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ABSTRACT

The purpose of this multifaceted research project was to explain and predict
mental health outcomes through testing of a systems research organizing model using
pre-existing behavioral health consumer-oriented data. Community Partnership of
Southern Arizona provided the setting for the participation of its members in the
statewide 2001 Mental Health Statistics Improvement Program Consumer Perception
Survey. The sample for this study consisted of 214 adult member survey respondents.

The Systems Research Organizing Model for Behavioral Health (SROM-BH)
provided the conceptual framework for examining client risk adjustment characteristics
and cost and access factors that interact with consumer participation processes to affect
consumer perception of quality and health related quality of life. The American
Academy of Nursing’s Quality Health Outcomes Model and The University of Arizona
Nursing Systems Core’s System Research Organizing Model informed the development
of the SROM-BH that extends this work through its adaptation for use within the context
of behavioral health.

Composite indices were developed for five model variables, implying that
composites or latent variables can be developed from existing data when there is
fastidious attention to theory and the conceptual definitions of the constructs. Eight
hypothesized positive predictor and three unhypothesized negative predictor relationships
were supported. Three hypothesized positive predictor relationships were not supported.
Consumer participation in treatment planning, the intervention of interest in this study

had an effect (either direct or indirect) on all five outcome variables.
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Reexamination of model relationships with a larger sample and continued testing
of the survey instrument for psychometric performance is recommended. Further model
testing using separate scales or methods is needed in order to reduce method effect and to
determine the full strength of the findings. Use of structural equation modeling may offer
a more precise test of the theoretical framework, strengthen support for instrument
subscale construct validity through confirmatory factor analysis, and may provide an
opportunity for analysis of recursive paths. Further development of recovery
authentication, a concept developed as a result of this study, may contribute to a
broadened understanding of opportunities to promote recovery and moderate the loss of

self that is associated with mental illness.
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CHAPTER I
INTRODUCTION

The purpose of this multifaceted research project was to explain and predict
mental health outcomes through testing of a systems research organizing model using
pre-existing behavioral health consumer-oriented data. The aims of this study were to:

1. examine the existing behavioral health data for feasibility of its use in model

testing,

2. test model relationships related to mental health outcomes, and

3. examine the application and usefulness of a systems research organizing

model for behavioral health.

From past to present, nursing has recognized quality outcomes. The notion of
outcomes has existed in health care since Florence Nightingale’s experience in the 1800s
with improving mortality rates among British soldiers, yet it is only within the past
decade that outcomes became a concept critical to contemporary health care delivery
(Jennings & Staggers, 1999).

Nightingale ascribed to the philosophy that elements of the environment
(structure) could be manipulated (process) to maximize the likelihood of recovery
(outcome). Although the determination of quality of care has had visibly documented
support from those within and regulating health care for the last three decades, the focus
of concern has been with the input systems side of the equation, rather than the
throughput (process) or output (customer outcomes) with little done to look at all aspects

simultaneously as a whole entity (Nielsen, 1992). The organizing framework used in this
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study captures the conceptually complex nature of health care quality and recognizes the
individual quality components as well as their dynamic interrelatedness.

Databases used in building predictive models are often transactional, that is, data
were collected for reasons other than the modeling effort currently being envisioned
(Hobbs, 2001). This research extends the usefulness of transactional data obtained from
an existing state mental health agency database. Through use of secondary data, this
research project:

1. transforms data into information and knowledge for future decision-making

and research applications,
2. discovers (uncovers) and tests (validates) relationships between system
(context), intervention, client, and outcome variables,

3. assists in data examination efforts and contributes to the important work of
assessing and improving the quality of behavioral healthcare services in
Arizona, and

4. demonstrates the usefulness of a dynamic systems research organizing model

for behavioral health.

An examination of both public and private mental health sectors reveals a lack of
comprehensive mental health care monitoring systems (Kamis-Gould, 1987; Rosenheck
& Cicchetti, 1998; Sorensen, Zelman, Hanbery, & Kucic, 1987). An absence of a
common database for evaluating outcomes reflects a lack of system-level thinking in both
policy and clinical arenas (Mitchell, 1993). Lack of comprehensive monitoring systems,

in combination with shrinking health care budgets and rapid health care organizational
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change, leaves mental health care vulnerable to disproportionate cutbacks in funding and
reductions in quality (Rosenheck & Cicchetti, 1998).

Over the last decade, the Mental Health Statistics Improvement Program
(MSHIP) Ad Hoc Advisory Committee of the Center for Mental Health Services has
invested in activities directed at the development and testing of a consumer-oriented
healthcare report card focused on people with serious mental iliness and mental health
service treatment outcomes. National developments suggest that the program: (a) offers a
suitable philosophical framework, (b) proposes standards for a minimum core of mental
health data for the total field, (¢) emphasizes agency-level development and use of data
systems, and (d) possesses the capacity to further management objectives in both the
private and public sectors (Kamis-Gould & Waizer, 1992). The authors further emphasize
the potential value of the performance indicators derived from the MHSIP content to
serve as a tool that would further quality of care through transformation of data into a
meaningful and useful consolidated management tool.

The State of Arizona, as a result of the participation of its Regional Behavioral
Health Authorities (RBHAs), has made a significant contribution to this effort through
involvement in the MHSIP16-State Indicator Pilot Project funded by the Substance
Abuse and Mental Health Services Administration during the time period of September
30, 1998 through September 29, 2001. Contribution to this effort included data collection
organized across the domains of access, quality/appropriateness, structure, and outcome

(Figure 1).
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Quality/ Structure/

Access ¥ | Appropriateness J | Plan y Outcome

Management

Figurel. Organizing model for the State of Arizona Mental Health Statistics
Improvement Project pilot data.

The healthcare enterprise, characterized as data rich while knowledge poor, lacks
judgment with regards to the hidden potential of healthcare data (Abidi, 1999). The use of
secondary data extends the pool of knowledge to make maximal use of data and compels
researchers to cautiously scrutinize the way in which conclusions drawn from empirical
data are used to build knowledge (Clarke & Cossette, 2000). Careful analysis of the
MHSIP pilot data can provide the State of Arizona and its RBHAs opportunity for
refinement of the measurement indicators to ensure their usefulness in providing
stakeholders with reliable methods and data for use in evaluating mental health services
and outcomes. Sound information resulting from such efforts provides the vehicle for
linking knowledge, clinical management, policy development, advocacy, and research in
the manner needed for mental healthcare policy and planning (Kamis-Gould & Waizer,
1992).

As background and support for this research, a review is presented of relevant
concepts related to the societal demand for public accountability in the delivery and
outcomes of healthcare services. Consumer-oriented report cards, behavioral health

consumer-oriented report cards, and mental health services research is considered.
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Consumer participation, the basis for the theoretical model presented in Chapter 2, will
also be discussed.
Societal Demand for Public Accountability

Increased demand and national attention for public accountability in the practice
of medicine, nursing, and other clinical disciplines is a hallmark of the current healthcare
environment (Badger, 1998). This interest extends globally to an mternational concern
for quality measurement as well as recognition of its early developmental stages
(Bickman & Salzer, 1997).

Changes in the U. S. health care system over the last decade include (a)
development of new organizational structures, (b) changed economic incentives, (c)
privatization, (d) growth of managed care, and (e) the emergence of quality management
practices (Herman, Regner, Erickson, & Yang, 2000). Chance (1997) delineates the
concern with defining and measuring quality care as attributable to a number of factors
that stem from economic (health care industry consumption of more core consumer
dollars), legislative (description and evaluation of professional practice), and professional
health care issues (responsibility for all professions to upgrade and improve the quality of
the services they render).

An unprecedented interest in service outcomes and other performance indicators
under the rubric of measuring quality of care is being experienced. This interest is
punctuated by government and citizenry concerns about the absence of accountability and
perceived lack of consumer orientation (Bickman & Salzer, 1997) and emphasis on

healthcare data as the root of patient care and financial decision making in the healthcare
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industry (Fletcher, 1998). Outcomes have become a concept critical to contemporary
health care delivery (Jennings & Staggers, 1999). Davies (2001) states,

A single feature has dominated the vast majority of research on quality in the last

two decades of the 20th century: the use of explicit measures to document and

quantify the structures, processes and outcomes of health care. These explicit

measures are used to describe wide variability, make inferences about the extent

of quality failings and to estimate the consequences of these failings” (p. 243).

Today’s reality is that data reign supreme. Data and research techniques must be
applied in a pragmatic way to affect the destiny of health care institutions and protect
patients by ensuring that outcomes are optimized (Jennings, 1999). This reality signifies
the importance of patient-centered outcome measures as the de rigueur of the new
generation of health research (Kane, 1997a) and mandates our willingness to look
through new lenses and examine what we are doing in service to patients who deserve no
less (Jennings, 1999). Responding to this demand for accountability, report cards have
emerged as a new tool to achieve better-informed consumer choice and improved health
plan performance.

Functions of Report Cards

Report cards typically measure the resources and organizational arrangements in
place to deliver care, the processes of care, services utilization, treatment outcomes, and
patient satisfaction data. The report card approach to measuring quality of care has
prompted concerns related to the absence of evaluative studies to determine validity or
reliability, potential for inaccurate or misleading information sources, selection of

indicators that may not adequately measure quality, and lack of verification mechanisms

to ensure accuracy of reported results (Jones, Jennings, Moritz, & Moss, 1997; U. S.
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General Accounting Office, 1994). Additional issues have been raised about the accuracy
of reported information, the actual link between report card measures and treatment
quality, and the standardization of measures used across plans and providers (Hall &
Flynn, 1997; Hibbard & Jewett, 1996).

Report card information must be used appropriately and judiciously. Although
report cards and other performance measurements serve as important tools by which
information about quality and costs can be quantified and shared with the purchasers and
users of the clinical care delivery system, they are only one part of an overall effort to
focus on quality and enhance accountability (Badger, 1998). Nevertheless, these
initiatives might provide information that would not have been otherwise forthcoming
(Carlson, 1995). Ultimately, the most important factor in improvement of quality of care
is that quality is, in fact, being evaluated (Bailit, Lewis, Hockheiser, & Bush, 1975;
Chance 1997).

Consumer-Oriented Report Cards

Meisenheimer (1991) refers to the client or recipient of health care services as the
raison d etre, the focal point, of all health care providers. It is predicted that the patient’s
voice will prevail during the next era in the evolution of health care in the United States
(Jennings & Staggers, 1999) as the era of consumer sovereignty begun in the 1990s takes
hold, fueled and ignited by economic, political, social, ethical, and legal pressures
commencing in the 1960s (Meisenheimer, 1991).

Patients are an important source of information, some of which only they can

provide (Kane, 1997b) although their role has been historically minimal and considered
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external to the health care delivery process. Consumer concepts of quality have primarily
focused on interpersonal and direct experience of care as opposed to less direct measures
of cost and access. Hibbard and Jewett (1996) conjecture that this may change after new
sources and types of quality information are made accessible to the public. It is believed
that the saliency and conception of quality will evolve as consumers are exposed to new
quality information (Epstein, 1995).

Behavioral Health Consumer-Oriented Report Cards

Mental health consumers have become increasingly involved in evaluating the
quality of psychiatric care and applying sophisticated data strategies to affect system
reform in the past decade (Campbell, 1997). Asking consumers of mental health services
how they are doing in a wide range of domains is an integral part of an outcome
assessment program (Eisen, 2000).

A discussion of report cards in the public mental health setting must take into
consideration the Mental Health Statistics Improvement Program report card (DeLiberty,
1998). In response to the focus on increased accountability throughout the early 1990s,
the Center for Mental Health Services, through the Mental Health Statistics Improvement
Program, supported consumer research efforts to define and measure outcomes that were
meaningful to the recipients of services (Campbell, 1997). As a result, a consortium of
professionals and consumers were convened as a task force of the Mental Health
Statistics Improvement Project in 1994, proposing a program and indicators for use in
evaluating the performance of public mental health providers (Rosenheck & Cicchetti,

1998). Additional opportunities for optimal communication of mental health service
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consumer needs to report card developers, inclusion of mental health outcome measure in
existing report cards, and increased consideration of mental health treatment are needed
(Hall & Flynn, 1997). Actions such as these have the potential to facilitate a process that
will enable mental health consumers and professionals to embrace the concept that
consumer involvement in quality-of-care monitoring is useful, cost-effective, and a
consumer’s right (Campbell, 1997).

The public mental health system can use the process of contributing client-
oriented perspectives to the development of outcomes in order to improve mental health
service delivery (DeLiberty, 1998; Merwin & Mauck, 1995). By drawing on consumer
knowledge the culture of the mental health care system, the role of its participants, and
the engineering of information systems can change in ways that promote opportunities for
individual and systems decision to be made in different and more effective ways
(Campbell, 1997).

Outcomes Research

Outcomes research refers to systematic inquiry (Jennings, 1995) that differs from
more traditional clinical research largely through attention to a wider range of patient-
centered outcomes (Kane, 1997a) to generate data to evaluate the effect of current care
(Ray, 1999). While the urgency of cost containment in the current health care delivery
environment threatens to dominate, the primary focus of outcomes evaluation is quality
(Jones, Jennings, Moritz, & Moss, 1997).

Mitchell (1993) promotes outcomes as the hallmark of understanding the

effectiveness of individual care and, by extension, systems of care. To consider outcomes
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as relevant to systems of care and individual provider therapies, the utility of outcomes
data must be enhanced. This will require (a) selection of meaningful, reliable, and valid
outcome indicators that are feasible to implement across multiple levels of care; (b)
standardization of outcome indicators and their operational definitions; (c) representative
sampling; (d) accurate and complete data collection; () appropriate data analytic
techniques; and (f) understandable feedback of results to stakeholders (Eisen, 2000).
Mental Health Services Research

Although its potential usefulness is just being tapped, the demand for empirical
effectiveness data about mental health services is high (Eisen, 2000). Growing emphasis
on mental health consumer values, community care, broadened measurement of
outcomes, and adoption of managed care presents tremendous challenges for mental
health services delivery and the way in which its quality and performance are measured
(Campbell, 1997; Herman, Regner, Erickson, & Yang, 2000; Merwin & Mauck, 1995).

Faced with increasing external pressure to practice from an outcome perspective,
assessment of clinical outcomes is rapidly becoming a routine part of clinical operations
across the spectrum of mental health services (Eisen, 2000; Merwin & Mauck, 1995). As
a result of responding to state and federal mandates requiring the collection and storage
of data, state mental health authorities generally have enormous data banks, but suffer
from a lack of capacity to analyze and mine the data effectively (Bevilacqua, Morris, &

Pumariega, 1996).
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Consumer Participation

One of the key concems in mental health services is how to improve outcomes of
care. Increased consumer participation has been linked to improved outcomes. In both
health and mental health services, research indicates that such involvement is correlated
with positive outcomes, fosters a collaborative and trusting relationship, and supports the
consumer’s ability to make decisions and act responsibly (Mental Health Statistics
Improvement Program, 1996). This important link serves as the basis for the initial
theoretical model presented in Chapter 2.

Potential for New Research Generation

A shift in research activity toward outcomes research may allow the investigation
of healthcare quality to develop from ad hoc collections of descriptions into a more
mature and coherent field with a holistic view of systems change (Davies, 2001).
Subsumed in this shift is the examination of best use of data to link accountability and
control with problem identification, causation, and explanation of variation in order to
constructively address and bring about improvements. It is argued that efforts such as
these possess the capacity to explain quality failings and facilitate the design of testable
interventions at the individual and organizational level directed at effecting health care
quality improvement.

Research Aims
There were three basic aims to this research project:
1. to examine the existing behavioral health data for feasibility of its use in

model testing,



26

2. to test model relationships related to mental health outcomes, and
3. to examine the application and usefulness of a systems research organizing
model for behavioral health.
The aims were both substantive and methodological. In order to assess the substantive
aim of this study, the existing behavioral health consumer-oriented data was examined
for feasibility of use in model testing and the ability to develop composite indices for
model variables (Aim 1). In the interest of explaining and predicting behavioral health
outcomes, the substantive aim (Aim 2) was to assess the structural relationships among a
system of variables, assessing the impact of consumer participation on system (context)
and outcome variables. Of particular interest was the impact of consumer participation in
treatment planning on consumer perception of access, consumer perception of quality,
and health related quality of life measures. The third aim focused on the application and
feasibility of using the Systems Research Organizing Model for Behavioral Health
(SROM-BH). Specific research questions and hypotheses are posed after presentation of
the initial theoretical model in Chapter 2.
Summary

Nurses have an extraordinary opportunity to contribute to the scientific basis of
nursing practice by pursuing patient outcomes focused research (Jennings, 1991). The
low volume of psychiatric nursing research focused on any particular outcome challenges
the ability to demonstrate responsiveness to societal demands for outcome accountability
and make a contribution to the conceptualization, empirical validation and selection of

relevant outcomes of care (Merwin & Mauck, 1995). Challenges to the mental health
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services research agenda include responding to a perceived lack of consumer orientation
focused on people with serious mental illness and mental health service treatment
outcomes. Reliable data are needed by consumers, mental health advocacy groups,
healthcare purchasers, providers, and state mental health agencies for use in evaluating
and improving the quality of mental health services and outcomes. Projects that provide
opportunities for collaborative research initiatives have the potential to provide assistance

to these agencies in using data already collected in new, effective, and meaningful ways.
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CHAPTER I
CONCEPTUAL FRAMEWORK

This chapter begins with attention to the importance of theory development and
the use of conceptual frameworks in health care quality outcomes research. For purposes
of this study, a definition of behavioral health care quality is proposed. This chapter
introduces the Systems Research Organizing Model for Behavioral Health (SROM-BH)
developed for use in this study. Discussion of the two conceptual frameworks informing
its development (American Academy of Nursing’s Quality Health Outcomes Model and
The University of Arizona Nursing Systems Core’s Systems Research Organizing Model)
is presented. In order to provide a conceptual orientation to the SROM-BH, each
conceptual domain is discussed.

Theory Development and Use of Conceptual Frameworks

“Without adequate theory, observations remain isolated from each other and from
a broader sweep of understanding. ...in the absence of some organizing framework, the
interrelatedness and relative importance of material facts remains obscure” (Davies,
2001, p. 247). Jennings (1991) similarly concludes, “findings will be weakened if studies
are not based on the sophisticated conceptual models and designs that are essential to
proper exploration of the array of phenomena involved with outcomes” (p. 68).

Strong theory has the ability to (a) assist in the organization of data (provide a
matrix within which observations can be placed, connected, and interpreted); (b) provoke

speculation and the creation of new hypotheses; and (c) help direct further observation
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efforts toward prolific parts of the system (Davies, 2001). In this way, theory and data
become intertwined.

Merwin and Mauck (1995) urge increased use of conceptual models to guide the
development of outcomes research. “Careful planning, based on a clear conceptual model
of the expected relationships among the variables of interest, is necessary” (Kane, 1997a,
p. X) and “the model used to guide patient outcomes research [should] be a carefully
conceived blend of comprehensiveness and parsimony” (Jennings, 1991, p. 63).

This research project developed and used a dynamic multidimensional model to take into
account the complex conceptual challenges surrounding behavioral health outcomes
research.

Health Care Quality

Neilsen (1992) suggests that theory development related to the phenomena of
quality of care is based on the assumptions that quality care is a desirable aspiration for
all health care providers and that the meaning of quality care is not necessarily shared
among, or between the providers or recipients of care. Important to this discussion is an
examination of the notion of health care quality.

While quality is considered an esoteric and personal concept (Redfern, 1993)
society attaches importance to the word, equating it with excellence and a belief that the
best service or object available is being received (Taylor & Haussmann, 1988). Quality of
care, long talked about in the health care industry, has become a political, legal, and

regulatory buzzword (Scearse, 1989).
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The construct of quality care has not been well conceptualized within the realm
of professional practice and reflects a significant variation in the meaning of quality
among clinical practitioners, administrators, and patients accompanied by the absence of
consensus regarding the criteria or conditions that must be met to determine if quality
patient care has occurred at the patient, hospital, or community level (Neilsen, 1992).
Brown (1992) states,

the environment of health care, consumer movements, and external pressures have

stimulated great interest in defining quality care....Empirical evidence to define

quality is in its infancy, whereas the theoretical propositions abound. Until the
health care industry can agree on quality dimensions and concepts, the concept of

quality care will remain elusive. (p. 73)

Micheletti, Shiala, and Goodall (1998) define quality as “the degree to which
healthcare services increase the likelihood of desired health outcomes consistent with
professional knowledge” (p.2). For the purposes of this research, quality is defined as the
degree to which behavioral healthcare services (interventions) increase the likelihood of
desired consumer focused behavioral health care outcomes.

Health Care Quality Model Development

There is no single theoretical framework for quality health care although a
number of conceptual frameworks inform quality measurement related activities
(Herman, Regner, Erickson, & Yang, 2000). The general literature characterizes the triad
of structure (having the right things), process (doing the right things), and outcomes

(having the right things happen) as the key components of quality (Jennings & Staggers,

1999; Neilsen, 1992). Over time, the evaluation of quality has shifted emphasis among
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these individual components with outcomes the current focal point (Jennings & Staggers,
1999).

Although current attention is targeted on outcomes it is believed that the most
accurate assessment of outcomes will occur through a more integrative view of quality
that would result by examining structure, process, and outcomes, as well as their
interrelationships, simultaneously (Jennings & Staggers, 1998; 1999). Attree (1996)
emphasizes that investigation of the various elements of health care quality needs to
incorporate the inter-relationship and inter-dependence of these multiple dimensions as
well as perspectiffes. Studies examining the interactive aspects of these components are
critical to the improvement of health services (Jones, 1991) and are better suited to
address the complex reality of patient care and ensure more thorough answers to
important care questions (Jennings, 1991).

Quality Health Outcomes Model

The American Academy of Nursing Expert Panel on Quality Health Care has
proposed a dynamic quality health outcomes model, incorporating the time-honored
structure-process-outcome framework while challenging the notion that there is any
single direct connection linking interventions and outcomes (Mitchell, Ferketich,
Jennings, & American Academy of Nursing Expert Panel on Quality Health Care, 1998).
Intending to more closely align with the dynamic processes of patient care and outcomes
than other current models, the Quality Health Outcomes Model suggests that
(a) interventions are affected by both system and client characteristics in producing

desired outcomes, (b) the connection between system and client indicates the hypothesis
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that no single intervention acts directly through either system or client alone, and (c) the
effect of an intervention is mediated by client and system characteristics without
independent direct effects (Mitchell, et. al, 1998).

Systems Research Organizing (SRO) Model

Seeking explication of systems theory for nursing science, Nursing Systems Core
faculty and students at The University of Arizona adopted the American Academy of
Nursing’s Quality Health Outcomes Model, but proposed adaptations to “build
consistency into measuring and evaluating complex concepts, dynamic relationships, and
the interaction among them, which are of primary interest to nursing systems researchers”
(Brewer, 2002, p. 118). The resultant SRO Model, reflecting similarity to the Academy’s
Quality Health Outcomes Model, is a dynamic model grounded in the triad of structure-
process-outcome, while specifically recognizing the influence of context and client
characteristics on the intervention-outcomes relationship (Doyle & McEwen, 2002).

The SRO Model incorporates the nursing metaparadigm concepts of person,
environment, health and nursing which is a distinction from traditional systems research
(Doyle & McEwen, 2002) as well as health care quality related research. Historically the
relationships among the components of the nursing metaparadigm have not been linked to
the components of quality (Nielsen, 1992). This philosophical perspective distinguishes
it from the perspective espoused by the Quality Health Outcomes Model (Donabedian’s
traditional structure-process-outcome linear model). Three adaptations further
differentiate the SRO Model from the Academy’s Quality Health Outcomes Model: (a)

the placement of the client domain in a different temporal position, (b) change in the
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structural domain concept of “system” to the environmental domain concept of “context”,
and (c) the addition of a reciprocal direction of influence between intervention and
outcome domains.

Systems Research Organizing Model for Behavioral Health (SROM-BH)

Because the SRO Model is context sensitive, the assumption tested addressed the
capacity for direct application or adoption of the use of the SRO Model’s four concepts

as a research framework for studying interventions within behavioral health services. The

System
(Context)

o (Cost
e Access

Outcomes
o Quality
e Health Related
Quality of Life /

Client
» Client
Characteristics

Interventions
o (Consumer
Participation

Figure 2. Systems research organizing conceptual model for behavioral health.
concepts in the SROM-BH (Figure 2) reflect an adoption of the aforementioned model
for application within the context of behavioral health. The SROM-BH addresses client,

system (context) and interventions related to consumer-oriented behavioral health
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outcomes. Both the Academy's Quality Health Outcomes Model and the SRO
Model reflect two-way arrows to indicate a reciprocal direction of influence between
domains. These reciprocal influences are not reflected in the SROM-BH for reasons
related to data availability and the exploratory nature of this research project.

Using the SROM-BH, this study examined client risk adjustment characteristics
(client) and cost and access (system/context) factors that interact with consumer
participation (intervention) processes to affect consumer perception of quality and health
related quality of life (outcomes) using data from an existing consumer-oriented public
mental health service agency database.

Client: Risk Adjustment Measures

Measures used in this study were adjusted for age, gender, ethnicity, geographic
area, severity, and service type risk factor dimensions. The purpose of risk adjustment is
to “minimize biases imposed by variability in patient or community characteristics that
may influence scores on performance measures, independent of provider performance”
(Rosenheck & Cicchetti, 1998, p. 89). “Variations in outcomes...can be due [to] many
factors including clients’ psychiatric diagnosis, type treatment, level of care provided,
age, sex, race, co-morbidity, and treatment provider ” (Ohio Department of Mental
Health, 2001, § 1).

In their examination of the influence of an active psychiatric disorder on patient
satisfaction with health care, Herman, Ettner, and Dorwart (1998) hypothesized that
patients with psychiatric disorders would be less satisfied with their health care due to the

adverse effects of these conditions on mood and cognition. They emphasized the
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importance of case mix adjustment when comparing satisfaction ratings and identified the
need for the development of quality measures less susceptible to subjective biases.

Tezzoni (1995) as cited by Rosenheck and Cicchetti (1998) emphasizes,
“Statistical risk adjustment, although widely recognized as a profoundly imperfect
solution, is essential to the legitimacy of any observational outcome measurement
system” (p. 96). While it is impossible to measure or control all variables that influence
patient outcomes, it is essential to choose a model to guide patient outcomes research that
is sufficiently complex to ensure that these important questions are comprehensively
examined (Jennings, 1991) and that incorporates consideration of the potential effects of
patient attribute risk factors (Kane, 1997d).

“The need for greater efficiency in publicly funded mental health services has led
to a search for patient attributes that predict resource use and outcome” (Kisely, Preston,
& Rooney, 2000, p. 1009). The credibility of a study may rest on testing for the effects
of potential intervening risks factors (Kane, 1997d) and is particularly important for
outcome assessment when individuals are not randomly assigned to different treatments
(Eisen, 2000).

Intervention: Consumer Participation

The intervention variable of interest considered in this study was consumer
participation. “Intervention or treatment refers to actions or techniques used in particular
situations to elicit desired outcomes” (Jennings, 1991, p. 62). Isolating the effects of these

interventions or treatments lies at the heart of outcomes research and requires sensitivity
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to the possibility that the effects of treatment are mitigated by other variables (Kane,
1997¢).

Sabin and Daniels (1999) stress the importance of two fundamental reasons for
wanting meaningful consumer and family involvement in behavioral health care: (a)
quality can be neither defined nor improved without consumer and family involvement;
and (b) consumers, families, and the public cannot be expected to trust health care
systems that do not hold themselves accountable.

Geller, Brown, Fisher, Grudzinska, and Manning (1998) conducted a national
survey to determine the extent of consumer empowerment in U.S. state and territory
public health systems. Geller et al. (1998) define consumer empowerment as the status in
which psychiatric clients: (a) form their own independent social networks not dependent
on professional for social support; (b) use professionals for technical assistance to make
better decisions themselves in environments where they exercise full participation in
decisions affecting their own lives; (c) participate in treatment with professionals and
paraprofessionals as collaborators, not as passive people receiving treatment, where they
are seen as the primary informants about what is wanted and needed from providers; (d)
are respected for the legitimacy of their points of view, which are not written off as just
product of their illness; (¢) use resources from the entire community and not just the
formal mental health system; (f) operate within a health-promoting system; (g) have
significant input beyond their individual treatment into decision making at program,
agency, community, state, and federal levels; (h) achieve a sense of self-responsibility;

and (i) are sure that consumer empowerment is more than just a buzzword. They
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conclude: “research should focus on how consumers in state or county mental health
authorities influence policies, contribute to dialogue, and represent the consumer
perspective” (1998, p. 500).

Context: Cost and Access

The contextual variables of interest in this study were cost and access. Access to
mental health services as well as the impact of cost containment on the delivery of mental
health services represents an increasing concemn to patients, providers, payers, and
advocates for the mentally ill (Weissman, Pettigrew, Sotsky, & Regier, 2000). A better
understanding of access, utilization, and costs contributes to the sound management of
mental health systems (Mental Health Statistics Improvement Program, 1996).

Cost control and access are receiving the primary emphasis in the current health
care reform debate prompting basic questions as to whether cost control and access
achievement can be achieved without a significant price to pay in terms of quality of care
(Barondess, 1994). The health care system which operated until the late 1960s under the
assumption that health care was beyond economic consideration has been forcibly
transformed into a health care environment characterized by competition, demands of
high quality, and serious economic constraints (Spitzer, 1998). Factors which stem from
economic, legislative, and professional health care issues stimulate (a) professional
accountability for service delivery, (b) demonstration of the value and benefits of goods
and services, and (c) professional responsibility to upgrade and improve services to
society as a whole (Chance, 1997). This transformation is considered to be far more

comprehensive and revolutionary than was ever previously envisaged (Spitzer, 1998).
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“The quantity of care, that is, the access and subsequent use of services, must be
considered when making judgments regarding quality” (Meisenheimer, 1991, p. 41).
Fiesta (1992) asserts that the changing economics of healthcare will lead to a changing
standard of care measurement as a result of the direct impact both cost and technology
have upon the definition of what is a reasonable standard of care. Fleming (1990) states,
“the truth is that nobody really is sure to what extent costs can be cut while at the same
time maintaining or improving quality” (p.487). According to Sisk (1998):

the areas of most interest for assessing the influence of competition are those

where greater sensitivity to cost threatens to undermine quality or promises to

improve it: aspects of quality that overlap with access to care, interpersonal
aspects of quality, technical aspects of quality, care for vulnerable populations,

and differential enrollment by plans. (p. 691)

The timeliness and convenience of access to services is a major value in the public
mental health system and represents a significant factor in ensuring that persons receive
needed services (Mental Health Statistics Improvement Program, 1996).

Outcomes: Consumer Perception of Quality and Health Related Quality of Life

Outcome measures addressed in this study were consumer perception of quality
and health related quality of life measures. Outcomes are (a) the end results of care, (b)
the consequences of the various things we do, and (c¢) what happens because of our
delivery structure and process (Jennings, 1995). Outcomes possess tremendous potential
for (a) affording ways to improve care, (b) increasing professional accountability, (c)
revamping healthcare practices based on objective data, and (d) making powerful health

care decisions (Jennings, 1995; Jennings & Staggers, 1999). The Mental Health Statistics

Improvement Program (1996) considers consumer perception of outcomes to be the most
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direct measure of the consumer’s perception of the effectiveness of services.

Consumer perception of quality. Jennings and Staggers (1999) assert, “all
individuals involved in examining quality...need to accept that the components of quality
will vary depending on the stakeholder. An obligation exists to acknowledge explicitly
from whose perspective quality is being examined” (p. 19). Donabedian (1980)
emphasized quality is ultimately defined by the consumer, and stressed the need for
providers of health care services to strive to attain the highest levels of consumer
satisfaction since it is an element of psychological health. In a study conducted to
examine service characteristics, needs, and outcomes of adult consumers with severe
mental disability served in a public mental health setting, Roth and Crane-Ross (2002)
concluded:

more subjective measures of treatment quality, such as consumers’ perceptions

that their needs are met and that they have say over their services, may play a

significant role in improving symptomatology and quality of life outcomes for

consumers served in a community setting. (p. 55)

The consumer’s perspective of mental health services, a dimension of outcome, is
necessary for scientific reasons because many unsolved problems in research involve the
“black box” of consumer responses to service delivery (Howard, Clark, Rayes, Hines-
Martin, Weaver, & Littrell, 2001). Research suggests that quality of care factors such as
sensitivity to and respect for the consumer and the consumer’s perception of the
competence of staff will determine a consumer’s willingness to remain in treatment
(Mental Health Statistics Improvement Program, 1996).

Health related quality of life. The concept of quality of life is complex with most

misunderstandings and difficulties arising from uncertainty about which aspect (ranging
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from health status and functional capabilities, to material considerations or the person’s
own inner experience) of the concept is being considered (Dazord, Astolfl, Guisti,
Rebetez, Mino, Terra, & Brochier, 1998). The increasing emphasis on measuring health
related quality of life over the last decade has been prompted by a broadening approach
to the definition of health and a recognition that traditional methods of evaluation can be
limited in the type of data they provide as well as recognition that the patient’s
perspective needs to be considered when the success of a particular intervention is being
judged (Staniszewska, 1999). Caron, Tempier, Mercier and Leouffre (1998) suggest it
would be useful to identify which components of mental health interventions relate to
quality of life. Quality of life measures selected for use in this study were level of
functioning, symptom relief, and recovery authentication.

Level of functioning and symptom relief. Treatment success can be denoted by
improvement in functioning or in maintenance of functioning level and the ability to
respond to problems, crisis, and everyday situations (Mental Health Statistics
Improvement Program, 1996). Treatment services are also expected to provide relief
from the symptoms associated with mental iliness.

Recovery authentication. Mental health providers and systems should offer
services that promote and support the process of recovery and help people manage their
illnesses and participate in their communities (Mental Health Statistics Improvement
Program, 1996). Recovery authentication, the perception of staff belief in the consumer’s
capacity to grow, change, and recover has the potential to promote recovery and to

enhance the consumer’s sense of personhood. Dignity, self-respect, self-mastery, self-
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esteem, and self-worth are subsumed in the concept of personhood. Personhood is

related to a sense of the loss of self that is associated with mental illness and is

considered to be a critical and emergent concept and goal in the treatment of mental

illness (Mental Health Statistics Improvement Program, 1996).

Initial Theoretical Model

“Qutcomes research is not simply about developing mathematical models to

explain observed phenomena. It is intended to explore causal pathways” (Kane, 19972,
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Figure 3. Initial theoretical systems research organizing model for behavioral health.
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p. x). Merwin and Mauck (1995) suggest that the use of complex research designs and
statistical analysis is necessary to assist in identifying and understanding multiple
structural factors which combine to differentially affect diverse outcomes. Figure 3
reflects a transformation of the SROM-BH (Figure 2) into a causal modeling framework
used in this study for empirical testing.
Research Questions

The research questions for this project addressed both the methodological and
substantive aims of the study (Table 1):
Table 1.

Research Aims and Question.

Research Aim Research Question
1. To examine the existing behavioral 1.  Can composite indices be created for
health consumer-oriented data for model variables?

feasibility of use in model testing.

2. To test model relationships related to 2. What is the effect of client risk
mental health outcomes. adjustment measures on level of

mtervention, contextual variables, and

outcomes?
3. To examine the application and 3. Does the adapted SRO model
usefulness of a systems research adequately explain behavioral health
organizing model for behavioral client outcomes?

health.
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In addition the to research questions several hypotheses were tested as they relate to the
second research aim (To test model relationships as related to mental health outcomes).
The research hypotheses for this study were:
1. Clients who perceived greater participation in care will have a greater
perception of access and better outcomes.
2. Clients who perceived greater access will have a greater perception of better
outcomes.
3. Cost of services, as measured by entitlement status, will not have an impact on
outcomes.
Since there is limited evidence of the effect of client risk factors, no hypotheses were
posed for these relationships; however, they were explored through the development of
research question 2.
Summary
The SROM-BH used in this study provided the conceptual framework for
examining client risk adjustment characteristics (client) and cost and access
(system/context) factors that interact with consumer participation (intervention) processes
to affect consumer perception of quality and health related quality of life (outcomes).
Individual quality components as well as their interrelatedness were recognized. This
dynamic model, applied in the behavioral health setting, is grounded in the triad of
structure-process-outcome, while specifically recognizing the influence of context and

client characteristics on the intervention-outcomes relationship.
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CHAPTER 11T
METHODOLOGY
Research Design

This research was designed to discover and test relationships among behavioral
health related intervention, system (context), and outcome variables, risk adjusted for
client characteristics. A descriptive theoretical model design using secondary data was
used in this study. Use of an existing data set provided an opportunity to answer new
questions and to make the maximum use possible of research data (Clarke & Cossette,
2000, p. 109).

In this chapter, the study’s methodology and its application to State of Arizona
MHSIP pilot data is explicated. A description of the specific measurement variables is
provided. Attention is given to both primary and secondary data collection and analysis.
Protection of human subjects procedures are also reviewed.

Research Setting and Data Source

Community Partnership of Southern Arizona (CPSA), a regional behavioral
health authority (RHBA) within the State of Arizona, collaborated with the Arizona
Department of Health Services, Division of Behavioral Health Services (ADHS/DBHS)
to provide the setting for participation of its members in the statewide 2001 Mental
Health Statistics Improvement Program (MHSIP) consumer perception survey. This data
served as the operational database for this research project. The data model (SROM-BH)
directed the structure of this project’s data warehouse and informed the selection of

consumer perception survey data based on the variables of interest.
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Research Sample and Unit of Analysis

The sample for this study was adult members receiving public mental health
services through Community Partnership of Southern Arizona (CPSA). Outcomes under
investigation were assessed at the individual consumer level. The unit of analysis was the
individual behavioral health care service consumer.

Primary Data Collection

Sample Criteria

The Arizona Department of Health Services, Division of Behavioral Health
Services (ADHS/DBHS) selected sample sizes stratified by regional behavioral health
authority and program at an alpha of .05 with a power of 80%. Upward sample size
adjustments were made based on historical regional behavioral health authority (RBHA)
response rates for open and active cases that included any current member receiving
services within 120 days prior to sample selection. The two geographic service areas
served by Community Partnership of Southern Arizona (CPSA) were combined to obtain
the representative sample per population served.
Table. 2

Community Partnership of Southern Arizona Adult Population and Sample by Program

Program Population Sample Size % of Population
Substance Abuse 899 553 61.5
General Mental Health 1202 593 49.3
Persons with Serious Mental lllness 2259 618 37.4

Total 4360 1764 40.5
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The Arizona Department of Health Services, Division of Behavioral Health
Services (ADHS/DBHS) submitted the selected representative sample to Community
Partnership of Southern Arizona (CPSA) from which to select members. Community
Partnership of Southern Arizona (CPSA) was responsible for verifying active status and
accuracy of mailing addresses. A computer software random selection function was used
to select random samples for each adult member population group. A sample of 1764
(40.5%) was selected from a population of 4360 adult members. Sample sizes for each
adult member program population are identified in Table 2.

Instrumentation

The adult member survey (Appendix A) was written in both English and Spanish.
The survey consisted of two parts. The first part of the survey contained 28 items
addressing consumer perception of the four Mental Health Statistics Improvement
Program (MHSIP) domains: general satisfaction (3 items), accessibility (6 items), quality
and appropriateness (11 items), and outcomes (8 items). Distribution of the survey items
across the four organizing domains is presented in Table 3.

Table 3.

Distribution of CPSA Consumer Perception Survey Items Across MHSIP Domains

Domain CPSA Survey Item

General Satisfaction e 1liked the services that I received.
e [IfIhad other choices, I would still get service from

this agency.
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Table 3. (continued)

Domain CPSA Survey Item

General Satisfaction e I would recommend this agency to a friend or a family
member.

Accessibility e The location of services was convenient (parking,

public transportation, distance, etc.)

e Staff was willing to see me as often as I felt was
necessary.

e Staff returned my calls within 24 hours.

e Services were available at times that were good for
me.

e [ was able to get all my services I thought I needed.

e [ was able to see a psychiatrist when I wanted to.

Quality and Appropriateness Staff here believe I can grow, change, and recover.

e [ was given information about my rights.

e [ felt comfortable asking questions about my treatment
medication.

e I felt free to complain.

e Staff encouraged me to take responsibility for how I

live my life.
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Domain

CPSA Survey Item

Quality and Appropriateness

@

Staff told me what side effects to watch out for.

Staff respected my wishes about who is and who is not
to be given information about my treatment.

I, not staff, decided my treatment goals.

Staff was sensitive to my cultural background (race,
religion, language, etc.).

Staff helped me obtain the information I needed so
that I could take charge of managing my illness.

I was encouraged to use consumer run programs
(support groups, drop-in centers, crisis phone line,

etc.)

Qutcomes

I deal more effectively with daily problems.
I am better able to control my life.

I am better able to deal with crisis.

I am getting along better with my family.

1 do better in social situations.

1 do better in school and/or work.

My housing situation has improved.

My symptoms are not bothering me as much.
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The second part of the survey contained five additional items (Table 4). Three of
these five items addressed consumer perception of treatment planning using a five point
Likert type scale. The remaining two items addressed the use of primary care and/or
emergency room services used binary option responses. No assessment of psychometric
properties was reported for the survey instrument.

Table 4.

Additional CPSA Consumer Perception Survey Items

CPSA Survey Item

e In the last year, did you see a doctor or nurse in a hospital emergency room?

e In the last year, other than going to a hospital emergency room, did you see a doctor
or nurse for a health for a health check-up, physical exam or because you were sick?

e Developing my service/treatment plan was a useful experience.

e My service/treatment plan has been useful in achieving my treatment goals.

e My service/treatment plan deals with the problems that are bothering me.

Distribution

The 1764 adult member surveys, produced in both English and Spanish, were
distributed by mail. Letters from Community Partnership of Southern Arizona (CPSA)
and the Arizona Mental Health Association accompanied the surveys to encourage
participation. A reminder post card was sent to the sampled adult members two weeks
following the mailing date of the survey. The survey window of time for completion and

return was six weeks.
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Survey Response and Respondent Demographics

Adult sample response rates by program are summarized in Table 5. An overall
response rate of 12.2% (214) was achieved. Undeliverable surveys were limited to 0.34%
(15). The sample drawn was reflective of the population for which it was drawn for race,
gender, and entitlement status (Community Partnership of Southern Arizona, 2001).
Table 5.

Adult Sample Response Rates by Program

Program Sample Responses Response Rate
Substance Abuse 553 46 8.3%
General Mental Health 593 92 15.5%
Persons with Serious Mental Iliness 618 76 12.3%
Total 1764 214 12.1%

Race and ethnicity. Of the 214 adult survey respondents, 77.6% (166) self-
identified as White, 6.5%(14) as Black, 0.5%(1) as Asian, 3.7%(8) as Native American,
and 9.8% as other. Race data was missing for 1.9% (4) of the adult survey respondents.
Hispanics were subsumed under the white racial grouping. Ethnicity data was
dichotomized as either Hispanic or Non Hispanic or Latino, with 32.2% (69) respondents
self-identifying as Hispanic and 45.4% (97) as Non Hispanic or Latino. Ethnicity data
was missing for 22.4% (48) of the adult survey respondents.

Gender. Of the 214 adult survey respondents, 41.1% (88) were male and 58.4%
(125) were female. Gender data was missing for 0.5% (1) of the adult survey

respondents.
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Entitlement status. The Title XIX Program (Medicaid) is a public health care
insurance program for people and families with low incomes that pays for medical and
behavioral health care. Of the 214 adult survey respondents, 57% (122) were receiving
public health care insurance program services.

Age. Adult survey respondent age ranged from 19 to 85 years with a mean age of
44.6 (SD = 13.49). Ofthe 214 adult survey respondents, 1.9% (4) were between the ages
of 18 and 20, 14.5% (31) between the ages of 21 and 30, 36.4% (78) between the ages of
31 and 45, 40.7% (87) between the ages of 46 and 64, 3.7% (8) between the ages of 65
and 74, and 3.7%(8) 75 years of age and older.

Primary Data Analysis

Community Partnership of Southern Arizona (CPSA) compiled program,
entitlement status, gender, ethnicity, race and person completing the survey form
descriptive profiles of the adult member respondents. Descriptive comparisons of overall
general satisfaction, accessibility, quality and appropriateness, and outcomes mean scores
were conducted. These same descriptive comparisons were completed for adult members
receiving entitlement monies. No statistical comparisons of these groups were conducted.

Research Sample and Unit of Analysis

The sample for this study is the adult member Consumer Perception Survey
respondents receiving public mental health services through Community Partnership of
Southern Arizona (CPSA). Outcomes under investigation were assessed at the individual
consumer level. That is, the unit of analysis was the individual behavioral health care

service consumer.
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Secondary Data Analysis

Data elements available from the CPSA Consumer Perception Survey were

identified. A systematic review of survey items was conducted in consultation with an

instrumentation expert. Data were examined for patterns of missing data. Content

validity assessment was conducted for the reorganization of selected state of Arizona

Mental Health Statistics Improvement pilot project Consumer Perception Survey items

across the SROM-BH domains under investigation in this study (Table 6).

Table 6.

CPSA Consumer Perception Survey Items Organized Across SROM-BH Domains

SROM-BH Domain: Indicator CPSA Survey Item

Intervention: Consumer °
Participation in Treatment

Planning ®

Developing my service/treatment plan was a useful
experience.

My service/treatment plan has been useful in
achieving my treatment goals.

My service/treatment plan deals with the problems
that are bothering me.

L, not staff, decided my treatment goals.

System (Context): ®
Consumer Perception of

Access @

The location of services was convenient (parking,
public transportation, distance, etc.).
Staff was willing to see me as often as I felt was

necessary.
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SROM-BH Domain: Indicator

CPSA Survey ftem

System (Context):
Consumer Perception of

Access

@

Staff returned my calls within 24 hours.

Services were available at times that were good for
me.

I was able to get all my services I thought I needed.

I'was able to see a psychiatrist when I wanted to.

Qutcomes:

Quality and Appropriateness

I liked the services that I received from this agency.
If I had other choices, I would still get services from
this agency.

I would recommend this agency to a friend or a
family member.

I felt comfortable asking questions about my
treatment medication.

I felt free to complain.

I was given information about my rights.

Staff encouraged me to take responsibility for how I
live my life.

Staff told me what side effects to watch out for.
Staff respected my wishes about who is and who is

not to be given information about my treatment.
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SROM-BH Domain: Indicator

CPSA Survey Item

QOutcomes:

Quality and Appropriateness

@

Staff was sensitive to my cultural background (race,
religion, language, efc.).

Staff helped me obtain the information I needed so
that I could take charge of managing my illness.

I was encouraged to use consumer-run programs
(support groups, drop-in centers, crisis phone line,

etc.)

Qutcomes:

Level of Functioning

I deal more effectively with daily problems.
I am better able to control my life.

I am better able to deal with crisis.

I am getting along better with my family.

I do better in social situations.

I do better in school and/or work

My housing situation has improved.

Qutcomes:

Recovery Authentication

Staff here believes that I can grow, change, and

YeCover.

Qutcomes:

Symptom Relief

My symptoms are not bothering me as much.
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Additional data elements included age, gender, ethnicity, severity, program

service type, geographic service area, entitlement status, and cost (Table 7). Age,asa

continuous variable, was used. Gender was dummy coded to control for the effects of

being male. Ethnicity was dummy coded to control for the effects of being White,

Table 7.

Measures of Other Model Variables

Model Variable Survey Item

Age Age (actual)

Gender Gender

Ethnicity Ethnicity

Severity e In the last year, did you see a doctor or nurse in a
hospital emergency room?

e In the last year, other than going to a hospital

emergency room, did you see a doctor or a nurse for
a health check-up, physical exam or because you
were sick?

Service Type e Program (substance abuse, general mental health,
persons with serious mental illness)

Geographic Service Area Geographic Service Area (urban vs. rural)

Cost

Entitlement Status
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non-Hispanic. Three items were selected to serve as proxy variables for severity. Two
items addressed consumer utilization of emergency room services (risk-reduction
strategy) and primary care services (health promotion and risk-prevention strategy).
These two items were dummy coded to control for the effects of non-utilization of these
services. The third item addressed the consumer’s service type and was dummy coded to
control for the effects of persons with serious mental illness. Geographic service area was
dummy coded to control for the effects of rural location. Entitlement status was selected
to serve as a proxy for the cost contextual variable dummy coded to control for the effects
of Title XIX status.

The psychometric analysis methods and criteria for determination of significance
are presented in Table 8. All statistical analyses were performed using SPSS version 11.5
for Windows.
Table 8.

Psychometric Analysis Methods and Significance Criteria

Analysis Method Significance Criteria
Kaiser-Meyer-Olkin Measure of Sampling Adequacy =.70
Bartlett’s Test of Sphericity <.05
Factor Analysis Eigenvalue >1.0
% Variance Explained > .30
Factor Loadings > .40
Factor Loading > 20

Difference

Cronbach’s Alpha o 2.70
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Psychometric analysis of the survey instrument and subscales was performed
using Cronbach’s alpha and factor analysis with principal axis factoring and varimax
rotation. Factor analysis was explored for purposes of data reduction and to support the
underlying theoretical structure of the subscales and confirm the existence of a single
factor for each. Dummy coding procedures were used for risk adjustment measures.

Three different and equally important analyses were conducted as a part of this
research project. Although structural equation modeling was considered, regression
analysis was selected as this study's methodology due to the beginning stages and
exploratory nature of this study. Multiple regression analysis with the stepwise method
was performed to assess hypothesized causal relationships as specified in the initial
theoretical model. A second regression equation for each dependent variable for all
preceding variables in the model was performed in order to test for unhypothesized
relationships. Statistical significance was set at an alpha of .05.

Human Subjects

The Community Partnership of Southern Arizona 2001 Consumer Perception
Survey data was identified as an appropriate data set for use in conducting this study.
Access to this data was negotiated and access procedures were completed (Appendix B).
Human subjects review through The University of Arizona Human Subjects Review
Committee was performed prior to study commencement (Appendix C).

Summary
A descriptive theoretical model design using secondary data was used in this

study. This research was designed to discover and test relationships among a system of
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behavioral health related intervention, system (context), and outcome variables, risk
adjusted for client characteristics. All measures were assessed at the individual level for

psychometric properties.



CHAPTER IV
RESULTS

Research Question One

The first aim of this research project was to examine the existing behavioral
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health consumer-oriented data for feasibility of use in model testing. The purpose of this

section is to discuss the research findings related to the first research question that asked:

Can composite indices be created for model variables? Factor analysis was explored for

purposes of data reduction and to obtain support for the underlying theoretical structure

of four subscales: Consumer Participation in Treatment Planning, Consumer Perception

of Access, Consumer Perception of Quality and Appropriateness, and Level of

Functioning.

Consumer Participation in Treatment Planning

Consumer participation in treatment planning subscale analysis is presented in

Table 9. Factor analysis supported a single composite index for this intervention variable.

Four survey items loaded on one factor. Factor loadings ranged from .692 to .906. These

four survey items account for 72.5% of the total variance. All significance criteria were

met.
Table 9.

Consumer Participation in Treatment Planning Subscale Analysis

Kaiser-Meyer-Olkin Measure of Sampling Adequacy 784
Bartlett’s Test of Sphericty <.001
Number of Components Extracted 1
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Table 9. (continued)

Cumulative % Variance Explained 72.451
Subscale Mean 9.5476
Subscale Standard Deviation 3.5238

Developing my service/treatment plan was a useful experience. 906
My service/treatment plan has been useful in achieving my treatment goals. | .903
My service/treatment plan deals with the problems that are bothering me. .885
1, not staff, decided my treatment goals. 692

Consumer Perception of Access
Consumer perception of access subscale analysis is presented in Table 10. Factor

analysis supported a single composite index for this contextual variable. Six survey items

Table 10.

Consumer Perception of Access Subscale Analysis

Kaiser-Meyer-Olkin Measure of Sampling Adequacy .883
Bartlett’s Test of Sphericity <.001
Number of Components Extracted 1
Cumulative % Variance Explained 63.704
Subscale Mean 13.3260
Subscale Standard Deviation 5.2312
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Table 10. (continued)

The location of services was convenient (parking, public transportation,

distance, etc.) 615
Staff was willing to see me as often as I felt was necessary. 868
Staff returned my calls within 24 hours. .820
Services were available at times that were good for me. .836
I was able to get all my services I thought I needed. T77
I was able to see a psychiatrist when I wanted to. .846

loaded on one factor. These six survey items account for 63.7% of the total variance.
Factor loadings ranged from .615 to .868. All significance criteria were met.
Quality and Appropriateness

Consumer perception of quality and appropriateness subscale analysis is
presented in Table 11. A single composite index for this outcome variable was not
Table 11.

Quality and Appropriateness Subscale Analysis

Kaiser-Meyer-Olkin Measure of Sampling Adequacy .883
Bartlett’s Test of Sphericity <.001
Number of Components Extracted 2

Cumulative % Variance Explained 56.770
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I liked the services that I received from this agency. .864 200
If T had other choices, I would still get services from this agency. .858 228
I would recommend this agency to a friend or family member. 814 276
I felt comfortable asking questions about my treatment

medication. .623 406
I felt free to complain. * 512 479
Staff encouraged me to take responsibility for how I live my life. 104 .685
I was given information about my rights. 283 678
Staff told me what side effects to watch out for. 184 671
Staff respected my wishes about who is and who is not to be

given information about my treatment. 235 667
Staff was sensitive to my cultural background (race, religion,

language, etc.) 385 .635
Staff helped me obtain the information I needed so that I could

take charge of managing my illness. 317 .589
I was encouraged to use consumer-run programs (support

groups, drop-in centers, crisis phone lines, etc.). ** 431 513

* 033 factor loading difference
*% (082 factor loading difference
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supported. Twelve survey items loaded on two factors. Two survey items loaded on both
factors with a factor loading difference of less than .20 and posed the question as to
whether to retain these two survey items. A decision, based upon item content, loading
and the theoretical model of the study, was made to retain each item with the factor they
were most closely related to conceptually. The first factor was composed of items that
measured an affective response to service and care delivery. The second factor was
composed of items that measured consumer perception of the quality and appropriateness
of staff actions, support, and interventions. Two subscales were formed to address
affective response and staff support consumer perceptions of quality.
Quality and Appropriateness: Affective Response

Quality and appropriateness affective response subscale analysis is presented in
Table 12. Factor analysis supported a single composite index for this outcome variable.

Five survey items loaded on one factor. These five survey items account for 65.5% of the

Table 12.

Quality and Appropriateness Affective Response Subscale Analysis
Kaiser-Meyer-Olkin Measure of Sampling Adequacy .818
Bartlett’s Test of Sphericity <.001
Number of Components Extracted 1
Cumulative % Variance Explained 65.519
Subscale Mean 10.0437
Subscale Standard Deviation 3.9542
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Table. 12 (continued)

I liked the services that I received from this agency. .848
If I had other choices, I would still get services from this agency. .850
I would recommend this agency to a friend or family member. .853
I felt comfortable asking questions about my treatment medication. 756
I felt free to complain. 731

total variance. Factor loadings ranged from .731 to .853. All significance criteria were
met.
Quality and Appropriateness: Staff Support

Quality and appropriateness staff support subscale analysis is presented in Table
13. Factor analysis supported a single composite index for this outcome variable. Seven

Table 13.

Quality and Appropriateness Staff Support Response Subscale Analysis
Kaiser-Meyer-Olkin Measure of Sampling Adequacy .808
Bartlett’s Test of Sphericity <.001
Number of Components Extracted 1
Cumulative % Variance Explained 48.346
Subscale Mean 14.6732
Subscale Standard Deviation 4.4910
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Staff encouraged me to take responsibility for how I live my life. .685
I was given information about my rights. .688
Staff told me what side effects to watch out for. 718
Staff respected my wishes about who is and who is not to be given

information about my treatment. .657
Staff was sensitive to my cultural background (race, religion, language, etc.) | .652
Staff helped me obtain the information I needed so that I could take charge of
managing my illness. 774
I was encouraged to use consumer-run programs (support groups, drop-in

centers, crisis phone lines, etc.) .685

survey items loaded on one factor. These seven survey items account for 48.3% of the

total variance. Factor loadings ranged from .652 to .774. All significance criteria were

met.

Level of Functioning

Level of functioning subscale analysis is presented in Table 14. Factor analysis

supported a single composite index for this outcome variable. Seven survey items loaded

on one factor. These seven survey items account for 72.7% of the total variance. Factor

loadings ranged from .710 to .915. All significance criteria were met.
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Level of Functioning Subscale Analysis
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Kaiser-Meyer-Olkin Measure of Sampling Adequacy 918
Bartlett’s Test of Sphericity <.001
Number of Components Extracted 1
Cumulative % Variance Explained 72.663
Subscale Mean 17.1721
Subscale Standard Deviation

6.3045

I deal more effectively with daily problems. .894
I am better able to control my life. 915
I am better able to deal with crisis. .876
I am getting along better with my family. .783
I do better in social situations. 905
I do better in school and/or work. .864
My housing situation has improved. 710

Summary

Factor analysis was explored for purposes of data reduction and to obtain support

for the underlying theoretical structure of four subscales: Consumer Participation in

Treatment Planning, Consumer Perception of Access, Consumer Perception of Quality

and Appropriateness, and Level of Functioning, Results of factor analysis provided



67

Table 15.

Summary of Reliability and Variance Explained

Surve aaWhole - 31 ) 31 \ » 9577 )

Consumer Participation 4 4 .8682 72.451
Access 6 6 .8812 63.704
Affective Response 5 5% .8664 65.519
Staff Support 7 7* .8206 48.346
Level of Functioning 7 7 .9345 72.663

*retained survey item with factor loading difference < .20
support for the creation of composite indices for five subscales: Consumer Participation
in Treatment Planning, Consumer Perception of Access, Consumer Perception of Quality
and Appropriatenesé: Affective Response, Consumer Perception of Quality and
Appropriateness: Staff Support, and Level of Functioning. Reliability and total variance
explained for the 31-item survey and each of the five subscales is presented in Table 15.
Research Question Two

The second aim of this research project was to test model relationships related to
mental health outcomes. The purpose of this section is to discuss the research findings
related to the second research question that asked: What is the effect of client risk

adjustment measures on level of intervention, contextual variables, and outcomes?
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Multiple regression analyses were performed using the stepwise method to assess
hypothesized and unhypothesized relationships in the model. Statistical significance for
path regression weights was set at p < .05.

Hypothesized Predictor Relationships

Model testing supported eight hypothesized predictor relationships. Access was
not found to be a significant predictor of level of functioning or symptom relief.
Consumer participation in treatment planning was not found to be a significant predictor
of recovery authentication. A summary of the significant hypothesized positive predictor
relationships is presented in Table 16.

Consumer participation in treatment planning was a significant positive predictor
of access (B = .68, p =< .001). Consumer participation in treatment planning accounted
for 46% of the variance in consumer perception of access.

Consumer participation in treatment planning (B = .24, p = <.001) and consumer
perception of access (B = .61, p = .008) were significant positive predictors of consumer
perception of quality and appropriateness (affective response). Consumer participation in
treatment planning and consumer perception of access accounted for 64% of the variance
in consumer’s affective response to the quality of service care and delivery.

Consumer participation in treatment planning (B = .37, p = <.001) and consumer
perception of access (B = .45, p = <.001) were also significant positive predictors of
consumer perception of quality of service care and delivery (staff support). Consumer

participation in treatment planning and consumer perception of access accounted for 55%
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of the variance in consumer perception of quality of service care and delivery (staff

support).

Consumer participation in treatment planning (B =.73, p =.001) was a significant

positive predictor of level of functioning. Consumer participation in treatment planning

accounted for 53% of the variance level of functioning.

Table 16.
Summary of Significant Hypothesized Predictor Relationships
Standardized
Dependent Variable Independent Variable Coefficients Adjusted
Beta Significance R Square
Access Consumer Participation .68 <.001 46
Affective Response  Access 61 .008 .64
Consumer Participation 24 <.001
Staff Support Access 45 <.001 55
Consumer Participation 37 <.001
Level of Consumer Participation 73 .001 53
Functioning
Recovery Access .63 <.001 39
Authentication
Symptom Relief Consumer Participation 45 <.001 20

Consumer perception of access (B = .63, p = <.001) was a significant positive

predictor of recovery authentication. Consumer perception of access accounted for 39%

of the variance in recovery authentication.
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Consumer participation in treatment planning (B = .45, p= <.001) was a
significant positive predictor of symptom relief. Consumer participation in treatment
planning accounted for 20% of the variance in symptom relief.

Unhypothesized Predictor Relationships

Model testing supported three unhypothesized predictor relationships. Rural
geographic service area (B =-.24, p =.007) and non-utilization of emergency room
services were significant negative predictors (§ = -.20, p = .023) of consumer
participation in treatment planning. Rural geographic service area and non-utilization of
emergency room services accounted for 8% of the variance in consumer participation in
treatment planning. Persons with serious mental illness program designation was a
significant positive predictor of cost (B = .41, p = <.001) and accounted for 16% of the
variance in cost. A summary of the significant unhypothesized predictor relationships is

presented in Table 17.

Table 17.
Summary of Significant Unhypothesized Predictor Relationships
Standardized
Dependent Variable Independent Variable Coefficients Adjusted
Beta Significance R Square

Consumer Rural Geographic -.24 007 .08
Participation Service Area

Non-Utilization of ER -.20 .023

Services

Cost SMI Program 41 <.001 16
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Summary

Multiple regression analysis was performed using the stepwise method to assess
hypothesized and unhypothesized relationships in the theoretical model. Eight
hypothesized positive predictor and three unhypothesized negative predictor relationships
were supported at a significance level of p < .05. Model testing did not support three
hypothesized positive predictor relationships.

Research Question Three

The third aim of this research project was to examine the application and
usefulness of a systems research organizing model for behavioral health. The purpose of
this section is to discuss the research findings related to the third research question that
asked: Does the adapted SRO model adequately explain behavioral health client
outcomes? The empirical model resulting from model testing is presented in Figure 4.
Significant Hypothesized Predictors

Consumer participation in treatment planning was found to be a significant
positive predictor of five model variables: consumer perception of access, consumer
perception of quality and appropriateness (affective response), consumer perception of
of quality and appropriateness (staff support), and symptom relief. Consumer perception
of access was found to be a significant positive predictor of three model variables:
consumer perception of quality and appropriateness (affective response), consumer

perception of quality and appropriateness (staff support), and recovery authentication.
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Risk Adjustment System
Measures (Client) Intervention (Context) Outcomes
. 41
Persons with — Cost Affective
Serious R*= 16 Response
Mental R*=.64
Iliness
-24 c
Rural — onsumer
. Participation
Geographic R’= 08

Service Area

Level of
Functioning

-20 R?=.53

No Recovery
Emergency Authentication
Room R*=39
Utilization
Symptom
Relief
K R*=.20

Figure 4. Empirical systems research organizing model for behavioral health.
Total Effects of Consumer Participation in Treatment Planning

An examination of the causal path coefficients for the consumer perception of
quality and appropriateness (affective response) and consumer perception of quality and
appropriateness (staff support) outcome variables suggests that consumer perception of
access is a stronger direct predictor of these two outcomes than consumer participation in

treatment planning. However, the strong direct effect (B = .68, p = <.001) of consumer
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participation in treatment planning on consumer perception of access must be considered,
and total effects of consumer participation in treatment planning on all outcomes
calculated. Calculation of the total effects of consumer participation in treatment
planning on each of the outcomes is presented in Table 18.

Table 18.

Total Effects of Consumer Participation in Treatment Planning on Outcomes

Effects

Outcome Direct Indirect Total
Consumer Perception of Quality and

Appropriateness: Affective Response 24 42 .66
Consumer Perception of Quality and

Appropriateness: Staff Support 37 31 .68
Level of Functioning 73 — .73
Recovery Authentication e 43 43
Symptom Relief 45 -— A5

Significant Unhypothesized Predictors

Three client characteristic risk adjustment factors were found to be significant
predictors. Rural geographic service area and non-utilization of emergency room services
were negative predictors of consumer participation in treatment planning. Serious mental
illness program designation was a positive predictor of cost as measured by entitlement

status.
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Summary

The adapted SRO model supported the identification of 11 predictor relationships
at a significance level of p < .05. The identification of at least one positive predictor
variable was identified for each outcome specified in the model. Consumer participation
in treatment planning, the intervention of interest in this study had a direct effect on four
of the five outcome variables. Consumer participation in treatment planning had an
indirect effect on recovery authentication through consumer perception of access. As a
result of this indirect effect, consumer participation in treatment planning had an effect
(either direct or indirect) on all five outcome variables. Consumer perception of access
had a direct effect on three of the five outcome variables. Use of statistical risk
adjustment methods resulted in the identification of two client characteristic risk
adjustment factors as negative predictors of consumer participation in treatment planning

and one as a positive predictor of cost as measured by entitlement status.
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CHAPTER VY
IMPLICATIONS

This multifaceted research project was designed to discover and test relationships
among a system of behavioral health variables risk adjusted for client characteristics. A
descriptive theoretical model design using secondary data was used. The aims were both
substantive and methodological:

1. Existing behavioral health consumer-oriented data was examined for feasibility
of use in model testing and the ability to develop composite indices for model
variables (Aim 1).

2. Structural relationships among the system of variables were assessed (Aim 2)
with a focused interest on the relationship between consumer participation in
treatment planning and model outcomes.

3. Application and feasibility of using the Systems Research Organizing Model for
Behavioral Health (SROM-BH) was addressed (Aim 3).

Factor analysis and multiple regression data analytic methods were used. All measures
were assessed at the individual level.

The purpose of this chapter is to present a discussion, organized by research
question, relating the study findings to the purpose of the research. Study limitations are
presented as well as recommendations for further study and research.

Research Aim One
The purpose of this section is to discuss the implications of findings related to the

first research questions that asked: Can composites be created for model variables?
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Through the processes of content validity assessment and factor analysis the pattern of
relationships among consumer perception survey items was examined in an effort to see
if the pattern of relationships could be explained by a smaller number of underlying
constructs. As a result, five distinct subscales representing consumer perceptions were
formed. Each subscale exhibited internal consistency: o = .87 for Consumer Participation
in Treatment Planning, o = .88 for Consumer Perception of Access, o = .87 for
Consumer Perception of Quality and Appropriateness (affective response), o = .82 for
Consumer Perception of Quality and Appropriateness (staff support), and o = .94 for
Level of Functioning A single composite index was created for each of the five constructs
and used in modeling testing. These results imply that composites or latent variables can
be adequately developed from existing data when there is fastidious attention to theory
(content validity of items) and the conceptual definitions of the constructs. This is turn
opens up the potential for research and theory building from existing data sets to extend
and build knowledge through the comprehensive use of available data.
Research Aim Two

The purpose of this section is to discuss the implications of findings related to the
second research questions that asked: What is the effect of client risk adjustment
measures on level of intervention, contextual variables, and outcomes? With limited
evidence of their effect, no specific hypotheses were formed related to client risk
adjustment measures. The impact of client risk factors were explored through multiple
regression analyses performed to assess hypothesized and unhypothesized relationships

in the model. There were no significant direct effects of client risk adjustment measures
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on any of the outcomes measures. Three research hypotheses addressing the intervention,
contextual, and outcomes variables were proposed and are discussed individually.
Hypothesis One

Clients who perceived greater participation in their care were hypothesized to
have a greater perception of access and better outcomes. Study findings are consistent
with the research literature that links consumer participation to improved outcomes. This
important link served as the basis for the initial theoretical model tested in this study. The
findings suggest that consumer participation in treatment planning is a direct positive
predictor of access and a positive predictor (directly or indirectly) of all individual quality
and appropriateness and health related quality of life outcome measures in the model.
These findings support the hypothesis that clients who perceived greater participation in
their care have a greater perception of access and better outcomes.

Model testing supported two unhypothesized predictor relationships related to
consumer participation in treatment planning. Rural geographic service area (P =-.24,
p = .007) and non-utilization of emergency room services were significant negative
predictors (B = -.20, p = .023). These findings may suggest that rural service locations
pose barriers to timely and convenient access to services and the opportunity to
participate in treatment planning activities. While conjecture at best, perhaps the
relationship between non-utilization of emergency room services and decreased
likelihood of participation in treatment planning reflects a lack of a client’s ability or

willingness to seek out and engage in the use of available health care services. It is also
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possible that there is another variable involved, not accounted for in the model, producing
a spurious correlation.
Hypothesis Two

Clients who perceived greater access were hypothesized to have a greater
perception of better outcomes. The influence of the strong and direct positive effect
(B = .68, p =<.001) of consumer participation in treatment planning on consumer
perception of access should be acknowledged in the interpretation of these findings.
Model testing also supported unhypothesized relationships related to two client risk
adjustment measures and consumer participation in treatment planning: geographic
service area (B = -.24, p = .007) and non-utilization of emergency room services
(B =-.20,p =.023).

Study findings provide partial support for the hypothesis that clients who perceive
greater access have greater perception of better outcomes. Results of model testing
suggest that consumer perception of access is a direct and positive predictor of both
quality and appropriateness (affective response and staff support) outcomes measures and
one health related quality of life outcome measure (recovery authentication). No
significant predictor relationships were found between consumer perception of access and
level of functioning and symptom relief.

A possible explanation takes into consideration an individual client’s “locus of the
experience” related to these measures. Levels of functioning and symptom relief are
more reflective of outcome measures more internally generated through the process of a

client’s evaluation of “self” in relation to the measures. In contrast, affective response,
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staff support, and recovery authentication represent outcome measures more externally
generated through the process of a client’s evaluation of “others” in relation to service
environment, care and delivery. This interpretation suggests that in this model, consumer
perception of access may be limited in its effect on outcomes to consumer perception of
service environment, care and delivery measures versus measures reflective of health care
quality of life (level of function and symptom relief).

Hypothesis Three

Entitlement status was selected as a proxy variable for the cost contextual
measure and was dummy coded to control for the effects of a client’s participation in a
public health care insurance program for people and families with low incomes. An
unhypothesized positive predictor relationship between service type associated with
persons with serious mental illness and cost was identified. The results of model testing
suggest that individuals with serious mental illness will reflect greater participation in a
public health care insurance program.

Cost of services, as measured by entitlement status, was hypothesized to not have
an impact on outcomes. Model testing supported the hypothesis and identified no
significant predictor relationships between cost and outcomes. A cautious extrapolation
suggests that it may be possible to view these findings favorably given that model testing
did not support a negative predictor relationship between a client’s participation in a

public health care msurance program and perception of any outcome measures.
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Research Aim Three
The purpose of this section is to discuss the implications of findings related to the
third research question that asked: Does the adapted SRO model adequately explain
behavioral health client outcomes? The adapted SRO model supported the identification
of 11 predictor relationships. At least one positive predictor variable was identified for
each outcome specified in the model. Consumer participation in treatment planning, the
intervention of interest in this study had a direct effect on four of the five outcome
variables. Consumer participation in treatment planning had an indirect effect on
recovery authentication through consumer perception of access. As a result of this
indirect effect, consumer participation in treatment planning had an effect (either direct or
indirect) on all five outcome variables. Consumer perception of access had a direct effect
on three of the five outcome variables. Use of statistical risk adjustment methods resulted
in the identification of two client characteristic risk adjustment factors as negative
predictors of consumer participation in treatment planning and one as a positive predictor
of cost as measured by entitlement status. Relationships identified in this research should
be viewed as preliminary due to the small sample size, availability of data, and the
exploratory nature of this study.
Study Limitations
Response Rate
The overall response rate was low (12.2%). This low response rate resulted in
efforts by Community Partnership of Southern Arizona and other State of Arizona

RBHAs in cooperation with the Department of Health Services, Division of Behavioral
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Health Services (ADHS/DBHS) to select an alternative survey methodology for use with
the 2003 Consumer Perception Survey in an effort to increase the response rate,
representativeness of the sample, and the generalizability of findings.
Instrumentation

The Consumer Perception Survey used by Community Partnership of Southern
Arizona and other State of Arizona RBHAs in 2001 was a relatively untested tool for
gathering data. Baseline psychometric performance of the Consumer Perception Survey
was not previously reported. The 2003 version of the Consumer Perception Survey has
also been changed, warranting careful examination of what may be limited opportunities
for comparison with 2001 survey results.
Item Redundancy

The strength of the relationships and variance explained in this study may be
related to a method effect. Correlations are always higher when the same method is used
for data collection. Items used in this study were a part of the same method, that is, the
survey questionnaire. Responses on one item may have influenced the responses on other
items.
Generalizability

Both the Academy's Quality Health Outcomes Model and the SRO Model reflect
two-way arrows to indicate a reciprocal direction of influence between domains. These
reciprocal influences are not reflected in the SROM-BH for reasons related to data

availability and the exploratory nature of this research project.
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Future Research
The study limitations provide opportunities for future research. Consideration
should be given to the reexamination of model relationships with a larger sample and
continued testing of the survey instrument for psychometric performance. Further model
testing using separate scales or methods is needed in order to reduce method effect and to
determine the full strength of the findings. Use of structural equation modeling may offer
a more precise test of the theoretical framework. Structural equation modeling may also
strengthen support for instrument subscale construct validity through confirmatory factor
analysis. Identification of reciprocal relationships in the SROM-BH and the use of
structural equation modeling may also provide an opportunity for analysis of recursive
paths. Finally, further development of recovery authentication, a concept developed as a
result of this study, may contribute to a broadened understanding of opportunities to
promote recovery and moderate the loss of self that is associated with mental illness.
Summary
This project has provided an opportunity to contribute to the scientific basis of
nursing practice by its focus on client outcomes research. It has offered beginning
contributions to the conceptualization, empirical validation and selection of relevant
outcomes of behavioral health care. This study also provided the investigator with a
valuable opportunity to collaborate with Community Partnership of Southern Arizona in
this research initiative seeking to give voice to the behavioral health care consumer and

improve the quality of mental health services and outcomes.
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This research project developed and used a dynamic multidimensional model to
take into account the complex conceptual challenges surrounding behavioral health
outcomes research. A descriptive theoretical model using secondary data was used.
Composite indices were developed for five model variables: Consumer Participation in
Treatment Planning, Consumer Perception of Access, Consumer Perception of Quality
and Appropriateness (affective response), Consumer Perception of Quality and
Appropriateness (staff support), and Level of Functioning. Eight hypothesized positive
predictor and three unhypothesized negative predictor relationships were supported.
Three hypothesized positive predictor relationships were not supported. Consumer
participation in treatment planning, the intervention of interest in this study had an effect

(either direct or indirect) on all five outcome variables.
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: slztements abou

o Planmng & Research: Department

- 4575 Bast Broadway.

Tucson, Anzona 8571 l :

Swnchbcard 520/325-4268‘ o

FA)_{ 52073186935

Dear Consumer

' CPSA is conductmg a survey of - mdlvxduals recewmg behavwral health semces i Puna, Cochlsc, _Graham )
» ‘Greenlee and SantaCruz Countles , K5 : o

‘-:'I’he survsy‘ ﬂldeszgned to get an xdea how the customers who have used our semces feel abeut the servtces theyv
have recelved and whether those services are makmg a dﬁercnce in their life. Fer‘thxs survey io. b;: successﬁxl we
' need your cooperation—so please eomplete the ¢riclosed form and return it in the self-addressed; stamped gnvelope -
- & soon as possible. And be assured that your responses- are <o 1denua1 and wﬂl be clumped swith the Repeuses of ;-
. 600 other mdmduals ‘whe are recemng the survey, » . . :

) As yoru can. see, for 'st of the. 1tems on the survey, you are askﬂd to rate your agreement or: dlsagreemcnt wn‘h 7
[ semces. A ﬁnal 1tem allows YO 16 gwe us your own commcnts R

" -vThank ypu far taklng the t:me 10 ﬁll ot and remm che survey promptly We apprecxate ’ T hcip and mput If you
: have any quesnon& regardmg thxs survey, please contact Carla Proano at 325—4268 or 1-800—959-1063 o

K Smcerely, e

‘{’Noel Gonssles; PhLD. NCC, CPHQ :
’ ’Dxrecwr Perfomxance Tmprovement andQuahtyManagement"; R A R ey
3 'ty Partnerslnp ofSouthem Arlzona ST T R T

Cmnmymzy Pannershrp oi"Seuthem Anzona
2001 Final Stathlde Percf:ptxon Survey
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N | Mental Health SR R . Michael Sliver, M.S.HA.
\ | Association ' ' : Presiclen|, Board of Directors

of Arizona ’ N . S Ghenyi Collier Becker
w. ) ; . . ) ) c Exgtutive Director

March 13, 2001
Dear Friends

inour efforl to effect posrtNe changes in the current behavioral health service delfivery
system, the Mental Health Association of Arizona together with the Arizona Department
of Health Services, Division of Behavioral Health Services, are Jomtly seekmg your
partrcrpatlon in the enclosed consumer survey : .

The survey asks about you or your' chlld ] expenence with the mental health and
substance abuse service system as well as your thoughts of how these services have
* - helped you or your child's daily activities. Your responses will be confidential and
remain anonymous.- Although a code has been mcluded in the survey, it wrll solely be
- ‘used for tracking dupllcate responses. .

Please take a few minutes o respond to the survey questlons fo the best of your
. knowledge. | would also like to encourage you to say.a few words about how you feel
_ - changes should be made. :

Thank you for your partrcxpatlon and unwavering support to help improve the service
- system. Please fesl free to call the Mental Health Assocratron of Arizona lf we can be of
- ’help to you or your famlly ' :

" Sincerely, e Lo
| %/.m |
_ Chery! Collier o

Executive Director -

. AUnited Way '
analy Partner Agency :

6411 East Thomas Road ® Sl:ottsdale AZ 85251 e 480-994—4407 o. 800—M HA 927 7 ® Fa.x 480-994—4744
’ An aﬂ'almne of the Natmnal Mental Heahh Assoclatlon 2 Al 501 {c}(.‘i) non-proﬁ: organlzaunn serving Arizona: since 19‘54
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2001 sTaTEWDEADULT [l
 CLIENT PERCEPTION SURVEY |

[To be completed by RBHA]

RBHA ID:

Survey frackin'g Number:
Facility 1D: o MName of Service Agency:
Telemedicine: Program :

Entitlement Status .
(as of 10/01/00 i.e.TXIX,
TXX! or Non- TXIX/TXX!)

(Engiish version)

Please help us imprbVe our program by answering a few questions about the services you are currently
recelving or have received. We are interested in your honest opinion. All responses-are confidential.
Your current andior future services wili not be affected because of your participation in this survey. -

After you have completed the sdl_fvey; please fold and return it in the 'att.ach'ed envelope before

Thank you .

: Plsase fili in the blank or check }our answer to the following quesﬂons
PLEASE USE PEN OR PENCIL

Information @bout the Persoh Re‘ceiving _SQrvipes:

Age
Sex Male Female ____
Race ___ White Black . Asian Native-American Other

Ethnicity _ Hispanic _;‘Nvog Hispanic or Latino
L

Person Completing This Survey Is:

... The person who is directly receiving sewices

~— Oter O Parent/Guardian O Frend O Relative {Uncle, Aunt Cousin, Grandparsnt, etc.)

K

Piease continue to answer questlons oﬁ the next pags.



PART I, Please mark }pur answer by filling In the bubbles complstaly.

1. Ilike the services that I received here,

. O StronglyAgree O Agree Ol;am Neutral - O Disagres OStronglyDisagra_e O NotApplicable

2. If T tad other choiées, T would géill get seyvices from this agency. )
‘ O stronglyAgree O Agree O | am Neutral O Disagree O .StronglyDisagree O NotApplicable

3. I would recommend this agency to a friend or 3 family member. -

O StronglyAgree O Agree O am Neutral O Disagree O Stronginléagr‘ee O NotApplicable

‘4. The location 6{ services WRS convenient (parking, public transportation, distance, etc.). .
O StronglyAgree = O Agree ~ O lamNeutral O Disagree . O StronglyDisagree O NotApplicable

Iy

§. Staff were willing to see me.as often as [ fel¢ was necessary. s ' .
O stronigiyAgres O Agree O tam Neutral _ODisagres O StronglyDisagree O NotApplicable

6. Staff returned my cails within 24 hours. v _
O swonglyAgree . O Agree O lam Neutral . ODisagree . O StronglyDisagree O NntAbplicable

Al

7. Sexvices were available at tmes that were good for me.

O stronglyAgree O Agree Q {'am Nsutrat O Disagres - O StronglyDisagres O NotApplicaBIe_

8. T was able to get all iny services I thenght I needed.

O StronglyAgree O Agfee . © 1am Neutral O Disagree O StronglyDisagres O NotApplicable

9, I was able to see & psyehiatrist when [ wanted ¢o. v : .
O StronglyAgree - O Agree OlamNeutral =~ O Disagree O StronglyDlsagrée 'O NotApplicable

10, Staff here bel'ie\?e.l can grow, change, and recover.
O stronglyAgree - O Agree O | am Neutral O Disagree ~ O StronglyDisagree O NofApplicable

11, ¥ felt eumfortable ssking questions about my treatment medication.

O stronglyAgree OAgree . O !am'Ngutral O Disagree O StrongfyDléagrée O NotApplicable -
12, ¥ feit free to complain. ~
O stronglyAgree O Agres - O { am Neutral O Disagres O StronglyDisagree - O NotApplicable

13. 1 w\?né given information shout my rights. . . _
O-StronglyAgiee QO Agree O { am Neutral ODisagree O StronglyDisagree O NotApplicable

14. Staff encouraged me tomke responsibility for how I live my life. .
O StronglyAgree O Agred - . O | am Neutral O Disagres O StronglyDisagree - O NotApplicable

., ‘ . Please continue to answer questions on the next page.



15. Staff told me what side effects to watch out for.

O StongiyAgres O Agree O tam Neutrat

O Disagres O StronglyDisagree

O NotApplicable

16. Staff respected my wishes sbout who is and whe is net, to be give;n information sbout my freatment.

O §trohglyAgree‘ O Agres O tamNeutral Q Disagree O StronglyDisagree

O NotApplicable

17. 1, not staff; decided my treatment goals.

O SwonglyAgres O Agres O 1 am Neutral Q Disagree’ O StronglyDisagree

O Notapplicable

18. Staffwere semsitive to my cultural background (race, religion, language, efe.).

O SwonglyAgree O Agree O I am Neutral O Disagree O StronglyDisagree

O NotApplicable

19. Staffhelped me obtain the information [ needed so that I could take charge of managing my illness, -

O StronglyAgres- O Agree O 1am Noutral O Disagres O StronglyDisagree

O NotApplicable

v 20. I wa:Aenconraged'tn SE COnSmmEr-ru programs (3uppert groups, drop-in cénm, erisis phone line, etc.)..

O stronglyAgree O Agree QO lam Neutral O Disagres O StronglyDisagree

O NotApplicable

1. 1 deal more effectively with daily problems.

O StronglyAgree O Agree O 1am Neutral O Disagree O StrdnglyDisagi'ee O NotApplicable
22. I am better able té control my life. ) )

O StronglyAgree . O Agree O lam Neutral O Disagree O StronglyDisagree O NotApplicable
23. T am better able to deal with erisls. . .o

O StronglyAgree O Agree O am Neutral O Disagree o) StronglyDisagree O NotApplicable
24. [ am getting along bettér with my family.

O StronglyAgree O Agres O tam Neutral O Disagree O Stronglj;Disagree o] Not Applicable
25, I do better in social siteatioms. * )

O SwongiyAgree O Agree O 1 am Neutral O Disagree O StronglyDisagree = O Not Applicable
26, 1 (_lo better in school and/or work. ‘

O StronglyAgres ‘ Q) Agree O tam Neutral O Disagree O StrongiyDisagree O Not Appiicable
27, My Yousing situation has fmproved,

O StronglyAgres o) Agree O | am Neutral O Disagree O StronglyDisagree = © NotApplicable
28, My symptoms sive not bothering me 2s much, ‘ )

O StonglyAgree O Agree * ¢ | am Neutral O Disagree QO StronglyDisagres O NotAppIiéable

Please continue to answer guestions on the next page.
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PARY 1. Please mark your answer by fliling In the bubbios_cam pia(ol&.

1. Iz the lest year, did you see @ doctor or nurse in 2 hospital emergency room?
O Yes . OHe C Do notremamber

[~

Ix the last year, other tham going to » hospital emergency room, did you e d docter oy nurse fot 2 kesith check-up, phyulcnl
exam or becamse you were sick? : )

OvYss - OtNe Q Do notremembper

W

. Developing my service/trestment plar was 2 useful experionce.

" O StronglyAgres. O Agree O 1am Nettral - O Disagree O StionglyDisagrée O NotApplicabls

4. My service/treatment pian has been useful in achieving my trestment goals.

- QO Strongly Agree O Agree O 1am Neutrat ' O.Dlsag}ep OStronglyD!sagr_eeb QO NotApplicable

5. My service/trestm eﬁt plan deals with the problems that are béthering me.

90

© StronglyAgres O Agree . Olam Neutral O Disagres QO StronglyDisagree O NotAbpllcab_le

3 ; N .

PART IV, Ploase use the spaca below to write any othercomments or suggestions you have. PLEASE BRINT:

2

THANK YOU FOR YOUR CO,(.)'PERATION } .
AND TIME IN COMPLETING THIS SURVEYH! S
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m Partnershlpty
L nf Southern Arizoza
W&mwm :

lemmg & Research Department
. * 4575 East Broadway
Tucson, Anzona 85711

watchboard 520/ 325-4268 :
“FAX: 520[318_-6935

Eshmado Chente '

CPSA esté conduclendo un estudlo de sausfacclon para mdlvxduos qmenes estén remblendo serwcms de salud
mental en los condados de: lea Graham Greenlee ¥ Santa Cruz

Esbe estudio fue dxsenado para poder saber como se s1enten los chentes qulenes “Than usado nuestros servicios de '
salud mental sobre esos servicios y si s1enten que estos servicios le han’ ‘hecho una-difefencia en sus v1das ‘Para que
este estudw sea eficaz,: necesmmos $u cooperacion, asi es, que por favor tome inos. MOTMEntos en, llenar la forma
que sigue y enviaria en- el sobre estamplllado o mas. pronto posible: Se.le -asegura:que-sus. respuestas serdn
confidenciales y. solo 's& nisaran en forma agregada Junto con as otras 600° respuestas de otms mdmduos cuales
tamblen han recxbtdo esta forma ' . G . Lo

Como ve, para muchas de las preguntas en la forma e preguntamos que mdxque cori unt numero cuanto Ud esté de
acuerdo o desacuerdo con fo dicho en sobre los servicios de salud mental Utta pregunta final le penmte ha Ud
darncss sus cementanos. ' . ) , _

Muchas gracxas por temar e} txempo €n- llenar ¥ rggresar promo esta forma Le agradecemos su- ayuda y.sus
sugerencias. *Si acaso uene algunas preguntas sobre este estudlo por favor, Ilameie a Car[a Proaﬁo al 325-4268 ol
800-959-1063. . v : :

Smce,ramente, B

,Noel ol Gonzalez, Ph D NCC CPHQ ; ' ,
‘Director, Perfonance Improvement and Quahty Management _ o -
Commumty Paxtnershxp of Southem Anzona B RO o

CommumtyPartnmhlpofSouthemAnzona ) A O R . 57
2001anlStatewxdﬂPerceptmnSurvey i o SENCETINUERT : B PRI
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-Mental Health N ‘ . _ v . Michasl Siver, M.5.HA.
Assomaimn . : . Presidest, Boerd of Directors
of Arizona -~ S -7 T T T Ghenf Colifer Beoker

Executive Director

Estfmados Amigos

En nuestro esfuerzo de efectuar cambios pesitivos en ef actual sistema de salud mental, fa
Asociacion ds Salud Mental de Arizona junto con ef Departamento de Salud det Estado de
Arizona/Division de Salud Mental buscan su parhmpacxon en la sncuesta de servicios que

acompa a ¢stacarta, -

En esta encuesta se le pregunia sobré su 0 su hijos expenenua con el sistema ds servicios de
salud mental y tratamiento para el abuso de substancias y drogas, incluyendo sus pensamientos
de como estos servicios le han ayudado en su vida cotidiana. Sus respuestas son confidenciies
y semantendran andnimas.. Se ha inchuide un cddigo en la encuesta que se usara solamente
para localizar respuastas repet:das )

Por favar, tome unos minutos y - conteste Ias preguntas de i encussta dandonos su opm:cn
honesta, También me gustaria animarle a que comparta su opinion, en sus propias palabras
sobre los cambios que se.deberian hécer.

™ Favor llame a la Asotiacién de Salud Mental en Anzona (Mental Health Association), si austed 0
a su familia le podemos ayudar,

Gracnas mil porsu. parhc:paucn ¥ pOr Su apoyo firme para mejorar el s»stema de servicios.
‘ - Sinceramente, ‘

W{M@N

Cheryl Collier
Executive Director

\@

A United Way
ansry Pariner Agancy

6411 East Thomas Road ® SCottsdale. AZ 8525'] . v480-994—4407 ® SOO-MHA 9277 = Fax 480-994-4744
An offiliate.of the Naﬂonal Mental Health Assocation . ¢ LASOI(e)(3) _non'proﬁt organizquon serving Arizono since 1954



. ] : 2001 ENGUESTA ESTATAL DE PERCEPGION DE .
) CLIENTES ADULTOS

@8y (Aning do ampozar con lo entuoblz, eats aedciy de e fonna-debe aor of porelp
' __Reqlens) dp Sehad Men ET
170 be complatod by RaRA) . .

RBHA 1D: Survay Tracking Numbar:

Facﬂlty_v l‘t‘J: . Name of Service Agency:

Telemedicine: Program:

Entitlemont Status
(85 of 10/01/00 Lo TXIX,
TXXE or Noa~ TXIXITXXE)

(Spanis;h version)

Por favar ﬁ'_y!'!denos & majorar nuestro programa al oonfgahr unas poces preg can e &los ios qua.gatd
e te 3 on su opinidn honesta. Todés las respuestas son confidencialas.
Sus servicios actusles y futuros no se verén por su o on esta

Cuando teming de llenar la encuesta, por fevor dobisla y devublvaia &n ol sobre adjunto antes de

Graclag

* Liene los espacios on blanco o marqus sus jste a i p

i 1on -sobre ia F qus Racbe

e T]

BSexo - Masculine ____ . Fomenino

Raza

Anglo-Sajbn liagw Asiético _ Natlvo-Americano. . | Otro
Etnicidad Hispano No Hispano o Latino

La Persona gue Completa osta Encuenta es:

8 parsons que esté it ios servickos
—— 010 () PadredT utor O Amigofa O Familiz (Tlo, Tfa, Frimo, Abuslo, etc)
. . Por faver, I do lag pregunt;  on la préxima pégina. .
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Parte il. Por mvcr, margue su respuesia lonando ios circulos ﬁ,dtalmente

1. Mz gestan los servicios que be recibids aqul,

O si.dsliniivamente O Sl deacuerdo O Newtral O Nosstoydeacusrde O Definitivamentenc O Noaplica

s s

2. S tuviers mds opel

yo seg di iewﬁdnﬂeneéinagencim .

O Sl definitivamente O Si,deacuerde O Neuwtral O Noestoyde acuerdo O Definilivamentens =~ O Noaplica

3. ‘Yo recomendaria esta agencia a un/a auslge/a o un wiembre de n famille,

O sl,definiivements O SI, de acuerdo ONeural O MNo sstoydeacuerde O Definitvamentens O Ne aplica
4. Lalocalidad de los servicios es conveniente (eutusd ! transports pﬁblﬁ:o, i 1a, afc)
O Si,definiivamente O Si,deacuerde O Neutral O Noestoyde acuerdo O Definitivamentens O Noaplics
5, i personal estaba dispuesto » verme tam seguldo como fuers i, -
O si,definiivamentz O Si,deacuerds O Neutral O Noestoyde éc'ueqdo O Definiivamentzne O Noaplica
6. El persons] me regress I Hamado ou 24 boras.
O si,defiritvamente O Sl,deacuerds O Neutral O Noestoydeacusrdo O Definlfvamentenc O Noaplica _
7. Los serviclos estaban disponibles 2 ln Boras gue eran convenlente para k.
(o] SI definitivaments 'O Si,descuerde O Neutrsl O Noestoydeacuerdo O Definitivamentenc O Noeplica
8. Rectbf todes Jog servicios gque necesltaba. v ‘ _
O Si,definiivamente O Sl deacuerdo O Neutral O Noestoydescuerds O Definitivamentene O Mo aplica
9, Pade ver al psiquistra cusnde querfa, ]
O sidefiniivamente O Si,deacuerdo O Newtral O Noestoyde acuerdo " O Definifivamentens O No aplica
19, El persona] squi cree que yo puedo crocer, cumbiar y recuperarme,
O si definitivamente O Sl deacuerdo O Neutral | O Noestoydeacusrdo O Definitivamentenc O No aplica
1. Me seutis guste a p sobre mis de tratomiento,
O Sideflnifvamente O Si,deacuerds O Neutral O Noestoydeacuerds ' O Definitivamenteno O Noaplica
12, Me sentf que podia quejarme. ) '
lo] Si,'deﬁhiﬁvameMa O Si,deacuerde. O Neutral O Noestoydeacuerdo O Definiivamentene O Noaplica
13, Me dieron tuformacién sobre mis deroshet. . ‘ ,
O 8 definitivamente O Sl,deacuerdc O Neutral O Noesioydeacuerdo O Definltivamenteno O Noaplica
14, Hipe it me @ tomar responsabilidad sobre come vive mi vids, )
O Si,definitvarnente O Sl,deacusrde O'Neutrl O No estoydeacuerdo O Definitivamenteno O Noaplica

Por favor, continue contestando las preguntas en la préxima pégina.
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15. Bl personal me infnmmrmiwam eran fos sfecios secandarios que deberia muer‘mi_dmdo. )

O S definitvamente . O Sl deacuerde O Neutrsl O Noestoydeecuerds O Definifvamentsno . O Nosapica
16. Bt personsl respetaroa mis descos de o quiéa quién o ue le darla Informacién sobre wi . tratamiento, -

O Si.definitvamenie O Si,ds acuerda ONeutral O Noestoydoacuerdo O Dafinfivamenteno - O Noaplica
17 Y"o, #o ol personal, deckdi mis metss de tratamlento. ' ) ‘

(o] Siydefiniivaments O Si, de acuerdo : O Neutral: O Mo estoy de acuerdo e’ D;oﬁnlﬁ\iamentenov . © Noaplica
18. El pereonal respets mi radiciones y cultura (razs, riliglon, konguje, efe) .

O Si,definiivamente O Si,de Scuerdo ONeuttal O Noestoydeacuerdo O Definiivamentenc O No apﬁba

19, El pervonsl me syudd 5 obtener Is Ink 162 que el par:quéyupudahscéumemgodndamharm!wrw.

O Si.definiivamente  © Si, deacuerde O Newtral O No eétoyde acuerdo O Definitivamentenc

O Noaplica

‘26, Me antmaron & usar programas gulades por consumidores (grupes de apoyo, eenm de vltlﬁs, liness telefénicas de crisls, ets)

O Si.defiritivamente O S, da_acuefdo OnNeutrdl O Noestoydeawerdo' O Definifivamentenc- O Noaplica
) 21, Puedos enfrentarme & wis problemss diarios, més efkﬂvimenta.‘ L . )
‘O Si.definitvamente O Si,deacuero . O Neutral O Noestoydeacuerdo O Definitivamentenc O Noaplica
22, Pucdocontroler mcjor osi vida, < ‘ '
O Sidefintivaniente O Si,deacuerdo - O Neutral . O Noestoydescierde O 'Deﬁrﬁﬁvamenteno O MNoaplica
‘33, Puedo enfreatarme mucko mejor & bus crials, .
O §l,definitivamente O Si,deacuerdo O Neutral O Mossioydeacuerde O Defimitivamentenc O No splich
24, Me lle_vovmucAho mejor con i familia. . i .
(e} SI.’deﬁnMEMe © OSideacuerdo O Neulral O Noesioydeacuerde O De_ﬁniﬁvamenter_\d' . O_Noapllcé
25, Estoy mejor on shtunclones sociales. ) A .
e SI,deﬂriﬁvérnemg O Si,deacuerds” O Newiral O No éstuyde'aquerdo - O Definitivamenteno O Noqplica.
26.¥stoy mojor éa fn escucla Yoen ol trabaje. ' ,
O' i, définitivamente O Si,deacuerde O Meutrdl O No estoydeacusrdo  Q Definitivamentenic O Ho aplica
27 Ml.sihxlcﬁu"dsvlvimdn hamejorado. - By .
O Sidefinitivaments O Si,deacuerdo. O Neutral " ONoestoydeacuerds -+ O Definlivamenteno O No aplica
28. Mis sintomas ;uo' me han molestado muche. ) . )
O S\, definifvaments O Si,descuerdo O Neural O Noestoydeacuerde O Definfivamentenc O No aplica

Por favor, continue contestando las preguntas en la pkéxim_a pégina.'

¥
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. Parts .- PM favor mmrmm 2% mwpmwtw ﬂenmdo M cicu&n %o&mmunw.

i. Et nﬂu msa!o Lvlﬂ mwd & nn dm:tnr o enfem : Q.eu [£3 u!n dc cmomuch de (1 huplhl?
ost L ONo ) ONomomundo : :

2. Ei aﬁo plsndn, 8o untudn -COU Y vmta 8 Ia B8l do mergucu gvm und 8.%R dvttor 8 vntemcm pnn By oxdmou dn u!nd,
. e:iman ﬂxlw @ porqgee sstabe en!ernola? : R . : .

o8t A O e ' GNomoacuordc

’ '3. D mnlln urlplln de nrvi:inltr:tanint&fue unupeﬂeuiu a9 nucbo beaaﬂela. : ) R .
: O SI doﬁmﬁvamanm GSlde acuordo O.Nov._ltral ‘ ONo aatqydo ncuondo Otanhiﬁvamanﬁno :C;) Hoaplica -

) 4. Mip!uda teioftratimient basldo oz “"‘ t
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L y
Communiiy
C 54 PartnerShlp Building om community nvength and spirit.

of Seuthern Avtzona

Rirsawecf bt e flcath Nishor s 4575 E. Broadway = ucson, Arizona 85711 - Administration 520-325-4268 or B00-959-1063 « Fax 520-318-6935

Dear Ms. Saewert:

You have permission fo use quantitative data from the Communily Parinership of Southemn
Arizona (CPSA) 2001 Consumer Perception Survey for your dissertation research, Testing a
Systems Research Mode! for Behavioral Health. These data are to be kept confidential and to be
used only by you for purposes of your dissertation research. You will not have access to any
personal participant information. All participant personal identifiers have been removed from the
data file. A copy of all publications that result from the use of these data is requested.

Sincerely,

e~RUS

Michael Berren, Ph.D.
Director
Systern Development & Evaluation

Member Sesvices: 800-771-9889 or 520-325-2093
The C i hip of Southern Arizona received funding from the Arizona Depariment of Hezlth Services
and the Substance Abuse and Mental Health Services Administration. An ADA/EEO/AA emplover.
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IR - (520) 6286721 .
|29 May 2003

Kaven J. Saewert, PL.D. Candidate ’
" Joyce A Vegran; PhD. o
College of Nursing, Room 429
. PO BOX 210203 o

- RE: TESTTNG A SYSTEMS RESEARCH ORGANIZING MODEL FORBEHAVIORAL
HEALTH

. Dear Ms. Saewert:

- Wereceived documents concerning your above cited project. This study involves secondary analysis

- of existing data (to be provided by Community Partnership of Southern Arizona without personal

identifiers). Therefore, regulations published by the U.S. Department of Health and Himmen Services

- {45 CFR Paxt 46 101(b) (4)] exexpt this type of research ﬁom review by our Insf:tl:iwnal Revisw
Board. , ]

Exempt status is granied with the understandmg that no further chaoges or additions will be made
to the procedures followed (which we have on file) without the review and approval of the Human
Subjects Comuitiee and your College or Departrental waew Comm:’ttce. :

~ Thauk you for informing us of your work. If you have any questmns cancm'nmg the above, please
cnn:tact this office.

Smcerely,

_Rebecea Dahl, RN, Ph.D

Director 5
- Humen Subjects Prgtecnon Program.

RDfs . v
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