Mental Health Assessment Tools

CONTENTS
Section 1a: Mental Health Symptom Screening Tools …………………………………………………… 7
Mini-Mental State Examination (MMSE) ………………………………………………………………… 9
KGV (Modified) Symptom Scale ………………………………………………………………………… 12
Risk Assessment Tool …………………………………………………………………………………… 44
DASS – Depression/Anxiety/Stress Scale Overview and uses ……………………………………… 47
DASS – Scoring sheet……………………………………………………………………………………… 51
PSYRATS – Hallucinations Subscale …………………………………………………………………… 53
PSYRATS – Delusions Subscale ………………………………………………………………………… 58
Geriatric Depression Scale ……………………………………………………………………………… 62
Section 1b: Becks Tools

…………………………………………………………………………………… 65

Beck’s Depression Inventory …………………………………………………………………………… 67
Beck’s Hopelessness Scale ……………………………………………………………………………… 69
Beck’s Suicidal Intent Scale ……………………………………………………………………………… 71
Beck’s Anxiety Inventory ………………………………………………………………………………… 73
Section 2: Self-Evaluation Screening Tools ……………………………………………………………… 75
Rosenberg Self Esteem Scale …………………………………………………………………………… 78
Sleep Scale ………………………………………………………………………………………………… 80
Evaluative Belief Scale …………………………………………………………………………………… 81
Section 3: Medication Effect Screening Tools …………………………………………………………… 85
LUNSERS –Side-effect rating scale ……………………………………………………………………… 87
DAI (DAI 30) – Drug attitude Inventory………………………………………………………………… 94
Section 4: Addiction Screening Tools ……………………………………………………………………… 99
MAST- Michigan Alcohol Screening Tool (25 item Questionnaire) …………………………………… 101
DAST - Drug Use Questionnaire (DAST 20) …………………………………………………………… 105
Section 5 : Living Skills Screening Tools ……………………………………………………………… 107
LSP – Life Skills Profile …………………………………………………………………………………… 109
Social Functioning Scale (Birchwood et. al) …………………………………………………………… 142
BARTHEL Index of Daily Living – (ADL ) ……………………………………………………………… 153
Social Network Map ……………………………………………………………………………………… 154
Section 6: Making sense of the assessment data ……………………………………………………… 157
Stress Vulnerability Framework ………………………………………………………………………… 159

1

Mental Health Assessment Tools

2
A4 HSE Project.indd 2

15/09/2008 08:44:48

Mental Health Assessment Tools

DISCLAIMER
Although all reasonable care has been taken in preparing the information published in this Portfolio, the authors
do not guarantee the accuracy of it. The authors cannot be held responsible for any errors or omissions and
accepts no liability whatsoever for any loss or damage howsoever arising.
Permission is granted, for the printing of assessment tools from this Portfolio for use in clinical practice with the
exception of the Beck’s tools which are subject to copyright.
The Assessment Tools/scales do not in any way replace clinical decision making, rather they can assist in the
process. Practitioners should be prepared to use their clinical judgement to make decisions regarding which
tool/scale is appropriate and useful for each client/patient within the often rapidly changing needs of that
person.
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FOREWORD:
The Laois, Offaly, Longford, Westmeath Mental Health Services are very proud to announce the exciting and
innovative development of a Mental Health Assessment Tools Portfolio. The working group have invested over
two years in researching and devising this package of validated tools. The main aims of this initiative are to:
•

Enable nurses in mental health practice to gain further assessment skills in delivering
comprehensive holistic patient /client care.

•

Integrate the use of validated assessment tools by mental health professionals to strengthen the care
plan and interventions for patients/clients.

•

Increase use of evidence based practice

•

Assist in delivering a consistent standardised approach to patient care and monitoring.

This portfolio of tools was supported at local level by an accompanying Education & Training Package. It is
our hope that by having these tools and scales for use as part of the overall client/patient assessment, we
can deliver a more comprehensive intervention. The tools can also be incorporated into the measurement of
care interventions and objectively assess progress for clients/patients. It is important to acknowledge that
this represents a very broad range of measuring tools and thus the users will have to decide which tools are
applicable to their speciﬁc area of practice and to individual client/patient needs.
We wish to acknowledge the dedication of the Assessment Tools Working Group to bring this project to
fruition. We also acknowledge the ongoing support of the Regional Centre of Nurse and Midwifery Education,
Tullamore. The Nursing/Midwifery Planning and Development Unit, Tullamore and it’s Director Mr. Patrick
Glackin provided signiﬁcant support, assistance and advice throughout this process.
Special Thanks to the following people who provided further assistance to this project:
•

Mr. Ray Woodcock, Lecturer, Institute of Mental Health, University of Nottingham, U.K. who delivered
four excellent days of training on various tools/scales.

•

Mr. DJ Fahy, Addiction Counsellor, Laois/Offaly Mental Health Services who provided in-dept
information and support on the addiction tools.

Signed:

PJ Lawlor

Larry Ward

Director of Nursing

Director of Nursing

Laois Offaly Mental Health Services

Longford Westmeath Mental Health Services

September 2008
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INTRODUCTION
The Mental Health Commission (2005) speciﬁes the importance of individualised care planning as one of the
key aspects of holistic service delivery with each service user having an individual care and treatment plan that
describes the levels of support and treatment required in line with his/her needs. Effective skills of assessment
are fundamental to nurses working in the mental health setting (Curran and Rogers, 2004). This Portfolio of
Assessment Tools for implementation to Mental Health Practice is the work of a Mental Health Nursing working
group. The working group have invested over two years in researching and devising this package of validated
tools.

The following are the Working Group members:
Mr. Michael Hyland
Mr. Mick O’Hehir
Ms. Louise Johnston
Ms. Mary Kerrigan
Ms. Catherine McManus
Ms. Clare O’Connor
Ms. Rosalia Kavanagh
Ms. Margaret Daly, Chair
Whist this was originally a project aimed towards registered nurses in the Adult Mental Health Services, it is
hoped that any professional in the mental health services can utilise relevant and appropriate tools/scales from
this portfolio. Effective care delivery relies on a comprehensive assessment being made. The use of validated
assessment tools enhances assessment and can be incorporated into the management of patient/client care in a
variety of ways. They can be utilised in the clinical decision making process and in the area or risk assessment,
measuring potential risk. The use of validated assessment tools is crucial to providing documentary quantiﬁable
evidence of patient/client state of health and wellbeing and determining the patient/client’s progress/difﬁculties
with the plan of care.
The Portfolio is divided into six sections that out-lines the various components of care. These are:
•

Mental Health Symptom Screening Tools

•

Self-Evaluation Screening Tools

•

Medication Effect Screening Tools

•

Alcohol/Drug Screening Tool

•

Living Skills Screening Tools

•

Making sense of the assessment data

Each measuring tool/scale is accompanied by explanatory notes on its use. Supporting literature is provided
and all tools/scales are referenced.
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SECTION 1a:
Mental Health Symptom
Screening Tools
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MINI-MENTAL STATE EXAMINATION
The Mini-Mental State Examination is a 30-point questionnaire used to detect cognitive impairment, assess its
severity and to monitor cognitive changes over time.
AUTHORS:
Mini-Mental™ State Examination (MMSE™) by Marshal F. Folstein, MD, Susan E. Folstein, MD, Paul R.
McHugh, MD. Copyright © 1975, 1998, 2001 by MiniMental, LLC. Mental Status Reporting Software (MSRS)
Checklist™ by Mark A. Ruiz, PhD, Richard J. Latshaw, MS.
BRIEF DESCRIPTION:
Copyright of the MMSE has been enforced so it is not possible to publish further information here. A sample
report can be viewed at the web site Psychological Assessment Resources (PAR) Inc (www.parinc.com) by typing
MMSE into the search box.
JOURNAL ARTICLES:
Folstein MF, Folstein, SE and McHugh PR (1975) Mini-Mental State: A practical method for grading the state of patients for the
clinician, Journal of Psychiatric Research, 12: 189-198.
Anthony JC, LeResche L, Niaz U, VonKorff MR and Folstein MF (1982) Limits of the mini-mental state as a screening test for dementia and
delirium among hospital patients. Psychological Medicine, 12: 397-408.
Cockrell JR and Folstein MF (1988) Mini Mental State Examination (MMSE), Psychopharmacology, 24: 689-692.
Crum RM, Anthony JC, Bassett SS and Folstein MF (1993) Population-based norms for the mini-mental state examination by age and educational level, JAMA, 18: 2386-2391.
Foreman, M.D., Grabowski, R. (1992) Diagnostic dilemma: cognitive impairment in the elderly. Journal of Gerontological Nursing, 18, 5-12.
Foreman, M.D., Fletcher, K., Mion, L.C. & Simon, L. (1996) Assessing cognitive function. Geriatric Nursing, 17,228-233.

WHY
Cognitive impairment is no longer considered a normal and inevitable change of aging. Although older adults are at higher
risk than the rest of the population, changes in cognitive function often call for prompt and aggressive action. In older
patients, cognitive functioning is especially likely to decline during illness or injury. The nurses’ assessment of an older
adult’s cognitive status is instrumental in identifying early changes in physiological status, ability to learn, and evaluating
responses to treatment.
BEST TOOL
The Mini Mental State Examination (MMSE) is a tool that can be used to systematically and thoroughly assess mental status.
It is an 11 question measure that tests ﬁve areas of cognitive function: orientation, registration, attention and calculation,
recall and language. The MMSE takes only 5-10 minutes to administer and is therefore practical to use repeatedly and
routinely.
TARGET POPULATION
The MMSE is effective as a screening tool for cognitive impairment with older, community dwelling, hospitalized and
institutionalized adults. Assessment of an older adults cognitive function is best achieved when it is done routinely,
systematically and thoroughly.
VALIDITY/RELIABILITY
Since its creation in 1975, the MMSE has been validated and extensively used in both clinical practice and research.

STRENGTHS AND LIMITATIONS
The MMSE is effective as a screening instrument to separate patients with cognitive impairment from those
without it. In addition, when used repeatedly the instrument is able to measure changes in cognitive status
that may beneﬁt from intervention. However, the tool is not able to diagnose the case for changes in cognitive
function and should not replace a complete clinical assessment of mental status. In addition, the instrument
relies heavily on verbal response and reading and writing. Therefore, patients that are hearing and visually
impaired, intubated, have low English literacy, or those with other communication disorders may perform
poorly even when cognitively intact.
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CORE MANAGEMENT SKILLS
Patient _________________________
Max Score

Examiner: _________________________

Date: __________________

Score

ORIENTATION
5

( )

What is the (year), (season) (date), (month), (day).

5

( )

Where are we: (country), (county), (what part of the town/city – e.g. near
the sea, eastern suburbs), (which building),(ﬂoor).
REGISTRATION

3

( )

Ask if you can test the individual’s memory. Name 3 objects (e.g. apple, table,
and penny) taking 1 second to say each one. Then ask the individual to repeat
the names of all 3 objects. Give 1 point for each correct answer. After this, repeat the
object names until all 3 are learned (up to 6 trials). Number of trials needed: ____
ATTENTION AND CALCULATION

5

( )

Spell “world” backwards. Give 1 point for each letter that is in the right place
(e.g., DLROW = 5, DLORW = 3).
Alternatively, do serial 7s. Ask the individual to count backwards from 100 in
blocks of 7 (i.e. 93, 86, 79, 65). Stop after 5 subtractions. Give one point for each
correct answer. If one answer is incorrect (e.g. 92) but the following answer is 7
less than previous answer (i.e. 85), then count the second answer as being correct.
RECALL

3

( )

Ask for the 3 objects repeated above. Give 1 point for each correct object.
Note recall cannot be tested if all 3 objects were not remembered during registration)
LANGUAGE

2

( )

Point to a pencil and ask the individual to name this object (1 point). Do the same thing
with a wrist-watch (1 point).

1

( )

Ask the individual to repeat the following “No ifs and or buts” (1 point). Allow only
one trial.

3

( )

Give the individual a piece of blank white paper and ask him or her to follow a 3 stage
command: “take a paper in your right hand, fold it in half and put it on the ﬂoor” (1 point
for each part that is correctly followed).

1

( )

Show the individual the “CLOSE YOUR EYES” message on the following page (but not
the pentagons yet). Ask him or her to read the message and do what it says (give 1
point if the individual actually closes his or her eyes).

1

( )

Ask the individual to write a sentence on a blank piece of paper. The sentence must
contain a subject and a verb, and must be sensible. Punctuation and grammar are not
important (1 point).

1

( )

Show the individual the pentagons on the following page and ask him or her to copy the
design exactly as it is (1 point). All 10 angles need to be present and the two shapes
must intersect to score 1 point. Tremor and rotation are ignored.

____________ Total Score
ASSESS level of consciousness along a continuum:
30

( )

Alert

Drowsy

Stupor

Coma

30

20

10

0
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Reading:

CLOSE YOUR EYES
Writing:
--------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------Construction:
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KGV (MODIFIED) SYMPTOM SCALE
VERSION 6
AUTHORS:
Krawiecka, Goldberg and Vaughn 1977
Modiﬁed Lancashire 1998

General guidelines for using the scale
The purpose of the KGV(M) is to enable the user to elicit, and to measure the severity of, those psychiatric
symptoms that are most commonly experienced by people who have psychotic illness’ such as schizophrenia and
bi-polar affective disorder. The measure is only reliable when used by an appropriately trained and experienced
rater. Potential users of the measure are urged to obtain training which allows them to demonstrate acceptable
reliability before employing the measure in clinical or research settings.
The measure comprises 14 symptoms. Ratings from symptoms 1 to 6 are based on information
elicited from the subject using semi-structured questioning, and the time frame for the assessment of the
symptoms is the month prior to the interview.
Ratings from 7 to 14 are based on systematic observation of the subjects behaviour during the interview.
For symptoms 1 to 6, questions are listed to guide the rater when eliciting and rating the severity of these
symptoms. Questions in bold type are mandatory. All these questions should be asked when assessing a subject.
The rater should never assume that they know how a subject will answer a mandatory question. Each mandatory
question is followed by supplementary questions in ordinary type. The purpose of these supplementary questions
is to elicit more detailed information concerning a particular symptom e.g. frequency, intensity, severity and
duration in the last month.
If the subject’s response to a mandatory question is clearly and unambiguously negative, the rater may pass
directly to the next mandatory question. If the subject gives a positive response to a mandatory question or if
their response is ambiguous and/or unclear the rater should ask the accompanying supplementary questions in
order to clarify the nature of the subject’s experiences before making a ﬁnal judgement about the symptom in
question. When necessary the rater should employ additional questions of their own to help with this process,
until they have sufﬁcient information to make a reliable judgement concerning the symptom. This pattern of
questioning should be adhered to as far as is possible in every interview.
The wording of mandatory questions should not be altered since this may adversely affect the reliability and the
validity of the assessment.
With practice the rater will become skilled at asking these questions in a ﬂuent and natural manner.
In addition to the speciﬁc eliciting questions provided for symptom 1 to 6, the following generic questions
should be employed whenever a symptom is found to have been present in the last month.
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For Anxiety, Depressed mood and Elevated mood
1. Frequency
How often have you felt.....in the last month? Have you felt.....all the time? Have you felt.....most days or only in
a minority of days?
2. Duration
When you feel.....how long does it usually last? Does it last for a few minutes or several hours?
3. Subjective severity.
How strong is the feeling of.....? is it an intensive feeling that is difﬁcult for you to bear? Does it seem to overwhelm
you? Is it usually a mild or moderate feeling?
4. Control.
When you start to feel.....can you control the feeling to an extent? Can you reduce or stop the feeling by turning
your attention to other things, such as watching television or going for a walk,
or chatting to someone? Can you put it completely out of your mind?

For Delusions
1. Frequency
How often have you thought about.....in the last month? Are these thoughts always on your mind? Do you think
about.....most days or only on a minority of days? Do you ﬁnd that.....is on your mind a lot recently? How much
of the time?
2. Conviction
How sure are you that.....? Are you certain, or is there a real possibility that you could be mistaken? Have there
been days when you have had your doubts? Is there any possible explanation for.....? What is the likelihood that
you are mistaken? On a scale of 0 to 100 percent, how convinced are you?

For Hallucinations
1. Frequency
How often have you heard/seen.....in the last month? Have you heard/seen.....every day?
Has it happened most days or just the odd few days recently?
2. True or pseudo hallucinations
When you hear these voices/noises, where do they seem to be coming from? Do they seem to be coming from
somewhere in the room or somewhere outside? Do you hear these voices/noises through your ears or do they
seem to be inside your head?
3. True or pseudo hallucinations
When you see.....how real do they appear to be? Do they look solid or can you see through them? Do they seem
three dimensional or ﬂat? Are they coloured or black and white? Do they look completely real? Do they move
about in space?
For symptoms 7 to 14, observational guidelines are provided which list the particular component behaviours
to which the rater must attend when assessing these symptoms. The rater should assess each behavioural
component separately before arriving at an overall severity rating for the symptom. There is a tendency for most
of the rater’s time and attention to be given to the assessment of symptoms 1 to 6, since these symptoms must be
actively elicited by detailed questioning. The rater must be aware of this potential bias and ensure the adequate
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time and attention are also given to the observation and assessment of the scale’s behavioural symptoms. In
general, it is more difﬁcult to achieve acceptable reliability when rating behavioural symptoms so the amount of
care and deliberation given to the assessment of these symptoms should at least equal that given to the rating
of the elicited symptoms.
Sometimes, the subjects responses to the eliciting questions may not appear to be consistent with aspects of
their observed behaviour. For example, the subject may appear during the interview to be distracted by auditory
hallucinations, yet give negative answers to all the questions. In order to resolve this situation the rater should
rate the suspected elicited symptom as absent or negative (score-zero), but rate the behavioural symptom i.e.
abnormal movements as present or positive (score 1 to 4) so as to indicate that abnormal movements were
observed. The ﬁnal section; co-operation would also be scored positive, where the rater would note their
reservations about the subject’s responses about hallucinations.
When assessing the severity of a symptom, the rater should not be inﬂuenced by possible causes of the symptom.
For example, it will sometimes become clear that the subject has developed affective symptoms in response to
severe life events, such as bereavement, unemployment or homelessness or in response to disturbing delusional
ideas. However, the fact that a subject has become anxious or depressed following exposure to stressful life
experiences or as a consequence of delusional ideas, does not mean their symptoms should be ignored or rated
any less severely than might otherwise have been the case. Similarly, some abnormal behaviours may be caused
or exacerbated by medication. These should be recorded under the appropriate behavioural items and a rating
made based on the observed severity of the behaviour. For example, tardive dyskinesia or akathisia should be
noted under abnormal movements and the fact that these may be caused by medication should not lead to them
being ignored or rated less severely.
Finally, it is essential that the rater uses the KGV(M) data sheet to make detailed notes during the interview.
There are two important reasons for this. First, to record the evidence upon which the ratings are based, allowing
the rater to check the accuracy of their ratings and to maintain standards of reliability and validity. This would
include information on the frequency, duration, subject severity, content and degree of control over the subject’s
symptoms.
Second, to record clinically useful information that can be drawn upon by the practitioner when planning clinical
interventions. This would include information on the cognitive and behavioural antecedents and consequences
associated with the symptoms, coping strategies and the responses of signiﬁcant people such as family or other
carers. It is as important to record this information as it is to record a rating of symptom severity.
A number of aggregate scores can be derived from the measure. A total symptom score is calculated by summing
the scores for items 1 to 13 (Item 14 must be excluded from the total score as it is not a psychiatric symptom,
but an index of the accuracy and completeness of the assessment). A positive symptom score can be calculated
by summing the scores for delusions, hallucinations, and abnormal speech. A negative symptom score can
be calculated by summing the scores for ﬂattened affect, psychomotor retardation and poverty of speech; an
affective score by summing scores for anxiety, depression and elevated mood.
Care must be exercised when interpreting these aggregate scores. All the symptom severity scales are structured
in such a way that a score of 1; represents phenomena that lie within the range of normal experience and are
not deﬁnitely indicative of psychiatric illness. It is useful to be able to detect and record these relatively minor
phenomena, since their presence may provide early warning signs of the onset of more severe psychiatric
problems. But as a result it is possible for a subject to achieve substantial aggregate scores in the absence of any
deﬁnite mental illness. It is therefore essential that when assessing the clinical signiﬁcance of a subject’s results,
attention is paid to the individual symptom scores, in order to identify those scores which indicate deﬁnite
psychiatric morbidity.
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1. ANXIETY - ELICITING QUESTIONS
WORRYING: Have you worried a lot in the last month? What do you worry about? What is it like when you
worry? Do unpleasant thoughts constantly go round and round in your mind?
Can you stop them by turning your attention to something else? How often have you worried like this in the last
month?
TENSION PAINS: Have you had headaches or other aches and pains in the last month?
What Kind? e.g. a band around the head, tightness in the scalp, ache in the back of the neck or shoulders?
TIREDNESS OR EXHAUSTION: Have you been getting exhausted or worn out during the day or evening, even when you have not been working ver y hard? Do you feel tired all the time for no apparent
reason? Is it a feeling of tiredness or exhaustion? Do you have to take a rest during the day?
MUSCULAR TENSION: Have you had difﬁculty relaxing in the last month? Do your muscles feel tensed
up? Is it hard to get rid of the tension?
RESTLESSNESS: Have you been so ﬁdgety and restless that you couldn’t sit still? Do you have to keep
pacing up and down?
HYPOCHONDRIASIS: Do you tend to worr y over your physical health? What does your doctor say is
wrong? What do you think may be wrong with you?
SUBJECTIVE NERVOUS TENSION: Do you often feel on edge, or keyed up, or mentally tense? Do you
generally suffer from your nerves? Do you suffer from nervous exhaustion?
FREE FLOATING ANXIETY: Have there been times lately when you have been ver y anxious or frightened? What was this like? Did you experience unpleasant bodily sensations like blushing, butterﬂies, choking,
difﬁculty getting breath, dizziness, dry mouth, palpitations, sweating, tingling sensations, trembling? How often
in the last month?
ANXIOUS FOREBODING: Have you had the feeling that something terrible might happen? A feeling that
some disaster might occur but not sure what? Have you been anxious about getting up in the morning because
you are afraid to face the day? What did this feel like? Did you experience unpleasant bodily sensations?
PANIC ATTACKS: Have you had times when you felt shaky, or your heart pounded, or you felt sweaty
and you simply had to do something about it? What was it like? What was happening at the time? How often
in the last month?
SITUATIONAL ANXIETY: Have you tended to get anxious in certain situations, such as travelling, or
in crowds, or being alone, or being in enclosed spaces? What situations? Did you experience unpleasant
bodily sensations? How often in the past month?
ANXIETY ON MEETING PEOPLE: What about meeting people e.g. going into a crowded room? Making
conversation?
SPECIFIC PHOBIAS: Do you have any special fears, like some people are scared of cats, spiders or
birds?
AVOIDANCE: Do you avoid any of these situations (specify as appropriate) because you know you will
get anxious? How often have you found yourself doing this in the last month? How much does this affect your
day to day life?
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1. ANXIETY-RATING SCALE
0 = The subject reports no anxiety in the last month.
1 = The subject reports mild anxiety. The subject’s anxiety lies within the normal range of variation in mood
experienced by the majority of people in the course of their daily lives. A mild and transient response to
minor life stresses. The subject can easily and quickly stop their anxious thoughts and feelings by turning
their attention to other things, or these thoughts and feelings quickly come and go of their own accord. No
signs of motor tension or autonomic hyperactivity are present.
2 = The subject reports moderate anxiety. The subject is able to exercise some control over their anxiety, and
can reduce or put a stop to the anxiety by turning their attention to other things, but this requires a distinct
and sustained effort. If signs of motor tension or autonomic hyperactivity are present these are mild or of
very brief duration.
3 = The subject reports marked anxiety. The subject has no control over the anxiety when it occurs and cannot
turn their attention to other things, even when a distinct and sustained effort is made. At least one marked
and persistent sign of motor tension or autonomic hyperactivity should accompany the anxiety. The anxiety
has been present in this form on the minority of days in the last month.
4 = The subject reports severe anxiety. The subject has no control over their anxiety when it occurs and cannot
turn their attention to other things, even when a distinct and sustained effort is made. At least one marked
and persistent sign of motor tension or autonomic hyperactivity should accompany the anxiety. The anxiety
has been present in this form on the majority of days in the last month.
NOTES:
A

Signs of motor tension include: physical restlessness, trembling, involuntarily tensed muscles, tension
pains affecting neck, back or legs and tension headaches. Signs or autonomic hyperactivity include: gastrointestinal: dry mouth, difﬁculty swallowing, epigastric discomfort, frequent loose motions; respiratory:
feeling of constriction in the chest, difﬁculty inhaling, hyperventilation; cardiovascular: discomfort over
the heart, palpitations, missed heartbeats, throbbing in the neck; genitourinary; frequency and urgency
of micturition, failure of erection, lack of libido, increased menstrual discomfort; nervous system: tinnitus,
blurring of vision, dizziness, prickling sensations, sweating, blushing.

B

Some of the subject’s utilise avoidance strategies as a means of coping with their anxiety. They may report
experiencing little or no anxiety in the previous month because they have avoided those situations which
would have provoked anxiety. For example, a person who experiences severe anxiety in public situations
may have avoided this by staying at home all the time, relying on a relative or other carer to carry out
essential tasks like shopping or going to work. In these circumstances it is recommended that the score
for anxiety should be based on the level of reported anxiety experienced by the subject, but the presence
of avoidance strategies, the frequency with which they are employed and the disruption they cause to the
person’s social functioning should also be noted.
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2. DEPRESSION-ELICITING QUESTIONS
POOR CONCENTRATION: What has your concentration been like recently? Can you read an article in the
paper or watch a TV. programme right through? Do your thoughts drift so that you don’t take things in?
NEGLECT DUE TO BROODING: Do you tend to brood on things? So much that you neglect things like your
work, or eating, or housework, or looking after yourself?
LOSS OF INTEREST: What about your interests, have they changed at all? Have you lost interest in work,
or hobbies, or recreations? Have you let your appearance go?
DEPRESSED MOOD: Do you keep reasonably cheerful, or have you been ver y depressed or low
spirited recently? Have you cried at all, or wanted to cry? When did you last really enjoy doing anything?
MORNING DEPRESSION: Is the depression worse at any particular time of day?
HOPELESSNESS: How do you see the future? Has life seemed quite hopeless? Can you see any future? Have
you given up, or does there still seem some reason for trying?
SOCIAL WITHDRAWAL: Have you ever wanted to stay away from other people? Why? Have you been
suspicious of their intentions? Afraid of actual harm?
SELF-DEPRECIATION: What is your opinion of yourself compared with other people? Do you feel better,
or not as good, or about the same as most? Do you feel inferior or even worthless?
LACK OF SELF CONFIDENCE: How conﬁdent do you feel in yourself? For example when talking to others,
or in managing your relations with other people?
IDEAS OF REFERENCE: Are you self-conscious in public? Do you get the feeling that other people are
taking notice of you in the street, or a bus, or a restaurant? Do they ever seem to laugh at you or talk about you
critically? Are people really looking at you or is it perhaps the way you feel about it?
GUILTY IDEAS OF REFERENCE: Do you have the feeling that you are being blamed for something, or
even being accused? What about?
PATHOLOGICAL GUILT: Do you tend to blame yourself at all? If people are critical at all, do you think you
deserve it?
LOSS OF WEIGHT DUE TO POOR APPETITE: What has your appetite been like recently? Have you lost
any weight in the last three months? Have you been trying to lose weight?
DELAYED SLEEP: Have you had any trouble getting off to sleep recently? How much has it affected
you?
SUBJECTIVE ANERGIA AND RETARDATION: Do you seem to be slowed down in your movements, or
have too little energy recently? How much has it affected you?
EARLY WAKING: Do you wake early in the morning? What time do you wake? Can you get back off to sleep,
or do you lie awake? How often has this happened in the last month?
LOSS OF LIBIDO: Has there been any change in your interest in sex?
IRRITABILITY: Have you been much more irritable than usual recently? How do you show it? Do you
keep it to yourself, or shout/hit people?
DELUSIONS OF GUILT: Do you feel as if you have committed a crime, or sinned greatly, or deser ve
punishment? Have you felt that your presence might contaminate or ruin other people?
HYPOCHONDRIACAL DELUSIONS: Is there anything matter with your body? Do you think you have some
kind of serious physical illness? Have you told your doctor about this?
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2. DEPRESSION - RATING SCALE
0=

The subject reports no depression in the last month.

1 = The subject reports mild depression. The subject’s depression lies within the normal range of variation in
mood experienced by most people in the course of their daily lives. A mild and transient response to minor
life stresses. The subject can easily and quickly stop their depressive thoughts and feelings by turning
their attention to other things, or, these thoughts and feelings quickly come and go of their own accord. No
biological symptoms of depression are present.

2 = The subject reports moderate depression. The subject is still able to exercise some control over their
depression, and can reduce or put a stop to the depression by turning their attention to other things, but
this requires a distinct and sustained effort. If biological symptoms are present these are very mild or of
low frequency.

3 = The subject reports marked depression. The subject has no control over their depression when it occurs
and cannot turn their attention to other things, even when a distinct and sustained effort is made. At least
one marked and persistent biological symptom of depression should be present. The depression has been
present in this form for the minority of days in the last month.

4 = The subject reports severe depression. The subject has no control over their depression when it occurs and
cannot turn their attention to other things, even when a distinct and sustained effort is made. At least one
of the biological symptoms of depression and at least one indicator of severe depression should be present.
The depression has been present in this form for the majority of days in the last month.
NOTES:
A. Biological symptoms of depression include: psychomotor retardation, sleep disturbance, diurnal variation
in mood, loss of appetite, unintentional loss of weight, constipation, loss of libido, amenorrhea.
B. Indicators of severe depression include: a conviction of worthlessness or hopelessness, mood congruent
delusions concerning guilt, ill health, impoverishment, nihilism, punishment and persecution, mood
congruent hallucinations with a critical, threatening or catastrophic content, uncontrollable weeping, a
complete loss of the ability to feel emotion, speciﬁc plans for committing suicide, or attempts at suicide with
serious intent to die.
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3. SUICIDAL THOUGHTS AND BEHAVIOUR - ELICITING QUESTIONS
NEGATIVE EVALUATION OF LIFE: In the last month, have there been times when you felt that life
wasn’t worth living? How often have you felt like this recently?
ADVANTAGES FOR SELF: Have you felt that you may be better off dead? Do you feel that it would be a
relief from your problems? Does it seem like the only solution to your problems, or could things still be put right
by other means? Are you sure of this? How often have you thought like this recently?
ADVANTAGES FOR OTHERS: Have you thought that other people would be better off if you were
dead? In what way would they be better off? Would they be happier if you were gone? Are you sure of this?
How often have you thought like this recently?
ACTIVE DESIRE FOR DEATH: Have you found yourself actually wishing you were dead and away from
it all? How often have you felt like this?
SUICIDAL THOUGHTS: Have you had any thoughts about taking your own life? Have you thought seriously about this? Has the idea of taking your life kept coming into your mind? How much of the time has this
been in your mind in the last month?
PLANS FOR SUICIDE: Have you made plans for taking your life? What do you think you might do? Have
you decided how and where you might do this? Have you decided on a time? What prevents you from carrying out your plans? Does the thought of dying make you feel afraid? Does it make you feel relieved? Are you
resigned to the fact?
PREPARATIONS FOR SUICIDE: Have you made any preparations for taking your life? What have you
done? Have you got the means to do it? Have you written a letter saying why you want to do this?
RECENT ATTEMPTS: Have you actually tried to take your life recently? What did you do? Did you expect
to die? Do you intend to try again? When might you do this?
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3. SUICIDAL THOUGHTS AND BEHAVIOUR - RATING SCALE
0 = No thoughts that life is pointless and not worth living. No hopelessness about the future. No thoughts that self
or others would be better off if subject were dead. No thought about possibility of taking own life. No. active
desire to die, or preparations for suicide, or attempts at suicide.
1 = Occasional brief thoughts that life has no point or is not worth living, and/or that the future is hopeless, and/
or that self or others would be better off if subject were dead. No thoughts about possibility of taking own life.
No active desire to die, or preparations for suicide, or attempts at suicide.
2 = Frequent or prolonged thoughts that life has no point or is not worth living, and/or that the future is hopeless,
and/or that self or others would be better off if subject were dead. Thoughts about possibility of taking own
life, but no thoughts about speciﬁc methods of doing this. No preparations for suicide or attempts at suicide.
3 = Frequent or prolonged thoughts that life has no point or is not worth living, and/or that the future is hopeless
and/or that self or others would be better off if subject were dead. Thoughts about committing suicide that
include consideration of speciﬁc methods. No preparations for suicide or attempts at suicide.
4 = Firm belief that life has no point or is not worth living, and/or that the future is hopeless and/or that self
or others would be better off if subject were dead. has formed desire to kill self. Has a plan for committing
suicide by a speciﬁc method and has made preparations for implementing this plan, or has made an attempt
at suicide in the last month using a method which the subject thought could be lethal.
NOTES
A. Record a positive rating if the subject satisﬁed the relevant criteria at any time in the last month.
B. If the subject is given a positive score, a more detailed assessment of suicidal risk is recommended, using
valid and reliable instruments e.g. Beck’s suicide inventory, Beck’s Hopelessness scale.
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4. ELEVATED MOOD - ELICITING QUESTIONS
EXPANSIVE MOOD: Have you sometimes felt particularly cheerful and on top of the world, without
any reason? How would you describe the feeling? Was it a feeling of ordinary happiness or something unusually intense? How long did the feeling last? Could you control the feeling? Was it a pleasant feeling or did it
seem too cheerful to be healthy? How often have you felt like this in the last month?
SUBJECTIVE IDEOMOTOR PRESSURE: Have you felt particularly full of energy lately, or full of exciting
ideas? Do things seem to go too slowly for you? Do ideas or images seem to pass through your mind at a
faster rate than normal? Do you need less sleep than usual? Do you feel yourself getting extremely active but
not getting tired? Did you stay up all night because you felt too full of energy to sleep? Have you developed any
new interests recently?
GRANDIOSE IDEAS AND ACTIONS: Have you seemed super efﬁcient, or felt as though you had special powers or talents quite out of the ordinar y? Have you felt especially healthy? Have you been buying
any interesting things recently? Have you told other people about how you were feeling, or about your ideas and
plans? Did you feel that you had to tell everyone about it?
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4. ELEVATED MOOD - RATING SCALE
0 = The subject reports no instances of elevated mood in the last month.
1 = The subject reports mild elevated mood. The subject experiences a feeling of happiness, or excitement, or
enhanced well being, which lies within the normal range of variation in mood experienced by the majority
of people in their daily lives. The feeling quickly subsides, either spontaneously, or when the subject’s
attention is turned to other things. The subject experiences no increase in the rate of mental processes or
physical activity.
2 = The subject reports moderately elevated mood. The subject experiences a feeling of exceptional happiness,
or excitement, or enhanced well being. The feeling persists for several hours or longer, and is not affected by
attending to other things. The subject may also experience a slight increase in the rate of mental processes
or physical activity.
3 = The subject reports marked elevated mood. The subject experiences a feeling of intense happiness, or
excitement, or well being. The feeling persists for several hours or longer, and is not affected by attending
to other things. The subject may also experience a marked increase in the rate of mental processes or
physical activity, or a reduced need for sleep, or act upon grandiose ideas. Elevated mood was present in
this form on a minority of days in the last month.
4 = The subject reports severely elevated mood. The subject experiences a feeling of intense happiness, or
excitement, or well being. The feeling persists for several hours or longer, and is not affected by attending
to other things. The subject may also experience a marked increase in the rate of mental processes, or
physical activity, or a reduced need for sleep, or act upon grandiose ideas. Elevated mood was present in
this form for a majority of days in the last month.
NOTES:
A. Include drug induced mood states and note the cause.

22
A4 HSE Project.indd 22

15/09/2008 08:44:49

Mental Health Assessment Tools

5. HALLUCINATIONS - ELICITING QUESTIONS
AUDITORY HALLUCINATIONS: Do you ever seem to hear noises or to hear voices when there is no
one about and nothing else to explain it?
NON-VERBAL AUDITORY HALLUCINATIONS: Do you ever hear noises like tapping or music? Do you
ever hear muttering or whispering? Can you make out the words?
VERBAL HALLUCINATIONS: What does the voice say? (If critical or accusator y). Do you think that it is
justiﬁed? Do you deserve it? Do you hear your name being called?
VOICES DISCUSSING SUBJECT IN THE THIRD PERSON OR COMMENTING ON THOUGHTS AND ACTIONS: Do you hear several voices talking about you? Do they refer to you as s/he? What do they say?
Do they seem to comment on what you are thinking, or reading, or doing?
VOICES SPEAKING TO SUBJECT: Do they speak directly to you? Are they threatening or unpleasant? Do
they call you names? Do they give you orders?
DISSOCIATIVE HALLUCINATIONS: Can you carr y a two way conversation with______(name of the
voice)? Do you see or smell anything at the same time as you hear the voice? Who is it you are talking to? What
is the explanation? Do you know anyone else who has this kind of experience?
TRUE OR PSEUDO AUDITORY HALLUCINATIONS: Do you hear these voices inside your head or can
you hear them through your ears? Where do they seem to be coming from? Do they seem to come from
somewhere in the room, or from somewhere else? Do they sound like someone in the room is talking to you?
How long did the voice(s) last for? Were you half asleep at the time, or has it occurred when you were fully
awake? How do you explain them?
VISUAL HALLUCINATIONS: Have you seen things that other people cannot see? What did you see?
FORMLESS VISUAL HALLUCINATIONS: Have you seen shadows or ﬂashes of light? What did you
see?
TRUE OR PSEUDO VISUAL HALLUCINATIONS: Did you see these things with your eyes or in your
mind? How real did they look? Were they solid or could you see through them? Were they three dimensional
or ﬂat, like a photograph? Were they coloured or black and white? How long did the image last for? Were you
half asleep at the time, or has it occurred when you were fully awake? Did the vision seem to arise out of a
pattern on the wallpaper or shadows in the room? How do you explain it?
OLFACTORY HALLUCINATIONS: Do you sometimes notice strange smells that other people don’t
notice? What sort of smell is it? How do explain it? Do you think that you, yourself give off a strange smell?
What sort of smell is it? How do you explain it?
SOMATIC HALLUCINATIONS: Do you ever feel that someone is touching you, but when you look
nobody is there? How do you explain this? Do you sometimes notice strange feelings inside your body? How
do you explain this?
GUSTATORY HALLUCINATIONS: Have you noticed that food or drink seems to have an unusual taste
recently? How do you explain this?
HEIGHTENED PERCEPTIONS: Have there been times recently when sounds have seemed unnaturally clear or loud, or things have looked vividly coloured or detailed?
DULLED PERCEPTION: Have things seemed dark, or grey or colourless?
CHANGED PERCEPTION: Does the appearance of things or people change in a puzzling way: e.g. in
shape, size or colour?
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5. HALLUCINATIONS - RATING SCALE
0 = The subject reports no unusual sensory experiences in the last month.
1 = The subject reports any of the following; illusions, eidetic imagery, intensiﬁed or dulled perceptions,
distorted perceptions, brief and elementary hypnagogic and hypnapompic hallucinations.
2 = The subject reports any of the following; pseudo hallucinations, elementary hallucinations when fully
awake.
3 = The subject reports true hallucinations occurring on a minority of days in the last month.
4 = The subject reports true hallucinations on a majority of days in the last month.
NOTES:
A. Illusions are misrepresentations of real stimuli.
B. Eidetic imagery is intense mental imagery which can be called up and terminated by voluntary effort.
C. Hypnagogic hallucinations occur at the point of falling asleep and hypnapompic hallucinations occur at the
point of waking up. In non-psychotic subjects they are brief and elementary.
D. Elementary hallucinations comprise experiences such as brief noises, ﬂashes of light, sensations of movement at the edge of the visual ﬁeld.
E. True auditory hallucinations are noises or voices, which seem to come from a location, which is external
to the subject’s head. They sound as if they are coming from within the room or from outside in the street,
or sometimes from a part of the subject’s own body, e.g. their stomach. Pseudo auditory hallucinations are
noises or voices that seem to be located in the subject’s head.
F.

True visual hallucinations have all or most of the qualities of a real object. They appear solid, three dimensional, coloured, and may move about in space. Pseudo visual hallucinations do not appear convincingly
real because they lack most of the above qualities. They may appear translucent, ﬂat and colourless.

G. The distinction between true and pseudo hallucinations cannot reliably be applied to hallucinations experienced in other modalities, e.g. smell, touch, deep sensation and taste. If the subject reports a clear instance
of an hallucination affecting one of these senses, this should be rated as a true hallucination.
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6. DELUSIONS - ELICITING QUESTIONS
INTERFERENCE WITH THINKING: Can you think clearly or is there any interference with your
thoughts? What kind of interference? Are you in full control of your thoughts?
THOUGHT INSERTION: Are thoughts put into your head which you know are not your own? How do
you know they are not your own? Where do they come from?
THOUGHT BROADCAST: Do you seem to hear your own thoughts spoken aloud in your head, so
that someone standing near might be able to hear them? How do you explain this? Are your thoughts
broadcast so that other people know what you are thinking?
THOUGHT ECHO OR COMMENTARY: Do you ever seem to hear your own thoughts repeated or
echoed? What is it like? How do you explain it? Where does it come from?
THOUGHT BLOCK OR WITHDRAWAL: Do you ever experience your thoughts stopping quite suddenly
so that there are none left in your mind, even though your thoughts were ﬂowing quite freely before?
What is it like? How does it occur? What is it due to? Do your thoughts ever seem to be taken out of your head,
as though some external thought were removing them? Can you give an example? How do you explain it?
DELUSION OF THOUGHTS BEING READ: Can anyone read your thoughts? How do you know? How do
you explain it?
DELUSIONS OF CONTROL: Do you ever feel under the control of some force or power other than
yourself? As though you were a robot without a will of your own? As though you were possessed by someone
or something else? What is it like?
DELUSIONS OF REFERENCE: Do people seem to drop hints about you, or say things with a double
meaning, or do things in a special way so as to convey a meaning? Can you give an example of what they
do? Does everyone seem to gossip about you? What do they say? Do people follow you about, or check up on
you, or record your movements? Why are they doing this?
DELUSIONAL MISINTERPRETATION AND MISIDENTIFICATION: Do things seem to be specially arranged? Is an experiment going on, to test you out? Do you see any reference to yourself on TV or in the
papers? Do you ever see special meanings in advertisements?
DELUSIONS OF PERSECUTIONS: Is anyone deliberately tr ying to harm you, e.g. tr ying to poison or
kill you? How? Is there any kind of organisation behind it? Is there any other kind of persecution?
DELUSIONS OF ASSISTANCE: Do you think people are organising things specially to help you? What
are they doing?
DELUSIONS OF GRANDIOSE ABILITIES: Is there anything special about you? Do you have any special
abilities or powers? Can you read people’s thoughts? Is there a special purpose or mission to your life? Are you
especially clever or inventive?
DELUSIONS OF GRANDIOSE IDENTITY: Are you a ver y prominent person or related to someone
prominent like royalty? Are you very rich or famous? How do you explain this?
RELIGIOUS DELUSIONS: Are you a ver y religious person? Specially close to god? Can god communicate
to you? Are you yourself a saint?
DELUSIONS CONCERNING APPEARANCE: Do you think your appearance is normal?
DELUSIONS OF DEPERSONALISATION: Is anything the matter with your brain?
DELUSIONAL EXPLANATION: How do you explain things that have been happening? Is anything like
hypnosis or telepathy going on? Is anything like electricity, or X-rays, or radio waves affecting you?
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6. DELUSIONS - RATING SCALE
0=

The subject reports no unusual ideas in the last month.

1=

The subject reports any of the following: overvalued ideas: ideas of reference.

2=

The subject reports partial delusions present during the last month.

3=

The subject reports full delusions present on a minority of days in the last month.

4=

The subject reports full delusions present on a majority of days in the last month.

NOTES:
A. An overvalued idea is an idiosyncratic belief held on inadequate grounds, which is not delusional or
obsessional in nature, and which is not a conventional belief within the subject’s culture or religion.

B. Ideas of reference arise in people who are overly self-conscious. The subject feels that other people are taking
notice of him/her in ordinary public situations, recognises that this feeling originates within themselves
and is out of proportion to any possible cause, but cannot help having this feeling.
C. A delusion is a belief that is ﬁrmly held on inadequate grounds, is resistant to rational argument or evidence
to the contrary, and is not a conventional belief within the subject’s culture or religion. It is held with
full conviction but is not arrived at by a process of logical reasoning and is not adequately supported by
evidence. Delusions are usually false beliefs, but may occasionally be true or become true. It is not the
falsity of the belief which determines whether it is delusional, but the nature of the mental processes which
led to the belief.
D. A partial delusion meets all the criteria for a delusional belief except that it is held with less than full
conviction. The following questions are suggested to assist the rater in distinguishing between full and
partial delusions:
“How certain are you that (specify the belief) is true?”
“Do you think that you could be mistaken about (specify the belief)?”
“Do you have any doubts about (specify the belief)?”
E. Care should be taken when asking questions concerning thought insertion, thought broadcast, thought
echo or commentary, thought block, and thought withdrawal. The basic experiences enquired about
under these headings are not in themselves sufﬁcient to justify a positive rating for delusions. To allow a
positive rating for delusions, the rater must also establish that the subject has acquired delusional beliefs
concerning these experiences. For example, the basic experience enquired about under the heading
thought broadcast is that of hearing one’s own thoughts spoken aloud in one’s head. This should be taken
as a simple description of the subject’s experience and should not be classed as a delusional belief. If, in
addition, the subject believes that their thoughts are so loud that other people can share their thoughts at
a distance, this could be classed as a delusional belief concerning their experience of loud thoughts.
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7. FLATTENED AFFECT - OBSERVATIONAL GUIDELINES
Emotion is normally conveyed by variations in facial expression, vocal pitch and volume, hand and arm gestures,
and body posture. When ﬂatness of affect is present the subject shows a reduction in the range and frequency
of these variations in expression, voice, gesture and posture. The resulting impression is that the subject ﬁnds it
difﬁcult, or in extreme cases impossible, to convey their emotional reactions during the interview. This does not
necessarily mean that they lack emotional feelings, only that they may have difﬁculty conveying their feelings
to others. When assessing ﬂatness of affect, consider the following factors.
A. Variation in facial expression: there may be a reduction in the movement of some or all of the facial muscles
that are normally used to form facial expressions. The subject may show no sign of a smile when talking
about amusing or pleasant events, or may form a limited, partial smile with the mouth, while the muscles
around the eyes fail to move. Similarly, when discussing sad or distressing topics the subject’s face may
show little signs of distress.
B. Variation in vocal pitch and volume: the subject’s voice may show little or no variation in pitch or volume,
regardless of the emotional content of the interview, and may have a monotonous quality. Alternatively, the
same pattern of rising and falling pitch may be repeated throughout the interview, but the inﬂections do
not correspond to changes in the emotional content of the interview and are not present to give emphasis
to particular words or feelings.
C. Gesture and posture: hand and arm gestures, together with changes in body posture, are also used to
help convey emotion. The subject who feels happy or excited may use frequent rapid hand gestures to
add emphasis to their description of pleasant events. An angry subject may lean forwards towards the
interviewer to give emphasis to the strength of their angry feelings. These gestures and changes in body
posture may be reduced or entirely absent in the subject with ﬂattened affect.
D. Depressed subject’s may show a diminution in their range of facial expression, vocal range, and their of
movements and gesture. These subject’s may have an unvarying sad expression, their speech may exhibit
repeated patterns of descending pitch, and they maintain a “closed posture,” with limited use of gesture,
little change in posture, and reduced eye contact. When this pattern of behaviour is observed in a depressed
subject, it should not be rated as ﬂattened affect, since the subject’s face, voice and posture accurately reﬂect
their depressed affect. When ﬂattened affect is present, the subject conveys an inappropriately reduced
emotional response, or no response at all.
E. Some subject’s show a normal range of emotional expression during most of the interview, but appear
calmly indifferent to emotive topics. For example, the subject may describe disturbing hallucinations or
bizarre delusions in a matter of fact way, with little or no signs of concern or emotional distress. This should
be rated as ﬂattened affect.
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7. FLATTENED AFFECT - RATING SCALE
0 = The subject exhibits no evidence of ﬂattened affect during the interview.
1 = The subject’s emotional responses appear mildly ﬂattened. Emotive topics evoke an emotional response
from the subject but this is slightly less than might normally be expected.
2 = The subject’s emotional responses appear moderately ﬂattened. Emotive topics evoke an emotional response
from the subject but this is distinctly less than might normally be expected.
3 = The subject’s emotional responses appear markedly ﬂattened. Very little emotion is shown, even when
discussing emotionally highly charged topics. The subject cannot convey the impact of distressing symptoms
and events, and shows little sign of concern when discussing current problems and future plans.
4 = The subject’s emotional responses appear severely ﬂattened. No emotional expression whatever regardless
of the topic discussed. The subject’s face is expressionless, their voice unvaryingly monotonous or conﬁned
to a repetitive pattern of inﬂection which is unrelated to the content of their speech. There is no expressive
use of gesture or posture.
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8. INCONGRUOUS AFFECT - OBSERVATIONAL GUIDELINES
In subject’s with incongruous affect, the expressed emotion is not in keeping with the situation, or with the topic
of conversation, or with the subject’s own feelings. By contrast, subject’s with ﬂattened affect either exhibit no
emotional response, or responses that are appropriate but less intense than might normally be expected. When
rating incongruity, consider the following factors:
A. the subject makes jokes or laughs when discussing unpleasant or distressing topics, or smiles or giggles
repeatedly during the interview for no apparent reason.
B. the subject becomes tearful when discussing neutral or pleasant topics. The rater should ensure that the
tearfulness is not due to an underlying depressive state.
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8. INCONGRUOUS AFFECT - RATING SCALE
0 = The subject exhibits no evidence of incongruous affect during the interview.
1 = The subject’s emotional responses appear mildly incongruous. Slightly inappropriate or odd emotional
responses occur during the interview.
2 = The subject’s emotional responses appear moderately incongruous. Distinctly inappropriate emotional responses occur occasionally during the interview. The majority of emotional responses are not incongruous.
3 = The subject’s emotional responses appear markedly incongruous. Distinctly inappropriate emotional responses occur frequently during the interview. The majority of emotional responses are incongruous.
4 = The subject’s emotional responses appear severely incongruous. Distinctly inappropriate emotional responses occur constantly during the interview. All of the subject’s emotional responses are incongruous.

30
A4 HSE Project.indd 30

15/09/2008 08:44:49

Mental Health Assessment Tools

9. OVERACTIVITY - OBSERVATIONAL GUIDELINES
When overactivity is present there is an increase in the frequency, and/or speed, and/or extent of bodily
movements. When rating overactivity, consider the following factors:

A. Generalised restlessness: during the course of an interview, healthy subject’s will change their posture and
position from time to time to avoid physical discomfort. The overactive subject changes posture and position more frequently than is normally required to maintain physical comfort and may engage in repetitive,
unnecessary movements of the limbs. In mild form, the subject appears ﬁdgety and restless but is able to
remain seated. In more extreme form, the subject may ﬁnd it impossible to remain seated and gets up from
the chair to pace about the room.
B. Increased speed of movements: the subject performs movements more rapidly than is normal, walks or
paces abnormally quickly, makes rapid shifts in postures and position, gestures rapidly.
C. Gross excitement: the subject runs about, jumps around, waves their arms wildly, shouts or screams, and
may throw things.
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9. OVERACTIVITY - RATING SCALE
0 = The subject exhibits no evidence of overactivity during the interview.
1 = The subject appears mildly overactive. They are occasionally ﬁdgety or restless but are able to remain still
for substantial periods of time. The subject is never so restless that they get up from their chair and pace
about the room.
2 = The subject appears moderately overactive. They are ﬁdgety or restless for the majority of the interview
and are able to remain still for only short periods of time. They may rise from their chair and pace about
the room on one or two brief occasions, but it always possible for the subject to return to their seat and
complete the interview.
3 = The subject appears markedly overactive. They are constantly ﬁdgety or restless and unable to remain still
for more than a few seconds. They may rise from their chair frequently and pace about the room. It may
not be possible to complete the interview in a single session because the subject spends a substantial part
of the time pacing.
4 = The subject appears severely overactive. The subject is grossly excited, remains seated for only brief
periods, and spends most of the time pacing rapidly about the room or even running around. The subject
cannot be interviewed.
NOTES:
A. The abnormal movements which are typical of medication induced akathisia should be rated under Abnormal
Movements and Postures and not under this section of the measure.
B. The abnormal movements which are typical of medication induced tardive dyskinesia should also be rated
under Abnormal Movements and Postures and not under this section of the measure.
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10. PSYCHOMOTOR RETARDATION - OBSERVATIONAL GUIDELINES
When psychomotor retardation is present there is a reduction in the frequency, speed and extent of voluntary
movements, leading to delays in initiating tasks or movements requested of the subject. This physical retardation
is accompanied by a slowing of thought which is reﬂected in the subject’s speech, with delays before answering
questions and pauses in conversation.
When assessing psychomotor retardation consider the following factors:

A.

Slowness of voluntary movements: delays in performing movements, performing movements and gestures
slowly, a low frequency of movements.

B. Slow speech: long pauses before answering questions, a reduced rate of speech, long pauses between
phrases.
C. Catatonic stupor: a total absence of voluntary movement, accompanied by muteness, but with evidence of
continuing conscious awareness.

33
A4 HSE Project.indd 33

15/09/2008 08:44:49

Mental Health Assessment Tools

10. PSYCHOMOTOR RETARDATION - RATING SCALE
0 = The subject exhibits no evidence of psychomotor retardation during the interview.
1 = The subject exhibits mild psychomotor retardation. There is a slight slowness in movement accompanied
by short delays in responding to questions and slight slowness in speech when answering questions.
2 = The subject exhibits moderate psychomotor retardation. There is distinct slowness in movements
accompanied by deﬁnite delays before responding to questions and distinct slowness of speech when
answering questions.
3 = The subject exhibits marked psychomotor retardation. There is a very pronounced slowness of movements
accompanied delays before responding to questions and pronounced slowness of speech when answering
questions.
4 = The subject exhibits severe psychomotor retardation. There is extreme slowness of movements or the
subject is immobile, long delays before responding even to very simple questions, and speech is restricted
to brief answers or the subject is mute.
NOTES:
A. The subject must show evidence of slowed thought processes to justify a positive rating for Psychomotor
Retardation: for example, by a reduced rate of speech, or pauses between phrases, or pauses before
answering questions.
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11. ABNORMAL SPEECH - OBSERVATIONAL GUIDELINES.
When rating abnormal speech consider the following factors:

A. Flight of ideas: the subject’s conversation moves abruptly from one topic to another, so that a new train of
thought appears before the previous one is completed. There is some discernible connection between one
idea and the next which makes the change in topic understandable. This connection may be words that
rhyme (clang association) words that have a similar sound assonance), words with more than one meaning
(punning), or words that have an association.
B. Knight’s move thinking or derailment of thought: the subject’s conversation moves abruptly from one topic
to another so that a new train of thought appears before the previous one is completed. However, there is
no discernible connection between one idea and the next and the change in topic is not understandable.
C. Incoherence: the subject utters strings of unrelated words or phrases. The speech lacks any logical or
grammatical structure, suggesting that the structure and coherence of thinking has been completely lost.
D. Vagueness and talking past the point: the subject’s speech fails to focus on the topic under discussion.
Although the subject speaks grammatically, little or no relevant information is conveyed to the listener. This
kind of speech may be described as exhibiting poverty of content.
E. Neologisms: the subject invents new words. Neologisms must be distinguished from incorrect pronunciation,
the wrong use of words by people with limited education, and obscure technical and literary terms.
F.

Perseveration and verbigeration: the subject engages in the repeated and inappropriate expression of the
same sounds, words or phrases.
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11. ABNORMAL SPEECH - RATING SCALE
0 = The subject exhibits no evidence of abnormal speech during the interview.
1 = Mild abnormality of speech observed. The train of speech is occasionally disjointed but it is always possible
to discern a logical connection between the ideas expressed by the subject. Or, occasional instances or
vagueness or irrelevance but the subject always returns to the point without prompting. No neologisms,
perseveration or verbigeration occur.
2 = Moderate abnormality of speech observed. There are occasional breaks in the train of speech where it is
impossible to discern a logical connection between the ideas expressed by the subject, but the majority
of the subject’s speech is normal. Or, occasional instances of vagueness or irrelevance during which the
subject needs prompting to return to the point of the question, but most replies are relevant. Or, frequent
neologisms, perseveration or verbigeration against a background of predominantly normal speech.
3 = Marked abnormality of speech observed. Frequent breaks in the train of speech where it is impossible
to discern a logical connection between the ideas expressed by the subject, only a minority of the
subject’s speech is normal. Or, frequent instances of vagueness or irrelevance during which the subject
needs prompting to return to the point, only a minority of replies are relevant. Or, frequent neologisms,
perseverations or verbigeration repeatedly disrupt the ﬂow of speech, but some meaningful communication
is still possible.
4 = Severe abnormality of speech observed. Continual breaks in the train of speech where it is impossible to
discern a logical connection between the ideas expressed by the subject, so no meaningful communication
is possible. Or, all the subject’s speech is markedly vague or irrelevant, with no relation between the
interviewer’s questions and the subject’s answers. or, speech consists entirely of neologisms, perseveration
or verbigeration.
NOTES:
A. Speech that is difﬁcult to understand solely because it is spoken quietly or is mumbled should not be rated
under this item. If the subject’s speech is difﬁcult to discern for either of these reasons the interviewer
must attend closely to what is said and attempt to establish whether the logical and grammatical structure
is intact or shows signs of breaking down.
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12. POVERTY OF SPEECH - OBSERVATIONAL GUIDELINES
This item refers to restricted quantity of speech occurring in the absence of psychomotor retardation. In reply
to questions the subject gives brief responses which impart the minimum of information, shows a reluctance
to elaborate on their responses, but shows no evidence of slowed thought processes. Replies may be brief or
monosyllabic, the subject may fail to volunteer information and need repeated encouragement to expand on
their initial brief responses to questions, questions may be answered with a shrug or shake of the head, or not
answered at all.
When assessing poverty of speech consider the following factors:

A. Reluctance to elaborate on replies to questions: the subject gives brief replies to questions and is reluctant
to say more even when asked to do so by the interviewer.
B. Tendency to give brief or monosyllabic answers to questions without regard to their content: subject
conﬁnes their answers to “yes,” “no,” “don’t know,” “not sure,” etc.
C.

Abnormal lack of spontaneous comments: the subject fails to volunteer information or to make comments
of any kind.

D. Non-social speech: the subject seems reluctant to reply to the interviewer’s questions, but murmurs
inaudibly or unintelligibly during the interview.
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12. POVERTY OF SPEECH - RATING SCALE
0 = No lack of speech. Subject gives full and informative replies to questions and voluntarily provides additional
relevant information.
1 = Occasional difﬁculties or silences but gives full and informative replies to most questions without repeated
prompting or encouragement from the interviewer.
2 = Subject only speaks when spoken to and tends to give brief replies. Does not volunteer additional information
without repeated prompting or encouragement from the interviewer.
3 = Most replies are monosyllabic despite prompting or encouragement from the interviewer. Frequently fails
to answer at all.
4 = Speaks only two or three words. Or, murmurs constantly but says nothing intelligible to the interviewer.
NOTES:
A. Poverty of speech should be distinguished from poverty of content of speech. Speech which is vague and
imparts little or no information to the listener exhibits poverty of content. With poverty of content the
subject may be very talkative and yet be so vague as to convey no useful information at all. Poverty of
content should be rated under the item Abnormal Speech.
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13. ABNORMAL MOVEMENTS - OBSERVATIONAL GUIDELINES
This section includes all movements, postures and facial expressions that appear to the interviewer to be
abnormal or unusual. When assessing abnormal movements or postures consider the following:

A. Involuntary movements: tics, tremors, dyskinesia, akathisia, dystonia, choreaothetoid movements. Include
all such movements even if thought to be caused by medication.
B. Mannerisms: odd, stylised movements or acts, usually idiosyncratic to the subject, sometimes suggestive
of a special meaning e.g. the subject repeatedly salutes or uses elaborate hand gestures.
C. Stereotypes: persistent repetition of movements or postures e.g. rocking to and fro in a chair, rubbing head
round and round with the hand nodding head. These movements do not seem to have a special meaning.
D. Catatonic movements: negativism (doing the opposite of what is asked), ambitendence (ﬂuctuating
between two alternatives), echopraxia (imitation of body movements), echolalia (imitation of words or
phrases), mitgehen and waxy ﬂexibility (excessive co-operation in passive movements).
E. Unusual postures: Voluntarily adopting strange postures, possibly with a special meaning to the subject, or
holding uncomfortable postures for long periods.
F.

Persistently rigid posture: the subject may sit rigidly in a chair or even stand upright for most of the
interview. Include rigid posture that may be due to anxiety provided that this persists throughout most of
the interview.

G. Persistently withdrawn posture: the subject adopts a closed posture, with head down and eyes averted
from the interviewer. Include withdrawn posture that may be due to depression, provided that this persists
throughout most of the interview.
H. Abnormal staring: prolonged periods of eye ﬁxation with the interviewer to a degree that is culturally
inappropriate, or prolonged staring into space.
I.

Facial mannerisms or stereotypes: distinct idiosyncratic or repetitive movements of unclear meaning e.g.
grimacing.

J.

Involuntary facial movements: Facial tics, chewing movements.

K.

Behaviours apparently resulting from hallucinations: include unusual behaviour that appears to be a
response to hallucinations e.g. breaks off conversation in order to listen to voices, talks aloud or silently in
response to voices, looks around at visual hallucinations.

39
A4 HSE Project.indd 39

15/09/2008 08:44:49

Mental Health Assessment Tools

13. ABNORMAL MOVEMENTS - RATING SCALE
0 = No evidence of abnormal movements or postures.
1 = Slightly unusual movements or postures, which are inconspicuous and are not likely to attract the attention
of others in social situations.
2 = Moderately unusual movements or postures, which are conspicuous and likely to attract the attention of
others in social situations, but occur infrequently and are not sustained over long periods.
3 = Markedly unusual movements or postures, which are conspicuous and likely to attract attention from others
in social situations, and occur frequently or are sustained over long periods.
4 = Extremely unusual movements or postures, which are conspicuous and likely to attract attention from
others in social situations, and occur almost continuously throughout the interview.
NOTES:
A. When evaluating the degree of conspicuousness of an abnormal movement or posture, the rater should
make a judgement about how noticeable it would be to other people if it were to occur in an ordinary day
to day social context. For example, if the subject behaved in a that way in a shop, or on a bus, or in a public
space, what is the likelihood that other people would notice the behaviour? If it seems likely that others
would notice it, would they attend to it brieﬂy or persistently? Behaviour which might draw little attention
in a ward or day hospital setting might be highly conspicuous in ordinary social situations.
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14. ACCURACY OF ASSESSMENT - OBSERVATIONAL GUIDELINES
At the outset, all subjects must be given a clear explanation of the nature and purpose of the interview, and their
co-operation should then be requested. If the subject is extremely reluctant to be interviewed, or if their ability
to answer questions is grossly impaired by symptoms, it may be better to postpone the full interview until they
are more willing or able to talk. However, if this is done, the scale’s behavioural items should still be rated. Some
degree of unease or reticence is common amongst subjects, particularly at the start of the interview.
During the interview, the interviewer should always be prepared to explain the reason for asking any particular
question if requested to do so by the subject, and should offer reassurance and further explanation when difﬁcult
topics are being discussed. When assessing the accuracy of the assessment, consider the following factors:

A. Suspiciousness: the subject may feel that a deliberate attempt is being made to harm or to annoy. If
persecutory delusions are present the subject may believe that the interviewer is involved in a wider
conspiracy.
B. Hostility: the subject may be overtly angry and hostile, criticising the interviewer and refusing to answer
questions, or cutting off the interviewer by saying no before the question is ﬁnished.
C. Misleading answers: the subject may give replies to avoid answering questions, or may frequently contradict
themselves, or may deny that symptoms are present although there is evidence to the contrary.
D. Verbal over-compliance: this is the tendency to agree passively with the interviewer’s questions without
seeming to have any regard to their content. The subject repeatedly says “yes,” or “I suppose so,” without
seeming to give proper thought to the questions. They may be trying to please the interviewer, or may be
unable to concentrate sufﬁciently to give a considered response.
E. Resentment or apathy: the subject seems unwilling to co-operate, talks very reluctantly, seems apathetic or
listless, or repeated says “no,” without seeming to give proper thought to the questions.
F.

Interviewing technique: the interviewer should always try to obtain sufﬁcient information to enable an
accurate rating to be made. If the subject provides insufﬁcient or ambiguous or contradictory information,
the interviewer should attempt to resolve these deﬁciencies by careful additional questioning, sensitively
conducted.

G. In certain circumstances: e.g. following compulsory admission to hospital, the interviewer may feel that
a lack of co-operation from the subject is understandable and to some degree justiﬁed. This should be
recorded on the data sheet as a possible reason for the perceived lack of co-operation, but should not
inﬂuence the rating itself which should be based solely on the adequacy of the information obtained during
the interview.
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14. ACCURACY OF ASSESSMENT - RATING SCALE
0 = All elicited symptoms rated. All ratings based on complete and consistent information. Any contradictions,
ambiguities and uncertainties fully resolved by further questioning of the subject.
1 = All elicited symptoms rated. All ratings based on adequate information. Minor unresolved contradictions,
ambiguities or uncertainties remain after further questioning of the subject.
2 = A minority of elicited symptoms left unrated due to major unresolved contradictions, ambiguities or
uncertainties.
3 = A majority of elicited symptoms left unrated due to major unresolved contradictions, ambiguities or
uncertainties.
4 = All elicited symptoms left unrated due to major unresolved contradictions, ambiguities or uncertainties.
Only observed behaviours rated.
NOTES:
A. If any rating is thought to be of doubtful accuracy, use this section of the data sheet record in detail which
particular ratings are suspect and why they are judged to be suspect.
B. Remember that the score for this section should not be included when calculating the subject’s total
symptom score.
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KGV(M) SCORE SHEET
NAME:______________________

DATE OF RATING:______________

RATER: _______________

1. ANXIETY:
SCORE: ___
2. DEPRESSION:
SCORE: ___
3. SUICIDAL THOUGHTS AND BEHAVIOUR:
SCORE: ___
4. ELEVATED MOOD:
SCORE: ___
5. HALLUCINATIONS:
SCORE: ___
6. DELUSIONS:
SCORE: ___
7. FLATTENED AFFECT:
SCORE: ___
8. INCONGRUOUS AFFECT:
SCORE: ___
9. OVERACTIVITY:
SCORE:___
10. PSYCHOMOTOR RETARDATION:
SCORE: ___
11. ABNORMAL SPEECH:
SCORE: ___
12. POVERTY OF SPEECH:
SCORE: ___
13. ABNORMAL MOVEMENTS:
SCORE: ___
14. ACCURACY OF ASSESSMENT:
SCORE: ___
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Risk Assessment Tool
Longford/Westmeath Mental Health Services.
Risk Assessment
Name ……………………………………...
Address …………………………………...
…………………………………..
Location …………………………………..
DOB ……………… DOA ……………….
File No ………………
A: ABSCONDING RISK

Y

N

U

The following criteria are devised to assist
clinicians in the formulation and
management of risk
Where a risk is present insert a (√)
Y – Yes, risk present. N – No, no risk or U –
Unknown, it is not possible to rate at present
S: SUICIDE RISK (brief risk screen)

Expressing desire to leave/not come into
hospital
Pacing/watching doors
Active addictions (detoxing/craving) – strong
desire take alcohol or non prescribed drugs
Currently impulsive (disinhibited erratic)
History of impulsivity, defiance, non
compliance, boundary breaking behaviour

History of previous suicide attempt

Previously absconded from (any) hospital
Currently suspiciousness re. the hospital or staff
esp. command hallucinations

F: FALLS RISK

Y N U

History of repeated self-harm
Current problems with alcohol or sub stance abuse
An expression of concern from others about suicide
Current thoughts that indicate risk
Current plan of action that indicates risk
Significant past history of falls
hypotension
Muscle rigidity
Visual impairment

Expressing dissatisfaction with care/treatment
Current social stressors increasing absconding
risk
Risk of wandering – mobile and confused

ataxia
An expression of concern from others about the risk
of falls

V: VIOLENCE RISK (Brief risk screen)
Y N U
Significant past history of violence
Current thoughts plans o symptoms indicating
risk
Current behaviour with alcohol or substance
abuse

Y N U

Current behaviour suggesting there is a risk
An expression of concern from others about the risk
of violence/aggression

Risk Determination
Place the appropriate heading A, S, F or V within the risk category rated most appropriate following
clinical assessment

Risk
High – imminent risk of harm/injury to self or others
Medium – background risk but no imminent risk
Low – no evidence of risk of harm to self or others

Category

Time

Date

Assessor

Grade

Risk Management
High observation
When the risk assessment is completed the Clinical Team
should rate the level of observation necessary to maintain
Observe and remain on ward
an appropriate therapeutic environment
Circulate freely but know location at all times
Observe in geriatric chair
Special nursing observations can only be initiated following its prescription by a Consultant Psychiatrist. When a
patient is rated ‘High Risk’ for violence to self or others a HCR 20 should be completed under MD Team supervision
by a trained assessor
Signed: ___________________________________
This risk assessment is subject to review in line with best practice and the best interest of the patient
Updated April 2008 M. Hyland
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Health Service Executive
Dublin Mid-Leinster Area,
Midland Regional Hospital Portlaoise,
Department of Psychiatry

Collaborative Risk Assessment
Surname
Sector

First Name
Date of Birth
Used: - As per requirements of 2001 Mental Health Act

(Please tick relevant boxes)
1. Clinical Symptoms: Indicative of Risk
Early warning signs of relapse

Past Risk History
Yes No Unknown

Current Risk History
Yes No
Unknown

Ideas of harming others.
Ideas of self harm/suicidal ideation
Delusions
Command Hallucinations
Morbid jealousy
Impulsive/lack of impulse control
Confusion/Disorientation
2. Behaviour: Indicative of risk
Physical harm to others
Threats/Intimidation
Drug/Alcohol abuse
Suicidal attempts.
Plans to commit suicide
Deliberate self harm
Wandering (internal/external/day/night)
Absconding from care environment.
Language barrier
3. Treatment Related Indicator.
Non compliance of medication
Failure to attend appointments
Compulsory admissions.
4. Personal Circumstances: Indicative of Risk
Physical Problems/frailty i.e. diabetes, mobility,
sensory.
Recent severe stress.
Concern expressed by others (relative, carers)
Recurrence of circumstances associated with risk
behaviour
Social isolation
Any forensic history.
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Doctor’s Signature: ________________________ Date/Time: _________________

• This risk assessment tool is subject to change/amendments through review.

One (1) = N History/evidence of risk.
Two (2) = No current indicators but history warning signs indicate possible risk.
Three (3) = History / current condition indicated significant and / or there is serious potential risk.
Four (4) = History current condition indicates possible serious imminent risk.

Risk Assessment recommended review date: _____________________________

Nurses Signature: _________________________

Level of Observations required
Level 1 (General/0bservation)
Level 2 (General/0bservation)
Level 3.(High/Observation)
Level 4 (Special Observation)

Summary of Risk Assessment

❑
❑
❑
❑

Risk Management Plan (Summary )Actions

.Mention any known triggers / stressors

Date/Time

Risk associated with Vulnerability and neglect.i.e. Isolation. / , Exploitation, /
self care deficits/ Special needs/ / physical problems

Risk association with Behaviour i.e. impulsivity , agitation ,threats , absconding

Risks Associated with Clinical symptoms i.e. command hallucination,
delusions. agitation, confusion / etc

Risk to Others I i.e. aggression / threats / intent / means / drug/alcohol use etc.

PATIENT’S NAME: ________________________ D.O.B: ____________________
RISK ASSESSMENT AND MANAGEMENT PLAN
Risk Assessment
LEVEL
Risk Management Plan
Risk to Self i.e. DSH .suicidal ideation / plan / means etc
1 2 3 4

Mental Health Assessment Tools
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DASS - DEPRESSION, ANXIETY STRESS SCALE
OVERVIEW OF THE DASS AND ITS USES
GENERAL DESCRIPTION OF THE SCALES
The DASS is a set of three self-report scales designed to measure the negative emotional states of depression,
anxiety and stress. The DASS was constructed not merely as another set of scales to measure conventionally
deﬁned emotional states, but to further the process of deﬁning, understanding, and measuring the ubiquitous
and clinically signiﬁcant emotional states usually described as depression, anxiety and stress. The DASS should
thus meet the requirements of both researchers and scientist-professional clinicians.
Each of the three DASS scales contains 14 items, divided into subscales of 2-5 items with similar content. The
Depression scale assesses dysphoria, hopelessness, devaluation of life, self-deprecation, lack of interest/involvement, anhedonia, and inertia. The Anxiety scale assesses autonomic arousal, skeletal muscle effects, situational
anxiety, and subjective experience of anxious affect. The Stress scale is sensitive to levels of chronic non-speciﬁc
arousal. It assesses difﬁculty relaxing, nervous arousal, and being easily upset/agitated, irritable/over-reactive
and impatient. Subjects are asked to use 4-point severity/frequency scales to rate the extent to which they have
experienced each state over the past week. Scores for Depression, Anxiety and Stress are calculated by summing the scores for the relevant items.
In addition to the basic 42-item questionnaire, a short version, the DASS21, is available with 7 items per scale.
Note also that an earlier version of the DASS scales was referred to as the Self-Analysis Questionnaire (SAQ).
As the scales of the DASS have been shown to have high internal consistency and to yield meaningful discriminations in a variety of settings, the scales should meet the needs of both researchers and clinicians who wish to
measure current state or change in state over time (e.g., in the course of treatment) on the three dimensions of
depression, anxiety and stress.
CHARACTERISTICS OF HIGH SCORERS ON EACH DASS SCALE
Depression scale
•
self-disparaging
•
dispirited, gloomy, blue
•
convinced that life has no meaning or value
•
pessimistic about the future
•
unable to experience enjoyment or satisfaction
•
unable to become interested or involved
•
slow, lacking in initiative
Anxiety scale
•
apprehensive, panicky
•
trembly, shaky
•
aware of dryness of the mouth, breathing difﬁculties, pounding of the heart, sweatiness of the palms
•
worried about performance and possible loss of control
Stress scale
•
over-aroused, tense
•
unable to relax
•
touchy, easily upset
•
irritable
•
easily startled
•
nervy, jumpy, ﬁdgety
•
intolerant of interruption or delay
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THE DASS IN RESEARCH
The DASS may be administered either in groups or individually for research purposes. The capacity to discriminate between the three related states of depression, anxiety and stress should be useful to researchers
concerned with the nature, aetiology and mechanisms of emotional disturbance.
As the essential development of the DASS was carried out with non-clinical samples, it is suitable for screening
normal adolescents and adults. Given the necessary language proﬁciency, there seems no compelling case
against use of the scales for comparative purposes with children as young as 12 years. It must be borne in mind,
however, that the lower age limit of the development samples was 17 years.
CLINICAL USE OF THE DASS
The principal value of the DASS in a clinical setting is to clarify the locus of emotional disturbance, as part of
the broader task of clinical assessment. The essential function of the DASS is to assess the severity of the core
symptoms of depression, anxiety and stress. It must be recognised that clinically depressed, anxious or stressed
persons may well manifest additional symptoms that tend to be common to two or all three of the conditions,
such as sleep, appetite, and sexual disturbances. These disturbances will be elicited by clinical examination, or
by the use of general symptom check lists as required.
The DASS may be administered and scored by non-psychologists, but decisions based on particular score proﬁles should be made only by experienced clinicians who have carried out an appropriate clinical examination.
It should be noted also that none of the DASS items refers to suicidal tendencies because items relating to such
tendencies were found not to load on any scale. The experienced clinician will recognise the need to determine
the risk of suicide in seriously disturbed persons.
THE DASS AND DIAGNOSIS
The DASS is based on a dimensional rather than a categorical conception of psychological disorder. The assumption on which the DASS development was based (and which was conﬁrmed by the research data) is that
the differences between the depression, the anxiety, and the stress experienced by normal subjects and the
clinically disturbed, are essentially differences of degree. The DASS therefore has no direct implications for the
allocation of patients to discrete diagnostic categories postulated in classiﬁcatory systems such as the DSM and
ICD. However, recommended cutoffs for conventional severity labels (normal, moderate, severe) are given in
the DASS Manual.
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DASS

Name:____________________________

Date:_____________________________

Please read each statement and circle a number 0, 1, 2 or 3 which indicates how much the statement applied to
you over the past week. There are no right or wrong answers. Do not spend too much time on any statement.
The rating scale is as follows:
0 Did not apply to me at all
1 Applied to me to some degree, or some of the time
2 Applied to me to a considerable degree, or a good part of time
3 Applied to me very much, or most of the time

1

I found myself getting upset by quite trivial things

0

1

2

3

2

I was aware of dryness of my mouth

0

1

2

3

3

I couldn’t seem to experience any positive feeling at all

0

1

2

3

4

I experienced breathing difﬁculty (eg, excessively rapid breathing,
breathlessness in the absence of physical exertion)

0

1

2

3

5

I just couldn’t seem to get going

0

1

2

3

6

I tended to over-react to situations

0

1

2

3

7

I had a feeling of shakiness (eg, legs going to give way)

0

1

2

3

8

I found it difﬁcult to relax

0

1

2

3

9

I found myself in situations that made me so anxious I was most
relieved when they ended

0

1

2

3

10

I felt that I had nothing to look forward to

0

1

2

3

11

I found myself getting upset rather easily

0

1

2

3

12

I felt that I was using a lot of nervous energy

0

1

2

3

13

I felt sad and depressed

0

1

2

3

14

I found myself getting impatient when I was delayed in any way
(eg, lifts, trafﬁc lights, being kept waiting)

0

1

2

3

15

I had a feeling of faintness

0

1

2

3

16

I felt that I had lost interest in just about everything

0

1

2

3

17

I felt I wasn’t worth much as a person

0

1

2

3

18

I felt that I was rather touchy

0

1

2

3

19

I perspired noticeably (eg, hands sweaty) in the absence of high
temperatures or physical exertion

0

1

2

3

20

I felt scared without any good reason

0

1

2

3

21

I felt that life wasn’t worthwhile

0

1

2

3
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22

I found it hard to wind down

0

1

2

3

23

I had difﬁculty in swallowing

0

1

2

3

24

I couldn’t seem to get any enjoyment out of the things I did

0

1

2

3

25

I was aware of the action of my heart in the absence of physical
exertion (eg, sense of heart rate increase, heart missing a beat)

0

1

2

3

26

I felt down-hearted and blue

0

1

2

3

27

I found that I was very irritable

0

1

2

3

28

I felt I was close to panic

0

1

2

3

29

I found it hard to calm down after something upset me

0

1

2

3

30

I feared that I would be “thrown” by some trivial but
unfamiliar task

0

1

2

3

31

I was unable to become enthusiastic about anything

0

1

2

3

32

I found it difﬁcult to tolerate interruptions to what I was doing

0

1

2

3

33

I was in a state of nervous tension

0

1

2

3

34

I felt I was pretty worthless

0

1

2

3

35

I was intolerant of anything that kept me from getting on with
what I was doing

0

1

2

3

36

I felt terriﬁed

0

1

2

3

37

I could see nothing in the future to be hopeful about

0

1

2

3

38

I felt that life was meaningless

0

1

2

3

39

I found myself getting agitated

0

1

2

3

40

I was worried about situations in which I might panic and make
a fool of myself

0

1

2

3

41

I experienced trembling (eg, in the hands)

0

1

2

3

42

I found it difﬁcult to work up the initiative to do things

0

1

2

3
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DASS SCORE SHEET.

Service location.

Patients Name …………………………

Date of Assessment …………………

STRESS
1

6

8

11

12

14

18

SCORE
A

22

27

29

32

33

35

39

SCORE
B

(Multiply Score A by 2 if completing 21 questionnaire/ Add score A and B if completing 42 questionnaire,)

STRESS SCORE;

ANXIETY
2

4

7

9

15

19

20

SCORE A

23

25

28

30

36

40

41

SCORE B

(Multiply Score A by 2 if completing 21 questionnaire/ Add score A and B if completing 42 questionnaire,)

ANXIETY SCORE;

DEPRESSION
3

5

10

13

16

17

21

SCORE
A

24

26

31

34

37

38

42

SCORE
B

(Multiply Score A by 2 if completing 21 questionnaire/ Add score A and B if completing 42 questionnaire,)

DEPRESSION SCORE;
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Patients Name………………

Date of Assessment ………………

STRESS

ANXIETY

DEPRESSION

0-14

0-7

0-9

15-18

8-9

10-13

19-25

10-14

14-20

26-33

15-19

21-27

34+

20

28+

NORMAL
MILD
MODERATE
SEVERE
EXTREMELY
SEVERE

RESULTS:
STRESS:

ANXIETY:

DEPRESSION:
Adapted by Lisa Evans ( March 2008)
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PSYRATS
Hallucinations Rating Scale
JOURNAL ARTICLES:
Haddock, G., McCarron, J., Tarrier, N., & Faragher, E.B. (1999). Scale to measure dimensions of hallucinations
and delusions: the psychotic symptom rating scales (PSYRATS). Psychological Medicine, 29, 879-889.
GENERAL INSTRUCTIONS:
The following structured interview is designed to elicit speciﬁc details regarding different dimensions of
delusional beliefs.
When asking questions the interview is designed to rate the patients experiences over the last week for the
majority of the items.
There is one exception to this, when rating conviction, ask the patient about their conviction at the time of the
interview.
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1

How often do you experience voices? (e.g., ever y day, all day long, etc)
Frequency:

2

0

– Voices not present or present less than once a week.

1

– Voices occur for at least once a week.

2

– Voices occur at least once a day.

3

– Voices occur at least once an hour.

4

– Voices occur continuously or almost continuously i.e., stop for only a few seconds or minutes.

When you hear your voices, how long do they last? (e.g., few seconds, minutes, hours, all day long)
Duration:

3

0

- Voices not present.

1

- Voices last for a few seconds, ﬂeeting voices.

2

- Voices last for several minutes.

3

- Voices last for at least one hour.

4

- Voices last for hours at a time.

When you hear your voices, where do they sound like they are coming from?
- Inside your head and/or outside your head?
- If voices sound like they are outside your head, where about do they sound like they are coming
from?
Location:

4

0

- No voices present.

1

- Voices sound like they are inside head only.

2

- Voices outside the head, but close to ears or head. Voices inside the head may also be present.

3

- Voices sound like they are inside or close to ears and outside head away from ears.

4

- Voices sound like they are from outside the head only.

How loud are your voices?
- Are they louder than your voice, about the same loudness, quieter or just a whisper?
Loudness:
0

- Voices not present.

1

- Quieter than own voice, whispers.

2

- About same loudness as own voice.

3

- Louder than own voice

4

- Extremely loud, shouting.
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5

What do you think has caused your voice? Are the voices caused by factors related to yourself,
or solely due to other people, or other factors? If the individual expresses an external origin:
How much do you believe that your voices are caused by ______________ (add attribution) on a
scale of 0-100 with 100 being that you are totally convinced, have no doubts, and 0 being that
it is totally untrue?
Beliefs re-origin of voices:

6

0

- Voices not present.

1

- Believes voices to be solely internally generated and related to self.

2

- Holds < 50% conviction that voices originate from external causes.

3

- Holds > 50% conviction (but < 100%) that voices originate from external causes.

4

- Believes voices are solely due to external causes (100% conviction)

Do your voices say unpleasant or negative things?
- Are you unable to give an example(s) of what the voices say? (record example(s)
- How much of the time do the voices say these type of unpleasant or negative things?
Amount of negative content of voices:

7

0

- No unpleasant content.

1

- Occasional unpleasant content (< 10%).

2

- Minority of voice content is unpleasant or negative (< 50%).

3

- Majority of voice content is unpleasant or negative (>50%).

4

- All of voice content is unpleasant or negative.

Rate using criteria or scale, asking patient for more detail if necessar y.
Degree of negative content:

8

0

- Not unpleasant or negative

1

- Some degree of negative content, but not personal comments relating to self or family e.g., swear words
or comments not directed to self e.g., ‘the milkman’s ugly’.

2

- Personal verbal abuse, comments on behaviour e.g., ‘shouldn’t do that or say that’.

3

- Personal verbal abuse relating to self-concept e.g., ‘you’re lazy, ugly, mad, perverted’.

4

- Personal threats to self e.g., threats to harm self or family, extreme instructions or commands to harm
self or others.

Are your voices distressing?
- How much of the time?
Amount of distress:
0

- Voices not distressing at all.

1

- Voices occasionally distressing, majority not distressing (< 10%).

2

- Minority of voices distressing (< 50%).

3

- Majority of voices distressing, minority not distressing (> 50%).

4

- Voices always distressing.
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9

When voices are distressing, how distressing are they?
- Do they cause you minimal, moderate, severe distress?
- Are they the most distressing they have ever been?
Intensity of distress:
0

- Voices not distressing at all.

1

- Voices slightly distressing.

2

- Voices are distressing to a moderate degree.

3

- Voices are very distressing, although subject could feel worse.

4

- Voices are extremely distressing, feel the worst he/she could possibly feel.

10 How much disruption do the voices cause to your life?
- Do the voices stop you from taking part in daytime activities?
- Do they interfere with your relationship with other patients/friends/family?
- Do they prevent you from looking after yourself?
Disruption to life caused by voices
0

- No disruption to life, able to maintain social and family relationships (if present).

1 - Voices causes minimal amount of disruption to life e.g., interferes with concentration although able
to maintain daytime activity and social and family relationships and be able to maintain independent living
without support.
2 - Voices cause moderate amount of disruption to life causing some disturbance to daytime activity and
or family or social activities. The patient is not in hospital although may live in supported accommodation
or receive additional help with daily living skills.
3 - Voices cause severe disruption to life so that hospitalisation is usually necessary. The patient is able
to maintain some daily activities, self-care and relationships while in hospital. The patient may also be in
supported accommodation but experiencing severe disruption of life in terms of activities, daily living skills
and/or relationships.
4 - Voices cause complete disruption of daily life requiring hospitalisation. The patient is unable to
maintain any daily activities and social relationships. Self-care is also severely disrupted.

11 Do you have any control over the voices?
- Can you call up the voices?
- Can you make the voices stop/go away?
Controllability of voices
0

- Subject believes they can have control over the voices and can always bring on or dismiss them at will.

1

- Subject believes they can have some control over the voices on the majority of occasions.

2

- Subject believes they can have some control over their voices approximately half of the time.

3 - Subject believes they can have some control over their voices but only occasionally. The majority of
the time the subject experiences voices which are uncontrollable.
4

- Subject has no control over when the voices occur and cannot dismiss or bring them on at all.
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HALLUCINATIONS RATING SCALE (SCORE SHEET)

NAME

____________________

DATE OF ASSESSMENT
Frequency
Duration
Location
Loudness
Beliefs re origin of voice(s)
Amount of negative content
Degree of negative content
Amount of distress
Intensity of distress
Disruption to life
Controllability of voice
Assessed by
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PSYRATS
Delusions Rating Scale
JOURNAL ARTICLES:
Haddock, G., McCarron, J., Tarrier, N., & Faragher, E.B. (1999). Scale to measure dimensions of hallucinations
and delusions: the psychotic symptom rating scales (PSYRATS). Psychological Medicine, 29, 879-889.
GENERAL INSTRUCTIONS:
The following structured interview is designed to elicit speciﬁc details regarding different dimensions of
delusional beliefs.
When asking questions the interview is designed to rate the patients experiences over the last week for the
majority of the items.
There is one exception to this, when rating conviction, ask the patient about their conviction at the time of the
interview.
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1. AMOUNT OF PREOCCUPATION WITH DELUSIONS
How much time do you spend thinking of your beliefs ?
- all the time/daily/weekly etc.
0

No delusions or delusions which the patient thinks about less than once a week.(specify frequency
if present)

1

Patient thinks about beliefs at least once a week.

2

Subject thinks about beliefs once a day.

3

Subject thinks about beliefs once an hour.

4

Subject thinks about delusions continuously or almost continuously. Subject can only think about other
things for few seconds or minutes.

2. DURATION OF PREOCCUPATION WITH DELUSIONS
When the beliefs come into your mind, how long do they persist ?
- few seconds/minutes/hours etc.
0

No delusions.

1

Thoughts about beliefs last for a few seconds, ﬂeeting thoughts.

2

Thoughts about delusions last for several minutes.

3

Thoughts about delusions last for at least an hour.

4

Thoughts about delusions usually last for hours at a time.

3. CONVICTION (at the time of inter view)
At the present time how convinced are you that your beliefs are true ? Can you estimate this on
a scale from 0-100, where 100 means that you are totally convinced by your beliefs and 0 being
that you are not convinced at all.
0

No conviction at all.

1

Very little conviction in reality of beliefs, less than 10%

2

Some doubts relating to conviction in beliefs, between 10-49%

3

Conviction in belief is very strong, between 50-99%

4

Conviction is 100%

4. AMOUNT OF DISTRESS
Do your beliefs cause you distress ?
How much of the time do they cause you distress ?
0

Beliefs never cause distress

1

Beliefs cause distress on the minority of occasions

2

Beliefs cause distress on approximately 50% of occasions

3

Beliefs cause distress on the majority of occasions when they occur between 50-99% of the time

4

Beliefs always cause distress when they occur.
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5. INTENSITY OF DISTRESS
When your beliefs distress you, how severe does this feel ?
0

No distress

1

Beliefs cause slight distress

2

Beliefs cause moderate distress

3

Beliefs cause marked distress

4

Beliefs cause extreme distress, couldn’t be worse

6. DISRUPTION TO LIFE CAUSED BY BELIEFS
How much disruption do your beliefs cause you ?
- do they prevent you from working or carr ying out daytime activity ?
- do they interfere with your relationships with family or friends ?
- do they interfere with your ability to look after yourself e.g. washing, changing clothes.
0

No disruption to life, able to maintain independent living with no problems in daily living skills. Able to
maintain social and family relationships (if present)

1

Beliefs cause minimal amount of disruption to life e.g. interferes with concentration, although able to
maintain daytime activity and social and family relationships and be able to maintain independent living
without support.

2

Beliefs cause moderate amount of disruption to life causing some disturbance to daytime activity and
or social activities. The patient is not in hospital although may live in supported accommodation or
receive additional help with daily living skills.

3

Beliefs cause severe disruption to life so that hospitalisation is usually necessary. The patient is able
to maintain some daily activities, self-care and relationships whilst in hospital. The patient may also be in
supported accommodation but experiencing severe disruption of life in terms of activities, daily living
skills and/or relationships.

4

Beliefs cause complete disruption of daily life requiring hospitalisation. The patient is unable to maintain
any daily activities and social relationships. Self-care is also severely disrupted.

GENERAL QUESTIONS
Length of time of delusional beliefs (years) ? _________
Please specify individual delusional beliefs:
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
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DELUSIONS RATING SCALE (SCORE SHEET)

NAME____________________

Assessed by __________________

DATE OF ASSESSMENT
AMOUNT OF
PREOCCUPATION
DURATION OF
PREOCCUPATION
CONVICTION
AMOUNT OF DISTRESS
INTENSITY OF DISTRESS
DISRUPTION
TOTAL SCORE
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THE GERIATRIC DEPRESSION SCALE (GDS)

BRIEF DESCRIPTION:
Permission is hereby granted to reproduce this material for not-for-proﬁt educational purposes only, provided
The Hartford Institute for Geriatric Nursing, Division of Nursing, New York University is cited as the source.
Available on the internet at www.hartfordign.org. E-mail notiﬁcation of usage to: hartford.ign@nyu.edu.
JOURNAL ARTICLES:
Koenig, H.G. Meador, K.G., Cohen, J.J. Blazer, D.G. (1988). Self-Rated Depression Scales and Screening for Major Depression in the
Older Hospitalized Patient with Medical Illness. Journal of the American Geriatrics Society, 699-706.
Kurlowicz, L.H., & NICHE Faculty (1997). Nursing Stand or Practice Protocol: Depression in Elderly Patients.
Geriatric Nursing, 18, 192-199 NIH Consensus Development Panel. (1992). Diagnosis and Treatment of Depression in Late Life. JAMA,
268, 1018-1024.
Sheikh, R.L. & Yesavage, J.A. (1986). Geriatric Depression Scale (GDS). Recent Evidence and Development of a Shorter Version. Clinical
Gerontologist, 5, 165-173.
Yesavage, J.A., Brink, T.L., Rose, T.L., Lum, O. Huang, V., Adey, M., Leirer, V.O. (1983). Development and Validation of a Geriatric
Depression Screening Scale: A Preliminary Report. Journal of Psychiatric Research, 17, 37-49.
McDowell I, Newell C., Measuring Health- A Guide to Rating Scales and Questionnaires, second Edition. Oxford University Press.1996

WHY:
Depression is common in late life, effecting nearly ﬁve million of the 31 million Americans aged 65 and older.
Both major and minor depression are reported in 13% of community dwelling older adults, 24% of older medical
outpatients and 43% of both acute care and nursing home dwelling older adults. Contrary to popular belief,
depression is not a natural part of aging. Depression is often reversible with prompt and appropriate treatment.
However, if left untreated, depression may result in the onset of physical, cognitive and social impairment as well
as delayed recovery from medical illness and surgery, increased health care utilization and suicide.
BEST TOOL:
While there are many instruments available to measure depression, the Geriatric Depression Scale (GDS),
ﬁrst created by Yesavage et al., has been tested and used extensively with the older population. It is a brief
questionnaire in which participants are asked to respond to the 30 questions by answering yes or no in reference
to how they felt on the day of administration. Scores of 0 - 9 are considered normal, 10 - 19 indicate mild
depression and 20 -30 indicate severe depression.
TARGET POPULATION:
The GDS may be used with healthy, medically ill and mild to moderately cognitively impaired older adults. It has
been extensively used in community, acute and long-term care settings.
VALIDITY/RELIABILITY:
The GDS was found to have a 92% sensitivity and a 89% speciﬁcity when evaluated against diagnostic criteria.
The validity and reliability of the tool have been supported through both clinical practice and research.
STRENGTHS AND LIMITATIONS:
The GDS is not a substitute for a diagnostic interview by mental health professionals. It is a useful screening tool
in the clinical setting to facilitate assessment of depression in older adults especially when baseline measurements
are compared to subsequent scores.
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THE GERIATRIC DEPRESSION SCALE (GDS)
This is a self rating instrument.
Name of Client: ________________________________________
Assessor: ________________________________________

DOB: _______________________

Date of Test _______________________

Choose the answer for how you felt over the past week.

Points for
Response
YES

NO

1

Are you basically satisﬁed with your life?

0

1

2

Have you dropped many of your activities and interests?

1

0

3

Do you feel that your life is empty?

1

0

4

Do you often get bored?

1

0

5

Are you hopeful about the future?

0

1

6

Are you bothered by thoughts you can’t get out of your head?

1

0

7

Are you in good spirits most of the time?

0

1

8

Are you afraid that something bad is going to happen to you?

1

0

9

Do you feel happy most of the time?

0

1

10

Do you often feel helpless?

1

0

11

Do you often get restless and ﬁdgety?

1

0

12

Do you prefer to stay at home, rather than going out and doing new things?

1

0

13

Do you frequently worry about the future?

1

0

14

Do you feel you have more problems with memory than most?

1

0

15

Do you think it is wonderful to be alive now?

0

1

16

Do you often feel downhearted and blue?

1

0

17

Do you feel pretty worthless the way you are now?

1

0

18

Do you worry a lot about the past?

1

0

19

Do you ﬁnd life very exciting?

0

1

20

Is it hard for you to get started on new projects?

1

0

21

Do you feel full of energy?

0

1

22

Do you feel your situation is hopeless?

1

0

23

Do you think that most people are better off than you are?

1

0

24

Do you frequently get upset over little things?

1

0

25

Do you frequently feel like crying?

1

0

26

Do you have trouble concentrating?

1

0

27

Do you enjoy getting up in the morning?

0

1

28

Do you prefer to avoid social gatherings?

1

0

29

Is it easy for you to make decisions?

0

1

30

Is your mind as clear as it used to be?

0

1
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SCORING:
Add up all the answers scoring number one.
Minimum score: 0

Maximum score: 30

If the client scores 9 or above it is an indicator of depression .
Scores of 0–9 are considered normal, 10–19 indicate mild depression and 20–30 indicate severe depression.
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SECTION 1b:
Beck’s Tools
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BECKS DEPRESSION INVENTORY - BDI
Authors: Beck, A. T., A. J. Rush, B. F. Shaw, and D. Emery. Cognitive Therapy of Depression. New York:
Guilford Press, 1979.
Publisher: Harcourt Assessment Inc.
Devised By: The original version of the BDI was introduced by Beck, Ward, Mendelson, Mock & Erbaugh
in 1961. The BDI was revised in 1971 and made copyright in 1978 (Groth-Marnat, 1990). Both the original and
revised versions have been found to be highly correlated (.94; Lightfoot & Oliver, 1985 cited in Groth-Marnat,
1990).
Brief Description: The Becks Depression Inventory created by Dr. Aaron T. Black is a questionnaire consisting
of 21 groups of statements to measure the severity of depression. The Becks Depression Inventory questionnaire
is copyrighted by The Psychological Corporation.
Type of Instrument: The BDI is a 21 item self-report rating inventory measuring characteristic attitudes and
symptoms of depression (Beck et al., 1961). The BDI has been developed in different forms including several
computerized forms, a card form (May, Urquhart, Tarran, 1969, cited in Groth-Marnat, 1990); the 13-item short
form and the more recent BDI-11 by Beck, Steer & Brown, 1996 (see Steer, Rissmiller and Beck , 2000 for
information on the clinical utility of the BDI-11).
Description: The BDI is a self-administered 21 item self-report scale measuring supposed manifestations of
depression. The BDI takes approximately10 minutes to complete, although clients require a ﬁ fth – sixth grade
reading age to adequately understand the questions (Groth-Marnat, 1990).
The new edition of the Becks Depression Inventory is the most widely used instrument for measuring depression,
it takes just 5 minutes to complete.

BECKS DEPRESSION INVENTORY

Patient: __________________ Martial
_________________

Status:

________

Age:

_____

Sex:

______

Occupation:

Education: ________________________

Instructions: This questionnaire consists of 21 groups of statements. Please read each one carefully, and then
pick out one statement
that best describes the way you have been feeling during the past two weeks, including today. Circle the
number beside the statement
you have picked. If several statements seem to apply equally well, circle the highest number for that group of
statements. Be sure that you do not choose more than one statement in any one group.
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The table below represents a sample of questions from the rating scale. Further information available from:
Harcourt Assessment Inc: Attn: Customer Service, 19500 Bulverde Road, San Antonio,Tx. 7825
Phone: 800 211 8378, Fax: 800 232 1223
Website: www.harcourtassessment.com Email: Customer-Service@harcourt.com

1.Sadness
0 I do not feel sad.
1 I feel sad much of the time.
2 I am sad all of the time.
3 I am so sad or unhappy that I can’t stand it.
3.Past Failure
0 I do not feel like a failure
1 I have failed more than I should have
2 As I look back I see a lot of failures
3 I feel I am a total failure as person
16. Changes in sleep pattern
0 I have not experienced any change in my sleeping pattern.
1 I sleep somewhat more than usual.
2 I sleep somewhat less than usual.
3 I sleep a lot more than usual.
4 I sleep a lot less than usual.
5 I sleep most of the day.
6 I wake up 1-2 hours early and can’t get back to sleep.
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BECKS HOPELESSNESS SCALE - BHS

The Becks Hopelessness Scale is a powerful indicator of eventual suicide. It examines an individual’s thoughts
and beliefs about the future, loss of motivation and expectations.
Countr y: USA
Author: Aaron T. Beck.
Purpose: Designed to measure negative attitudes about the future.
Population: Ages 17 and over.
Time: (5-10) minutes.
Publisher: Harcourt Assessment Inc.
Brief Description: The Beck Hopelessness Scale (BHS) is a 20-item scale for measuring negative attitudes
about the future. Beck originally developed this scale in order to predict who would die by suicide and who
would not. It is a self-report instrument that consists of 20 true-false statements designed to assess the extent
of positive and negative beliefs about the future during the past week. Each of the 20 statements is scored 0
or 1. A total score is calculated by summing the pessimistic responses for each of the 20 items. The total BHS
score ranges from 0 to 20. The conceptual basis for the scale derives from the writings of the social psychologist Ezra Stotland. Use this powerful predictor of eventual suicide to help you measure three major aspects of
hopelessness: feelings about the future, loss of motivation, and expectations. Responding to the 20 true or false
items on the Beck Hopelessness Scale® (BHS®), patients can either endorse a pessimistic statement or deny an
optimistic statement. Predicts Eventual Suicide Research consistently supports a positive relationship between
BHS scores and measures of depression, suicidal intent, and ideation.

BECKS HOPELESSNESS SCALE

Patient: _____________ Martial Status: ______ Age: ____ Sex: _____ Occupation: ____________
Directions: This questionnaire consists of 20 statements. Please read the statements carefully, one by one. If
the statement describes your attitude for the past week, including today, darken the box with a “T” indicating
TRUE in the column next to the statement. If the statement does not describe your attitude, darken the box with
an “F” indicating FALSE in the column next to this statement.
Please be sure to read each statement carefully.
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The table below represents a sample of questions from the rating scale. Further information available from:
Harcourt Assessment Inc: Attn: Customer Service, 19500 Bulverde Road, San Antonio,Tx. 7825
Phone: 800 211 8378, Fax: 800 232 1223
Website: www.harcourtassessment.com, Email: Customer-Service@harcourt.com

2. I might as well give up because there is nothing I can do about making things better for myself.
6.

In the future, I expect to succeed in what concerns me most.

13. When I look ahead to the future, I expect that I will be happier than I am now.
17. It’s very unlikely that I will get any real satisfaction in the future.
20. There is no use in really trying to get anything I want because I probably won’t get it.

70
A4 HSE Project.indd 70

15/09/2008 08:44:52

Mental Health Assessment Tools

BECKS SCALE FOR SUICIDE IDEATION - BSI

Purpose: Evaluate suicidal thinking.
Author: Aaron T. Beck
Publisher: Harcourt Assessment Inc.
Description: The Beck Scale for Suicidal Ideation (BSI; Beck and Steer, 1991) is a self-report measure based on
the semi-structured interview, the Scale for Suicidal Ideation or SSI (Beck et al., 1979). The SSI was developed
for use with adult psychiatric patients. Steer and Beck (1988) suggest that the SSI is appropriate for research
with adolescents as well, although very few studies of adolescents have used the SSI (e.g., Kashani et. al.,
1991).
Administration: 5 to 10 minutes; self-administered or verbally by a trained administrator
Potential Use: Clinical assessment and clinical research.
Assessment and Detection of Suicidal Behaviour:
The BSI is one of the more thorough instruments for assessing severity of suicidal ideation, and one of the only
assessment devices for assessing passive suicidal ideation. The total score yields a severity score, but individual
items can be used as screens for active suicidal ideation, passive ideation, and past attempts. The items assessing thoughts of death are separate from items assessing suicidal ideation per se.

BECKS SCALE FOR SUICIDE IDEATION
Patient: __________________ Marital Status: ___________ Age: ________
Occupation: ______________ Education: _______________ Sex: ________
Directions: Please carefully read each group of statements below. Circle the one statement in each group that
best describes how you have been feeling for the past week, including today.
Be sure to read all of the statements in each group before making a choice.
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The table below represents a sample of questions from the rating scale. Further information available from:
Harcourt Assessment Inc: Attn: Customer Service, 19500 Bulverde Road, San Antonio,Tx. 7825
Phone: 800 211 8378, Fax: 800 232 1223
Website: www.harcourtassessment.com

Part 1
1

Email: Customer-Service@harcourt.com

0 I have a moderate to strong wish 2
to live.
1 I have a weak wish to live.
2 I have no wish to live.

0 I have no wish to die.

1 I have a weak wish to die.
2 I have a moderate to strong wish
to die.
If you have circled the zero statements in both Group 2 & 4 then skip down to Group 20.
If you have marked a 1 or 2 in either group 2 or 4 then continue on through the groups.
Part 2
6
0 I would not kill myself because of my family, friends, religion, possible injury from an unsuccessful attempt, etc
1 I am somewhat concerned about killing myself because of my family, friends, religion, possible
injury from an unsuccessful attempt, etc.
2 I am not or only a little concerned about killing myself because of my family, friends,religion,
possible injury from an unsuccessful attempt, etc.
9
0 I can keep myself from committing suicide.
1 I am unsure that I can keep myself
from committing suicide.
2 I cannot keep myself from committing suicide.
0 I have made no arrangements for what will happen after I have committed suicide.
18
1 I have thought about making arrangements for what will happen after I have committed suicide.
2 I have made deﬁnite arrangements for what will happen after I have committed suicide.
Subtotal Part 1:__________________ Subtotal Part 2: __________________
Total Score: __________________
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BECKS ANXIETY INVENTORY - BAI
Purpose: Designed to discriminate anxiety from depression in individuals.
Population: Adults: 17 through 80 years.
Score: Yields a total score
Time: (5-10) minutes.
Author: Aaron T. Beck.
Publisher: Harcourt Assessment Inc.
Suggested Uses: Recommended for use in assessing anxiety in clinical and research settings.
Description: The Beck Anxiety Inventory (BAI) was developed to address the need for an instrument that
would reliably discriminate anxiety from depression while displaying convergent validity. Such an instrument
would offer advantages for clinical and research purposes over existing self-report measures, which have not
been shown to differentiate anxiety from depression adequately. The Beck Anxiety Inventory consists of 21
items, each describing a common symptom of anxiety. The respondent is asked to rate how much he or she has
been bothered by each symptom over the past week on a 4-point scale. The test has been substantially helpful
in thousands of clinical studies. The major advantage of the Beck Anxiety Inventory is that it can help a person
suffering from anxiety understand his body and mind connection. Once a person understands that, the chance
of successful treatment increases greatly.

BECKS ANXIETY INVENTORY
Instructions: Below is a list of common symptoms of anxiety. Please read each item in the list carefully. Indicate how often you experienced each symptom during the PAST WEEK, INCLUDING TODAY by circling the
corresponding number in the column next to each symptom.

The table below represents a sample of questions from the rating scale. Further information available from:
Harcourt Assessment Inc: Attn: Customer Service, 19500 Bulverde Road, San Antonio,Tx. 7825
Phone: 800 211 8378

Fax: 800 232 1223

Website: www.harcourtassessment.com Email: Customer-Service@harcourt.com

Symptom
1
Numbness or tingling
5
Fear of the worst happening
10
Nervous
16
Fear of dying
21
Sweating (not due to heat)

Never
0
0
0
0
0

Occasionally
1
1
1
1
1

Frequently
2
2
2
2
2

Almost all the time
3
3
3
3
3
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SECTION 2:
Self-Evaluation
Screening Tools
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THE ROSENBERG SELF ESTEEM SCALE (SES)
BRIEF DESCRIPTION:
Most widely used self esteem tool and most popular measure of global self esteem.
This scale is in the public domain and can be used without securing permission.
Rosenberg’s Self-Esteem Scale is a brief and uni-dimensional measure of global self-esteem. The Rosenberg
Self-Esteem Scale has demonstrated good reliability and validity across a large number of different sample
groups. The SES has been validated for use with substance abusers and other clinical groups, and is regularly
used in treatment outcome studies. The scale has been validated for use with both male and female adolescent,
adult and elderly populations. It has been used with francophone populations but studies were not found on the
use of the SES with other speciﬁc cultural groups.
There are many editions of the SES available. All valid Rosenberg self esteem scales must list the
10 questions with 5 positives and 5 negatives.

JOURNAL ARTICLES:
•

Blascovich, Jim and Joseph Tomaka. 1993. “Measures of Self-Esteem.” Pp. 115-160 in J.P. Robinson, P.R.
Shaver, and L.S. Wrightsman (eds.), Measures of Personality and Social Psychological Attitudes. Third
Edition. Ann Arbor: Institute for Social Research.

•

Owens, Timothy J. 1994. “Two Dimensions of Self-Esteem: Reciprocal Effects of Positive Self-Worth and
Self-Deprecation on Adolescent Problems.” American Sociological Review. 59:391-407.

•

Owens, Timothy J. 1993. “Accentuate the Positive - and the Negative: Rethinking the Use of Self-Esteem,
Self-Deprecation, and Self-Conﬁdence.” Social Psychology Quarterly. 56:288-99.

•

Owens, Timothy J. 2001. Extending Self-Esteem Theory and Research. Cambridge: University Press.

•

Rosenberg, Morris. 1965. Society and the Adolescent Self-Image. Princeton, New Jersey: Princeton University Press. (Chapter 2 discusses construct validity.)

•

Rosenberg, Morris. 1986. Conceiving the Self. Krieger: Malabar, FL.

•

Silber, E. and Tippett, Jean 1965. “Self-esteem: Clinical assessment and measurement validation.” Psychological Reports, 16, 1017-1071
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THE ROSENBERG SELF ESTEEM SCALE (SES)

Patient Name: ________________________________________

Date: _______________________

Below is a list of statements dealing with your general feelings about yourself. If you strongly agree, circle SA.
If you agree with the statement, circle A. If you disagree, circle D. If you strongly disagree, circle SD.

1.
Strongly
Agree

2.
3.
Agree Disagree

4.
Strongly
Disagree

1. I feel that I am a person of worth, at least on an equal plane with others.

SA

A

D

SD

2. I feel that I have a number of good qualities.

SA

A

D

SD

3. All in all, I am inclined to feel that I am a failure.

SA

A

D

SD

4. I am able to do things as well as most other people.

SA

A

D

SD

5. I feel I do not have much to be proud of.

SA

A

D

SD

6. I take a positive attitude toward myself.

SA

A

D

SD

7. On the whole, I am satisﬁed with myself.

SA

A

D

SD

8. I wish I could have more respect for myself.

SA

A

D

SD

9. I certainly feel useless at times.

SA

A

D

SD

10. At times I think I am no good at all

SA

A

D

SD
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SCORES ARE CALCULATED AS FOLLOWS:
•

For items 1, 2, 4, 6, and 7:
Strongly agree = 3
Agree = 2
Disagree = 1
Strongly disagree = 0

• For items 3, 5, 8, 9, and 10 (which are reversed in value):
Strongly agree = 0
Agree = 1
Disagree = 2
Strongly disagree = 3
The scale ranges from 0-30.
Scores between 15 and 25 are within normal range;
Scores below 15 suggest low self-esteem.
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SLEEP SCALE
AUTHORS:
World Health Organisation Collaborating Centres in Mental Health, Sydney and London
BRIEF DESCRIPTION:
A sleep diary that can be kept over one to two weeks adds a lot of useful information to the sleep history and
may identify factors or patterns in an individual’s sleep of which they are unaware. The sleep diary will provide
a clear picture and good baseline assessment of the sleeping patterns of the client.
JOURNAL ARTICLES:
“Management of Mental Disorders , Volume 2, 1999, World Health Organisation ,United Kingdom Edition.

Directions for use:
To be used in conjunction with the overall assessment of the patient/client and forms part of the care plan if
appropriate. To be documented over a week at least in order to give a baseline of the sleeping pattern of the
client. Interventions following the ﬁnal collation of the time spent asleep etc… will be dependent on the patterns
that have emerged.

SLEEP SCALE
Name of Patient: _____________________________
SLEEP DIARY

Date

Time of
getting
to bed

Time
No. of
taken to
awakenings
fall asleep

Time spent
awake during
the night

Time of
awakening in
morning

Time of
getting
up

Naps

Exercise
(Type &
Duration)

Drugs,
alcohol &
caffeine

Significant
events today

80
A4 HSE Project.indd 80

15/09/2008 08:44:52

Mental Health Assessment Tools

EVALUATIVE BELIEF SCALE
INTRODUCTION:
This scale is taken from: Cognitive Therapy for Delusions, Voices and Paranoia.
Chadwick, Birchwood, Trower, 1996
It was developed primarily for working with patients with delusions. It is a self report measure of person
evaluations . Covers the major areas of interpersonal concern- namely unlovability,failure,inferiority,badness,
weakness. An evaluation is deﬁned as a good-bad judgement. Personal evaluations of very important in how
one judges oneself and believes to be true of one self. Very often the patient is unaware of his/her personal
evaluations and this scale will highlight areas to work on and improve.
This scale is useful as a cognitive behaviour therapy tool.
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EVALUATIVE BELIEF SCALE
Below is a list of beliefs people sometimes report. Please read each one and tick how much you believe it to be
true. Please give your ‘gut’ response.

Agree
strongly

Agree
Unsure
slightly

Disagree
slightly

Disagree
strongly

1. Other people are worthless
2. I am a total failure
3. People think I am a bad
person
4. Other people are inferior to
me
5. People see me as
worthless
6. I am worthless
7. Other people are total
failures
8. Other people are totally
weak and helpless
9. People see me as a total
failure
10. Other people are bad
11. I am totally weak and
helpless
12. People see me as
unlovable
13. I am a bad person
14. People see me as totally
weak and helpless
15. Other people are
unlovable
16. Other people look down
on me
17. I am an inferior person
18. I am unlovable
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Self to self evaluations = Questions 2, 6, 11, 13, 17, 18
Self to others evaluations = Questions 1, 4, 7, 8, 10, 15
Others to self evaluations = Questions 3, 5, 9, 12, 14, 16

Self to self evaluation:
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________

Self to others evaluation:
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________

Others to self evaluation:
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
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SECTION 3:
Medication Effect
Screening Tools
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LUNSERS Liverpool University Side Effects Rating Scale
LUNSERS is a fully validated and comprehensive self-rating scale for measuring the impact of side effects from
neuroleptic medication. The scale rates the severity of recognised neuroleptic side effects as well as some “red
herring” items to distinguish where many effects are attributed inappropriately to drugs. Users of the scale
should read the article below to familiarise themselves with the test.
Authors: Jenny Day & Richard Bentall (Day et al, British Journal of Psychiatry (1955), 166, 650 – 653).
Details: LUNSERS is a fully validated and reliable means of assessing neuroleptic side effects. It includes 41
known side effects of neuroleptics, and ten “red herring” items, including hair loss and chilblains, which are not
known side effects of neuroleptic medication. The structure of the scale is such that the patient’s experiences
can easily be elicited from key items. It is also easy to detect patterns of response in scoring; for example,
subjects who are consistently scoring highly may contradict themselves on opposing items. Furthermore, inclusion of symptoms that are not side-effects of neuroleptics allows detection of excessive response styles. The
combination of theses factors allows the reliability of the individual subject to be estimated.
Key Indication: The assessment of the impact and severity of side-effects of neuroleptic medication.
Scoring: The scoring is as follows:
Not at all

0

Very little

1

A little

2

Quite a lot

3

Very much

4

•

LUNSERS total of all 51 items gives ranges of: 0 – 204 female and 0 – 196 male

•

Each separate score is placed in the side effects by group section and will indicate which group of side
effects is most problematic for the patient

•

Red herring items (numbers 3, 8, 11, 12, 25, 28, 30, 33, 42 and 45) should be scored separately as this score
may indicate individuals who over score generally on the scale (a high score would be over 20 for these
items).

•

The real neuroleptic side effect score is the sum of the scores for the remaining items (i.e. all items excluding the red herrings).

•

Hence, LUNSERS side effect scores fall between: 0 – 164 female and 0 – 156 male

Further Information: For more information on LUNSERS please write to: Lancashire Care NHS Trust, 5 Fulwood Park, Caxton Road, Fulwood, Preston, PR2 9N, England.
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LUNSERS: LIVERPOOL UNIVERSITY SIDE EFFECT RATING SCALE
Instructions: The following scale is intended to be self-administered. Please indicate how much you have
experienced each of the following symptoms in the last month by ticking a box for each of the 51 items.
Patients Name

___________________________________________

Raters Name

___________________________________________

Assessment Date

___________________________________________
Not at
all
(0)

Ver y
little
(1)

A
little
(2)

Quite
a lot
(3)

Ver y
much
(4)

1. Rash

❑

❑

❑

❑

❑

2. Difﬁculty staying awake during the day

❑

❑

❑

❑

❑

3. Runny nose

❑

❑

❑

❑

❑

4. Increased dreaming

❑

❑

❑

❑

❑

5. Headaches

❑

❑

❑

❑

❑

6. Dry mouth

❑

❑

❑

❑

❑

7. Swollen or tender chest

❑

❑

❑

❑

❑

8. Chilblains

❑

❑

❑

❑

❑

9. Difﬁculty in concentrating

❑

❑

❑

❑

❑

10. Constipation

❑

❑

❑

❑

❑

11. Hair loss

❑

❑

❑

❑

❑

12. Urine darker than usual

❑

❑

❑

❑

❑

13. Period pains

❑

❑

❑

❑

❑

14. Tension

❑

❑

❑

❑

❑

15. Dizziness

❑

❑

❑

❑

❑

16. Feeling sick

❑

❑

❑

❑

❑

17. Increased sex drive

❑

❑

❑

❑

❑

18. Tiredness

❑

❑

❑

❑

❑

19. Muscle stiffness

❑

❑

❑

❑

❑

20. Palpitations

❑

❑

❑

❑

❑

21. Difﬁculty in remembering things

❑

❑

❑

❑

❑

22. Losing weight

❑

❑

❑

❑

❑
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23. Lack of emotions

❑

❑

❑

❑

❑

24. Difﬁculty in achieving climax

❑

❑

❑

❑

❑

25. Weak ﬁngernails

❑

❑

❑

❑

❑

26. Depression

❑

❑

❑

❑

❑

27. Increased sweating

❑

❑

❑

❑

❑

28. Mouth ulcers

❑

❑

❑

❑

❑

29. Slowing of movements

❑

❑

❑

❑

❑

30. Greasy skin

❑

❑

❑

❑

❑

31. Sleeping too much

❑

❑

❑

❑

❑

32. Difﬁculty passing water

❑

❑

❑

❑

❑

33. Flushing of face

❑

❑

❑

❑

❑

34. Muscle spasms

❑

❑

❑

❑

❑

35. Sensitivity to sun

❑

❑

❑

❑

❑

36. Diarrhoea

❑

❑

❑

❑

❑

37. Over-wet or drooling mouth

❑

❑

❑

❑

❑

38. Blurred vision

❑

❑

❑

❑

❑

39. Putting on weight

❑

❑

❑

❑

❑

40. Restlessness

❑

❑

❑

❑

❑

41. Difﬁculty getting to sleep

❑

❑

❑

❑

❑

42. Neck muscles aching

❑

❑

❑

❑

❑

43. Shakiness

❑

❑

❑

❑

❑

44. Pins and needles

❑

❑

❑

❑

❑

45. Painful joints

❑

❑

❑

❑

❑

46. Reduced sex drive

❑

❑

❑

❑

❑

47. New or unusual skin marks

❑

❑

❑

❑

❑

48. Parts of body moving of their own accord e.g.
foot moving up and down

❑

❑

❑

❑

❑

49. Itchy skin

❑

❑

❑

❑

❑

50. Periods less frequent

❑

❑

❑

❑

❑

51. Passing a lot of water

❑

❑

❑

❑

❑
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LUNSERS-RECORDING SHEET
DATE

OVERALL SCORE

ITEMS RATED

VERY LITTLE (1)

LITTLE (2)

QUITE A LOT (3)

VERY MUCH (4)
EXTRA-PYRAMIDAL SE
SCORE
ANTICHOLINERGIC SE
SCORE
OTHER AUTONOMIC SE
SCORE
ALLERGIC REACTIONS SE
SCORE
PSYCHIC SE SCORE

HORMONAL SE SCORE

MISCELLANEOUS SE SCORE

RED HERRING SCORE

CURRENT MEDICATION
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LUNSERS – RECORDING SHEET
EXTRA-PYRAMIDAL SIDE EFFECTS
19 - Muscle stiffness
29 - Slowing of movements
34 - Muscle spasms
40 - Restlessness
43 - Shakiness
48 - Parts of the body moving of their own accord e.g.
foot moving up and down
37 - Over-wet or drooling mouth
POSSIBLE RANGE 0–28
ANTICHOLINERGIC SIDE EFFECTS
6 - Dry mouth
10 - Constipation
32 - Difﬁculty passing water
38 - Blurred vision
51 - Passing a lot of water

18 - Tiredness
21 - Difﬁculty in remembering things
23 - Lack of emotions
26 - Depression
31 - Sleeping too much
41 - Difﬁculty getting off to sleep
POSSIBLE RANGE 0–40
OTHER AUTONOMIC
15 - Dizziness
16 - Feeling sick
20 - Palpitations
27 - Increased sweating
36 - Diarrhoea
POSSIBLE RANGE 0–20
HORMONAL SIDE EFFECTS
7 - Swollen or tender chest
13 - Period problems – women only
17 - Increased sex drive
24 - Difﬁculty in achieving orgasm
46 - Reduced sex drive
50 - Periods less frequent – women only

POSSIBLE RANGE 0–20
ALLERGIC REACTIONS
1 - Rash
35 - Sensitivity to sun
47 - New or unusual skin marks
49 - Itchy skin

POSSIBLE RANGE WOMEN 0–24, MEN 0–16

POSSIBLE RANGE 0–16

RED HERRINGS
3 - Runny nose
8 - Chilblains
11 - Hair loss
12 - Urine darker than usual
25 - Weak ﬁngernails
28 - Mouth ulcers
30 - Greasy skin
33 - Flushing of face
42 - Neck muscles aching
45 - Painful joints

MISCELLANEOUS
5 - Headaches
22 - Losing weight
39 - Putting on weight
44 - Pins and needles
POSSIBLE RANGE 0–16
PSYCHIC SIDE EFFECTS
2 - Difﬁculty staying awake during the day
4 - Increased dreaming
9 - Difﬁculty in concentrating
14 - Tension

POSSIBLE RANGE 0–40

POSSIBLE RANGE FOR TOTAL SCORES:
LUNSERS SIDE EFFECT SCORES ONLY

LUNSERS ALL 51 ITEMS

WOMEN

0–164

WOMEN

0–204

MEN

0–156

MEN

0–196
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SCORE SHEET FOR THE LUNSERS
Total each of the columns and place the scores in the table below ……..eg .. how many zeros …..ones. etc
Not at all

=

0

Very little

=

1

A little

=

2

Quite a lot

=

3

Very much

=

4

Within this total…also include the red herrings at this point…they are minused later
Multiply the LUNSERS score using the numbers in the top column, add the scores and place them in the total
column. Total the red herring scores, multiply them by the top number and then minus this from the LUNSERS
scores

(example)
1
25 (x)
= 0

Red herrings
0
0 (x)
= 0

=

2
2 (x)
2

=

1
0 (x)
0

0

3
15 (x)
30

=

=

1
(x)

=

Red herrings
0
(x)
=

=

2
4 (x)
8

=

2
(x)

=

3
0 (x)
0

0 (x)
0

=

53
= 45

Total
=

4
(x)

=

Total
= 8

(x)
=

3
(x)

Total
53

4

=

2

=

4
0 (x)
= 0
LUNSERS
score
Score minus
red herrings

(x)

=

(x)

=

3
(x)

1
=

4
7 (x)
21

(x)
=
LUNSERS
score
Score minus
red herrings

Total
=

=

On the following page, place each of the separate scores in the side effects by group section. This will indicate
which group of side effects is most problematic for the patient.
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LUNSERS SCORE SHEET

Patient’s name
Assessor’s name
Date of test
Total LUNSERS score
(all 51 questions)

Score 0 – 4
‘Not at all’
‘Very little’
‘A little’
‘Quite a lot’
‘Very much’

0
1
2
3
4

“Red Herring” item score:
(question 3, 8, 11, 12, 25, 28,
30, 33, 42, 45)
Total minus “red herring” score:
(0-40 = low, 41 – 80 = medium, 81 -100 = high, > 101 = very high)

Neuroleptics and doses (including PRN’s) a the time of assessment:
1.
2.
3.
4.
5.
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DRUG ATTITUDE INVENTORY (DAI-30)
Adapted from “A self-report scale predictive of drug compliance in schizophrenics: reliability and discriminative
validity”, Hogan TP, Awad AG, Eastwood R, Psychological Medicine 1983, 13, 177-183.
Name: ________________________________________________

Date: _______________________

There are 30 questions in total.
15 are scored as true –
15 are scored as false –
The aim of this questionnaire is to gain some understanding of what people think about medications and what
experiences people have of them.
HOW TO FILL IN THIS QUESTIONNAIRE:
1. Read each statement and decide whether it is true as applied to you or false as applied to you.
1. If a statement is TRUE or MOSTLY TRUE to you, circle the
2. If a statement is FALSE or MOSTLY FALSE to you, circle the

at the end of the line.
at the end of the line.

3. If you want to change an answer, mark an X over the incorrect answer and circle the correct answer
4. If a statement is not worded quite the way you would put it, please decide whether the answer is mostly true
or mostly false to you.
THERE ARE NO RIGHT OR WRONG ANSWERS. PLEASE GIVE YOUR OWN OPINION, NOT
WHAT YOU THINK WE MIGHT WANT TO HEAR.
•

Do not spend too much time on any one question.

•

Please answer every question.

•

The medications referred to are those for mental health needs only.
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MEDICATION QUESTIONNAIRE
Name: ________________________________________________

Date: _______________________

1. I don’t need to take medication once I feel better
2. For me, the good things about medication outweigh the bad
3. I feel strange, “doped up”, on medication
4. Even when I am not in hospital I need medication regularly
5. If I take medication, it’s only because of pressure from other people
6. I am more aware of what I am doing, of what is going on around me, when I am on medication
7. Taking medications will do me no harm
8. I take medications of my own free choice
9. Medications make me feel more relaxed
10. I am no different on or off medication
11. The unpleasant effects of medication are always present
12. Medication makes me feel tired and sluggish
13. I take medication only when I feel ill
14. Medications are slow-acting poisons
15. I get along better with people when I am on medication
16. I can’t concentrate on anything when I am taking medication
17. I know better than the doctors when to stop taking medication
18. I feel more normal on medication
19. I would rather be ill then taking medication
20. It is unnatural for my mind and body to be controlled by medications
21. My thoughts are clearer on medication
22. I should keep taking medication even if I feel well
23. Taking medication will prevent me from having a breakdown
24. It is up to the doctor to decide when I should stop taking medication
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25. Things that I could do easily are much more difﬁcult when I am on medication
26. I am happier and feel better when I am taking medications
27. I am given medication to control behaviour that other people (not myself) don’t like
28. I can’t relax on medication
29. I am in better control of myself when taking medication
30. By staying on medications I can prevent myself getting sick
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If you have any further comments about medication or this questionnaire, please write them below:
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________

PS

NS

TS

SCORING
PS = positive score
NS = negative score
TS = total score
Final score is the total sum of pluses and minuses.
The more positive the score is the more compliant the client will be.
The more negative the score is the less compliant the client will be.
SCORING
Drug Attitude Inventory (DAI-30)
The scale has 15 items that will be scored as True and 15 scored as False if the person is fully compliant (positive
subjective response).
“Positive” answers will be as follows and score as plus one:
1 F 11 F 21 T
2 T 12 F 22 T
3 F 13 F 23 T
4 T 14 F 24 T
5 F 15 T 25 F
6 T 16 F 26 T
7 T 17 F 27 F
8 T 18 T 28 F
9 T 19 F 29 T
10 F 20 F 30 T
“Negative” answers score as minus one
e.g. a circle round the above letters counts as plus one (e.g. a circle or tick on the F of question one will score
plus one, a circle or tick on the T of question one will score minus one).
The ﬁnal score for each person at each time is the positive score minus the negative score.
A positive total ﬁnal score means a positive subjective response (compliant). A negative total score means a
negative subjective response (non-compliant).
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SECTION 4:
Addiction
Screening Tools
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MICHIGAN ALCOHOL SCREENING TEST (MAST)
Mast is a questionnaire designed to provide a rapid and effective screening for lifetime alcohol-related
problems and alcoholism.
AUTHORS:
National Council on Alcoholism and Drug Dependence of the San Fernando Valley Inc.
BRIEF DESCRIPTION:
PURPOSE:
The MAST is a diagnostic tool designed to help all identify people with alcohol dependency syndrome, if they
respond truthfully.
DESCRIPTION:
The MAST is a 25-item yes or no questionnaire, with a high level of face validity. In 1971, Dr. Selzer administered
the MAST to ﬁve groups totaling 526 people. The groups included hospitalized people suffering from alcohol
dependency syndrome, a control group of male people, drivers banned from driving due to excessive alcohol
in their sample, people convicted of drunken disorderly, and drivers with excessive violations and accidents.
Hospitalized people with alcohol dependency syndrome were identiﬁed correctly 98% of the time. Through the
process of record searches, 15 false negatives were identiﬁed.
CUT-OFF SCORES:
Three or less is considered no problem; four is considered suspicious of a drinking problem; ﬁve or higher is
presumptive evidence of alcohol dependency syndrome.
ADMINISTRATION:
The MAST can be administered in 15 minutes in the form of an individual structured interview. Minimal training
is necessary for both conducting the interview and scoring.
ADDITIONAL COMMENTS:
Alcohol Dependency Syndrome is a treatable illness, and the sooner its presence is recognized and treatment is
begun, the better the chances of recovery. Problem drinking or alcohol Dependency Syndrome doesn’t show
up in all people the same way.
Although the MAST has had widespread use and overall favorable reviews, there are a number of concerns
raised as well. Questions have been asked about the weighting system. Three items are considered presumptive
of alcohol dependency syndrome because each item is weighted ﬁve points in and of itself. There is a question
on why attendance at an A.A. Self-help meeting would receive ﬁve points (presumptive of alcohol dependency
syndrome) while admission of experiencing D.T.’s is weighted only two points.
Some research found false positive rates as high as 33%. Self-administered MASTs versus Counsellor interviewed
MASTs indicated 40% of the time counselors overrode the MAST’s interpretation based solely on score, which
strongly suggests the need for Counsellor-administered MASTs with emphasis on Counsellor interpretation of
answers.
Additional concerns are that there has been no cross-validation reported by the author, and other validation
efforts usually fail to have utilized independent criteria to verify the test. The initial MAST sample was done on
all men, which raises questions on its usefulness for women. In subsequent test populations, men scored signiﬁcantly higher on seven items than did women. Consequently these seven items are ineffective in differentiating
drinking problems in women.
Then, there are the self-report concerns because of the high face validity of the test. Plus many of the questions
seem to relate to the late crucial or chronic stage type items, which raise some questions about its validity to be
an early detection tool.
However, it does have uses as a screening tool, especially with populations with no major investment to hide
their drinking and drink-related behaviour. It also has been effectively used with interviewing friends and relatives of the individual who is trying to hide their drinking problem.
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M.A.S.T.
Patient Number: __________________________

Age ________

Sex ________ (1st/2nd/3rd/4th/5th)

Please read each statement carefully and circle the response that best describes you.
1

Do you feel you are a normal drinker?

YES

NO

2

Have you ever awakened in the morning after drinking the night before and found
you could not remember part of the evening?

YES

NO

3

Does your spouse/partner ever worry/complain about your drinking?

YES

NO

4

Can you stop drinking without a struggle after one or two drinks?

YES

NO

5

Do you ever feel bad about your drinking?

YES

NO

6

Do you ever try to limit your drinking to certain times of the day or to certain places?

YES

NO

7

Do your friends or relatives think that you are a normal drinker?

YES

NO

8

Are you always able to stop when you want to?

YES

NO

9

Have you ever attended an A.A. meeting?

YES

NO

10 Have you ever got into ﬁghts when drinking?

YES

NO

11 Has drinking ever created problems between you and your partner/family ?

YES

NO

12 Has your partner or family ever gone to anyone for help about your drinking?

YES

NO

13 Have you ever lost friends because of your drinking?

YES

NO

14 Have you ever gotten into trouble at work because of drinking?

YES

NO

15 Have you ever lost a job because of drinking?

YES

NO

16 Have you ever neglected your obligations, your family or your work for 2 days
or more because of drinking?

YES

NO

17 Do you ever drink before noon?

YES

NO

18 Have you ever been told that you have liver trouble?

YES

NO

19 Have you ever had delirium tremors, severe shaking, heard voices or
seen things that weren’t there, after heavy drinking?

YES

NO

20 Have you ever gone to anyone for help because of drinking?

YES

NO

21 Have you ever been in hospital because of drinking?

YES

NO

22 Have you ever been a patient in a psychiatric hospital/ psychiatric ward of
general hospital because of your drinking?

YES

NO

23 Have you ever attended a health clinic, or gone to a doctor, or clergyman for help
with an emotional problem in which drinking has played a part?

YES

NO

24 Have you ever been arrested, or even for a few hours because of drunken behaviour?

YES

NO

25 Have you ever been arrested, for drinking and driving?

YES

NO
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M.A.S.T. scoring
A score of 3 points or less is considered not having alcohol dependency syndrome.
A score of 4 points is suggestive of alcohol dependency syndrome.
A score of 5 points or more indicates alcohol dependency syndrome.
1 If NO, 2 points

13 If YES, 2 points

2 If YES, 2 points

14 If YES, 2 points

3 If YES, 2 points

15 f YES, 2 points

4 If NO, 1 point

16 If YES, 2 points

5 If YES, 1 point

17 If YES, 1 point

6 If YES or NO 0 points

18 If YES, 2 points

7 If NO, 2 points

19 If YES, 2 points

8 If NO, 2 points

20 If YES, 5 points

9 If YES, 5 points

21 If YES, 5 points

10 If YES, 1 point

22 If YES, 2 points

11 If YES, 2 points

23 If YES, 2 points

12 If YES, 2 points

24 If YES, 2 points

25 If YES, 2 points
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DRUG USE QUESTIONNAIRE (DAST-20)
PURPOSE
Then purpose of the DAST is 1) to provide a brief, simple, practical but valid method for identifying individuals
who are abusing psychoactive drugs; and 2) to yield a quantitative index score of the degree of problems related
to drug use and drug misuse.
DESCRIPTION
The DAST is a 28 or 20-item instrument which may be given in either a self-report or in a structured interview
format; a “yes” or “no” response is requested from each of the questions It is similar in construction to the
MAST but in 1982 Dr. Skinner Ph.D. assessed a group of 501 drug/alcohol abuse clients. Demographic variables, psychiatric history, drug use. An adequate concurrent or convergent validity was reported to have been
demonstrated by the fact that the DAST attained 85% overall accuracy in classifying clients according to DSM-III
diagnosis. Signiﬁcant correlations were also demonstrated for frequency of various types of drugs used in the
preceding 12 months. Usually used for adults a form of the DAST has been adapted for use by adolescents (the
word “work” has been replaced by “school”) 6th class, minimum, of reading level for use of the self-report form
of the DAST.
CUT-OFF SCORES
Only two items are keyed for a “no” response: “Can you get through the week without using drugs?” and “Are
you always able to stop using drugs when you want to?” A DAST score of six or above is suggested for case
ﬁnding purposes, since most of the clients in the normative sample scored six or greater. It is also suggested
that that a score of 16 or greater be considered to indicate a very severe abuse or dependency condition.
ADMINISTRATION
15 minutes and1-2 minutes for scoring. For qualiﬁed Drug Counsellors after careful reading and adherence to
“DAST guidelines for Administration and Scoring” No other training is required.
ADDITIONAL COMMENTS
The results showed very good concurrent and discriminant validity. The study concluded that fairly accurate estimation of DSM-III drug criteria could be made using a brief self-administered questionnaire (DAST). However,
caution must be expressed when generalizing these ﬁndings to other contexts (e.g. The Justice System) where
subjects may have a stronger motivation to under-report drug involvement. Much of the evidence of the reliability and validity of the DAST was based on an earlier 28-item version. As the two scales correlated perfectly
(r =. 99), it is likely that the ﬁndings that were basedΔ∂08 on the 28-item scale also apply to the 20-item version of
the DAST. However a slightly lower internal consistency estimate (alpha = .74) was found for the 20-item scale
for a sample of 105 narcotic users.
The DAST is also able to discriminate drug-related problems from alcohol-related problems, indicating that the
DAST is sensitive to problems resulting from drug use in particular and not to problems relating more generally to alcohol abuse. Some concerns have always been voiced that some respondents may misrepresent their
drug and alcohol problems. However, only modest correlations between DAST scores and three measures of
response bias have been found. As predicted, younger people tended to have more drug problems measured by
the DAST than older people. Also, higher DAST scores have been negatively related to social stability, positively
related to measures of impulsive and reckless behaviour and deviant attitudes.
All of these correlations provide additional support for the validity of the DAST. Several studies have demonstrated diagnostic validity and reliability of the DAST. The test has been found to be highly correlated with DSMIII diagnosis of drug dependence among drug and alcohol patients, and in particular, psychiatric patients.
©1982 by the Addiction Research Foundation. Author: Harvey A. Skinner Ph.D.
For information on the DAST, contact Dr. Harvey Skinner at the Addiction Research
Foundation, 33 Russell St., Toronto, Canada, M5S 2S1.
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DRUG USE QUESTIONNAIRE (DAST-20)
Name: _____________________________________________________

Date: _________________________

The following questions concern information about your potential involvement with drugs not including alcoholic beverages during the past 12 months. Carefully read each statement and decide if your answer is “Yes” or
“No”.
Then, circle the appropriate response beside the question.
In the statements “drug abuse” refers to (1) the use of prescribed or over the counter drugs in excess of the
directions and (2) any non-medical use of drugs. The various classes of drugs may include: cannabis (e.g. marijuana, hash), solvents, tranquilizers (e.g. Valium), barbiturates, cocaine, stimulants (e.g. speed), hallucinogens
(e.g. LSD) or narcotics (e.g. heroin). Remember that the questions do not include alcoholic beverages.
Please answer every question. If you have difﬁculty with a statement, then choose the response that is mostly
right.

These questions refer to the past 12 months. Circle your response
1. Have you used drugs other than those required for medical reasons?

YES

NO

2. Have you abused prescription drugs?

YES

NO

3. Do you abuse more than one drug at a time?

YES

NO

4. Can you get through the week without using drugs?

YES

NO

5. Are you always able to stop using drugs when you want to?

YES

NO

6. Have you had “blackouts” or “ﬂashbacks” as a result of drug use?

YES

NO

7. Do you ever feel bad or guilty about your drug use?

YES

NO

8. Does your spouse (or parents) ever complain about your involvement with drugs?

YES

NO

9. Has drug abuse created problems between you and your spouse or your parents?

YES

NO

10. Have you lost friends because of your use of drugs?

YES

NO

11. Have you neglected your family because of your use of drugs?

YES

NO

12. Have you been in trouble at work because of drug abuse?

YES

NO

13. Have you lost a job because of drug abuse

YES

NO

14. Have you gotten into ﬁghts when under the inﬂuence of drugs?

YES

NO

15. Have you engaged in illegal activities in order to obtain drugs?

YES

NO

16. Have you been arrested for possession of illegal drugs?

YES

NO

17. Have you ever experienced withdrawal symptoms (felt sick) when you stopped taking drugs?

YES

NO

18. Have you had medical problems as a result of your drug use
(e.g. memory loss, hepatitis, convulsions, bleeding, etc.?

YES

NO

19. Have you gone to anyone for help for a drug problem?

YES

NO

20. Have you been involved in a treatment program speciﬁcally related to drug use?

YES

NO
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SECTION 5:
Living Skills
Screening Tools
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Life Skills Proﬁle (LSP) – 39 / 20 / 16

Authors: Alan Rosen, Dusan Hadzi-Pavlovic, Gordon Parker & Tom Trauer.
Introduction: The Life Skills Proﬁle(LSP) was developed as a measure of those aspects of functioning (“life
skills”) which affected how successfully people with schizophrenia lived in the community or hospital (Rosen et
al.[1989]). As many of the skills are relevant in other major psychiatric disorders and in some organic conditions
the LSP has been applied to a broad range of diagnoses. A number of versions of the LSP have been published
or variously reported.
Versions of the LSP:
LSP-39
LSP-20
LSP-16
LSP-39 has proved too lengthy for some peoples’ needs and so two shortened versions have been described.
LSP-20. This version comprises 20 items and retains the ﬁve original dimensions (as re-labelled in Trauer
[1995]). It was suggested by Trauer and its properties reported in Rosen et al. (2001).
LSP-16. This version with 16 items was constructed by the original authors for an Australian casemix research
project—Mental Health Classiﬁcation and Service Costs Project (see http://www.mhnocc. org). This version
does not have the “communication” subscale which was assessed by other means in the casemix study.
Details: The LSP-16 has ﬁve scales labelled to reﬂect functional strengths as well as disabilities. Scores similarly reﬂect that orientation, so that a high score for each scale or for the total LSP would indicate high function
or low disability.
•

It is more important to focus on improving functioning or abilities in everyday life than on improving
symptoms and signs of mental illness.

•

Ability/disability measurement is very important at every stage of disorder, as disability can be very signiﬁcant even in ﬁrst episodes, whether associated with cognitive or negative symptom deﬁcits, or in association
with preoccupation with positive symptoms or mood disorders.

•

Life Skills Proﬁle measures dimensions of ability and disability, to gauge established or developing disability, or improvement in disability over time and/or with speciﬁc interventions.

•

Life Skills Proﬁle dimensional and total scores are organised in a bar-chart format, so results can be readily
shared with patients and their families.

•

LSP focuses directly on observable behaviours, and choice points are in ordinary language

Objectives
•

It should be most relevant to those with severe and/or persistent psychiatric disorder

•

It should assess general function and impairment of function, not state disturbance or symptomatic exacerbation

•

It should complement but not compete with detailed measures of behaviour required for goal monitoring
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in a Living Skills Programme Assessment Schedule
•

It should be completed from multiple points of view by those who are in closest contact with the patient

•

It should be able to generate results useful to other members of the multi-disciplinary team.

Population
•

Schizophrenia, all phrases

•

Other persistent or relapsing mental illnesses

Settings
•

Community

•

Acute

•

Long-term care

•

Residential

Psychometric Properties
•

No gender difference

•

Relative independence of each scale

•

Family members report more burden completed LSP with a subjective bias, scoring their relative as more
disabled

Scoring
•

LSP is a 4-point scale from 1 (least functional) to 4 (most functional).

•

LSP provides a high score when the person is functioning better, emphasising abilities and strengths, i.e.
components of their lives where they are doing well. This is accordance with current rehabilitation and
recovery approaches emphasising the person’s strengths.

Scoring the LSP: All items are phrased so that the most functional rating is the left-hand anchor point, and the
most dysfunctional rating is the right-hand anchor point, so that scores for each item should be assigned as ‘4’
(extreme left anchor), ‘3’ or ‘2’ if intermediate and ‘1’ (if extreme right anchor). Scale scores are generated by
summing anchor scores as follows: The total LSP score is the sum of all item scores.
Life Skills Proﬁle – 39, Scoring:
Self-care Questions: 10, 12, 13, 14, 15, 16, 23, 24, 26 and 30. __________________
Non-turbulence Questions: 5, 6, 25, 27, 28, 29, 32, 34, 35, 36, 37 and 38. ________
Social Contact Questions: 3, 4, 20, 21, 22 and 39. ___________________________
Communication Questions: 1, 2, 7, 8, 9 and 11. _____________________________
Responsibility Questions: 17, 18, 19, 31 and 33. _____________________________
Total =
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Life Skills Proﬁle – 20, Scoring:
Withdrawal Questions: 1, 2, 3, 14 and 20. _________________________________
Bizarre Questions: 4, 5 and 7. ___________________________________________
Self-care Questions: 6, 8, 9, 10 and 16. ____________________________________
Compliance Questions: 11, 12 and 13. ____________________________________
Anti-Social Questions: 15, 17, 18 and 19. __________________________________
Total =
Life Skills Proﬁle – 16, Scoring:
Withdrawal Questions: 1, 2, 3 and 16. ____________________________________
Self-care Questions: 4, 5, 6, 7 and 12. _____________________________________
Compliance Questions: 8, 9 and 10. ______________________________________
Anti-Social Questions: 11, 13, 14 and 15. __________________________________
Total =
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LIFE SKILLS PROFILE – 39
Patient / Client / Resident’s name:
ID Number:

_____________________________________________________

_________________________________________________________________________

Age: ______________________

Sex:

M / F (Please circle)

Rater’s Name: ______________________________________Date of Rating: _____________________
Answer all items by circling the appropriate description:

1. Does this person generally have any difﬁculty with initiating and responding to conversation?
No difﬁculty with

Slight difﬁculty with

conversation

conversation

4

3

Moderate difﬁculty with
conversation

difﬁculty with

2

1

conversation

2. Does this person generally intrude or burst in on others’ conversation (e.g. interrupts you when
you are talking)?

3.

Not intrusive at all

Slightly intrusive

Moderately intrusive

Extremely intrusive

4

3

2

1

Does this person generally withdraw from social contact?

Does not withdraw at all

Withdraws slightly

Withdraws moderately

Withdraws totally or near
totally

4

3

2

1

4. Does this person generally show warmth to others?
Considerable warmth

Moderate warmth

Slight warmth

No warmth at all

4

3

2

1

5. Is this person generally angr y or prickly towards others?
Not angry at all

Slightly angry

Moderately angry

Extremely angry

4

3

2

1
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6. Does this person generally take offence readily?
Doesn’t take offence

Somewhat ready to take
offenc

Quite ready to take
offence

Extremely ready to take
offence

4

3

2

1

7. Does this generally make eye contact with others when in conversation?
Appropriate eye contact

Slightly reduced eye
contact

Moderately reduced eye
contact

Extremely reduced or no
eye contact

4

3

2

1

8. Is it generally difﬁcult to understand this person because of the way he or she speaks (e.g.
jumbled, garbled or disordered)?
Not at all difﬁcult

Slightly difﬁcult

Moderately difﬁcult

Extremely difﬁcult

4

3

2

1

9. Does this person generally talk about odd or strange ideas?
No odd ideas

Slightly odd ideas

Moderately odd ideas

Extremely odd ideas

4

3

2

1

10. Is this person generally well groomed (e.g. neatly dressed, hair combed)?
Well groomed

Moderately well groomed

Poorly groomed

Extremely poorly
groomed

4

3

2

1

11. Is this person’s appearance (facial appearance, gestures) generally appropriate to his or her
surroundings?
Unremarkable or
appropriate

Slightly bizarre or
inappropriate

Moderately bizarre or
inappropriate

Extremely bizarre or
inappropriate

4

3

2

1

12. Does this person wash himself or herself without reminding?
Generally

Occasionally

Rarely

Never

4

3

2

1
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13. Does this person generally have an offensive smell (e.g. due to body, breath or clothes)?
Not at all

Smells slightly

Smells moderately

Smells a lot

4

3

2

1

14. Does this person wear clean clothes generally, or ensure that they are cleaned if dirty?
Maintains cleanliness of Moderate cleanliness of Poor
cleanliness
clothes
clothes
clothes

4

3

of Very poor cleanliness of
clothes

2

1

15. Does this person generally neglect her or his physical health?

16.

No neglect

Slight neglect of physical
problems

Moderate neglect of
physical problems

Extreme neglect of
physical problems

4

3

2

1

Does this person generally maintain an adequate diet?
No problem

Slight problem

Moderate problem

Extreme problem

4

3

2

1

17. Does this person generally look after and take her or his own prescribed medication (or attend
for prescribed injections on time) without reminding?
Reliable with medication

Slightly unreliable

Moderately unreliable

Extremely unreliable

4

3

2

1

18. Is this person willing to take psychiatric medication when prescribed by a doctor?
Always

4

Usually

Rarely

Never

3

2

1

19. Does this person co-operate with health ser vices (e.g. doctors and/or other health workers)?
Always

Usually

Rarely

Never

4

3

2

1

20. Is this person generally inactive (e.g. spends most of the time sitting or standing around doing
nothing)?
Appropriately active

Slightly inactive

Moderately inactive

Extremely inactive

4

3

2

1
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21. Does this person generally have deﬁnite interests (e.g. hobbies, sports, activities) in which he or
she is involved regularly?
Considerable
involvement

Moderate involvement

Some involvement

Not involved at all

4

3

2

1

22. Does this person attend any social organisation (e.g. church, club or interest group but excluding psychiatric therapy groups)?
Frequently

Occasionally

Rarely

Never

4

3

2

1

23. Can this person generally prepare (if needed) her or his own food/meals?
Quite capable of
preparing food/meals

Slight limitations

Moderate limitations

Totally incapable of
preparing food/meals

4

3

2

1

24. Can this person generally budget (if needed) to live within his or her own needs?
Quite capable of
budgeting

Slight limitations

Moderate limitations

Totally incapable of
budgeting

4

3

2

1

25. Does this person generally have problems (e.g. friction, avoidance) living with others in the
household?
No obvious problems

Slight problems

Moderate problems

Extreme problems

4

3

2

1

26. What sort of work is this person generally capable of (even if unemployed, retired or doing
unpaid domestic duties)?
Capable of full-time work

Capable of part-time

Capable only of sheltered
work

Totally incapable of work

4

3

2

1

27. Does this person behave recklessly (e.g. ignoring trafﬁc when crossing the road)?
Not at all

Rarely

Occasionally

Often

4

3

2

1
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28. Does this person destroy property?
Not at all

Rarely

Occasionally

Often

4

3

2

1

29. Does this person behave offensively (included sexual behaviour)?
Not at all

Rarely

Occasionally

Often

4

3

2

1

30. Does this person have habits or behaviours that most people ﬁnd unsociable (e.g. spitting,
leaving lighted cigarette butts around, messing up the toilet, messy eating)?
Not at all

Rarely

Occasionally

Often

4

3

2

1

31. Does this person lose personal property?
Not at all

Rarely

Occasionally

Often

4

3

2

1

32. Does this person invade others space (rooms, personal belongings)?
Not at all

Rarely

Occasionally

Often

4

3

2

1

33. Does this person take things that are not his or hers?
Not at all

Rarely

Occasionally

Often

4

3

2

1

Not at all

Rarely

Occasionally

Often

4

3

2

1

34. Is this person violent to others?

35. Is this person violent to his or her self?
Not at all

Rarely

Occasionally

Often

4

3

2

1

36. Does this person get into trouble with the police?
Not at all

Rarely

Occasionally

Often

4

3

2

1
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37. Does this person abuse alcohol or other drugs?

38.

Not at all

Rarely

Occasionally

Often

4

3

2

1

Does this person behave irresponsibly?
Not at all

Rarely

Occasionally

Often

4

3

2

1

39. Does this person generally make and/or keep up friendships?
Friendships made or kept Friendships made or kept
well
with slight difﬁculty

4

3

Friendships made or
kept with considerable
difﬁculty

No friendships made or
none kept up

2

1

117
A4 HSE Project.indd 117

15/09/2008 08:44:55

Mental Health Assessment Tools

LIFE SKILLS PROFILE - 39
Name:_______________________________________________ Date: _______________________________
Assessor: ____________________________________________
SELF-CARE
Self-Care Questions

Response

Question 10
Question 12
Question 13
Question 14
Question 15
Question 16
Question 23
Question 24
Question 26
Question 30
TOTAL

No Problem

4

Slight Problem

3

Moderate Problem

2

Extreme Problem

1
10

12

13

14

15

16

23

24

26

30

Question No.
COMMENTS:
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
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LIFE SKILLS PROFILE - 39
NON-TURBULENCE
Non-Turbulence
Questions
Question 5

Response

Question 6
Question 25
Question 27
Question 28
Question 29
Question 32
Question 34
Question 35
Question 36
Question 37
Question 38
TOTAL

No Problem

4

Slight Problem

3

Moderate Problem

2

Extreme Problem

1
5

6

25

27

28

29

32

34

35

36

37

38

Question No.

COMMENTS:
_____________________________________________________________________________________________
_____________________________________________________________________________________________
____ _________________________________________________________________________________________
_____________________________________________________________________________________________
________ ____________________________________________________________________________________
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LIFE SKILLS PROFILE - 39
SOCIAL CONTACT
Social Contact
Questions
Question 3

Response

Question 4
Question 20
Question 21
Question 22
Question 39
TOTAL

No Problem

4

Slight Problem

3

Moderate Problem

2

Extreme Problem

1
3

4

20

21

22

39
Question No.

COMMENTS:
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
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LIFE SKILLS PROFILE - 39
COMMUNICATION
Communication
Questions
Question 1

Response

Question 2
Question 7
Question 8
Question 9
Question 11
TOTAL

No Problem

4

Slight Problem

3

Moderate Problem

2

Extreme Problem

1
1

2

7

8

9

11
Question No.

COMMENTS:
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
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LIFE SKILLS PROFILE - 39
RESPONSIBILITY
Responsibility
Questions
Question 17

Response

Question 18
Question 19
Question 31
Question 33
TOTAL

No Problem

4

Slight Problem

3

Moderate Problem

2

Extreme Problem

1
17

18

19

31

33
Question No.

COMMENTS:
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
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Total Scores: sum of each question group as outlined
Self-care Questions:
10, 12, 13, 14, 15, 16, 23, 24, 26 and 30. _______________________
Non-turbulence Questions:
5, 6, 25, 27, 28, 29, 32, 34, 35, 36, 37 and 38. ___________________
Social Contact Questions:
3, 4, 20, 21, 22 and 39. _____________________________________
Communication Questions:
1, 2, 7, 8, 9 and 11. ________________________________________
Responsibility Questions:
17, 18, 19, 31 and 33. ______________________________________

Total = ________________
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LIFE SKILLS PROFILE - 20
Instruction: Please complete the form as you assess _____________________________‘s general functioning
(i.e. not during crises when he or she is ill, or becoming ill, but his or her general state over the past three
months). Answer all items by circling the appropriate description.
Patient / Client / Resident’s name:_______________________________________________________
ID Number:__________________________________________________________________________
Age:_________________________ Sex:

M/F

(Please circle)

Rater’s Name:_________________________________ Date of Rating:___________________________

Answer all items by circling the appropriate description:

1. Does this person generally have any difﬁculty with initiating and responding to conversation?
No difﬁculty with
conversation

Slight difﬁculty with
conversation

Moderate difﬁculty with
conversation

Extreme difﬁculty with
conversation

4

3

2

1

2. Does this person generally withdraw from social contact?
Does not withdraw at all

Withdraws slightly

Withdraws moderately

Withdraws totally or near
totally

4

3

2

1

3. Does this person generally show warmth to others?
Considerable warmth

Moderate warmth

Slight warmth

No warmth at all

4

3

2

1
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4. Is it generally difﬁcult to understand this person because of the way he or she speaks (e.g.
jumbled, garbled or disordered)?
Not at all difﬁcult

Slightly difﬁcult

Moderately difﬁcult

Extremely difﬁcult

4

3

2

1

5. Does this person generally talk about odd or strange ideas?
No odd ideas

Slightly odd ideas

Moderately odd ideas

Extremely odd ideas

4

3

2

1

6. Is this person generally well groomed (e.g. neatly dressed, hair combed)?
Well groomed

Moderately well groomed

Poorly groomed

Extremely poorly
groomed

4

3

2

1

7. Is this person’s appearance (facial appearance, gestures) generally appropriate to his or her
surroundings?
Unremarkable or
appropriate

Slightly bizarre or
inappropriate

Moderately bizarre or
inappropriate

Extremely bizarre or
inappropriate

4

3

2

1

8. Does this person wear clean clothes generally, or ensure that they are cleaned if dirty?
Maintains cleanliness of
clothes

Moderate cleanliness of
clothes

Poor cleanliness of
clothes

Very poor cleanliness of
clothes

4

3

2

1

9. Does this person generally neglect her or his physical health?
No neglect

Slight neglect of physical
problems

Moderate neglect of
physical problems

Extreme neglect of physical problems

4

3

2

1
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10. Does this person generally maintain an adequate diet?
No problem

Slight problem

Moderate problem

Extreme problem

4

3

2

1

11. Does this person generally look after and take her or his own prescribed medication (or attend
for prescribed injections on time) without reminding?
Reliable with medication

Slightly unreliable

Moderately unreliable

Extremely unreliable

4

3

2

1

12. Is this person willing to take psychiatric medication when prescribed by a doctor?
Always

Usually

Rarely

Never

4

3

2

1

13. Does this person co-operate with health ser vices (e.g. doctors and/or other health workers)?
Always

Usually

Rarely

Never

4

3

2

1

14. Does this person generally have deﬁnite interests (e.g. hobbies, sports, activities) in which he or
she is involved regularly?
Considerable
involvement

4

Moderate involvement

3

Some involvement

Not involved at all

2

1

15. Does this person generally have problems (e.g. friction, avoidance) living with others in the
household?
No obvious problems

Slight problems

Moderate problems

Extreme problems

4

3

2

1
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16. What sort of work is this person generally capable of (even if unemployed, retired or doing
unpaid domestic duties)?
Capable of full-time work

Capable of part-time

Capable only of sheltered
work

Totally incapable of work

4

3

2

1

17. Does this person behave offensively (included sexual behaviour)?
Not at all

Rarely

Occasionally

Often

4

3

2

1

Not at all

Rarely

Occasionally

Often

4

3

2

1

18. Is this person violent to others?

19. Does this person behave irresponsibly?
Not at all

Rarely

Occasionally

Often

4

3

2

1

20. Does this person generally make and/or keep up friendships?
Friendships made or kept Friendships made or kept
well
with slight difﬁculty

4

Friendships made or
kept with considerable
difﬁculty

No friendships made or
none kept up

2

1

3
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LIFE SKILLS PROFILE - 20
WITHDRAWAL
Withdrawal Questions

Response

Question 1
Question 2
Question 3
Question 14
Question 20
TOTAL

No Problem

4

Slight Problem

3

Moderate Problem

2

Extreme Problem

1
1

2

3

14

20
Question No.

COMMENTS:
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
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LIFE SKILLS PROFILE - 20
BIZARRE
Bizarre Questions

Response

Question 4
Question 5
Question 7
TOTAL

No Problem

4

Slight Problem

3

Moderate Problem

2

Extreme Problem

1
4

5

7
Question No.

COMMENTS:
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
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LIFE SKILLS PROFILE - 20
SELF-CARE
Self-care Questions

Response

Question 6
Question 8
Question 9
Question 10
Question 16
TOTAL

No Problem

4

Slight Problem

3

Moderate Problem

2

Extreme Problem

1
6

8

9

10

16
Question No.

COMMENTS:
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
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LIFE SKILLS PROFILE - 20
COMPLIANCE
Compliance Questions

Response

Question 11
Question 12
Question 13
TOTAL

No Problem

4

Slight Problem

3

Moderate Problem

2

Extreme Problem

1
11

12

13
Question No.

COMMENTS:
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
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LIFE SKILLS PROFILE - 20
ANTI-SOCIAL
Anti-social Questions

Response

Question 15
Question 17
Question 18
Question 19
TOTAL

No Problem

4

Slight Problem

3

Moderate Problem

2

Extreme Problem

1
15

17

18

19
Question No.

COMMENTS:
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
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Total Scores: sum of each question group as outlined
Withdrawal Questions:
1, 2, 3, 14 and 20: _________________________________________
Bizarre Questions:
4, 5 and 7: _______________________________________________
Self-care Questions:
6, 8, 9, 10 and 16: _________________________________________
Compliance Questions:
11, 12 and 13: ____________________________________________
Anti-Social Questions:
15, 17, 18 and 19: _________________________________________

Total =
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Life Skills Proﬁle – 16
Instruction: Please complete the form as you assess _____________________________‘s general functioning
(i.e. not during crises when he or she is ill, or becoming ill, but his or her general state over the past three
months). Answer all items by circling the appropriate description.
Patient / Client / Resident’s name:_______________________________________________________
ID Number:__________________________________________________________________________
Age:_________________________ Sex:

M/F

(Please circle)

Rater’s Name:_________________________________ Date of Rating:___________________________

Answer all items by circling the appropriate description:

1. Does this person generally have any difﬁculty with initiating and responding to conversation?
No difﬁculty with
conversation

Slight difﬁculty with
conversation

Moderate difﬁculty with
conversation

Extreme difﬁculty with
conversation

4

3

2

1

2. Does this person generally withdraw from social contact?
Does not withdraw at all

Withdraws slightly

Withdraws moderately

Withdraws totally or near
totally

4

3

2

1

3. Does this person generally show warmth to others?
Considerable warmth

Moderate warmth

Slight warmth

No warmth at all

4

3

2

1

4. Is this person generally well groomed (e.g. neatly dressed, hair combed)?
Well groomed

Moderately well groomed

Poorly groomed

Extremely poorly
groomed

4

3

2

1
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5. Does this person wear clean clothes generally, or ensure that they are cleaned if dirty?
Maintains cleanliness of
clothes

Moderate cleanliness of
clothes

Poor cleanliness of
clothes

Very poor cleanliness of
clothes

4

3

2

1

6. Does this person generally neglect her or his physical health?
No neglect

Slight neglect of physical
problems

Moderate neglect of
physical problems

Extreme neglect of
physical problems

4

3

2

1

7. Does this person generally maintain an adequate diet?
No problem

Slight problem

Moderate problem

Extreme problem

4

3

2

1

8. Does this person generally look after and take her or his own prescribed medication (or attend
for prescribed injections on time) without reminding?
Reliable with medication

Slightly unreliable

Moderately unreliable

Extremely unreliable

4

3

2

1

9. Is this person willing to take psychiatric medication when prescribed by a doctor?
Always

Usually

4

3

Rarely

Never

2

1

10. Does this person co-operate with health ser vices (e.g. doctors and/or other health workers)?
Always

Usually

Rarely

Never

4

3

2

1

11. Does this person generally have problems (e.g. friction, avoidance) living with others in the
household?
No obvious problems

Slight problems

Moderate problems

Extreme problems

4

3

2

1

12. What sort of work is this person generally capable of (even if unemployed, retired or doing
unpaid domestic duties)?
Capable of full-time work

Capable of part-time

Capable only of sheltered
work

Totally incapable of work

4

3

2

1
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13. Does this person behave offensively (included sexual behaviour)?
Not at all

Rarely

Occasionally

Often

4

3

2

1

Not at all

Rarely

Occasionally

Often

4

3

2

1

14. Is this person violent to others?

15. Does this person behave irresponsibly?
Not at all

Rarely

Occasionally

Often

4

3

2

1

16. Does this person generally make and/or keep up friendships?
Friendships made or kept Friendships made or kept
well
with slight difﬁculty

4

3

Friendships made or
kept with considerable
difﬁculty

No friendships made or
none kept up

2

1
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Scoring (LSP16)
Name; _______________________________________ Date: ______________________
Assessor: _____________________________________
WITHDRAWAL
Withdrawal Questions
Question 1

Response

Question 2
Question 3
Question 16
Total

No Problem

4

Slight Problem

3

Moderate Problem

2

Extreme Problem

1
1

2

3

16
Question No.

COMMENTS:
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
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LIFE SKILLS PROFILE - 16

SELF-CARE
Self-Care Questions
Question 4

Response

Question 5
Question 6
Question 7
Question 12
Total

No Problem

4

Slight Problem

3

Moderate Problem

2

Extreme Problem

1
4

5

6

7

12
Question No.

COMMENTS:
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
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LIFE SKILLS PROFILE - 16

COMPLIANCE
Compliance Questions
Question 8

Response

Question 9
Question 10
Total

No Problem

4

Slight Problem

3

Moderate Problem

2

Extreme Problem

1
8

9

10
Question No.

COMMENTS:
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
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LIFE SKILLS PROFILE - 16

ANTI-SOCIAL
Anti-Social Questions
Question 11

Response

Question 13
Question 14
Question 15
Total

No Problem

4

Slight Problem

3

Moderate Problem

2

Extreme Problem

1
11

13

14

15
Question No.

COMMENTS:
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
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LIFE SKILLS PROFILE - 16
Total Scores: sum of each question group as outlined
Withdrawal Questions:
1, 2, 3 and 16: ____________________________________________

Self-care Questions:
4, 5, 6, 7 and 12: __________________________________________

Compliance Questions:
8, 9 and 10: ______________________________________________

Anti-Social Questions:
11, 13, 14 and 15: _________________________________________

Total: _________________________
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SOCIAL FUNCTIONING SCALE
(Birchwood et al., 1990)

Name: ________________________________________________

Date: _____________________________

Assessor: _____________________________________________________
This scale is concerned with establishing the degree of social functioning of the individual, and attempts to identify
the impact of negative symptoms of mental health and/or positive factors of social activity and independence.
This scale can be completed with an economy of time and thus reduces any distress which may be seen as a
consequence of lengthy interview schedules. The scale can be completed with the 1 named respondent or by
any person who has close contact with the individual (eg. key worker).
Summar y Scores

Scale Item
Social Withdrawal
Relationships
Social Activities
Recreational Activities
Independence (C)
Independence (P)
Employment
Total Score

Raw Score

Transformed Score

Complete from accounts from ser vice users and/or their carers and relevant professionals.
Do not use verbatim. The questions are just prompts.
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Part One: Social Withdrawal
1.

What time do you get up?
Average weekday

Before 9am
(3)

Average weekend

Before 9am
(3)

2.

❑
❑

9-11am
(2)

❑

9-11am
(2)

11am-1pm
(1)

❑

11am-1pm

❑

(1)

❑

After 1pm
(0)

❑

After 1pm
(0)

❑

How many hours of the waking day do you spend alone?
(e.g. in your room alone, walking alone, watching TV alone)

3.

0 – 3 hours

Very little time spent alone

3 – 6 hours

Some of the time

6 – 9 hours

Quite a lot of the time

9 – 12 hours

A great deal of time

More than 12 hours

Practically all the time

How often will you start a conversation at home?
Almost never
Rarely

4.

❑ (0)
❑ (1)

Sometimes
Often

❑ (2)
❑ (3)

How often will you leave the house for any reason?
Almost never
Rarely

5.

❑
(2) ❑
(1) ❑
(0) ❑
(0) ❑
(3)

❑ (0)
❑ (1)

Sometimes
Often

❑ (2)
❑ (3)

How do you react to the presence of strangers?
Avoid them
Feel nervous

❑ (0)
❑ (1)

Accept them
Like them

❑ (2)
❑ (3)
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Part Two: Relationships
1.

How many friends do you have at the moment? (people whom you see regularly, talk with,
do activities with, etc.)
None
One friend

2.

Rarely

Rarely

❑ (0)

No

❑ (0)
❑ (1)

Sometimes
Often

❑ (2)
❑ (3)

❑ (0)
❑ (1)

Sometimes
Often

❑ (2)
❑ (3)

If not married, do you have a boy/girlfriend?
Yes

6.

❑ (3)

Do other people discuss their problems with you?
Almost never

5.

Three or
more friends

❑ (2)
❑ (3)

How often have you conﬁded in them?
Almost never

4.

Two friends

Do you have someone with whom you ﬁnd it easy to discuss feelings and difﬁculties?
Yes

3.

❑ (0)
❑ (1)

❑ (3)

❑ (0)

No

Have you had any arguments with friends, relatives or neighbours recently?
Many major
Continued minor
or 1 major

❑ (0)
❑ (1)

1 or 2 minor
None

❑ (2)
❑ (3)
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7.

How often are you able to have a conversation with someone?
Almost never
Rarely

8.

Sometimes
Often

❑ (2)
❑ (3)

How easy or difﬁcult do you ﬁnd talking to people at present?
Very difﬁcult
Quite difﬁcult
Very easy

9.

❑ (0)
❑ (1)

❑ (0)
❑ (1)
❑ (3)

Average
Quite easy

❑ (2)
❑ (3)

Do you feel uneasy with groups of people?
Almost never
Rarely

❑ (0)
❑ (1)

Sometimes
Often

❑ (2)
❑ (3)

10. Do you prefer to spend time on your own?
Almost never
Rarely

❑ (0)
❑ (1)

Sometimes
Often

❑ (2)
❑ (3)
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Part Three: Social Activities
Over the past three months, how often have you participated in any of the following activities?
(*includes boy/friend)
Never
(0)

Rarely
(1)

Sometimes
(2)

Often
(3)

Cinema
Theatre/concert, etc
Watching an indoor sport
Watching an outdoor sport
Art gallery/museum
Exhibition
Visiting places of interest
Meeting, talk, etc
Evening class
Visiting relatives in their home
Being visited by relatives
Visiting friends *
Being visited by friends *
Parties
Formal occasions
Disco, etc
Nightclub/social club
Playing an indoor sport
Playing an outdoor sport
Club/society
Pub
Eating out
Church activity
Any other activity
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Part Four: Social Activities
Over the past three months, how often have you done any of the following activities?

Never
(0)

Rarely
(1)

Sometimes
(2)

Often
(3)

Playing musical instruments
Sewing, knitting
Gardening
Reading
Watching television
Listening to records or radio
Cooking
DIY activities
Fixing things (car, bike, etc)
Walking/rambling
Driving/cycling (for recreation)
Swimming
Hobby (e.g. Collecting things)
Shopping
Artistic or craft activity
Any other recreation or pastime?
Any other recreation or pastime?
Any other recreation or pastime?
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Part Five: Independence (Competence)
Place a tick against each item to show how able you are at doing or using the following:
Adequately –
no help needed
(3)

Need help or
prompting
(2)

Unable or only
with lots of help
(1)

No known
(0)

Public transport
Handling money correctly
Budgeting
Cooking for self
Weekly shopping
How to look for a job
Washing own clothes
Personal hygiene
Washing, tidying, etc
Purchasing from shops
Leaving the house alone
Choosing and buying
clothes
Taking care of personal
appearance
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Part Six: Independence (Performance)
Place a tick against each item to show how often you have done the following over the past 3 months:
Never
(0)

Rarely
(1)

Sometimes
(2)

Often
(3)

Buying items from shop alone
Washing pots, tidying up, etc
Regular washing, bathing, etc
Washing own clothes
Looking for a job
Doing the food shopping
Prepare and cook a meal
Leaving the house alone
Using buses, trains, etc
Using money
Budgeting
Choosing and buying own clothes
Taking care of personal appearance
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Part Seven: Employment
1.

Are you in regular employment (this includes industrial therapy, rehabilitation or retraining
courses)?
Yes
If yes:

❑ (3)

❑ (0)

No

What sort of job? ____________________________________________________________________
How many hours a week do you work? _________________________________________________
How long have you had this job? ______________________________________________________

If no:

When were you last in employment? ___________________________________________________
What sort of job was it? ______________________________________________________________
How many hours a week did you work? _________________________________________________

2.

If not employed:
Are you registered disabled?

Yes

Do you attend hospital as a day patient?

Yes

❑
❑

No
No

❑
❑

Do you think you are capable of some sort of employment?
Deﬁnitely yes
Would have
difﬁculty

❑ (3)
❑ (2)

Deﬁnitely no

❑ (0)

How often do you make attempts to ﬁnd a job?
Almost never
Rarely
3.

❑ (0)
❑ (1)

Sometimes
Often

❑ (2)
❑ (3)

If not employed, how do you usually occupy your day?
Morning: _______________________________________________________________________________
Afternoon: ______________________________________________________________________________
Evening: ________________________________________________________________________________

Scoring:

10 = Full time gainful employment or full time student
9 = Part time gainful employment
8 = Unemployed for no more than 6 months and actively seeking work
7 = Undergoing industrial therapy or rehabilitation

If none of the above, add together scores of scales marked * for a score between 0 and 6.
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SFS: Scaled Equivalents of Raw Scores (Transformation Table)

Raw
Social
Social
Recreational Independence
Relationships
Score Withdrawal
Activities Activities
(C)
0
57.5
55
65
57
1
65
78
76
63
2
70.5
86
79
66
3
75.5
91
83
69
4
80
96
86
72
5
84
100
88.5
74.5
6
87.5
105
91
77
7
90.5
111
93.5
80
8
93.5
124
95
81.5
49
9
96.5
145
96.5
84
52
10
100
98
86.5
55
11
104.5
100
89
58
12
110
101.5
91
61
13
116.5
103
93.5
64
14
124.5
105.5
96
66.5
15
133
107
98
69
16
108.5
101.5
72.5
17
110
103
75
18
111.5
105.5
76.5
19
112.5
108.5
78
20
114.5
110.5
79.5
21
116
113
81.5
22
117.5
116.5
83
23
119
119
84.5
24
121
121.5
86.5
25
123
124.5
88.5
26
124
125.5
90.5
27
125
129
91.5
28
126
131
93
29
127
133
94.5
30
128
135
95.5
31
129
137
96.5
32
129.5
139
97.5
33
130
140
100.5
34
130.5
142
103.5
35
131
144
107
36
131.5
145
110
37
132
114
38
132.5
117.5
39
133
123
40
133.5
126.5
41
134
130
42
135
135
43
136
142.5
44
137
45
138

Independence
(P)
53
56.5
60
63.5
67.5
70
71.5
73.5
75
76.5
78
79
80
81.5
83
84.5
85.5
87.5
89
90.5
92
94
97
100.5
103.5
105.5
106.5
107
108
109
110
112.5
114.5
116.5
118.5
121.5
124
127
131
135
139
143
145

Employment
81
5
89.5
95
97.5
103.5
107
109.5
112.5
114
116
122.5
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SOCIAL FUNCTIONING SCALE
(QUALITATIVE INFORMATION)
Name: _________________________________________

Date of assessment: _________________________

Assessor: _____________________________________________________

SOCIAL WITHDRAWAL.

SCORE______
INTERPERSONAL FUNCTIONING

SCORE_____
PROSOCIAL ACTIVITIES

SCORE_____
RECREATION

SCORE_____
LEVEL OF INDEPENDENCE (COMPETENCE)

SCORE_____
LEVEL OF INDEPENDENCE (PERFORMANCE)

SCORE_____
EMPLOYMENT

SCORE_____
GENERAL COMMENTS
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BARTHEL INDEX OF DAILY LIVING
The Barthel index of daily living is a method of assessing and communicating to other health professionals the
degree of disability in a particular individual
.

Name: _______________________ D.O.B ______________________ Ward ________
Date of Assessment

BARTHEL
BOWELS

BLADDER

GROOMING
TOILET
USE

FEEDING

0
1
2
0
1
2
0
1
0
1
2
0
1
2

TRANSFER

MOBILITY

DRESSING

STAIRS

BATHING

0
1
2
3
0
1
2
3
0
1
2
0
1
2
0
1

Index of Activities of Daily Living

Incontinent (or needs to be given enemas)
Occasional accident (less than once a week,
max once a day
Continent
Incontinent or catheterised and unable to manage
Occasional accident (max once per 24 hours)
Continent for over 7 days
Needs help with personal care
Independent
Needs help but can do something alone
Independent
Can reach toilet/commode, undress sufficiently,
clean self and leave
Unable
Needs help cutting up food, spreading butter
etc, but feeds self
Independent (food cooked, served and provided
within easy reach but not cut up. Normal food
– not only soft food
Unable – no sitting balance, 2 to lift
Major help: physical help 1 strong or 2 normal.
Can sit
Minor help: 1 person easily or supervision for safety
Independent
Immobile
Wheelchair independent
Help of one untrained person
Independent
Dependent
Needs help but can do half unaided
Independent
Unable
Needs help (verbal/physical, carrying aid)
Independent up and down
Dependent
Independent
Total Score
Signed

Total dependency
Severe dependency

0–4
5–9

Moderate dependency
Mild dependency
Mild dependency

10 – 14
15 – 18
18 – 20
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SOCIAL NETWORK MAP
Introduction:
This assessment enables the worker and service user to map out the service users social network. This is useful
assessment tool in that it helps to graphically illustrate the kind of relationships that a person has within their
social and living environment. This is particularly important given research literature that identiﬁes the relationship of environmental factors and psychosis (the stress vulnerability framework). A further beneﬁt of this tool is
that identiﬁes positive as well as negative relationships, these are valuable to the intervention process. This can
promote better bio-psychosocial understanding; improve coping, problem solving and goal planning.
Taken from: Positive Practice in Mental Health – Psychosocial Interventions (PSI) Handbook 2007 Ireland.
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Dean Repper & Colin Westerman. 1998

FEMALE

MALE

rarely

occasional

frequent

> 35 hrs/week

E = STRESSFUL

I = INFLUENTIAL

S = SUPPORTIVE

CLOSE

CONFLICT
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SECTION 6:
Making Sense of
the Assessment Data
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STRESS VULNERABILITY FRAMEWORK
Introduction:
Making use of any assessment/measurement tools in mental health practice in done in the context of the
overall care package that the patient is receiving. The overall aim to assist the patient in ultimate recovery with
the best interests of the patient as it’s central component. Very often in mental health practice there is a cyclical
nature to problems and thus recovery rather than cure is a useful ethos.
Recover y and Psychosocial Inter ventions:
The term Psychosocial Interventions (PSI) are best described as a broad range of interventions that have been
developed over the past decade for people who experience severe mental illness such as psychosis. An increasing evidence base has been gathered encompassing Family Intervention approaches (Mari and Streiner.1998),
Case management (Marshall et al 2000), Social Skills training (Pilling et al 2000), and Psychological management approaches such as cognitive behavioural therapy and coping strategy enhancement (Jones et al 2000).
However the difﬁculties of implementing these approaches into Mental Health services are well reported (Fadden, 1997, Repper 1999). Furthermore there are also questions around how these should be implemented to
facilitate service user deﬁned recovery. Criticisms have been made against PSI for being symptom / outcome
focussed (Barker and Reynolds 1996) and not taking individuals experiences into account (Clarke 1999).
The Northern Centre for Mental Health has recently published a report of a project funded to look at the commonly associated problems associated with implementation issues (Repper D. and Brooker 2002). It is notable
that the report deliberately avoids the term psychosocial interventions and prefers to term these approaches as
evidenced based practice for psychosis.
Central to psychosocial interventions programmes (PSI) is the concept of recovery within serious mental illness.
This is reﬂected by a PSI deﬁnition agreed by the three training providers within the Northern Region (Leeds
Metropolitan, York and Sunderland Universities), which is contained within the Northern Centre Report.
‘Psychosocial Interventions has become a term that can best be understood as an ideological and political force
within contemporary mental health practice that seeks to challenge a dominant non-recovery approach to working with psychosis. It supports the vision that an integrated approach to recovery is a basic human right of
people with psychosis and their carers. This leads to the premise that the mental health workforce possesses
positive attitudes, up to date knowledge and a wide range of skills to help people with psychosis improve the
quality of their lives’.
(Trenchard et al 2001 p.50)
Stress Vulnerability:
A core component to PSI training courses are stress vulnerability models (Zubin and Spring 1977, Nuechterlein
et al 1984). These bio-psychosocial models emphasise the signiﬁcance of environmental potentiators and stressors to psychosis. They also can promote recovery and help service users to understand their experiences more
holistically.
No one single cause has been identiﬁed that explains the reason why someone would develop a serious mental
illness. Research into causes of psychosis suggests that there are multiple factors that contribute to the development of this illness. Such factors are acknowledged in vulnerability components within the stress vulnerability
model.
Vulnerability factors predispose the individual to an increased risk of developing the symptoms of psychosis.
This predisposition may be ‘inborn’, such as through a family history of psychosis (genetic predisposition),
or neurophysiological development of the foetus (biological predisposition). Predisposition could also be ‘acquired’; examples include brain injury as a result of oxygen deprivation, or trauma (biological disposition) or
speciﬁc to traumatic life events and experiences, which inﬂuence thinking styles and biases (psychological
disposition).
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Within the stress vulnerability model, vulnerability alone is not considered sufﬁcient to cause psychosis; rather
psychosis must be ‘triggered’ by environmental processes or ‘stress’. If the vulnerability is great, relatively low
levels of environmental stress might trigger symptoms. Conversely, if vulnerability is lower or the individual is
more resilient as a result if personal coping strategies and supports, symptoms will develop only when higher
levels of stress are experienced.
The stress component of the stress vulnerability model can take many forms, such as conﬂict and criticism,
living conditions, a signiﬁcant life event (e.g. breakdown of relationship, a death of a key individual, loss of job),
or abuse of substances.
The use and effectiveness of personal coping strategies and available supports offers an explanation as to why
some people develop problems and others do not, particularly if they have experienced similar stressors. It may
also explain why some people recover from the symptoms quicker than others.
Studies have indicated that individuals do utilise coping responses as a way of managing stressors and psychotic
symptoms. Clearly the more effective they are, the better the chances of managing the stressors or preventing
symptoms becoming problematic.
The stress vulnerability model offers the continuing possibility of recovery over time as even those with the most
difﬁcult problems may be able to avoid or reduce the likelihood of further episodes by ﬁnding ways of reducing
their exposure of situations that they ﬁnd particularly stressful, or by developing and applying effective personal
coping responses. Finally, it helps to explain the fact that people who are prone to psychotic experiences may
have long periods of recovery, but may develop new difﬁculties (‘relapse’) at various times.
Taken from: Kinderman, P & Cooke A (2000) Recent advances in understanding mental illness and psychotic
experiences (p. 28). British Psychological Society
Life Events and Time Lines :
The use of ‘Time Lines’ Or ‘Life Events Charts’ are an extremely useful way of considering historical events
which have impacted on a person’s life, their mental health and wellbeing.
Mental health problems are seen to be ﬁrmly rooted in the social environment of the individual and a variety
of factors inﬂuence the onset, course and outcome of these disorders. It has been observed that there is an accumulation of life events immediately before the onset of mental health problems. Recent studies have isolated
some socio-environmental factors that seem to predict the onset of psychotic episodes in people. In particular,
stressful life events have been found to cluster in the 3-4 week period preceding a psychotic experience in
individuals.
The social and emotional environment within families has also been correlated with relapses in Schizophrenia.
Many people experiencing psychosis also seem to be deﬁcient in the coping skills which are needed to remediate the losses brought on by life events or even to deal with stressful relatives. Therefore they may experience
greater and more prolonged stress than most others, perhaps because of poor problem solving, which is often
associated with mental health problems.
Life events are seen to be only one of numerous interactional factors. To consider the usefulness of actually undertaking a life events assessment, is to consider many of the complex events which undoubtedly go some way
in trying to understand an individual’s level of disability and why. The ‘Time Line’ offers a way of understanding
current problems through the acknowledgement of past circumstances and events.
Recall may be problematic
Actually building a valid and reliable proﬁle about past events from people’s memories is not an easy task. Most
of us have difﬁculties recalling speciﬁc times and dates of past events, so having additional stumbling blocks
such as cognitive difﬁculties, medication, negative symptoms will obviously impact on the task even more. Past
events may also be traumatic, guilt inducing or otherwise sensitive and this has to be a consideration of the
interviewer.
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A useful technique for gathering this type of information is to provide building blocks of easier to remember
life experiences or ones which have already been documented such as genetic vulnerabilities, birth events,
school dates, graduation etc. The following list is the type of information, which could be gathered through this
method.

Vulnerabilities
Family history of mental health
problems

Stressors
Family dynamics

Poor problems solving skills

Relationships and social networks

Health/illness impact
Prodromes/relapse
(episode markers)
Hospital admissions
Length of stay

Communication difﬁculties
Personality traits
Disease/physical problems or
disabilities

Poverty/Homelessness
Educational experiences
Lifestyle/health

Previous treatments and efﬁcacy
Contact with services
Empathy and insight from clinician

Hyper-arousal in response to
stress
Dysfunctional thinking style

Isolation

Occupational opportunities

Abuse

Engagement

Drug/alcohol abuse

Therapeutic relationships
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Mental ill-health

Environmental
Stressors

Mental Health

Environmental
Supports

Personal Coping
Responses

Health Continuum

Personal
Experience

Personal Vulnerability
Factors

Underpinning Conceptual Framework (SVM)

© Woodcock, 2004
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Higher Risk

Risk Continuum

Environmental
Stressors/Risk
Trigger

Personal
Experience

Personal Vulnerability
Factors Related to Risk
Behaviour

Lower Risk

Environmental
Supports

Personal
Coping/Risk
Reducing
Responses

Risk Formulation: Conceptual Framework (SVM)

© Woodcock, 2005
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