
BackgroundBackground There is a need forThere is a need for

reliable assessmenttools that are suitablereliable assessmenttools that are suitable

for the counsellingand the psychologicalfor the counsellingand the psychological

therapyservicesinprimaryand secondarytherapyservicesinprimaryand secondary

care settings.care settings.

AimsAims Totestthe suitability andutilityofTo testthe suitability andutilityof

the Clinical Outcomes in Routinethe Clinical Outcomes in Routine

Evaluation ^ OutcomeMeasure (CORE^Evaluation ^ OutcomeMeasure (CORE^

OM) and CORE^Assessment (CORE^A)OM) and CORE^Assessment (CORE^A)

assessmenttools.assessmenttools.

MethodMethod Service intake datawereService intake datawere

analysed fromcounsellingandanalysed fromcounsellingand

psychological therapy services in 32psychological therapy services in 32

primarycare settings and17 secondaryprimarycare settings and17 secondary

care settings.care settings.

ResultsResults Completionrates exceededCompletionrates exceeded

98% inboth ofthe settings sampled.Intake98% inboth ofthe settings sampled.Intake

severity levelswere similar but secondaryseveritylevelswere similar but secondary

care patientsweremore likely to scorecare patientsweremore likely to score

above the riskcut-off and the severeabove the riskcut-off and the severe

threshold and to have experienced theirthreshold and to have experienced their

problems for a greaterduration.problems for a greaterduration.

ConclusionsConclusions The CORE^OMandThe CORE^OMand

CORE^A are suitable assessmenttoolsCORE^A are suitable assessmenttools

that show smallbut logical differencesthat show small but logical differences

betweenpsychological therapy services inbetweenpsychological therapy services in

primary- and secondary-based care.primary- and secondary-based care.
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There is increasing pressure on mentalThere is increasing pressure on mental

health services to adopt assessment andhealth services to adopt assessment and

outcome measures that can be used routi-outcome measures that can be used routi-

nely in mental health settings (Departmentnely in mental health settings (Department

of Health, 2001). Measures need to beof Health, 2001). Measures need to be

appropriate for specific patient populationsappropriate for specific patient populations

but also be capable of ‘following thebut also be capable of ‘following the

patient’ through the various tiers of mentalpatient’ through the various tiers of mental

health services. The Clinical Outcomes inhealth services. The Clinical Outcomes in

Routine Evaluation – Outcome MeasureRoutine Evaluation – Outcome Measure

(CORE–OM; Barkham(CORE–OM; Barkham et alet al, 1998, 2001;, 1998, 2001;

EvansEvans et alet al, 2002) has become a widely, 2002) has become a widely

used patient self-report measure acrossused patient self-report measure across

service settings delivering psychologicalservice settings delivering psychological

treatments, together with a practitioner-treatments, together with a practitioner-

completed component termed the CORE–completed component termed the CORE–

Assessment (CORE–A; Mellor-ClarkAssessment (CORE–A; Mellor-Clark et alet al,,

1999; Mellor-Clark & Barkham, 2000).1999; Mellor-Clark & Barkham, 2000).

However, there has been no test to compareHowever, there has been no test to compare

the CORE–OM and CORE–A in assessingthe CORE–OM and CORE–A in assessing

the severity of presenting problems inthe severity of presenting problems in bonabona

fidefide primary versus secondary care settings.primary versus secondary care settings.

Accordingly, first we investigate whetherAccordingly, first we investigate whether

the CORE–OM and CORE–A are appro-the CORE–OM and CORE–A are appro-

priate as assessment tools in both servicepriate as assessment tools in both service

settings, and then we identify whether theysettings, and then we identify whether they

reflect differences between the two settings.reflect differences between the two settings.

METHODMETHOD

The dataThe data

This study reports on data collected by 49This study reports on data collected by 49

National Health Service (NHS) sitesNational Health Service (NHS) sites

routinely using the CORE–OM to monitorroutinely using the CORE–OM to monitor

patients at intake to their services. The datapatients at intake to their services. The data

were anonymised and aggregated and arewere anonymised and aggregated and are

independent of data set out in a previousindependent of data set out in a previous

study reporting psychometric properties ofstudy reporting psychometric properties of

the CORE–OM (Evansthe CORE–OM (Evans et alet al, 2002). In, 2002). In

total, 32 sites were primary care based,total, 32 sites were primary care based,

providing counselling or psychologyproviding counselling or psychology

services within primary care groups orservices within primary care groups or

trusts. The remaining 17 sites were second-trusts. The remaining 17 sites were second-

ary care based and provided clinicalary care based and provided clinical

psychology and psychotherapy services.psychology and psychotherapy services.

The majority of referrals were from generalThe majority of referrals were from general

practitioners, accounting for 93.3% ofpractitioners, accounting for 93.3% of

referrals to primary care sites and 64.5%referrals to primary care sites and 64.5%

to secondary care sites. Data (CORE–OMto secondary care sites. Data (CORE–OM

and/or CORE–A) were completed forand/or CORE–A) were completed for

6610 primary care patients and 23116610 primary care patients and 2311

secondary care patients in total.secondary care patients in total.

Patient samplesPatient samples

Patients not completing the CORE–OM orPatients not completing the CORE–OM or

missing more than three items from themissing more than three items from the

34-item measure were excluded from the34-item measure were excluded from the

mean score calculations. Using these criter-mean score calculations. Using these criter-

ia, 5733 primary care patients and 1918ia, 5733 primary care patients and 1918

secondary care patients were selected forsecondary care patients were selected for

inclusion. Table 1 presents demographicinclusion. Table 1 presents demographic

information for the two patient samples.information for the two patient samples.

MeasuresMeasures

Patient-completed measure: CORE^OMPatient-completed measure: CORE^OM

The CORE–OM comprises 34 itemsThe CORE–OM comprises 34 items

addressing domains of subjective well-beingaddressing domains of subjective well-being

(4 items), symptoms (12 items), functioning(4 items), symptoms (12 items), functioning

(12 items) and risk (6 items; 4 ‘risk to self’(12 items) and risk (6 items; 4 ‘risk to self’

items and 2 ‘risk to others’ items). Withinitems and 2 ‘risk to others’ items). Within

the symptom domain ‘item clusters’ addressthe symptom domain ‘item clusters’ address

anxiety (4 items), depression (4 items),anxiety (4 items), depression (4 items),

physical problems (2 items) and trauma (2physical problems (2 items) and trauma (2

items). The functioning domain item clus-items). The functioning domain item clus-

ters address general functioning (4 items),ters address general functioning (4 items),

close relationships (4 items) and socialclose relationships (4 items) and social

relationships (4 items).relationships (4 items).

Items are scored on a five-point scaleItems are scored on a five-point scale

from 0 (‘not at all’) to 4 (‘all the time’).from 0 (‘not at all’) to 4 (‘all the time’).

Half of the items focus on low-intensityHalf of the items focus on low-intensity

problems (e.g. ‘I feel anxious/nervous’)problems (e.g. ‘I feel anxious/nervous’)

and half focus on high-intensity problemsand half focus on high-intensity problems

(e.g. ‘I feel panic/terror’). Eight items are(e.g. ‘I feel panic/terror’). Eight items are

keyed positively.keyed positively.

All services in the study asked patientsAll services in the study asked patients

to complete the CORE–OM as a measureto complete the CORE–OM as a measure

of distress at intake (i.e. before any inter-of distress at intake (i.e. before any inter-

vention). In practice, the CORE–OM wasvention). In practice, the CORE–OM was

completed during screening or assessmentcompleted during screening or assessment

by 73.8% of primary care patients andby 73.8% of primary care patients and

87.3% of secondary care patients, and87.3% of secondary care patients, and

completed at the first therapy session bycompleted at the first therapy session by

the remaining 26.2% in primary care andthe remaining 26.2% in primary care and

12.7% in secondary care.12.7% in secondary care.

Practitioner-completed measure: CORE^APractitioner-completed measure: CORE^A

The CORE–A enables the collection ofThe CORE–A enables the collection of

referral information, demographics, assess-referral information, demographics, assess-

ment, outcome, and data on presentingment, outcome, and data on presenting

problem severity and duration. Theproblem severity and duration. The

CORE–A lists the following 14 problems:CORE–A lists the following 14 problems:

depression, anxiety, psychosis, personalitydepression, anxiety, psychosis, personality

problems, cognitive/learning difficulties,problems, cognitive/learning difficulties,

eating disorder, physical problems,eating disorder, physical problems,

addictions, trauma/abuse, bereavement,addictions, trauma/abuse, bereavement,
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self-esteem, interpersonal problems, living/self-esteem, interpersonal problems, living/

welfare and work/academic. At initialwelfare and work/academic. At initial

assessment, practitioners recorded the pre-assessment, practitioners recorded the pre-

sence or absence of these problems andsence or absence of these problems and

rated the severity of each presentingrated the severity of each presenting

problem on a scale from 1 ‘ (‘minimal’) toproblem on a scale from 1 ‘ (‘minimal’) to

4 (‘severe’). The duration of problems was4 (‘severe’). The duration of problems was

recorded under four categories:recorded under four categories: 5566

months, 6–12 months,months, 6–12 months, 4412 months or12 months or

recurring/continuous.recurring/continuous.

Data analysisData analysis

All data were scanned optically using FOR-All data were scanned optically using FOR-

MIC software (Formic Design and Auto-MIC software (Formic Design and Auto-

matic Data Capture, 1996). Statisticalmatic Data Capture, 1996). Statistical

analyses were carried out using the Statisti-analyses were carried out using the Statisti-

cal Package for the Social Sciences forcal Package for the Social Sciences for

Windows (version 11). The CORE–OMWindows (version 11). The CORE–OM

overall mean scores and non-risk scoresoverall mean scores and non-risk scores

were calculated using ‘pro-rating’, wherewere calculated using ‘pro-rating’, where

up to three items were missed (i.e. if twoup to three items were missed (i.e. if two

items were not completed, the total scoreitems were not completed, the total score

would be divided by 32 rather than 34).would be divided by 32 rather than 34).

Domain mean scores were not ‘pro-rated’Domain mean scores were not ‘pro-rated’

if more than one item was missing fromif more than one item was missing from

that domain.that domain.

Completion rates (Completion rates (nn clients completingclients completing

the CORE–OM) and missing items werethe CORE–OM) and missing items were

analysed using the full data-set (analysed using the full data-set (nn¼66106610

primary care andprimary care and nn¼2311 secondary care).2311 secondary care).

All subsequent analyses were carried out onAll subsequent analyses were carried out on

the samples of patients completing thethe samples of patients completing the

CORE–OM and fulfilling the criteria forCORE–OM and fulfilling the criteria for

pro-rating (pro-rating (nn¼5733 primary care and5733 primary care and

nn¼1918 secondary care).1918 secondary care).

Internal consistency of the CORE–OMInternal consistency of the CORE–OM

was calculated using Cronbach’swas calculated using Cronbach’s

coefficientcoefficient aa (Cronbach, 1951). Statistical(Cronbach, 1951). Statistical

power was high due to the large samplepower was high due to the large sample

sizes, therefore differences in mean scoressizes, therefore differences in mean scores

between samples are reported using confi-between samples are reported using confi-

dence intervals (Gardner & Altman, 1986)dence intervals (Gardner & Altman, 1986)

and effect sizes (Cohen, 1988) rather thanand effect sizes (Cohen, 1988) rather than

significance tests. An ‘effect size’ representssignificance tests. An ‘effect size’ represents

a standard deviation unit and is calculateda standard deviation unit and is calculated

as the difference between means dividedas the difference between means divided

by the pooled standard deviation. Theby the pooled standard deviation. The

standard guide to the effect size differencesstandard guide to the effect size differences

denotes three bands: 0.2 (small) 0.5 (med-denotes three bands: 0.2 (small) 0.5 (med-

ium) and 0.8 (large). On the basis of Cohenium) and 0.8 (large). On the basis of Cohen

(1988), noting that a 0.2 effect size in-(1988), noting that a 0.2 effect size in-

volved an 85% overlap between distribu-volved an 85% overlap between distribu-

tions, it has been suggested that an effecttions, it has been suggested that an effect

size of 0.4 (involving a 73% overlap) besize of 0.4 (involving a 73% overlap) be

used as the criterion for clinically meaning-used as the criterion for clinically meaning-

ful differences (Elliottful differences (Elliott et alet al, 1993). Chi-, 1993). Chi-

squared analysis was used to testsquared analysis was used to test

proportional differences between samplesproportional differences between samples

(e.g. demographic characteristics).(e.g. demographic characteristics).

To facilitate comparisons regarding theTo facilitate comparisons regarding the

range of severity, we applied two cut-offs torange of severity, we applied two cut-offs to

the CORE–OM data that reflected differingthe CORE–OM data that reflected differing

levels of severity (for details, see Jacobsonlevels of severity (for details, see Jacobson

& Truax, 1991). The first cut-off on the& Truax, 1991). The first cut-off on the

CORE–OM, termed ‘clinical’, was definedCORE–OM, termed ‘clinical’, was defined

as a score of 1.19 for men and 1.29 foras a score of 1.19 for men and 1.29 for

women and was derived from calculatingwomen and was derived from calculating

the CORE–OM score that would bestthe CORE–OM score that would best

demarcate membership of the generaldemarcate membership of the general

population (i.e. a lower score) or a clinicalpopulation (i.e. a lower score) or a clinical

population (i.e. a higher score) using thepopulation (i.e. a higher score) using the

following formula (see Evansfollowing formula (see Evans et alet al, 2002):, 2002):

meanclins:d:norm þ meannorms:d:clin

s:d:norm þ s:d:clin

The second cut-off, termed ‘severe’, was aThe second cut-off, termed ‘severe’, was a

CORE–OM score of 2.50 (both men andCORE–OM score of 2.50 (both men and

women) that approximated to a score ofwomen) that approximated to a score of

1 s.d. above the mean for a clinical popu-1 s.d. above the mean for a clinical popu-

lation and differentiated a mild/moderatelation and differentiated a mild/moderate

clinical population from a severe clinicalclinical population from a severe clinical

population (see Barkhampopulation (see Barkham et alet al, 2001). Odds, 2001). Odds

ratio analysis was applied to estimate theratio analysis was applied to estimate the

caseness rate ratio using clinical cut-offcaseness rate ratio using clinical cut-off

points for the CORE–OM. Effect sizespoints for the CORE–OM. Effect sizes

and confidence intervals for proportionsand confidence intervals for proportions

(Wilson, 1927) were calculated using(Wilson, 1927) were calculated using

Microsoft Excel 2000.Microsoft Excel 2000.

24 024 0

Table1Table1 Patient sample demographicsPatient sample demographics

Primary carePrimary care

((nn¼5733)5733)

Secondary careSecondary care

((nn¼1918)1918)

nn %% nn %% ww22 PP

GenderGender

MaleMale 16291629 28.428.4 659659 34.434.4 24.224.2 550.0010.001

FemaleFemale 41044104 71.671.6 12591259 65.665.6 24.224.2 550.0010.001

Age (years)Age (years)

552020 243243 4.24.2 8686 4.54.5 0.20.2 0.650.65

20^2920^29 12831283 22.422.4 470470 24.524.5 3.73.7 0.060.06

30^3930^39 18831883 32.832.8 600600 31.331.3 1.61.6 0.210.21

40^4940^49 12251225 21.421.4 410410 21.421.4 0.00.0 0.990.99

50^5950^59 727727 12.712.7 260260 13.613.6 1.01.0 0.320.32

446060 335335 5.85.8 8484 4.44.4 5.95.9 0.020.02

Not recordedNot recorded 3737 0.60.6 88 0.40.4 1.31.3 0.260.26

EthnicityEthnicity

AsianAsian 213213 3.73.7 4444 2.32.3 8.98.9 0.0030.003

BlackBlack 105105 1.81.8 2323 1.21.2 3.53.5 0.060.06

White EuropeanWhite European 45264526 78.978.9 16911691 88.288.2 80.280.2 550.0010.001

Mixed raceMixed race 2323 0.40.4 1010 0.50.5 0.50.5 0.490.49

OtherOther 7979 1.41.4 2929 1.51.5 0.20.2 0.670.67

Not recordedNot recorded 787787 13.713.7 121121 6.36.3 75.675.6 550.0010.001

Table 2Table 2 The CORE^Outcome Measure items above the 95% CI omission thresholdThe CORE^Outcome Measure items above the 95% CI omission threshold11

ItemItem Primary carePrimary care Secondary careSecondary care

nn missedmissed %% nn missedmissed %%

1616 I made plans to endmy lifeI made plans to endmy life 7474 1.31.3 ^̂ ^̂

3131 I have felt optimistic aboutmy futureI have felt optimistic aboutmy future 7575 1.31.3 ^̂ ^̂

3232 I have achieved the things I wanted toI have achieved the things I wanted to 8585 1.51.5 ^̂ ^̂

1717 I have felt overwhelmed bymyproblemsI have felt overwhelmed bymyproblems 9292 1.61.6 ^̂ ^̂

1919 I have felt warmth or affection for someoneI have felt warmth or affection for someone 129129 2.22.2 3737 1.91.9

33 I have felt I have someone to turn to forI have felt I have someone to turn to for

support when neededsupport when needed

^̂ ^̂ 2525 1.31.3

1.Values not given are below the threshold.1.Values not given are below the threshold.

https://doi.org/10.1192/bjp.186.3.239 Published online by Cambridge University Press

https://doi.org/10.1192/bjp.186.3.239


UTILIT Y OF CORE ^ OM AND CORE ^ A AS SES SMENT TOOLSUTIL ITY OF CORE ^ OM AND CORE ^ A AS SES SMENT TOOLS

RESULTSRESULTS

AcceptabilityAcceptability

In order to assess whether the CORE–OMIn order to assess whether the CORE–OM

was acceptable to clients in both primarywas acceptable to clients in both primary

and secondary care settings, we examinedand secondary care settings, we examined

completion rates (i.e. number of clientscompletion rates (i.e. number of clients

completing the CORE–OM) and missedcompleting the CORE–OM) and missed

items at intake assessment. Of the total,items at intake assessment. Of the total,

5833 (88.3%) primary care patients and5833 (88.3%) primary care patients and

1940 (84.0%) secondary care patients com-1940 (84.0%) secondary care patients com-

pleted the CORE–OM. The completionpleted the CORE–OM. The completion

rate was significantly higher for therate was significantly higher for the

primary care sample (primary care sample (ww22¼28.2,28.2, PP550.001,0.001,

95% CI difference 2.7–6.0%). However,95% CI difference 2.7–6.0%). However,

the proportion of completed measures withthe proportion of completed measures with

fewer than three items missing (i.e. withinfewer than three items missing (i.e. within

the criteria for pro-rating) was similar inthe criteria for pro-rating) was similar in

both settings: 5733 (98.3%) in primaryboth settings: 5733 (98.3%) in primary

care and 1918 (98.9%) in secondary carecare and 1918 (98.9%) in secondary care

((ww22¼3.2,3.2, PP¼0.08, 95% CI0.08, 95% CI 771.0 to 0.1%).1.0 to 0.1%).

The most commonly missed item inThe most commonly missed item in

both primary and secondary settings wasboth primary and secondary settings was

no. 19 (‘I have felt warmth and affectionno. 19 (‘I have felt warmth and affection

for someone’). The overall item omissionfor someone’). The overall item omission

rates were 0.9% (95% CI 0.7–1.2%) forrates were 0.9% (95% CI 0.7–1.2%) for

primary care and 0.8% (95% CI 0.5–primary care and 0.8% (95% CI 0.5–

1.3%) for secondary care. In the primary1.3%) for secondary care. In the primary

care sample, five items had missing casescare sample, five items had missing cases

above the upper threshold (1.2%) of theabove the upper threshold (1.2%) of the

95% confidence interval. In the secondary95% confidence interval. In the secondary

care sample, two items had missing casescare sample, two items had missing cases

above the threshold (1.3%). Table 2 sum-above the threshold (1.3%). Table 2 sum-

marises the items above the threshold inmarises the items above the threshold in

each sample.each sample.

Internal consistencyInternal consistency

We used Cronbach’s coefficientWe used Cronbach’s coefficient aa toto

calculate the internal reliability of thecalculate the internal reliability of the

CORE–OM domains and item clustersCORE–OM domains and item clusters

within domains for both primary andwithin domains for both primary and

secondary care settings. Although the itemsecondary care settings. Although the item

clusters were originally selected toclusters were originally selected to

represent the range of patient experiencerepresent the range of patient experience

and not intended to be used as sub-scales,and not intended to be used as sub-scales,

we calculatedwe calculated aa values for them in ordervalues for them in order

to test the robustness of the componentsto test the robustness of the components

within each domain. Thewithin each domain. The aa value indicatesvalue indicates

the proportion of covariance betweenthe proportion of covariance between

items. Table 3 illustrates that all domainsitems. Table 3 illustrates that all domains

showed good internal reliability, withshowed good internal reliability, with aa
440.70 and0.70 and 550.97 in each setting. In both0.97 in each setting. In both

primary and secondary care, the well-beingprimary and secondary care, the well-being

domain had the lowest internal consistency.domain had the lowest internal consistency.

Values ofValues of aa exceeded 0.70 for six of theexceeded 0.70 for six of the

nine item clusters – anxiety, depression,nine item clusters – anxiety, depression,

trauma, general functioning, social rela-trauma, general functioning, social rela-

tionships, and risk to self – whereas fortionships, and risk to self – whereas for

close relationshipsclose relationships aa was 0.65–0.70. Onlywas 0.65–0.70. Only

for physical problems and risk to othersfor physical problems and risk to others

(both of which comprised just two items)(both of which comprised just two items)

waswas aa550.60.0.60.

The CORE^OM profile of severityThe CORE^OM profile of severity
of problemsof problems

Overall scoresOverall scores

To compare the overall CORE–OM scoresTo compare the overall CORE–OM scores

in primary and secondary care settings, wein primary and secondary care settings, we

generated notched boxplots and histogramsgenerated notched boxplots and histograms

presenting the distribution of CORE–OMpresenting the distribution of CORE–OM

mean scores for all items (see Figs 1 andmean scores for all items (see Figs 1 and

2). In terms of overall mean scores, the2). In terms of overall mean scores, the

two settings showed a strikingly similar dis-two settings showed a strikingly similar dis-

tribution. Figure 1 shows that there weretribution. Figure 1 shows that there were

241241

Table 3Table 3 Internal consistency of CORE^Outcome Measure by service setting (Cronbach’sInternal consistency of CORE^Outcome Measure by service setting (Cronbach’s aa))

Primary (Primary (nn¼5733)5733) Secondary (Secondary (nn¼1918)1918)

nn itemsitems aa 95% CI95%CI aa 95%CI95% CI

Well-beingWell-being 44 0.700.70 0.690.69 ^̂ 0.720.72 0.770.77 0.750.75 ^̂ 0.780.78

SymptomsSymptoms 1212 0.870.87 0.860.86 ^̂ 0.870.87 0.890.89 0.880.88 ^̂ 0.890.89

AnxietyAnxiety 44 0.780.78 0.770.77 ^̂ 0.790.79 0.810.81 0.790.79 ^̂ 0.820.82

DepressionDepression 44 0.740.74 0.730.73 ^̂ 0.750.75 0.770.77 0.760.76 ^̂ 0.790.79

PhysicalPhysical 22 0.400.40 0.370.37 ^̂ 0.430.43 0.420.42 0.370.37 ^̂ 0.470.47

TraumaTrauma 22 0.720.72 0.710.71 ^̂ 0.740.74 0.730.73 0.700.70 ^̂ 0.750.75

FunctioningFunctioning 1212 0.850.85 0.840.84 ^̂ 0.850.85 0.870.87 0.870.87 ^̂ 0.880.88

GeneralGeneral 44 0.770.77 0.760.76 ^̂ 0.780.78 0.800.80 0.790.79 ^̂ 0.820.82

Close relationshipsClose relationships 44 0.650.65 0.640.64 ^̂ 0.670.67 0.700.70 0.680.68 ^̂ 0.730.73

Social relationshipsSocial relationships 44 0.700.70 0.680.68 ^̂ 0.710.71 0.740.74 0.720.72 ^̂ 0.760.76

RiskRisk 66 0.770.77 0.760.76 ^̂ 0.780.78 0.790.79 0.770.77 ^̂ 0.800.80

Risk to selfRisk to self 44 0.810.81 0.800.80 ^̂ 0.820.82 0.840.84 0.830.83 ^̂ 0.850.85

Risk to othersRisk to others 22 0.590.59 0.570.57 ^̂ 0.610.61 0.580.58 0.540.54 ^̂ 0.620.62

Non-risk itemsNon-risk items 2828 0.930.93 0.930.93 ^̂ 0.930.93 0.940.94 0.940.94 ^̂ 0.950.95

All itemsAll items 3434 0.930.93 0.930.93 ^̂ 0.940.94 0.950.95 0.940.94 ^̂ 0.950.95

Fig. 1Fig. 1 The box encloses the interquartile range (i.e. themiddle 50% of scores).The notch is centred aroundThe box encloses the interquartile range (i.e. themiddle 50% of scores).The notch is centred around

the samplemedian and the shading around thenotch shows the 95% confidence interval.Thewhiskers extend tothe samplemedian and the shading around thenotch shows the 95% confidence interval.Thewhiskers extend to

theminimum score below the box, and for the secondary care sample extend to themaximum score above thetheminimum score below the box, and for the secondary care sample extend to themaximum score above the

box.The primary care sample has four outliers (1.5^3 times the interquartile range above the 75 centile) shownbox.The primary care sample has four outliers (1.5^3 times the interquartile range above the 75 centile) shown

above thewhisker.above thewhisker.
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four outliers in the primary care samplefour outliers in the primary care sample

scoring above the maximum secondary carescoring above the maximum secondary care

score of 3.65 and no patient in either set-score of 3.65 and no patient in either set-

ting scored 4. As illustrated in Fig. 2, theting scored 4. As illustrated in Fig. 2, the

distributions are near symmetrical althoughdistributions are near symmetrical although

different in total frequency as a result of thedifferent in total frequency as a result of the

differentdifferent nn in each sample.in each sample.

Domain scoresDomain scores

We calculated mean scores for each domainWe calculated mean scores for each domain

to determine whether patients in primaryto determine whether patients in primary

and secondary care settings showed aand secondary care settings showed a

different profile of scores. Table 4 presentsdifferent profile of scores. Table 4 presents

CORE–OM scores by domain for the twoCORE–OM scores by domain for the two

service settings, together with effect sizesservice settings, together with effect sizes

indicating the degree of difference betweenindicating the degree of difference between

populations. Although all effect size differ-populations. Although all effect size differ-

ences were ‘small’ (i.e. appreciably belowences were ‘small’ (i.e. appreciably below

0.20), secondary patients did report higher0.20), secondary patients did report higher

levels of risk (effect sizelevels of risk (effect size 770.15). The0.15). The

well-being domain showed the oppositewell-being domain showed the opposite

trend, with primary care patients reportingtrend, with primary care patients reporting

poorer subjective well-being thanpoorer subjective well-being than

secondary care patients (effect size 0.08).secondary care patients (effect size 0.08).

Item scoresItem scores

We analysed the mean scores for each ofWe analysed the mean scores for each of

the 34 CORE–OM items across the twothe 34 CORE–OM items across the two

service settings to establish whether anyservice settings to establish whether any

items appeared to function differently initems appeared to function differently in

these patient groups. Comparison of thethese patient groups. Comparison of the

mean item scores using Cohen’s effect sizemean item scores using Cohen’s effect size

methodology indicated that secondary caremethodology indicated that secondary care

patients scored higher than primary carepatients scored higher than primary care

patients on all four ‘risk to self’ items: itempatients on all four ‘risk to self’ items: item

9 ‘I have thought of hurting myself’ (effect9 ‘I have thought of hurting myself’ (effect

sizesize 770.14), item 16 ‘I have made plans0.14), item 16 ‘I have made plans

to end my life’ (effect sizeto end my life’ (effect size 770.12), item0.12), item

24 ‘I have thought it would be better if I24 ‘I have thought it would be better if I

were dead’ (effect sizewere dead’ (effect size 770.14) and item0.14) and item

34 ‘I have hurt myself physically or taken34 ‘I have hurt myself physically or taken

dangerous risks with my health’ (effect sizedangerous risks with my health’ (effect size

770.15). There was no difference between0.15). There was no difference between

primary and secondary care patients onprimary and secondary care patients on

the two ‘risk to others’ items: item 6 ‘I havethe two ‘risk to others’ items: item 6 ‘I have

been physically violent to others’ (effect sizebeen physically violent to others’ (effect size

0.00) and item 22 ‘I have threatened or0.00) and item 22 ‘I have threatened or

intimidated another person’ (effect sizeintimidated another person’ (effect size

770.03). Primary care patients scored high-0.03). Primary care patients scored high-

er than secondary patients on item 14 ‘Ier than secondary patients on item 14 ‘I

have felt like crying’ (effect size 0.22) andhave felt like crying’ (effect size 0.22) and

item 18 ‘I have had difficulty getting toitem 18 ‘I have had difficulty getting to

sleep or staying asleep’ (effect size 0.13).sleep or staying asleep’ (effect size 0.13).

Application of clinical cut offsApplication of clinical cut offs

We applied the two cut-off thresholds toWe applied the two cut-off thresholds to

the data and Table 5 presents the propor-the data and Table 5 presents the propor-

tion of patients in each setting above ortion of patients in each setting above or

equal to the cut-off thresholds. Chi-squaredequal to the cut-off thresholds. Chi-squared

tests showed that a significantly highertests showed that a significantly higher

proportion of primary care patients thanproportion of primary care patients than

secondary care patients were above thesecondary care patients were above the

clinical cut-off for the well-being domainclinical cut-off for the well-being domain

and non-risk items (and non-risk items (PP550.01). However,0.01). However,

as noted in the methodology, the statisticalas noted in the methodology, the statistical

power of the data-set was high due to thepower of the data-set was high due to the

largelarge nn, increasing the likelihood of statisti-, increasing the likelihood of statisti-

cal significance for small differences. Oddscal significance for small differences. Odds

ratio (OR) analysis showed that secondaryratio (OR) analysis showed that secondary

care patients were only marginally lesscare patients were only marginally less

likely to be above these cut-offslikely to be above these cut-offs

(OR(OR¼0.84 for well-being; OR0.84 for well-being; OR¼0.85 for0.85 for

non-risk items). Secondary care patientsnon-risk items). Secondary care patients

were more likely than primary care patientswere more likely than primary care patients

to be above the risk cut-off (ORto be above the risk cut-off (OR¼1.23, CI1.23, CI

1.10–1.36) and more likely to be above1.10–1.36) and more likely to be above

the ‘severe’ threshold (ORthe ‘severe’ threshold (OR¼1.34, CI1.34, CI

1.17–1.53).1.17–1.53).

Patient-rated CORE^OM severityPatient-rated CORE^OM severity
and presenting problemsand presenting problems

We used the practitioner rating provided onWe used the practitioner rating provided on

the CORE–A form to determine patients’the CORE–A form to determine patients’

presenting problems. We classified eachpresenting problems. We classified each

problem as present if given any rating byproblem as present if given any rating by

the practitioner from 1 (‘minimal’) to 4the practitioner from 1 (‘minimal’) to 4

(‘severe’) and absent if no rating was given.(‘severe’) and absent if no rating was given.

Table 6 presents the mean CORE–OMTable 6 presents the mean CORE–OM

scores for patients grouped by presentingscores for patients grouped by presenting

problem. Groups were not independentproblem. Groups were not independent

because many patients were rated asbecause many patients were rated as

presenting with more than one problem.presenting with more than one problem.
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Fig. 2Fig. 2 The distributions for primary care andThe distributions for primary care and

secondary care samples appear to the left and right,secondary care samples appear to the left and right,

respectively, of the centralrespectively, of the central yy-axis.-axis.

Table 4Table 4 The CORE^Outcome Measure domain scores by service settingThe CORE^Outcome Measure domain scores by service setting

Primary carePrimary care Secondary careSecondary care 95% CI95%CI Effect sizeEffect size

nn MeanMean s.d.s.d. nn MeanMean s.d.s.d.

Well-beingWell-being 57265726 2.382.38 0.880.88 19171917 2.312.31 0.950.95 0.20.2 toto 0.120.12 0.080.08

SymptomsSymptoms 57125712 2.302.30 0.810.81 19071907 2.262.26 0.870.87 770.010.01 toto 0.080.08 0.040.04

FunctioningFunctioning 56735673 1.801.80 0.770.77 19041904 1.821.82 0.830.83 770.060.06 toto 0.020.02 770.030.03

RiskRisk 57195719 0.470.47 0.630.63 19131913 0.570.57 0.700.70 770.130.13 toto 770.060.06 770.150.15

Non-riskNon-risk 57335733 2.102.10 0.740.74 19181918 2.082.08 0.800.80 770.020.02 toto 0.050.05 0.020.02

All itemsAll items 57335733 1.811.81 0.670.67 19181918 1.811.81 0.740.74 770.040.04 toto 0.030.03 770.010.01

Table 5Table 5 Proportion of patients above or equal to clinical cut-off thresholdsProportion of patients above or equal to clinical cut-off thresholds

Primary carePrimary care Secondary careSecondary care ww22 PP OROR11 95%CI95% CI

for ORfor OR

nn %% nn %%

Well-beingWell-being 44604460 77.977.9 14351435 74.974.9 7.567.56 0.010.01 0.840.84 0.750.75^̂0.950.95

SymptomsSymptoms 45794579 80.280.2 14871487 78.078.0 4.284.28 0.040.04 0.880.88 0.770.77^̂0.990.99

FunctioningFunctioning 42164216 74.374.3 13741374 72.272.2 3.463.46 0.060.06 0.900.90 0.800.80^̂1.011.01

RiskRisk 25652565 44.944.9 955955 49.949.9 14.7914.79 550.0010.001 1.231.23 1.101.10 ^̂1.361.36

Items excluding riskItems excluding risk 45924592 81.081.0 14841484 77.477.4 6.606.60 0.010.01 0.850.85 0.750.75^̂0.960.96

All itemsAll items 45084508 78.678.6 14671467 76.576.5 3.923.92 0.050.05 0.880.88 0.780.78^̂1.001.00

Severe cut-off (2.5)Severe cut-off (2.5) 902902 15.715.7 384384 20.020.0 18.8918.89 550.0010.001 1.341.34 1.171.17 ^̂1.531.53

1.Odds ratio indicating relative likelihood of secondary care scoring above cut-off in comparisonwith primary care.1.Odds ratio indicating relative likelihood of secondary care scoring above cut-off in comparisonwith primary care.
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Table 6Table 6 The CORE^Outcome Measure risk and non-risk scores by presenting problemThe CORE^Outcome Measure risk and non-risk scores by presenting problem

Presenting problemPresenting problem ItemsItems Primary carePrimary care Secondary careSecondary care 95% CI95% CI Effect sizeEffect size

nn MeanMean s.d.s.d. nn MeanMean s.d.s.d.

DepressionDepression RiskRisk 37043704 0.540.54 0.660.66 13601360 0.660.66 0.740.74 770.160.16 toto 770.080.08 770.180.18

Non-riskNon-risk 37143714 2.222.22 0.700.70 13641364 2.232.23 0.770.77 770.050.05 toto 0.040.04 0.000.00

AnxietyAnxiety RiskRisk 40104010 0.470.47 0.630.63 14101410 0.560.56 0.700.70 770.130.13 toto 770.050.05 770.140.14

Non-riskNon-risk 40164016 2.132.13 0.730.73 14151415 2.122.12 0.800.80 770.030.03 toto 0.060.06 0.020.02

PsychosisPsychosis RiskRisk 3838 0.510.51 0.690.69 3737 0.900.90 0.900.90 770.750.75 toto 770.020.02 770.480.48

Non-riskNon-risk 3838 2.232.23 0.760.76 3737 2.402.40 0.670.67 770.500.50 toto 0.150.15 770.250.25

Personality problemsPersonalityproblems RiskRisk 255255 0.750.75 0.790.79 252252 1.041.04 0.890.89 770.440.44 toto 770.140.14 770.340.34

Non-riskNon-risk 256256 2.442.44 0.740.74 252252 2.452.45 0.740.74 770.130.13 toto 0.120.12 770.010.01

Cognitive problemsCognitive problems RiskRisk 8585 0.700.70 0.760.76 3434 0.830.83 0.860.86 770.450.45 toto 0.190.19 770.160.16

Non-riskNon-risk 8585 2.332.33 0.600.60 3434 2.262.26 0.650.65 770.170.17 toto 0.320.32 0.120.12

Eating disorderEating disorder RiskRisk 147147 0.590.59 0.680.68 137137 0.800.80 0.720.72 770.380.38 toto 770.050.05 770.300.30

Non-riskNon-risk 147147 2.162.16 0.640.64 137137 2.412.41 0.810.81 770.420.42 toto 770.080.08 770.340.34

Physical problemsPhysical problems RiskRisk 10601060 0.510.51 0.670.67 352352 0.610.61 0.740.74 770.190.19 toto 770.020.02 770.150.15

Non-riskNon-risk 10621062 2.222.22 0.760.76 353353 2.172.17 0.800.80 770.050.05 toto 0.140.14 0.060.06

AddictionsAddictions RiskRisk 275275 0.890.89 0.840.84 158158 0.900.90 0.790.79 770.170.17 toto 0.160.16 770.010.01

Non-riskNon-risk 276276 2.292.29 0.700.70 158158 2.322.32 0.740.74 770.170.17 toto 0.110.11 770.050.05

Trauma/abuseTrauma/abuse RiskRisk 999999 0.660.66 0.750.75 406406 0.840.84 0.820.82 770.280.28 toto 770.100.10 770.240.24

Non-riskNon-risk 10021002 2.332.33 0.720.72 407407 2.392.39 0.750.75 770.140.14 toto 0.030.03 770.080.08

Bereavement/lossBereavement/loss RiskRisk 16901690 0.470.47 0.620.62 363363 0.590.59 0.720.72 770.190.19 toto 770.050.05 770.190.19

Non-riskNon-risk 16941694 2.152.15 0.720.72 364364 2.182.18 0.760.76 770.110.11 toto 0.060.06 770.040.04

Self-esteemSelf-esteem RiskRisk 26172617 0.550.55 0.670.67 895895 0.670.67 0.750.75 770.170.17 toto 770.060.06 770.170.17

Non-riskNon-risk 26222622 2.252.25 0.700.70 896896 2.232.23 0.760.76 770.040.04 toto 0.070.07 0.030.03

Interpersonal problemsInterpersonal problems RiskRisk 28922892 0.530.53 0.660.66 932932 0.710.71 0.770.77 770.230.23 toto 770.130.13 770.260.26

Non-riskNon-risk 28982898 2.192.19 0.710.71 934934 2.242.24 0.750.75 770.100.10 toto 0.010.01 770.060.06

Living/welfareLiving/welfare RiskRisk 724724 0.640.64 0.700.70 196196 0.960.96 0.870.87 770.440.44 toto 770.210.21 770.440.44

Non-riskNon-risk 727727 2.342.34 0.680.68 196196 2.442.44 0.760.76 770.200.20 toto 0.020.02 770.130.13

Work/academicWork/academic RiskRisk 10901090 0.480.48 0.630.63 380380 0.620.62 0.730.73 770.220.22 toto 770.060.06 770.210.21

Non-riskNon-risk 10931093 2.172.17 0.720.72 383383 2.142.14 0.800.80 770.060.06 toto 0.110.11 0.040.04

Table 7Table 7 Practitioner-rated CORE^Assessment profile of severityPractitioner-rated CORE^Assessment profile of severity11 of presenting problemsof presenting problems

Presenting problemPresenting problem Primary carePrimary care Secondary careSecondary care 95%CI95% CI Effect sizeEffect size

nn MeanMean s.d.s.d. nn MeanMean s.d.s.d.

DepressionDepression 37143714 2.732.73 0.770.77 13641364 2.592.59 0.810.81 0.090.09 toto 0.190.19 0.180.18

Anxiety/stressAnxiety/stress 40164016 2.842.84 0.770.77 14151415 2.692.69 0.780.78 0.110.11 toto 0.200.20 0.200.20

PsychosisPsychosis 3838 1.791.79 0.960.96 3737 2.412.41 0.960.96 771.061.06 toto 770.170.17 770.640.64

Personality problemsPersonalityproblems 256256 2.572.57 0.850.85 252252 2.852.85 0.840.84 770.420.42 toto 770.130.13 770.330.33

Cognitive/learningCognitive/learning 8585 2.162.16 0.880.88 3434 2.412.41 0.960.96 770.610.61 toto 0.120.12 770.270.27

Eating disorderEating disorder 147147 2.232.23 0.940.94 137137 2.502.50 0.970.97 770.500.50 toto 770.050.05 770.280.28

Physical problemsPhysical problems 10621062 2.662.66 0.860.86 353353 2.562.56 0.910.91 770.010.01 toto 0.200.20 0.110.11

AddictionsAddictions 276276 2.542.54 0.970.97 158158 2.432.43 1.041.04 770.090.09 toto 0.300.30 0.110.11

Trauma/abuseTrauma/abuse 10021002 2.902.90 0.870.87 407407 2.892.89 0.800.80 770.090.09 toto 0.110.11 0.010.01

Bereavement/lossBereavement/loss 16941694 2.842.84 0.850.85 364364 2.602.60 0.850.85 0.150.15 toto 0.340.34 0.290.29

Self-esteemSelf-esteem 26222622 2.842.84 0.770.77 896896 2.742.74 0.800.80 0.050.05 toto 0.170.17 0.140.14

InterpersonalInterpersonal 28982898 2.822.82 0.790.79 934934 2.762.76 0.800.80 0.000.00 toto 0.120.12 0.080.08

Living/welfareLiving/welfare 727727 2.602.60 0.830.83 196196 2.552.55 0.880.88 770.080.08 toto 0.180.18 0.060.06

Work/academicWork/academic 10931093 2.742.74 0.830.83 383383 2.582.58 0.870.87 0.060.06 toto 0.260.26 0.190.19

1. Practitioners rated severity on a scale from1 (‘minimal’) to 4 (‘severe’).1. Practitioners rated severity on a scale from1 (‘minimal’) to 4 (‘severe’).
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The effect size analysis in Table 6The effect size analysis in Table 6

shows that CORE–OM risk scores were ashows that CORE–OM risk scores were a

key factor in differentiating secondary carekey factor in differentiating secondary care

patients from primary care patients acrosspatients from primary care patients across

the presenting problems. Secondary carethe presenting problems. Secondary care

patients had higher risk scores than primarypatients had higher risk scores than primary

care patients for all presenting problems,care patients for all presenting problems,

except addictions where both primary andexcept addictions where both primary and

secondary patients had relatively high meansecondary patients had relatively high mean

risk scores. For patients with psychosis,risk scores. For patients with psychosis,

personality problems and eating disorderspersonality problems and eating disorders

(problems traditionally seen in specialist(problems traditionally seen in specialist

services), risk scores were substantiallyservices), risk scores were substantially

higher in secondary than in primary carehigher in secondary than in primary care

(effect size(effect size 440.3). In addition, patients0.3). In addition, patients

with psychosis, eating disorders andwith psychosis, eating disorders and

living/welfare problems also showed higherliving/welfare problems also showed higher

non-risknon-risk scores in secondary care than inscores in secondary care than in

primary care (i.e. higher levels of overallprimary care (i.e. higher levels of overall

distress; effect sizedistress; effect size 440.1).0.1).

Practitioner-rated CORE^APractitioner-rated CORE^A
profile of severity of presentingprofile of severity of presenting
problemsproblems

We used the CORE–A data to compare theWe used the CORE–A data to compare the

practitioner-rated severity and duration ofpractitioner-rated severity and duration of

problems experienced in primary andproblems experienced in primary and

secondary care settings. Table 7 presentssecondary care settings. Table 7 presents

the mean practitioner rating of the severitythe mean practitioner rating of the severity

of the presenting problems. Effect sizeof the presenting problems. Effect size

analysis in Table 7 shows that practitionersanalysis in Table 7 shows that practitioners

rated the severity of anxiety and bereave-rated the severity of anxiety and bereave-

ment higher in primary care than in second-ment higher in primary care than in second-

ary care settings (effect sizeary care settings (effect size 440.2), but the0.2), but the

severity of personality problems, cognitiveseverity of personality problems, cognitive

difficulties, eating disorder and physicaldifficulties, eating disorder and physical

problems was rated as higher in secondaryproblems was rated as higher in secondary

care than in primary care settings (effectcare than in primary care settings (effect

sizesize 440.2). We were mindful that such0.2). We were mindful that such

differences could reflect differential anchordifferences could reflect differential anchor

points in terms of perceptions of problemspoints in terms of perceptions of problems

between practitioners from primary andbetween practitioners from primary and

secondary care settings. Accordingly, wesecondary care settings. Accordingly, we

sampled two ranges of CORE–OMsampled two ranges of CORE–OM

scores – a lower range (CORE–OM rangescores – a lower range (CORE–OM range

1.00–1.60) and a higher range (CORE–1.00–1.60) and a higher range (CORE–

OM range 2.20–2.80) – to check that thereOM range 2.20–2.80) – to check that there

were no meaningful differences betweenwere no meaningful differences between

primary and secondary care practitioners’primary and secondary care practitioners’

ratings within these ranges. The mean effectratings within these ranges. The mean effect

size (low and high range) between primarysize (low and high range) between primary

and secondary care practitioners’ ratingsand secondary care practitioners’ ratings

for each presenting problem fell below thefor each presenting problem fell below the

0.4 effect size criterion. Table 8 presents0.4 effect size criterion. Table 8 presents

the mean rating of duration of the present-the mean rating of duration of the present-

ing problems in primary and secondary careing problems in primary and secondary care

settings. For all the presenting problems,settings. For all the presenting problems,

secondary care patients were rated as hav-secondary care patients were rated as hav-

ing experienced the problem for a greatering experienced the problem for a greater

duration than primary care patients (allduration than primary care patients (all

effect sizeseffect sizes 44770.2). The greatest difference0.2). The greatest difference

in problem duration was for psychosisin problem duration was for psychosis

(effect size(effect size 770.7).0.7).

DISCUSSIONDISCUSSION

The purpose of this article was toThe purpose of this article was to

investigate the suitability and utility of theinvestigate the suitability and utility of the

CORE–OM and CORE–A for assessingCORE–OM and CORE–A for assessing

the severity of the presenting problems inthe severity of the presenting problems in

primary and secondary care-based psycho-primary and secondary care-based psycho-

logical therapy services.logical therapy services.

SuitabilitySuitability

In relation to the appropriateness of theseIn relation to the appropriateness of these

tools in different service settings, thetools in different service settings, the

findings show that CORE–OM is accept-findings show that CORE–OM is accept-

able to clients in both settings (as evidencedable to clients in both settings (as evidenced

by high completion rates) and is robust inby high completion rates) and is robust in

its structure across different settings (as evi-its structure across different settings (as evi-

denced by high internal reliabilities), evendenced by high internal reliabilities), even

to the extent of most of the item clusters.to the extent of most of the item clusters.

However, it is acknowledged that thisHowever, it is acknowledged that this

evidence pertains to counselling and psy-evidence pertains to counselling and psy-

chological therapy services and could differchological therapy services and could differ

in other service settings. In addition, a min-in other service settings. In addition, a min-

ority of patients completed their measuresority of patients completed their measures

at their first session rather than at screeningat their first session rather than at screening

or intake assessment. However, the realitiesor intake assessment. However, the realities

of routine practice settings probablyof routine practice settings probably

demand reasonable flexibility in the pursuitdemand reasonable flexibility in the pursuit

of maximising compliance in completingof maximising compliance in completing

the assessment measures.the assessment measures.

In administering the same measure inIn administering the same measure in

both primary and secondary settings, itboth primary and secondary settings, it

might be presumed that the CORE–OMmight be presumed that the CORE–OM

would generate a ceiling effect in secondarywould generate a ceiling effect in secondary

care services. We found no evidence of thiscare services. We found no evidence of this

in the data that we examined. However, wein the data that we examined. However, we

distinguish clearly between patients seen indistinguish clearly between patients seen in

out-patient settings within secondary careout-patient settings within secondary care

services (as reported here) and patientsservices (as reported here) and patients

deemed to be within a category that hasdeemed to be within a category that has

been referred to as ‘serious and enduringbeen referred to as ‘serious and enduring

mental illness’. For such patients, themental illness’. For such patients, the
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Table 8Table 8 DurationDuration11 of presenting problemsof presenting problems

Presenting problemPresenting problem Primary carePrimary care Secondary careSecondary care 95% CI95% CI Effect sizeEffect size

nn MeanMean s.d.s.d. nn MeanMean s.d.s.d.

DepressionDepression 35693569 2.452.45 1.131.13 13691369 2.982.98 1.031.03 770.600.60 toto 770.460.46 770.480.48

Anxiety/stressAnxiety/stress 38383838 2.502.50 1.131.13 14081408 3.033.03 1.011.01 770.600.60 toto 770.470.47 770.490.49

PsychosisPsychosis 3030 2.732.73 1.281.28 3939 3.463.46 0.790.79 771.231.23 toto 770.230.23 770.700.70

PersonalityproblemsPersonality problems 238238 3.313.31 1.031.03 256256 3.813.81 0.440.44 770.640.64 toto 770.370.37 770.650.65

Cognitive/learningCognitive/learning 8080 3.333.33 0.900.90 3434 3.533.53 0.990.99 770.580.58 toto 0.170.17 770.220.22

Eating disorderEating disorder 139139 3.143.14 1.011.01 140140 3.463.46 0.760.76 770.540.54 toto 770.120.12 770.370.37

Physical problemsPhysical problems 10411041 2.672.67 1.161.16 357357 3.073.07 1.031.03 770.530.53 toto 770.260.26 770.350.35

AddictionsAddictions 269269 2.992.99 1.061.06 163163 3.323.32 0.900.90 770.530.53 toto 770.130.13 770.330.33

Trauma/abuseTrauma/abuse 973973 2.982.98 0.990.99 417417 3.293.29 0.760.76 770.420.42 toto 770.200.20 770.330.33

Bereavement/lossBereavement/loss 16411641 2.462.46 1.061.06 389389 2.782.78 0.950.95 770.440.44 toto 770.210.21 770.310.31

Self-esteemSelf-esteem 25182518 2.972.97 1.111.11 920920 3.413.41 0.870.87 770.530.53 toto 770.370.37 770.430.43

InterpersonalInterpersonal 27862786 2.792.79 1.111.11 953953 3.283.28 0.910.91 770.570.57 toto 770.420.42 770.470.47

Living/welfareLiving/welfare 666666 2.582.58 1.131.13 189189 2.872.87 1.081.08 770.480.48 toto 770.120.12 770.270.27

Work/academicWork/academic 10661066 2.262.26 1.101.10 374374 2.832.83 1.001.00 770.690.69 toto 770.440.44 770.530.53

1. Practitioners rated duration of problems at assessment on the scale1^4: 1,‘1. Practitioners rated duration of problems at assessment on the scale1^4: 1,‘556 months’; 2,‘6^12 months’; 3,‘6 months’; 2,‘6^12 months’; 3,‘4412 months’; 4,‘recurring/continuous’.12 months’; 4,‘recurring/continuous’.
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process of understanding and completing aprocess of understanding and completing a

self-report measure might yield results thatself-report measure might yield results that

are not necessarily continuous with thoseare not necessarily continuous with those

reported here (e.g. they might underscorereported here (e.g. they might underscore

rather than produce logically higherrather than produce logically higher

scores). However, Whewell & Bonannoscores). However, Whewell & Bonanno

(2000) reported that the risk sub-scale(2000) reported that the risk sub-scale

was ‘clinically valid’ in the CORE–A andwas ‘clinically valid’ in the CORE–A and

CORE–OM scores matched for patientsCORE–OM scores matched for patients

with borderline personality disorder.with borderline personality disorder.

Where CORE–OM scores might not beWhere CORE–OM scores might not be

considered safe, the CORE–A formconsidered safe, the CORE–A form

completed by the practitioner would becompleted by the practitioner would be

the sole source of information.the sole source of information.

UtilityUtility

Although we found general heterogeneityAlthough we found general heterogeneity

between primary and secondary carebetween primary and secondary care

settings in self-rating on the CORE–OM,settings in self-rating on the CORE–OM,

there was clear evidence that the CORE–there was clear evidence that the CORE–

OM discriminated between patients inOM discriminated between patients in

secondary and primary care by showingsecondary and primary care by showing

them to be more likely to score higher onthem to be more likely to score higher on

risk and be above the severe threshold.risk and be above the severe threshold.

These two components support the abilityThese two components support the ability

of the CORE–OM to discriminate appro-of the CORE–OM to discriminate appro-

priately between service settings, a findingpriately between service settings, a finding

supported by the practitioners’ consistentsupported by the practitioners’ consistent

reporting of greater duration of patients’reporting of greater duration of patients’

presenting problems in secondary care.presenting problems in secondary care.

These findings may provide an additionalThese findings may provide an additional

tool in the recognition by healthcare pro-tool in the recognition by healthcare pro-

fessionals of those patients potentially atfessionals of those patients potentially at

risk of suicide (e.g. Gunnell & Harbord,risk of suicide (e.g. Gunnell & Harbord,

2003).2003).

Our data showed primary care patientsOur data showed primary care patients

to be characterised by more acute problemsto be characterised by more acute problems

(i.e. problems that received a lower dura-(i.e. problems that received a lower dura-

tion rating). The self-severity rating maytion rating). The self-severity rating may

be related to the acute nature of the prob-be related to the acute nature of the prob-

lems. Item analysis showed this with higherlems. Item analysis showed this with higher

ratings on the item ‘felt like crying’, whichratings on the item ‘felt like crying’, which

is likely to reflect the immediacy of theis likely to reflect the immediacy of the

problems experienced. In contrast, secon-problems experienced. In contrast, secon-

dary care patients were characterised bydary care patients were characterised by

more chronic problems (i.e. of higher dura-more chronic problems (i.e. of higher dura-

tion) and higher risk scores on the CORE–tion) and higher risk scores on the CORE–

OM. This agrees with the therapist-ratedOM. This agrees with the therapist-rated

chronicity of problems in practice settingschronicity of problems in practice settings

of counselling and clinical psychologyof counselling and clinical psychology

(Cape & Parham, 2001). This profile of(Cape & Parham, 2001). This profile of

patients in secondary services appears topatients in secondary services appears to

be a logical consequence of referral proce-be a logical consequence of referral proce-

dures and waiting times. However, we aredures and waiting times. However, we are

mindful that practitioners in primary andmindful that practitioners in primary and

secondary care settings may have differ-secondary care settings may have differ-

ential anchor points in their evaluation ofential anchor points in their evaluation of

the severity of the presenting problems.the severity of the presenting problems.

When we controlled for patient-ratedWhen we controlled for patient-rated

severity, we still found at least a 75% over-severity, we still found at least a 75% over-

lap in the distributions of primary- andlap in the distributions of primary- and

secondary-based practitioners’ ratings.secondary-based practitioners’ ratings.

Notwithstanding this overlap, our view onNotwithstanding this overlap, our view on

this is that practitioner ratings will bethis is that practitioner ratings will be

influenced by a myriad of professionalinfluenced by a myriad of professional

and contextual factors that will requireand contextual factors that will require

further research to ensure standard use infurther research to ensure standard use in

routine settings.routine settings.

The use of both patient- andThe use of both patient- and

practitioner-completed assessment formspractitioner-completed assessment forms

marks a step forward from reliance onmarks a step forward from reliance on

either patient perception alone or estab-either patient perception alone or estab-

lished assessment packages using practi-lished assessment packages using practi-

tioner ratings alone (e.g. Health of thetioner ratings alone (e.g. Health of the

Nation Outcome Scales; WingNation Outcome Scales; Wing et alet al,,

1998). The use of such data provides a logi-1998). The use of such data provides a logi-

cal base for benchmarking service deliverycal base for benchmarking service delivery

systems (e.g. Barkhamsystems (e.g. Barkham et alet al, 2001) and adds, 2001) and adds

to a developing literature (e.g. Sladeto a developing literature (e.g. Slade et alet al,,

2001) providing low-cost but reliable2001) providing low-cost but reliable

measures that can be adopted routinely inmeasures that can be adopted routinely in

mental health settings.mental health settings.
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