your trial runs out. 


2. After you have downloaded and installed your FTP program, you will need to configure it so that 
you can connect to our FTP server. Your FTP client will need the following settings:  


a. Host name:  
b. User:  
c. Password:  
d. Log on type:  


3. Please contact your agency’s informatics staff or department for information needed in step 2 


To send data via secure file transfer, please contact your agency’s informatics staff or department to 


request access to the secure file transfer system. Once a request has been made, a username and 


password can be generated and sent to the requestor.  


 


To connect mHOMS to the data repository housing merged Toolkit data for real-time data transfer, 


please contact your agency’s informatics staff or department to request instructions. Please note that 


this option often requires approval by please contact your agency’s informatics staff or department. 


Additional integration testing and verification of the data cleaning process (Stage 8) must occur before 


approval of this option.  


 


Please contact please contact your agency’s informatics staff or department if there are alternative 


methods of data transfer that are preferred. 


 
HIPAA Requirements 


It is important to keep in mind that all HIPAA requirements apply whenever working with protected 


health information (PHI) and/or personally identifiable information (PII). Since PHI and PII are always 


taken into consideration during the process of integrating data, it is important that all 


individuals participating in the data integration are aware of how to avoid HIPAA breaches. The most 


important aspect of abiding by HIPAA requirements is to ensure that the data integration is occurring in 


a secure place where organizations can sort through errors and communicate about specific PHI or PII.  


 


 



http://filezilla.sourceforge.net/
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Integrating the Toolkit with DCR/CSI 
This document describes the general steps for integrating the Toolkit with DCR and CSI data. For 


instructions on how to use the Intake Assessment Data Entry and Reporting Tool mechanism for 


importing data from CSI, please see the Toolkit (Section III). 
 


Stage 1: Obtain organizational commitment to using the Toolkit 
Integrating a new workflow/business flow, and thus new features and functions into DCR/CSI requires 


commitment from: (1) California’s Department of Health Care Services (DHCS), developers of DCR/CSI, 


and (2) programs that use DCR/CSI to evaluate the impact of adult Community Services and Supports 


programs. If there is uncertainty or confusion about the level of commitment needed to use the Toolkit, 


completing the feasibility checklist will help the program assess areas of involvement. Once 


commitment is established, the next step is filling in the Data Integration Plan. 
 


Stage 2: Document program processes and work flow 
Once there is a commitment to using the Toolkit, the process of integrating Toolkit related measures 
and data elements must be considered in relation to the daily program processes and work flow. 
Completion of assessments, data entry, data extraction, and analysis all must function as a normal part 
of daily practices and procedures. Understanding and mapping of daily work flow and highlighting those 
tasks that will affect data integration will help in developing a process that functions well with the work 
flow already in place.  
 


Stage 3: Verify staffing resources 
The implementation of a data integration plan is time intensive and requires additional staff resources. 
Adequate staff time needs to be allocated for developing the integration structure and exporting data 
from DCR/CSI. Use the section below (also found on the Data Integration Plan) to verify staffing 
resources. 
 


Will IT staff be needed to assist with 
the data integration? If so, what is the 
approximate number of hours and 
time frame they will be needed? 


 


List those employees in your 
program/department/IT that are 
needed to assist with the data 
integration. 


 


Who is the assigned staff responsible 
for testing data collection and 
reporting features? 
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Who is the assigned staff responsible 
for data export? 


 


Who is the assigned staff responsible 
for data analysis and reporting? 


 


Does the above staff have sufficient 
time for these tasks? If not, what is 
the plan to reallocate their workload? 


 


 
Stage 4: Determine system features available for use 
Using the worksheet below, determine what features are available for use DCR/CSI. If any item is 


answered “No”, then steps must be taken to integrate that item into the system, or a decision must be 


made to follow an alternative process to collect all Toolkit related data elements. Toolkit staff have 


taken the liberty of filling in some of the information that they know to be true about this specific 


electronic data system. 
 


 


 


SYSTEM FEATURES REQUIRED FOR OPTIMAL USE OF THE TOOLKIT 


Available in DCR/CSI? 


(Yes/No) 


  


1. Ability to capture data electronically  Yes 


2. Data management capabilities   


3. Ideal hard drive space of 500 gigabytes  


4. 16 gigabytes of operating system memory  


5. Ability to export data  


a. The data management system has a mechanism to export that can be 
accessed by program staff as needed 


 


b. The data management system’s permissions allow for program staff to 
complete exports in a timely manner 


 


c. Export permissions can be granted to program-level staff  


d. Data usage or data sharing agreements are in place to allow for the 
export and sharing of information 


 


e. Data can be exported in .csv format, or can be reformatted to be 
imported into Microsoft Excel 
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Stage 5: Determine outcome measures or data elements available for use 
Using the worksheet below, determine which measures are available for use in DCR/CSI. If any item is 


answered “No”, then steps must be taken to integrate that measure into the system. To integrate the 


measure into DCR, contact the DHCS specialty mental health services point of contact at 


MedCCC@dhcs.ca.gov to make the request. To extract data from the CSI, please see Stage 7 below. 


Again, Toolkit staff have taken the liberty of filling in some of the information that they know to be true 


about this specific electronic data system. 
 


 


OUTCOME MEASURES 


Available in DCR/CSI? 


(Yes/No) 


Clinician  


1. Intake Assessment  


a. Intake Information  


b. Client Demographics Yes 


2. Clinician Assessment  


a. Key Outcomes  


i. Housing  


ii. Employment  


iii. Critical Events  


iv. Health  


b. IMR  


c. MORS  


d. Goals  


e. Discharge Information  


Client  


1. PROMIS Global Health  


a. CHOIS  


b. MHSIP  


2. Program Satisfaction  


a. PROMIS Global Health  


Family/Friend  


1. IMR Family or Friend Version  


 


 


  



mailto:MedCCC@dhcs.ca.gov
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Stage 6: Update workflow to ensure Toolkit data is being captured 
Please refer to Section II of Toolkit for details on workflow and assessment schedule. Your organization’s 
workflow should be adapted to accommodate the new assessment schedule and data collection 
requirements.  
 


Stage 7: Confirm ability to export data 
Please utilize the information below to access or export data from the DCR and CSI into the Toolkit Excel 
dashboards. Confirming that the system has a mechanism to export data and that the export process 
can be accessed by program staff is required.  
 


CSI - Users can view CSI data online by having their County Approver register your account in the 
Behavioral Health Information System (BHIS) under CSI. The approver for the user’s county will have to 
create a profile for the user in BHIS, and the process generally takes 3-5 business days to complete after 
the account has been created by the user’s approver. Additionally, the approver must grant the user the 
County Analyst role.  
 


DCR - a user may view data by first registering through ITWS (https://itws.dhcs.ca.gov) and selecting 
Mental Health Services Act (MHSA). At the end of the registration process, the user will be told to fax a 
form to DHCS, however, this is no longer the current process. Instead, the user will need to contact the 
DCR approver that was selected to grant appropriate group and role permissions before the user is able 
to access the application. Once the user is granted a group and the proper role(s), the user will be able 
to view the DCR data online. 
 


Users will be able to export data into .csv for DCR, but not for CSI. 
 


Stage 8: Data Mapping and Cleaning 
Determine who will be completing the data mapping and cleaning steps. When analyzing data, it is 
important to know and understand where your data is coming from and that it is measuring what you 
think it is measuring. Therefore, it is in best practice to map the data to identify the sources of 
information, and thoroughly review the data to make sure it makes sense. After you know where the 
data is coming from and that it is accurately capturing the information you want to report on, analysis 
can begin. The party responsible must ensure the variable properties for Toolkit related data elements 
in DCR/CSI are the same as the Toolkit spreadsheet. If there are discrepancies, data rules needed to 
match the variables should be detailed and approved prior to being processed. See the “Mapping 
Common EDC Data to the Toolkit” section for general data mapping rules. After reviewing data mapping 
rules, please utilize the Toolkit codebooks to ensure DCR/CSI captures all Toolkit data elements in order 
to complete the mapping process. Please note that tracking the source for the data is also required to 
complete the mapping process. 
 


After data is successfully mapped, then cleaning should be minimal. However, it is important to perform 
data quality checks regularly to ensure data cleanliness. Data cleaning should include the detection and 
correcting of corrupt or inaccurate records from the Toolkit data set. For example, a clinician may 
accidentally enter the information of one client twice into the system. Even though it was a mistake, it 
may still be reported in the system. In a data cleaning exercise, it would show the same participant 
having two of the exact same data entries on the same day. This could inflate numbers when it came 
time for reporting. Therefore, one of the duplicates should be deleted before reporting.  After cleaning 
is complete, the data should be standardized with other Toolkit data sets.  
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Stage 9: Transfer of cleaned data 
After mapping is completed, data should be securely transferred into a designated “clean” repository, or 


securely sent to Toolkit informatics staff. After data is sent to Toolkit informatics staff, it can be merged 


into the “clean” repository and used to create dashboard reports. 
 


To send data via FTP, please follow the steps below: 


1. To use this method, you will need to have an FTP program, also known as an FTP client, installed 
on your computer. If you do not already have an FTP client, you can download one from the 
web. Firezilla (http://filezilla.sourceforge.net/ ) is a common free client to try. Please note that 
depending on your usage, you may have to pay for these programs after your trial runs out. 


2. After you have downloaded and installed your FTP program, you will need to configure it so that 
you can connect to our FTP server. Your FTP client will need the following settings:  


a. Host name:  
b. User:  
c. Password:  
d. Log on type:  


3. Please contact your agency’s informatics staff or department  for information needed in step 2 


To send data via secure file transfer, please contact your agency’s informatics staff or department to 


request access to the secure file transfer system. Once a request has been made, a username and 


password can be generated and sent to the requestor.  
 


To connect mHOMS to the data repository housing merged Toolkit data for real-time data transfer, 


please contact your agency’s informatics staff or department to request instructions. Please note that 


this option often requires approval by your agency’s informatics staff or department. Additional 


integration testing and verification of the data cleaning process (Stage 8) must occur before approval of 


this option.  
 


Please contact your agency’s informatics staff or department if there are alternative methods of data 


transfer that are preferred. 
 


HIPAA Requirements 


It is important to keep in mind that all HIPAA requirements apply whenever working with protected 


health information (PHI) and/or personally identifiable information (PII). Since PHI and PII are always 


taken into consideration during the process of integrating data, it is important that all 


individuals participating in the data integration are aware of how to avoid HIPAA breaches. The most 


important aspect of abiding by HIPAA requirements is to ensure that the data integration is occurring in 


a secure place where organizations can sort through errors and communicate about specific PHI or PII.  
 



http://filezilla.sourceforge.net/
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Integrating the Toolkit with Netsmart’s myAvatar  
 


Stage 1: Obtain organizational commitment to using the Toolkit 
Integrating a new workflow/business flow, and thus new features and functions into Netsmart’s 


myAvatar requires commitment from: (1) Netsmart, developers of myAvatar, and (2) programs that use 


myAvatar to evaluate the impact of adult Community Services and Supports programs. If there is 


uncertainty or confusion about the level of commitment needed to use the Toolkit, completing the 


feasibility checklist will help the program assess areas of involvement. Once commitment is established, 


the next step is filling in the Data Integration Plan. 


 
Stage 2: Document program processes and work flow 
Once there is a commitment to using the Toolkit, the process of integrating Toolkit related measures 
and data elements must be considered in relation to the daily program processes and work flow. 
Completion of assessments, data entry, data extraction, and analysis all must function as a normal part 
of daily practices and procedures. Understanding and mapping of daily work flow and highlighting those 
tasks that will affect data integration will help in developing a process that functions well with the work 
flow already in place.  


 


Stage 3: Verify staffing resources 
The implementation of a data integration plan is time intensive and requires additional staff resources. 
Adequate staff time needs to be allocated for developing the integration structure and exporting data 
from myAvatar. Use the section below (also found in the Data Integration Plan) to verify staffing 
resources. 


Will IT staff be needed to assist with 
the data integration? If so, what is the 
approximate number of hours and 
time frame they will be needed? 


 


List those employees in your 
program/department/IT that are 
needed to assist with the data 
integration. 


 


Who is the assigned staff responsible 
for testing data collection and 
reporting features? 
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Who is the assigned staff responsible 
for data export? 


 


Who is the assigned staff responsible 
for data analysis and reporting? 


 


Does the above staff have sufficient 
time for these tasks? If not, what is 
the plan to reallocate their workload? 


 


 
Stage 4: Determine system features available for use 
Using the worksheet below, determine what features are available for use myAvatar. If any item is 


answered “No”, then steps must be taken to integrate that item into the system, or a decision must be 


made to follow an alternative process to collect all Toolkit related data elements.  Toolkit staff have 


taken the liberty of filling in some of the information that they know to be true about this specific 


electronic data system. 


 


 


SYSTEM FEATURES REQUIRED FOR OPTIMAL USE OF THE TOOLKIT 


Available in 
myAvatar? 


(Yes/No) 


  


1. Ability to capture data electronically  Yes 


2. Data management capabilities  Yes 


3. Ideal hard drive space of 500 gigabytes Yes 


4. 16 gigabytes of operating system memory Yes 


5. Ability to export data  


a. The data management system has a mechanism to export that can be 
accessed by program staff as needed 


Yes 


b. The data management system’s permissions allow for program staff to 
complete exports in a timely manner 


 


c. Export permissions can be granted to program-level staff  


d. Data usage or data sharing agreements are in place to allow for the 
export and sharing of information 


 


e. Data can be exported in .csv format, or can be reformatted to be 
imported into Microsoft Excel 


Yes 
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Stage 5: Determine outcome measures or data elements available for use 
Using the worksheet below, determine which measures are available for use in myAvatar. If any item is 


answered “No”, then steps must be taken to integrate that measure into the system. To integrate the 


measure into myAvatar, simply contact the myAvatar help desk at https://www.ntst.com/Contact-Us/ to 


make the request. Additionally, the RADPlus Modeling form builder embedded in the system should 


allow for any data element to be implemented and captured electronically. This tool allows the import 


and export of forms as needed. 


 


 


OUTCOME MEASURES 


Available in 
myAvatar? 


(Yes/No) 


Clinician  


1. Intake Assessment  


a. Intake Information  


b. Client Demographics  


2. Clinician Assessment  


a. Key Outcomes  


i. Housing  


ii. Employment  


iii. Critical Events  


iv. Health  


b. IMR  


c. MORS  


d. Goals  


e. Discharge Information  


Client  


1. PROMIS Global Health  


2. CHOIS  


3. MHSIP  


a. Program Satisfaction  


Family/Friend  


1. IMR Family or Friend Version  


 


 


Stage 6: Update workflow to ensure Toolkit data is being captured 



https://www.ntst.com/Contact-Us/
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Please refer to section II of Toolkit for details on workflow and assessment schedule. Your organization’s 
workflow should be adapted to accommodate the new assessment schedule and data collection 
requirements.  


 


Stage 7: Confirm ability to export data 
Please follow the recommended steps below to export data from myAvatar into the Toolkit Excel 
dashboards. Confirming that the system has a mechanism to export data and that the export process 
can be accessed by program staff is required.  myAvatar is capable of creating a data extract file for 
download for data review or analysis purposes. If users do not have permission to export data, they may 
contact the myAvatar contact page (https://www.ntst.com/Contact-Us/) to request an upgrade of their 
permissions to be able to perform an export, or to simply request an export of the data.  Please note 
that data usage or data sharing agreements may need to be in place to allow for exporting and the 
sharing of information. 
 
Users may also submit a data request form to obtain data. This form is used to request existing 
information in Avatar in a specific format or special data request for meeting presentations. In order to 
make the request, the user must type in their Staff ID in all caps and fill out as much information as 
possible. Information collected includes: date of request, time/deadline, frequency of data pulls, 
description of the information needed, and data needed on a report. Users must be mindful that 
Netsmart can only pull data that was entered into myAvatar. Users may also use the RADPlus Modeling 
function to export forms as needed to share with other users. Widgets can also be configured to execute 
SQL queries for end user data-views.  
 
Finally, web services is a software system designed to support interoperable machine to machine 
interaction over a network. It has an interface described in a machine processible format, specifically 
Web Services Description Language (WSDL). Other systems interact with the web service in a manner 
prescribed by its description using Simple Object Access Protocol (SOAP) messages, typically conveyed 
using HTTP with an XML serialization in conjunction with other web-related standards. In other words, it 
allows systems (clients and servers) to communicate over a network by exchanging information in a 
common format, Extensible Markup Language (XML) that can be understood by both systems. For more 
information, please contact myAvatar using the contact page (https://www.ntst.com/Contact-Us/). 


 


Stage 8: Data Mapping and Cleaning 
Determine who will be completing the data mapping and cleaning steps. When analyzing data, it is 
important to know and understand where your data is coming from and that it is measuring what you 
think it is measuring. Therefore, it is in best practice to map the data to identify the sources of 
information, and thoroughly review the data to make sure it makes sense. After you know where the 
data is coming from and that it is accurately capturing the information you want to report on, analysis 
can begin. The party responsible must ensure the variable properties for Toolkit related data elements 
in myAvatar are the same as the Toolkit spreadsheet. If there are discrepancies, data rules needed to 
match the variables should be detailed and approved prior to being processed. See the “Mapping 
Common EDC Data to the Toolkit” section for general data mapping rules. After reviewing data mapping 
rules, please utilize the Toolkit codebooks to ensure myAvatar captures all Toolkit data elements in 
order to complete the mapping process. Please note that tracking the source for the data is also 
required to complete the mapping process. 
 



https://www.ntst.com/Contact-Us/

https://www.ntst.com/Contact-Us/
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After data is successfully mapped, then cleaning should be minimal. However, it is important to perform 
data quality checks regularly to ensure data cleanliness. Data cleaning should include the detection and 
correcting of corrupt or inaccurate records from the Toolkit data set. For example, a clinician may 
accidentally enter the information of one client twice into the system. Even though it was a mistake it 
may still be reported in the system. In a data cleaning exercise, it would show the same participant 
having two of the exact same data entries on the same day. This could inflate numbers when it came 
time for reporting. Therefore, one of the duplicates should be deleted before reporting. After cleaning is 
complete, the data should be standardized with other Toolkit data sets.  


 
Stage 9: Transfer of cleaned data 
After mapping is completed, data should be securely transferred into a designated “clean” repository, or 


securely sent to your organization’s informatics staff. After data is sent to your agency’s informatics 


staff, it can be merged into the “clean” repository and used to create dashboard reports. 


 


To send data via FTP, please follow the steps below: 


1. To use this method, you will need to have an FTP program, also known as an FTP client, installed 
on your computer. If you do not already have an FTP client, you can download one from the 
web. Firezilla (http://filezilla.sourceforge.net/ ) is a common free client to try. Please note that 
depending on your usage, you may have to pay for these programs after your trial runs out. 


2. After you have downloaded and installed your FTP program, you will need to configure it so that 
you can connect to our FTP server. Your FTP client will need the following settings:  


a. Host name:  
b. User:  
c. Password:  
d. Log on type:  


3. Please contact your agency’s informatics staff or department for information needed in step 2 


To send data via secure file transfer, please contact your agency’s informatics staff or department to 


request access to the secure file transfer system. Once a request has been made, a username and 


password can be generated and sent to the requestor.  


 


To connect mHOMS to the data repository housing merged Toolkit data for real-time data transfer, 


please contact your agency’s informatics staff or department to request instructions. Please note that 


this option often requires approval by your agency’s informatics staff or department. Additional 


integration testing and verification of the data cleaning process (Stage 8) must occur before approval of 


this option.  


 


Please contact your agency’s informatics staff or department if there are alternative methods of data 


transfer that are preferred. 


 
HIPAA Requirements 


It is important to keep in mind that all HIPAA requirements apply whenever working with protected 


health information (PHI) and/or personally identifiable information (PII). Since PHI and PII are always 



http://filezilla.sourceforge.net/
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taken into consideration during the process of integrating data, it is important that all 


individuals participating in the data integration are aware of how to avoid HIPAA breaches. The most 


important aspect of abiding by HIPAA requirements is to ensure that the data integration is occurring in 


a secure place where organizations can sort through errors and communicate about specific PHI or PII.  
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Integrating the Toolkit with UC San Diego’s Mental 
Health Outcomes Management System (mHOMS) 


Stage 1: Obtain organizational commitment to using the Toolkit 
Integrating a new workflow/business flow, and thus new features and functions into mHOMS requires 


commitment from: (1) UC San Diego Health Services Research Center (HSRC), developers of mHOMS, 


and (2) programs that use mHOMS to evaluate the impact of adult Community Services and Supports 


programs. If there is uncertainty or confusion about the level of commitment needed to use the Toolkit, 


completing the feasibility checklist will help the program assess areas of involvement. Once 


commitment is established, the next step is filling in the Data Integration Plan.  


 
Stage 2: Document program processes and work flow 
Once there is a commitment to using the Toolkit, the process of integrating Toolkit related measures 
and data elements must be considered in relation to the daily program processes and work flow. 
Completion of assessments, data entry, data extraction, and analysis all must function as a normal part 
of daily practices and procedures. Understanding and mapping of daily work flow and highlighting those 
tasks that will affect data integration will help in developing a process that functions well with the work 
flow already in place.  


 


Stage 3: Verify staffing resources 
The implementation of a data integration plan is time intensive and requires additional staff resources. 
Adequate staff time needs to be allocated for developing the integration structure and exporting data 
from mHOMS. Use the section below (also found in the Data Integration Plan) to verify staffing 
resources. 


Will IT staff be needed to assist with 
the data integration? If so, what is the 
approximate number of hours and 
time frame they will be needed? 


 


List those employees in your 
program/department/IT that are 
needed to assist with the data 
integration. 


 


Who is the assigned staff responsible 
for testing data collection and 
reporting features? 
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Who is the assigned staff responsible 
for data export? 


 


Who is the assigned staff responsible 
for data analysis and reporting? 


 


Does the above staff have sufficient 
time for these tasks? If not, what is 
the plan to reallocate their workload? 


 


 
Stage 4: Determine system features available for use 
Using the worksheet below, determine what features are available for use mHOMS. If any item is 


answered “No”, then steps must be taken to integrate that item into the system, or a decision must be 


made to follow an alternative process to collect all Toolkit related data elements. Toolkit staff have 


taken the liberty of filling in some of the information that they know to be true about this specific 


electronic data system. 


 


SYSTEM FEATURES REQUIRED FOR OPTIMAL USE OF THE TOOLKIT 


Available in mHOMS? 


(Yes/No) 


  


1. Ability to capture data electronically  Yes 


2. Data management capabilities  Yes 


3. Ideal hard drive space of 500 gigabytes Yes 


4. 16 gigabytes of operating system memory Yes 


5. Ability to export data  


a. The data management system has a mechanism to export that can be 
accessed by program staff as needed 


Yes 


b. The data management system’s permissions allow for program staff to 
complete exports in a timely manner 


Yes 


c. Export permissions can be granted to program-level staff Yes 


d. Data usage or data sharing agreements are in place to allow for the 
export and sharing of information 


Yes 


e. Data can be exported in .csv format, or can be reformatted to be 
imported into Microsoft Excel 


Yes 
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Stage 5: Determine outcome measures or data elements available for use 
Using the worksheet below, determine which measures are available for use in mHOMS. If any item is 


answered “No”, then steps must be taken to integrate that measure into the system. To integrate the 


measure into mHOMS, simply contact the mHOMS help desk at mhoms@ucsd.edu to make the request.  


Again, Toolkit staff have taken the liberty of filling in some of the information that they know to be true 


about this specific electronic data system. 
 


OUTCOME MEASURES 


Available in mHOMS? 


(Yes/No) 


Clinician  


1. Intake Assessment  


a. Intake Information Yes 


b. Client Demographics Yes 


2. Clinician Assessment  


a. Key Outcomes Yes 


i. Housing Yes 


ii. Employment Yes 


iii. Critical Events Yes 


iv. Health Yes 


b. IMR Yes 


c. MORS Yes 


d. Goals Yes 


e. Discharge Information Yes 


Client  


1. PROMIS Global Health  


2. CHOIS  


3. MHSIP  


a. Program Satisfaction  


Family/Friend  


1. IMR Family or Friend Version Yes 


 


 


Stage 6: Update workflow to ensure Toolkit data is being captured 
Please refer to section II of Toolkit for details on workflow and assessment schedule. Your organization’s 
workflow should be adapted to accommodate the new assessment schedule and data collection 
requirements.  


 


Stage 7: Confirm ability to export data 



mailto:mhoms@ucsd.edu
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Confirming that the system has a mechanism to export data and that the export process can be accessed 
by program staff is required. mHOMS is capable of creating a data extract file for download for data 
review or analysis purposes. All personally identifying information (PII) is maintained in a separate data 
table to mitigate privacy risks to individuals. Data download files are formatted as Excel or CSV files by 
default, and can be easily exported into XML, SPSS, SAS, STATA or MS Access. Data download 
functionality can be limited to select users based on their access permissions. If users do not have 
permission to export data, they may contact the mHOMS help desk (mhoms@ucsd.edu) to request an 
upgrade of their permissions to be able to perform an export, or to simply request an export of the data.  
Please note that data usage or data sharing agreements may need to be in place to allow for exporting 
and sharing of information. 


 
Stage 8: Data Mapping and Cleaning 
Determine who will be completing the data mapping and cleaning steps. When analyzing data, it is 
important to know and understand where your data is coming from and that it is measuring what you 
think it is measuring. Therefore, it is important to map the data (identify the sources of information), 
and thoroughly review the data to make sure it makes sense. After you know where the data is coming 
from and that it is accurately capturing the information you want to report on, analysis can begin. The 
party responsible must ensure the variable properties for Toolkit related data elements in mHOMS are 
the same as the Toolkit spreadsheet. If there are discrepancies, data rules needed to match the variables 
should be detailed and approved prior to being processed. See the “Mapping Common EDC Data to the 
Toolkit” section for general data mapping rules. After reviewing data mapping rules, please utilize the 
Toolkit codebook to ensure mHOMS captures all Toolkit data elements in order to complete the 
mapping process. Please note that tracking the source for the data is also required to complete the 
mapping process. 
 
After data is successfully mapped, then cleaning should be minimal. However, it is important to perform 
data quality checks regularly to ensure data cleanliness. Data cleaning should include the detection and 
correcting of corrupt or inaccurate records from the Toolkit data set. For example, a clinician may 
accidentally enter the information of one client twice into the system. Even though it was a mistake it 
may still be reported in the system. In a data cleaning exercise, it would show the same participant 
having two of the exact same data entries on the same day. This could inflate numbers when it came 
time for reporting. Therefore one of the duplicates should be deleted before reporting. After cleaning is 
complete, the data should be standardized with other Toolkit data sets.  


 
Stage 9: Transfer of cleaned data 
After mapping is completed, data should be securely transferred into a designated “clean” repository, or 


securely sent to your agency’s informatics staff. After data is sent to your agency’s informatics staff, it 


can be merged into the “clean” repository and used to create dashboard reports. 


 


To send data via FTP, please follow the steps below: 


1. To use this method, you will need to have an FTP program, also known as an FTP client, installed 
on your computer. If you do not already have an FTP client, you can download one from the 
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web. Firezilla (http://filezilla.sourceforge.net/ ) is a common free client to try. Please note that 
depending on your usage, you may have to pay for these programs after your trial runs out. 


2. After you have downloaded and installed your FTP program, you will need to configure it so that 
you can connect to our FTP server. Your FTP client will need the following settings:   


a. Host name:  
b. User:  
c. Password:  
d. Log on type:  


3. Please contact HSRC’s IT help desk at (mhoms@ucsd.edufor information needed in step 2. 


To send data via secure file transfer, please contact HSRC’s IT help desk at (mhoms@ucsd.edu to request 


access to the secure file transfer system. Once a request has been made, a username and password will 


be generated and sent to the requestor.  


 


To connect mHOMS to the data repository housing merged Toolkit data for real-time data transfer, 


please contact HSRC’s IT help desk at (mhoms@ucsd.edu to request instructions. Please note that this 


option requires approval by HSRC. Additional integration testing and verification of the data cleaning 


process (Stage 8) must occur before approval of this option.  


 


Please contact HSRC staff if there are alternative methods of data transfer that are preferred. 


 
HIPAA Requirements 


It is important to keep in mind that all HIPAA requirements apply whenever working with protected 


health information (PHI) and/or personally identifiable information (PII). Since PHI and PII are always 


taken into consideration during the process of integrating data, it is important that all 


individuals participating in the data integration are aware of how to avoid HIPAA breaches. The most 


important aspect of abiding by HIPAA requirements is to ensure that the data integration is occurring in 


a secure place where organizations can sort through errors and communicate about specific PHI or PII.  


 


HSRC can offer data integration services for all parts of the process and can oversee organizations 


through the entire process if desired. UCSD also offers services where organizations have the option to 


host their PHI in a secure state of the art data center to avoid HIPAA breaches. For more information, 


please contact Dr. Andrew Sarkin at asarkin@ucsd.edu. 


 



http://filezilla.sourceforge.net/
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TOOLKIT FOR EVALUATION,  
ASSESSMENT, AND MEASUREMENT 
FOR ADULT COMMUNITY SERVICES AND  
SUPPORTS PROGRAMS  


What Is The Toolkit? 


The Mental Health Services Oversight and Accountability Commission (MHSOAC) is offering California 
counties and programs tools to evaluate mental health outcomes. The University of California San Diego 
Health Services Research Center (HSRC), in partnership with the MHSOAC developed the Toolkit for Evalu-
ation, Assessment, and Measurement for Community Services and Supports Programs. 


The Toolkit is specifically designed as an optional resource for Community Services and Supports (CSS) 
programs serving adults. These programs offer a variety of ongoing clinical treatment modalities, and the 
MHSOAC wants to equip them with the means to track, monitor, and evaluate a variety of behavioral 
health services in meaningful ways. 


Determine readiness for adopting a system for evaluating, assessing, and 


measuring client outcomes. 


Identify elements of the Toolkit that should be implemented based on a county’s 


or program’s specific needs. 


Implement a system for evaluation, assessment, and measurement successfully.  


Create and use evaluation reports using client outcomes data. 


THE TOOLKIT 
INCLUDES THE 


RESOURCES 
NECESSARY TO: 


Access to state-approved measures designed to save on time spent on paperwork 


while meeting current data requirements for CSS programs. 


Guidance on how to enhance and streamline current data collection practices by 


incorporating state-approved measures into current electronic data collection systems. 


Ability to track client outcomes over time using pre-formatted Excel spreadsheets. 


Ready-to-use automated dashboards with data visualizations that can be used for 


annual reports and/or funding applications. 


BENEFITS  
OF USING  


THE TOOLKIT 







TOOLKIT FOR EVALUATION, ASSESSMENT, AND MEASUREMENT  
FOR ADULT COMMUNITY SERVICES AND SUPPORTS PROGRAMS 


Who Should Use The Toolkit? 


The resources in the Toolkit are intended for use 


by county behavioral health departments and 


mental health professionals who include, but are 


not limited to: 


 Clinical or Medical Directors 


 Program Directors and Managers 


 Mental Health Providers 


 Mental Health Researchers 


 Program Evaluation and Quality  


Improvement Analysts 


 County Informatics Coordinators 


Materials Included In The Toolkit 


PREPARATION 


 Guidance on selecting measures and developing 


data collection procedures 


 Feasibility checklist to assess readiness for 


adoption of an evaluation, assessment, and 


measurement system and inform planning 


efforts 


 A data use agreement template for sharing 


sensitive client information between agencies 


ASSESSMENT MEASURES 


 Set of measures that can be used for assessing 


clients’ well-being and mental health needs, 


program reporting, and evaluating outcomes 


 Training materials that provide instruction on 


using Toolkit measures 


Materials Included In The Toolkit cont. 


DATA ENTRY AND REPORTING TOOLS 


 Guidance and instructions on how to track, 


monitor, and analyze data according to CSS 


requirements 


 Data entry templates and automated 


dashboards depicting client progress 


GUIDANCE ON DATA INTEGRATION 


 General data integration instructions 


outlining the process for incorporating data 


elements into an electronic data collection 


system 


 EDC-specific integration information for 


commonly used systems 


SUPPLEMENTAL MATERIALS 


 Sample communications to informing 


program staff about the Toolkit 


 Information about external resources that 


may be consulted for more information 


about measures, data integration, etc. 


For more information about the 


Toolkit, contact Andrew Sarkin, PhD 


at asarkin@ucsd.edu. 


The HEALTH SERVICES RESEARCH CENTER (HSRC) at the University of California San Diego is a nonprofit research organization within the Department of Family 
Medicine and Public Health. Our research team specializes in the measurement, collection, and analysis of health outcomes data to help improve health care 
delivery systems and, ultimately, to improve client quality of life. For more information about HSRC, please contact Andrew Sarkin, PhD at asarkin@ucsd.edu. 








 


This email is written from the perspective of a county to program leadership. Please feel free to modify it 


for use. 


Subject: Toolkit for Evaluation, Assessment, and Measurement for CSS Programs 


Dear [name], 


We are pleased to announce that [County name] has adopted the Toolkit for Evaluation, Assessment, 


and Measurement for Adult Community Services and Supports (CSS) Programs! This Toolkit has been 


provided by the Mental Health Services Oversight and Accountability Commission. It is a free and 


optional resource developed to help programs optimize services through tracking, measuring, and 


evaluating client outcomes.  


Toolkit Features:  


 Assessment measures for collecting information about client demographics and outcomes 


 Training materials with recommendations on how to use assessments to enhance treatment 


planning 


 Tools for analyzing assessment data, such as data entry spreadsheets and automated dashboards 


 Guidance on integrating assessments into existing data collection systems  


 Resources and information to help you decide how to customize Toolkit materials to meet your 


needs 


[Organization/department/unit providing training] will have a kick off meeting on [date]. The objective 


of this meeting is to provide an overview of the Toolkit materials and how your current role can aid in 


program evaluation that will better support the clients served. RSVP by [date] with your, name, 


program, and contact information to [email]. 


Sincerely, 


[name] 








INTRODUCTION TO THE 


TOOLKIT FOR EVALUATION,  
ASSESSMENT, AND MEASUREMENT 
FOR ADULT COMMUNITY SERVICES AND 
SUPPORTS (CSS) PROGRAMS  


Overview 


The Toolkit, a free resource provided by the Mental Health Services Oversight and Accountability 


Commission, was developed to help CSS programs optimize services through tracking, measuring, and 


evaluating client outcomes. The toolkit includes customizable materials including assessment measures, 


tools for analyzing and using assessment data (e.g., data entry spreadsheets, automated dashboards), and 


guidance on integrating assessments into existing data collection systems. 


Objectives 


The objectives are to (1) provide an overview of the Toolkit and (2) highlight Toolkit features and capabilities. 


Background and Rationale for the Toolkit 


Overview and Demonstration of Toolkit Components 


Customizing the Toolkit 


Questions/Discussions 


TOPICS 


Date and Time: Location: 


Background and Rationale for the Toolkit 


Overview and Demonstration of Toolkit Components 


Customizing the Toolkit 


Questions/Discussions 


TOPICS 


TRAINING 
PROVIDER 


REGISTRATION 





		Untitled



		Date and Time: 

		Location: 

		Organization providing training: 

		Contact information: 
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Toolkit for Evaluation, Assessment, and Measurement 
for Adult Community Services and Supports Programs 


FREQUENTLY ASKED QUESTIONS 


 What elements of the Toolkit are mandatory or voluntary? The MHSOAC is providing the Toolkit as


a supplemental resource that should be used to enhance current practices. Use of the Toolkit is not


required by the MHSOAC.


 If counties implement Toolkit assessments, will they still be required to use assessment forms for


the Data Collection and Reporting System (DCR)?  Adoption of the Toolkit does not change other


program, county, or State requirements. Toolkit measures should not be implemented if data


elements are already collected via an existing system.


 What should counties do if they wish to integrate data collected through other systems (e.g.,


Client and Service Information System [CSI], DCR) with data collected using the Toolkit? The


Toolkit includes guidance on importing from common sources, which includes information about


how data must be formatted. Counties and programs should work with electronic data collection


system providers to acquire data extracts that are compatible with the Toolkit. General data


integration information will be included for less common systems.


 Was the Mental Health Statistics Improvement Program (MHSIP) Consumer Perception Survey


(CPS) considered for the Toolkit? How can this data be tied to the other assessments?  The CPS


was considered during the development of the Toolkit. A MHSIP dashboard is included in the Toolkit


for counties to summarize their CPS data and for optional administration of the survey (for instance,


to collect additional CPS data outside the bi-annual data collection windows or for programs that


may not be required to collect CPS data to obtain the information if they wish to do so).  Counties


may choose to integrate information from the survey to improve their program. Counties are


responsible for ensuring confidentiality of CPS data.


 Will the Toolkit be updated if State data collection requirements were to change? The Toolkit may


be updated and re-released if the requirements change in the future. In addition, the steps for the


development of Excel tools are clearly documented in the Toolkit. Individuals with expertise in Excel


may replicate these steps to update the tools to meet new requirements.


 Who may use the Toolkit? The Toolkit is a free resource for counties and providers.


 How is the Toolkit distributed? The Toolkit is available via the MHSOAC website. To obtain a copy of 
the Toolkit, individuals must complete a Toolkit Request form.


 Will Toolkits be available for other programs such as Prevention and Early Intervention (PEI) and


Innovations (INN)? Stakeholders expressed interest in a Toolkit for other programs that would


include materials that are not in the scope of the current CSS Toolkit. Similar Toolkits may be


developed for other programs should resources become available.
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Validated Measures Review  


Background  


The Mental Health Services Evaluation Advisory Group (MHSEAG), subject matter experts, 


and a review of the literature strongly encouraged the use of validated measures of 


behavioral and mental health recovery. For this purpose, a Validated Measures Review was 


carried out prior to the implementation of the pilot data collection system of the CSS 


Tracking, Monitoring, and Evaluation System Project.  


The MHSEAG was a guiding influence on the selection of outcome measures and sought to 


minimize redundancy between systems, burden to staff, burden to people receiving 


services, and costs of administration. Furthermore, the group sought to maximize usefulness 


to staff and County/State administration, usefulness to people getting services, data quality 


and clarity of definitions, validity for measuring relevant goals/outcomes, cultural 


competence, cultural humility, and sensitivity.   


Method  


A standardized five-stage process for selecting behavioral health outcome measures was 


developed encompassing the following stages: Stage 1: Measure identification, Stage 2: 


Measure selection, Stage 3: Stakeholder survey, Stage 4: Assessment Instrument Quality 


Checklist, Stage 5: Stakeholder presentation and decision making. First, a range of relevant 


measures was identified based on a comprehensive review of the scientific literature and 


key informant interviews (Stage 1) that took into account a range of criteria, i.e., relevance 


to goals, outcomes, requirements, ease of administration, clinical utility, psychometric 


validity, cultural competence, cost, copyright, and translations. The MHSEAG subsequently 


selected the following eight commonly used and validated outcome measures (Stage 2):   


Adult Needs and Strengths Assessment (ANSA): The ANSA is an open domain tool for use in 
service delivery systems that addresses the mental health of adults and their families. It is 
modular, which increases its flexibility but decreases its standardization. It takes several elements 
from the Severity of Psychiatric Illness scale. It is partitioned into six domains: life domain 
functioning, strengths, acculturation, mental health needs, risk behaviors, and optional caregiver 
strengths and needs. Each domain is comprised of dimensions, and there are a total of 54 items. 
 


Creating Healthy Outcomes - Integrated Self-Assessment (CHOIS): The CHOIS was developed to 
identify potential mental health issues, as well as assess changes in mental health when used pre- 
and post-treatment. The measure includes several elements from the PROMIS Depression, Anger, 
and Anxiety scales. Items address mental health symptoms over the past seven days. The items 
can be aggregated to produce an overall mental illness scale and seven mental illness subscales: 
depression, anger, anxiety, memory decline, psychosis, resilience, and substance use. 
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Diagnostic and Statistical Manual for Mental Disorders-5 Cross-Cutting Symptom Measure (DSM-5 
CC): The DSM-5 CC Symptom Measures are tools for clinical decision-making and treatment that 
address issues of co-occurring symptoms across mental disorders. The measures are intended as a 
way for clinicians to identify areas impacting an individual’s treatment and prognosis. Separate 
versions have been created for adults and children/adolescents. The measures are 
operationalized at two levels. The first level of the adult version consists of 23 items assessing 
presence and severity of symptoms over the past two weeks on a 5-point Likert scale. Thirteen 
domains are measured: depression, anger, mania, anxiety, somatic symptoms, suicidal ideation, 
psychosis, sleep problems, memory, repetitive thoughts and behaviors, dissociation, personality 
functioning, and substance abuse. For most domains, scores of 2 or greater on any item prompt 
the use of a more detailed assessment of the symptom using an associated DSM-5 Level 2 CC 
Symptom measure. This second level asks individuals to rate the presence and severity of 
symptoms within pure psychiatric domains during the past seven days. 
 


Functional Assessment Rating Scale (FARS): The FARS is a tool for measuring psychiatric symptoms 
and psychosocial impairments. The scale evolved from the Colorado Client Assessment Record 
and was designed to standardize and document impressions from mental status exams or clinical 
evaluations. Clinicians rate an individual’s current problem severity in 18 areas of cognitive, social, 
and role functioning using a 9-point scale (“no problem” to “extreme problem”).  A list of 
adjectives or phrases describing a symptom or asset is included for each domain. Raters are 
instructed to mark symptoms experienced by the individual. The instrument can be used to assess 
and monitor patients experiencing severe mental illness. Domain ratings can be used to develop 
individualized treatment plans to monitor functional change. In addition, index scores can be 
calculated to assess disability, emotionality, relationships, or personal safety. 
 


Illness Management and Recovery Scales (IMR): The IMR Scales were developed for the Illness 
Management and Recovery Program (IMR) to assess the intervention’s success in helping 
individuals better manage their mental illness and move towards recovery. The IMR Scales can be 
used to track outcomes with individuals participating in other illness self-management programs. 
The tool includes 15 items rated on a 5-point behaviorally anchored scale that tap into the 
following areas of self-management: progress toward goals, mental illness knowledge, 
involvement of family and friends, contact with individuals outside family, time spent in 
structured roles, symptom distress, impaired functioning, relapse prevention, relapse of 
symptoms, psychiatric hospitalizations, coping, involvement with self-help activities, effective 
medication use, functioning affected by alcohol, and functioning affected by drug use. Seven 
additional items allow for the measurement of an individual’s progress towards mental health, 
physical health, social health, substance use, employment, housing, and education goals. 
 


Milestones of Recovery Scale (MORS): The MORS is a single-item scale that tracks the recovery 
process of individuals with a mental illness from the perspective of the agency providing services. 
The scale was designed as an administrative tool to evaluate the effectiveness of mental health 
services and to assess whether consumers are receiving an appropriate level of care. MORS is 
comprised of three underlying dimensions: level of risk, level of engagement, and level of skills 
and support. The scale consists of eight levels ranging from “extreme risk” to “advanced 
recovery.” Raters are instructed to select the level describing the modal milestone of recovery 
that an individual displayed over the past month. 
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Patient-Reported Outcomes Measurement Information System – Global Health Scale (PROMIS-
GH): PROMIS is a system of patient-reported health status measures of mental, physical, and 
social well-being. The PROMIS-GH Scale is a 10 item patient-reported assessment of 
symptomatology, functioning, and health-related quality of life. The tool covers five domains 
(physical function, fatigue, pain, emotional distress, and social health) as well as perception of 
general health. Each item assesses domains on a 5-point scale, with the exception of one item 
measuring pain intensity on an 11-point scale.  
 


Recovery Markers Questionnaire (RMQ): The RMQ is a subscale of the Recovery Enhancing 
Environment Measure, a self-report instrument that assesses mental health recovery in people 
receiving mental health services. The RMQ can measure change over time when used as a free-
standing instrument. The RMQ evaluates areas that facilitate recovery such as future-orientation, 
sense of self-agency, positive self-concept, quality of life, social support, and functioning. The 
scale includes 26 items rated on a 5-point scale (“strongly agree” to “strongly disagree”), eight 
yes/no items that assess functioning in social roles (e.g., working, attending school), and one item 
measuring the individual’s involvement in the recovery process.  
 


Two standardized methods, a stakeholder survey and the Assessment Instrument Quality 


Checklist (AIQC), were used to rate the eight measures.  


Stakeholder Survey  


An online survey was designed to gather feedback from 18 expert stakeholders, including 


program directors, county and state administrators, subject matter experts and academics, 


staff delivering services, people receiving services, family members of people receiving 


services, and peer counselors.  


The measures were rated on a 5-point scale across the following five dimensions, with 


higher scores representing higher quality of the instrument (Stage 3):  


1. Usefulness for evaluating mental health recovery outcomes 
2. Ease of use in clinical settings 
3. Clinical usefulness at the individual level 
4. Cross-cultural appropriateness 
5. Overall recommendation 


 
Ratings were averaged for each measure and turned into a percentage that served as an 


index score for comparing measures.1 Table 1 contains the overall index score for each 


measure as well as an index score for each item. The MORS had the highest index score on 


the stakeholder survey.  


  


                                                             
1 For example, if a measure scored 3 on usefulness for evaluating mental health recovery outcomes, 4 on ease of use in 
clinical settings, 3 on clinical usefulness at the individual level, 5 on cross-cultural appropriateness, and 4 on overall 
recommendation the average rating for the measure would be 3.8. This average translates into a percentage of 76.0% 
(3.8/5*100).  
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Table 1. Measure by MHSEAG Survey Index Score 


Item ANSA CHOIS DSM-5 
CC 


FARS IMR MORS PROMIS-
GH 


RMQ 


Recovery 
outcomes 


73.3% 82.7% 73.3% 65.0% 89.2% 89.3% 84.0% 91.1% 


Ease of use 70.0% 82.7% 75.6% 65.0% 89.2% 93.3% 97.3% 73.3% 


Clinical 
usefulness 


73.3% 89.3% 93.3% 82.5% 90.0% 90.7% 85.3% 86.7% 


Cross-cultural 
appropriateness 


76.7% 81.4% 75.6% 72.5% 78.3% 86.7% 84.0% 80.0% 


Overall 
recommendation 


76.7% 76.0% 75.6% 67.5% 85.0% 85.3% 88.0% 82.2% 


Overall score 74.0% 82.4% 78.7% 70.5% 86.5% 89.1% 87.8% 82.7% 


 


Assessment Instrument Quality Checklist (AIQC) 


In addition to the stakeholder survey, measures were also rated on an established tool, the 


AIQC (Stage 4), which enables evaluation and comparison of instruments on a common 


scale. It is used to rate the quality of an instrument based on 10 domains (see Table 2). Each 


domain comprises between one to eight items that have Likert anchors of 1 to 4 (1=not at 


all, 2=insufficient, 3=acceptable, and 4=excellent) and represent the quality of available 


information regarding the given domain.  


 


Table 2. AIQC Domains 


Domain  # of  


items 


Description 


Adequacy  5 The applicability of an instrument to a defined purpose, distinct 


condition, and specific environment. Does the instrument address 


the construct at hand? 


Construction  3 The design of the instrument in terms of its layout and supportive 


resources (e.g., glossary, instructions manual, etc.). Is the 


instrument easy to understand and use?  


Feasibility  4 The applicability, acceptability, practicality, and efficiency of an 


instrument. How well does the instrument work in practice? (Note: 


different than Adequacy since Feasibility relates to the day to day 


use). 


Consistency  3 The psychometric ‘solidity’ of a scale’s internal structure, chiefly 


determined by the degree to which its different items are 


interrelated and the possibility of adding them up to obtain overall 


scores. What is the quality of the available literature regarding the 


instrument’s structural validity or internal reliability? 
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Domain  # of  


items 


Description 


Reliability  4 The reproducibility of an instrument’s results in different 


situations, excluding errors related to consistency. What is the 


quality of the available information regarding the instrument’s 


external reliability (test-retest, inter-rater, etc.)? 


Validity  8 Indicates which proportion of the information collected is relevant 


to the formulated question, and is defined by the degree to which 


an instrument measures what it is supposed to measure. What is 


the quality of the available information regarding the instrument’s 


various forms of validity (e.g., discriminant, convergent, predictive, 


etc.)? 


Sensitivity to    


Change  


1 The extent to which an instrument can accurately measure 


changes from one assessment to the next. If the instrument is used 


for follow-up assessments, what is the quality of the available 


information regarding its sensitivity to change? 


Redundancy  


Avoidance  


1 The extent to which a questionnaire is succinct within a battery of 


instruments. If the questionnaire is being used within a battery of 


instruments, what is the quality of the available information 


regarding redundancy? 


Generalizability  2 The usefulness or ability to apply the instrument in various 


populations. Have the psychometric qualities of the instrument 


been analyzed in different populations or in other studies? 


Transcultural 


Equivalence  


1 The extent to which an instrument can be used in different 


cultures and languages. What is the quality of the available 


information regarding the instrument’s standardization in other 


languages/cultures? 


 
Similar to the stakeholder survey index score, an AIQC overall index score was calculated by 


averaging all applicable items and then translating the score into a percentage.2 Measures 


that had an adequate overall score (70% or above) were included for further review by the 


Evaluation Advisory Group. Table 3 contains the overall index score for each measure as 


well as an index score by domain. The DSM-5 CC scored highest on the AIQC across the 


measures.  


  


                                                             
2 AIQC index = Sum of all applicable ‘Overall’ ratings/Maximum score among applicable sections * 100 (Salvador-Carulla & 


Gonzales-Caballero, 2010, p.62) 
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Table 3. Measure by AIQC Index Score 


Domain ANSA* CHOIS† DSM-5 


CC 


FARS IMR MORS   PROMIS     - 


GH 


RMQ 


Adequacy 85.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 


Construction 75.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 


Feasibility 68.8% 93.8% 100.0% 100.0% 93.8% 100.0% 100.0% 100.0% 


Consistency 75.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 


Reliability 75.0% 100.0% 100.0% 100.0% 100.0% 100.0% 25.0% 25.0% 


Validity 100.0% 87.5% 100.0% 81.3% 90.6% 75.0% 100.0% 53.1% 


Sensitivity 25.0% 100.0% 100.0% 25.0% 100.0% 25.0% 100.0% 25.0% 


Redund-Avoid 75.0% 75.0% 100.0% 50.0% 50.0% 100.0% 100.0% 25.0% 


Generalizability 87.5% 100.0% 100.0% 87.5% 87.5% 62.5% 100.0% 62.5% 


Transcultural 25.0% 25.0% 100.0% 25.0% 25.0% 25.0% 75.0% 25.0% 


Overall Score 79.8% 92.5% 100.0% 87.9% 91.9% 86.1% 94.2% 72.5% 


*Rating based on the availability of information regarding the ANSA and Severity of Psychiatric Illness scale. 


†Rating based on the availability of information regarding the CHOIS and PROMIS Depression, Anger and Anxiety 


scales. 


Findings  


A summary table (Table 4) for the measures across the different dimensions was produced 


and presented to stakeholders (Stage 5). 


The results highlighted interesting differences between the stakeholder survey and AIQC 


ratings. The top scoring measure on the stakeholder survey, the Milestones of Recovery 


Scale, received an index score of 89% but ranked 6th (86%) on the AIQC. DSM-5 Cross 


Cutting Symptom Measures scored a total of 100% on the AIQC but ranked 6th (79%) on the 


stakeholder survey. Patient-Reported Outcomes Measurement Information System-Global 


Health was the second highest ranking measure on both the stakeholder survey (88%) and 


AIQC (94%). A possible reason for these differences could be that the AIQC weighed certain 


aspects of the measures more strongly, whereas the stakeholder survey weighed all 


domains equally. 
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Table 4: Summary of Index Scores and Ranks across Stakeholder Survey and AIQC  


Instrument MHSEAG Survey AIQC 
 


Index Rank Index Rank 


MORS 89.1% 1 86.1% 6 


PROMIS-GH 87.8% 2 94.2% 2 


IMR 86.5% 3 91.9% 4 


RMQ 82.7% 4 72.5% 7 


CHOIS  82.4% 5 92.5% 3 


DSM-5CC 78.7% 6 100.0% 1 


ANSA 74.0% 7 79.8% 8 


FARS 70.5% 8 87.9% 5 


 


Practical Implications 


Inclusion of measures in the Toolkit were predominantly driven by the MHSEAG stakeholder 


survey. The three top scoring measures, the MORS, PROMIS-GH items, and the IMR were 


included as they scored highest across the five dimensions of usefulness for evaluating 


mental health recovery outcomes, ease of use, clinical usefulness, cross-cultural 


appropriateness, and overall recommendation.  


Stakeholders also advocated for the addition of client-completed measures to assess 


recovery from the client’s perspective. The CHOIS scored highly on the AIQC and scores on 


the MHSEAG survey were comparable to the RMQ. Based on stakeholder feedback, the 


CHOIS was selected for inclusion in the Toolkit.  
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Data Reporting and Dashboards 
 


A dashboard is a succinct way of presenting variables of interest. The Toolkit provides users with a range 


of dashboard pages, which automatically analyze and display selected variables for user-defined 


timeframes. All dashboards have the following elements in common:  


 Title of the dashboard page 


 User defined date range  


 Brief summary of analyzed items or scales and how these should be interpreted   


 Data analysis displayed in chart or table format  


The Toolkit includes 11 dashboards. These dashboards are described in more detail in the following 


sections.  


    


 


Clinician Rated 


Outcomes: Intake  


 


Clinician Rated 


Outcomes: Illness 


Management and 


Recovery (IMR) Scale  


 


Clinician Rated 


Outcomes: Discharge  


 


Family or Friends Rated 


Outcomes: Illness 


Management and 


Recovery (IMR) Scale 


(Family or Friends 


Version)  


 


Clinician Rated 


Outcomes: Key Indicators 


– Housing  


 


Client Rated Outcomes: 


CHOIS Creating Healthy 


Outcomes Integrated 


Self-Assessment 


 


Clinician Rated 


Outcomes: Key Indicators 


– Employment  


 


Client Rated Outcomes: 


PROMIS Global Health  
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Clinician Rated 


Outcomes: Key Indicators 


– Critical Events and 


Health  


 


Client Rated Outcomes: 


Satisfaction - Mental 


Health Statistics 


Improvement Program 


(MHSIP)  


 


Clinician Rated 


Outcomes: Goals and 


Milestones of Recovery 


Scale (MORS)  


  


 


The dashboards include some frequently used terms. These are defined below.  


Term  Definition  


N  Number of clients  


Mean  The mean is also known as the average.  


Standard Deviation (SD) The Standard Deviation is a measure of dispersion and indicates the spread of the 


data.  


Reporting period The reports display data for all clients who completed the assessments within the 


reporting period specified.  


Current assessment  The Current Assessment is defined as the most recent assessment completed by 


each client during the reporting period. 


Previous assessment  The reports allow you to see changes over time by matching data from each 


client's Current Assessment to a Previous Assessment. The default values define 


the Previous Assessment as the assessment completed 4-8 months prior to each 


client's Current Assessment. The Previous Assessment window can be altered as 


necessary. 
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Clinician Rated Outcomes: Intake  


The Intake Assessment dashboard (Figure 1) displays demographic information (age, country of birth, 


race/ethnicity, gender identity, preferred language, sexual orientation, military status, and disability) 


and referral sources for all clients enrolled during a user-specified reporting period.  


 


 


Figure 1. Intake Assessment Dashboard (Page 1)  
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Figure 2. Intake Assessment Dashboard (Page 2)  


  







 


TEAM-CSS v1.0.0 | Data Reporting and Dashboards Page 5 of 16 


Clinician Rated Outcomes: Discharge  


The Discharge Information dashboard (Figure 3) summarizes the five most frequent reasons for 


discharge and the five most common settings or agencies clients are referred to.  


 


 


Figure 3. Discharge Information Dashboard  
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Clinician Rated Outcomes: Key Indicators Dashboards   


The following three dashboard pages summarize key indicators for housing, employment, critical events 


and health.  


Clinician Rated Outcomes: Key Indicators – Housing  


The Key Indicators - Housing dashboard (Figure 4) displays matched pre and post data by housing level. 


A brief description of each housing level is provided (e.g., Level 5 housing stands for a house or 


apartment with the client requiring some support with daily living skills). The bottom of the dashboard 


shows the number and percentage of clients who moved to higher or lower levels of housing and the 


number and percentage whose housing level remained stable. In addition, the dashboard provides a 


graphic showing change in the average number of days clients spent homeless, for those clients who 


were homeless for at least one day during the past six months.  


 


Figure 4. Key Indicators – Housing Dashboard 
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Clinician Rated Outcomes: Key Indicators – Employment 


The Key Indicators – Employment dashboard (Figure 5) displays matched pre and post data by 


employment level (Level 4: competitive employment to Level 0: not employed) as well as other 


employment options (i.e., student, retired, homemaker). In addition, the dashboard shows the 


percentage of clients who are not employed but actively seeking employment as well as clients who are 


not employed and their reasons for not actively seeking employment (Note. This is only reported for 


clients who identified a reason).  


 


Figure 5. Key Indicators – Employment Dashboard 
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Clinician Rated Outcomes: Key Indicators – Critical Events  


The Key Indicators – Critical Events dashboard (Figure 6) compares matched pre and post data for 


clients and summarizes emergency interventions (i.e., physical health related, mental health/substance 


abuse related, and physical and mental health/substance abuse related emergency interventions) as 


well as hospitalizations and legal issues. The Key Indicators – Health part of the dashboard summarizes 


the five most common psychiatric diagnoses, changes in accessing a primary care physician, and the 


percentage of clients who have experienced trauma.   


 


 


Figure 6. Key Indicators – Critical Events and Health Dashboard 
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Clinician Rated Outcomes: Goals and Milestones of Recover Scale (MORS)   


Figure 7 shows the Goals and MORS dashboard. It shows the level of progress achieved for eight 


clinician-rated goals or areas of recovery (i.e., employment, housing, education, mental health, 


substance use, family reunification, social health, and physical health). The MORS section of the 


dashboard shows the change between previous and current assessments (based on matched data) by 


level of risk/engagement, the overall change in the mean MORS score, and the number and percentage 


of clients who remained stable or moved up at least one level on the MORS during the user-defined time 


period. 


 


 


Figure 7. Clinician Rated Outcomes –Goals and Milestones of Recover Scale (MORS) Dashboard 
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Clinician Rated Outcomes: Illness Management and Recovery Scale (IMR) 


The IMR Scale was developed for the Illness Management and Recovery Program (IMR) to assess the 


intervention’s successfulness in helping individuals with mental illness better manage their illness and 


move towards recovery. Although the IMR Scale was designed for the IMR intervention, it can be used 


to track outcomes with individuals participating in other illness self-management programs.   


The IMR dashboard (Figure 8) displays all IMR items’ means, standard deviations, changes in mean 


scores, as well as a summary of the three subscales (recovery scale, management scale, substance 


scale), and a total scale score. Previous and current assessments are based on a matched sample 


selected during a user defined reporting period.  


 


 


Figure 8. Clinician Rated Outcomes – Illness Management and Recovery Scale (IMR) Dashboard 
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A separate dashboard is available for the IMR Family or Friend Version (


 


Figure 9).  
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Figure 9. Family/Friend Rated Outcomes – Illness Management and Recovery (IMR) Scale 
Dashboard 
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Client Rated Outcomes – CHOIS  


The Client Rated Outcomes – Creating Healthy Outcomes Integrated Self-Assessment (CHOIS) 


dashboard (Figure 9) summarizes the means and changes in mean scores for the CHOIS subscales (i.e., 


depression, anger, anxiety, cognitive/memory, psychosis, suicidal ideation, positive recovery) and 


overall symptoms for a matched sample. Lower scores indicate improvement in client recovery for all 


subscales except for the positive recovery subscale.  


 


 


Figure 10. Client Rated Outcomes – Creating Healthy Outcomes Integrated Health Assessment 
(CHOIS) Dashboard 
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Client Rated Outcomes: PROMIS Global Health 


The Patient-Reported Outcomes Measurement Information System (PROMIS) Global Health 


(Figure 10) summarizes client ratings across two general health domains: Global Physical Health and 


Global Mental Health.  


 


Figure 11. Client Rated Outcomes – PROMIS Global Health Dashboard 
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Client Rated Outcomes: Satisfaction - Mental Health Statistics Improvement Program 
Consumer Satisfaction Survey (MHSIP)  


The MHSIP Consumer Survey measures client perceptions of and satisfaction with the care they receive, 


as well as their quality of life. The survey is used across the United States. California counties are 


responsible for administering the MHSIP during a set one-week period twice per year to all clients 


receiving services. The data that is collected is, then, returned to the State. The MHSIP was included 


because of programs’ and counties’ familiarity with the instrument and the process for its 


administration.  


The MHSIP dashboard (Figure 12) lists the MHSIP scales and the means and standard deviations of 


scores, as well as changes in mean scores, for previous and current assessments based on a matched 


sample.  


Note. To ensure the validity of the MHSIP data collection and to protect clients’ confidentiality, the 


State restricts programs (but not counties) from seeing client level results. Therefore, certain 


limitations apply to the use of the TEAM-CSS MHSIP data entry sheet and dashboard when used for 


the required State data collection.  


These tools may be used as follows. 


 Programs that are required to collect MHSIP data by the State but would like to collect MHSIP 


data outside the State-required administration can use the tools. Tools may be used only for 


MHSIP data that were collected outside the State regulated MHSIP data collection period. 


 Counties may enter and analyze MHSIP data collected during or outside the State regulated 


MHSIP data collection period. 


 Tools may be used by programs that are not required to collect MHSIP data by the State and 


have implemented their own data collection procedures. 
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Figure 12. Satisfaction – Mental Health Statistics Improvement Program (MHSIP) Dashboard  


 








CREATING HEALTHY 
OUTCOMES: INTEGRATED  
SELF-ASSESSMENT (CHOIS)  


Completing these questions is an important part of our wellness activities.  


 The questions may bring up things you want to talk about with a healthcare 
provider. 


 This survey helps us learn about your strengths, and can help in creating goals.  


 Your answers will only be seen by your healthcare providers.  


 It is okay to skip a question you do not want to answer. However, the more you 
share, the better we will be able to work together to help you reach your goals 
and improve your well-being.  
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Outcome Measures Decision Grid 
 


Completed By  Measure Name Content of Measure Frequency of 
Administration 1 


Length of 
Administration 2 


Translations Copyright Training 
Requirements  


Client Creating Healthy 
Outcomes Integrated 
Self-Assessment 
(CHOIS) 


The CHOIS is a client-completed measure that 
reflects mental health issues from the client’s 
perspective. It was designed to screen for potential 
mental health issues in programs that do not focus 
primarily on mental health (e.g., primary care, non-
psychiatric hospitals, substance use treatment) and 
assess changes in mental health when used pre- and 
post-treatment in behavioral healthcare settings. 


The CHOIS was developed through collaboration 
between academic clinical psychologists with 
expertise in measurement, health outcomes and 
screening experts, county mental health 
administrators, behavioral health program directors, 
frontline staff, and individuals who use mental 
health services.  


Intake, follow-up at 
regular intervals 
according to contact 
frequency, discharge 


5 minutes  English only  © 2017 Regents of the 
University of 
California. Developed 
at UC San Diego Health 
Services Research 
Center 


None.  


Client PROMIS Global Health  The Patient-Reported Outcomes Measurement 
Information System (PROMIS) Global Health is a self-
report measure comprised of 10 items that assess 
general domains of health and functioning, including 
overall physical health, mental health, social health, 
pain, fatigue, and overall perceived quality of life.  


Intake, follow-up at 
regular intervals 
according to contact 
frequency, discharge 


5 minutes  Languages 
include, 
English, 
Simplified 
Chinese, 
Spanish, and 
American Sign 
Language. 
Available 
translations 
can be found 
at: http://
www.healthme
asures.net/expl
ore-
measurement-
systems
/promis/intro-
to-promis
/available-
translations 
(accessed 
06/09/2017) 


© 2016 PROMIS 
Health Organization 
and PROMIS 
Cooperative Group 


None.  
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Completed By  Measure Name Content of Measure Frequency of 
Administration 1 


Length of 
Administration 2 


Translations Copyright Training 
Requirements  


Family, 
members, 
friends, or 
other close 
supporters of 
the client  


Illness Management 
and Recovery Scale - 
Family or Friend 
Version (IMR-FF) 


The Substance Abuse and Mental Health Services 
Administration (SAMHSA) created and validated the 
Illness Management and Recovery (IMR) Scales, 
which the State of California modified for 
supporters, rather than clinicians, to complete. The 
IMR-FF was developed to allow those who know the 
person in recovery well, such as family members and 
other supporters, to participate in the process of 
assessing recovery progress. It gives these 
individuals a means to provide input to healthcare 
providers and may reveal critical information that 
might not be revealed during the course of a usual 
appointment.  


This is an optional 
form to be 
completed by a 
caregiver, supporter, 
sponsor, family 
member, friend, 
loved one, or other 
person who is 
involved in the 
client’s recovery. It 
should be completed 
at the same time as 
the clinician-
completed follow-up, 
if such a person 
accompanies a client 
to his or her 
appointment and is 
willing to complete 
the form.  


5-10 minutes English only  Items adapted with 
permission from 
Practitioner Outcome 
Survey: Illness 
Management and 
Recovery, © 2009 by 
SAMHSA. 


None.  


Client  Mental Health 
Statistics Improvement 
Program (MHSIP) 
Consumer Survey  


The MHSIP Consumer Survey  measures client 
perceptions of and satisfaction with the care they 
receive, as well as their quality of life. The survey is 
used across the United States. Counties are 
responsible for administering the MHSIP during a 
one-week period twice per year to all clients 
receiving services and returning the entered data to 
the State. The 36-item MHSIP included in the Toolkit 
excludes the California Quality of Life (CA-QOL) 
items, used in California only, to reduce burden on 
clients and program staff. The MHSIP was included 
because of programs’ and counties’ familiarity with 
the instrument and the process for its 
administration.  


The MHSIP is 
currently 
administered bi-
annually in California. 
Data collection can 
follow the same 
protocols that clients, 
programs, and 
counties are already 
familiar with. Other 
administration 
schedules (e.g., 
quarterly or every six 
months depending 
on frequency of 
client contact) and 
protocols can be 
used, such as 
gathering satisfaction 
on all clients rather 
than a sample.  


10 minutes Available 
translations of 
the MHSIP can 
be found at 
http://www.cib
hs.org/post/ad
ult-forms-with
out-qol-0 
(accessed 
06/09/2017) 


The MHSIP Consumer 
Survey was developed 
through a 
collaborative effort of 
consumers, the 
Mental Health 
Statistics Improvement 
Program (MHSIP) 
community, and the 
Center for Mental 
Health Services.  


None. Measure 
to be completed 
by client.  


Program Staff  Intake Assessment 
(Intake Information) 


Intake Information: client name, intake/enrollment 
date, referral information  


Intake only 5 minutes  English only  © 2016 Regents of the 
University of California 


None.  


Program Staff  Intake Assessment 
(Client Information) 


Client Information: date of birth, country of 
residence, zip code of current residence, 
demographics, military status, disability  


Intake only  5 minutes  English only  © 2016 Regents of the 
University of 
California. 


None.  
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Completed By  Measure Name Content of Measure Frequency of 
Administration 1 


Length of 
Administration 2 


Translations Copyright Training 
Requirements  


Program Staff  Clinician Assessment 
(Key Outcomes) 


Key Outcomes: Housing, Employment, Critical 
Events, and Health 


Intake, follow-up at 
regular intervals 
according to contact 
frequency, discharge 


5-10 minutes  English only  © 2016 Regents of the 
University of 
California. 


None.  


Mental Health 
Professionals 
(e.g., 
clinicians, 
peer 
counselor) 


Clinician Assessment 
(Illness Management 
and Recovery [IMR] 
Scale) 


The IMR Scale was developed for the Illness 
Management and Recovery Program to assess the 
intervention’s successfulness in helping individuals 
with mental illness better manage their illness and 
move towards recovery.  Although the IMR Scales 
were designed for the IMR intervention, they can be 
used to track outcomes with individuals participating 
in other illness self-management programs.  The tool 
includes 15-items rated on a 5-point behaviorally 
anchored scale that tap into the areas of self-
management: progress toward goals, mental illness 
knowledge, involvement of family and friends, 
contact with individuals outside family, time spent in 
structured roles, symptom distress, impaired 
functioning, relapse prevention, relapse of 
symptoms, psychiatric hospitalizations, coping, 
involvement with self-help activities, effective 
medication use, functioning affected by alcohol, and 
functioning affected by drug use.  Seven additional 
items allow for the measurement of an individual’s 
progress towards mental health, physical health, 
social health, substance use, employment, housing, 
and education goals 


Intake, follow-up at 
regular intervals 
according to contact 
frequency, discharge 


5-10 minutes  English only  Modified Practitioner 
Outcome Survey: 
Illness Management 
and Recovery.  
 
Recommended 
citation: Substance 
Abuse and Mental 
Health Services 
Administration. Illness 
Management and 
Recovery: Evaluating 
Your Program. HHS 
Pub. No. SMA-09-
4462, Rockville, MD: 
Center for Mental 
Health Services, 
Substance Abuse and 
Mental Health Services 
Administration, U.S. 
Department of Health 
and Human Services, 
2009. 


No specific 
training 
requirements 
for completing 
the scale but 
further 
information can 
be found at 
Appendix G: 
https://store.sa
mhsa.gov/shin/c
ontent//SMA09-
4463/Evaluating
YourProgram-
IMR.pdf       
(accessed 
06/09/2017) 


Mental Health 
Professionals 
(e.g., 
clinicians, 
peer 
counselors) 


Clinician Assessment 
(Milestones of 
Recovery Scale 
[MORS]) 


The MORS is a single-item scale that tracks the 
recovery process of individuals with a mental illness 
from the perspective of the agency providing 
services. The scale was designed as an administrative 
tool to evaluate the effectiveness of mental health 
services and to assess whether consumers are 
receiving an appropriate level of care.  MORS is 
comprised of three underlying dimensions: level of 
risk, level of engagement, and level of skills and 
supports. The scale consists of eight levels ranging 
from “extreme risk” to “advanced recovery”. Raters 
are instructed to select the level describing the 
modal milestone of recovery that an individual 
displayed over the past month. 


Intake, follow-up at 
regular intervals 
according to contact 
frequency, discharge 


2-5 minutes  English only  Milestones of 
Recovery Scale 
(MORS)© 2005 Mental 
Health America of Los 
Angeles 


A three-hour 
training session 
with a licensed 
MORS training is 
required. 
Information on 
MORS training 
can be found at: 
http://www.mile
stonesofrecover
yscale.com/train
ing_and_resourc
es/mors_imple
mentation_train
ing_consultation
s/ (accessed 
12/23/2016) 
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1Recommended frequency, but program dependent 
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Completed By  Measure Name Content of Measure Frequency of 
Administration 1 


Length of 
Administration 2 


Translations Copyright Training 
Requirements  


Mental Health 
Professionals 
(e.g., 
clinicians, 
peer 
counselors) 


Clinician Assessment 
(Goals) 


Goals:  Clinician-rated recovery items regarding 
housing, education, mental health, substance use, 
physical health, social health, family reunification, 
and employment for those clients for whom these 
goals are relevant or appropriate.  


Follow-up at regular 
intervals according to 
contact frequency, 
discharge 


2-5 minutes English only  © 2016 Regents of the 
University of 
California. 


None.  


Program Staff  Clinician Assessment 
(Discharge 
Information) 


Discharge Information Discharge only  5 minutes  English only  © 2016 Regents of the 
University of 
California. 


None.  
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Preface 
This document provides instructions on using the assessments contained in the Toolkit for Evaluation, 
Assessment, and Measurement for Adult Community Services and Supports Programs.  


Selection of Assessment Measures 


Selection of outcome measures was driven by stakeholder feedback. An evaluation advisory group, 
which included subject matter experts and representatives of important stakeholder groups reviewed 
measures with the intent of minimizing burden to staff, burden to people receiving services, and costs of 
administration. In addition, the group sought to maximize usefulness to staff and County/State 
administration, usefulness to people getting services, data quality and clarity of definitions, validity for 
measuring relevant goals/outcomes, and cultural competence/humility/sensitivity. 


About the Toolkit for Evaluation, Assessment, and Measurement for Adult 
Community Services and Supports Programs 


The Toolkit for Evaluation, Assessment, and Measurement for Adult Community Services and 
Suports Programs (Team-CSS) was commissioned by the Mental Health Services Oversight and 
Accountability Commission (MHSOAC) and developed by the Health Services Research Center at the 
University of California San Diego.  


The toolkit is a resource for program evaluation and continuous quality improvement. It is free and 
optional for California counties and programs as part of efforts by the MHSOAC to provide 
additional evaluation support without adding requirements. 


For more information about TEAM-CSS, visit the MHSOAC website.  



http://mhsoac.ca.gov/css-evaluation-toolkit
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Overview 


Assessments Included in the Toolkit for Evaluation, Assessment, and 
Measurement for Adult Community Services and Supports Programs  


The Toolkit for Evaluation, Assessment, and Measurement for Adult Community Services and Supports 
Programs (TEAM-CSS) includes staff-completed forms, client-completed forms, and family member- or 
friend-completed forms. 


 


Note. Abbreviations: Patient-Reported Outcomes Measurement Information System (PROMIS), Creating Healthy Outcomes 
Integrated Self-Assessment (CHOIS), Mental Health Statistics Improvement Program (MHSIP), Illness Management and 
Recovery Scale – Family or Friend Version (IMR-FF)  


Overview of Measures 


Staff-completed Forms 


Intake Assessment 


The Intake Assessment captures basic intake and demographic information. This assessment should be 
completed during a client’s first visit to the program. 


Clinician Assessment 


The Clinician Assessment should be completed at Intake, Follow-up, and Discharge. The full Clinician’s 
Assessment includes the following components: 


 Key Outcomes: Key Outcomes includes items addressing specific outcome domains: housing, 
employment, critical events, and general health.   


 Illness Management and Recovery (IMR) Scale: The IMR includes 15 items, each addressing a 
different aspect of illness management and recovery.  


 Milestones of Recovery Scale (MORS): The MORS is a single-item instrument that assesses the 
clinician’s assessment of a clients’ current degree of recovery. Ratings take into account three 
factors: (1) the client’s level of risk (i.e., presence of co-occurring disorders, likelihood of causing 
harm to self or others, and level of risky/unsafe behaviors), (2) the client’s level of engagement 
within the mental health system, and (3) the client’s level of skills and supports (which is a 
combination of an individual’s abilities, support network, and level of need from support staff).  


 Goals: The Clinician Assessment includes eight items that measure a client’s progress towards goals 
in the following areas: housing, education, mental health, substance use, physical health, social 
health, family reunification, and employment. 
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Client-completed Forms 


Patient-Reported Outcomes Measurement Information System-Global Health Short Form (PROMIS 
Global Health) 


The PROMIS Global Health form is a self-report measure comprising 10 items that assess general 
domains of health and functioning, including overall physical health, mental health, social health, pain, 
fatigue, and overall perceived quality of life.  


Creating Healthy Outcomes Integrated Self-Assessment (CHOIS) 


The CHOIS is a client-completed measure that reflects mental health issues from the client’s perspective. 
It was designed to (a) screen for potential mental health issues in programs that do not focus primarily 
on mental health (e.g., primary care, non-psychiatric hospitals, substance use treatment) and (b) assess 
changes in mental health when used pre- and post-treatment in mental healthcare settings. 


Mental Health Statistics Improvement Program (MHSIP) Consumer Survey 


The 36-item MHSIP Consumer Survey measures consumer perceptions of and satisfaction with the care 
they receive. Administration of the survey is required for some programs by the California Department 
of Health Care Services. A version of the MHSIP Consumer Survey is included in TEAM-CSS for counties 
to summarize their MHSIP data and for optional administration of the survey (for instance, to collect 
additional Consumer Perception Survey data outside the bi-annual MHSIP data collection windows or for 
programs that may not be required to collect MHSIP data to obtain the information if they wish to do 
so). 


Family Member-/Friend-completed Form 


Illness Management and Recovery Scale – Family or Friend Version (IMR-FF) 


The IMR-FF was developed to allow those who know the person in recovery, such as family members 
and other supporters, to participate in assessing recovery progress. It gives these individuals a way to 
provide their insight on a client’s recovery to healthcare staff, and may reveal important information 
that may not be known otherwise.  
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Assessment Schedule 


Recommended Assessment Schedule 


Assessments should be administered at intake (baseline), follow-up, and discharge. For assistance with 
determining the appropriate assessment schedule, please consult the TEAM-CSS Outcome Measures 
Decision Flow Charts. 


Assessment administration should accommodate real-world flexibility. Consider a program that 
schedules follow-up sessions every six months. In practice, administering assessments may be difficult 
due to unforeseeable conflicts (e.g., clients may be unable to attend for a number of reasons); thus, 
assessments may not be completed at exactly 6 months.  Therefore, if a client was not seen at the 
scheduled time point, they would need a follow-up assessment completed at their next session with 
their clinician.  


Intake Assessment: The Intake Assessment should be completed in conjunction with a client’s first visit 
to the program.  


Clinician Assessment: The Clinician Assessment should be completed at intake (along with the Intake 
Assessment), at follow-ups, and when a client is discharged from the program.  


Client Self-Assessments: The PROMIS Global Health and CHOIS should be completed by the client at 
intake, during follow-ups (usually every 6 months), and when he or she is discharged from the program. 


MHSIP Consumer Survey:  For non-required administration of the MHSIP Consumer Survey, clients may 
complete the form at follow-ups and when they are discharged from the program. 


NOTE: The MHSIP is currently administered bi-annually in California. The MHSIP Consumer Survey 
included in TEAM-CSS is for non-required administration and should not replace the MHSIP Consumer 
Perception Survey (CPS) provided by the California Department of Health Care Services (DHCS). For 
required administration of the MHSIP Consumer Survey, please follow DHCS procedures. 


IMR – Family/Friend Version: Family or friends should have the option of completing the IMR – 
Family/Friend Version when possible at intake and follow-ups. 


Outcome Measures Timeline 


Form Who should complete the form? 
Complete at 


Intake 


Complete at 


Follow-up* 


Complete at 


Discharge 


Intake Assessment Program staff    


Clinician Assessment Program staff    


PROMIS Global Health Client    


CHOIS Client    


MHSIP Consumer Survey Client    


IMR-FF Client’s supporters    


Note. Abbreviations: Patient-Reported Outcomes Measurement Information System (PROMIS), Creating Health Outcomes 
Integrated Self-Assessment (CHOIS), Mental Health Statistics Improvement Program (MHSIP), Illness Management and 
Recovery Scale – Family or Friend Version (IMR-FF).  


*Follow-up should occur at regular intervals according to contact frequency. See the TEAM-CSS Assessment Completion 
Decisions Flow Chart for more information.   
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General Form Completion Guidelines 
Please review the following instructions and reminders for completing assessment forms. Additional 
information about specific forms can be found on pages 11-36. 


FOR OFFICE USE ONLY section. Program staff should complete the FOR OFFICE USE ONLY section at the 
bottom of each form. In addition, add the Client ID and the Assessment Date (i.e., date the assessment 
was completed) at the bottom of each page of the staff-completed forms. This helps ensure that 
assessments forms are linked to the appropriate clients and assessment time points. 


 


Selecting one versus multiple response options. Radio buttons (circles) indicate when only one choice 
must be selected. Checkboxes indicate that the respondent may select all choices that apply. 


Unavailable information. Clinicians are encouraged to complete each item on the Intake Assessment 
and Clinician Assessment. However, in cases when the clinician does not have adequate knowledge to 
respond to an item, a client does not wish to provide the necessary information, or an item is not 
relevant to a client’s plan (as may be the case for Key Outcomes or Goals items), the clinician should, 
select one of the following response options: 


 Unknown/not reported: Information about the client is not available at the time of assessment. 
 Item not assessed: The clinician cannot complete the item because the item was not assessed at the 


time (e.g., when information requested is not relevant to a client’s treatment plan).  


Identifying the reason for non-completion of an item helps determine if a response was skipped 
intentionally or in error. 


Encouraging completion of client- and family member-/friend-completed forms. When administering 
the PROMIS Global Health, CHOIS, or IMR – Family/Friend Version, the staff member administering the 
assessment should encourage the client, family member, friend, or other supporter to complete the 
entire form.  
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Importance of Program Evaluation 
As mental health staff, your primary goal is to help people you serve. This section explains how program 
evaluation activities can help you improve the work you do with your clients. 


What is program evaluation? 


Program evaluation is a systematic assessment of a program’s effectiveness. Data gleaned from a 
program evaluation may help to strengthen the quality of program services, thus, improving the positive 
impact on client outcomes. 


Why invest time in program evaluation activities? 


Helping clients. Evaluation may help track an individual’s recovery progress and inform treatment 
planning. It also promotes an integrated recovery orientation and facilitates communication between 
the client and clinician. For instance, administering client-reported measures conveys the importance of 
seeing the client as a whole person and expresses our interest in multiple aspects of their health and 
quality of life in addition to psychiatric symptoms. 


Continuous program improvement. Program evaluation involves systematically collecting information 
about the effect that a program is having on the people it serves. In addition, program evaluation may 
capture information about how integrated and culturally appropriate programs are. This information 
can help us adjust and improve programs to better meet the needs of our clients.  


Accountability. Program evaluation helps demonstrate how well a program meets its goals, how well a 
program is implemented as planned, and whether target populations are receiving adequate services. 
Additionally, participation in program evaluation activities may help improve the chances of securing 
future funding to continue and grow beyond current funding sources and expand new services or sites. 


How can evaluation data help the people you serve? 


Evaluation data may be used to supplement clinician opinion through providing a means of documenting 
and measuring recovery progress and outcomes. In addition, outcome assessments may help identify 
strengths that may encourage recovery and increase a client’s health and quality of life. Finally, 
collecting evaluation data may enhance the therapeutic dialogue and, as a result, increase client 
involvement in treatment planning, encourage shared goals and recovery monitoring, and increase the 
sharing of information between treatment team members.  


What are the benefits of self-assessment? 


The measures described in this manual include client self-assessments (i.e., PROMIS-Global Health, 
CHOIS). In addition to providing information for providers, administering self-assessments to clients can 
be therapeutic. Benefits include: 


 Helping clients prepare for meetings with health care professionals by identifying the issues that are 
important for them to discuss 


 Increasing client involvement in treatment planning 
 Providing milestones for collaborative goal-setting 
 Helping a client understand the clinician’s recovery orientation 
 Increasing  a client’s awareness of his or her strengths 
 Helping a client acknowledge or become aware of personal challenges and their impact 
 Decreasing stigma about mental health issues
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Frequently Asked Questions 
Who should complete the Intake Assessment or Clinician Assessment (IMR, MORS, Key Outcomes, and 
Goals)? 


Mental Health Staff should complete the Intake Assessment and Clinician Assessment to measure client 
recovery. For cases in which clients see several different program staff at intake and throughout their 
involvement in the treatment program, the clinical staff member who works most closely with the client 
throughout the therapeutic process should complete the Clinician Assessment. This can be any staff 
member who has received training in the delivery of health services (e.g., team leader, case manager, or 
clinician).  


What should a clinician do if s/he cannot answer an item on the Intake Assessment or Clinician 
Assessment? 


Clinicians are strongly encouraged to complete each item on the Intake and Clinician Assessment. 
However, in cases when the clinician does not have adequate knowledge to respond to an item, a client 
does not wish to provide the necessary information, or an item is not relevant to a client’s treatment 
plan or recovery goals (as may be the case for Key Outcomes or Goals items), the clinician should select 
“Unknown/not reported” or “Item not assessed” as appropriate. 


Who should complete the CHOIS? 


Clients should complete the CHOIS. 


Who should complete the PROMIS Global Health? 


Clients should complete the PROMIS Global Health. 


Who should complete the IMR-FF? 


The IMR-FF may be completed by family members, friends, or other key figures in a client’s life who 
provide recovery support. 


What should I do if a person has difficulty reading the CHOIS? 


Program staff may help clients complete the CHOIS through interviews. 


What should I do if a client would like help completing the CHOIS or PROMIS Global Health? 


Staff may help a client complete the CHOIS if he/she requires assistance. In addition, if a client cannot 
complete the entire CHOIS form, the PROMIS Global Health may act as a substitute. If a client completes 
an assessment as an interview, mark the checkbox next to “Check this box if assessment completed as 
interview” located at the end of the form.  


What should I do if a client cannot complete the CHOIS or PROMIS Global Health? 


If the client is unable to complete the assessment, indicate the reason in the FOR OFFICE USE ONLY 
section at the end of the form. 
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ADDITIONAL INFORMATION ABOUT THE TEAM-CSS 


ASSESSMENT MEASURES 
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Intake Assessment 
Aim: The Intake Assessment captures a client’s demographic information as well as details about his or 
her program enrollment (i.e., referral source, enrollment date). 


 


  


Conceptual Foundation: Information about enrollment and demographics can be used to analyze goals 
regarding number of clients served, special populations, and disparities in outcomes and care. 
Information on demographics in relation to client satisfaction, outcomes, and service/treatment data 
may allow programs, counties, and the state to make key decisions regarding programs and services 
offered and also provide information to inform funding decisions addressing disparities in care among 
special populations.  


Development: Intake Assessment items were developed as part of the CSS Tracking, Monitoring, and 
Evaluation Systems Project. Item selection was guided by stakeholder input and a review of existing 
measures, rules, and regulations for data collection from various California agencies. 


Populations: The Intake Assessment is appropriate for all treatment populations. 


Service Settings: The Intake Assessment may be used in various service settings. 


Languages: The Intake Assessment is available in English. 


Administration: The Intake Assessment should be completed in conjunction with a client’s first 
appointment along with the Clinician Assessment. 
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Clinician Assessment 
AIM: The Clinician Assessment comprises multiple outcome measures: the Illness Management and 
Recovery Scale (IMR), Milestones of Recovery Scale (MORS), Key Outcomes, Goals, and Discharge 
Information (only collected when a client leaves the program). 


 


 


Conceptual Foundation: Measures included in the Clinician Assessment provide information about the 
client’s recovery progress from the clinician’s perspective.  


Development: The Clinician Assessment was developed as part of the CSS Tracking, Monitoring, and 
Evaluation Systems Project. An evaluation advisory group, subject matter experts, and literature were 
consulted to identify potential measures for use in a tracking, monitoring, and evaluation system. Data 
elements included in the measures were mapped onto data needs and requirements in order to identify 
the measures that could capture the necessary instruments without undue burden. The validated 
measures selected through this process include the IMR and the MORS. The Key Outcomes and Goals 
measures were developed based on feedback from stakeholders and reviews of existing assessments. 


Populations: The Clinician Assessment is appropriate for all treatment populations. 


Service Settings: The Clinician Assessment may be used in various service settings. 


Languages: The Intake Assessment is available in English. 


Administration: Clinicians should complete the Clinician Assessment at intake, whenever there is a 
follow-up, and at discharge. 


Detailed information about each of the measures included in the Clinician Assessment is available on the 
following pages. 
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Clinician Assessment: Illness Management and Recovery Scale 


Aim: Mueser et al. developed the Illness Management and Recovery (IMR) surveys1 (i.e., Practitioner 
Outcome Survey and Consumer Outcome Survey) to measure outcomes targeted by the Illness 
Management and Recovery Program, an evidence-based intervention designed to assist individuals with 
psychiatric disabilities to develop personal strategies to manage their mental illness and advance toward 
their goals.  


Conceptual Foundation: The IMR scale was developed as a measure of illness management, based on 
the stress-vulnerability model of severe mental illness (SMI). According to this model, the severity of a 
mental illness and likelihood of relapses are determined by the interaction between biological 
vulnerability and socio-environmental stressors. Biological vulnerability can be reduced by adherence to 
prescribed medications and reduction or avoidance of alcohol or drug use. The effects of stress on 
vulnerability can be reduced by improved coping skills, social support, and involvement in meaningful 
activities. 


Development: Consumers/survivors, families/friends of consumers/survivors, members of racial and 
ethnic minority groups, providers, researchers, and advocates contributed to the development of the 
instrument. Items were generated by IMR program practitioners and consumers in order to tap the 
various content areas targeted by the IMR program with as few items as possible. Feedback was 
obtained from other clinicians and consumers about item selection and wording, and modifications 
were made accordingly. The IMR Scale included in this TEAM-CSS was modified from the IMR 
Practitioner Outcome Survey with permission from the measure’s developers. 


Items and Domains: The IMR Scale included in TEAM-CSS comprises 15 items with a 5-point Likert-type 
response scale wherein response anchors vary depending upon the item. The IMR is divided into three 
domains (i.e., Recovery, Management, and Substance). In addition, each item addresses a different 
aspect of illness, management, and recovery.  


Populations: The IMR Scale is intended for assessing adults from diverse ethnic/racial backgrounds who 
have been diagnosed with a serious mental illness, including those who have a dual diagnosis.  


Service Settings: The IMR Scale is intended for use in an array of service settings including the criminal 
justice system, inpatient service settings, outpatient service settings, peer-run programs, and residential 
service settings. Validation was conducted using a sample of respondents drawn from an outpatient 
service setting. 


 


  


                                                           


1 Mueser, K., Gingerich, S., Salyers, M., McGuire, A., Reyes, R. , & Cunningham, H. (2004). The Illness Management 
and Recovery (IMR) Scales. Concord, NH: New Hampshire Dartmouth Psychiatric Research Center.  
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Scoring and Interpretation 


The IMR yields a Total IMR Score and three subscale scores indicating the provider’s perception of the 
client’s recovery, mental health management, and impairment of functioning through alcohol and/or 
drug use. Higher scores indicate increased progress toward illness management and recovery and 
reduced substance use-related impairment 


Subscale Scores 


Items included in the subscales are listed below. For each subscale, calculate scores as indicated. 


Recovery Subscale  


Average of the following items: 


1. Progress towards personal goals: In the past 3 months, s/he has come up with… 


2. Knowledge: How much do you feel s/he knows about symptoms, treatment, coping strategies 
(coping methods), and medication? 


4. Contact with people outside of the family: In a normal week, how many times does s/he talk to 
someone outside of his/her family (like a friend, co-worker, classmate, roommate, etc.)? 


8. Relapse Prevention Planning: Which of the following would best describe what s/he knows and 
has done in order to not have a relapse?  


12. Involvement with self-help activities: How involved is he or she in consumer-run services, peer 
support groups, Alcoholics Anonymous, drop-in centers, WRAP (Wellness Recovery Action Plan), or 
other similar self-help programs? 


Management Subscale 


Average of the following items: 


6. Symptom distress: How much do symptoms bother him/her? 


7. Impairment of functioning: How much do symptoms get in the way of him/her doing things that 
s/he would like to do or needs to do?  


9. Relapse of symptoms: When is the last time s/he had a relapse of symptoms (that is, when 
symptoms have gotten much worse)?  


11. Coping: How well do you feel that s/he is coping with his or her mental or emotional illness from 
day to day? 


Substance Subscale 


Minimum of the following items: 


14. Impairment of functioning through alcohol use: Drinking can interfere with functioning when it 
contributes to conflict in relationships; to financial, housing, and legal concerns; to difficulty attending 
appointments or focusing during them; or to increases of symptoms. Over the past 3 months, did 
alcohol use get in the way of his/her functioning? 


15. Impairment of functioning through drug use: Using street drugs and misusing prescription or 
over-the-counter medication can interfere with functioning when it contributes to conflict in 
relationships; to financial, housing and legal concerns; to difficulty attending appointments or 
focusing during them; or to increases of symptoms. Over the past 3 months, did drug use get in the 
way of his/her functioning? 
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Items not included in a subscale 


3. Involvement of family and friends in his/her mental health treatment: How much are family 
members, friends, boyfriends or girlfriends, and other people who are important to him/her (outside 
the mental health agency) involved in his or her health treatment? 


5. Time in structured roles: How much time does s/he spend working, volunteering, being a student, 
being a parent, taking care of someone else or someone else’s house or apartment? That is, how 
much time does s/he spend doing activities that are expected of him or her for or with another 
person? (This would not include self-care or personal home maintenance.) 


10. Psychiatric hospitalizations: When is the last time s/he has been hospitalized for mental health or 
substance abuse reasons? 


13. Using medication effectively: How often does s/he take medication as prescribed? 


Total Score 


To compute the Total IMR Score, calculate the average of Items 1-15.  


Additional Guidelines for Calculating Domain and Overall Symptom Scores 


 Missing Items: Subscale and Total IMR Scores should be the average of completed items. An 
individual must complete at least half of the items in the scale in order to calculate its score.  


 Measuring Client Recovery: Clinical meaningfulness is determined using the Minimal Important 
Difference (MID), which represents the smallest improvement in a scale score that would indicate an 
observable change. If the difference between a client’s baseline and follow-up scores on a specific 
scale is greater than the MID, that client is considered to have achieved a clinically meaningful 
change for that outcome. 


MID estimates for the IMR are provided in the table below and are based on findings from an 
evaluation of Los Angeles Mental Health Services Act (MHSA) Innovation programs.2 


Minimal Important Difference Estimates for IMR 


Scale MID Estimate 


Overall IMR  0.3 


IMR Recovery  0.4 


IMR Management  0.4 


IMR Substance Use  0.8 


 


 


                                                           


2 Adapted from a report published by Los Angeles Department of Mental Health, Health Services Research Center, 
Harder + Company Community Research, and University of Southern California School of Social Work in 2014: Los 
Angeles County MHSA Innovation Program Annual Report, December 2014. 
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Clinician Assessment: Milestones of Recovery Scale 


Aim: The Milestones of Recovery Scale (MORS) was developed by David Pilon, Ph.D. and Mark Ragins, 
M.D., in collaboration with the California Association of Social Rehabilitation Agencies (CASRA) to 
provide mental health agencies with a tool to assess the objective and observable behavioral correlates 
(i.e., “milestones”) of recovery. 


Conceptual Foundation: Mental health recovery is a concept that is evolving through greater 
understanding of the lived experience of resilience and rebound among people with serious psychiatric 
disabilities. The focus on recovery has significant implications for the types of mental health services 
offered, the manner in which they are delivered, as well as the way in which the effectiveness of mental 
health programs are evaluated. 


Development: The three underlying dimensions of the MORS were developed based upon feedback 
from a workgroup of 50 administrators, clinicians, and consumers in the mental health field. The MORS 
assesses a client’s/consumer’s (a) level of risk, which considers the likelihood of them physically harming 
oneself or others, their level of participation in risky or unsafe behaviors, and their level of co-occurring 
disorders; (b) level of engagement within the mental health system; and (c) level of skills and supports, 
which is a measure of the client’s/consumer’s abilities and support network, and their level of need from 
support staff. The MORS was psychometrically tested at The Village, a multi-service organization located 
in Long Beach, CA that serves individuals who are homeless and have mental illness, and Vinfen 
Corporation, a large provider of housing services to people with mental illness in Boston, MA.3 


Items and Domains: Clients are given one of eight ratings: extreme risk, experiencing high risk/not 
engaged with mental health providers, experiencing high risk/engaged with mental health providers, not 
coping successfully/not engaged with mental health providers, not coping successfully/engaged with 
mental health providers, coping successfully/rehabilitating, early recovery, or advanced recovery. Raters 
are instructed to select the level describing the modal milestone of recovery that an individual displayed 
over the past month. 


Populations: The MORS is intended for use with adults from diverse ethnic/racial backgrounds who have 
been diagnosed with a serious mental illness or who have a dual diagnosis. Individuals from several 
ethnic/racial groups were included in the sample during testing at The Village: Black or African 
American, White, Hispanic or Latino (limited testing), Asian (limited testing) and limited testing with 
members from other minority groups. Individuals from several ethnic/racial groups were also included 
in the sample during testing at Vinfen Corporation. 


Service Settings: The MORS is intended for use with individuals who receive services in outpatient 
service settings, peer-run programs, residential service settings, and comprehensive community support 
programs. Testing of the instrument included data gathered from individuals receiving services in many 
of these settings. 


Languages: The MORS is available in English. 


                                                           


3 Fisher, D. G., Pilon, D., Hershberger, S. L., Reynolds, G. L., LaMaster, S. C., & Davis, M. (2009). Psychometric 
properties of an assessment for mental health recovery programs. Community Mental Health Journal, 45, 246-250. 
doi: 10.1007/s10597-009-9213-8  
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Using the MORS 


Scoring 


Select the level that describes the modal milestone of recovery that an individual displayed over the 
past month. 


Measuring Client Recovery 


The Minimal Important Difference (the smallest improvement in a scale score that would indicate an 
observable change in client health) for MORS is 1, which is the smallest observable change for that scale. 
Although the MORS is not a linear scale, higher MORS ratings are associated with greater recovery.  


“Introduction to MORS” training is required for all staff using the MORS to rate client recovery. For 
information on obtaining MORS training, contact Mental Health America Los Angeles via email 
(MORS@mhala.org) or phone (562-645-3222). 
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Clinician Assessment: Key Outcomes 


Aim: The Key Indictors component of the Clinician Assessment was developed as part of the Community 
Services and Supports (CSS) Tracking, Monitoring, and Evaluation Systems Project. Items were intended 
to address specific domains that may be pertinent for client recovery. 


Conceptual Foundation: The Key Outcomes were developed to track improvement in the main areas 
affecting clients receiving CSS services. These domains include housing, employment, and critical events 
(i.e., emergency interventions, hospitalizations, and incarceration). 


Development: Selection of data elements to include in the Key Outcomes and development of items 
were informed by an evaluation advisory group that was composed of subject matter experts, providers, 
and individuals with lived experience. 


Items and Domains: Key Outcomes include the following domains: Housing, Employment, Critical 
Events, and Health. Each domain includes 2-3 items. 


Populations: Key Outcomes are appropriate for use with transition age youth, adults, and older adults. 


Service Settings: Key Outcomes can be used within a variety of service settings. 


Languages: Key outcomes items are available in English. 
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Clinician Assessment: Goals 


Aim: Eight items measuring housing, education, mental health, substance use, physical health, social 
health, family unification, and employment goal planning are included for clients for whom these goals 
are relevant or appropriate. 


Conceptual Foundation: Achieving goals is key in aiding and achieving recovery, self-sufficiency, and 
integration into the community. 


Development: The Goals items were developed as part of the CSS Tracking, Monitoring, and Evaluation 
Systems Project. Items were selected based on input from an evaluation advisory group that included 
subject matter experts, providers, and individuals with lived experience. 


Items and Domains: The goals measure includes eight common goal areas:


 Employment 
 Housing 
 Education 
 Mental Health 


 Substance Use 
 Family Reunification 
 Social Health 
 Physical Health 


Progress toward goals is rated on a scale of 1 (Achieved goal) through 4 (No progress). The option, No 
goal, may be selected if the client does not have a particular goal on his or her treatment plan. 


Populations: The Goals measure is intended for use with adults from diverse ethnic/racial backgrounds.  


Service Settings: The Goals measure may be used in a variety of treatment settings. 


Languages: The Goals form is available in English. 
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Clinician Assessment: Discharge Information 


Aim: Discharge Information captures service information related to a client exiting a program. 


Conceptual Foundation: Information about discharge can be used to track the length of time clients 
spend in a program, the reason clients leave the program (e.g., movement to a higher level of care, 
refusal of services), and whether clients are linked to other services (e.g., social services agency, 
homeless shelter, primary care) when they are discharged. 


Development: The Discharge items were developed as part of the CSS Tracking, Monitoring, and 
Evaluation Systems Project. Items were selected based on input from an evaluation advisory group that 
included subject matter experts, providers, and individuals with lived experience and/or modified from 
items on the Client and Service Information System (CSI) or Data Collection and Reporting System (DCR). 


Populations: Discharge items are intended for use with adults from diverse ethnic/racial backgrounds.  


Service Settings: Discharge items may be used in a variety of treatment settings. 


Languages: Discharge items are available in English. 
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Patient-Reported Outcomes Measurement Information System - 
Global Health 
Aim: The Patient-Reported Outcomes Measurement Information System Global Health short form 
(PROMIS Global Health) is a self-report measure that assesses general domains of health and 
functioning, including overall physical health, mental health, social health, pain, fatigue, and overall 
perceived quality of life.4 


Conceptual Foundation: The Patient-Reported Outcomes Measurement Information System (PROMIS) is 
a system of patient-reported health status measures of mental, physical, and social well-being.  The 
system was designed for use in diverse research and clinical settings to assess symptoms and functions 
across various conditions and enhance communication between clients and their providers. The PROMIS 
Global Health Scale is a 10-item patient-reported assessment of symptomatology, functioning, and 
health-related quality of life.  


Development: The instruments included in the PROMIS were developed using a rigorous method to 
ensure psychometric validity. First, comprehensive literature searches were performed to identify well-
established measures. Next, focus groups were conducted to ensure that concept areas were fully 
covered. Additionally, an item-review process identified items that were poorly written, unclear, or 
redundant. Cognitive interviews were conducted through which items were reviewed by individuals in 
various demographic groups who provided their input on the clarity and relevance of items. The 
following stage involved testing items by collecting responses from community and clinical samples and 
calibrating items to build item banks. Finally, validity studies were conducted.5  


Items and Domains: The tool covers five domains (physical function, fatigue, pain, emotional distress, 
and social health) as well as perception of general health. Each item assesses domains on a 5-point scale 
with the exception of one item measuring pain intensity on an 11-point scale. Items can be administered 
individually or combined to create separate scores for physical and mental health. 


Populations: The PROMIS Global Health is appropriate for all adults (18+) of various genders, ages, 
ethnic/race groups, and education levels.  


Service Settings: The PROMIS Global Health may be used in a variety of clinical and research settings. 


Languages: Available languages include English, Spanish, Simplified Chinese, and American Sign 
Language. A list of PROMIS Global Health translations is available at http://www.healthmeasures.net
/explore-measurement-systems/promis/intro-to-promis/available-translations. 


Administration: The PROMIS Global Health should be administered within 30 days of intake, during 
follow-ups, and upon “discharge”/”graduation” from the program.  


More information about the PROMIS Global Health and other PROMIS instruments can be found on 
the PROMIS website: http://www.nihpromis.com. 


                                                           


4 Hays, R. D., Bjorner, J. B., Revicki, D. A., Spritzer, K. L., & Cella, D. (2009). Development of physical and mental 
health summary scores from the patient-reported outcomes measurement information system (PROMIS) global 
items. Quality of Life Research 18, 873-880. doi: 10.1007/s11136-009-9496-9  


5 Adler, D. N. (2007). Developing the patient-reported outcomes measurement information system (PROMIS). 
Medical Care, 45(5), S1-S2. Retrieved from http://journals.lww.com/lww-medicalcare/toc/2007/05001. 
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Scoring  


The PROMIS Global Health form is a self-report measure that comprises 10 items that assess general 
domains of health and functioning, including overall physical health, mental health, social health, pain, 
fatigue, and overall perceived quality of life. Item scores can be calculated to create a Global Physical 
Health scale and a Global Mental Health Scale. 6,7 


TEAM-CSS includes data entry and dashboard tools to help calculate PROMIS Global Health. 


Calculating the Global Physical Health and Global Mental Health Scores 


Instructions for calculating subscale scores and items included in each subscale are detailed below. 


Global Physical Health 


Raw Global Physical Health scores range from 4 through 20. Calculate the Global Physical Health score 
by summing scores for the following four items: 


3. In general, how would you rate your physical health? 


7. To what extent are you able to carry out your everyday physical activities such as walking, climbing 
stairs, carrying groceries, or moving a chair? 


9. How would you rate your fatigue on average? 


10. How would you rate your pain on average?* 


*Scores for Item 10 should be recoded so that high scores reflect better functioning. 


Recoding Item 10: How would you rate your pain on average? 
 


Original Rating Recoded Value 


0 (no pain) 5 


1 4 


2 4 


3 4 


4 3 


5 3 


6 3 


7 2 


8 2 


9 2 


10 (Worst pain imaginable) 1 


 


 


                                                           


6 Hays, R.D., Bjorner, J.B., Revicki, D.A., Spritzer, K. L., & Cella, D.  (2009). Development of physical and mental 
health summary scores from the patient-reported outcomes measurement information system (PROMIS) global 
items. Quality of Life Research, 18(7), 873-880. doi:10.1007/s11136-009-9496-9 


7 Scoring instructions were adapted from “Scoring PROMIS Global Short Form,” which is available from 
https://www.assessmentcenter.net/ 
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Global Mental Health 


Raw Global Mental Health scores range from 4 through 20. Calculate the Global Mental Health score 
by summing scores for the following four items: 


2. In general, would you say your quality of life is: 


4. In general, how would you rate your mental health, including your mood and your ability to think? 


5. In general, how would you rate your satisfaction with your social activities and relationships? 


8. How often have you been bothered by emotional problems such as feeling anxious, depressed, or 
irritable? 


Raw Score to T-Score Conversions 


PROMIS Global Health scores may be converted into T-score values (see “Scoring PROMIS Global Short 
Form” available from https://www.assessmentcenter.net). T-score distributions are standardized such 
that a score of 50 represents the average for the US general population, and the standard deviation 
around the mean is 10 points. Higher scores indicate improvements in health. The client must have 
completed all items in the corresponding subscale in order to use the conversion tables below. 


 


  


Global Physical Health  Global Mental Health 


Raw Score T-Score Standard Error (SE) 


4 16.2 4.8 


5 19.9 4.7 


6 23.5 4.5 


7 26.7 4.3 


8 29.6 4.2 


9 32.4 4.2 


10 34.9 4.1 


11 37.4 4.1 


12 39.8 4.1 


13 42.3 4.2 


14 44.9 4.3 


15 47.7 4.4 


16 50.8 4.6 


17 54.1 4.7 


18 57.7 4.9 


19 61.9 5.2 


20 67.7 5.9 
 


 Raw Score T- Score Standard Error (SE) 


4 21.2 4.6 


5 25.1 4.1 


6 28.4 3.9 


7 31.3 3.7 


8 33.8 3.7 


9 36.3 3.7 


10 38.8 3.7 


11 41.1 3.6 


12 43.5 3.6 


13 45.8 3.6 


14 48.3 3.7 


15 50.8 3.7 


16 53.3 3.7 


17 56.0 3.8 


18 59.0 3.9 


19 62.5 4.2 


20 67.6 5.3 
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Creating Healthy Outcomes Integrated Self-Assessment 
Aim: The Creating Healthy Outcomes Integrated Self Assessment (CHOIS) is a client-completed measure 
that reflects mental health issues from the client’s perspective. It was designed to:  


 assess mental health needs and changes when used pre- and post-treatment in mental healthcare 
settings 


 screen for potential mental health issues in programs that do not focus primarily on mental health 
(e.g., primary care, non-psychiatric hospitals, substance use treatment) 


Development: The CHOIS was developed through collaboration between academic clinical psychologists 
with expertise in measurement, health outcomes and screening experts, county mental health 
administrators, mental health program directors, frontline staff, and individuals who use mental health 
services.8 The instrument includes items derived from the National Institutes of Health PROMIS system. 
Other items were developed based on stakeholder input. 


Mental Health Domains: The CHOIS consists of 31 questions that assess eight mental health domains. 
For each item of these items, clients indicate how often they experienced symptoms in the last 7 days. 
Response options range from 0 (Never) to 4 (Always). 


CHOIS mental health domains include: 


 Depression 
 Anger 
 Anxiety 


 Cognitive/Memory 
 Psychosis 
 Suicidal Ideation 


 Substance Use 
 Positive Recovery


Additional Items: In addition, the CHOIS includes one question that assesses the impact of mental health 
symptoms, one question that assesses emotional and/or mental health problems for clients’ children, 
and one question that can be used to screen for mental health issues. 


The annotated CHOIS form on the following page identifies specific items that comprise each domain. 


Populations: The CHOIS is intended for use with clients from diverse ethnic/racial backgrounds, and has 
been used to assess clients who have had a mental health diagnosis. The assessment is appropriate for 
use with transition age youth (ages 16-25), adults (ages 26-59), and older adults (ages 60+). 


Service Settings: The CHOIS is appropriate for mental health treatment programs. It can also be used in 
service settings that do not focus primarily on mental health issues as a screening tool. 


Languages: The CHOIS is available in English, Spanish, and Vietnamese. Other language versions are 
expected to be developed. Contact Dr. Andrew Sarkin (asarkin@ucsd.edu) for more information. 


Administration: The CHOIS may be used within 30 days of intake to screen for potential mental health 
issues. In order to assess client progress, the CHOIS should be administered during follow-ups and upon 
“discharge”/”graduation” from the program.  


 


                                                           


8 Sarkin, A., J., & Sklar, M. A. (2014). Creating CHOIS: A Recovery Oriented PROMIS-Based Measure for Mental 
Health Screening and Outcomes. International Journal of Translation & Community Medicine, 02(04), 32-36. 
http://dx.doi.org/10.19070/2333-8385-140006 
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Annotated Creating Healthy Outcomes: Integrated Self-Assessment (CHOIS) 


32. How difficult have any problems reported here made it for you to do your daily activities, 
work (including school), take care of things at home, or get along with other people? 


0Not difficult at all 


1Somewhat difficult 


2Very difficult 


3Extremely difficult 
 


33. Would you like to speak with someone about mental health issues for yourself, your spouse, 
your children, your parent, another family member, or a friend? 


0 No 1 Yes 
 


© 2017 Regents of the University of California. Developed at UC San Diego Health Services Research Center. For inquiries, please contact Andrew J. Sarkin (asarkin@ucsd.edu). 
PROMIS VERSION 1.0 (www.nihpromis.org) holds copyright for items 1-5 & 7-11. 


Please answer the following questions to help us serve you better. 


In the last 7 days… Never Rarely Sometimes Often Always 


1. I felt sad. 0 1 2 3 4 


2. I felt depressed. 0 1 2 3 4 


3. I felt helpless. 0 1 2 3 4 


4. I felt worthless.  0 1 2 3 4 


5. I felt hopeless. 0 1 2 3 4 


6. I felt little interest or pleasure in things I used to enjoy. 0 1 2 3 4 


7. I felt angry. 0 1 2 3 4 


8. I stayed angry for hours. 0 1 2 3 4 


9. I felt angrier than I thought I should. 0 1 2 3 4 


10. I felt fearful. 0 1 2 3 4 


11. I found it hard to focus on anything other than my anxiety. 0 1 2 3 4 


12. My worries overwhelmed me.  0 1 2 3 4 


13. Thoughts entered my mind that I had trouble getting rid of. 0 1 2 3 4 


14. I did things I couldn’t resist or did things more often than I should. 0 1 2 3 4 


15. I had disturbing memories or images of a stressful experience. 0 1 2 3 4 


16. I had memory problems, such as forgetting names or appointments. 0 1 2 3 4 


17. I had difficulty thinking clearly while doing familiar tasks. 0 1 2 3 4 


18. I believed people were following or trying to harm me or my family. 0 1 2 3 4 


19. I heard voices that no one else could hear.  0 1 2 3 4 


20. I had thoughts of ending my life or harming myself.   1 2 3 4 


21. My child(ren) had emotional and/or behavioral problems. 


-99Check here if you do not have any children living at home.  


0
1 2 3 4 


22. I felt good about myself. 0 1 2 3 4 


23. I had goals and worked towards achieving them.  0 1 2 3 4 


24. I felt hopeful about the future.  0 1 2 3 4 


25. I was able to handle things. 0 1 2 3 4 


26. I felt happy.  0 1 2 3 4 


27. I had energy and was full of life.  0 1 2 3 4 


28. I felt spiritually connected.  0 1 2 3 4 


29. I had contact with people that care about me.  1 2 3 4 


30. I lived in a home that made me feel safe. 0 1 2 3 4 


31. I used substances (alcohol, illegal drugs, etc.) too much. 0 1 2 3 4 


Impact 


 


Screening 


 


DEPRESSION DOMAIN 


ANXIETY DOMAIN 


Obsession 


Compulsion 


Trauma 


COGNITIVE/MEMORY DOMAIN 


PSYCHOSIS DOMAIN 


SUICIDAL IDEATION DOMAIN 
 


Children 


POSITIVE RECOVERY DOMAIN 
 


SUBSTANCE USE DOMAIN 
 


ANGER DOMAIN 
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Presenting the CHOIS to Clients 


Self-assessment has benefits beyond providing information for providers. In addition to screening for 
mental health issues and measuring a client’s progress, the CHOIS may be used as a means of initiating 
discussion between clients and providers and increasing a client’s awareness of his or her mental health 
needs and strengths. 


A few potential benefits of using the CHOIS include: 


 Increased feeling of involvement in treatment planning 
 Increased self-awareness of strengths 
 Increased awareness of challenges and their impact 
 Decreased stigma about mental health issues 
 Means to identify recovery milestones 


In order to maximize the benefits of the CHOIS, providers should frame the measure as an important 
part of integrated care when administering it to clients. The CHOIS should be presented as a tool to: 


 Engage clients in taking charge of his or her own health 
 Track progress 
 Encourage discussion about needs and goals 
 Identify personal strengths 
 Set goals for shared decision-making 


 


 
  


CHOIS Coversheet 


The coversheet included with the CHOIS will help communicate the purpose of the CHOIS to clients. 
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Scoring 


Calculating Scores 


The information provided in this section details how CHOIS scores are calculated. TEAM-CSS contains a 
data entry and reporting spreadsheet that automatically calculates scores for the CHOIS as well as the 
other assessments described in this manual. TEAM-CSS is available from the MHSOAC. 


Item Scores 


Scores for items 1-31 range from 0 (Never) through 4 (Always): 0 = Never, 1 = Rarely, 2 = Sometimes, 3 = 
Often, 4 = Always.  


Domain Scores 


For each domain, calculate the average item score from each item in the domain. An individual must 
complete at least half of the items in a domain for the domain score to be calculated.  


 Depression (Items 1-6) 
 Anger (Items 7-9) 
 Anxiety (Items 10-15) 
 Cognitive/Memory (Items 16-17) 


 Psychosis (Items 18-19) 
 Suicidal Ideation (Item 20) 
 Positive Recovery (Items 22-30) 
 Substance Use (Item 31) 


Higher scores indicate greater severity of symptoms for the following scales: Depression, Anger, Anxiety, 
Cognitive/Memory, Psychosis, Suicidal Ideation, and Substance Use. Conversely, a lower score for the 
Positive Recovery subscale indicates an increase in personal strengths. 


Overall Symptom Score 


An overall symptom score can be calculated by averaging the items in the following subscales (i.e., Items 
1-20): 


 Depression  
 Anger  
 Anxiety  


 Cognitive/Memory  
 Psychosis  
 Suicidal Ideation 


Note: The Positive Recovery and Substance Use domains should not be included in the calculation of the 
overall symptom score.  


At least 10 items from the symptom subscales listed above must be completed to calculate an overall 
symptom score. 


Additional Guidelines for Calculating Domain and Overall Symptom Scores 


Missing Items 


Domain and Overall Symptom Scores should be the average of completed items. An individual must 
complete at least half of the items in a domain in order to calculate a score for that domain. Similarly, 
half of the symptom items from the symptom domains (i.e., all symptom domains excluding Substance 
Use) must be complete to calculate an Overall Symptom Score.  
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Handling Multiple Selections  


Use the following guidelines when an individual selects more than one answer option to calculate 
domain and overall symptom scores. 


Two adjacent options are marked: If two neighboring answer choices are marked, calculate scores 
using the choice that is closer to the center of the scale (i.e., the choice that is closest to Sometimes). 


Example: 


 


For Item #1 above, the item score used for calculating the domain and overall symptom score 
should be 2 (Sometimes). For Item #2, the item score used should be 1 (Rarely). 


Two options are marked and separated by one unmarked option: If two marked answer choices are 
separated by one unmarked option, calculate scores using the unmarked option in the middle. 


Example: 


 


For Item #1 above, the item score used for calculating the domain and overall symptom score 
should be 3 (Often). For Item #2, the item score used should be 2 (Sometimes). 


Two options are marked and separated by two or three unmarked options: If two marked answer 
choices are separated by two or three unmarked options, calculate scores using the option between 
the marked options that is closest to the center of the scale (Sometimes). 


Example: 


 


For Item #1 and Item #2, Sometimes is the centermost option in between the two marked options. 
For Item #3, Sometimes is the centermost option between the two marked options. Therefore, 
scale scores should be calculated using 2 (Sometimes) for all three items. 


Three or more answer choices marked: If an individual selects three or more answer choices for one 
item, that item should be considered missing. 


Example: 


 


Item #1 should not be included when calculating scale scores. 
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Interpretation 


Interpreting Individual Items 


Clinicians should follow-up with clients if s/he has a score of 2 or above (Sometime, Often, or Always) on 
individual symptom items. Scores of 3 or above (Often or Always) on the Positive Recovery items 
indicate areas of strength.  


When using the assessment for screening, if two or more answer choices are marked, the more severe 
or “dangerous” option should be considered. This helps to maximize the detection of potential mental 
health issues. 


Screening  


The CHOIS can be used as a screening tool to identify issues to explore further with an individual. Scores 
of 2 or above on any of the symptom domains indicate difficulties in specific areas of mental health. 
Higher scores on the Positive Recovery domain indicate more strengths. 


The impact item, “How difficult have any problems reported here made it for you to do your daily 
activities, work (including school), take care of things at home, or get along with other people?, ” can be 
used to determine how much of an effect a symptom has on a client’s life and may be useful in making a 
diagnosis. 


Note: The CHOIS should not be used as the sole determinant in making diagnoses. Rather, the measure 
should be used to prompt or guide discussions regarding an individual’s mental health. 


Measuring Client Progress 


If a follow-up assessment is available, it can be compared to previous assessments to provide an 
indication of a client’s progress toward recovery. A difference of 1 point on the individual domain scores 
or the overall symptoms core indicates a clinically meaningful change. 


Treat to Target 


The CHOIS can be used for “treat to target” therapy. Treat to target is a strategy in which treatment is 
aimed toward a specific goal set by the therapist and client, and measures are used to indicate how well 
a client is progressing. When using the CHOIS as a measure to determine if progress has been achieved, 
shared decision making should be used to determine a goal CHOIS score for the client. The 
recommended goals is one full point of improvement on a scale. 
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Frequently Asked Questions about the CHOIS 


Who should complete the CHOIS? 


All clients should complete the CHOIS. 


When should the CHOIS be administered? 


The CHOIS should be administered within 30 days of intake, at follow-ups, and/or at 
“discharge”/”graduation” from a program in order to track progress toward recovery. Programs that do 
not focus primarily on mental health issues should administer the CHOIS within 30 days of intake in 
order to use the instrument as a mental health-screening tool.  


Who should complete the CHOIS? 


People can complete the CHOIS in approximately 5 minutes. 


What should I do if a client has difficulty reading the CHOIS? 


Staff may help a client complete the Integrated Self-Assessment if he/she requires assistance. Program 
staff may help clients complete their CHOIS as an interview. If a client completes an assessment as an 
interview, mark the checkbox next to “Check this box if assessment completed as interview” in the FOR 
OFFICE USE ONLY section located at the bottom of the form. 


What should I do if a client is unable to complete the CHOIS? 


All clients should be encouraged to complete the CHOIS, and the instruments should be presented as a 
tool to aid in the discussion of mental health issues. However, if a client does not complete the 
assessment due to language or symptoms, or if s/he refuses to complete the assessment, indicate the 
reason for non-completion in the FOR OFFICE USE ONLY section.  


Is the CHOIS a validated instrument? A study conducted by Sarkin and Sklar demonstrated the 
psychometric validity of the measure when used as a screening measure and outcomes tool. 9 


How is the CHOIS scored? 


Items in the mental health domains are scored on a 5-point scale ranging from 0 (Never) to 4 (Always). 
An overall symptom score and domain scores can be calculated as follows. 


1. Overall symptom score: Average the 20 symptom items in the following domains: depression, 
anger, anxiety, cognitive/memory, psychosis, and suicidal ideation. Note: the overall symptom score 
excludes the substance use score. 


2. Domain scores: Average all items within each subscale. Lower scores indicate greater recovery for 
all subscales except Positive Recovery. An individual must complete at least half of the items in a 
domain for the domain score to be calculated. 


Whom should I contact if I want more information about the CHOIS? 


For questions about the CHOIS, contact Dr. Andrew Sarkin (asarkin@ucsd.edu). 


  


                                                           


9 Sarkin, A. J., & Sklar, M. A. (2014). Creating CHOIS: A Recovery-Oriented PROMIS-Based Measure for Mental 
Health Screening and Outcomes. International Journal of Translation & Community Medicine, 02(4), 32-36. 
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Mental Health Statistics Program Consumer Survey 
Aim: The Mental Health Statistics Program (MHSIP) Consumer Survey measures consumer perceptions 
of and satisfaction with the care they receive. The survey is used across the United States. California 
Counties are responsible for administering the MHSIP Consumer Survey (as part of the Consumer 
Perception Survey) during a set one-week period twice per year to all clients receiving services. 


Conceptual Foundation: The MHSIP Consumer Surveys for adults, youth, and children and families were 
developed as part of the Mental Health Statistics Improvement Program. They assess the client’s 
perception of access to services, quality of services, and appropriateness of care.10   


Development: The MHSIP Consumer Surveys were developed to complement the MHSIP Consumer-
oriented Report Card, which contains objective measures of the performance of mental health services, 
by providing subjective accounts from mental health clients.7  


Items and Domains: The MHSIP Consumer Survey for adults, which is included in TEAM-CSS, contains 36 
items assessing the following domains: general satisfaction, quality of services, participation in 
treatment, perception of access, and perceived outcomes, functioning, and social connectedness.  


Populations: The MHSIP Consumer Survey included in TEAM-CSS is appropriate for adult consumers. 


Service Settings:  The MHSIP Consumer Survey has been used in a variety of mental health care settings 
throughout the United States. 


Administration: The MHSIP is currently administered bi-annually in California. To ensure the validity of 
the MHSIP data collection and to protect clients’ confidentiality, the State restricts programs (but not 
counties) from seeing client level results. Therefore, certain limitations apply to the use of the TEAM-CSS 
MHSIP Consumer Survey, data entry sheet, and dashboard.  


These tools may be used as follows: 


 Programs that are required to collect MHSIP data by the State but would like to collect MHSIP data 
outside the State-required administration can use the TEAM-CSS tools. Tools may be used only for 
MHSIP data that were collected outside the State-regulated MHSIP data collection period. 


 Counties may enter and analyze MHSIP data collected during or outside the State regulated MHSIP 
data collection period. 


 Tools may be used by programs that are not required to collect MHSIP data by the State and have 
implemented their own data collection procedures. 


Data collection can follow the same protocols that clients, programs, and counties are already familiar 
with. Other administration schedules and protocols can be used (i.e., gathering satisfaction on all clients 
rather than a sample). 


Translations: The MHSIP Consumer Survey is available in English, Chinese, Hmong, Russian, Spanish, 
Tagalog, and Vietnamese from http://www.cibhs.org/post/adult-forms-without-qol-0. 


                                                           


10 Jerrell, J. M. (2006). Psychometrics of the MHSIP Adult Consumer Survey. Journal of Behavioral Health Services & 
Research, 33(4), 483-488. doi: 10.1007/s11414-006-9033-3 
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Scoring and Interpretation 


The MHSIP Consumer Perception Survey measures consumer perceptions of different aspects of 
satisfaction with mental health services. The measure is comprised of 36 items rated on a 5-point scale 
ranging from “Strongly Agree” to “Strongly Disagree.” These items make up seven domains: General 
Satisfaction, Access, Quality and Appropriateness, Participation in Treatment Planning, Outcomes, 
Functioning, and Social Connectedness. Higher scores indicate more positive consumer perceptions of 
services and outcomes.  


Subscale Scores 


For each subscale, calculate the average score of items within that subscale. Items included in each 
subscale are listed below. 


General Satisfaction 


1. I like the services that I received here. 


2. If I had other choices, I would still get services from this agency. 


3. I would recommend this agency to a friend or family member. 


Access 


4. The location of services was convenient (parking, public transportation, distance, etc.). 


5. Staff were willing to see me as often as I felt it was necessary. 


6. Staff returned my calls within 24 hours. 


7. Services were available at times that were good for me. 


8. I was able to get all the services I thought I needed. 


9. I was able to see a psychiatrist when I wanted to. 


Quality and Appropriateness 


10. Staff here believe that I can grow, change and recover. 


12. I felt free to complain. 


13. I was given information about my rights. 


14. Staff encouraged me to take responsibility for how I live my life. 


15. Staff told me what side effects to watch out for. 


16. Staff respected my wishes about who is, and who is not to be given information about my 
treatment. 


18. Staff were sensitive to my cultural background (race, religion, language, etc.). 


19. Staff helped me obtain the information I needed so that I could take charge of managing my 
illness. 


20. I was encouraged to use consumer-run programs (support groups, drop-in centers, crisis phone 
line, etc.). 
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Participation in Treatment Planning 


11. I felt comfortable asking questions about my treatment and medication. 


17. I, not staff, decided my treatment goals. 


Outcomes 


21. I deal more effectively with daily problems. 


22. I am better able to control my life. 


23. I am better able to deal with crisis. 


24. I am getting along better with my family. 


25. I do better in social situations. 


26. I do better in school and /or work. 


27. My housing situation has improved. 


28. My symptoms are not bothering me as much. 


Functioning 


28. My symptoms are not bothering me as much. 


29. I do things that are more meaningful to me. 


30. I am better able to take care of my needs. 


31. I am better able to handle things when they go wrong. 


32. I am better able to do things that I want to do. 


Social Connectedness 


33. I am happy with the friendships I have. 


34. I have people with whom I can do enjoyable things. 


35. I feel I belong in my community. 


36. In a crisis, I would have the support I need from family or friends. 


Additional Guidelines for Calculating Domain and Overall Symptom Scores 


Missing Items 


Subscale scores should be the average of completed items. An individual must complete at least half of 
the items in the scale in order to calculate its score.  
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Illness Management and Recovery Scale – Family or Friend Version 
Aim: The IMR - Family or Friend Version (IMR-FF) was adapted from the IMR Practitioner Survey to allow 
those who know the person in recovery very well, such as family members and other supporters, to 
participate in the process of assessing recovery progress.  


Conceptual Foundation: The IMR-FF gives supporters a means to provide input on a client’s recovery to 
healthcare providers and may reveal critical information that might not emerge during a usual 
appointment. The IMR-FF was modified with permission from the IMR Practitioner Outcome Survey.  


The IMR Surveys (i.e., the Practitioner Outcome Survey and the Consumer Outcome Survey) were 
developed as a measure of illness management, based on the stress-vulnerability model of severe 
mental illness (SMI). According to this model, the severity of a mental illness and likelihood of relapses 
are determined by the interaction between biological vulnerability and socio-environmental stressors. 
Biological vulnerability can be reduced by adherence to prescribed medications and reduction or 
avoidance of alcohol or drug use. The effects of stress on vulnerability can be reduced by improved 
coping skills, social support, and involvement in meaningful activities. 


Development: The IMR-FF was developed as part of the Community Services and Supports Tracking, 
Monitoring, and Evaluation Systems project commissioned by the MHSOAC and completed by the 
Health Services Research Center at the University of California San Diego. The form was based on the 
IMR Practitioner Outcome Survey, which was developed and validated by the Substance Abuse and 
Mental Health Services Administration. 


Items and Domains: The IMR-FF includes 15 Likert Scale items, with a 5-point response scale wherein 
response options vary by item. The subscales are divided into three domains (i.e., Recovery, 
Management, and Substance). In addition, each item addresses a different aspect of illness, 
management, and recovery.  


Populations: The IMR Family or Friend Version is intended to be completed by supporters to assess 
adults from diverse ethnic/racial backgrounds who have been diagnosed with a serious mental illness, 
including those who have a dual diagnosis.  


Service Settings: The IMR-FF may be used in an array of service settings including the criminal justice 
system, inpatient service settings, outpatient service settings, peer-run programs, and residential service 
settings.  


Administration: The IMR-FF should be completed by family members, friends, or other individuals 
providing support at intake, whenever there is a follow-up, which tends to be every 6 months, and at 
discharge.  


Languages: The IMR-FF is available in English. 
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Scoring and Interpretation 


The IMR-FF yields a total score and three subscale scores indicating the provider’s perception of the 
client’s recovery, mental health management, and impairment of functioning through alcohol and/or 
drug use. Higher scores indicate increased progress toward illness management and recovery and 
reduced substance use-related impairment. 


Subscale Scores 


Items included in the subscales are listed below. For each subscale, calculate scores as indicated. 


Recovery Subscale 


Average of the following items: 


1. Progress towards personal goals: In the past 3 months, s/he has come up with… 


2. Knowledge: How much do you feel s/he knows about symptoms, treatment, coping strategies 
(coping methods), and medication? 


4. Contact with people outside of the family: In a normal week, how many times does s/he talk to 
someone outside of his/her family (like a friend, co-worker, classmate, roommate, etc.)? 


8. Relapse Prevention Planning: Which of the following would best describe what s/he knows and 
has done in order to not have a relapse?  


12. Involvement with self-help activities: How involved is he or she in consumer-run services, peer 
support groups, Alcoholics Anonymous, drop-in centers, WRAP (Wellness Recovery Action Plan), or 
other similar self-help programs? 


Management Subscale 


Average of the following items: 


6 Symptom distress: How much do symptoms bother him/her? 


7 Impairment of functioning: How much do symptoms get in the way of him/her doing things that 
s/he would like to do or needs to do?  


9 Relapse of symptoms: When is the last time s/he had a relapse of symptoms (that is, when 
symptoms have gotten much worse)?  


11 Coping: How well do you feel that s/he is coping with his or her mental or emotional illness from 
day to day? 


Substance Subscale 


Minimum of the following items: 


14 Impairment of functioning through alcohol use: Drinking can interfere with functioning when it 
contributes to conflict in relationships; to financial, housing, and legal concerns; to difficulty attending 
appointments or focusing during them; or to increases of symptoms. Over the past 3 months, did 
alcohol use get in the way of his/her functioning? 


15 Impairment of functioning through drug use: Using street drugs and misusing prescription or 
over-the-counter medication can interfere with functioning when it contributes to conflict in 
relationships; to financial, housing and legal concerns; to difficulty attending appointments or 
focusing during them; or to increases of symptoms. Over the past 3 months, did drug use get in the 
way of his/her functioning? 
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Items not included in a subscale 


3. Involvement of family and friends in his/her mental health treatment: How much are family 
members, friends, boyfriends or girlfriends, and other people who are important to him/her (outside 
the mental health agency) involved in his or her health treatment? 


5. Time in structured roles: How much time does s/he spend working, volunteering, being a student, 
being a parent, taking care of someone else or someone else’s house or apartment? That is, how 
much time does s/he spend doing activities that are expected of him or her for or with another 
person? (This would not include self-care or personal home maintenance.) 


10. Psychiatric hospitalizations: When is the last time s/he has been hospitalized for mental health or 
substance abuse reasons? 


13. Using medication effectively: How often does s/he take medication as prescribed? 


Total Score 


To calculate the Total IMR Score, calculate the average of Items 1-15.  


Additional Guidelines for Calculating Domain and Overall Symptom Scores 


Missing Items 


Subscale and Total IMR Scores should be the average of completed items. An individual must complete 
at least half of the items in the scale in order to calculate its score. 
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Instructions for Using Data Entry Spreadsheets 
and Reporting Tools  
Overview 
This document guides users through the basic functions of using the Data Entry Spreadsheets and 
Reporting tools included in the Toolkit for Evaluation, Assessment, and Measurement for Adult 
Community Services and Support (CSS) Programs.  


Basic Structure of the Data Entry Spreadsheets and Reporting Tools 
The Data Entry and Reporting Tools are based in Excel. There are different Excel workbooks for each of 
the following six assessments: 


 Intake Assessment 
 Clinician Assessment 
 Patient Patient-Reported Outcomes Measurement Information System - Global Health (PROMIS 


Global Health) 
 Creating Healthy Outcomes: Integrated Self-Assessment (CHOIS) 
 Illness Management and Recovery Scale – Family or Friend Version (IMR-FF) 
 Mental Health Statistics Improvement Program – Consumer Survey (MHSIP Consumer Survey) 


As each assessment has a variety of measures, the corresponding workbooks will not all look the same. 
However, each assessment workbook contains the basic six worksheets outlined in Table 1. The 
functions of each worksheet are also outlined in Table 1. 


Table 1. Worksheet Functions 


Worksheet Name Function 


Data Integration Explains how to enter or import data and provides links to assessment forms 


Report Setup Explains how to filter data and set up the reports 


Raw Data Contains coded data for the assessment 


Tables 1 Contains frequency tables for all variables in the current assessment period 


Tables 2* Contains frequency tables comparing matched data from the current assessment 
to the previous assessment 


Dashboard† Contains a summary of the data using graphic displays for selected variables 


Codes Contains the codebook with all variable names, labels, and values 
*The Intake workbook does not include Tables 2, as data is only processed from the most recent assessment 
completed by each client.  
†The Clinician Assessment workbook includes three dashboards: Clinician Rated Outcomes, Key Indicators, and 
Discharge. 
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Additionally, there are multiple worksheets within each of the workbooks that are hidden from user 
view. These hidden worksheets are used for data processing, data analysis, and set up for report tables, 
charts, and graphics. The hidden worksheets fall into six main categories. 


The functions of each hidden worksheet category are outlined in Table 2. 


Table 2. Hidden Worksheet Functions 


Worksheet Name Function 


Matched Data Output from VBA code, which matches client data based on dates specified as 
Current Assessment and Previous Assessment  


Analysis 
Analyzes the output from Matched Data; Analysis includes calculating scale and 
subscale scores, calculating frequencies, and calculating T-scores, when 
applicable.  


Values 
Contains the same values and codes as the visible Codes worksheet, but 
formatted to be used in Excel data validation, drop down menus, and user 
forms 


Charts Formulas and tables used for creating the Dashboard charts and graphics.  


Busy Processing A message that pops up as data is being processed for reports 


Process 
These worksheets are hidden in VBA. They are used by the VBA code to aid in 
importing, processing, and filtering the data, as well as analyzing and finding 
matched pairs.   


Most of the worksheets are locked to avoid unintentional deletions or modifications. To unlock a 
worksheet go to the Review tab on the Ribbon and select Unprotect Sheet.  


The following sections explain the structure and functionality of each of the worksheets present in the 
Data Entry Spreadsheets and Reporting Tools.  


 
 


 


  


Before Using the Data Entry Spreadsheets and Reporting Tools 


Macros must be enabled in Excel in order for you to use the Toolkit’s data entry spreadsheets and 
reporting tools.  


You may see the following security warning the first time you open the Toolkit spreadsheets. Click on 
“Enable Content” to enable macros. 
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Data Integration Worksheet 
The Data Integration worksheet provides instructions for how to integrate data into the Toolkit. There 
are three options for data entry. 


1. Data entry forms – the assessment button opens up a version of the assessment that has been 
integrated into Excel. This version allows the user to fill out the assessment without entering any 
codes. When the user completes and submits the form, the corresponding codes automatically 
populate into the Raw Data worksheet. 


2. Manual data entry – the user can manually enter the codes for each variable into the Raw Data 
worksheet. 


3. Importing data from external sources – the user can import data (CSV format) from an external file. 
Note that the file must first be formatted to match the Toolkit’s format.  


 


  
Figure 1. Data Integration Worksheet 
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Data Entry Forms  


Clicking the buttons in the Data Integration worksheet opens up the corresponding assessment form.  


Each assessment form has multiple tabs. The user should first complete the For Office Use Only section. 
This will be the first tab within each electronic assessment form. This information corresponds to the For 
Office Use Only section on the bottom or end of the paper forms. Responses to the paper form are 
typed directly into the electronic form. 


 
Figure 2. For Office Use Only Tab 


 


After completing the For Office Use Only page, the user should continue to each subsequent tab to 
enter data. The questions will be listed in the same order as on the paper forms. The user should select 
all applicable responses. Care should be taken when entering data, for if a radio button in a set is clicked 
on, a selection in that set must be made. If an error is made in the electronic form, the data can be 
manually corrected in the Raw Data worksheet after submission.  
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Figure 3. Assessment Form Tab. 


 


The last tab of each form is Save Data. After the user has finished entering data into all other tabs, the 
user should click the Save Data tab and click on the button Submit Data and Close Form. This action 
causes Excel to populate all of the data into a new row in the Raw Data worksheet. 


 
Figure 4. Save Data Tab 
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Raw Data Worksheet 
The Raw Data worksheet contains the raw data for each client. The user can manually enter data into 
these worksheets, making sure to enter the corresponding codes for each variable, or use the data entry 
forms, which will then populate data into the worksheets. The codes for each variable are represented 
as subscripts on the paper assessment forms. In addition, when the user holds the cursor over a cell in 
the data entry worksheets, a message box will inform the user of the codes that are applicable to that 
variable. The full list of codes is included in the Codebook. 


 
Figure 5. Raw Data Worksheet 


 
Figure 6. Data Validation Alert 
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Report Setup Worksheet 
The Report Setup worksheet provides instructions for processing the data into the automated reports. 
The report setup looks very similar across the different assessments workbooks. The user specifies 
which data they would like included in the reports by defining the reporting period for the Current 
Assessment and the date range for the Previous Assessment. The Current Assessment is defined as the 
most recent assessment completed by each client during the reporting period.  The default for the 
Previous Assessment is the most recent assessment completed 4 to 8 months prior to the client’s 
Current Assessment. The Previous Assessment range can be entered in manually, but make sure that the 
“Begin” value is larger than the “End” value. The Intake Assessment does not have the Previous 
Assessment box as it only analyzes the Current Assessment.  


The filter functions are also explained. The user can focus on a subset of the data by using either the 
automatic or manual filter functions.  


Automatic filters 


 The automatic filter functions allow you to filter for Client ID, Program, or Clinician ID. 
 The user enters in the text to filter. 
 The corresponding button is selected. 


Note: Only one automatic filter can be applied at a time, and the filters are case sensitive. 


Manual filters 


 In the filter_client column of the Raw Data worksheet, entering 1 will include the assessment in 
analysis. Entering 0 will exclude the assessment from analysis 


 Manual filters allow you to include or exclude as few or as many assessments as needed. 


A text box is provided for the user to enter the applicable program name. This text will appear as a 
header in the reports. When the user is finished specifying the date ranges, filters and program name, 
clicking the Process Data button will run the reports.   


 
Figure 7. Report Setup Worksheet  


The Intake Assessment 
Workbook does not 


include Step 2.  
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Tables 1 Worksheet 
(Frequency Tables: Current Assessment)  


The Tables 1 worksheet produces a table for each variable during the specified date range for the 
Current Assessment in the Report Setup worksheet. 


For each variable, the table lists all possible response options, and the number and percent of 
respondents who selected each response option.  


For some variables, the table includes both original data and ranked data. The original data lists the 
response options in the order they appear on the assessment forms. The ranked data sorts the response 
options from highest to lowest frequency, except for the response options Other, Unknown/not 
reported, and Item not Assessed, which are listed last. 


 


 
Figure 8. Tables 1 Worksheet 
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Tables 2 Worksheet 
(Frequency Tables: Current Assessment and Previous Assessment) 


The Tables 2 worksheet produces tables that allow the user to compare data from the current 
assessment to the previous assessment.  The date range of assessments used is determined by what the 
user has entered in the Report Setup worksheet. Data is only included for matched clients, i.e. clients 
that completed both a current assessment and a previous assessment in the specified time frame. 


There is a table for each variable that is used in multiple assessments. The table lists all possible 
response options for each variable and the number and percent of respondents who selected each 
response option for the previous assessment and the current assessment.  


 
Figure 9. Tables 2 Worksheet 
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Dashboard Worksheet(s) 
The Dashboard worksheets provide a graphic summary of the data for each assessment form.  


Each Dashboard worksheet varies in what it measures across the assessments. Dashboards for the 
Clinician Assessment, PROMIS Global Health, CHOIS, IMR-FF, or MHSIP Consumer Survey compare 
graphically the current and previous assessment. The Clinician Assessment workbook includes three 
different dashboards: Clinician Rated Outcomes, Key Indicators, and Discharge information. The other 
assessment workbooks contain one Dashboard worksheet. 


The Dashboard provides another way to analyze the data as it illustrates specific categories or subscales 
of each assessment. For example, Figure 10 highlights the PROMIS Global Health assessment dashboard, 
which has specific subscales that analyze questions relevant to Global Physical Health and Global Mental 
Health subscales. For each of the subscales, the graphs show the percentage of clients within each of the 
four score ranges categories: severe symptoms/impairment, moderate symptoms/impairment, mild 
symptoms/impairment, and functioning within normal limits.  


 
Figure 10. Dashboard Worksheet 
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Codes 
For each assessment workbook, there is a worksheet that lists the values that are applicable to each 
variable.  


 The Variable name column lists the name of the variable that is used for each column in the 
assessment spreadsheets.  


 The Variable label column lists the label that corresponds to each value. The label is the written text 
on the assessment form.  


 The Type column specifies the type of input available for users. 
 The Valid range column lists all codes for that are available for each variable. 
 The Values column lists the codes that can be entered for each variable with accompanying labels.  


 
Figure 11. Codes Worksheet 
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Data Processing and Analysis 
The following information is for advanced Excel users.  


Most of the data processing, filtering, and analyzing is accomplished via VBA code. The VBA code is 
stored in two main locations within VBA: CSSTool_dev and This Workbook. All of the code is visible and 
annotated.  


The Excel module CSSTool_dev provides the structure for importing and processing assessment data. 
The module is identical across the six workbooks. In contrast, the Excel object This Workbook stores 
code that is specific to each individual workbook. The code in this object defines the workbook 
specifications for the CSSTool_dev module.  


 


The following functions are coded within the CSSTool_dev module. 


 Selecting the assessments for the Current Assessment and Previous Assessment based on the 
window dates specified in the Report Setup worksheet 


 Filtering the assessments based on the selections made in the Report Setup or Raw Data worksheet 
 Importing data from CSV files into the Raw Data worksheet 


The following information is specified within ThisWorkbook.  


 Variable names within the Raw Data worksheet 
 Worksheet names for matching and analyzing the data 
 Filter names 
 Disclaimer 


Note about Pasting Tables and Charts into Word Documents 
Most of the worksheets are locked to prevent unintentional deletion or modifications. This also prevents 
Excel charts from being copied and pasted into other files. In order to be able to copy the Excel charts 
into another document (for example, when creating an evaluation report using Word), unprotect the 
worksheet by going to the Review tab on the Ribbon and select Unprotect Sheet.  


When pasting charts or tables from Excel into another Office program (e.g., Word, PowerPoint), it is 
recommended that they are pasted as pictures (In Word, click Home > Paste > Paste as picture). This 
ensures that (1) formatting of the charts and tables is preserved and (2) individual-level data are not 
inadvertently embedded or linked in the file. It is advisable to protect the worksheet again prior to 
closing the Excel workbook by selecting Protect Sheet on the Review tab on the Ribbon and clicking OK. 


Questions about the Toolkit Data Entry and Dashboards 
For questions or more information, contact the MHSOAC.  
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