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Using Data in Person-Centered Treatment Planning 
With Adult Mental Health Consumers 

EXECUTIVE SUMMARY 
Background Information: 
• Goal 2 of the President’s New Freedom Commission on Mental Health is that mental health care is 

consumer and family driven. The Commission identified that individualized plans of care can 
facilitate meaningful partnerships with care providers that improve service coordination, promote 
informed choices directed at improving individual outcomes, and aid in achieving recovery. 

• Purpose: This project has two purposes, first to examine program effectiveness around using data in 
treatment planning, and second to examine potential factors that may influence the treatment 
processes. 

• This report: This report includes information on consumers’ and case managers’ scores over time. 
We hypothesized that by consumers and case managers participating in training, the treatment plan 
would be revised, consumers would be more satisfied with their treatment planning and be more 
empowered in choosing services and in their relationship with their case manager. We also asked 
about Organizational Readiness to Change, Agency Recovery Orientation, and Readiness for Mental 
Health Treatment; however we did not hypothesize any changes in these measures over time as a 
result of the intervention. 

• Future report: A future report will examine the relationship between these concepts, for example, 
how Consumer Readiness for Mental Health Treatment and Service Empowerment are related, or 
how Organizational Readiness to Change is related to Agency Recovery Orientation. 

Study Methods: 
• Sample: Data were collected from 273 consumers (interviews) and 124 case managers (surveys) from 

four agencies. Most interviews were conducted by trained consumers or family members (10 of 17). 

o Consumers – More participants were female (64.3%) than male (35.7%). Most participants were 
Caucasian (62.9%; African American: 18.8%). Compared with statewide figures, we had a larger 
percentage of persons indicating Disabled, and diagnosed with Schizophrenia or Other Psychotic 
Disorders.  

o Case Managers – More participants were female (72.7%) than male (27.3%). Most participants 
were Caucasian (77.3%; African American or Other racial backgrounds: 22.7%). Three quarters 
had completed college. While less than one-third had limited mental health experience, more than 
one-third had a minimum of six years experience. Turnover and voluntary research participation 
resulted in a small sample size and limited testing change over time. 

• Wait-list control study design: All participants were interviewed or surveyed at Time 1 
(baseline). Case managers and consumers from two agencies (initial intervention group) participated 
in training programs after the first round of data collection. All participants were again interviewed or 
surveyed at Time 2. Case managers and consumers from the other two agencies (wait-list control 
group) participated in training programs after the second round of data collection. And again all 
participants were interviewed or surveyed at Time 3. 

• Training: Consumers participated in the Peer-led “Climbing Into the Driver’s Seat” program. Case 
managers participated in the “Using Adult Consumer Outcomes to Support Service and Recovery 
Planning” provided by the Cluster-based Planning Coordinating Center of Excellence (CBP CCOE). 
Training details are included in the full report. 
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• Measures: Both consumers and case managers responded about: Service Empowerment, Agency 
Recovery Orientation, Satisfaction with Treatment Planning, Using Data in Treatment Planning, and 
Knowledge of a consumer outcomes survey. Additionally, case managers also rated Organizational 
Culture/Readiness to Change and consumers also rated Readiness for Mental Health Treatment. 

Results – Workshop Evaluations and Treatment Planning Revisions: 
• Workshop Evaluation: 

o Consumers – Less than half (48.9%) completed at least one day of the training. However 
satisfaction was fairly high of those that participated, consumers liked the course and felt the 
course was valuable. Also, in general, consumers reported they were able to use the materials. 

o Case Managers – Across agencies they rated above the median on satisfaction, agreed that the 
training provided relevant information, reported they would use the ideas or materials in the 
future, and that their supervisor encouraged them to use the materials in their job. As a result of 
the training, some case managers reported they discuss results with the consumer before planning 
goals, some reported looking at strengths and weaknesses, others reported using consumers 
responses to probe for additional information, and others using scores to gauge progress. 

• Using Data in Treatment Planning: 
o Consumers – The baseline mean for consumers’ ratings of Using Data in Treatment Planning was 

between undecided and agree; this may indicate that some consumers do use Outcomes and some 
may need additional support or information to use Outcomes. Consumers in the second group 
(wait-list control) did show a small significant increase in using data after participating in the 
program (scores increase from Time 2 to Time 3). 

o Case managers – The baseline mean for case managers’ ratings of Using Data in Treatment 
Planning was a little higher than their perceptions of Communicating about the Outcomes survey. 
This may indicate that case managers use the information on treatment planning but may not talk 
frequently about Outcomes with consumers. There was a small significant difference over time 
for those in the first group (initial intervention) which was delayed; case managers 
Communication and Using Data scores increased from Time 2 to Time 3. 

• Knowledge of Consumer Outcomes System: 
o Consumers – Baseline means were close to agree, which may indicate that some consumers know 

about the Outcomes system. There was a small significant difference over time for consumers in 
the first group (initial intervention group) which was delayed; consumers’ knowledge of things 
that are false on the Outcomes survey increased from Time 2 to Time 3. 

o Case managers – Baseline means, between uncertain and agree, may indicate that case managers 
have some knowledge but may not be aware of some of the functions or uses of the Outcomes 
system. There were no significant changes over time for this measure.  

Results – Potential Intervention Effects: 
• Service Empowerment: 

o Consumers – Consumers’ baseline ratings of their relationship with their case manager and their 
involvement in decision-making indicate consumers feel they have an okay relationship and some 
involvement in decisions but there is room for improvement. There was a difference by gender, 
females felt more empowered in both their involvement in their service decisions and their 
relationship with their case manager than males. Contrary to our hypotheses, there were no 
significant changes over time.  
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o Case managers – At baseline case managers’ rated their fostering personal relationships with 
consumers very high, which indicates that case managers believe they frequently encourage 
consumers, and talk with consumers about what is important to them. Case managers’ baseline 
ratings of involving consumers in decisions and understanding consumers indicate that they had a 
positive perception of their understanding of consumers’ needs and giving consumers’ choice in 
their services and goals. Case managers also rated sharing information about themselves lowest at 
baseline and over time, which may indicate they believe sharing personal information (for 
example about their own limitations) with consumers is less relevant to their relationship with 
consumers. This may be a function of case managers’ training about establishing boundaries, or 
due to agency policy. 

As hypothesized, there was a significant change over time for understanding consumers, the 
service relationship, and sharing self; scores for the first group (initial intervention) increased 
after participating in the training (from Time 1 to Time 2). Contrary to hypotheses, there were no 
significant differences over time for involvement in service decisions. 

• Satisfaction with Treatment Planning: 
o At baseline, both consumers and case managers rated case managers’ positive therapeutic 

orientation, and perception of consumers as individuals (normalization) very positively, between 
agree and strongly agree. These high means for both groups indicate that case managers foster, 
and consumers receive, mutual respect, listening and confidentiality, and an emphasis on the 
consumers as an individual rather than focusing on just the diagnosis.  

o At baseline, both consumers and case managers rated their perception of consumers’ control over 
the treatment planning process a little lower, between uncertain and agree. This could indicate 
treatment planning may be focused less on consumers goals and more what case managers want 
such as keeping appointments and medication management. 

o Contrary to hypotheses, there were no significant increases over time for consumers or case 
managers’ Satisfaction with Treatment Planning subscales after participating in the training 
program. 

• The Effects of Dose: Dose is an estimate of intervention strength (see full report for how this was 
calculated). Correlations were computed between dose and change scores (T2 score minus T1 score, 
and T3 score minus T2 score). There were no statistically significant correlations between dose and 
consumers’ ratings of Service Empowerment or Satisfaction with Treatment Planning. Getting ‘more’ 
of the intervention did not change whether the intervention was successful. 

Results – Additional Mental Health Factors: 
• Agency Recovery Orientation:  

o Choice was rated highest by both consumers and case managers; they generally believe that 
consumers have access to treatment records, are able to choose providers and treatments, choices 
are respected, and staff refrain from coercive measures to influence choice.  

o Individually-Tailored Services was rated second by consumers; they generally believe the agency 
serves individual consumers’ needs, considers the persons cultural background, and strives to 
build people’s community connections. Case managers rated the agency a little lower on tailoring 
individual services to consumers, their average was closer to uncertain. 

o Life Goals was rated second highest by case managers and third highest by consumers; they 
believe the agency encourages consumers to make life plans beyond symptom management, to try 
new things, to get involved in the community, and discuss their recovery plans such as 
employment or educational goals, not just their treatment.  
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o Diversity of Treatment Options was rated a little lower which may indicate that there are some 
efforts to discuss consumers spiritual and intimacy needs, emphasize recovery, and connect 
consumers with role models or mentors, but these efforts could potentially be increased. 

o Agency and Community Involvement was rated lowest, meaning there is room for improvement 
involving consumers in operations such as sitting on agency advisory boards, program decisions, 
and facilitating community volunteering. 

• Organizational Readiness Factors: Case managers rated these organizational factors fairly 
similar at baseline across all four agencies. 

o Motivational Readiness to Change – For Program Needs, at baseline case managers rated the 
need to develop effective group sessions highest and assessing consumer needs lowest. For 
Training Needs, case managers rated improving consumer thinking and problem solving as the 
highest training need followed by increasing consumer participation and improving behavioral 
management of consumers. The highest rated Pressures for Change were from external sources, 
such as funding and oversight organizations, and accrediting/licensing authorities. 

o Institutional Resources – At baseline, case managers said that they did have access to training and 
conferences, but may appreciate additional opportunities. Additionally, case managers believe 
that to effectively perform their jobs, there is a need for additional staff, skill training, and more 
time with consumers. 

o Staff Attributes – At baseline, case managers rated themselves as fairly adaptable and perceive 
themselves as somewhat able/willing to try new ideas and procedures within the agency. Case 
managers rated their efficacy highest of all the organizational factors, believing they have the 
necessary skills to be effective in their positions.  

o Organizational Climate – Case managers’ ratings of the Organizational Mission and Goals, Staff 
Autonomy, and Openness to Change were higher than uncertain, but lower than agree, indicating 
case managers overall believe the Organizational Climate is okay but may have room for change. 

o Job Satisfaction – Research has shown that job satisfaction is an important predictor of employee 
retention, including in human services. Case managers rated this second highest of the 
organizational factors indicating they like their jobs, feel appreciated, and value their work.  

o In general, these organizational factors remained fairly consistent over time within agencies. 
There was a slight increase in staffing resources for both the initial intervention group and the 
wait-list control group after participating in the intervention. There was also an increase by the 
final data collection in staff efficacy, staff adaptability, ratings of the organizations mission and 
goals, and training utilization, but only for agencies in the initial intervention group. 

• Consumer Readiness for Mental Health Treatment: Cluster Analysis identified two different 
patterns of scores, a Participation Group and a Precontemplation Group. Based on the pattern of 
scores on four subscales (Precontemplation, Contemplation, Action, and Maintenance), the 
Precontemplation Group may include persons thinking about their mental health treatment but not 
sure they are ready to be actively engaged in treatment. Based on their pattern of scores, the 
Participation Group may include consumers who are taking steps to make changes and are actively 
involved in their mental health treatment. However, more analyses need to be done to investigate the 
relevance of these groups. 

Conclusions: 
• There were fewer significant increases in scores of Service Empowerment, Satisfaction with 

Treatment Planning, and Using Data in Treatment Planning, after participating in the intervention 
than estimated. There are some possible explanations.  
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• First, the unique contribution of this intervention was that both consumers and case managers would 
participate in training and be empowered to work together. However, we only had about half of 
consumer participants attend training which may have affected the ability of the program to produce 
an effect.  

• Second, the intervention was primarily designed to extend the use of data to treatment planning. 
However, treatment planning occurs within the context of the complex relationship between 
consumers and case managers. This relationship is influenced by multiple factors not included in this 
study.  

• And third, because the intervention was focused specifically on using data in treatment planning the 
intervention may not have been sufficient to produce the expected changes in the measures used.  

• Although the specificity of the intervention may have impacted our ability to detect a large impact, 
individual comments from consumers, case managers, and agency personnel indicated they valued the 
training programs.  

• Accrediting organizations often require that agencies collect data; we suggest that the principles of 
this training program can be applied to any type of outcome measure that agencies find useful. Data 
can be used to identify strengths and weaknesses, help identify goals, help prompt further questions, 
and assist in justifying medical necessity. The utility depends on the agencies’ goals and needs, and 
individual consumers’ and case managers’ background and training. 

• We noticed that when both consumers and case managers rated variables, ratings were fairly similar. 
This appeared true for ratings of Service Empowerment, Satisfaction with Treatment Planning, and 
Agency Recovery Orientation. A future report will test whether these apparent similarities are in fact 
statistically similar.  

o Organizational factors have been found to influence consumer treatment engagement, counseling 
skills, rapport between counselors and consumers, consumer outcomes, program satisfaction, and 
use of program materials. In the current study, although case managers rated staffing resources 
lowest, they rated their efficacy highest. Additionally, case managers rated their job satisfaction 
second highest of all the organizational factors, signifying they like their jobs, feel appreciated, 
and value their work. This is particularly salient as higher job satisfaction has been associated 
with lower burnout and decreased turnover. These results indicate the need for further study on 
how these organizational factors are related to other variables studied in this project. 

o Both consumers and case managers rated Agency Recovery Orientation subscales similarly. 
Choice was rated highest, meaning agencies offer access to treatment records, allow consumers to 
choose providers and treatments, and that staff refrain from coercive measures to influence 
choice. Community Involvement was rated lowest indicating there is room for improvement 
involving consumers on agency advisory boards, program decisions, and facilitating community 
volunteering. Future work will look at how consumers’ and case managers’ ratings of the agency 
orientation toward recovery are associated with other variables included in this study 

• Next Steps: The next step is to prepare small Bulletins to make the extensive material in this report 
more accessible for general audiences. We also have additional data analyses to conduct, comparing 
all case manager ratings and all consumer ratings (separately). For example, are consumers’ ratings of 
Service Empowerment related to consumers’ ratings of Agency Recovery Orientation? Additionally 
we will use any available existing data to provide a historical perspective.
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Using Data in Person-Centered Treatment Planning 
With Adult Mental Health Consumers 

REPORT OVERVIEW 
 
This report presents background information related to the goals and purpose of this project. 
Also, a conceptual model is included, which shows the concepts that are studied and how the 
intervention theoretically impacts consumers’ Service Empowerment, Satisfaction with 
Treatment Planning, and consumer outcomes.  
 
In addition, the report includes a short summary of the intervention and training programs for 
case managers and consumers. The methods section includes the details of the evaluation study 
that was conducted to determine the effectiveness of the intervention. This section includes 
information on the study design, summary-level demographics about the consumers and case 
managers who participated, and a list of the measures in case manager surveys and consumer 
interviews. Results are presented by concept/measure. Finally, conclusions will be presented 
along with next steps for research. 
 
The focus of this report is to evaluate the effectiveness of the intervention using consumers’ and 
case managers’ change scores over three data collection time points. A future report will test the 
proposed conceptual model, that is, it will examine the relationship between the concepts 
included in the study (e.g., How is Consumer Readiness for Mental Health Treatment related to 
consumers’ sense of their Service Empowerment? Or how is Organizational Readiness to 
Change related to Agency Recovery Orientation?).  
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BACKGROUND INFORMATION 
 
The New Freedom Commission (NFC) on Mental Health (2003) identified the need for 
improving access to quality care and services by fundamentally transforming the public mental 
health system. One of the foundational principles for transformation was that “services and 
treatments must be consumer and family centered, geared to give consumers’ real and 
meaningful choices about treatment options and providers” (p. 5). The Commission further stated 
that consumers’ needs should drive the care and services they receive. The NFC identified 
several barriers to a consumer-driven system; some of these included fragmented services, 
financing rules and regulations, and bureaucratic boundaries. Furthermore, the Commission 
stated that “individualized plans of care help overcome the problems that result from fragmented 
or uncoordinated services and systems” (p. 28). 
 
In keeping with this perspective, the Commission recommended that individualized plans of care 
be developed for each adult with a serious mental illness and each child with a serious emotional 
disturbance (New Freedom Commission on Mental Health, 2003). The Commission asserted that 
individualized plans of care could facilitate meaningful partnerships with care providers that 
would improve service coordination, promote informed choices directed at improving individual 
outcomes, and aid in achieving recovery. SAMHSA (2005), in its report of the 2004 Consumer 
Direction Initiative Summit, emphasized the need for a shift in focus to more consumer-directed 
care. Historically, mental health systems have been dominated by the needs and concerns of 
providers, and individual service plans have been used to meet requirements and justify funding. 
Individual service (treatment) planning has not been a meaningful or person-centered process 
(Adams & Grieder, 2005; Linhorst, 2006; SAMHSA, 2005).  
 
Linhorst (2006) specified several fundamental conditions for individuals with severe mental 
illness to participate meaningfully in treatment planning. First, the individual must be 
psychologically ready and have the motivation to participate. In addition, the relationship 
between the consumer and case manager must be one of mutual trust and respect that allows for 
honest discussion of the consumer’s recovery goals. Also, consumers need to be able to exercise 
choice by selecting among an array of available services, supports, and providers that work best 
for them.  
 
SAMHSA (2005) recommended that mental health professionals be re-educated about the shift 
to a shared partnership, which is necessary in a person-centered and recovery-oriented system. 
Linhorst (2006) also emphasized the importance of providing training designed to encourage 
staff to interact with consumers in a more egalitarian manner. Additionally, in their study on 
Service Empowerment and recovery outcomes, Crane-Ross and colleagues (Crane-Ross, Lutz, & 
Roth, 2006) suggested that consumers be provided opportunities to express their service needs 
and preferences. Furthermore, they advised providing tools to case managers that promote the 
relationship between the case manager and consumer, and consumer empowerment. They 
suggested that agencies provide structural tools and opportunities that “require more interaction 
between consumers and staff in areas such as treatment planning and goal setting” (Crane-Ross, 
Lutz, & Roth, 2006, p. 154).  
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In Ohio, consumers regularly complete the Ohio Mental Health Consumer Outcomes System 
survey (consumers rate their Quality of Life, Symptom Distress, and Empowerment; case 
managers rate Community Functioning; Ohio Department of Mental Health, 2005a). However, in 
2007, focus groups of consumers revealed a wide variety of experience with the survey; some 
were unaware, while others had discussed the survey with their case managers or therapists. 
Studies have reported consumers wanted information on assessments they took and information 
about their illness and treatment options; additionally, providing information or feedback directly 
to consumers results in better outcomes (Allen, Montgomery, Tubman, Frazier, & Escovar, 
2003; Harmon, Hawkins, Lambert, Slade, & Whipple, 2005; Hill & Laugharne, 2006; Wills, 
Holmes-Rovner, 2006). Although some literature suggests that while consumers want a 
partnership with their care provider in decision making, the degree of participation varies by the 
severity of illness or current symptoms, and by motivation to change (Adams & Drake, 2006; 
Hill & Laugharne, 2006). Additionally, some literature has also suggested that consumer 
engagement and the relationship between the consumer and case manager is fostered by 
interactive and personal feedback (Adams & Grieder, 2005; DiClemente, Marinilli, Singh, & 
Bellino, 2001). Furthermore, accreditation standards encourage agencies to use data for 
outcomes assessment, performance improvement such as service effectiveness or access, and to 
assist in management decision making (CARF International, 2009). This study offers training for 
consumers and case managers about how to use results from an outcomes survey in their 
treatment planning. 
 
The Current Project 
 
This project had two purposes, first to examine program effectiveness around using data in 
treatment planning, and second to examine potential factors that may influence the treatment 
processes. 
 
A program for adult consumers and a program for case managers aimed to make treatment 
planning a more person-centered, collaborative, empowering and recovery-oriented process. 
Consumers, case managers (and supervisors) attended training sessions on how to communicate 
with each other about Consumer Outcomes data (see the following section, Consumer and Case 
Manager Training Programs, for a description of each of these curricula). We hypothesized that 
by consumers and case managers participating in training programs, the treatment plan would be 
revised, that consumers could be more satisfied with their treatment planning experience and be 
more empowered in their choices and in their relationship with their case manager (see Figure 1 
for the conceptual model).  
 
Moreover, additional literature has suggested additional factors that may influence the treatment 
process, such as organizational factors and readiness to change, consumer readiness for 
treatment, and agency orientation toward recovery. These factors may influence satisfaction with 
services, consumer/case-manager rapport and implementation of new programs (Adams & 
Grieder, 2005; Bellis, 1993; Flinn, 2004; Greener, Joe, Simpson, Rowan-Szal, & Lehman, 2007; 
Heesch, Velasquez, & von Sternberg, 2004; Hilburger & Lam, 1999; Lehman, Greener and 
Simpson, 2002; Linhorst, 2006; O’Connell, Tondora, Croog, Evans, & Davidson, 2005; 
Simpson, 2002; Simpson, Joe, & Rowan-Szal, 2007). We have also included these additional 
factors in the conceptual model; however, we did not specifically hypothesize any changes in 
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Organizational Culture/Readiness to Change, Agency Recovery Orientation, and Readiness for 
Mental Health Treatment as a result of participating in the training programs (see Figure 1). 
 
Figure 1. Conceptual Model 
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CONSUMER AND CASE MANAGER TRAINING PROGRAMS 
 
Descriptions of the consumer training program (Climbing Into the Driver’s Seat) and the case 
manager training program (Using Adult Consumer Outcomes to Support Service and Recovery 
Planning) are summarized in this section. Ideally, after both consumers and case managers 
attended training, their learning would be used in the subsequent treatment planning process to 
facilitate a more collaborative and empowering experience for consumers. While the content of 
these programs are specific to the Ohio Mental Health Consumer Outcomes System survey†, the 
principles included are potentially transferable to other outcomes systems. 
 
Climbing Into the Driver’s Seat 
 
Climbing Into the Driver’s Seat (CDS) was the training program for consumers. CDS was a peer-
led program that was developed as a tool for consumers to use the Outcomes Survey in their 
recovery plan. This curriculum was taught over two days and included the following 10 lessons.  

1. Introduction and History of the Ohio Mental Health Consumer Outcomes System 
o What a survey does and does not do (e.g., “It answers the basic question how am I doing? and, “It does 

not give syndrome names or labels.”). 
o Tree of Recovery – depicts how choices, self-determination and owning the recovery plan foster quality 

of life, safety and health, decreased symptom distress, and role performance (the Outcomes System 
domains). 

2. Using the Survey 
o What the survey asks about (e.g. emotional behaviors, work, meaningful daily activity, living situation, 

control over decisions) 

3. Taking the Survey 
o Scoring 
o Using an individual’s scores, interpreting information, comparing previous scores 
o Recipe for success – What ingredients (strengths, weaknesses, skills, knowledge) can we use to make a 

good recovery plan? 

4. Finding Strengths 
o Survey results produce data tailored to each individual 
o Making outcomes work for you – the survey can help focus on individual goals 
o Recovery plan itinerary – what the individual wants to accomplish 

5. Delving into the Domains 
o An individual’s recovery tree – applying the individual’s wants to the Outcomes domains 

6. Safety and Health 
o The Recovery Plan is a contract; consumers are responsible for certain things, as are case managers. 

Consumers, case managers, and clinicians together decide specific needs, put goals in steps and 
measurable terms, and compare strengths and weaknesses to achieve recovery goals. 

o Personal advantages and risks, self-knowledge is the key 
o Which answers are strengths (mostly satisfied or very pleased responses) or red flags (mostly dissatisfied 

or terrible responses)? If you have identified a problem, what would you like to do about it? 
                                                 
† In the Fall of 2009, the Ohio Department of Mental Health discontinued statewide collection and reporting of the 
Ohio Mental Health Consumer Outcomes System surveys in order to reduce administrative burden on provider 
agencies. Agencies were encouraged to select outcomes measures that fit their national accreditation needs. 
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7. Quality of Life 
o Which answers are strengths (mostly satisfied or very pleased responses) or red flags (mostly dissatisfied 

or terrible responses)? If you have identified a problem, what would you like to do about it? 
o Recovery discussion (e.g., Recovery can occur with or without professional intervention, Setbacks do 

not mean that previous growth had no value; setbacks, although frustrating may provide the basis for the 
process of recovering.). 

8. Empowerment 
o Which answers are strengths (strongly agree responses) or red flags (strongly disagree responses)? If you 

have identified a problem, what would you like to do about it? 
o The role of an advocate; using data for advocacy 

9. Symptom Distress 
o Which answers are strengths or red flags? If you have identified a problem, what would you like to do 

about it? 

10. Post-test and Graduation – “Knowing these things about ourselves puts us on the road to a 
better life; doing something about them puts us in the driver’s seat.”  

 
Using Adult Consumer Outcomes to Support Service and Recovery 
Planning  
 
The training program for case managers was “Using Adult Consumer Outcomes to Support 
Service and Recovery Planning.” The training was provided by the Cluster-based Planning 
Coordinating Center of Excellence (CBP CCOE) in two, half-day sessions. The training 
included: 

• A brief overview of the history of the ODMH Outcomes System, how it was developed, the 
stakeholders involved in the development. ODMH certification standards require that the 
data are reported to ODMH, used in service and recovery planning, and used in continuous 
quality improvement efforts. 

• A brief overview of recovery concepts and models, focusing on Ohio’s 12 guiding principles 
for Emerging Best Practices in Recovery. 

• A review of the Consumer Outcomes Survey. 

• A 4-step service and recovery planning process:  
o Step 1: Getting the Pictures 

− What is the consumer’s bio-psycho-social history? 
− What is the consumer’s strengths, problems, life situations, and social/cultural environments? 
− What is the consumer’s history of symptoms, mental health treatment, and social support? 
− What patterns exist in these contexts? 
− How does an individual consumer’s experience fit with other consumers’ experiences of which you 

are aware? 

o Step 2: Mutual Understanding of Outcomes Status 
− Cooperatively share the meaning and importance of the information obtained in Step 1. 
− Discuss with consumers their responses from the Outcomes Survey, particularly the Strengths and 

Red Flags Reports; ask about why they answered the question that way and how they felt. 
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o Step 3: Mutual Understanding of the Consumer’s Life Goals and Vision 
− Ask about the consumer’s past life (before the mental illness), what were his or her goals and 

desires? Does the consumer still desire these? 
− How does the consumer’s present status (e.g. symptom distress or sense of empowerment) support 

or present challenges to his or her hopes?  
− Prioritize the Outcomes, feelings, or functioning that the consumer would like to see changed. 

o Step 4: Shared Service/Recovery Plan 
− Identify a limited number of activities to address; these should be short-term goals that will help the 

consumer reach milestones (e.g., if the consumer wanted to go to collect, focus on what would be 
necessary for the consumer to first get a GED). 

− The Outcomes Survey can be used to justify the medical necessity 

• Case managers completed an exercise where they were provided with one of two sample 
consumer histories; they added additional hypothetical characteristics to the person, and 
completed a Consumer Outcomes Survey as if they were that client.  

o Case managers reviewed their additional consumer characteristics and how they 
completed the Outcomes Survey. Group discussion occurred about how a consumer’s 
bio-psychosocial history may affect his or her responses on the Outcomes Survey. 

o Additional discussion occurred about how the survey answers can be used as an ongoing 
tool for case managers to dialog with consumers (such as picking an individual item to 
revisit regularly with the consumer).  

o At the end of day-1 training, the facilitator asked the case managers to practice or use 
what they have learned with one consumer so that they can bring this experience to the 
second part of the training. 

• At the beginning of the second training day, day one activities were reviewed and case 
managers reported about their practice experiences to the group. 

• The exercise from day one was repeated with two new case studies to help case managers 
understand what it is like for a consumer to complete the Outcomes Survey. Again, group 
discussion occurred. 

• The training facilitator selected one of the two new case studies and walked through with the 
group how the 4-Step Recovery Planning process can be applied (using the case managers’ 
additional historical events and the hypothetical Outcomes Survey responses). 

• In a second exercise, the case managers completed a 4-Step Recovery Planning process with 
the other case study. Afterwards group discussion about the activity occurred. 

 
Treatment Planning Process  
 
Case managers and consumers were encouraged to use the tools provided in the training 
programs during their next Treatment Planning session, or the next time they discussed the 
consumer’s goals and objectives. In this study, however, these sessions and use of tools were not 
enforced or monitored. During the data collection period after the training, case managers and 
consumers answered questions about the usefulness of the training and any barriers that 
prevented them from using the information in the planning session. 
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METHODS 
 
The Evaluation Design 
 
The Evaluation Design is a wait-list-control design (see Figure 2); four agencies participated in 
the evaluation study. Baseline data collection occurred in each agency for all consumers and case 
managers in the fall of 2007. Consumers and case managers at two agencies (initial intervention 
group) were trained in winter, 2007. The second data collection occurred in spring 2008. 
Training for consumers and case managers in the second two agencies (wait-list control group) 
occurred in summer 2008, and the final data were collected in winter 2008.  
 
Figure 2. Evaluation Design 
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Procedures 
 
Agency Selection. In summer 2007, Ohio had 315 certified entities that provided services to 
adult consumers in local communities. Agencies were selected based on several criteria: 

1. At least a 50% return rate on Outcomes for adult consumers;  
2. Sufficient sample size: agencies needed at least 300 adult consumers receiving Community 

Psychiatric Supportive Treatment (CPST; a.k.a. case management) in 2006;  
3. Not participating in other training programs that provided similar content to the curriculum taught 

in the current study; 
4. At least 15 case managers; and 
5. Financial stability (obtained via feedback from personnel at ODMH). 

Fourteen (14) agencies remained eligible for selection and were ranked based on geographical 
classification (trans metro, metro urban, and/or urban populations) and racial makeup. Agencies 
were contacted until four agencies agreed to participate (six agencies were contacted, two 
declined). 
 
Recruitment and Consent. Project staff distributed information about the study to both 
consumers and case managers at an Outcomes Fair held at each participating agency and 
collected contact information for interested participants. Agency staff also supplied program and 
study information to consumers and case managers unable to attend the Outcomes Fair. Contact 
information was obtained from 383 interested consumers. Project staff at ODMH subsequently 
contacted consumers to review study protocols and obtain verbal consent. Of the initial 383 
consumers, 51 were unreachable, 30 indicated they were no longer interested, 8 were no longer 
eligible (no longer receiving case management), and an additional 14 consumers were enrolled 
but did not complete the first interview, resulting in a final sample of 272 consumers.  
 
Consumers were interviewed in person by field interviewers (10 of 16 interviewers were 
consumers or family members of consumers; all others had experience working with persons 
with mental illness). Case managers completed surveys. Consumers gave official consent to 
participate at the time of their first interview. Case managers were given survey packets 
distributed at agency staff meetings where the principal investigator reviewed the study details 
and consent; case managers returned their consent forms with their first completed survey. 
 
Incentives. Consumers and case managers were provided a $20 honorarium for each of the 
three data collection time periods in which they participated. Consumers and case managers also 
received a free t-shirt when they completed the training course. Additionally, agencies received 
compensation for supervisors’ and case managers’ training time. Continuing education credits 
were provided to eligible case managers and supervisors for their participation in the training. 
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Sample (Consumer Participants) 
 
Data were collected from 272 consumers in four mental health agencies in Ohio. A similar 
number of consumer participants were recruited at each agency (71 persons in Agency A; 62 
persons in Agency B; 79 persons in Agency C; and 60 persons in Agency D). Demographic 
information (e.g., gender, race, age, marital status, education, living situation, employment, and 
primary diagnosis) is reported statewide‡, total for all project agencies combined, and by agency.  
 
Gender. A larger percentage of females (64.3%) than males (35.7%) participated in this project. 
Statewide figures also indicate that a larger percentage of females than males are served (see 
Figure 3). There were no significant differences (see Statistical Significance in the Glossary) 
between the agencies participating by gender (see Table 1A in Appendix A on page 104); this 
means that agencies were statistically similar in their percentages of males and females 
participating in the project. 
 
Figure 3. Percentage of Consumer Participants by Gender 
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Race. The majority of the consumers were White/Caucasian (62.9%). Almost one-fifth of the 
sample was Black/African-American (18.8%); a small percentage (7.4%) identified other race 
groups (Hispanic, Native American or Pacific Islander, Asian, and Multi-racial). About one-tenth 
of the sample did not respond to the race question. Compared with statewide percentages, the 
percentage of White/Caucasian participants in the project sample was slightly smaller and the 
percentage of participants with unreported race was slightly higher (see Figure 4). There were no 
significant differences between the agencies participating by race (see Table 1A in Appendix A 
page 104; see Statistical Significance in the Glossary). This means that even though there may be 

 
‡ Numbers and percentages of all statewide data were obtained from the Ohio Mental Health Consumer Outcomes 
System Data Mart. 
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differences (e.g., Agency A has a lower percentage of Caucasian participants and a higher 
percentage of participants with other or unknown race), statistically, the difference in 
percentages of participants is too small to be meaningful. 
 
Figure 4. Percentage of Consumer Participants by Race 
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Age. Only a small percentage of consumers participating in this project were under age 25 (7%). 
About one-third of the consumers were between the ages of 25 and 44 (34.2%). Over half of the 
consumers were 45 years or older (45-54 years: 37.9%, 55-64 years: 15.1%, 65+ years: 2.9%). 
Compared with statewide percentages, the consumers participating in this sample were slightly 
older. There were no significant differences between the agencies participating by age group (see 
Table 1A in Appendix A page 104). 
 
Marital Status. Over one-third of the consumers participating in this project have never been 
married. A small percentage of consumers responded they were currently married (8.8%), while 
the majority of consumers were separated or divorced (41.5%). Compared with statewide 
percentages, this project had a smaller percentage of married consumers and a larger percentage 
of consumers who were separated or divorced. There were no significant differences between 
any of the agencies participating in the project by marital status (see Table 1A in Appendix A 
page 104).  

Education. Of the consumers participating in this project, about one-quarter had not completed 
high school or earned a GED. About one-third of the consumers had completed high school or 
earned a GED, and about one-quarter had completed education beyond high school; only a small 
percentage had earned a college degree (6.3%). The educational levels completed by the 
consumers in the current sample were similar to statewide percentages. There were no significant 
differences between any of the agencies participating in the project by education level (see Table 
1B in Appendix A page 105).  
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Living Situation. The majority of consumers participating in this project reported living in 
their own home or apartment (58.5%). Almost one-quarter of consumers reported living with 
relatives (11.4%) or living in a supervised setting (10.3%). Compared with statewide 
percentages, a higher percentage of consumers reported living in their own home or apartment, a 
higher percentage living in a supervised setting, and a lower percentage living with relatives (see 
Figure 5). There were significant differences between the agencies by living situation. Agency D 
had a much higher percentage of consumers living in their own home or apartment than Agency 
A or Agency B (see Table 1B in Appendix A page 105). The sample is somewhat different than 
statewide reports possibly due to Agencies C and D having housing programs. 
 
Figure 5. Percentage of Consumer Participants by Living Situation 
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Employment Status. Over three-quarters of consumers indicated they were either disabled 
(51.5%) or unemployed (27.2%). A small percentage indicated they were employed full or part-time 
(6.9%). A few consumers (14.4%) reported another employment status (e.g., sheltered employment, 
homemaker, student, or inmate) or did not respond to the question. Compared with statewide 
percentages, a larger percentage of consumers in this sample reported that they were disabled. We 
may have had higher disabled percentage in our study because we recruited participants during the 
day. Some of the agencies have extended hours, some do not. It may have been due to who was 
available to participate. Additionally, disabled persons may be on a limited income, and so the $20 
incentive may have been an attractive reward to participate, more so than for someone who is 
employed. Additionally, we had a higher percentage of persons with schizophrenic or other psychotic 
disorders which may be one explanation of why a higher percentage of our study population was 
disabled. There were no significant differences between any of the agencies participating in the 
project by employment status (see Table 1C in Appendix A page 106).  
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Primary Diagnosis. The primary diagnoses reported for the majority of consumers 
participating in this project were Mood Disorders (Depressive, Bipolar, or other Mood Disorders: 
54.1%). Over one-third of the consumers had a primary diagnosis of Schizophrenia or Other 
Psychotic Disorders. Compared with statewide percentages, a higher percentage of consumers 
participating in this project were diagnosed with Schizophrenia or Other Psychotic Disorders 
(see Figure 6). There were no significant differences between any of the agencies participating in 
the project by primary diagnosis (see Table 1C in Appendix A page 106).  
 
Figure 6. Percentage of Consumer Participants by Primary Diagnosis 
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Participation in Recovery Programs. Consumers also indicated if they participated in any 
special services or recovery-focused programs. Over half (56.0%) indicated they have attended a 
special recovery program. The most common programs specified were: 

• 14.5% had completed a WRAP plan 
• 12.0% participated in alcohol or drug related or dual diagnosis groups 
• 8.7% mentioned they attended Partial Hospitalization 
• 6.5% reported attending a counseling or therapy group 
• 2.9% mentioned they participated in a recovery group 
• 2.2% of participants mentioned utilizing Consumer Operated Services or Drop-In Centers 
• 1.5% of participants mentioned Bridges 
• Other activities or groups mentioned included, Anger Management classes, assertiveness 

training, crisis training, employment programs, exercise programs, medication programs, 
parenting groups, peer support training, recreational therapy, social activities to support 
recovery, Steps training, and volunteer or other community social activities (e.g., church). 
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Sample (Case Manager Participants) 
 
Data were collected from 101 case managers in four mental health agencies in Ohio over three 
data collections. Case manager training attendance rates were high as agencies strongly 
encouraged staff participation. However, survey completion rates were lower, impacted by staff 
turnover, and because research participation was voluntary. Consequently, the total sample size 
may be misleading, given that some case managers left and were replaced; 44 case managers 
completed one survey, 30 completed two surveys, and only 27 completed surveys for all three 
data collections. 
 

 Time 1 Time 2 Time 3 
Total Response 

Rate 
Total Response 

Rate 
Total Response 

Rate 
 Completed Completed Completed 

n n n N N N 
Agency A 31 38 81.6 24 36 66.7 21 37 56.8 
Agency B 10 10 100.0 6 9 66.7 6 7 85.7 
Agency C 16 28 57.1 22 26 84.6 18 24 75.0 
Agency D 9 12 75.0 11 12 91.7 11 12 91.7 
Total 66 88 75.0 63 83 75.9 56 80 70.0 

 
Gender. Of the case managers who participated at baseline, a larger percentage was female 
(72.7%). Chi-square analyses indicated that there were no significant differences between the 
agencies in percentages of male and female case managers (see Figure 7; see Table 2A in 
Appendix A page 107).  
 
Race. The majority of the case managers who participated were White/Caucasian (77.3%). 
Because the number of case managers surveyed was small, the remaining race categories were 
combined. Thus 22.7% of responding case managers were African American or another race 
(e.g., Native American/Pacific Islander, Hispanic/Latino, Asian, Other, or Unknown). There 
were no significant differences between the participating agencies by case managers’ race (see 
Figure 7; see Table 2A in Appendix A page 107). 
 
Figure 7. Percentage of Case Manager Participants by Gender and Race 
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Age. Case managers’ ages varied a lot.  
About one-third (36.4%) was under 
age 30, a little over half of the sample 
(53.0%) was between the ages of 31 
and 50, and a small percentage (10.6%) 
was over 51 years of age. There were 
no significant differences between the 
agencies by case managers’ age groups 
(see Table 2A in Appendix A page 
107). 

 

Figure 8. Case Manager Education Level at 
Baseline 
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Education Level. The majority of 
case managers had a 4-year college 
degree or some post-college education 
(77.3%). There were no significant 
differences between agencies in case 
managers’ reports of their education 
level (see Figure 8, and see Table 2A 
in Appendix A page 107). 
 
Discipline. A little over one-quarter 
of case managers reported they had 
studied social work, and almost one-
third reported studying psychology or 
sociology. There were no significant 
differences between agencies in case 
managers’ report of their educational 
discipline (see Table 2B in Appendix 
A page 108). Some case managers 
reported that they had a professional 
license (17.2%).  

 

Figure 9. Case Manager’s Experience at Baseline  
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Length of time in the Mental 
Health System. Figure 9 presents 
case managers’ years of experience in 
the mental health system (see also 
Table 2B in Appendix A page 108). 
Length of time employed at the current 
agency and length of time employed in 
mental health are also included in 
Table 2B. Over one-quarter (28.8%) 
indicated they had been a case manager 
less than one year. And over one-third 
of case managers (39.4%) responded 
they had been case managers for more 
than six years. 
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Caseload. Figure 10 presents case 
managers responses of their active 
caseload size (see also Table 2B in 
Appendix A page 108). A few case 
managers reported small caseloads (less 
than 20, 16.7%). Over one-third 
reported medium-size caseloads (21 – 
40, 40.9%). And almost one-half 
reported large caseloads of more than 40 
consumers (42.4%). 

Figure 10. Case Manager’s Caseload Size at 
Baseline 
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Measures 
 
The following section presents the questions that were included in the consumer interview and 
the case manager survey. Please see Reliability in the Glossary to learn more about alpha (α) 
statistics for the scaled questions.  
 
Demographics. The consumer demographic variables (gender, age, race, education, marital 
status, living situation, employment status, and mental illness diagnosis) were obtained from the 
Ohio Mental Health Consumer Outcomes System (Ohio Department of Mental Health, 2005a; 
Ohio Mental Health Outcomes Task Force, 2001). Case managers responded to survey questions 
about their gender, race, age, education level, college discipline, licensure, and length in the 
mental health system. 
 
Service Empowerment. The consumers rated their Service Empowerment using 35 items 
developed for the Longitudinal Consumer Outcomes Study (Crane-Ross, Lutz, & Roth, 2006). The 
consumers responded to 11 items about their general Contact with the Mental Health Agency and 
their perceptions of Say over Services (i.e., how much say consumers have in the services they 
receive); responses to these items ranged from qualitative to dichotomous to categorical. 
Additionally Service Empowerment included two subscales: Service Decisions and Service 
Relationships. Service Decisions – the consumers rated their perceptions of involvement in and 
control over decisions about treatment options, such as services and medications (5 items). The 
consumers rated these responses on a 5-point scale; responses ranged from 0 (none) to 4 
(completely). Service Relationships – The consumers rated the amount of acceptance, support, 
respect, and reciprocity in their relationships with their case managers (19 items). The consumers 
rated these items on two 5-point scales: agreement responses ranged from 0 (not at all) to 4 
(extremely); frequency responses ranged from 0 (never) to 4 (always). For the current study, 
reliabilities were good at baseline, Time 2, and Time 3 (Service Decisions reliability range: α = .72 
to α = .76, and Service Relationship reliability range: α = .93 to α = .95; see Table 3A in Appendix 
A page 109 for reliabilities by time point and subscale). See Appendix B page 143 for a list of 
items within subscales. 
 
Case managers rated their general orientation to empowering consumers’ service decisions, and 
their perceptions of the general case manager–consumer relationship using 14 items adapted from 
Crane-Ross and colleagues (Crane-Ross, Lutz, & Roth, 2006). The original items asked case 
managers to rate their relationships with individual consumers; the current iteration asked case 
managers to respond about their overall approach to case management and Service Empowerment 
(e.g., an original LCO item was changed from, “How much does this person’s treatment plan fit 
what he/she wants?” to, “How much do treatment plans fit what the consumers want?”). The case 
managers’ responses were on two 5-point scales: agreement responses ranged from 1 (none) to 5 
(completely); frequency responses ranged from 1 (never) to 5 (always). Because item wording 
changed and case manager may have answered these questions differently than the LCO study, we 
conducted a Factor Analysis (please see Factor Analysis in the Glossary) to determine which items 
were similar. The Factor Analysis revealed four factors. The first factor was Service Decisions (4 
items, α [baseline] = .73); a sample item is, “How much do treatment plans fit with what the 
consumers want?” The second factor we called Understanding Consumers (2 items, α [baseline] = 
.44); a sample item is, “How much do you really understand what consumers need.” The third 
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factor we called Service Relationship (6 items, α [baseline] = .75); a sample item is, “How often do 
you consider what consumers say to be important or valid?” And the fourth factor we called Share 
Self (2 items, α [baseline] = .56); a sample item is, “How often do you share personal information 
about your life with consumers?” Reliabilities were adequate for Service Decisions at Time 1, and 
for Service Relationship at all time points; reliabilities were not adequate for Service Decisions at 
Time 2 and Time 3, or for Understanding Consumers and Share Self. Unreliable subscales should 
be interpreted cautiously (see Table 3A in Appendix A page 109 for individual subscale 
reliabilities). See Appendix B page 144 for a list of items within subscales. 
 
Readiness for Mental Health Treatment. Mental health consumers rated their Readiness 
for Mental Health Treatment using a measure that includes items from the URICA-A (Heesch, 
Velasquez, & von Sternberg, 2004). The 12-item instrument includes four subscales: 
Precontemplation, Contemplation, Action, and Maintenance. The respondents indicated their 
agreement on a 5-point Likert scale ranging from 1 (strongly disagree) to 5 (strongly agree); 
baseline reliabilities ranged from α = .54 to α = .84. For the current study, reliabilities at baseline 
were adequate for Contemplation (α = .72) and Action (α = .64), but were not adequate for 
Precontemplation (α = .46) or Maintenance (α = .40). Although, at Time Two and Time 3 
reliability did improve for Precontemplation (α [Time 2] = .57 α [Time 3] = .63); reliability did 
not improve over time for the Maintenance subscale. Unreliable subscales should be interpreted 
cautiously (see Table 3A in Appendix A page 109 for individual subscale reliabilities). See 
Appendix B page 145 for a list of all the items within the subscales. 
 
Organizational Readiness to Change. The Organizational Readiness to Change measure 
included 66 items (subscales are listed within domains), on Motivational Readiness (Program 
Needs, Training Needs, and Pressures for Change), Institutional Resources (Staffing and 
Training), Staff Attributes (Efficacy and Adaptability), Organizational Climate (Mission, 
Autonomy, and Change), Training Utilization, and Job Satisfaction (Lehman, Greener, & 
Simpson, 2002; Texas Christian University Institute of Behavioral Research, 2002). The case 
managers responded on two 5-point scales: agreement responses ranged from 1 (disagree 
strongly) to 5 (agree strongly); frequency responses ranged from 1 (never) to 5 (almost always). 
For the current study, reliabilities from baseline through Time 3 were adequate for Program 
Needs (range: α = .73 to α =.84), Training Needs (range: α = .77 to α = .85), Staffing Resources 
(range: α = .68 to α = .76), Training Resources (range: α = .60 to α = .78), Staff Efficacy (range: 
α = .57 to α = .70), Organizational Mission (range: α = .59 to α = .82), Training Utilization 
(range: α = .73 to α = .89), and Job Satisfaction (range: α = .71 to α = .83). Reliabilities were 
inadequate for Pressures for Change (range: α = .48 to α = .66), Staff Adaptability (range: α = .50 
to α = .60), Organizational Autonomy (range: α = .37 to α = .49), and Organizational Change 
(range: α = .55 to α = .68); unreliable subscales should be interpreted cautiously (see Table 3A in 
Appendix A page 109 for individual subscale reliabilities). See Appendix B page 146 for a list of 
items within subscales. 
 
Agencies’ Recovery Orientation. Recovery orientation was rated by both consumers and 
case managers using the Recovery Self Assessment (O’Connell, Tondora, Croog, Evans, & 
Davidson, 2005). This scale measures five recovery domains: 1) Life Goals includes items about 
how agency staff facilitate the consumers’ pursuit of individual goals; 2) Involvement includes 
items about how well the agency involves consumers in operations and program decisions; 3) 
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Diversity of Treatment Options includes items about the agency’s incorporation of peer services 
and a variety of treatment options; 4) Choice includes items about access to treatment records, 
coercion, and the consumer’s ability to choose care providers; and 5) Individually-Tailored 
Services includes items about how well the agency serves consumers’ individual needs, their 
culture, and building community connections. Responses were rated on a 5-point Likert scale 
ranging from 1 (strongly disagree) to 5 (strongly agree; reliability range: α = .76 to α = .90). For 
the current study, reliabilities at baseline were adequate (consumer ratings reliability range: α = 
.71 to α = .84; case manager ratings reliability range: α = .55 to α = .80; see Table 3B in 
Appendix A page 110 for individual subscale reliabilities). See Appendix B pages 149 and 150 
for a list of items within subscales.  
 
Satisfaction with Treatment Planning. In a previous focus group project, consumers were 
asked to identify what was most important to them in the treatment planning process. From their 
responses, project staff developed 21 items, six (6) categorical and qualitative questions, and 15 
scaled items. On the scaled items, respondents indicated agreement on a 5-point Likert scale 
ranging from 1 (strongly disagree) to 5 (strongly agree). Because this was a new measure we 
conducted a Factor Analysis, which revealed four factors. We named the first factor Positive 
Therapeutic Relationship (8 items, α [baseline] = .90; see Table 3D in Appendix A page 112); a 
sample item is “Your case manager respects that you know what is best for you.” We named the 
second factor Normalization (3 items, α [baseline] = .73); a sample item is “Your case manager 
sees you, not the illness.” We named the third factor Frequency, how often you can discuss or 
change your treatment plan (2 items, α [baseline] = .63). And we named the fourth factor 
Control, how much control the consumer has over his/her goals on the treatment plan (2 items, α 
[baseline] = .57). Reliabilities were adequate to good across all time points (see Table 3B in 
Appendix A page 110 for reliabilities by subscale and data collection time point). See Appendix 
B page 151 for a list of all the items within the subscales.  
 
Case managers’ approaches to treatment planning were assessed via 12 items developed by the 
project staff; these items are similar in content to items rated by consumers. Responses on these 
items ranged from 1 (strongly disagree) to 5 (strongly agree). Again, because this was a new 
measure we conducted a Factor Analysis which revealed three factors. We named the first factor 
Therapeutic Orientation (5 items, α [baseline] = .74; see Table 3D in Appendix A page 112); a 
sample item is “I listen to what consumers want to include in their treatment plans.” We named 
the second factor Normalization (5 items, α [baseline] = .62); a sample item is “I see the 
consumer, not the illness.” And we named the third factor Control, how much control the 
consumer has over his/her goals on the treatment plan (2 items, α [baseline] = .44); a sample item 
is “I fill out treatment plans and then ask the consumers to sign them. Reliabilities were poor for 
Normalization at Time 2 (α = .49) and Time 3 (α = .37), and were also poor for Control at all 
time points, (range: α = .29 to α = .54); unreliable subscales should be interpreted cautiously (see 
Table 3B in Appendix A page 110 for individual subscale reliabilities). See Appendix B page 
152 for a list of items within subscales. 
 
Knowledge of Ohio Consumer Outcomes System. The consumers rated 14 items (6 
qualitative and 8 quantitative items) developed by project staff, to assess their knowledge of the 
Ohio Consumer Outcomes Survey. A sample qualitative item is, “With whom have you talked 
about what you wrote on the Outcomes Survey?” A sample quantitative item is, “If you complete 
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the Outcomes Survey more than once, you can look at the Outcomes Survey and see how your 
answers have changed.” Respondents indicated their agreement on a 5-point Likert scale ranging 
from 1 (strongly disagree) to 5 (strongly agree). Factor analyses revealed two factors. The first 
factor was Knowledge of Consumer Outcomes – True items (5 items, α [baseline] = .91); a sample 
item is “You can use the Outcomes Survey to identify goals for your treatment plan.” The second 
factor was Knowledge of Consumer Outcomes – False items (5 items, α [baseline] = .43); a sample 
item is “Answering the questions on the Outcomes Survey can ‘pink slip’ or put you in the 
hospital.” Reliabilities were good across all data collection time points for Knowledge of 
Consumer Outcomes – True Items (range: α = .84 to α = .91), but not for Knowledge of Consumer 
Outcomes – False Items (range: α = .24 to α = .53); unreliable subscales should be interpreted 
cautiously (see Table 3C in Appendix A page 111 for individual subscale reliabilities). See 
Appendix B page 153 for a list of items within subscales. 
 
Case managers rated eight items developed by project staff to assess their knowledge of the Ohio 
Consumer Outcomes Survey. A sample item is, “The Ohio Outcomes Survey can help consumers 
understand how they are doing in their recovery program.” Respondents indicated their agreement 
on a 5-point Likert scale ranging from 1 (strongly disagree) to 5 (strongly agree). Factor Analyses 
revealed only one factor (range: α = .83 to α = 87; see Table 3C in Appendix A page 111 for 
individual subscale reliabilities). See Appendix B page 153 for a list of items within subscales. 
 
Using Data in Treatment Planning. The consumers rated 15 items developed by project 
staff to assess use data between case managers and consumers during treatment planning; a 
sample item is, “You and your case manager made goals on your treatment plan about your 
quality of life.” Consumers responded on a 5-point frequency scale ranging from 0 (never), to 4 
(always). Factor analyses indicated one overall factor. Only 11 items were used to compute the 
scale (α = .96); two items were dropped because they were dichotomous and two additional 
items were dropped because they had lower factor loadings. Reliabilities were good across data 
collection time points (see Table 3C in Appendix A page 111). See Appendix B page 154 for a 
list of all the items within the subscales.  
 
Case managers rated 13 items developed by project staff about jointly using data in treatment 
planning. These items were similar to the items on the consumer interview. Case managers 
responded on a 5-point frequency scale, ranging from 1 (never), to 5 (always). Factor Analyses 
revealed three factors. Factor 1 was Outcomes Communication (6 items, α [baseline] = .86; see 
Table 3C in Appendix A page 111); a sample item is, “How often do you talk with consumers 
about how their answers on the Outcomes Survey fit with their life history?” Factor 2 was Using 
Data in Treatment Planning (4 items, α [baseline] = .87); a sample item is, “How often do you 
use the Outcomes Survey with consumers to dialogue about which services and supports are 
available to meet their needs?”. Factor 3 was Strengths/Red Flags (2 items, α [baseline] = .51); a 
sample item is, “How often do you give copies of the Strengths or Red Flags Reports to 
consumers with whom you work?” Reliabilities were adequate or good across data collection 
time points for Outcomes Communication and for Using Data in Treatment Planning; reliabilities 
were poor for the Strengths/Red Flags subscale and results should be interpreted cautiously (see 
Table 3C in Appendix A page 111). See Appendix B page 155 for a list of items within 
subscales. 
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Workshop Evaluation. The consumers evaluated the CDS workshop using 20 items 
developed by the project staff. Ten items are rated on a 5-point Likert scale ranging from 1 
(strongly disagree) to 5 (strongly agree). Factor analyses on the 10 scaled items revealed two 
factors. The first factor was Satisfaction, where consumers liked the course and felt the course 
was valuable (six items, α = .94; see Table 3C in Appendix A page 111); a sample item is “In the 
CDS course you got the kind of information you needed.” The second factor was Application, 
where consumers used the information (four items, α = .89); a sample item is, “You have used 
some of the ideas from the CDS course with your case manager.” Additionally there are two 
qualitative items and seven dichotomous items about barriers to using the CDS materials. See 
Appendix B page 156 for a list of all the items within the subscales. 
 
Case managers evaluated their workshop using eight items adapted from items developed by the 
Texas Christian University Institute of Behavioral Research (2002). A sample item is, “Your 
supervisor supports and encourages you to apply the course information in your case 
management.” Respondents indicated agreement on a 5-point scale ranging from 1 (not at all) to 
5 (very much). Factor Analyses revealed only one factor (α [Time 2] = .89); reliability for this 
scale was poor at Time 3 and results should be interpreted cautiously (see Table 3C in Appendix 
A page 111). See Appendix B page 156 for a list of all the items within the subscales. 
 
Indicators of Consumer Recovery. Outcomes Surveys were routinely collected by 
community mental health providers (at initial intake, six months, annually thereafter, and at 
discharge; Ohio Department of Mental Health, 2005a; Ohio Mental Health Outcomes Task 
Force, 2001). Initial Outcomes measures (i.e., within six months to one year of the start of the 
study) were considered as pretest scores.  
 
The Consumer Survey (Ohio Department of Mental Health, 2006) included questions about 
Quality of Life (9 items, α [pretest]= .82), Financial Status (3 items, α [pretest] = .89), level of 
Symptom Distress (15 items, α [pretest] = .93), and feelings of Empowerment (28 items) which 
included the Self-Esteem/Self Efficacy subscale (9 items, α [pretest] = .89), Power/ 
Powerlessness subscale (8 items, α [pretest] = .65), Community Activism and Autonomy 
subscale (6 items, α [pretest] = .85), Optimism and Control Over the Future subscale (4 items, α 
[pretest] = .53), and Righteous Anger subscale (4 items, α [pretest] = .45). The Reliability 
coefficients were good for Quality of Life, Financial Status, Symptom Distress, Self-Esteem/Self 
Efficacy, Power/Powerlessness, and Community Activism and Autonomy (see Table 3D in 
Appendix A page 112 for reliability coefficients; see Appendix C page 157 for the Consumer 
Outcomes Survey Questions). The Reliability coefficients for Optimism and Control Over the 
Future, and Righteous Anger were poor and results should be interpreted cautiously. 
 
The Provider Survey (Ohio Department of Mental Health, 2005a) included items on consumers’ 
Community Functioning (these items were not scaled but included items on Social Contact [1 
item], Social Interaction [1 item], Social Support [1 item], Housing Stability [1 item}, Activities 
of Daily Living [8 items], a Meaningful Activities subscale [6 items, α [pretest] = .85], Addictive 
Behaviors [1 item], Criminal Justice Involvement [1 item], and Aggressive Behaviors [1 item]). 
The Reliability coefficient was good for Meaningful Activities.  
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RESULTS 
 
This section presents the results of data analyses conducted on this project. These results focus 
on changes in individual items and scales over the three data collection time periods. A future 
report will examine the relationship between these variables included in the study (e.g., How are 
Consumer Readiness for Mental Health Treatment and Service Empowerment related? Or, how 
is Organizational Readiness to Change related to Agency Recovery Orientation). This section 
presents: 

• Details on how dosage (the amount or level of intervention experienced by consumers) 
was determined. 

• For individual items (not scaled scores) Chi-square analyses were conducted to determine 
differences at baseline; paired t-tests were conducted to determine differences over time. 
See Glossary on Chi-square analyses and t-tests. 

• Comparisons by gender at baseline. For the scales (combined items), t-tests compared 
consumer and case manager baseline scores (means) between males and females; all 
scores were combined, regardless of agency. Please see t-tests in the Glossary. 

• Comparisons between groups at baseline. For the scales, ANOVAs compared 
baseline scale scores between agencies (for consumer responses). For case manager 
responses, t-tests compared baseline scale scores between intervention groups (the initial 
intervention group includes case manager responses from Agency A and Agency B, and 
the wait-list control group includes case managers responses from Agency C and Agency 
D) because of insufficient power to conduct analyses due to small sample sizes within 
agencies (at least one group with a sample size of less than 10). Please see the Glossary 
for information on ANOVAs and t-tests. 

• Dosage. In order to determine if there was an effect by dosage for scales, change scores 
were computed between time points (e.g., Time 2 scale score minus baseline scale score, 
and Time 3 scale score minus Time 2 scale score). Correlations were computed for 
consumers at Time 2 for Agency A and Agency B because the consumer and case 
manager training courses occurred between baseline and Time 2. And correlations were 
computed for consumers at Time 3 for Agency C and Agency D because the consumer 
and case manager training courses occurred between Time 2 and Time 3. We 
hypothesized that consumers who received more of the intervention (i.e., a higher dose) 
would have greater scale change scores than consumers who had a lower dose. Please see 
the Glossary for information on correlations.  

• Change over time. Line graphs show the average scores at each of three time points, by 
agency for both consumer responses and case manager responses. We hypothesized that 
consumers and case managers in the initial intervention group (Agency A and Agency B) 
would have significant differences (increases in mean scores over time) between Time 1 
and Time 2, and that the wait-list control group (Agency C and Agency D) would have 
significant differences between Time 2 and Time 3. Please see the Glossary for 
information on t-tests and paired t-tests. 
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o In order to determine which differences were significant, paired t-tests were 
conducted for consumer responses between baseline and Time 2 scores, and between 
Time 2 and Time 3 scores, within agency.  

o For some consumer responses, and for all case manager responses, paired t-tests were 
conducted within intervention group; data were compared within intervention group 
when there was too small of sample size to conduct analyses within agency. The 
initial intervention group combined Agency A and Agency B scores and the wait-list 
control group combined Agency C and Agency D scores.  

• General Linear Modeling. An alternative to paired t-tests is General Linear Modeling 
with Repeated Measures (GLM), which can be used to determine significant differences 
while accounting for other groups (gender) and covariates (dosage). In some cases, these 
analyses were run when there were significant baseline effects for gender. For ease in 
readability, these results are not reported in text or tables, but may appear as footnotes. 
Please see the Glossary for information on GLM. 

 
Dosage. Because the intervention program was a combination of two training programs (one 
for consumers and one for case managers), a dosage variable was created to account for the 
relative amount of program participation. Dosage was calculated by summing the number of 
days consumers attended training (0–2), and the number of days their current case manager 
attended training (0–2). Because participation in the training course was entirely voluntary, not 
all consumers attended training; more than half of the consumers in Agency A (60.6%) and 
Agency B (61.3%) attended at least one of the two training days, while less than half of the 
consumers in Agency C (35.9%) and Agency D (40.7%) attended at least one day.  
 
Because the knowledge gained in both the consumer and case manager training programs was 
designed to be utilized during treatment planning sessions about the consumer’s goals, an 
additional point was added if both the consumer and case manager attended some training and if 
their treatment plan occurred after both training programs (0–1). Thus the cumulative dosage 
score ranged from 0 to 5. 
 
Dosage scores were used only in the analyses of consumer response data. Dosage was not used 
in the analyses of case manager responses because there was little variability in the case manager 
dosage scores (0–2), as the majority of case managers attended training because it was required 
by the agencies. 
 

• At Time 2, dosage for agencies in the initial intervention group ranged from zero to five 
and dosage for agencies in the wait-list control group was zero. At Time 3, dosage for 
agencies in the wait-list control group ranged from zero to five. Statistical analyses were 
conducted to determine if dosage has an effect on change over time for the scaled 
variables. 

• Fewer consumers attended the Climbing Into the Driver’s Seat course in both Agency C 
and Agency D; as a result, they had higher percentages of consumers with Dose 0–1 (see 
Figure 11).  
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Figure 11. Dosage by Agency 

Agency A – Time 2 Dose Agency B – Time 2 Dose 
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Agency C – Time 3 Dose Agency D – Time 3 Dose 
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Service Empowerment  
 
Consumers – Contact with the Mental Health Agency. Consumers rated their 1) 
frequency of contact with the mental health agency, 2) staff with whom they have the most 
contact with at the mental health agency, 3) frequency of contact with their case manager, 4) 
whether they had enough contact with the mental health agency, and 5) the importance of having 
contact with the mental health agency when they needed it 

• Frequency of Contact with the Mental Health Agency. Figure 12 presents the baseline 
frequencies of consumers’ perceived contact with the mental health agency. The majority 
of consumers reported that they had at least monthly contact with the agencies (93.2% 
combined across agencies). 

o Differences by agency at baseline. Chi-square analyses showed significant differences 
between agencies’ baseline frequency of consumers’ contact with the mental health 
agency (χ2 = 43.31, p = .000). At baseline, over half of consumers in Agency A, Agency 
C, and Agency D reported contact with the mental health agency weekly; additionally, 
consumers in Agency B and Agency C reported higher percentages for contact with the 
mental health agency daily, which may be due to specific services offered by individual 
agencies (e.g., partial hospitalization).  

o Change over time. Paired t-tests were conducted to determine any changes over time in 
consumers’ responses on their contact with the mental health agency (see Table 4A in 
Appendix A page 113). Results showed significant decreases between Time 1 and Time 
2 for Agency A, Agency C, and Agency D; meaning consumers reported seeing people at 
the mental health agency a little less frequently (means were between 3 [monthly] and 4 
[weekly]). However, for Agency D, there was a significant increase in the mean score 
between Time 2 and Time 3, meaning consumers reported seeing people at the mental 
health agency a little more frequently.  

Figure 12. Baseline Frequency of Consumers’ Contact with the Mental Health Agency  
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• Staff at the Mental Health Agency Consumers Have Most Contact With. Figure 13 
displays the baseline percentage of staff that consumers have most contact with at the 
mental health agency. At baseline, the majority of consumers reported that the agency 
staff they saw most frequently was their case manager (63.8% combined across 
agencies). 

o Differences by agency at baseline. The graph shows that consumers in Agency C and 
Agency D saw case managers more frequently, and the doctor or psychiatric nurse 
less frequently. However, chi-square analyses indicated that these differences were 
not statistically significant (χ2 = 28.22, p = .059); in other words, the percentage 
differences between agencies were not large enough to be statistically meaningful. 

 
Figure 13. Baseline Percent of Staff at Mental Health Agency with which Consumers have 
Most Frequent Contact 
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• Frequency of Contact with Case Manager. Figure 14 presents the baseline frequencies 
at which consumers reported contact with case managers. The majority of consumers 
reported contact with case managers at least monthly (89.4% combined across agencies).  

o Differences by agency at baseline. Chi-square analyses showed significant 
differences between consumers’ reported level of contact with their case managers at 
each agency (χ2 = 50.11, p = .000). Consumers in Agency A and Agency B reported 
more contact with case managers monthly; while consumers in Agency C and Agency 
D reported more contact with case managers weekly.  

o Change over time. Paired t-tests were conducted to determine any changes over time 
in consumers’ responses on their contact with case managers (see Table 4A in 
Appendix A page 113). There was only one statistically significant change between 
baseline and Time 2; at Time 2 consumers in Agency A reported less frequent contact 
with their case managers (t = 3.08, p = .003; the mean fell below 3 [monthly]). 
Although the mean score for Agency B also decreased below 3 at Time 2, this change 
was not statistically significant which means the change was small. There were no 
statistically significant changes in consumers’ perceptions of frequency of contact 
with case managers between Time 2 and Time 3. 

Figure 14. Baseline Frequency of Consumers’ Contact with Case Managers 
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• Enough contact with the mental health agency. Figure 15 presents the baseline 
frequencies at which consumers responded about whether they had enough contact with 
people from the mental health agency. Three-quarters of consumers reported that they did 
have enough contact (75.5% combined across agencies). 

o Differences by agency at baseline. There were no significant differences between the 
four agencies (see Figure 15). 

o Change over time. Chi-square tests were conducted to determine any changes over 
time in consumers’ perceptions of having enough contact with people at the mental 
health agency when they need it.  

− Chi-square analyses showed significant differences for two agencies between baseline and 
Time 2. For Agency A (χ2 = 10.58, p = .032), the percentage of consumers who answered 
“yes” they had enough contact increased at Time 2 (65.6% to 70.5%). For Agency C (χ2 = 
16.50, p = .002) the percentage of consumers who answered “yes” they had enough contact 
decreased at Time 2 (75.0% to 69.1%) while the percentage who answered “no” increased 
(8.8% to 13.2%). There were no significant differences for Agency B or Agency D.  

− Chi-square analyses showed significant differences for two agencies between Time 2 and 
Time 3. For Agency B (χ2 = 8.73, p = .013), the percentage of consumers who answered 
“yes” they had enough contact decreased at Time 3 (86.4% to 71.4%), while the percentage 
who answered “no” increased (0% to 11.4%. For Agency C (χ2 = 38.84, p = .000) the 
percentage of consumers who answered “yes” they had enough contact increased (69.1% to 
78.0%), ultimately above the initial “yes” percent at baseline (75.0%). There were no 
significant differences for Agency A or Agency D. 

Figure 15. Baseline Percent of Consumers’ Perceptions of Having Enough Contact with 
People at the Mental Health Agency 

6.6% 8.8%
2.2%

27.9%

18.2%

16.2%
17.8%

80.0%75.0%
81.8%

65.6%

0%

25%

50%

75%

100%

Agency A Agency B Agency C Agency D

No Sometimes Yes

 

 39



• Consumer Comments – Enough Contact with the Mental Health Agency. Over one-
quarter of consumers (28%) provided some additional detail about what it means for 
them to have enough contact with the mental health agency.  

o Several consumers (16.4%) indicated access was important and sometimes access 
issues prohibited having enough contact with the agency.  
− One access issue consumers reported utilizing was the hotline or on-call phone line in 

times of need.  
− Some consumers reported desiring more time with staff, “I only see my case manager 

once a month and sometimes I feel down and wish it was more often.”  
− Several other consumers reported problems with having phone calls returned, or not 

being able to contact the agency by phone, “If you don’t have an appointment you have 
to leave a message and it can take days for them to get back to you.” 

− And a few consumers reporting access issues due to transportation challenges, living far 
away from the agency, or having unreliable transportation. 

o Some consumers (6.9%) indicated staffing issues impacted having enough contact 
with the agency.  
− Several consumers mentioned that staff were very busy and had high caseloads, for 

example, “The Doctor’s schedule is so busy, I haven’t seen him for 8 weeks, when I 
usually see him every month.” And, “Sometimes I don’t mention problems because I 
know they get a lot of clients.” 

− A few consumers mentioned turnover in their case managers was a problem, such as, 
“When change of a case manager happens, I can’t get answers to questions or concerns 
when I need. Sometimes there is a delay before a new case manager is assigned.” 

o Some consumers (4%) indicated issues with satisfaction or dissatisfaction with 
agency staff impacted their perception of having enough contact. 
− A couple consumers said they were satisfied with agency staff, “He is available when 

needed and helped me a lot.”  
− Several consumers said they were dissatisfied with their case managers. One consumer 

said, “Case worker has not gotten around to doing some stuff. He is supposed to have me 
in groups and he hasn’t done anything.” And another said, “I would like for my case 
manager to help me with other things than spend down.”  

o A few consumers (1.8%) said that their mental health conditions impact their ability 
to connect with people at the agency, one consumer said, “They always offer but 
when I really need it I tend to isolate myself.” 

o A few consumers (1.5%) indicated hospitalization issues: one consumer indicated he 
received excellent care during a crisis, one consumer indicated going to emergency 
services as a hospital during crises, and two consumers said they needed crisis 
services they did not receive. 

o A few consumes (1.0%) indicated that their relationship with agency staff was very 
helpful, “They are always here, will stop to help you, they care about you.” 
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• Importance of Contact with the Mental Health Agency When Needed. Consumers 
rated the importance of having contact when they needed it using a 5-point scale from 0 
(not at all important) to 4 (extremely important). The high mean (Total sample: M = 3.35, 
SD = .85), between a score of 3 (quite important) and 4 (extremely important) indicates 
that for consumers, having contact with the mental health agency when they need it is 
crucial. 

o Differences by agency at baseline. There were no significant differences between the 
agencies in consumers’ ratings of the importance of having contact (see Table 4A in 
Appendix A page 113). 

o Change over time. Paired t-tests were conducted to determine any changes over time 
in consumers’ ratings of the importance of having contact with the mental health 
agency. (see Table 4A in Appendix A page 113).  

− Results showed no significant differences between Time 1 and Time 2 for Agency B or 
Agency C. There was a significant increase in the mean score for Agency A (t = -1.84, p 
= .070). There were no significant differences in consumers’ ratings of the importance of 
having contact with the mental health agency between Time 2 and Time 3 for Agency A, 
Agency B, or Agency C. 

− There was a significant decrease in the mean score for Agency D Time 1 to Time 2 (t = 
2.63, p = .012), where the mean dropped below a 3 (quite important) at Time 2, however, 
at Time 3, there was a significant increase in the mean score (t = -2.57, p = .014), 
returning to near the baseline mean between 3 (quite important) and 4 (extremely 
important). 

 
Consumers – Say Over Services. Consumers responded to questions about 1) how much 
say they have over services at the mental health agency, 2) if they have enough say, and 3) the 
importance of having a say in their services 

• How much say over services. Over half reported they had a lot of say (57.4% 
combined across agencies); and over one-third of consumers said that they had some say 
(39.2% combined across agencies). A small percentage of consumers (3.4% combined 
across agencies) reported they had no say.  

o Differences by agency at baseline. There were no significant differences in 
consumers’ perceptions of their say over services between any of the agencies by 
agency at baseline (see Figure 16). 

o Change over time. Chi-square tests were conducted to determine any changes over 
time in consumers’ perceptions of how much say they have over services.  
− Results showed significant change between baseline and Time 2 for Agency A (χ2 = 

21.65, p = .000), Agency B (χ2 = 11.23, p = .004), and Agency C (χ2 = 16.06, p = .003); 
there was no significant change for Agency D. Higher percentages of consumers 
answered they had “a lot” of say in Agency A (52.9% to 60.7%), Agency B (54.1% to 
60.9%), and Agency C (56.2% to 60.6%) at Time 2 compared with baseline.  
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− Results showed significant change between Time 2 and Time 3 for Agency A (χ2 = 19.88, p 
= .001), Agency B (χ2 = 11.75, p = .003), and Agency D (χ2 = 42.01, p = .000). In Agency 
A, compared with Time 2, fewer consumers at Time 3 reported having no say, while a 
larger percentage reported having some say (32.8% to 39.6%). Compared with Time 2, 
more consumers at Time 3 reported having a lot of say in both Agency B (60.9% to 68.4%) 
and Agency D (69.6% to 75.0%). There was no significant change for Agency C. 

Figure 16. Baseline Percent of Consumers’ Perceptions of How Much Say in their 
Services at the Mental Health Agency 
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• Consumer Comments – How Much Say In Services. Most consumers (90.5%) 

provided some additional comments about how much say they have in the services they 
receive.  

o About one-third of consumer (31.3%) commented that having a say in their services 
impacted their sense of empowerment. Most of the comments about empowerment 
were fairly general, for example, “It makes me feel that I’m in control of myself and 
not them.” Another comment was, “It means a great deal, gives me more confidence 
that I have input in my services.” 
− Most consumers’ comments were positive and many particularly emphasized speaking 

their needs and wants, such as, “I have a lot of say when we do my goals.” and, “They 
never force me to do anything, I express my needs and they tell me what is available.”  

− However a few consumers said that they still do not feel empowered or feel that they have 
control, for example one consumer said, “They still have the majority of control.” while 
another said, “I feel that I need to be listened to a lot more than I am because I have the 
education and experience to do a lot more than is expected of me and that they let me do.” 
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o One-quarter of consumers (25.1%) commented that choice is very important to them, 
for example, “It means a lot to me to have my own choices.” 
− Consumers desire choices in their treatment options, services they utilize, goals they 

make, classes they attend, and staff they work with. For example, one person said, “I get 
to choose what goals to work on and what groups to attend.” Another said, “I get to pick 
out what groups I want to go to, I have a say in who I want as a therapist, and I have a say 
in what I feel about my situation.” 

− Some consumers indicated that they lack choice in services and/or staff. For example, 
one person said, “My therapist wants to discontinue therapy and I don’t think it’s a good 
idea. It doesn’t matter what I think.” Another person said, “They tell me what I’m going 
to do and who I’m going to see, I don’t get a choice.” 

o Almost one-fifth of consumers (18.2%) commented about meeting their basic needs. 
− Of all the basic needs mentioned, medication issues and being able to see the doctor were 

listed most frequently. Some consumers mentioned that they get less time with the doctor 
than they would like. Some people mentioned that they do get to tell the doctor about 
how they are reacting to medication. Some consumers mentioned they have choices about 
what medication they are prescribed, while others mentioned that it’s the doctor’s choice 
about what to prescribe. 

− Other important basic needs mentioned included employment, help with money, housing, 
living skills, physical health, and social issues. For example on person commented about 
budget, “I can talk to my counselor as often as I want and she lets me have a say about 
my budget.” Another commented about housing, “They’re helping me try to find another 
place to live when I leave here and figure out what I’m going to do with my life.” And 
another person added that their case manager helped them with their assertiveness. 

o Several consumers responses (10.2%) indicated that relationship with agency staff 
was very important, particularly staff listening to them, respecting them, and caring 
about them. For example, one person commented, “I feel they respect my views and 
that I am making progress because they listen so well.” And another said, “They let 
me know I have freedom of speech; it lets me know they really care and want me to 
get better by allowing me to have input.” 

o Several consumer responses (6.9%) mentioned access issues impacted how much say 
they have. Most often consumers mentioned desiring more time with staff. Also some 
consumers mentioned that not all programs they are interested in are available at the 
agency. 

o A few consumers (2.8%) indicated that being able to get information and ask 
questions was important for them to help them make choices and decisions, for 
example one person commented, “It’s real important because I feel I can ask 
questions about things I don’t understand.” Another commented, “I feel I get 
supported through [name]. I rely on him a lot for answering questions.” 

o Only a few other comments were included, these comments were about satisfaction or 
dissatisfaction with staff at the agency, and staffing issues (e.g., busy staff). 
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• Enough Say Over Services. Consumers responded about whether they had enough say 
over services they received at the mental health agency. Almost three-quarters of 
consumers reported that they did have enough say (72.8% combined across agencies); 
20.7% of consumers reported they sometimes have enough say, and a few consumers 
(6.5%) reported they did not have enough say. 

o Differences by agency at baseline. There were no significant differences in consumers’ 
perceptions of having enough say between agencies at baseline (see Figure 17). 

o Change over time. Chi-square tests were conducted to determine any changes over 
time in consumers’ perception of having enough say over services.  

− There were significant differences between baseline and Time 2 for consumers’ 
perceptions of having enough say, for all of the agencies. A greater percentage of 
consumers responded “yes” they had enough say at Time 2 for Agency A (66.7% t o 
71.2%), Agency B (73.3% to 78.3%), and Agency D (76.3% to 87.0%). At Time 2, fewer 
consumers in Agency C responded “yes” (75.3% to 71.4%) while more consumers 
responded “sometimes” or “no”. 

− There were no significant differences between Time 2 and Time 3, for consumers’ 
perceptions of having enough say, for any of the agencies. 

 
Figure 17. Baseline Percent of Consumers’ Perceptions of Enough Say Over Services 
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• Consumer Comments – Enough Say. Most consumers (87.6%) provided additional 
comments about their perception of having enough say in the services they receive. The 
comments about having enough say are fairy similar with consumers’ comments about 
how much say they have in the services they receive.  

o Over one-quart of consumers’ comments (27.3%) reflected that having a say in 
services is associated with their sense of empowerment.  
− Many consumers are empowered through speaking their wants and needs. For example, 

one consumer mentioned that she, “let them know where I’m at in recovery. I’m getting 
stronger and grew out of therapy. I was able to tell them and move on.” And another 
person said, “I feel I have a say in the services, and I have a say in the medications and 
case management.” 

− While many consumers are empowered, some consumers still report a need for 
empowerment or a lack of empowerment. For example, one person said, “Sometimes 
they’ll say and do something for me and I disagree or don’t approve. I don’t say anything, 
I just keep it to myself.” And while another consumer was empower to act, she reported 
some negative outcomes, “I have gone over people’s heads trying to get things done, 
which ahs caused some resentment from the nurse, and my case manager. It’s too 
disheartening to battle with this all the time.”  

o Similar to the comments above and about how much say consumers have, 20.0% of 
consumers mentioned that they have a choice in their treatment options, services, 
goals, classes, and staff. 
− For example, one person mentioned, “If I don’t want to do something this agency 

respects me enough to give me choices about what I want to do.” And another person 
said, “They don’t do anything without my approval.” Choice is important, one person 
said, “I felt good about being able to change counselors when I needed to.” 

− However some consumers report having a lack of choice. For example, one person said, 
“I can have my say but things don’t change, what they decide is what they decide.” Some 
consumers reported not being able to change case managers. Another person reported that 
he did not get to do things because his case manager did not like him and would not 
listen. 

o Several consumers (14.2%) comments about having a say in their services were about 
basic needs, for example help with money and budgeting, housing, transportation, 
and medication. The most frequent basic need mentioned was surrounding medication 
and seeing the doctor, for example, one person said, “They don’t want to force a drug 
on me, we discuss benefits and side-effects of the medication. They inform me well.” 
However other consumers have difficulty with having say regarding their medication, 
another person said, “My doctor continues to give me medications that don’t work.” 

o Several consumers (13.5%) mentioned communication issues. Some consumers 
mentioned asking questions and getting information, while others mentioned lack of 
communication regarding staff changes.  

o And several consumers (9.5%) mentioned aspects of their relationship with staff that 
were important to them, such as listening, respect, caring, and feeling part of a 
partnership. For example, one person mentioned, “My case manager will come over 
when I need her to, and I can open myself more freely with her. She listens to me, and 
takes what I see as important.” 
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o A few consumers (6.5%) mentioned access issues. Access issues mentioned that case 
manager availability, lower wait times, and return phone calls are important, and that 
the hotline has been valuable in times of crisis. 

• Importance of Having a Say in Services. Consumers rated the importance of having a 
say using a 5-point scale from 0 (not at all important) to 4 (extremely important). The 
high mean (Total sample: M = 3.42, SD = .79), between a score of 3 (quite important) and 
4 (extremely important) indicates that for consumers, having a say in their services is 
vital. 

o Differences by agency at baseline. There were no significant differences between the 
agencies on consumers’ ratings of the importance of having a say in their services. 

o Change over time. Paired t-tests were conducted to determine if there were any 
changes over time for consumers’ perceptions of the importance of having a say in 
their services (see Table 4A in Appendix A page 113). Results showed no significant 
differences between Time 1 and Time 2, or between Time 2 and Time 3, for any of 
the agencies which means the changes in mean scores over time were small. 

 
Consumers – Service Empowerment Scales. Consumers rated their sense of 
empowerment with two subscales. The Service Decisions subscale questions ask about 
consumers’ perceived control and involvement in their mental health treatment using a 5-point 
scale ranging from 0 (none) to 4 (complete). The Service Relationship subscale questions ask 
how consumers perceive their relationship with their case manager, for example how well the 
consumer and the case manager know each other, the consumers’ sense of the case managers’ 
respect, and the frequency of communication. These items were rated on two 5-point scales, the 
first ranging from 0 (not at all) to 4 (extremely), and the second rating frequency, from 0 (never) 
to 4 (always), [see the Measures section for additional scale information; see Appendix B page 
143 for a list of all the items within the scales]).  

• The baseline mean for consumers’ perceptions of their empowerment in Service 
Decisions (Total sample: M = 2.79, SD = .73) was between a score of 2 (some) and 3 
(quite a bit). The baseline mean for consumers’ perceptions of their empowerment in the 
Service Relationship between themselves and their case managers (Total sample: M = 
2.84, SD = .76) was between a score of 2 (moderately) and 3 (quite a bit). These scores 
indicate room for improvement in consumers’ perceptions of their Service 
Empowerment. 

• Gender. T-tests were conducted on the subscales to determine if there was a significant 
effect by gender. There were statistically significant differences by gender at baseline; the 
higher mean score for females on Service Decisions and Service Relationship suggest 
that females felt they were more empowered in their service decisions and in their service 
relationship than males (see Table 4B in Appendix A page 114).§  

                                                 
§ GLM with Repeated Measures Analyses were conducted using both baseline and Time 2 data, with gender as a 
between subjects factor, dosage as a covariate, by intervention group (initial intervention group: Agencies A and B 
combined, and wait-list control group: Agencies C and D combined). GLM results showed no significant differences 
by gender. This would mean that while females may be more empowered than males overall, after including change 
over time, agency group, and accounting for the program (dose), males and females are not different. 
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• Differences by agency at baseline. One-way ANOVAs were conducted to determine if 
there were differences in consumers’ Service Empowerment at baseline. There were no 
significant differences between agencies on Service Decisions. There was a statistically 
significant difference between the agencies for Service Relationship (F = 3.25, p = .022); 
Agency D had a significant higher mean score at baseline than Agency A (Agency D was 
not significantly different than Agency B or Agency C; see Figure 18 and see Table 4D in 
Appendix A page 115; the graph is spread so that small changes are observable).  

 
• Dosage. Correlations were conducted to determine if there was an effect of dosage on 

Service Empowerment. Dosage was correlated with Service Empowerment change scores 
(e.g., Time 2 Service Decisions score minus baseline Service Decisions score and Time 3 
Service Decisions score minus Time 2 Service Decisions score). We hypothesized that 
consumers who received more of the intervention (i.e., a higher dose) would have greater 
Service Empowerment change scores than consumers who had a lower dose.  

o Correlations were computed at Time 2 for Agency A and Agency B because the 
consumer and case manager training courses occurred between baseline and Time 2. 
And correlations were computed at Time 3 for Agency C and Agency D because the 
consumer and case manager training courses occurred between Time 2 and Time 3. 
There were no statistically significant correlations between dose and Service 
Decisions or Service Relationship change scores at Time 2 or Time 3 (see Table 4C 
in Appendix A page 114). This means that intervention dosage did not influence 
Service Empowerment change, or that the changes were very small. 

• Change over time. Paired t-tests were conducted to determine changes over time in 
consumers’ perceptions of Service Decisions and Service Relationship. We hypothesized 
that consumers in the initial intervention group would have significant differences 
(increases in Service Empowerment mean scores over time) between Time 1 and Time 2, 
and that the wait-list control group would have significant differences between Time 2 
and Time 3 (see Table 4D in Appendix A page 115). Figure 18 presents the mean scores 
by time and Agency (the graph is spread so that small changes are observable).  

o Service Decisions. Agency A and Agency B mean scores increased from Time 1 to 
Time 2, and Agency C and Agency D mean scores increased from Time 2 to Time 3; 
however, these increases were not large enough to be statistically significant.  

o Service Relationship. The mean score for Agency A increased at Time 2 and Time 3, 
Agency B and Agency D mean scores remained relatively even at Time 2 and slightly 
increased at Time 3, and the mean score for Agency C decreased at Time 2 and 
increased at Time 3, but still remained lower at Time 3 than baseline. However, these 
changes were not large enough to be statistically significant for any of the agencies.  
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Figure 18. Changes in Consumers’ Service Decision and Service Relationships Scores by 
Time and by Agency 
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Case Managers. Case managers rated their orientation to consumer empowerment using four 
subscales. The Service Decisions subscale includes questions about involving consumers in 
treatment plans. The Understanding Consumers subscale includes questions about understanding 
consumers needs and helping consumers to make decisions about their lives. Both the Service 
Decisions and Understanding Consumers questions were rated by case managers using a 5-point 
scale ranging from 1 (none) to 5 (completely). The Service Relationship subscale included items 
about treating consumers with respect, and listening to consumers. The Share Self subscale 
included items about case managers sharing personal information with consumers. Case 
managers rated both Service Relationship and Share Self using a 5-point frequency scale ranging 
from 1 (never) to 5 (always; see the Measures section for additional scale information; see 
Appendix B page 144 for a list of items within the scales]).  

• The baseline mean for case managers’ perceptions of their empowerment in Service 
Decisions (Total sample: M = 3.78, SD = .56), and the baseline mean for case managers’ 
perceptions of their empowerment of Understanding Consumers (Total sample: M = 3.78, 
SD = .43) are between a score of 3 (some) and 4 (quite a bit). These scores indicate case 
managers had a positive perception of their understanding of the consumers’ needs and 
giving consumers’ choice in their services and on their treatment plans. These scores also 
indicate there is room for improvement. 
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• The baseline mean is very high, between a score of 4 (often) and 5 (always), for how 
frequently case managers indicate behaviors that foster their Service Relationship with 
consumers (Total sample: M = 4.54, SD = .35). This score indicates that case managers 
believe they frequently encourage consumers, and talk with consumers about what is 
important to them. 

• The baseline mean for how frequently case managers indicate sharing information about 
themselves with consumers is much lower, between a score of 2 (seldom/rarely) and 3 
(sometimes), than the other Service Empowerment subscales (Total sample: M = 2.85, 
SD = .74). These low scores may indicate that case managers believe that sharing 
personal information or their own limitations with consumers is not relevant to their 
relationships with the consumers. 

• Gender. T-tests were conducted on the subscales to determine if there was a significant 
effect by gender. There were no statistically significant differences by gender at baseline 
which means that males and females were similar (see t-test results in Table 4B in 
Appendix A page 114). 

• Differences by intervention group at baseline. T-tests were conducted to determine if 
there were differences in case managers’ perceptions of their Service Empowerment at 
baseline. Table 4E presents the means by agency (see also Figure 19 and Figure 20); 
Table 4F presents the means and statistical tests by intervention group (see Appendix A 
page 116 and 117). 

o There were no statistically significant differences between the intervention groups on 
Service Decisions, Understanding Consumers, or Service Relationship which means 
case managers rated these Service Empowerment subscales similarly. There was a 
statistically significant difference for Share Self: case managers in the wait-list 
control group had a higher mean than case managers in the initial intervention group 
(F = – 2.04, p = .05) which means case managers in the wait-list control group 
(probably case managers in Agency C, when looking at the figure) share more about 
themselves with consumers than case managers do in the other agencies. 

• Change over time. Paired t-tests were conducted to determine changes over time in case 
managers’ perceptions of their Service Empowerment (see Table 4F in Appendix A page 
117). We hypothesized that case managers in the initial intervention group would have 
significant differences in Service Empowerment baseline to Time 2, and that the wait-list 
control group would have significant differences Time 2 to Time 3 (i.e., increases in 
mean scores over time; see Figures 19 and 20; the graphs are spread so that small changes 
are observable). 
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o Service Decisions. Service Decisions subscale scores increased for each agency (see 
Figure 19); however, when aggregating by intervention group, only the increase in the 
wait-list control group mean score on the Service Decisions’ subscale was statistically 
significant between Time 1 and Time 2 (see Table 4F in Appendix A page 117). The 
small increases from Time 2 to Time 3 for both the initial intervention group and the 
wait-list control group were not significant, which means these changes were small. 

o Understanding Consumers. Agency A and Agency C mean scores slightly increased 
in this subscale over time; Agency B scores decreased at Time 2 then increased at 
Time 3, and Agency D scores increased then decreased in this subscale over time (see 
Figure 19). When aggregating by intervention group, there was a statistically 
significant increase in the Understanding Consumers mean score for the initial 
intervention group from Time 1 to Time 2, but no significant difference for Time 2 to 
Time 3. This significant increase was consistent with our hypotheses (see Table 4F in 
Appendix A page 117). The small changes for the wait-list control group were not 
significant between Time 1 and Time 2, or between Time 2 and Time 3, which means 
these changes were small. 

 
Figure 19. Changes in Case Managers’ Service Empowerment Scores (Service Decision 
and Understanding Consumers subscales) by Time and by Agency  
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o Service Relationship. There appeared to be few changes in Service Relationship by 
agency (see Figure 20). When aggregating by intervention group, there was a 
statistically significant increase in the Service Relationship mean score for the initial 
intervention group from Time 1 to Time 2, but no significant difference for Time 2 to 
Time 3. This significant increase was consistent with our hypotheses (see Table 4F in 
Appendix A page 117). The small changes for the wait-list control group were not 
significant between Time 1 and Time 2, or between Time 2 and Time 3, which means 
these changes were small. 

o Share Self. Agency A and Agency B mean scores increased at Time 2 and then 
decreased at Time 3, and Agency C and Agency D scores decreased at both Time 2 
and Time 3 (see Figure 20 and Table 4E in Appendix A page 116). When aggregating 
by intervention group, the initial intervention group showed a significant increase 
between Time 1 to Time 2, and then a significant decrease between Time 2 and Time 
3. While the initial significant increase was consistent with our hypotheses, the 
follow-up mean score (Time 3) returned to the initial baseline levels (see Table 4F in 
Appendix A page 117). There were no significant differences across time for the 
wait-list control group which means the changes were small. 

Figure 20. Changes in Case Managers’ Service Empowerment Scores (Service 
Relationship and Share Self Subscales) by Time and by Agency 
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Consumer Readiness for Mental Health Treatment 
 
Consumers rated their motivation or Readiness for Mental Health Treatment using four 
subscales. The Precontemplation subscale items ask consumers about their sense of personal 
responsibility towards their mental health. The Contemplation subscale includes items about 
consumers’ acknowledgement that they can impact their mental health. The Action subscale 
includes statements that indicate actively doing something to improve mental health. And the 
Maintenance subscale includes items about perceiving the need to continually monitor one’s 
mental health. Consumers rated their perceptions of their Readiness for Mental Health Treatment 
using a 5-point scale ranging from 1 (strongly disagree) to 5 (strongly agree). See the Measures 
section for scale information; see Appendix B page 145 for a list of items within subscales.  
 
Consumers responding to Readiness for Mental Treatment questions were grouped into two 
groups: a Participation Group, and a Precontemplation Group.** Consumers included in the 
Participation group (Cluster 1) had scores below the mean on the Precontemplation subscale at 
baseline, and scores above the mean on Contemplation, Action, and Maintenance subscales at 
baseline (see Figure 21). This pattern of scores may indicate consumers who are more actively 
involved in their mental health treatment. Consumers included in the Precontemplation group 
(Cluster 2) had scores above the mean on the Precontemplation subscale at baseline, and scores 
below the mean on the Contemplation, Action, and Maintenance subscales at baseline. This 
pattern of scores may indicate consumers who are thinking about their mental health treatment 
needs but not as actively engaged in their mental health treatment.  

Figure 21. Results of Cluster Analyses of Consumer Readiness for Mental Health 
Treatment Subscales  
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** Following Heesch, Velasquez, and von Sternberg’s (2004) example, we conducted a Cluster Analysis on our 
sample of mental health consumers. After standardizing subscale scores (to a mean of 50 with a standard deviation 
of 10), we analyzed results from 2, 3, and 4 cluster solutions using plots and compared our findings to Heesch, 
Velasquez, and von Sternberg’s results. Our two-cluster solution was most similar. 
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• Gender. T-tests were conducted on the subscales to determine if there was a significant 

effect by gender. There were statistically significant differences by gender at baseline for all 
subscales; males had higher means on Precontemplation, while females had higher means on 
Contemplation, Action, and Maintenance (see Table 5A in Appendix A page 118).  

o Since males had a higher score on Precontemplation, a greater percentage of males 
were in the Precontemplation Cluster (66.7%) compared with the Participation 
Cluster (33.3%). And since females had higher means on Contemplation, Action, and 
Maintenance subscales, a higher percentage of females were in the Participation 
cluster (55.8%) compared with the Precontemplation cluster (44.2%).  

• Differences by agency at baseline. One-way ANOVAs were conducted to determine if 
there were differences in consumers’ Readiness for Mental Health Treatment at baseline 
(all scores combined, not split by clusters). There was a significant trend†† (p < .10) 
between agencies on the Maintenance (F = 2.26, p = .082) subscale, but not on 
Precontemplation (F = 1.82, p = .143), Contemplation (F = 1.82, p = .143), or Action (F 
= .038, p = .768) subscales. This trend showed that consumers in Agency A had a higher 
mean score on Maintenance than consumers in Agency B but were not statistically 
different than mean scores for consumers in Agency C or Agency D.  

• Dosage. Correlations were conducted to determine if there was an effect of dosage on 
Readiness for Mental Health Treatment. Dosage was correlated with Readiness for 
Mental Health change scores (e.g., Time 2 Contemplation score minus baseline 
Contemplation score and Time 3 Contemplation score minus Time 2 Contemplation 
score). Correlations were computed with the change scores for all consumers in the 
sample, not split by cluster group. We hypothesized that consumers who received more 
of the intervention (i.e., a higher dose) would have greater Readiness for Mental Health 
Treatment change scores than consumers who had a lower dose.  

o Correlations were computed at Time 2 for Agency A and Agency B because the 
consumer and case manager training courses occurred between baseline and Time 2. 
And correlations were computed at Time 3 for Agency C and Agency D because the 
consumer and case manager training courses occurred between Time 2 and Time 3. 
There were no statistically significant correlations between dose and 
Precontemplation, Contemplation, Action, or Maintenance change scores at Time 2 or 
Time 3 (see Table 5B in Appendix A page 118). This means that intervention dosage 
did not influence changes in consumers’ perceptions of their Readiness for Mental 
Health Treatment, or that the changes were very small. 

                                                 
†† The accepted level for statistical significance is a p-value of < .05. Sometimes, when studies are considered 
exploratory or have smaller sample sizes, statistical trends (a p-value between .05 and .10) are also reported. If 
further studies were conducted with larger samples the statistical analyses would probably be significant at the 
traditional .05 level.  
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• Change over time. Paired t-tests were conducted to determine changes over time in 
consumers’ perceptions of their Readiness for Mental Health Treatment. We 
hypothesized that consumers in the initial intervention group would have significant 
differences (increases in Precontemplation mean scores over time) between Time 1 and 
Time 2, and that the wait-list control group would have significant differences between 
Time 2 and Time 3 (see Table 5C and 5D in Appendix A page 119). Figures 22 – 25 
present the subscale mean scores by time, by Agency, and by cluster (the graphs are 
spread so that small changes are observable.  

o Precontemplation subsalce. For the Participation Cluster (Cluster 1): The mean score 
for Agency A decreased at Time 2 and remained fairly stable at Time 3, the mean 
score for Agency B decreased at Time 2 and then increased at Time 3, the mean score 
for Agency C increased at Time 2 and then decreased at Time 3, and the mean score 
for Agency D increased at Time 2 and Time 3. However none of these changes were 
large enough to be statistically significant for any of the agencies, at Time 2 or Time 
3 (see Figure 22 and Table 5C in Appendix A page 119). 

For the Precontemplation Cluster (Cluster 2): The mean score for Agency A increased 
at Time 2 and Time 3, the mean score for Agency B increased at Time 2 and then 
decreased at Time 3, and Agency C and Agency D mean scores were relatively 
unchanged at Time 2 and decreased at Time 3. However none of these changes were 
large enough to be statistically significant for any of the agencies, at Time 2 or Time 
3 (see Figure 22 and Table 5C in Appendix A page 119). 

Figure 22. Changes in Consumers’ Readiness for Mental Health Treatment Scores 
(Precontemplation Subscale) by Time, by Cluster, and by Agency  
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o Contemplation subscale. For the Participation Cluster (Cluster 1): all Agency 
mean scores decreased at Time 2; however the decreases were statistically 
significant only for Agency A and Agency B. At Time 3 Agency A, Agency B 
and Agency D scores changed very little while the mean score for Agency C 
decreased at Time 3, however this decrease was not statistically significant, 
meaning the change was small (see Figure 23 and Table 5C in Appendix A page 
119).  

For the Precontemplation Cluster (Cluster 2): The mean score for Agency A 
increased at Time 2 but remained relatively stable at Time 3, and Agency B, 
Agency C, and Agency D mean scores increased at Time 2 and Time 3. The only 
statistically significant difference was for the increase in mean score for Agency 
B from Time 2 to Time 3, which means the other mean score changes were very 
small (see Figure 23 and Table 5C in Appendix A page 119). 

 
Figure 23. Changes in Consumers’ Readiness for Mental Health Treatment Scores 
(Contemplation Subscale) by Time, by Cluster, and by Agency 
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o Action subscale . For the Participation Cluster (Cluster 1): All Agency mean 
scores decreased from baseline to Time 2; however, the decreases were 
statistically significant only for Agency A and Agency B, which means the other 
changes were small. At Time 3 Agency A and Agency B mean scores increased 
slightly, the means score for Agency C did not change, and the mean score for 
Agency D decreased slightly; however these differences were not significant at 
Time 3 which means they were very small (see Figure 24 and Table 5D in 
Appendix A page 120).  

For the Precontemplation Cluster (Cluster 2): Agency A mean scores changed 
very little baseline through Time 3, the Agency B mean score remained similar at 
Time 2 and then increased at Time 3, Agency C mean scores increased at both 
Time 2 and Time 3, and the mean score for Agency D increased at Time 2 and 
then decreased at Time 3. The only statistically significant differences were for 
the increase in the mean score for Agency D at Time 2 and the increase in the 
mean score for Agency B at Time 3; all other changes in mean scores were very 
small (see Figure 24 and Table 5D in Appendix A page 120).  

 
Figure 24. Changes in Consumers’ Readiness for Mental Health Treatment Scores 
(Action Subscale) by Time, by Cluster, and by Agency  
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o Maintenance subscale. For the Participation Cluster (Cluster 1): Agency A, 
Agency B, and Agency D mean scores decreased at Time 2 and increased at Time 
3. The mean score for Agency C decreased at both Time 2 and Time 3. However 
none of these changes were large enough to be statistically significant for any of 
the agencies, at Time 2 or Time 3 (see Figure 25 and Table 5D in Appendix A 
page 120). 

For the Precontemplation Cluster (Cluster 2): The mean score for Agency A 
changed relatively little, and changes in means were not statistically significant. 
The mean score for Agency B increased slightly at Time 2, but was not 
significant; however, the mean score increase at Time 3 was statistically 
significant. For Agency C both the increase in the mean score at Time 2 and Time 
3 was statistically significant. The mean score for Agency D decreased minimally 
at Time 3, and then increased at Time 3, which was statistically significant (see 
Figure 25 and Table 5D in Appendix A page 120). 

 
Figure 25. Changes in Consumers’ Readiness for Mental Health Treatment Scores 
(Maintenance Subscale) by Time, by Cluster, and by Agency  

3.00

3.75

4.50

Time 1 Time 2 Time 3

Maintenance: Agency A
Cluster 1

Maintenance: Agency B
Cluster 1

Maintenance: Agency C
Cluster 1

Maintenance: Agency D
Cluster 1

Maintenance: Agency A
Cluster 2

Maintenance: Agency B
Cluster 2

Maintenance: Agency C
Cluster 2

Maintenance: Agency D
Cluster 2

  
 
A future report will examine Readiness for Mental Health Treatment in greater detail with this 
sample and how it may be related with Service Empowerment, and Agency Orientation toward 
Recovery, for example. 
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Organizational Readiness to Change 
 
Case managers rated their organizations’ readiness to change using 12 subscales. Case managers 
rated their organizations’ Program Needs, Training Needs, Pressures for Change, Staffing 
Resources, Training Resources, Staff Efficacy, Staff Adaptability, Organizational Mission, 
Organizational Autonomy, Organizational Change, and Job Satisfaction, using a 5-point scale 
ranging from 1 (strongly disagree) to 5 (strongly agree). Case managers also rated their 
organizations’ utilization of training on a 5-point scale ranging from 1 (never) to 5 (almost 
always). See the Measures section for additional scale information; see Appendix B page 146 for 
a list of items within scales. Figure 26 displays the baseline means for the total sample (the graph 
is spread so that small differences are observable). A discussion of these organizational factors 
follows. 

Figure 26. Baseline Case Managers’ responses of Organizational Motivational Readiness, 
Mean Scores (Total Sample) 
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• Case managers rated Staff Efficacy and Job Satisfaction higher than the other organizational 

factors at baseline. These mean scores, close to 4 (agree) , indicated most case managers 
agree they have the necessary skills to be effective in their positions, and that they like 
their jobs, feel appreciated, and value their work. 

• Case managers rated Pressures for Change slightly lower than Efficacy and Job 
Satisfaction, midway between 3 (uncertain) and 4 (agree). Means for the individual items 
on the Pressures for Change scale indicated that the highest pressures for change are from 
funding and oversight sources (M = 4.26), accrediting or licensing authorities (M = 4.10), 
agency supervisors or managers (M = 3.92), and agency board members (M = 3.90). Case 
managers reported the lowest pressure for change within the agency (lowest mean) was 
from consumers (M = 2.61). 
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• Staff Adaptability was also slightly lower than Efficacy and Job Satisfaction, midway 
between 3 (uncertain) and 4 (agree); this mean score may indicate that case managers 
perceive themselves as somewhat able/willing to try new ideas and procedures within the 
agency. 

• Case managers rated Program Needs slightly above 3 (uncertain). When looking at 
individual items, case managers rated developing effective group sessions highest (M = 
3.59). However, all other program needs (i.e., assessing consumer needs, matching needs 
and services, consumer participation at the agency, case management quality, using 
consumer assessments to guide decisions and document agency effectiveness) also rated 
well (range between M = 3.23 and M = 3.45). 

• Case managers rated Training Needs slightly above 3 (uncertain). Case managers rated 
improving consumer thinking and problem solving highest (M = 3.52). Increasing 
consumer participation (M = 3.45) and improving behavioral management of consumers 
(M = 3.45) also ranked high. The lowest rated training needs were for monitoring 
consumer progress (M = 2.58) and improving rapport with consumers (M = 2.23). 

• For Training Utilization, case managers rated how often new ideas from workshops or 
trainings were encouraged or adopted by the agency. The baseline score for the total 
sample was between a score of 3 (sometimes), and 4 (a lot). Case managers perceived 
that agencies utilize new training methods sometimes. 

• Case managers’ ratings of Organizational Mission, Organizational Autonomy, and 
Organizational Change were scores slightly above 3 (uncertain), which may indicate case 
managers believe the organizational climate has room for improvement.  

• Case managers rated Training Resources slightly above 3 (uncertain), which may indicate 
case managers have access to some training and conferences but may appreciate 
additional opportunities. 

• Staffing Resources had the lowest mean score of the organizational factors, indicating case 
managers believe that to effectively perform their jobs, there is a need for additional staff, 
skill training, and more time with consumers. 

• Gender. T-tests were conducted on the subscales to determine if there was a significant 
effect by gender. There were no statistically significant differences by gender at baseline 
which means that males and females were similar (see t-test results in Table 6A in 
Appendix A page 121). 

• Differences by intervention group at baseline. T-tests were conducted to determine if 
there were differences in case managers’ responses of organizational factors at baseline. 
Table 6B and Table 6C present the means by agency (in Appendix A pages 122 and 123 
and see also Figure 27 and Figure 28; the graphs are spread so that small changes are 
observable). Table 6D and Table 6E present the means and statistical tests by intervention 
group. Eleven of 12 organizational factors were not statistically different between 
intervention groups at baseline, which means the differences in mean scores were small. 
However, the wait-list control group had a higher mean score on Staffing Resources at 
baseline than the initial intervention group (see Table 6D and Table 6E in Appendix A 
pages 124 and 125). 
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• Change over time. Paired t-tests were conducted to determine changes over time in case 
managers’ perceptions of their organizational climate We hypothesized that case 
managers in the initial intervention group would have significant differences (increases in 
Organizational Readiness subscales mean scores over time) between baseline and Time 2, 
and that the wait-list control group would have significant differences between Time 2 
and Time 3 (see Figures 27 through 31; the graphs are spread so that small changes are 
observable). 

o Program Needs. In Figure 27 Agency A and Agency C Program Needs mean scores 
decreased over time, and for Agency B and Agency D mean scores had small 
increases over time. When aggregating by intervention group, the only statistically 
significant difference was a decrease in scores from baseline to Time 2 for the initial 
intervention group. There were no significant differences for either group comparing 
Time 2 with Time 3 which means the changes were very small (see Table 6D in 
Appendix A page 124). 

o Training Needs. In Figure 27 Agency A, Agency C, and Agency D Training Needs 
mean scores decreased from Time 1 to Time 2 and increased at Time 3; and for 
Agency B mean scores increased at Time 2 followed by a small decrease at Time 3. 
When aggregating by intervention group there were no statistically significant 
differences for either the initial intervention group or the wait-list control group 
which means the changes were very small (see Table 6D in Appendix A page 124).  

Figure 27. Changes in Case Managers’ Perceptions of Organizational Motivational 
Readiness (Program Needs, Training Needs, and Pressures for Change Subscales), Mean 
Scores by Time and by Agency 
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o Pressures for Change. In Figure 27, Agency A, Agency B, and Agency C Pressures 
for Change mean scores decreased over time; the mean score for Agency D increased 
at Time 2 and then slightly decreased at Time 3. When combined by intervention 
group, there were no significant differences for either group over time meaning these 
differences were very small (see Table 6D in Appendix A page 124). 

o Staffing Resources. In Figure 28, Agency A and Agency C Staffing Resource mean 
scores increased over time, while Agency B and Agency D mean scores increased at 
Time 2 then decreased at Time 3. Consistent with our hypotheses, there was a 
statistically significant increase in Staffing Resource mean scores from baseline to 
Time 2 for the initial intervention group, and a significant increase in mean scores for 
the wait-list control group from Time 2 to Time 3 (see Table 6D in Appendix A page 
124). 

o Training Resources. In Figure 28, Agency A and Agency C Training Resource mean 
scores decreased at Time 2 and then increase almost back to baseline levels at Time 
3; for Agency B and Agency D, mean scores increased at Time 2 and decreased at 
Time 3. When aggregating by intervention group, for the wait-list control group, there 
was a statistically significant decrease from baseline to Time 2. There were no 
significant differences for either group comparing Time 2 with Time 3 which means 
the changes were very small (see Table 6D in Appendix A page 124). 

Figure 28. Changes in Case Managers’ Perceptions of Institutional Resources (Staffing 
and Training Subscales), Mean Scores by Time and by Agency  
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o Staff Efficacy. In Figure 29, for all agencies, Staff Efficacy mean scores increased 
from baseline to Time 2 and then maintained or decreased at Time 3. When 
aggregating by intervention group there was only one statistically significant 
difference, for the wait-list control group the increase in mean scores from Time 1 to 
Time 2 was statistically significant from baseline to Time 2. There were no 
significant differences for either group comparing Time 2 with Time 3 which means 
the changes were very small (see Table 6D in Appendix A page 124). 

o Staff Adaptability. In Figure 29, Staff Adaptability mean scores across all agencies 
increased from baseline to Time 2, and then decreased slightly at Time 3 for three of 
the agencies. When aggregating by intervention group, there was a statistically 
significant difference for the wait-list control group; scores increased from baseline to 
Time 2. There were no significant differences for either the initial intervention group 
or the wait-list control group comparing Time 2 with Time 3 which means the 
changes were small (see Table 6E in Appendix A page 125). 

Figure 29. Changes in Case Managers’ Perceptions of Organizational Staff Attributes 
(Efficacy and Adaptability Subscales), Mean Scores by Time and by Agency  
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o Organizational Mission. In Figure 30, mean scores for Agency Mission increased 
from baseline to Time 2 and then decreased at Time 3, for Agency A, Agency B, and 
Agency C, while scores for Agency D increased at Time 3. When aggregating by 
intervention group, the only statistically significant difference was for an increase in 
mean score from baseline to Time 2 for the wait-list control group. There were no 
significant differences for either group comparing Time 2 with Time 3 which means 
the changes were very small (see Table 6E in Appendix A page 125). 

o Organizational Autonomy and Organizational Change. In Figure 30, across agencies 
case managers’ perception of Autonomy and Change within the organization (mean 
scores) increased slightly at Time 2 and then decreased at Time 3. When aggregating 
by intervention group, there were no significant differences for either the initial 
intervention group or the wait-list control group over time, which means the changes 
were very small (see Table 6E in Appendix A page 125). 

Figure 30. Changes in Case Managers’ Perceptions of Organizational Climate (Mission, 
Autonomy, and Change), Mean Scores by Time and by Agency  
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o Training Utilization. In Figure 31, Agency A and Agency C Training Utilization mean 
scores increased at Time 2 and decreased at Time 3 Agency B mean scores increased 
slightly at both Time 2 and Time 3, and Agency D mean scores decreased at both 
Time 2 and Time 3. When aggregating by intervention group the only statistically 
significant difference was for the wait-list control group, the mean score increased 
between baseline and Time 2. There were no significant differences for either the 
group comparing Time 2 with Time 3 which means the changes were very small (see 
Table 6E in Appendix A page 125). 

o Job Satisfaction. In Figure 31, there were very minimal changes in Job Satisfaction 
mean scores over time for Agency A, Agency C, and Agency D. Agency B scores 
decreased at Time 2 and then increased back to baseline levels at Time 3. When 
aggregating by intervention group these score changes were not significant; there 
were no significant differences for either group over time which means the changes 
were very small (see Table 6E in Appendix A page 125). 

 
Figure 31. Changes in Case Managers’ Perceptions of Training Utilization and Job 
Satisfaction, Mean Scores by Time and by Agency 
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In the current study, case managers perceived external sources as strong pressures for change. 
And although case managers rated staffing resources lowest, they rated their efficacy highest. 
Additionally, case managers rated their job satisfaction second highest of all the organizational 
factors, signifying they like their jobs, feel appreciated, and value their work. This is particularly 
salient as higher job satisfaction has been associated with lower burnout and subsequently fewer 
turnover intentions. These results indicate the need for further study on how these organizational 
factors may be related to consumers’ empowerment in their service decisions and relationships.
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Agency Recovery Orientation 
 
Consumers. Agency Recovery Orientation was rated by consumers and consisted of five 
subscales: The Life Goals subscale included items about staff encouragement of consumers to 
develop and pursue individual life goals. The Involvement subscale included items about how 
involved consumers in recovery are in the development of agency programs or services, or their 
involvement at the agency management level. The Diversity of Treatment Options subscale 
included items about the variety of treatment options available (e.g., peer support, non-mental 
health activities). The Choice subscale included items about access to personal records, lack of 
staff coercion, choices about service providers, and staff respect of consumer choices. And the 
Individually-Tailored Services subscale included items about how consumers’ services fit with 
the consumer’s cultural background. Consumers rated their perceptions of the agencies’ 
recovery-promoting environment using a 5-point rating scale ranging from 1 (strongly disagree) 
to 5 (strongly agree). See the Measures section for scale information; see Appendix B page 149 
for a list of items within scales. 

• At baseline, consumers (combined across agencies) rated agencies a little higher in Life 
Goals (M = 3.79), Choice (M = 3.90), and Individually-Tailored Services (M = 3.84) than 
Involvement (M = 3.20) and Diversity of Treatment Options (M = 3.39). These mean 
scores, close to 4 (agree) indicate most consumers believe that staff at the agency 
encourage consumers’ goal choices, believe in their ability to recover, and offer or tailor 
services to fit the consumers’ cultural background.  

• Gender. T-tests were conducted on the subscales to determine if there was a significant 
effect by gender. There were no statistically significant differences by gender at baseline 
which means that males and females were similar (see t-test results in 7A in Appendix A 
page 126).  

• Differences by agency at baseline. One-way ANOVAs were conducted to determine if 
there were differences in consumers’ ratings of Agency Recovery Orientation at baseline. 
There were some statistically significant differences between agencies; Comparisons by 
agency showed that Agency D had a higher mean scores on Diversity of Treatment 
Options(F = 3.43, p = .018), Choice (F = 3.25, p = .022), a Individually Tailored Services 
(F = 4.09, p = .007), and total score (F = 4.18, p = .007). Agency D scores were statistically 
higher only compared with Agency A, but not statistically higher than Agency B or 
Agency C. There were no significant differences between agencies on Life Goals or 
Involvement subscales (see Table 7C and Table 7D in Appendix A pages 127 and 128).  

 
• Dosage. Correlations were conducted to determine if there was an effect of dosage on 

consumers’ perception of the Agency Recovery Orientation. Dosage was correlated with 
change scores (e.g., Time 2 Life Goals score minus baseline Life Goals score, and Time 3 
Life Goals score minus Time 2 Life Goals score). We hypothesized that consumers who 
received more of the intervention (i.e., a higher dose) would have greater Agency 
Recovery Orientation change scores than consumers who had a lower dose.  
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o Correlations were computed at Time 2 for Agency A and Agency B because the 
consumer and case manager training courses occurred between baseline and Time 2. 
And Correlations were computed at Time 3 for Agency C and Agency D because the 
consumer and case manager training courses occurred between Time 2 and Time 3. 
There were no statistically significant correlations for any of the agencies on any of 
the subscales or the total score (see Table 7B in Appendix A page 126). This means 
that intervention dosage did not influence changes consumers’ perceptions of the 
Agencies’ Recovery Orientation, or that the changes were very small. 

 
• Change over time. Paired t-tests were conducted to determine changes over time for 

consumers’ ratings of the Agency Recovery Orientation. We hypothesized that consumers in 
the initial intervention group would have significant differences (increases in Agency Recovery 
Orientation mean scores over time) between baseline and Time 2, and that the wait-list control 
group would have significant differences between Time 2 and Time 3. Figures 32 and 33 
present the mean scores by time and Agency (the graphs are spread so that small changes are 
observable; see Table 7C and Table 7D in Appendix A pages 127 and 128).  

o Life Goals. Figure 32 shows that Agency A and Agency B Life Goals mean scores 
increased slightly at Time 2 and Time 3; and Agency C and Agency D mean scores 
decreased slightly at Time 2 and Time 3. However, there were no statistically 
significant differences for any of the agencies over time which means these changes 
were very small. 

 
Figure 32. Changes in Agency Recovery Orientation Scores (Consumer Responses: Life 
Goals, Involvement, and Treatment Diversity) by Time and by Agency 

3.00

3.50

4.00

Time 1 Time 2 Time 3

Life Goals: Agency A

Life Goals: Agency B

Life Goals: Agency C

Life Goals: Agency D

Involvement: Agency A

Involvement: Agency B

Involvement: Agency C

Involvement: Agency D

Treatment Diversity: Agency A

Treatment Diversity: Agency B

Treatment Diversity: Agency C

Treatment Diversity: Agency D

 

 66



o Involvement. Figure 32 shows that the Involvement mean score for Agency A 
increased at Time 2 and Time 3, the mean score for Agency B remained relatively 
unchanged over time, the mean score for Agency C increased slightly at Time 2 and 
Time 3, and the mean score for Agency D decreased slightly between Time 2 and 
Time 3. However, none of these mean score changes were statistically significant for 
any of the agencies over time which means these changes were very small. 

o Diversity of Treatment Options. Figure 32 shows the pattern of mean scores for 
Diversity of Treatment Options by agency was very similar to the pattern in the 
Involvement subscale mean scores, with the mean score for Agency A increasing, the 
mean score for Agency B remaining relatively unchanged, and the mean score for 
Agency D decreasing at Time 3, although the pattern was different for Agency C, the 
mean score increased at Time 2 and Time 3. Again, there were no significant 
differences over time for any of the agencies which means these changes were very 
small. 

o Choice. Figure 33 shows that mean score for Choice increased at Time 2 and then 
decreased at Time 3 for Agency A, Agency B and Agency C mean scores decreased 
at Time 2 and increased at Time 3, and the mean scores for Agency D were fairly 
unchanged over time. None of the score changes were significant between baseline 
and Time 2 for any of the agencies. For Agency B, the increase from Time 2 to Time 
3 was statistically significant (see Table 7D); there were no significant differences 
between Time 2 and Time 3 for Agency A, Agency C, and Agency D which means 
these differences were small.  

Figure 33. Changes in Agency Recovery Orientation Scores (Consumer Responses: 
Choice, Individually Tailored Services, and Total score) by Time and by Agency 
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o Individually-Tailored Services. Figure 33 shows that Agency A scores increased over 
time. The mean score for Agency B increased Time 2 to Time 3, the means score for 
Agency C decreased slightly at Time 2 and remained the same at Time 3, and the 
mean score for Agency D decreased at Time 3. The only statistically significant 
difference was for the decrease in mean score between baseline and Time 2 for 
Agency D (see Table 7D). There were no significant differences between baseline 
and Time 2 for Agency A, Agency B, or Agency C; and there were no significant 
differences between Time 2 and Time 3 for any of the agencies which means these 
changes were very small. 

o Agency Recovery Orientation Total score. For the combined Agency Recovery 
Orientation score, the mean score for Agency A increased at Time 2 and Time 3, the 
mean score for Agency B remained the same at Time 2 and increased at Time 3, the 
mean score for Agency C decreased at Time 2 and remained the same at Time 3, and 
the mean score for Agency D remained similar at Time 2 and decreased at Time 3. 
However there was only one statistically significant difference, the decrease in the 
mean score between baseline and Time 2 for Agency D (see Table 7C). There were 
no significant differences between baseline and Time 2 for Agency A, Agency B, or 
Agency C; and there were no significant differences between Time 2 and Time 3 for 
any of the agencies which means these changes were very small. 

Case Managers. Agency Recovery Orientation was also rated by case managers, using similar 
items to the consumer ratings, and consisted of the same five subscales. The Life Goals subscale 
includes items about staff encouragement of consumers to develop and pursue individual life 
goals. The Involvement subscale includes items about how involved consumers in recovery are 
in the development of agency programs or services, or their involvement at the agency 
management level. The Diversity of Treatment Options subscale includes items about the variety 
of treatment options available (e.g., peer support, non-mental health activities). The Choice 
subscale includes items about access to personal records, lack of staff coercion, choices about 
service providers, and staff respect of consumer choices. And the Individually-Tailored Services 
subscale includes items about how consumers’ services fit with the consumer’s cultural 
background. Case managers rated their perceptions of the agencies’ recovery-promoting 
environment using the same 5-point rating scale consumers used, ranging from 1 (strongly 
disagree) to 5 (strongly agree). See the Measures section for scale information; see Appendix B 
page 150 for a list of items within scales). 

• At baseline, case managers, combined across agencies, rated Choice (M = 3.86), and Life 
Goals (M = 3.75), higher than Diversity of Treatment Options (M = 3.49), and 
Individually-Tailored Services (M = 3.33). These means scores, close to 4 (agree) 
indicate most case managers believe that staff at the agency encourage consumers to 
make life plans beyond symptom management, to encourage new things, to get involved 
in the community, and discuss their recovery plans, not just their treatment.  
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• Across agencies, case managers rated consumer Involvement within the agency at 
baseline (M = 2.99) lower than the other subscales, closest to an average of 3 (uncertain). 
Case managers’ ratings may indicate that agencies could involve consumers more in 
development of programs, or including them on advisory groups. 

• Gender. T-tests were conducted on the subscales to determine if there was a significant 
effect by gender. There were no statistically significant differences by gender at baseline 
which means that males and females were similar (see t-test results in Table 7A in 
Appendix A page 126).  

• Differences by intervention group at baseline. T-tests were conducted to determine if 
there were differences in case managers’ perceptions of the agencies’ orientation toward 
recovery at baseline. Table 7E presents the means by agency; Table 7F presents the 
means and statistical tests by intervention group (see Appendix A page 129; see also 
Figure 34 and Figure 35). There were no significant differences between the Intervention 
groups at baseline for any of the Agency Recovery Orientation subscales which means 
across agencies, case managers rated the subscales similarly. 

• Change over time. Paired t-tests were conducted to determine changes over time in case 
managers’ perceptions of their agencies’ orientation toward consumer recovery (see 
Table 7F in Appendix A page 130). We hypothesized that case managers in the initial 
intervention group would have significant differences (increases in Agency Recovery 
Orientation mean scores over time) between baseline and Time 2, and that the wait-list 
control group would have significant differences between Time 2 and Time 3 (see 
Figures 34 and 35; the graphs are spread so that small changes are observable). 

Figure 34. Changes in Agency Recovery Orientation Scores (Case Manager Responses: 
Choice, Individually Tailored Services, and Total score) by Time and by Agency 
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o Life Goals. In Figure 34, for Agency A, Agency C, and Agency D, there were small 
increases in Life Goals mean scores at Time 2 and small decreases at Time 3. The 
mean score for Agency B decreased slightly over time.  

o Involvement and Individually-Tailored Services. In Figure 34, across all agencies, 
there were increases in case managers’ ratings of consumer Involvement, and 
Individually-Tailored Services, from baseline to Time 2, and decreases in ratings 
from Time 2 to Time 3.  

o Diversity of Treatment Options. In Figure 34, the mean score for Agency A showed a 
small decrease from baseline to Time 2 and then relatively little change at Time 3, the 
mean score for Agency B showed small decreases over time, the mean score for 
Agency C showed a small increase from baseline to Time 2 and then a small increase 
at Time 3, and the mean score for Agency D showed a small increase from baseline to 
Time 2 and then a decrease at Time 3.  

o Choice. In Figure 35, case managers’ ratings of choice decreased by Time 3 for 
Agency A and Agency B and increased by Time 3 for Agency C and Agency D.  

o When aggregating by intervention group, there were no significant differences for any 
of the Agency Recovery Orientation subscales for either the initial intervention group 
or the wait-list control group, comparing baseline with Time 2 or Time 2 with Time 3 
(see Table 7F in Appendix A page 130). The lack of significant effects over time by 
intervention group, for any of the subscales, means that any differences were very 
small, too small to be statistically meaningful. 

Figure 35. Changes in Agency Recovery Orientation Scores (Case Manager Responses: 
Life Goals, Involvement, and Treatment Diversity) by Time and by Agency 
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Satisfaction with Treatment Planning 
 
Consumers. Figure 36 presents the results of chi-square analyses on consumers’ responses of 
how recently consumers discussed their treatment plan with their case manager. Over three-
quarters of consumers reported discussing treatment plans within the last three months. There 
were no statistically significant differences between the agencies at baseline which means any 
differences were small. 
 
Figure 36. Consumers’ Perceptions of Treatment Planning Recency at Baseline 
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• Frequency of Talking with Case Manager. One-way ANOVAs were conducted to 
determine if there were differences in consumers’ responses of how often they talked 
with their case managers about their treatment plan. There were no statistically 
significant differences between the agencies at baseline (Total sample: M = 2.46, SD = 
1.00; see Table 8A in Appendix A page 131). The mean, between a score of 2 
(sometimes) and 3 (often) indicates that consumers perceived they talked about their 
treatment plan regularly with their case managers.  
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o Change over time. Paired t-tests were conducted by agency to determine any changes 
over time in consumers’ responses on how often they talked with their case managers 
about their treatment plan (see Table 8A in Appendix page 131). There were no 
statistically significant changes over time for any of the agencies which mean the 
changes in mean scores were small. 

 
• Recent Changes in Treatment Planning. One-way ANOVAs were conducted to 

determine if there were differences in consumers’ responses of how much has changed in 
the last three to four months about how consumers and case managers complete treatment 
plans at baseline. There were no statistically significant differences between the agencies 
at baseline (Total sample: M = 1.70, SD = .77; see Table 8A in Appendix A page 131). 
The mean, between a score of 1 (none) and 2 (some) indicates that consumers perceive 
that the treatment planning process has not changed recently (at baseline).  

o Change over time. Paired t-tests were conducted by agency to determine any changes 
over time in consumers’ perception of how much treatment planning has changed 
within the last few months (see Table 8A in Appendix page 131). There were no 
statistically significant differences over time for any of the agencies, which means the 
changes in mean scores were small.  

 
Consumers – Satisfaction with Treatment Planning Scale. Satisfaction with treatment 
planning was assessed by asking consumers about their relationship with their case manager 
(Positive Case Manager Relationship subscale), whether they perceived case managers viewed 
them as an individual rather than focusing on their mental health condition (Normalization 
subscale), how often or frequently they talk about their treatment plan with their case manager 
(Frequency of Treatment Planning subscale), and perception of their control over what is on their 
treatment plan (Control subscale). Consumers used a 5-point rating scale ranging from 1 
(strongly disagree) to 5 (strongly agree). See the Measures section for scale information; see 
Appendix B page 151 for a list of items within scales.  
 

• At baseline, consumers across all agencies rated Positive Case Manager Relationship (M 
= 4.19), and Normalization (M = 4.21) higher than Frequency Treatment Planning (M = 
3.47) and Control over treatment planning (M = 3.52). These high scores, above 4 
(agree), indicate that consumers feel in general that they have positive relationships with 
their case managers and that their case managers see them, not just their illness. 

• Gender. T-tests were conducted on the subscales to determine if there was a significant 
effect by gender; results did not show a statistically significant difference for Positive 
Case Manager Relationships, Frequency of Treatment Planning, or Control over 
Treatment Planning which means that males and females were similar. There was a 
statistically significant difference for the Normalization subscale; females had a higher 
mean score than males (see t-test results in Table 8B in Appendix A page 132).‡‡  

                                                 
‡‡ GLM with Repeated Measures Analyses were conducted using both baseline and Time 2 data, with gender as a 
between subjects factor, dosage as a covariate, and intervention group (initial intervention group: Agencies A and B 
combined, and wait-list control group: Agencies C and D combined) showed no significant differences by gender. This 
would mean that while females may perceive that case managers view them as normal more than males, after including 
change over time, agency group, and accounting for the program (dose), males and females are not different.  
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• Differences by agency at baseline. One-way ANOVAs were conducted to determine if 

there were differences in consumers’ Satisfaction with Treatment Planning at baseline. 
Results showed only one significant difference between the agencies (F = 3.00, p = .031; 
see Table 8D in Appendix A page 133); consumers at Agency A had a higher mean for 
Positive Case Manager Relationship than consumers at Agency D (Agency A consumers’ 
responses were not statistically different than Agency B or Agency C consumers’ 
responses). There were no other significant differences at baseline between agencies for 
Positive Case Manager Relationship, Normalization, Frequency of Treatment Planning, 
or Control over Treatment Planning which means the differences were small. 

 
• Dosage. Correlations were conducted to determine if there was an effect of dosage on 

subscales of the Satisfaction with Treatment Planning scale. Dosage was correlated with 
Satisfaction with Treatment Planning change scores (e.g., Time 2 Normalization score 
minus baseline Normalization score and Time 3 Normalization score minus Time 2 
Normalization score). We hypothesized that consumers who received more of the 
intervention (i.e., a higher dose) would have greater Satisfaction with Treatment Planning 
change scores than consumers who had a lower dose.  

o Correlations were computed at Time 2 for Agency A and Agency B because the 
consumer and case manager training courses occurred between baseline and Time 2. 
There were no statistically significant correlations for either Agency A or Agency B 
on any of the Satisfaction with Treatment Planning subscales (see Table 8C in 
Appendix A page 132). This means that the intervention dosage did not influence 
consumers’ Satisfaction with Treatment Planning, or that the changes were very 
small. 

o Correlations were computed at Time 3 for Agency C and Agency D because the 
consumer and case manager training courses occurred between Time 2 and Time 3. 
There were no statistically significant correlations for either Agency C or Agency D 
on consumers’ perceptions of the Positive Therapeutic Relationship or Normalization 
subscales (see Table 8C in Appendix A page 132); for Frequency and Control 
subscales, correlations were unable to be computed because either the change score or 
dosage value did not vary. These results indicate that the intervention dosage did not 
influence consumers’ Satisfaction with Treatment Planning, or that the changes were 
very small. 

 
• Change over time. Paired t-tests were conducted to determine changes over time in 

consumers’ perceptions of Satisfaction with Treatment Planning. We hypothesized that 
consumers in the initial intervention group would have significant differences (increases 
in Satisfaction with Treatment Planning mean scores over time) at Time 2 and that the 
wait-list control group would have significant differences at Time 3 (see Figures 37 and 
38; the graphs are spread so that small changes are observable).  
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o Positive Therapeutic Relationship. Figure 37 shows the mean score for Agency A 
decreased at Time 2 and then increased at Time 3. For Agency B, Agency C, and 
Agency D, mean scores decreased at Time 2 and then increased at Time 3. However, 
none of the changes in mean scores were statistically significant over time for any of 
the agencies, which means the differences in mean scores were very small (see Table 
8D in Appendix A page 133).  

o Normalization. Figure 37 shows the mean score for Agency A increased at Time 2 
and decreased at Time 3, the mean score for Agency B increase slightly at Time 2 and 
Time 3, and Agency C and Agency D mean scores decreased at Time 2 and increased 
at Time 3. However, none of the mean score changes were significantly different over 
time for any of the agencies meaning the differences were very small (see Table 8D 
in Appendix A page 133). 

 
Figure 37. Changes in Consumers’ Satisfaction with Treatment Planning (Positive Case 
Manager Relationship and Normalization Subscales) by Time and by Agency.  
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o Frequency of Treatment Planning. Figure 38 shows that the mean score for Agency A 
increased at Time 2 and decreased at Time 3, Agency B and Agency D mean scores 
decreased at Time 2 and increased at Time 3, and the mean score for Agency C 
remained relatively similar at Time 2 and decreased at Time 3. The only significant 
difference over time was the decrease in mean score from Time 2 to Time 3 for 
Agency C (see Table 8D in Appendix A page 133); all other comparisons by time and 
agency were non-significant, which means the changes were very small. 

o Control over Treatment Planning. Figure 38 shows that Agency A and Agency C 
mean scores decreased at Time 2 and Time 3, the mean score for Agency B increased 
at Time 2 and Time 3, and the mean score for Agency D decreased at Time 2 and 
increased at Time 3. Only the increase in mean score for Agency B from Time 2 to 
Time 3 was significant (see Table 8D in Appendix A page 133); all other 
comparisons by time and agency were non-significant, which means the changes were 
very small. 

 
Figure 38. Changes in Consumers’ Satisfaction with Treatment Planning (Frequency and 
Control Subscales) by Time and by Agency 
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Consumers – Correlations between Satisfaction with Treatment Planning and 
Service Empowerment. The Satisfaction with Treatment Planning items were developed 
directly from consumer feedback provided during a focus group study, from the responses asking 
consumers what was most important to them in treatment planning (see lists of items within 
subscales in Appendix B pages 143 and 151). The items included similar ideas to the established 
Service Empowerment Scale (Service Decisions and Service Relationships subscales) items from 
the Longitudinal Consumer Outcomes Study (Crane-Ross, Lutz, & Roth, 2006). Correlations 
were computed between the baseline scale scores to determine how closely related these ideas 
were:  

• Positive Case Manager Relationship was positively correlated with both Service 
Decisions (r = .58, p = .000) and Service Relationships (r = .85, p = .000). 

• Normalization was positively correlated with both Service Decisions (r = .49, p = .000) 
and Service Relationships (r = .60, p = .000). 

• Frequency of Treatment Planning was positively correlated with both Service Decisions 
(r = .43, p = .000) and Service Relationships (r = .56, p = .000). 

• Control over the Treatment Plan was positively correlated with both Service Decisions (r 
= .22, p = .000) and Service Relationships (r = .22, p = .000). 

 
The strongest correlation was between the Positive Case Manager Relationship subscale and the 
Service Relationships subscale, this strong association indicates that these items measure very 
similar ideas. The correlations between Positive Case Manager Relationship subscale and 
Service Decisions subscale, between the Normalization subscale and both Service Decisions and 
Service Relationships subscales, and between the Frequency of Treatment Planning subscale and 
both the Service Decisions and Service Relationships subscales were moderate. The moderate 
correlation means they capture some similar ideas, but also some different ideas. Correlations 
between Control over the treatment plan subscale and Service Decisions and Service 
Relationships subscales were significant but weak, meaning that have a few commonalities and 
generally measure different ideas. 
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Case Managers. Case managers rated their perception of consumers’ Satisfaction with 
Treatment Planning using three subscales. Therapeutic Orientation includes items about the case 
managers’ listening to consumers’ needs and keeping confidences. Normalization includes case 
managers’ perceptions of seeing the consumer as an individual as opposed to focusing on the 
mental illness. And Control items assess the case managers’ perception of who (themselves or 
the consumer) has control over the treatment plan. Case managers rated these items on a 5-point 
scale ranging from 1 (strongly disagree) to 5 (strongly agree). See the Measures section for scale 
information; see Appendix B page 144 for a list of items within scales). 

• At baseline, case managers rated their general therapeutic orientation toward consumers 
(M = 4.56) and their perception of consumers as individuals (M = 4.41) very positively; 
scores were between a 4 (agree) and 5 (strongly agree). Case managers rated their 
perception of consumers’ control over the treatment planning process lower (M = 3.27), 
between 3 (uncertain) and 4 (agree), which may indicate they perceive the treatment 
planning to be more their responsibility than the consumers. 

• Gender. T-tests were conducted on the subscales to determine if there was a significant 
effect by gender. There were no statistically significant differences by gender at baseline 
which means that males and females were similar (see t-test results in Table 8B in 
Appendix A page 132) 

• Differences by Intervention Group Agency at Baseline. One-way ANOVAs were 
conducted to determine if there were differences in case managers’ perceptions of 
treatment planning at baseline. Table 8E presents the means by agency (see also Figure 
39; Table 8F presents the means and statistical tests by intervention group. There were no 
significant differences between the intervention groups at baseline for any of the 
treatment planning subscales, which means any differences were very small. 

• Change over time. Paired t-tests were conducted to determine changes over time in case 
managers’ perceptions of treatment planning (see Table 8E and Table 8F in Appendix A 
pages 134 and 135). We hypothesized that the initial intervention group Satisfaction with 
Treatment Planning mean scores would increase from baseline to Time 2 and the wait-list 
control group mean scores would increase from Time 2 to Time 3 see Figure 39; the 
graph is spread so that small changes are observable) 

o Therapeutic Orientation. In Figure 39, for Agency A, Agency C, and Agency D, there 
are small increases in mean scores at Time 2 and small decreases at Time 3. The 
mean score for Agency B decreased slightly over time. When aggregating by 
intervention group, the increase from baseline to Time 2 for the wait-list control 
group was statistically significant; and the decrease from Time 2 to Time 3 for the 
initial intervention group was statistically significant (see Table 8F in Appendix A 
page 135). 

o Normalization. In Figure 39, case managers’ mean scores from all agencies increased 
slightly at Time 2 and decreased slightly at Time 3. When aggregating by intervention 
group, there were no significant differences for either intervention group over time 
which means these changes were very small (see Table 8F in Appendix A page 135). 
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o Control over treatment planning. In Figure 39, the mean score for Agency A 
decreased slightly over time, the mean score for Agency B increased at Time 2 and 
then decreased at Time 3, while Agency C and D mean scores increased at Time 2 
and then remained somewhat similar at Time 3. When aggregating by intervention 
group, the only significant difference was for the increase of scores from baseline to 
Time 2 for the wait-list control group (see Table 8F in Appendix A page 135). 

 
Figure 39. Changes in Case Managers’ Satisfaction with Treatment Planning (Therapeutic 
Orientation, Normalization, and Control Subscales) by Time and by Agency  

3.00

3.60

4.20

Time 1 Time 2 Time 3

Therapeutic Orientation: Agency A

Therapeutic Orientation: Agency B

Therapeutic Orientation: Agency C

Therapeutic Orientation: Agency D

Normalization: Agency A

Normalization: Agency B

Normalization: Agency C

Normalization: Agency D

Control: Agency A

Control: Agency B

Control: Agency C

Control: Agency D

 

 78



Knowledge of Consumer Outcomes 
 
Consumers. Consumers answered questions about their knowledge of the Ohio Consumer 
Outcomes Survey using two subscales. One subscale included knowing things that are true, for 
example, that the Outcomes Survey can help identify strengths. The other subscale included 
knowing what was not true (false), for example, the Outcomes Survey can put you in the 
hospital. Consumers rated items on a 5-point scale, ranging from 1 (strongly disagree) to 5 
(strongly agree). See the Measures section for scale information; see Appendix B page 153 for a 
list of items within scales. Only 25% of the sample responded to this question at baseline, and 
less than 10 consumers from each Agency completed both baseline and Time 2 questions. This 
limits the statistical analyses (some types of analyses are not valid with very small samples 
because variability is too limited) and limits the generalizability of analyses to the project sample 
and to the larger population. 

• At baseline, for the few consumers who responded, across all agencies consumers rated 
their knowledge of both true (M = 3.96) and false (M = 3.73) statements about the 
Consumer Outcomes System. These means, close to 4 (agree) indicate that some 
consumers know about the Outcomes system.  

• Gender. T-tests were conducted on the subscales to determine if there was a significant 
effect by gender at baseline. There were no statistically significant differences by gender 
at baseline which means that males and females were similar (see t-test results in Table 
9A in Appendix A page 136).  

• Differences by intervention group at baseline. T-tests were conducted to determine 
differences in consumers’ responses of Knowledge of Consumer Outcomes at baseline (t-
tests were conducted between intervention groups because there were an insufficient 
number of consumers to compute One-way ANOVAs between agencies). Table 9B 
presents the means by agency; Table 9C presents the means and statistical tests by 
intervention group. There were no significant differences between the initial intervention 
group and the wait-list control group on Knowledge of Consumer Outcomes (True item 
subscale, or False item subscale). 

• Dosage. Correlations between dosage and Knowledge of Consumer Outcomes change 
scores were not conducted because of the small number of consumers who responded at 
multiple time points. 

• Change over time. Figure 40 presents the mean scores on Knowledge of Consumer 
Outcomes for each agency (the graph is spread so that small changes are observable; see 
also Table 9B and Table 9C in Appendix A pages 136 and 137). Because of the sample 
size within each agency, paired t-tests were conducted within intervention group to 
determine changes over time. We hypothesized that consumers in the initial intervention 
group would have significant differences (increases in Knowledge of Consumer 
Outcomes mean scores over time) between baseline and Time 2, and that the wait-list 
control group would have significant differences between Time 2 and Time 3 (see Table 
9B in Appendix A page 136 for means over time by agency, and see Table 9C in 
Appendix A page 137 for means over time by intervention group and for t-test scores).  
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o Knowledge of Consumer Outcomes – True items. There was an insufficient number 
of consumers (<10) who responded to questions about consumer Outcomes at both 
Time 1 and Time 2, and Time 2 and Time 3, in the initial intervention group to 
conduct statistical tests. For the wait-list control group, there were no significant 
differences for understanding true items on the consumer Outcomes scales over time 
which means the differences were small.  

o Knowledge of Consumer Outcomes – False items. There was an insufficient number 
of consumers (<10) who responded to questions about consumer Outcomes at both 
baseline and Time 2, and Time 2 and Time 3, in the initial intervention group to 
conduct statistical tests. The small change in mean score for the wait-list control 
group was not significant from baseline to Time 2, but was statistically significant for 
the increase between Time 2 and Time 3 (t = -2.06; see Table 9C in Appendix A page 
137); this increase for the wait-list control group was consistent with our hypotheses.  

 
Figure 40. Changes in Consumers’ Knowledge of Consumer Outcomes Scores by Time 
and by Agency 
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Case Managers. Case managers rated their Knowledge of Consumer Outcomes (e.g., the 
Outcomes Survey can help consumers identify areas of their life where they are unhappy or 
dissatisfied). Case managers rated these items on a 5-point scale ranging from 1 (strongly 
disagree) to 5 (strongly agree). See the Measures section for scale information; see Appendix B 
page 153 for a list of items within scales. The baseline mean score for case managers’ 
Knowledge of Consumer Outcomes baseline (Total sample: M = 3.49), was between a score of 3 
(uncertain) and 4 (agree), which means case managers’ have some knowledge but may not be 
aware of some of the functions or uses of the Outcomes system.  
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• Gender. T-tests were conducted on the subscales to determine if there was a significant 
effect by gender. There was not a statistically significant difference by gender at baseline 
which means that males and females were similar (see Table 9A in Appendix A page 136). 

• Differences by intervention group at baseline. T-tests were conducted to determine if 
there were differences in case managers’ responses on their Knowledge of Consumer 
Outcomes at baseline. Table 9B presents the means by agency (see also Figure 41; the 
graph is spread so that small changes are observable). Table 9C presents the means and 
statistical tests by intervention group. The difference in mean scores between the 
intervention groups was not significant at baseline, meaning the initial intervention group 
and wait-list control group mean scores were similar. 

• Change over time. Paired t-tests were conducted to determine changes over time in case 
managers’ ratings of their Knowledge of Consumer Outcomes (see Table 9C in Appendix 
A page 137). We hypothesized that the initial intervention group Knowledge of 
Consumer Outcomes scores would increase from baseline to Time 2 and the wait-list 
control group scores would increase from Time 2 to Time 3. 

o In Figure 41, for all agencies scores increased between baseline and Time 2, and then 
decreased at Time 3. When aggregating by intervention group, none of the changes in 
mean scores were significant for group across time which means these changes were 
small (see Table 9C in Appendix A page 137). 

 
Figure 41. Changes in Case Managers’ Knowledge of Consumer Outcomes Scores by 
Time and by Agency  
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Using Data in Treatment Planning 
 
Consumers. Consumers answered questions about whether they use their answers on the Ohio 
Outcomes Survey to inform their goals during treatment planning with their case manager. 
Consumers responded using a 5-point scale ranging form 1 (strongly disagree) to 5 (strongly 
agree). See the Measures section for scale information; see Appendix B page 154 for a list of 
items within scales. Only 23% of the sample responded to this question at baseline, and less than 
10 consumers from each Agency completed both baseline and Time 2 questions, and both Time 
2 and Time 3 questions. This limits the statistical analyses available and limits the 
generalizability of analyses to the project sample and to the larger population. 

• The baseline mean for consumers’ ratings of Using Data in Treatment Planning (Total 
sample: M = 3.38) was between a score of 3 (undecided) and 4 (agree) which means that 
some consumers do use Outcomes, and some may need additional support or information 
to use Outcomes during the treatment planning process. 

• Gender. T-tests were conducted on the Using Data in Treatment Planning scale to 
determine if there was a significant effect by gender. There was a statistically significant 
difference by gender for Using Data in Treatment Planning; females had a higher mean 
score than males at baseline (see t-test results in Table 10A in Appendix A page 138).§§ 

• Differences by intervention group at baseline. Because there were an insufficient 
number of consumers who responded to this question, a t-test between intervention 
groups was conducted to determine if there were differences in consumers’ responses of 
Using Data in Treatment Planning at baseline. Table 10B (in Appendix A page 138) 
presents the means by agency (see also Figure 42; the graph is spread so that small 
changes are observable). Table 10C (in Appendix A page 139) presents the means and 
statistical tests by intervention group. The difference in mean scores between the 
intervention groups was not significant at baseline, meaning the difference was small. 

 
• Dosage. Correlations between dosage and Using Data in Treatment Planning change 

scores were not conducted because of the small number of consumers who responded. 

• Change over time. Paired t-tests were conducted to determine changes over time in 
consumers’ ratings of Using Consumer Outcomes. We hypothesized that consumers in 
the initial intervention group would have significant differences (increases in Using Data 
in Treatment Planning mean scores over time) between baseline and Time 2, and that the 
wait-list control group would have significant differences between Time 2 and Time 3 
(see Table 10C in Appendix A page 139).  

                                                 
§§ GLM with Repeated Measures Analyses were conducted using both baseline and Time 2 data by intervention 
group (initial intervention group: Agencies A and B combined, and wait-list control group: Agencies C and D 
combined), with gender as a between subjects factor. GLM results showed no significant differences by gender. This 
would mean that while females may use Outcomes in Treatment Planning more frequently than males overall, after 
including change over time and agency group males and females are not different. 
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o In Figure 42, the mean scores for Agency A and Agency C increased from baseline to 
Time 2 and then again at Time 3, the mean score for Agency B decreased at Time 2 
and increased at Time 3, and the mean score for Agency D increased slightly at Time 
2 and decreased at Time 3. When aggregating by intervention group, there was an 
insufficient number of consumers (<10) who responded to questions over multiple 
time-points in the initial intervention group to conduct a statistical test; however there 
were a sufficient number for the wait-list control group which showed a small but 
significant increase in the mean score from Time 2 to Time 3 (t = -1.78; see Table 
10C in Appendix A page 139). 

Figure 42. Changes in Consumers’ Using Data in Treatment Planning Scores by Time and 
by Agency  
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Case Managers. Case managers rated their use of Consumer Outcomes in treatment planning 
with three subscales. Outcomes Communication items reflect how case managers explain the 
Outcomes Survey to consumers and how often case managers talk with consumers about their 
answers on the survey. Using Data in Treatment Planning items ask case managers about 
applying Outcomes scores to consumers’ treatment plan goals. And the Strengths/Red Flags 
subscale items ask case managers about using the Strengths/Red Flags Reports. Case managers 
rated Outcomes Communication items using two 5-point scales, the first scale rated agreement 
and ranged from 1 (strongly disagree) to 5 (strongly agree); the second scale rated frequency and 
ranged from 1 (never) to 5 (always). The Using Data in Treatment Planning, and the 
Strengths/Red Flags subscales also used the 5-point frequency scale (see the Measures section 
for scale information; see Appendix B page 155 for a list of items within scales). 

• Overall, at baseline, the baseline mean for case managers’ perceptions of their Outcomes 
Communication (Total sample: M = 2.92) was close to a 3 (uncertain/sometimes). And 
the baseline mean for case managers’ ratings of using data during treatment planning 
(Total sample: M = 3.37) was a little higher, between a mean of 3 (uncertain/sometimes) 
and 4 (agree/a lot), which may mean that case managers use the information on treatment 
planning, but may not talk about Outcomes with consumers as frequently. Only about 
one-third of case managers reported using the Strengths/Red Flags Reports at baseline. 

• Gender. T-tests were conducted on the subscales to determine if there was a significant 
effect by gender. There were no statistically significant differences by gender at baseline 
which means that males and females were similar (see Table 10A in Appendix A page 138).  

• Differences by intervention group at baseline. T-tests were conducted to determine if 
there were significant differences in case managers’ responses of Using Consumer 
Outcomes at baseline. Table 10B presents the means by agency (in Appendix A page 138; 
see also Figure 43; the graph is spread so that small changes are observable). Table 10C 
presents the means and statistical tests by intervention group (in Appendix A page 139).  

o There were significant differences in baseline means for Outcomes Communication 
and Using Data in Treatment Planning by intervention group, but not for 
Strengths/Red Flags Reports. The wait-list control group had significantly higher 
means at baseline than the intervention group, on both subscales (see Table 10B in 
Appendix A page 138); higher means at baseline may mean less room for change 
over time. 

• Change over time. Paired t-tests were conducted to determine changes over time in case 
managers’ ratings of Using of Consumer Outcomes (see Table 10C in Appendix A page 
139). We hypothesized that case managers in the initial intervention group would have 
significant differences (increases in Using Data in Treatment Planning mean scores over 
time) between baseline and Time 2, and that the wait-list control group would have 
significant differences between Time 2 and Time 3. 
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o In Figure 43, Agency A and Agency B mean scores increased at Time 2 and decreased 
at Time 3 for both Outcomes Communication and Using Consumer Outcomes 
subscales. And for both subscales, mean scores for Agency C and Agency D increase at 
Time 2 and then remain stable or have slight increases at Time 3. When aggregating by 
intervention group, only the increase in scores on Outcomes Communication and Using 
Data subscales at both Time 2 and Time 3, for the initial intervention group, were 
statistically significant (see Table 10B in Appendix A page 138). 

 
Figure 43. Changes in Case Managers’ Using Data in Treatment Planning Scores 
(Outcomes Communication and Using Data in Treatment Planning Subscales) by Time 
and by Agency  
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Workshop Evaluations  
 
Climbing Into the Drivers Seat (Consumers). Consumers who participated in the 
Climbing Into the Drivers Seat workshop answered questions about their satisfaction with the 
two-day workshop and barriers to using the information with their case manager; consumers 
rated items on a 5-point scale ranging from 1 (strongly disagree) to 5 (strongly agree). See the 
Measures section for scale information; see Appendix B page 156 for a list of items within 
scales. These items were only included in the interview after consumers participated in the 
course (Time 2 for the initial intervention group and Time 3 for the wait-list control group). 

• Figure 44 displays the means scores for consumers’ satisfaction and application of CDS 
(the graph is spread so that small changes are observable; see Table 11 in Appendix A 
page 140).  

o Satisfaction with Climbing Into the Drivers’ Seat. Consumers from all agencies 
reported mean scores above 4 (agree), indicating that, in general, consumers were 
satisfied with participating in CDS.  

o Application of Climbing Into the Drivers’ Seat. Consumers’ responses from Agency A, 
Agency B, and Agency C were between 3 (undecided), and 4 (agree), meaning that 
consumers in these agencies may have had some challenges with using the materials 
or ideas from the course. Consumers in Agency D had a higher mean score, indicating 
they perceived a little more success at using the CDS materials. 

Figure 44. Satisfaction with CDS and Application of CDS by Agency (Mean scores) 
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Barriers to using Climbing Into the Drivers’ Seat. Consumers also were asked to indicate 
whether any of seven barriers had kept them from talking with their case manager about the CDS 
course (see Figure 45; the graph is spread so that small changes are observable). Not all 
consumers completed this section of the survey, in the initial intervention group, 75 of 81 (93%) 
consumers who took the CDS course completed these questions at Time 2, and in the wait-list 
control group, 45 of 52 (87%) consumers who took the CDS course completed these questions at 
Time 3. Figure 45 presents the percentages of barriers consumers responded “Yes,” that these 
things kept them from talking to their case managers about CDS or Outcomes scores.  

• More than 15% of consumers from both the initial intervention group and the wait-list 
control group responded that: 1) Lack of Time, 2) Case Manager lack of awareness of the 
Outcomes Survey (as perceived by the consumer), 3) Not feeling properly trained, 4) 
Lack of relevancy of the Outcomes Survey, and 5) Lack of access (having a copy) of the 
Outcomes Survey were barriers to discussing Outcomes with their case manager.  

• A few consumers reported they had not completed the Outcomes Survey, or that they 
perceived their case manager would not listen. 

 
Figure 45. Barriers to using CDS information by intervention group (Percents) 
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• Consumer Comments – Most Useful Ideas. Consumers were asked which ideas were 
most useful to them when talking with their case mangers. Consumers in the initial 
intervention group responded to this question at Time 2, and consumers in the wait-list 
control group responded at Time 3 (116 consumers across both time periods responded to 
this question). 
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o Many respondents (55) indicated they had positive experiences associated with 
talking to their case managers about the Outcomes Survey. 

− Within this group of comments, participants most frequently mentioned discussing 
actionable supports and goals with their case managers. Such supports included 
employment, community involvement, financial management, medication, and treatment 
options. Some ideas respondents found useful during the conversation with their case 
manager were “utilizing skills, services at [agency], going to groups and utilizing 
resources in the community,” and “finding out what kinds of meds I am taking. Finding 
out what I can do when I have a problem.”  

− Respondents also commented that discussions with their case manager about the 
Outcomes Survey instilled feelings of empowerment and recovery. “I got a say in order 
to plan my own plan with my case worker and the doctor. I learned how to advocate for 
myself.” Other comments included, “I learned I’m not alone - I could talk about my 
feelings. It’s okay to be independent, confident and know where I stand in the 
community,” and “It does put the patient in the driver’s seat because it describes 
outcomes, not just directions – it’s eye-opening.”  

o Additionally, many respondents (29) stated that they did not discuss the Outcomes 
Survey with their case manager. One consumer elaborated by saying, “I have not 
been able to talk with my case manager. I just feel she doesn't care a lot about what I 
have to say about the CDS.” Another participant commented, “I don't remember 
talking to her about it. We just filled it out and then she took me back home.” These 
comments exemplify some of the barriers that participants have experienced when 
attempting to utilize the Outcomes Survey with their case managers.  

o Several consumers (20) said that they did not remember discussing the Outcomes 
Survey with their case manager.  

 
• Consumer Comments – Lessons Learned, And Using Materials. Consumers were 

asked if there was anything else they would like to share about the course, any lessons 
learned, how they would use the ideas with their case manager, or why they have not 
used the course ideas with their case manager. Consumers in the initial intervention group 
responded to this question at Time 2, and consumers in the wait-list control group 
responded at Time 3 (121 consumers across both time periods responded to this 
question). 

o Many respondents (67) reported a positive experience with Climbing Into the 
Driver’s Seat. Participants indicated that taking the course instilled feelings of 
empowerment and recovery. One consumer wrote, “I have actually used the ideas. 
What I liked about the course is that you actually set your own goals, you set the bar. 
The course was self-empowering, meaning it's about you and not where the case 
manager, therapist, etc wants you to be.” Other examples of such comments include, 
“It's very effective and gives you a better way of working with the case manager. It 
also gives you a better idea about yourself and that helps because you can discuss it 
with your case worker,” and “Good tools to be able to keep. I have more control in 
treatment planning, also, I realize I’m not alone - others have similar interests and 
issues.” Another respondent stated, “I liked finding out more about my illness and 
how to work toward recovery and be more involved.”  
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− Others discussed how they would use the ideas learned in the CDS course: “A good idea I 
put into practice was about making use of people in my life. I have reconnected with 
people in my life instead of isolating,” and “It helped to put me in the right direction, 
clarified where I want to go.” Another participant commented, “I need to further my 
education and get a diploma. It taught me how to keep busy. They taught me to do things 
I like to do.”  

− Several general positive comments were mentioned by consumers: “I really liked the 
class. We had a lot of fun there. I still have my T-shirt,” “It's great to use as a reference 
point,” “I feel CDS was beneficial,” “It made me feel good about myself,” “What I really 
liked about the course was how it branched off to more than just mental health, but about 
other aspects of life,” and “It was very educational and interesting. There were things in 
the course that I didn't know about. I keep the booklet for reference.”  

o Similar to the barriers included in Figure 45, some consumers indicated lack of Time, 
lack of case manager lack of awareness of the Outcomes Survey (as perceived by the 
consumer), lack of communication with case manager, and lack of access (having a 
copy) of the Outcomes Survey.  

o Possible ideas to include in future CDS courses were also discussed by respondents. 
Several consumers mentioned that the course needs to be longer than two days to 
allow more time for training and workshops. Another participant suggested, “The 
instructions need to be more clear. Step by step instructions would help me.”  

 
Using Adult Consumer Outcomes to Support Service and Recovery Planning 
(Case Manager training). Case managers answered questions about their satisfaction with the 
training, and the usefulness of the training and materials; case managers in the initial intervention 
group answered questions at Time 2, and case managers in the wait-list control group answered 
questions at Time 3. Case managers rated their satisfaction on a 5-point scale ranging from 1 (not 
at all) to 5 (very much). See the Measures section for scale information; see Appendix B page 
156 for a list of items within scales.  

• Figure 46 presents the means for the individual questions by intervention group (the 
graph is spread so that small changes are observable).  

o Satisfaction and Relevant Information. Means scores for case managers in both the 
initial intervention group and the wait-list control group (between a 3 [some] and 4 [a 
lot]) indicated they were somewhat satisfied with the training and that the training 
provided relevant information. 

o Encouraged to Use Materials by Supervisor. Case managers in both the initial 
intervention group and the wait-list control group also reported that they were 
encouraged by their supervisors to apply the course information in their case 
management. 

o Frequency Used Ideas/Materials and Usefulness of Ideas/Materials. Case managers 
in the wait-list control group rated the frequency with which they used the ideas or 
materials and the usefulness of the ideas/materials higher than the initial intervention 
group (mean scores were between 2 [a little] and 3 [some]). However, case managers 
in both groups indicated to some extent they expected to use the ideas or materials in 
the future. 
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o Recommended Training and Interested in More Training. Case managers in the wait-
list control group also had higher means than the initial intervention group for 
recommending the training to others, and higher means for interest in more training. 

 
Figure 46. Case Managers’ Satisfaction and Utility Ratings of the Using Adult Consumer 
Outcomes to Support Service and Recovery Planning Workshop by intervention group 
(Mean scores) 
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• Case Manager Comments – Changes in Treatment Planning. Case managers 
were asked to specify if they do anything differently in Treatment Planning as a result of 
the training. Case managers in the initial intervention group responded to this question at 
Time 2, and case managers in the wait-list control group responded at Time 3 (35 case 
managers across both time periods responded to this question). 

o The most common response (14 case managers) was that case managers discuss the 
outcomes results with the consumer before planning goals (e.g., prompting for 
additional information based on scores to use during planning), for example, one case 
manager commented, “I tend to ask more questions now regarding lifestyle, finances, 
housing in regards to recovery & ISP goals.” 

o Several case managers (eight) indicated that they look at the strengths and 
weaknesses or areas of dissatisfaction (with or without Strengths/Red Flags Report) 
to find out how to incorporate them into the plan. One case manager commented “I 
use red flagged items to create goals.” 

 90



o Additionally, several case managers (six) reported that the Outcomes scores help 
them to get to know the consumer better, (e.g., additional family and/or childhood 
background); one case manager said that it helped him/her to not be scared to ask the 
consumer more questions. 

o A few case managers (four) indicated that they review the Outcomes scores 
themselves more closely and a few (four) also indicated that they include Outcomes 
scores in the Treatment Plan Review. 

o Some case managers (four) reported looking at the Outcomes change scores to show 
progress or lack of change. 

o Additionally, some case managers (three) indicated that they had the consumers take 
the Outcomes more frequently, or do Outcomes test prior to developing a new 
treatment plan. 

o A couple case managers reported especially looking at symptom distress scores to 
look at progress/symptom reduction, or how these symptoms were related to the 
consumers’ diagnosis; one case manager commented, “I refer to the symptom distress 
score as a way to measure the client's progress on a symptom reduction/management 
goal.” 

o Additionally, one case manager reported discussing individual items throughout 
treatment, not just during planning, one case manager said he/she utilized Outcomes 
more frequently, and one case manager said he/she spent more time with clients 
during Outcomes administrations. 

• Case Manager Comments – Barriers. Case managers were asked to describe 
anything that kept them from making use of the training materials. Case managers in the 
initial intervention group responded to this question at Time 2, and Case managers in the 
wait-list control group responded at Time 3 (17 case managers across both time periods 
responded to this question). 

o Six case managers reported time challenges, particularly with large caseloads. 

o A few case managers (three) reported consumers’ cognitive issues (e.g., 
developmental disability) or mental health symptoms (e.g., paranoia or anxiety) 
prevented understanding/discussion of survey/results. 

o Despite attending training, two case managers reported lack of understanding of how 
to use materials in the Individual Service Plan. 

o Additionally, one case manager indicated lack of consumer interest as a barrier, one 
mentioned item wording in the Empowerment subscale was difficult for consumers, 
another mentioned consumers’ resistance to using needs identified from Outcomes in 
their Treatment Plan, and another mentioned difficulty contacting the consumer to 
administer the Outcomes Survey. 
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Indicators of Consumer Recovery 
 
The current study hypothesized that consumer recovery, as measured by the Ohio Outcomes 
System surveys, may increase if consumers were more empowered in their treatment planning. 
Consumers rated their Quality of Life and Financial Status, their Symptom Distress, and their 
Empowerment. Case managers rated consumers on Activities of Daily Living, Meaningful 
Activities, and overall Community Functioning (see the Measures section for scale information; 
see Appendix C page 157 for the actual Outcomes Surveys). 
 
Ohio Outcomes Surveys were collected on a different schedule than the interviews and surveys 
collected of consumers and case managers as part of this project. Ohio Outcomes Surveys were 
collected yearly. The most recent survey completed prior to the project start date was selected as 
the pretest. The most recent Outcomes completed after the end of the project will be selected as 
the posttest. The current report presents the means on the survey subscales for the pretest data; 
posttest survey data will be included in a future report.  
 
Quality of Life. Consumers rated their Quality of Life (e.g., amount of friendship, meaningful 
activity, amount of freedom) on two 5-point scales, a satisfaction scale, responses ranged from 1 
(terrible) to 5 (very pleased), and a frequency scale, responses ranged from 1 (never) to 5 
(always). Consumers also rated their Financial Status (e.g., amount of money) on the same 5-
point satisfaction scale above. See the Measures section for scale information; see Appendix C 
page 157 for the Ohio Mental Health Consumer Outcomes System Adult Form. 

• At baseline, consumers rated their Quality of Life as moderate (Total sample M = 3.31), 
between a score of 3 (equally satisfied/dissatisfied or sometimes) and 4 (mostly satisfied 
or often). This mean score is slightly higher (indicating a higher quality of life) than the 
statewide mean (M = 2.91, Ohio Department of Mental Health, 2005b). 

• At baseline, consumers were less satisfied with their Financial Status (Total sample M = 
2.26), closer to 2 (mostly dissatisfied). Again, the mean score on financial satisfaction, 
for the consumers participating in this project, was slightly higher (indicating higher 
satisfaction regarding financial status) than the statewide mean (M = 2.05, Ohio 
Department of Mental Health, 2005b). 

• Figure 47 displays the mean scores for consumers’ satisfaction on their Quality of Life, 
and Financial Status, by agency (the graph is spread so that small changes are 
observable). There were no statistically significant differences in the pretest scores 
between the agencies, which means the differences were small (see Table 12A in 
Appendix A page 141). 
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Figure 47. Quality of Life and Financial Status Subscales Pretest Mean Scores by Agency 
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Symptom Distress. Consumers rated their perception of their Symptom Distress. The scale 
includes three components. Consumer rated their distress over symptoms (15 items, e.g., 
distressed or bothered by feeling fearful, feeling lonely, and heavy feelings in arms or legs) using 
a 5-point scale; responses ranged from 1 (not at all) to 5 (extremely). Consumers rated their 
symptom recognition (1 item, “How often can you tell when mental or emotional problems are 
about to occur?”) and symptom prevention (1 item, “When you can tell, how often can you take 
care of the problems before they become worse?”) with a 5-point frequency scale; responses 
ranged from 1 (never) to 5 (always). See the Measures section for scale information; see 
Appendix C page 157 for the Ohio Mental Health Consumer Outcomes System Adult Form. 

• At baseline, consumers were a little bit distressed over their symptoms (Total sample M = 
39.41). The mean score is slightly lower (indicating less symptom distress) than the 
statewide mean (M = 39.97, Ohio Department of Mental Health, 2005b). 

• Figure 48 displays the mean scores for consumers’ reports of Symptom Distress, by 
agency (the graph is spread so that small changes are observable). There was one 
statistically significant difference, consumers in Agency A had a higher mean on 
Symptom Distress (indicating less distress) as compared with consumers in Agency B 
(see Table 12A in Appendix A page 141). There were no other statistical differences 
between agencies, which means the differences were small.  
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Figure 48. Symptom Distress Pretest Mean Scores by Agency 
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Empowerment. Consumers rated their perceptions of their empowerment (e.g., overall 
fulfillment, purpose in life, hope for the future, and personal empowerment). The scale includes 
five subscales: 1) Self-Esteem/Self-Efficacy, 2) Power/Powerlessness, 3) Community Activism 
and Autonomy, 4) Optimism and Control Over the Future, and 5) Righteous Anger. Consumers 
responded to empowerment questions with a 4-point scale: 1 (strongly agree), 2 (agree), 3 
(disagree), and 4 (strongly disagree). See the Measures section for scale information; see 
Appendix C page 157 for the Ohio Mental Health Consumer Outcomes System Adult Form. 

• At baseline, consumers rated their overall empowerment (all subscales combined) as 
somewhat low (Total sample M = 2.72), between a score of 2 (agree) and 3 (disagree). 
This mean score is slightly higher (indicating less empowerment) than the statewide 
mean (M = 2.63, Ohio Department of Mental Health, 2005b). 

• Figure 49 displays the mean scores for consumers’ reports of empowerment, by subscale 
and by agency (the graph is spread so that small changes are observable). Table 12B in 
Appendix A page 142 presents the means and baseline statistical tests. 

• Self-Esteem/Self-Efficacy. Across agencies, consumers rated their Self-Esteem/Self-
Efficacy somewhat low (Total sample M = 2.80), close to a score of 3 (disagree). There 
were two statistically significant differences between agencies at baseline. Consumers in 
Agency A had a lower mean score (indicating more empowerment) than consumers in 
Agency B and Agency C. 

• Power/Powerlessness. Across agencies, consumers rated their Power/Powerlessness as 
fair (Total sample M = 2.49), midway between 2 (agree), and 3 (disagree). There were 
two statistically significant differences between agencies at baseline. Again, consumers in 
Agency A had a lower mean score (indicating more empowerment) than consumers in 
Agency B and Agency C. 
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• Community Activism and Autonomy. Across agencies, consumers rated their 
Community Activism and Autonomy as low (Total sample M = 3.04), above a mean of 3 
(disagree). There were three statistically significant differences between agencies at 
baseline. Consumers in Agency A had a lower mean score (indicating more 
empowerment) than consumers in Agency B, Agency C, and Agency D. 

• Optimism and Control Over the Future. Across agencies, consumers rated their 
Optimism and Control Over the Future as somewhat low (Total sample M = 2.76), close 
to a score of 3 (disagree). There were two statistically significant differences between 
agencies at baseline. Again, consumers in Agency A had a lower mean score (indicating 
more empowerment) than consumers in Agency B and Agency C. 

• Righteous Anger. Across agencies, consumers rated their Righteous Anger as fair (Total 
sample M = 2.45), midway between 2 (agree), and 3 (disagree). There were no 
statistically significant differences between the agencies at baseline, which means the 
differences were small.  

 
Figure 49. Consumer Empowerment Subscales Pretest Mean Scores by Agency 

2.54

2.31

2.73

2.58

2.35

2.64

2.90

2.46

2.94

2.56

3.20

2.83

2.51

3.01

2.48

2.95

3.19

2.46

2.78 2.74

1.5

2.5

3.5

Self-Esteem/ Self-
Efficacy

Power/
Powerlessness

Community
Activism &
Autonomy

Optimism & Control
Over the Future

Righteous Anger

Agency A Agency B Agency C Agency D

 
 

 95



Community Functioning. As part of the Ohio Mental Health Consumer Outcomes System, 
the primary worker (usually the case manager) rated their perceptions of each individual 
consumer with whom they work. Workers rated individual’s Community Functioning, including: 
Social Contact (1 item), Social Interaction (1 item), Social Support (1 item), Housing Stability (1 
item), Forced Moves (1 item), Activities of Daily Living (8 items; e.g., hygiene, nutrition, 
transportation, and housekeeping), Meaningful Activities (6 items; e.g., work, school, 
volunteering, and leisure), Primary Role (1 item), Addictive Behaviors (1 item), Criminal Justice 
(1 item), and Aggressive Behavior (1 item). See Appendix C page 157 for the Ohio Mental 
Health Consumer Outcomes System Adult Form. 

• Table 12A in Appendix A page 141 presents the means by agency and baseline statistical 
tests for workers’ ratings of consumers’ engagement in daily living activities, 
involvement in meaningful activities, and overall functioning in the community. See 
Figures 50 and 51 (the graphs are spread so that small changes are observable). 

• Activities of Daily Living. Figure 50 displays the mean scores for workers’ ratings of 
consumers’ independence with daily living activities, by agency (the graph is spread so 
that small changes are observable). Across agencies, workers rated consumers as fairly 
independent in their daily living (Total sample M = 4.53); this mean score is very similar 
to the statewide mean (M = 4.58; Ohio Department of Mental Health, 2009).  

o There were three statistically significant differences between agencies at baseline. 
Workers’ ratings of consumers in Agency C were lower (ratings indicated less 
independence in daily activities) than workers’ ratings in Agency A, Agency B, and 
Agency D. 

 
Figure 50. Activities of Daily Living, and Meaningful Activities Subscales Pretest Mean 
Scores by Agency 
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• Meaningful Activities. Figure 50 displays the means scores for workers’ ratings of 
consumers’ engagement in meaningful activities. Across agencies, workers indicated that 
on average consumers are engaged almost weekly in meaningful activities (Total sample 
M = 2.72); this mean score is slightly lower (less involvement in meaningful activities) 
than the statewide mean (M = 2.81; Ohio Department of Mental Health, 2009).  

o There were three statistically significant differences between agencies at baseline. 
Workers’ ratings in Agency B were higher (more frequent engagement in meaningful 
activities) than workers’ ratings in Agency A, Agency C, and Agency D. 

• Community Functioning. Figure 51 displays the overall mean score for workers’ ratings 
of consumers’ community functioning. Across agencies, workers indicated that on 
average consumers have a satisfactory level of community functioning (M = 32.43); this 
mean scores is lower (poorer community functioning) than the statewide mean (M = 
40.53; Ohio Department of Mental Health, 2009).  

o There were two statistically significant differences between agencies at baseline. 
Workers’ ratings in Agency B were higher (better community functioning) than 
workers’ ratings in Agency A; and workers’ ratings in Agency C were higher than 
workers’ ratings in Agency D. 

Figure 51. Overall Community Functioning Pretest Mean Scores by Agency 
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CONCLUSIONS 
 
After participating in the intervention there were fewer significant increases in scores of Service 
Empowerment, Satisfaction with Treatment Planning, and Using Data in Treatment Planning, 
than estimated. There are some possible explanations. First, the unique contribution of this 
intervention was that both consumers and case managers would participate in training and be 
empowered to work together. However, we only had about half of consumer participants attend 
training which may have affected the ability of the program to produce an effect. Of the 
consumers that did participate, almost all had positive ratings and comments about the value of 
the training, the participatory nature, and their sense of empowerment. Reports from the 
agencies’ indicated that the time commitment (2 days, about 5 hours each day, with lunch) was 
often prohibitive as people had other obligations. Often symptoms of mental illness may interfere 
with an individual’s ability to participate in a seated, group format. Another barrier was the 
availability of transportation to the training; public transportation was not universally available, 
and assisted transportation was only available in one location.  
 
Second, the intervention was primarily designed to extend the use of data to treatment planning, 
for example in identifying goals and tracking progress. However, treatment planning occurs 
within the context of the relationship between consumers and case managers. This relationship is 
complex and influenced by multiple factors not accounted for or specified in this study. In a 
focus group with adult mental health consumers prior to this project, when asked about an ideal 
treatment planning process, consumers were quite expansive in their suggestions and often 
focused on their relationship with their case manager. Thus using data is one aspect of treatment 
planning and treatment planning is only one activity consumers and case managers engage in. 
Third, because the intervention was focused on treatment planning, and not the entire scope of 
the consumer–case manager relationship, the intervention may not have been sufficient to 
produce the expected changes in the measures used. Although the specificity of the intervention 
may have impacted our ability to detect a large impact, individual comments from consumers, 
case managers, and agency personnel indicated they valued the training programs.  
 
Accrediting organizations often require that agencies collect data; the principles of the training 
program can be applied to any type of outcome measure that agencies find useful. Data can be 
used to identify strengths and weaknesses, help identify goals, help prompt further questions, and 
assist in justifying medical necessity. The utility depends on the agencies’ goals and needs, and 
individual consumers’ and case managers’ background and training. 
 
Two Purposes – While one purpose of this project was to examine program effectiveness around 
using data in treatment planning, the second purpose was to examine potential factors that may 
influence the treatment processes, in terms of organizational factors, agency orientation toward 
recovery, and consumer readiness for mental health treatment. These factors have been identified 
in the literature as related to consumer empowerment and recovery and important to investigate. 
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Organizational Factors/Readiness for Change – In particular, literature has shown that 
organizational factors such as motivation, resources, and communication influence how agencies 
adopt practices such as a new or increased orientation toward consumer involvement, person-
centered planning, and recovery (Simpson, 2002). Lehman, Greener and Simpson (2002) 
identified motivational readiness, institutional resources, staff attributes, and organizational 
climate as predominant factors in organizational readiness to change; and these factors have been 
found to influence consumer treatment engagement, rapport with counselors, and consumer 
outcomes. Organizational climate measures have also been associated with program satisfaction, 
use of program materials, counseling skills, and therapeutic rapport (Greener, Joe, Simpson, 
Rowan-Szal, & Lehman, 2007; Simpson, Joe, & Rowan-Szal, 2007). Indeed, Regression 
analyses indicated that organizational factors explained 19% of the variance in rapport, and 27% 
of the variance in treatment satisfaction (Greener, et al., 2007). In the current study, case 
managers perceived external sources as strong pressures for change. And although case 
managers rated staffing resources lowest, they rated their efficacy highest. Additionally, case 
managers rated their job satisfaction second highest of all the organizational factors, signifying 
they like their jobs, feel appreciated, and value their work. This is particularly salient as higher 
job satisfaction has been associated with lower burnout and subsequently fewer turnover 
intentions. These results indicate the need for further study on how these organizational factors 
may be related to consumers’ Service Empowerment and both consumers’ and case managers’ 
Agency Recovery Orientation.  
 
Agency Recovery Orientation – Recovery-oriented environments encourage individuality, 
promote positive portrayals of persons with mental illness, fight discrimination, focus on 
strengths, use hopeful language, offer a variety of treatment and support options, involve all 
types of supports in programs and services, encourage advocacy, assist in community 
connections, and foster a variety of social interests and meaningful activities (O’Connell, 
Tondora, Croog, Evans, & Davidson, 2005). In this study, both consumers and case managers 
rated subscales similarly. Choice was rated highest, meaning agencies offer access to treatment 
records, allow consumers to choose providers and treatments, and that staff refrain from coercive 
measures to influence choice. Community Involvement was rated lowest indicating there is room 
for improvement involving consumers on agency advisory boards, program decisions, and 
facilitating community volunteering. Future work will look at how consumers’ and case 
managers’ ratings of the agency orientation toward recovery are associated with other variables 
included in this study, for example, with Organizational factors, and Service Empowerment. 
 
Readiness for Mental Health Treatment – Previously, readiness to change models have been used 
with substance use disorders but have only recently been adapted for use with persons with 
mental illnesses (Bellis, 1993; Flinn, 2004; Hilburger & Lam, 1999; Heesch, Velasquez, & von 
Sternberg, 2005). Readiness to change was positively related to individual recovery, hope, asking 
for help, being goal directed, relying on others, and symptom coping (Flinn, 2004). A future 
report will examine Readiness for Mental Health Treatment in greater detail with this sample and 
how it may be related with Service Empowerment, and Agency Orientation toward Recovery, for 
example.  
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Additionally, we noticed that when both consumers and case managers rated variables, ratings 
were fairly similar. This appeared true for ratings of Service Empowerment, Satisfaction with 
Treatment Planning, and Agency Recovery Orientation. However we have not yet tested whether 
these apparent similarities are in fact statistically similar. A future report will test this using 
Hierarchical Linear Modeling (HLM). HLM is used because participating case managers may be 
associated with more than one consumer participating in the project. 
 
Next Steps 
 
The next step is to prepare small Bulletins to make the extensive material in this report more 
accessible for general audiences. These bulletins will focus on individual measures.  
 
We also have additional data analyses to conduct. We will be comparing all measures rated by 
case managers (Organizational Culture/Readiness to Change, Agency Recovery Orientation, 
Service Empowerment, and Satisfaction with Treatment Planning). We will also compare all 
measures rated by consumers (Readiness for Mental Health Treatment, Agency Recovery 
Orientation, Service Empowerment, and Satisfaction with Treatment Planning).  
 
A future report will also examine the relationship between these concepts, for example, how 
Consumer Readiness for Mental Health Treatment and Service Empowerment are related, or 
how Organizational Readiness to Change is related to Agency Recovery Orientation. Because 
participating case managers may be associated with more than one consumer participating in the 
project, we will use Hierarchical Linear Modeling (HLM) to test these relationships. 
Additionally we will be comparing data from this project with available historical data (for 
example with data from the Longitudinal Consumer Outcomes study conducted previously by 
this office). 
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APPENDIX A: TABLES 
Table 1A. Percent of Consumer Participants Demographic Variables by state, by project total, and by Agency (Baseline) 

All Project 
Agencies 

 χ2 Statewide Agency A Agency B Agency C Agency D   

Sample Size Total (at baseline) n/a 272 71 63 78 60  
Male 58.8 34.6 36.4 32.8 36.4 37.3 

Gender 
Female 41.2 62.1 63.8 67.2 63.6 62.7 

0.32 

White/Caucasian 74.6 62.9 52.1 65.1 64.1 71.7 
African American 20.5 18.8 18.3 19.0 21.8 15.0 

Race 
Other 3.0 7.4 8.5 6.3 6.4 8.3 

12.79 

Unknown/Missing 1.9 11.0 21.1 9.5 7.7 5.0 
Less than 25 years 15.3 7.0 0 7.9 10.3 10.0 
25-34 21.5 14.0 7.0 15.9 19.2 13.3 
35-44 23.1 20.2 21.1 12.7 25.6 20.0 

Age 45-54 24.6 37.9 52.1 38.1 29.5 31.7 23.42 

55-64 11.2 15.1 14.1 17.5 10.3 20.0 
65+ 4.4 2.9 1.4 3.2 3.8 3.3 
Unknown/Missing <0.1 2.9 4.2 4.8 1.3 1.7 
Never married 35.4 34.9 26.8 42.9 33.3 38.3 
Married 14.4 8.8 5.6 14.3 6.4 10.0 

Marital 
Status Separated/Divorced 27.7 41.5 49.3 27.0 48.7 38.3 16.02 

Other1  7.4 4.4 2.8 4.8 3.8 6.7 
Missing 15.2 10.3 15.5 11.1 7.7 6.7 

Notes. Differences are significant at * p < .05, ** p < .01, and *** p < .001. Statewide percentages were obtained from the Ohio Mental Health Consumer 
Outcomes System Report 19 (Revised December 2008) which presents percents statewide for 2007. Percents used were Outcomes Expected for gender, race, 
age, and primary diagnosis as these data are available from MACSIS; for all other variables, percents are Outcomes Received.  
1 Marital Status Other includes Widowed and Living together. 
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Table 1B. Percent of Consumer Participants Demographic Variables by state, by project total, and by Agency (Baseline) 

All Project 
Agencies 

 χ2 Statewide Agency A Agency B Agency C Agency D   

Less than H.S. diploma/GED 26.8 27.6 26.8 15.9 37.2 28.3 

H.S. diploma/GED 32.0 31.6 29.6 34.9 26.9 36.7 

More than H.S. diploma/ GED 
and less than 4 yr degree 

Education 13.93 24.5 25.7 23.9 33.3 21.8 25.0 

4 yr degree and above 5.2 6.3 5.6 7.9 5.1 6.7 

Unknown/Missing 11.5 8.8 14.1 7.9 9.0 3.3 

Own house/apartment 48.6 58.5 49.3 47.6 60.3 78.3 

Relatives home 19.2 11.4 11.3 17.5 7.7 10.0 
29.39 

Living 
Situation 

 Supervised living 6.2 10.3 8.5 15.9 12.8 3.3 Agency A & D;  
Agency B & D 

Other1  15.0 12.1 23.9 7.9 11.5 3.3 

Unknown/Missing 11.0 7.7 7.0 11.1 7.7 5.0 

Notes. Differences are significant at * p < .05, ** p < .01, and *** p < .001. Statewide percentages were obtained from the Ohio Mental Health Consumer 
Outcomes System Report 19 (Revised December 2008) which presents percents statewide for 2007. Percents used were Outcomes Expected for gender, race, 
age, and primary diagnosis as these data are available from MACSIS; for all other variables, percents are Outcomes Received.  
1Other Living Situations includes: Friend’s home, Nursing home, Foster care, MH Treatment Center, Homeless, Correctional facility, and Other. 

 105



Table 1C. Percent of Consumer Participants Demographic Variables by state, by project total, and by Agency (Baseline) 

All Project 
Agencies 

 χ2 Statewide Agency A Agency B Agency C Agency D   

Full time 10.4 1.8 4.2 1.6 0 1.7 

Part time 8.9 5.1 4.2 9.5 3.8 3.3 

Unemployed 30.1 27.2 29.6 30.2 21.8 28.3 
Employment 23.56 

Disabled 24.7 51.5 40.8 46.0 62.8 55.0 

Other1 10.7 7.0 14.1 1.6 3.8 8.3 

Unknown/Missing 15.1 7.4 7.0 11.1 7.7 3.3 

Schizophrenia and Other 
Psychotic Disorders 18.9 37.8 31.3 35.7 39.1 46.3 

Primary 
Diagnosis Mood Disorders2 55.1 59.8 67.2 60.7 59.4 50.0 9.92 

All Other Diagnoses3 8.9 9.6 1.5 3.6 1.5 3.7 

Notes. Differences are significant at * p < .05, ** p < .01, and *** p < .001. Statewide percentages were obtained from the Ohio Mental Health Consumer 
Outcomes System Report 19 (Revised December 2008) which presents percents statewide for 2007. Percents used were Outcomes Expected for gender, race, 
age, and primary diagnosis as these data are available from MACSIS; for all other variables, percents are Outcomes Received.  
1Other Employment includes: Sheltered employment, Homemaker, Student, Retired, Inmate, and Other.  
2Mood Disorders includes Depressive disorders, Bipolar disorders, and Other Mood disorders.  
3All Other Diagnoses includes Substance-Abuse Disorders, Anxiety Disorders, Adjustment Disorders, and Personality Disorders. 
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Table 2A. Percents Case Manager Participants Demographic Variables by project total, and by Agency (Baseline) 

All Project 
Agencies 

 χ2 Agency A Agency B Agency C Agency D   

Sample Size Total (at baseline) 66 31 10 16 9  

Male 27.3 38.7 20.0 18.8 11.1 
Gender 

Female 72.7 61.3 80.0 81.3 88.9 
4.08 

White/Caucasian 77.3 64.5 90.0 93.8 77.8 
Race 6.27 

Black/African American, Other 22.7 35.5 10.0 6.3 22.2 

Under 30 36.4 41.9 20.0 50.0 11.1 

31 – 40 28.8 32.3 40.0 18.8 22.2 
Age 11.00 

41 – 50 24.2 22.6 30.0 12.5 44.4 

51 or older 10.6 3.2 10.0 18.8 22.2 

Less than H.S. diploma, HS 
diploma/GED, Trade/Tech school, 
Some college, 2 yr college/Associates 

22.7 29.0 10.0 18.8 22.2 

Education 
4 yr college/ Undergraduate 47.0 45.2 40.0 50.0 55.6 

3.35 

Post-college education 30.3 25.8 50.0 31.3 22.2 

Social Work 27.9 28.6 10.0 50.0 11.1 

Psychology 19.7 17.9 20.0 21.4 22.2 
Discipline 

Sociology 13.1 10.7 30.0 7.1 11.1 
9.16 

Other or N/A 39.3 42.9 40.0 21.4 55.6 
Notes. Differences are significant at * p < .05, ** p < .01, and *** p < .001.
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Table 2B. Percents Case Manager Participants Demographic Variables by project total, and by 
Agency. 

All Project 
Agencies 

 χ2   

Less than one year 33.3 

1 – 2 years 22.7 
Employed at current agency1 N/A 

3 – 6 years 19.7 

6 or more years 24.2 

Less than one year 28.8 

1 – 2 years 9.1 
Case Management 
Experience2 N/A 3 – 6 years 22.7 

6 – 10 years 22.7 

More than 10 years 16.7 

Less than one year 22.7 

1 – 2 years 13.6 
Mental Health System 
Experience3 N/A 3 – 6 years 16.7 

6 – 10 years 27.3 

More than 10 years 19.7 

0 – 20  16.7 

21 – 30 18.2 

Active Caseload Size4 N/A 31 – 40  22.7 

41 – 50  28.8 

More than 50 13.6 
Notes. Differences are significant at * p < .05, ** p < .01, and *** p < .001. 1, 2, 3, 4 There were insufficient cases 
within cells (categories by agency) to report chi-square analyses. 
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Table 3A. Reliability Estimates: Service Empowerment, Readiness for Mental Health Treatment, 
and Organizational Readiness to Change 

 #  Baseline Time 2 Time 3  items α α α 

Service Decisions 5 .76 .72 .76 Service 
Empowerment 
(Consumer) Service Relationship 19 .95 .94 .93 

Service Decisions 4 .73 .42 .52 

Service 
Empowerment  

Understanding Consumers 2 .44 .26 .43 

(Case Manager) Service Relationship 6 .75 .68 .67 

Share Self 2 .56 .59 .60 

Precontemplation 3 .46 .57 .63 

Readiness for Mental 
Health Treatment 
(Consumer) 

Contemplation 3 .72 .72 .70 

Action 3 .64 .76 .81 

Maintenance 3 .40 .39 .40 

Program Needs 8 .73 .84 .79 

Training Needs 8 .81 .85 .77 

Pressures for Change 7 .48 .66 .59 

Staffing Resources 6 .76 .68 .73 

Training Resources 4 .78 .60 .67 

Organizational 
Readiness to Change  

Staff Efficacy 5 .61 .70 .57 

(Case Manager) Staff Adaptability 4 .60 .56 .50 

Organizational Mission 5 .63 .59 .82 

Organizational Autonomy 5 .45 .49 .37 

Organizational Change 5 .55 .62 .68 

Training Utilization 3 .77 .73 .89 

Job Satisfaction 6 .72 .71 .83 

 

 109



Table 3B. Reliability Estimates: Agency Recovery Orientation and Satisfaction with Treatment 
Planning 

 #  Baseline Time 2 Time 3  items α α α 

Total Score 32 .93 .95 .94 

Life Goals 11 .84 .87 .82 

Agency Recovery 
Orientation  

Involvement 5 .77 .78 .82 

(Consumer) Diversity of Treatment Options 5 .73 .80 .81 

Choice 5 .71 .74 .69 

Individually-Tailored Services 4 .73 .82 .77 

Total Score 32 .88 .92 .88 

Life Goals 11 .75 .78 .73 

Agency Recovery 
Orientation  

Involvement 5 .81 .71 .78 

(Case Manager) Diversity of Treatment Options 5 .74 .67 .67 

Choice 5 .56 .46 .46 

Individually-Tailored Services 4 .55 .51 .56 

Positive Therapeutic Relationship 8 .90 .92 .93 

Satisfaction with 
Treatment Planning 
(Consumer) 

Normalization 3 .73 .75 .76 

Frequency 2 .63 .66 .73 

Control 2 .57 .61 .61 

Therapeutic Orientation 5 .74 .49 .60 
Satisfaction with 
Treatment Planning 
(Case Manager) 

Normalization 5 .62 .49 .37 

Control 3 .44 .29 .54 
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Table 3C. Reliability Estimates: Knowledge of Consumer Outcomes, Using Data in Treatment 
Planning, and Workshop Evaluations 

 # Baseline Time 2 Time 3   items α α α 

Knowledge of Consumer 
Outcomes – True items 5 .91 .89 .84 Knowledge of 

Consumer Outcomes  
(Consumer) Knowledge of Consumer 

Outcomes – False items 3 .43 .53 .24 

Knowledge of 
Consumer Outcomes   6 .87 .83 .85 
(Case Manager) 

Using Data in 
Treatment Planning   11 .96 .93 .93 
(Consumer) 

Outcomes Communication 6 .86 .57 .66 

Using Data in Using Data in Treatment 
Planning Treatment Planning  4 .87 .77 .87 

(Case Manager) 

Strengths/Red Flags 2 .51 .61 .53 

CDS Workshop 
Evaluation  

Satisfaction 6 n/a .94 .99 

(Consumer) Application 4 n/a .89 .94 

Workshop Evaluation   8 n/a .89 -.10 (Case Manager) 
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Table 3D. Reliability Estimates: Indicators of Recovery (Ohio Outcomes System) 

 #  Pre-test  items α 

Quality of Life subscale 9 .82 Quality of Life 
(Consumer) 

Financial Status subscale 3 .89 

Symptom Distress  15 .93 (Consumer) 

Self-Esteem/Self Efficacy 9 .89 

Power/Powerlessness 8 .65 

Empowerment 
Community Activism and Autonomy 6 .85 (Consumer) 

Optimism and Control Over the Future 4 .53 

Righteous Anger 4 .45 

Community 
Functioning Meaningful Activities 6 .85 
(Provider rated) 
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Table 4A. Results of ANOVAs (comparing agencies at baseline) and paired t-tests (comparing over time within agency) for 
Sufficiency of Contact and Say Over Services (Consumer) 

  Time 1 Time 2 
Time 1 Time 2 Time 3 Baseline with With 

Time 2 Time 3 
  N SD N SD N SD F N t N t M M M 

Agency A 3.54 70 .61 61 3.21 .73 48 3.35 .84 61  3.57*** 46 -0.73 Frequency of 
Contact with 
People from the 
Mental Health 
Agency 

Agency B 3.42 62 .90 46 3.17 .85 38 3.08 .88 46  1.35 37 -0.16 

Agency C 75 3.87 .68 71 3.72 .74 58 3.69 .84 
n/a 

68  1.84+ 52 0.35 

Agency D 3.56 59 .75 47 3.26 .87 40 3.43  2.34* -2.06*.64 47 39 

Agency A 3.14 70 .64 61 2.98 .50 48 3.04 .58 61  3.08** 46 -0.20 

Frequency of 
Contact with 
Case Manager 

Agency B 3.13 62 .76 45 2.93 .65 38 2.79 .99 45  1.15 36 0.73 

Agency C 74 3.55 .69 70 3.50 .76 57 3.46 .71 
n/a 

67  0.71 52 1.06 

Agency D 3.49 59 .70 46 3.39 .61 39 3.26 .82 46  1.00 38 0.73 

Agency A 70 3.24 .84 61 3.38 .73 48 3.33 .83 61 -1.84+ 46 0.18 
Importance of 
Contact with the 
Mental Health 
Agency 

Agency B 3.37 62 .85 46 3.28 .86 38 3.47 .69 46  1.36 37 -0.42 

Agency C 75 3.37 73 71 3.31 .73 58 3.19 .85 
0.52 

68  0.87 52 1.23 

Agency D 3.41 59 .87 47 2.98 .94 40 3.35  2.63* -2.57*.95 47 39 

Agency A 3.45 69 .76 60 3.47 .79 49 3.47 .62 59  0.00 47 0.00 

Agency B 3.34 62 .81 46 6.50 .66 38 3.29 .87 46 -1.03 37 1.67 Importance of 
Say in Services Agency C 73 3.48 .73 70 3.33 .76 56 3.39 .76 

0.39 
65  1.47 49 -0.17 

Agency D 3.41 59 .87 46 3.28 .69 39 3.44 .85 46  0.31 38 -1.23 
Notes. Differences are significant at +p < .10 * p < .05, ** p < .01, and *** p < .001. Means are reported for all consumers/case managers with data at the noted 
time-point. Sample size (N) for paired t-tests change because the statistics are computed only if the individual has data at both time points used in the 
comparison.
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Table 4B. Results of t-tests Comparing Service Empowerment by Gender at Baseline 

 Males Females   

 M M SD SD t  

Service 
Empowerment  

2.58 2.90 -3.40** Service Decisions 0.76 0.71 

(Consumer) 2.65 2.95 -3.05** Service Relationship 0.67 0.78 

3.70 3.81 Service Decisions 0.56 0.56 -0.72 

Service 
Empowerment  

3.69 3.82 Understanding Consumers 0.49 0.41 -1.04 

(Case Manager) 4.47 4.58 Service Relationship 0.33 0.36 -1.10 

2.83 2.85 Share Self 0.87 0.69 -0.10 

Notes. Differences are significant at * p < .05, ** p < .01, and *** p < .001. 

 

Table 4C. Results of Correlations Comparing Service Empowerment Change Scores and Dose 
within Agency  

 Wait-list control group: Initial intervention group: 
Compare Time 2 and 3 Compare Time 1 and 2  Change Scores with Dose Change Scores with Dose 

at Time 3 at Time 2 

 Agency Agency Agency Agency 
 A B C D 

r r r r 

Service 
Empowerment 
(Consumer) 

Service Decisions -.11 -.02 -.08 -.18 

Service Relationship -.16 -.13 .03 .18 

Notes. Differences are significant at * p < .05, ** p < .01, and *** p < .001. 

 114



 
 
 
Table 4D. Results of ANOVAs (comparing agencies at baseline) and paired t-tests (comparing over time within agency) for Service 
Empowerment (Consumer) 

  Time 1 Time 2 
Time 1 Time 2 Time 3 Baseline with With 

Time 2 Time 3 
  N SD N SD N SD F N t N t M M M 

Agency A 2.67 70 .73 61 2.77 .77 49 2.80 .62 61 -1.25 47 -0.06 

Agency B 2.88 59 .74 45 2.95 .73 38 2.93 .73 45 -1.20 36 0.21 Service Decisions 1.01  Agency C 2.78 73 .67 70 2.79 .67 53 2.88 .73 65 -0.27 47 -0.45 

Agency D 2.83 59 .77 46 2.85 .70 40 2.98 .61 46 -1.04 39 -0.69 

Agency A 2.63 70 .82 61 2.72 .77 49 2.78 .72 61 -0.68 47 -0.78 

Agency B 60 2.86 .76 45 2.85 .84 37 2.91 .76 
3.25* 

Service 
Relationship 

 45 -0.03 35 0.37 

Agency C 74 2.86 .75 70 2.75 .65 53 2.83 .70 
Agency A 

vs. 
Agency D

66 1.14 47 -0.66  

Agency D 3.04 59 .62 46 3.07 .51 40 3.07 46 -0.72 39 0.19 .47 

Notes. Differences are significant at +p < .10 * p < .05, ** p < .01, and *** p < .001. Means are reported for all consumers/case managers with data at the noted 
time-point. Sample size (N) for paired t-tests change because the statistics are computed only if the individual has data at both time points used in the 
comparison.
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Table 4E. Means for Service Empowerment (Case Manager) by time and by Agency 

  
Time 1 Time 2 Time 3 

  N SD N SD N SD M M M 

Agency A 3.75 31 .62 24 3.88 .26 21 4.00 .43 

Agency B 3.79 10 .38 6 3.88 .44 6 4.08 .49 Service 
Decisions  Agency C 3.66 16 .52 22 4.00 .47 18 4.00 .49 

Agency D 4.09 9 .53 11 4.12 .59 11 4.18 .42 

Agency A 3.66 31 .45 24 3.92 .41 21 4.05 .38 

Agency B 3.95 10 .50 6 3.75 .42 6 4.68 .33 Understanding 
Consumers Agency C 3.88 16 .34 22 3.93 .44 18 3.94 .38 

Agency D 3.88 8 .35 11 4.00 .45 11 3.82 .25 

Agency A 4.45 31 .31 24 4.66 .28 21 4.59 .27 

Agency B 4.62 10 .44 6 4.64 .29 6 4.68 .33 Service 
Relationship Agency C 4.57 16 .36 22 4.59 .35 18 4.62 .30 

Agency D 4.76 9 .30 11 4.63 .25 11 4.68 .32 

Agency A 2.76 31 .55 24 2.96 .61 21 2.69 .62 

Agency B 2.55 10 .86 6 2.92 .20 6 2.50 .63 
Share Self 

Agency C 3.28 16 .93 22 3.00 .85 18 2.56 .51 

Agency D 2.72 9 .57 11 2.59 .66 11 2.59 .63 

Notes. ANOVAs and paired t-tests were not conducted by agency because there were insufficient sample sizes 
(small numbers of case managers) in some agencies. Means are reported for all consumers/case managers with data 
at the noted time-point. 
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Table 4F. Results of t-tests (comparing intervention groups at baseline) and paired t-tests (comparing over time within intervention 
group) for Service Empowerment (Case Manager) 

  Time 1 Time 2 
Time 1 Time 2 Time 3 Baseline with With 

Time 2 Time 3 
  N SD N SD N SD t N t N t M M M 

Initial 
Intervention  3.76 41 .57 30 3.88 .30 27 3.92 .47 22 -0.96 18 -1.51 

Service 
Decisions -0.37 

Wait-list -1.91+3.81 Control 25 .55 33 4.04 .51 29 4.07 24 -1.10 .46 20 

Initial 
Intervention  41 3.73 .48 30 3.88 .41 27 4.06 .40 22 -1.78+ 18 -1.30 

Understanding 
Consumers -1.30 

Wait-list 3.88 Control 24 .34 33 3.95 .44 29 3.90 .34 19 -0.68 24 0.40 

Initial 
Intervention  4.49 41 .35 30 4.66 .27 27 4.61 .28 22 -2.49* 18 1.15 

Service 
Relationship -1.66 

Wait-list  4.64 Control 25 .35 33 4.60 .32 29 4.64 .30 20 0.79 24 -1.26 

Initial 
Intervention  41 2.71 .63 30 2.95 .55 27 2.65 .62 22 -1.87+ 2.40* 18 

Share Self -2.04* 
Wait-list 3.08 Control 25 .85 33 2.86 .80 29 2.57 .55 20 1.50 24 1.62 

Notes. Differences are significant at +p < .10 * p < .05, ** p < .01, and *** p < .001. ANOVAs and paired t-tests were conducted by intervention group (Initial 
Intervention [Agency A and Agency B] and Wait-list Control [Agency C and Agency D]) because there were insufficient sample sizes (small numbers of case 
managers) in some agencies. Means are reported for all consumers/case managers with data at the noted time-point. Sample size (N) for paired t-tests change 
because the statistics are computed only if the individual has data at both time points used in the comparison.
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Table 5A. Results of t-tests Comparing Consumer Readiness for Mental Health Treatment by 
Gender at Baseline 

 Males Females   
 M M SD SD t  

2.39 2.02 3.82*** Precontemplation 0.75 0.72 
Readiness for 
Mental Health 
Treatment  

4.16 4.37 -2.81** Contemplation 0.58 0.55 

4.04 4.32 -3.74*** Action 0.63 0.55 (Consumer) 
3.62 3.84 -2.24* Maintenance 0.69 0.75 

Notes. Differences are significant at * p < .05, ** p < .01, and *** p < .001. 
 
 

Table 5B. Results of Correlations Comparing Readiness for Mental Health Treatment Change 
Scores (Consumer) and Dose within Agency 

Wait-list control group:  Initial intervention group: 
Compare Time 2 and 3 Compare Time 1 and 2  Change Scores with Change Scores with 

Dose at Time 3 Dose at Time 2 
 Agency A Agency B Agency C Agency D  r r r r 

Precontemplation .07 -.07 -.07 -.09 

Readiness for 
Mental Health 
Treatment 

Contemplation -.03 -.12 .14 -.19 

Action -.14 -.01 .18 -.08 

Maintenance -.18 -.20 .12 .20 

Notes. Differences are significant at * p < .05, ** p < .01, and *** p < .001. 
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Table 5C. Results of t-tests (comparing intervention groups at baseline) and paired t-tests (comparing over time within intervention 
group) for Consumer Readiness for Mental Health Treatment (Consumer) 

  Time 1 Time 2 
Time 1 Time 2 Time 3 with With 

Time 2 Time 3 
  N SD N SD N SD N t N t M M M 

Agency A 1.79 41 .76 37 1.90 .61 30 1.89 .56 37 -1.15 29 0.59 

Precontemplation Agency B 2.06 21 .86 18 1.98 .74 16 2.08 .74 18 0.35 16 -0.70 
(Participation 
Cluster) Agency C 2.02 31 .72 24 2.12 1.13 21 2.05 .76 24 -1.12 18 0.05 

Agency D 1.92 32 .68 21 2.19 .92 19 2.39 .83 21 -0.20 19 -0.84 

Agency A 2.25 29 .76 24 2.43 .86 19 2.53 .91 24 -0.63 18 0.56 

Precontemplation Agency B 2.38 39 .67 28 2.49 .69 22 2.42 .95 28 -1.26 21 -0.23 
(Precontemplation 
Cluster) Agency C 2.33 41 .82 39 2.33 .66 27 2.19 .80 39 0.17 26 0.42 

Agency D 2.40 27 .46 25 2.39 .70 20 2.24 .51 25 0.10 20 0.88 

Agency A 4.68 41 .29 37 4.40 .51 30 4.42 .46 37 3.95*** 29 0.60 

Contemplation 1.77+ Agency B 4.84 21 .29 18 4.56 .55 16 4.58 16 -0.64 .43 18 
(Participation 
Cluster) Agency C 4.73 31 .31 23 4.64 .40 21 4.40 .54 23 0.84 18 1.12 

Agency D 4.71 32 .33 21 4.51 .55 19 4.53 .49 21 1.42 19 -0.14 

Agency A 3.98 29 .47 24 4.13 .69 19 4.11 .39 24 -0.72 18 0.13 

Contemplation Agency B 39 3.77 .47 28 3.89 .64 22 4.15 .45 28 -1.34 21 -1.94+ 
(Precontemplation 
Cluster) Agency C 3.90 41 .46 39 3.95 .61 27 4.20 .66 39 -0.59 26 -1.25 

Agency D 3.94 27 .36 25 4.09 .49 20 4.17 .32 25 -1.52 20 -1.05 
Notes. Differences are significant at +p < .10 * p < .05, ** p < .01, and *** p < .001. Means are reported for all consumers/case managers with data at the noted 
time-point. Sample size (N) for paired t-tests change because the statistics are computed only if the individual has data at both time points used in the 
comparison.
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Table 5D. Results of t-tests (comparing intervention groups at baseline) and paired t-tests (comparing over time within intervention 
group) for Consumer Readiness for Mental Health Treatment (Consumer) 

  Time 1 Time 2 
Time 1 Time 2 Time 3 with With 

Time 2 Time 3 
  N SD N SD N SD N t N t M M M 

Agency A 4.55 41 .40 37 4.25 .42 30 4.30 .47 37  3.63*** 29 -0.46 

Action Agency B 21 4.63 .46 18 4.31 .63 16 4.46 .45 18  2.08+ 16 -0.88 
(Participation 
Cluster) Agency C 4.57 31 .41 24 4.43 .46 21 4.43 .57 24  1.19 18 -0.62 

Agency D 4.69 32 .33 21 4.48 .40 19 4.42 .51 21  1.69 19 0.45 

Agency A 3.77 29 .63 24 3.78 .89 19 3.75 .81 24  0.00 18 0.17 

Action Agency B 3.94 39 .43 28 3.93 .67 22 4.02 .55 28  0.29 21 -2.20* 
(Precontemplation 
Cluster) Agency C 3.87 41 .47 39 3.98 .58 27 4.11 .65 39 -0.76 26 -0.56 

Agency D 3.78 27 .51 25 3.96 .48 20 3.78 .65 25 -2.27* 20 1.24 

Agency A 3.98 41 .69 37 3.80 .76 30 3.89 .84 37  1.42 29 -0.90 

Maintenance Agency B 3.98 21 .73 18 3.83 .75 16 3.97 .66 18  0.73 16 -0.68 
(Participation 
Cluster) Agency C 4.19 31 .61 24 3.92 .79 21 3.89 .54 24  1.60 18 0.57 

Agency D 4.10 32 .66 21 4.02 .59 19 4.16 .55 21  0.10 19 -1.09 

Agency A 3.71 29 .58 24 3.88 .68 19 3.74 .62 24 -0.76 18 0.55 

Maintenance Agency B 39 3.33 .68 28 3.38 .72 22 3.64 .73 28 -0.91 21 -2.02+ 
(Precontemplation 
Cluster) -1.73+ Agency C 3.41 41 .70 39 3.69 .62 27 3.83 .72 39 -2.82** 26 

Agency D 27 3.54 .74 25 3.52 .57 20 3.73 .55 25  0.62 20 -1.95+ 
Notes. Differences are significant at +p < .10 * p < .05, ** p < .01, and *** p < .001. Means are reported for all consumers/case managers with data at the noted 
time-point. Sample size (N) for paired t-tests change because the statistics are computed only if the individual has data at both time points used in the 
comparison.
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Table 6A. Results of t-tests Comparing Organizational Readiness to Change (Case Manager) 
Scales by Gender at Baseline 

Males Females   

M M SD SD t  

3.37 3.37 Program Needs 0.43 0.56 -0.42 

2.90 3.12 Training Needs 0.71 0.60 -1.29 

3.45 3.66 Pressures for Change 0.44 0.40 -1.81 

2.84 2.77 Staffing Resources 0.70 0.75 0.33 

3.40 3.23 Training Resources 0.82 0.95 0.66 

4.03 3.96 Staff Efficacy 0.49 0.45 0.55 

3.71 3.53 Staff Adaptability 0.57 0.55 1.19 

3.40 3.36 Organizational Mission 0.47 0.59 0.31 

3.12 3.29 Organizational Autonomy 0.52 0.57 -1.08 

3.39 3.22 Organizational Change 0.43 0.55 1.14 

3.41 3.18 Training Utilization 0.62 0.75 1.15 

3.83 3.9 Job Satisfaction 0.52 0.51 0.33 
Notes. Differences are significant at * p < .05, ** p < .01, and *** p < .001. 
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Table 6B. Means of Organizational Readiness to Change (Case Manager) by time and 
Agency 

  
Time 1 Time 2 Time 3 

  M M M N SD N SD N SD 

Agency A 3.49 30 .53 24 3.03 .57 21 3.00 .62 

Agency B 3.08 10 .43 6 3.15 .65 6 3.19 .39 
Program Needs 

Agency C 3.40 16 .50 22 3.28 .87 17 3.07 .70 

Agency D 3.25 9 .58 11 3.26 .53 11 3.29 .62 

Agency A 3.20 31 .63 24 2.92 .60 21 2.94 .55 

Agency B 2.71 10 .39 6 2.83 .67 6 2.73 .55 Training Needs 
 Agency C 2.85 16 .63 22 2.87 .82 18 2.99 .89 

Agency D 3.35 9 .42 11 3.18 .45 11 3.35 .51 

Agency A 3.65 30 .49 24 3.52 .50. 21 3.40 .59 

Agency B 3.53 10 .32 6 3.36 .56 6 3.17 .41 Pressures for 
Change Agency C 3.54 16 .37 21 3.52 .57 17 3.43 .40 

Agency D 3.62 9 .35 10 3.77 .45 11 3.75 .41 

Agency A 2.60 31 .69 23 3.13 .72 21 2.97 .49 

Agency B 2.66 10 .87 6 2.78 .39 6 2.39 .40 Staffing 
Resources Agency C 2.79 16 .48 22 2.88 .63 18 3.06 .47 

Agency D 3.60 9 .60 10 3.73 .34 11 3.83 .25 

Agency A 3.57 31 .83 24 3.24 .77 21 3.38 .74 
 Agency B 2.90 10 .94 6 3.25 .57 6 2.50 .63 
Training 
Resources Agency C 2.67 16 .60 22 2.45 .74 17 2.51 .58 

Agency D 3.75 9 1.02 11 3.89 .88 11 3.68 .90 

Agency A 3.98 31 .51 24 4.14 .57 21 4.05 .38 

Agency B 3.94 10 .40 6 4.07 .41 6 4.07 .24 
Staff Efficacy 

Agency C 4.04 16 .45 22 4.14 .44 18 4.01 .33 

Agency D 3.93 9 .40 11 4.27 .40 11 4.27 .33 
Notes. ANOVAs and paired t-tests were not conducted by agency because there were insufficient sample sizes 
(small numbers of case managers) in some agencies. Means are reported for all consumers/case managers with data 
at the noted time-point.  
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Table 6C. Means for Organizational Readiness to Change (Case Manager) by time and 
Agency 

  
Time 1 Time 2 Time 3 

  M M M N SD N SD N SD 

Agency A 3.62 31 .56 23 3.85 .57 21 3.77 .46 

Agency B 3.50 10 .53 6 3.54 .60 6 3.79 .40 Staff 
Adaptability Agency C 3.36 16 .58 22 3.87 .52 18 3.82 .34 

Agency D 3.89 9 .40 10 3.90 .53 11 3.84 .32 

Agency A 3.38 31 .58 24 3.51 .63 21 3.50 .60 

Agency B 3.38 10 .53 6 3.67 .39 6 3.20 .66 Organizational 
Mission Agency C 3.14 16 .46 22 3.28 .50 18 3.23 .67 

Agency D 3.73 9 .55 11 3.69 .43 11 4.04 .39 

Agency A 3.28 31 .53 24 3.51 .56 21 3.46 .55 

Agency B 2.81 10 .50 6 3.27 .62 6 3.23 .35 Organizational 
Autonomy Agency C 3.13 16 .46 22 3.25 .48 18 3.33 .44 

Agency D 3.78 9 .48 11 3.87 .46 11 3.82 .44 

Agency A 3.42 31 .53 23 3.62 .55 21 3.51 .67 

Agency B 3.07 10 .44 6 3.40 .28 6 2.90 .65 Organizational 
Change Agency C 3.11 16 .29 22 3.17 .66 18 3.15 .56 

Agency D 3.24 9 .77 10 3.46 .45 11 3.56 .45 

Agency A 3.41 30 .69 22 3.50 .77 20 3.17 .68 

Agency B 2.93 10 .56 6 3.06 .44 6 3.11 .72 Training 
Utilization Agency C 2.92 16 .65 22 3.09 .66 18 2.81 .66 

Agency D 3.59 9 .86 10 3.52 .74 11 3.23 .72 

Agency A 3.83 31 .44 24 3.97 .51 21 3.89 .64 

Agency B 3.78 10 .55 6 2.83 3.86 0.73 6 1.16 
Job Satisfaction 

Agency C 3.54 16 .36 22 3.64 .58 18 3.71 .49 

Agency D 4.19 9 .72 11 4.23 .77 11 4.29 .39 
Notes. ANOVAs and paired t-tests were not conducted by agency because there were insufficient sample sizes 
(small numbers of case managers) in some agencies. Means are reported for all consumers/case managers with data 
at the noted time-point.  
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Table 6D. Results of t-tests (comparing intervention groups at baseline) and paired t-tests (comparing over time within intervention 
group) for Organizational Readiness to Change (Case Manager) 

  Time 1 Time 2 
Time 1 Time 2 Time 3 Baseline with With 

Time 2 Time 3 
  t N t N t M M M N SD N SD N SD 

Initial 
Intervention  40 3.39 .53 30 3.05 .58 27 3.04 .58 21  1.96+ 18 -0.81 

Program Needs 0.33 
Wait-list 3.35 Control 25 .52 33 3.27 .76 28 3.16 .67 20  1.13 23 0.49 

Initial 
Intervention  3.08 41 .62 30 2.90 .60 27 2.89 .54 21  1.10 18 0.30 

Training Needs 0.33 
Wait-list 3.03 Control 25 .60 33 2.97 .72 29 3.13 .78 20  0.88 24 -0.82 

Initial 
Intervention  3.62 40 .45 30 3.49 .51 27 3.35 .55 22  1.15 18 0.88 Pressures for 

Change 0.49 
Wait-list 3.57 Control 25 .36 31 3.60 .54 28 3.55 .43 20  0.46 22 -0.38 

Initial 
Intervention  2.62 41 .73 29 3.06 .67 27 2.84 .53 22 -2.98** 17 1.32 Staffing 

Resources -2.63* 
Wait-list 3.08 Control 25 .65 32 3.15 .68 29 3.35 -2.30*.55 20  0.82 23 

Initial 
Intervention  3.41 41 .90 30 3.24 .73 27 3.19 .80 22  1.13 18 0.98 Training 

Resources 1.52 
Wait-list 3.06 Control 25 .93 33 2.93 1.04 28 2.97  2.47* .92 20 23 -0.37 

Initial 
Intervention  3.97 41 .48 30 4.12 .54 27 4.05 .35 22 -1.22 18 0.35 

Staff Efficacy -0.24 
Wait-list -1.74+ 4.00 Control 25 .42 33 4.18 .43 29 4.11 .35 20 24 0.92 

Notes. Differences are significant at +p < .10 * p < .05, ** p < .01, and *** p < .001. ANOVAs and paired t-tests were conducted by intervention group (Initial 
Intervention [Agency A and Agency B] and Wait-list Control [Agency C and Agency D]) because there were insufficient sample sizes (small numbers of case 
managers) in some agencies. Means are reported for all consumers/case managers with data at the noted time-point. Sample size (N) for paired t-tests change 
because the statistics are computed only if the individual has data at both time points used in the comparison.  
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Table 6E. Results of t-tests (comparing intervention groups at baseline) and paired t-tests (comparing over time within intervention 
group) for Organizational Readiness to Change (Case Manager) 

  Time 1 Time 2 
Time 1 Time 2 Time 3 Baseline with With 

Time 2 Time 3 
  t N t N t M M M N SD N SD N SD 

Initial 
Intervention  3.59 41 .55 29 3.79 .58 27 3.78 .44 22 -0.14 17 -0.07 Staff 

Adaptability 0.29 
Wait-list 3.55 Control 25 .57 32 3.88 .52 29 3.83 -2.37* .33 20 23 1.12 

Initial 
Intervention  3.38 41 .56 30 3.54 .58 27 3.44 .61 22  0.25 18 0.12 Organizational 

Mission 0.16 
Wait-list  1.98+ 3.35 Control 25 .56 33 3.41 .51 29 3.54 .70 20 24 -0.60 

Initial 
Intervention  3.16 41 .56 30 3.46 .57 27 3.42 .51 22 -0.68 18 0.28 Organizational 

Autonomy -1.46 
Wait-list 3.37 Control 25 .55 33 3.46 .55 29 3.52 .49 20 -0.66 24 -0.31 

Initial 
Intervention  3.36 41 .53 29 3.57 .51 27 3.38 .51 22 -1.03 17 1.39 Organizational 

Change 1.33 
Wait-list 3.16 Control 25 .50 32 3.23 .61 29 3.31 .55 20  1.15 23 -0.83 

Initial 
Intervention  3.29 40 .68 28 3.40 .73 26 3.15 .67 20 -0.64 16 0.48 Training 

Utilization 0.71 
Wait-list 3.16 Control 25 .79 32 3.22 .70 29 2.97  2.22* .70 20 23 1.21 

Initial 
Intervention  3.82 41 .46 30 3.98 .55 27 3.88 .76 22 -0.12 18 0.99 

Job Satisfaction 0.32 
Wait-list 3.77 Control 25 .59 33 3.84 .70 29 3.93 .53 20  1.03 24 0.24 

Notes. Differences are significant at +p < .10 * p < .05, ** p < .01, and *** p < .001. ANOVAs and paired t-tests were conducted by intervention group (Initial 
Intervention [Agency A and Agency B] and Wait-list Control [Agency C and Agency D]) because there were insufficient sample sizes (small numbers of case 
managers) in some agencies. Means are reported for all consumers/case managers with data at the noted time-point. Sample size (N) for paired t-tests change 
because the statistics are computed only if the individual has data at both time points used in the comparison. 
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Table 7A. Results of t-tests Comparing Agency Recovery Orientation Scales by Gender at 
Baseline 

 Males Females   
 M M SD SD t  

3.62 3.72 Total score 0.54 0.63 -1.27 

3.70 3.84 Life Goals 0.57 0.66 -1.69 
Agency Recovery 
Orientation  

3.23 3.18 Involvement 0.79 0.87 0.40 

3.37 3.41 Diversity of Treatment Options 0.72 0.86 -0.37 (Consumer) 

3.82 3.97 Choice 0.63 0.75 -1.56 

3.76 3.90 Individually-Tailored Services 0.66 0.80 -1.40 

3.53 3.57 Total Score 0.42 0.43 -0.38 

3.66 3.78 Life Goals 0.40 0.46 -1.00 

Agency Recovery 
Orientation  

3.09 2.95 Involvement 0.75 0.65 0.75 

3.44 3.51 Diversity of Treatment Options 0.51 0.52 -0.47 (Case Manager) 

3.78 3.90 Choice 0.56 0.51 -0.81 

3.31 3.34 Individually-Tailored Services 0.82 0.60 -0.15 
Notes. Differences are significant at * p < .05, ** p < .01, and *** p < .001.  
 
Table 7B. Results of Correlations Comparing Agency Recovery Orientation Change Scores 
and Dose within Agency 

Wait-list control group:  Initial intervention group: 
Compare Time 2 and 3 Compare Time 1 and 2  Change Scores with Dose Change Scores with Dose 

at Time 3 at Time 2 
 Agency A Agency B Agency C Agency D  r r r r 

Total score  .01 -.01 .08 -.04 

Life Goals -.00 .03 .06 .02 

Agency 
Recovery 
Orientation  

Involvement .00 -.02 .00 .03 

Diversity of Treatment 
Options -.06 -.05 .16 -.22 

(Consumer) 
Choice .12 .12 .11 .03 

Individually-Tailored 
Services -.01 -.02 .22 -.08 

Notes. Differences are significant at * p < .05, ** p < .01, and *** p < .001.
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Table 7C. Results of ANOVAs (comparing agencies at baseline) and paired t-tests (comparing over time within agency) for Agency 
Recovery Orientation (Consumer)  

  Time 1 Time 2 
Time 1 Time 2 Time 3 Baseline with With 

Time 2 Time 3 
  M M M N SD N SD N SD F N t N t 

Agency A 3.49 70 .66 61 3.62 .67 49 3.73 .76 61 -1.55 47  0.22 

Agency B 60 3.69 .57 46 3.68 .62 38 3.75 .53 
4.18** 

 46  0.25 37 -0.03 
RSA Total Score 

Agency C 67 3.72 .60 67 3.66 .68 51 3.66 .72 
Agency A 

vs. 
Agency D

58  0.67 46 -0.10 

-1.76+Agency D 3.85 58 .56 45 3.84 .46 40 3.79 44 .48 38  0.75 

Agency A 3.66 70 .64 61 3.74 .63 49 3.80 .51 61 -0.68 47 -0.08 

Agency B 3.79 60 .63 46 3.81 .66 38 3.84 .59 46 -0.14 37  0.56 
Life Goals 1.73 

Agency C 3.81 66 .66 67 3.74 .72 50 3.72 .66 58  0.51 45  0.08 

Agency D 3.91 58 .58 45 3.91 .48 39 3.88 .49 44 -1.50 37  0.87 

Agency A 3.08 69 .91 61 3.29 .84 49 3.38 .77 61 -1.22 47 -0.06 

Agency B 3.06 59 .84 44 3.10 .83 38 3.09 .82 44 -0.13 35 -0.10 
Involvement 2.10 

Agency C 3.28 65 .85 67 3.36 .84 49 3.41 .96 56 -0.41 44 -0.55 

Agency D 3.39 56 .75 46 3.40 .77 39 3.31 .77 45 -1.54 38  1.18 

Notes. Differences are significant at +p < .10 * p < .05, ** p < .01, and *** p < .001. Means are reported for all consumers/case managers with data at the noted 
time-point. Sample size (N) for paired t-tests change because the statistics are computed only if the individual has data at both time points used in the 
comparison. 
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Table 7D. Results of ANOVAs (comparing agencies at baseline) and paired t-tests (comparing over time within agency) for Agency 
Recovery Orientation (Consumer) 

  Time 1 Time 2 
Time 1 Time 2 Time 3 Baseline with With 

Time 2 Time 3 

  M M M N SD N SD N SD F N t N t 

Agency A 3.16 70 .89 61 3.34 .89 49 3.48 .74 61 -1.13 47 -0.95 

Agency B 60 3.43 .81 44 3.40 .78 38 3.35 .84 
3.43* 

Diversity of 
Treatment 
Options 

 44 0.39 35 0.76 

Agency C 66 3.43 .74 66 3.45 .81 50 3.35 .96 
Agency A 

vs. 
Agency D

56 0.30 44 0.17 

Agency D 3.60 58 .76 43 3.55 .66 38 3.46 42 -0.33 34 1.06 .73 

Agency A 3.71 69 .80 61 3.83 .70 49 3.78 .61 61 -1.33 47 1.31 

Agency B 59 4.03 .63 46 3.91 .70 38 4.16 .51 
3.25* 

 45 1.51 37 -2.25*
Choice 

Agency C 66 3.86 .76 66 3.76 .75 51 3.91 .70 
Agency A 

vs. 
Agency D

58 1.38 46 -0.90 

Agency D 4.06 57 .63 44 4.05 .61 40 4.06 43 -1.21 37 -0.26 .54 

Agency A 3.61 67 .84 60 3.77 .79 49 3.73 .76 59 -1.34 47 0.29 

Agency B 58 3.87 .64 43 3.82 .82 38 3.95 .71 
4.09** 

 41 0.00 35 -0.21 Individually-
Tailored Services Agency C 63 3.85 .78 66 3.77 .83 48 3.73 .83 

Agency A 
vs. 

Agency D
54 0.89 44 0.52 

1.73+ Agency D 4.08 56 .67 44 3.94 .61 38 4.03 41 35 -1.39 .54 

Notes. Differences are significant at +p < .10 * p < .05, ** p < .01, and *** p < .001. Means are reported for all consumers/case managers with data at the noted 
time-point. Sample size (N) for paired t-tests change because the statistics are computed only if the individual has data at both time points used in the 
comparison.
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Table 7E. Means for Agency Recovery Orientation (Case Manager) by time and by Agency 

  
Time 1 Time 2 Time 3 

  M M M N SD N SD N SD 

Agency A 3.58 31 .40 22 3.70 .45 21 3.64 .38 

Agency B 3.58 10 .35 6 3.59 .35 6 3.37 .57 
RSA Total Score 

Agency C 3.42 16 .33 22 3.61 .44 18 3.60 .30 

Agency D 3.72 9 .66 11 3.90 .41 11 3.79 .32 

Agency A 3.78 31 .46 22 3.91 .44 21 3.89 .34 

Agency B 3.84 10 .39 6 3.70 .37 6 3.55 .54 Life Goals 
 Agency C 3.56 16 .37 22 3.71 .43 17 3.66 .35 

Agency D 3.87 9 .54 11 4.07 .43 11 4.03 .39 

Agency A 3.09 30 .71 23 3.37 .66 21 3.24 .65 

Agency B 2.96 10 .49 6 3.07 .56 6 2.80 .55 
Involvement 

Agency C 2.92 15 .59 20 3.18 .59 17 3.06 .68 

Agency D 2.77 7 .96 11 3.25 .54 11 2.98 .70 

Agency A 3.54 29 .46 22 3.42 .70 21 3.41 .60 

Diversity of 
Treatment 
Options 

Agency B 3.48 9 .32 6 3.43 .37 6 3.20 .66 

Agency C 3.28 16 .57 21 3.49 .49 17 3.52 .39 

Agency D 3.73 9 .65 11 3.82 .39 11 3.58 .46 

Agency A 3.84 28 .54 22 3.88 .41 21 3.79 .47 

Agency B 3.90 10 .55 6 3.87 .30 6 3.60 .61 
Choice 

Agency C 3.86 16 .43 22 3.89 .48 18 3.97 .25 

Agency D 3.91 9 .67 11 4.06 .45 11 4.16 .40 

Agency A 3.40 27 .71 22 3.60 .49 21 3.51 .59 

Agency B 3.29 7 .51 6 3.67 .26 6 3.50 .59 Individually-
Tailored Services Agency C 3.15 15 .52 19 3.42 .58 17 3.44 .43 

Agency D 3.50 8 .87 10 3.98 .61 11 3.70 .56 
Notes. ANOVAs and paired t-tests were not conducted by agency because there were insufficient sample sizes 
(small numbers of case managers) in some agencies. Means are reported for all consumers/case managers with data 
at the noted time-point. 
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Table 7F. Results of t-tests (comparing intervention groups at baseline) and paired t-tests (comparing over time within intervention 
group) for Agency Recovery Orientation (Case Manager)  

  Time 1 Time 2 
Time 1 Time 2 Time 3 Baseline with With 

Time 2 Time 3 
  t N t N t M M M N SD N SD N SD 

Initial 
Intervention  3.58 41 .39 28 3.68 .43 27 3.58 .43 20 -1.31 16 0.55 

RSA Total Score 0.47 
Wait-list 3.53 Control 25 .48 33 3.71 .45 29 3.68 3.15 20 0.64 24 0.29 

Initial 
Intervention  3.80 41 .44 28 3.87 .43 27 3.81 .41 20 -1.23 16 -0.07 

Life Goals 1.08 
Wait-list 3.67 Control 25 .45 33 3.83 .46 28 3.81 .41 20 -0.15 23 0.08 

Initial 
Intervention  3.05 40 .66 29 4.60 3.31 27 3.14 .65 20 -1.50 17 -0.06 

Involvement 1.00 
Wait-list 2.88 Control 22 .71 31 3.21 .56 28 3.03 .68 18 0.20 23 1.16 

Initial 
Intervention  Diversity of 

Treatment 
Options 

3.52 38 .43 28 3.42 .63 27 3.36 .61 18 0.65 16 1.03 
0.62 

Wait-list 3.44 Control 25 .63 32 3.60 .48 28 3.54 .41 20 0.69 23 -0.07 

Initial 
Intervention  3.85 38 .54 28 3.88 .38 27 3.75 .50 19 -1.06 16 0.64 

Choice -0.19 
Wait-list 3.88 Control 25 .52 33 3.94 .47 29 4.04 .32 20 1.64 24 -1.96 

Initial 
Intervention  3.38 34 .67 28 3.62 .44 27 3.51 .58 16 -0.74 16 0.56 Individually-

Tailored Services 0.57 
Wait-list 3.27 Control 23 .67 29 3.61 .64 28 3.54 .49 18 -1.05 22 1.56 

Notes. Differences are significant at +p < .10 * p < .05, ** p < .01, and *** p < .001. ANOVAs and paired t-tests were conducted by intervention group (Initial 
Intervention [Agency A and Agency B] and Wait-list Control [Agency C and Agency D]) because there were insufficient sample sizes (small numbers of case 
managers) in some agencies. Means are reported for all consumers/case managers with data at the noted time-point. Sample size (N) for paired t-tests change 
because the statistics are computed only if the individual has data at both time points used in the comparison. 
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Table 8A. Results of ANOVAs (comparing agencies at baseline) and paired t-tests (comparing over time within agency) for 
Treatment Planning with Case Manager (Consumer) 

  Time 1 Time 2 
Time 1 Time 2 Time 3 Baseline with With 

Time 2 Time 3 

  N SD N SD N SD F N t N t M M M 

Agency A 2.26 70 1.05 59 2.34 .94 49 2.24 1.01 59 -0.12 46 -0.17 
Frequency of 
discussing 
Treatment Plan 
with Case 
Manager 

Agency B 2.51 61 1.04 46 2.37 1.10 37 2.49 1.17 46 0.43 36 0.53 

Agency C 73 2.51 .90 69 2.35 1.08 55 2.18 1.16 
1.41 

65 1.32 48 1.18 

Agency D 2.60 57 1.02 46 2.48 1.21 38 2.61 .97 44 -0.74 37 -0.28 

Agency A 1.71 68 .73 59 1.73 .76 48 1.60 .77 57 0.12 46 0.92 

Recent Change in 
Treatment Plan 
Process 

Agency B 1.53 57 .66 45 1.47 .66 37 1.51 .69 43 0.37 35 -0.53 

Agency C 70 1.80 .86 65 1.72 .80 48 1.63 .82 
1.47 

58 0.29 40 1.46 

Agency D 1.75 57 .79 43 1.63 .73 36 1.78 .76 42 0.84 34 -1.09 

Notes. Differences are significant at + p < .10 * p < .05, ** p < .01, and *** p < .001. Means are reported for all consumers/case managers with data at the noted 
time-point. Sample size (N) for paired t-tests change because the statistics are computed only if the individual has data at both time points used in the 
comparison. 
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Table 8B. Results of t-tests Comparing Satisfaction with Treatment Planning Scales by 
Gender at Baseline 

 Males Females   
 M M SD SD t  

Positive Therapeutic 
Relationship 4.10 4.24 0.68 0.79 -1.43 

Satisfaction with 
Treatment Planning 
(Consumer) 

4.05 4.30 -2.72* Normalization 0.67 0.73 

3.39 3.52 Frequency 0.99 1.03 -0.96 

3.44 3.55 Control 0.94 1.12 -0.83 

4.68 4.52 Therapeutic Orientation 0.32 0.42 1.48 
Satisfaction with 
Treatment Planning  4.36 4.42 Normalization 0.38 0.41 -0.66 
(Case Manager) 

3.14 3.31 Control 1.00 0.88 -0.69 
Notes. Differences are significant at * p < .05, ** p < .01, and *** p < .001. 

 

Table 8C. Results of Correlations Comparing Satisfaction with Treatment Planning Change 
Scores and Dose within Agency 

Wait-list control group:  Initial intervention group: 
Compare Time 2 and 3 Compare Time 1 and 2  Change Scores with Dose Change Scores with Dose 

at Time 3 at Time 2 
 Agency A Agency B Agency C Agency D  r r r r 

Positive Therapeutic 
Relationship -.14 .06 .01 -.04 

Satisfaction with 
Normalization -.22 -.21 .00 -.05 Treatment Planning  

(Consumer) Frequency -.06 .08 § § 

Control .12 -.22 § § 

Notes. Differences are significant at * p < .05, ** p < .01, and *** p < .001. § Correlations could not be 
computed because either the change score or the dose was constant (the value did not vary).
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Table 8D. Results of ANOVAs (comparing agencies at baseline) and paired t-tests (comparing over time within agency) for 
Satisfaction with Treatment Planning (Consumer) 

  Time 1 Time 2 
Time 1 Time 2 Time 3 Baseline with With 

Time 2 Time 3 
  N SD N SD N SD F N t N t M M M 

Agency A 4.03 70 .88 60 4.09 .72 49 4.07 .80 60 0.46 47  0.04 

Agency B 61 4.21 .77 46 4.14 .84 38 4.29 .73 
3.00* 

Positive 
Therapeutic 
Relationship 

 46 0.82 37 -0.60 

Agency C 74 4.15 .69 71 4.05 .76 56 4.13 .80 
Agency A 

vs. 
Agency D

67 1.08 50 -0.77 

Agency D 4.42 59 .59 46 4.23 .62 40 4.38 .50 46 1.67 39 -1.44 

Agency A 4.09 70 .67 60 4.16 .54 49 4.07 .68 60 -0.32 47  1.07 

Agency B 4.22 61 .87 46 4.25 .71 38 4.32 .68 46 0.20 37  0.19 
Normalization 

Agency C 74 4.25 .66 71 4.17 .68 55 4.20 .73 
0.99 

67 0.84 49  0.15 

Agency D 4.30 59 .64 45 4.22 .65 40 4.37 .56 45 0.30 39 -1.08 

Agency A 3.38 70 1.01 60 3.55 .82 49 3.42 1.09 60 0.61 47  0.55 

Frequency of 
Treatment 
Planning 

Agency B 3.45 61 1.01 46 3.34 .98 38 3.63 1.04 46 1.39 37 -1.14 

Agency C 74 3.46 1.03 69 3.46 .96 56 3.23 1.07 
0.63 

65 0.78 48  2.23* 

Agency D 3.62 59 .98 45 3.54 1.00 39 3.65 .79 45 0.65 38 -0.45 

Agency A 3.47 70 1.10 60 3.32 1.06 49 3.27 1.10 60 0.88 47  0.00 

Agency B 3.54 61 .98 46 3.72 1.03 38 4.16 .99 46 -0.99 37 -2.71**
Control 

Agency C 74 3.74 .98 71 3.61 .97 54 3.48 .99 
2.24 

67 1.09 48  0.47 

Agency D 3.27 59 1.12 46 3.18 1.14 40 3.33 1.12 46 0.59 39 -1.06 
Notes. Differences are significant at + p < .10 * p < .05, ** p < .01, and *** p < .001. Means are reported for all consumers/case managers with data at the noted 
time-point. Sample size (N) for paired t-tests change because the statistics are computed only if the individual has data at both time points used in the 
comparison. 
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Table 8E. Means for Satisfaction with Treatment Planning (Case Manager) by time and by 
Agency 

  
Time 1 Time 2 Time 3 

  N SD N SD N SD M M M 

Agency A 4.51 31 .42 24 4.68 .30 21 4.55 .36 

Therapeutic 
Orientation 

Agency B 4.70 10 .36 6 4.50 .24 6 4.50 .33 

Agency C 4.56 16 .32 22 4.67 .32 18 4.68 .36  

Agency D 4.58 9 .52 11 4.62 .41 11 4.64 .42 

Agency A 4.35 31 .44 24 4.48 .41 21 4.34 .37 

Agency B 4.42 10 .38 6 4.40 .25 6 4.09 .42 Normalization 
 Agency C 4.49 16 .33 22 4.44 .37 18 4.31 .28 

Agency D 4.44 9 .47 11 4.56 .33 11 4.49 .42 

Agency A 3.34 31 .81 24 3.25 .86 21 3.10 .85 

Agency B 3.10 10 1.02 6 3.17 1.13 6 3.08 1.16 
Control 

Agency C 3.19 16 1.06 22 3.66 .73 18 3.69 .71 

Agency D 3.33 9 .94 11 3.91 .74 11 3.82 .56 

Notes. ANOVAs and paired t-tests were not conducted by agency because there were insufficient sample sizes 
(small numbers of case managers) in some agencies. Means are reported for all consumers/case managers with data 
at the noted time-point. 
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Table 8F. Results of t-tests (comparing intervention groups at baseline) and paired t-tests (comparing over time within intervention 
group) for Satisfaction with Treatment Planning (Case Manager) 

  Time 1 Time 2 
Time 1 Time 2 Time 3 Baseline with With 

Time 2 Time 3 
  N SD N SD N SD t N t N t M M M 

Initial 
Intervention  4.56 41 .41 30 4.65 .30 27 4.54 .35 22 -1.30 18  2.37* 

Therapeutic 
Orientation -0.17 

Wait-list 4.57 Control 25 .39 33 4.65 .34 29 4.66 -2.22* .38 20 24 -0.60 

Initial 
Intervention  4.37 41 .42 30 4.47 .38 27 4.29 .39 22 -1.15 18  1.62 

Normalization -0.99 
Wait-list 4.47 Control 25 .37 33 4.48 .36 29 4.38 .35 20  0.00 24  0.39 

Initial 
Intervention  3.28 41 .86 30 3.23 .90 27 3.09 .90 22  0.61 18  0.50 

Control 0.17 
Wait-list 3.24 Control 25 1.00 33 3.74 .73 29 3.74 -2.29* .65 20 24 -0.56 

Notes. Differences are significant at + p < .10 * p < .05, ** p < .01, and *** p < .001. ANOVAs and paired t-tests were conducted by intervention group (Initial 
Intervention [Agency A and Agency B] and Wait-list Control [Agency C and Agency D]) because there were insufficient sample sizes (small numbers of case 
managers) in some agencies. Means are reported for all consumers/case managers with data at the noted time-point. Sample size (N) for paired t-tests change 
because the statistics are computed only if the individual has data at both time points used in the comparison.

 135



 
 
 
Table 9A. Results of t-tests Comparing Knowledge of Consumer Outcomes by Gender at 
Baseline 

 Males Females   

 M M SD SD t  

Knowledge of Consumer Outcomes 
– True items 3.98 3.96 0.66 0.82 0.94 Knowledge of Consumer 

Outcomes 
(Consumer) Knowledge of Consumer Outcomes 

– False items 3.69 3.72 0.61 0.76 0.87 

Knowledge of Consumer 
Outcomes 3.51 3.48  0.54 0.77 1.81 
(Case Manager) 

Notes. Differences are significant at * p < .05, ** p < .01, and *** p < .001. 
 
 

Table 9B. Means for Knowledge of Consumer Outcomes by time and by Agency 

  
Time 1 Time 2 Time 3 

  M M M N SD N SD N SD 

Agency A 4.07 7 .69 8 4.21 .55 7 4.07 .46 
Knowledge of 
Consumer Outcomes 
– True items 

Agency B 3.74 13 .95 21 4.17 .61 16 4.17 .67 

Agency C 3.88 25 .66 17 3.99 .58 28 4.22 .49 
(Consumer) 

Agency D 4.14 24 .80 16 4.05 .34 28 4.18 .39 

Agency A 3.81 7 .69 8 3.38 .61 7 3.10 .66 
Knowledge of 
Consumer Outcomes 
– False items 

Agency B 3.85 13 .74 21 3.59 .93 16 3.94 .59 

Agency C 3.72 26 .64 17 3.65 .71 29 3.64 .71 
(Consumer) 

Agency D 3.67 24 .85 16 3.25 .45 28 3.45 .51 

Agency A 3.51 31 .69 24 3.56 .62 21 3.50 .75 

Knowledge of 
Consumer Outcomes 

Agency B 3.67 10 .42 6 3.78 .49 6 3.31 .96 

Agency C 3.45 16 .68 22 3.65 .63 18 3.52 .62 (Case Manager) 

Agency D 3.53 9 1.06 11 3.58 .67 11 3.53 .55 

Notes. ANOVAs and paired t-tests were not conducted by agency because there were insufficient sample sizes 
(small numbers of case managers) in some agencies. Means are reported for all consumers/case managers with data 
at the noted time-point. 
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Table 9C. Results of ANOVAs (comparing agencies at baseline) and paired t-tests (comparing over time within intervention group) 
for Knowledge of Consumer Outcomes  

  Time 1 Time 2 
Time 1 Time 2 Time 3 Baseline with With 

Time 2 Time 3 

  t N t N t M M M N SD N SD N SD 

Initial 
Intervention 

Insufficient Insufficient Knowledge of 
Consumer Outcomes – 
True items 

3.86 20 .87 29 4.18 .59 23 4.14 .61 Sample Sample 
-0.73 

Wait-list (Consumer) 4.01 Control 49 .73 33 4.02 .47 56 4.20 .44 17 -0.55 21 -1.02 

Initial 
Intervention 

Insufficient Insufficient Knowledge of 
Consumer Outcomes – 
False items 

3.83 20 .71 29 3.53 .85 23 3.68 .72 Sample Sample 
0.73 

Wait-list (Consumer) Control 50 3.69 .74 33 3.45 .62 57 3.55 .62 18 0.29 22 -2.06+

Initial 
Intervention 3.55 41 .64 30 3.60 .60 27 3.46 .79 22 0.42 18 -0.95 Knowledge of 

Consumer Outcomes 0.93 
(Case Manager) Wait-list 3.38 Control 25 .82 33 3.62 .64 29 3.52 .58 20 -1.05 24 0.24 

Notes. Differences are significant at +p < .10 * p < .05, ** p < .01, and *** p < .001. ANOVAs and paired t-tests were conducted by intervention group (Initial 
Intervention [Agency A and Agency B] and Wait-list Control [Agency C and Agency D]) because there were insufficient sample sizes (small numbers of case 
managers) in some agencies. Means are reported for all consumers/case managers with data at the noted time-point. Sample size (N) for paired t-tests change 
because the statistics are computed only if the individual has data at both time points used in the comparison.
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Table 10A. Results of t-tests Comparing Using Data in Treatment Planning by Gender at 
Baseline 

 Males Females   

 M M SD SD t  

Using Data in 
Treatment Planning  2.84 3.57 -2.31*  1.04 1.01 
(Consumer) 

2.90 2.93 Outcomes Communication 0.70 0.76 -0.17 
Using Data in 
Treatment Planning  3.06 3.47 Using Data in Treatment Planning 0.89 0.85 -1.66 
(Case Manager) 

3.00 3.11 Strengths/Red Flags 0.77 0.93 -0.26 

Notes. Differences are significant at * p < .05, ** p < .01, and *** p < .001.  

Table 10B. Means for Using Data in Treatment Planning by time and by Agency 

  
Time 1 Time 2 Time 3 

  M M M N SD N SD N SD 

Agency A 2.68 3.30 4.02 7 1.27 8 1.03 6 .86 
Using Data in Treatment 
Planning 

Agency B 3.38 13 .98 21 3.10 .97 14 3.48 .95 

Agency C 3.29 3.44 24 1.01 17 .68 28 3.73 .85 (Consumer) 
Agency D 3.73 3.82 20 1.03 12 .55 24 3.62 .74 

Agency A 2.70 31 .69 24 3.18 .65 21 3.02 .63 
Using Data in Treatment 
Planning: Outcomes 
Communication 

Agency B 3.12 10 .41 6 3.42 .64 6 3.00 .67 

Agency C 3.21 16 .84 22 3.45 .64 18 3.44 .59 
(Case Manager) 

Agency D 2.97 9 .89 11 3.43 .48 11 3.44 .57 

Agency A 2.93 30 .86 23 3.55 .69 19 3.11 .72 
Using Data in Treatment 
Planning 

Agency B 3.53 9 .61 6 4.00 .72 6 3.13 .75 

Agency C 3.80 16 .54 22 3.90 .62 18 3.90 .80 (Case Manager) 
Agency D 3.94 9 .93 11 4.02 .67 11 4.11 .55 

Agency A 3.17 3 .76 5 2.90 .65 1 2.50 . 
Using Data in Treatment 
Planning: Strengths/Red 
Flags 

Agency B  0  1 1.00  1 4.00  

Agency C 3.43 14 .92 19 3.53 .99 18 3.97 .63 
(Case Manager) 

Agency D 2.36 7 .24 7 2.14 .94 9 2.22 .91 
Notes. ANOVAs and paired t-tests were not conducted by agency because there were insufficient sample sizes 
(small numbers of case managers) in some agencies. Means are reported for all consumers/case managers with data 
at the noted time-point. 
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Table 10C. Results of ANOVAs (comparing agencies at baseline) and paired t-tests (comparing over time within intervention group) 
for Using Data in Treatment Planning  

Time 1 Time 2 
  Time 1 Time 2 Time 3 Baseline with With 

Time 2 Time 3 

F/t N t N t  M M M N SD N SD N SD  

Initial 
Intervention 

Insufficient Insufficient 3.14 3.15 20 1.11 29 .97 20 3.64 .93 Using Data in 
Treatment Planning 

Sample Sample 
0.22 

Wait-list (Consumer) -1.78+ 3.49 3.61 Control 44 1.03 29 .65 52 3.68 .80 15 -0.18 19 

Initial 
Intervention 2.80 41 .65 30 3.23 .65 27 3.01 .62 22 -3.37** 18  0.66 Outcomes 

Communication -1.72+ 
Wait-list (Case Manager) 3.12 Control 25 .85 33 3.44 .59 29 3.44 20 -1.50 24 -0.05 .57 

Initial 
Intervention 3.06 39 .84 29 3.65 .71 25 3.11 .71 21 -2.62*  2.78* 15 Using Data in 

Treatment Planning -3.90***
Wait-list (Case Manager) 3.85 Control 25 .69 33 3.94 .63 29 3.98 .71 20 -0.64 24 -0.95 

Initial 
Intervention 

Insufficient Insufficient 3.17 3 .76 6 2.58 .97 2 3.25 1.06 Sample Sample Strengths/Red Flags 0.17 (Case Manager) Wait-list 3.07 Control 21 .91 26 3.15 1.15 27 3.39 1.10 14  0.00 18 -0.40 

Notes. Differences are significant at +p < .10 * p < .05, ** p < .01, and *** p < .001. ANOVAs and paired t-tests were conducted by intervention group (Initial 
Intervention [Agency A and Agency B] and Wait-list Control [Agency C and Agency D]) because there were insufficient sample sizes (small numbers of case 
managers) in some agencies. Means are reported for all consumers/case managers with data at the noted time-point. Sample size (N) for paired t-tests change 
because the statistics are computed only if the individual has data at both time points used in the comparison.
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Table 11. Mean Scores for Climbing Into the Drivers’ Seat Workshop Evaluation by Agency 
(Consumer) 

   N M SD 

Agency A 4.13 Time 2 45 .81 

Agency B 4.33 Time 2 31 .69 
CDS Evaluation – Satisfaction 

Agency C 4.33 Time 3 26 .65 

Agency D 4.30 Time 3 21 .60 

Agency A 3.76 Time 2 45 .79 

Agency B 3.77 Time 2 31 1.08 
CDS Evaluation – Application 

Agency C 4.00 Time 3 26 .90 

Agency D 3.88 Time 3 21 .50 
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Table 12A. Results of ANOVAs (comparing agencies at baseline) for Indicators of Consumer 
Recovery (Outcomes) by Agency 
 
  

N M SD F 

Agency A 61 3.15 .85 

Agency B 50 3.39 .79 

Agency C 71 3.31 .75 

Quality of Life 
Subscale 
(Consumer) 

Agency D 55 3.42 .77 

1.33 

Agency A 61 2.10 1.16 

Agency B 51 2.43 1.16 

Agency C 69 2.30 1.09 

Financial 
Subscale 
(Consumer) 

Agency D 56 2.23 1.13 

0.85 

Agency A 60 43.83 13.43 

Agency B 51 35.14 14.82 

Agency C 71 38.13 12.69 
Symptom Distress 
(Consumer) 

Agency D 54 39.04 14.92 

3.82* 
Agency A vs. 

Agency B 

Agency A 66 4.69 .59 

Agency B 58 4.56 .55 

Agency C 73 4.28 .62 

Activities of Daily 
Living 
(Provider) 

Agency D 57 4.62 .58 

6.25*** 
Agency A,  

Agency B, &  
Agency D vs. 

Agency C 

Agency A 63 2.50 .59 

Agency B 58 3.31 .55 

Agency C 73 2.59 .62 
Meaningful Activities  
(Provider) 

Agency D 52 2.48 .58 

9.00*** 
Agency B vs.  

Agency A,  
Agency C, &  

Agency D 

Agency A 62 31.46 5.96 

Agency B 58 34.60 4.28 

Agency C 71 32.12 4.52 

Community 
Functioning 
(Provider) 

Agency D 55 31.63 5.79 

4.66** 
Agency B vs.  

Agency A,  
Agency C, &  

Agency D 

Notes. Differences are significant at + p < .10 * p < .05, ** p < .01, and *** p < .001. Means are reported for all 
consumers/case managers with data at the noted time-point. Sample size (N) for paired t-tests change because the 
statistics are computed only if the individual has data at both time points used in the comparison.  
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Table 12B. Results of ANOVAs (comparing agencies at baseline) for Consumer 
Empowerment Outcomes Subscales by Agency 
 
  

N M SD F 

Agency A 56 2.54 .57 

Agency B 44 2.95 .53 

Agency C 70 2.94 .61 

Self-Esteem/ 
Self-Efficacy 
Subscale 
(Consumer) 

Agency D 53 2.78 .49 

6.39*** 
Agency A vs. 
Agency B & 

Agency C 

Agency A 55 2.31 .44 

Agency B 45 2.64 .46 

Agency C 70 2.56 .44 

Power/ 
Powerlessness 
Subscale 
(Consumer) 

Agency D 52 2.46 .45 

5.34*** 
Agency A vs. 
Agency B & 

Agency C 

Agency A 55 2.73 .78 

Agency B 43 3.19 .38 

Agency C 69 3.20 .42 

Community Activism 
and Autonomy 
Subscale 
(Consumer) 

Agency D 51 3.01 .46 

9.36*** 
Agency A vs. 

Agency B,  
Agency C, &  

Agency D 

Agency A 52 2.58 .52 

Agency B 43 2.90 .43 

Agency C 69 2.83 .48 

Optimism and Control 
Over the Future 
Subscale 
(Consumer) 

Agency D 51 2.74 .49 

4.11** 
Agency A vs. 
Agency B & 

Agency C 

Agency A 55 2.35 .53 

Agency B 44 2.46 .54 

Agency C 69 2.51 .54 

Righteous Anger 
Subscale 
(Consumer) 

Agency D 47 2.48 .39 

1.15 

Notes. Differences are significant at + p < .10 * p < .05, ** p < .01, and *** p < .001. Means are reported for all 
consumers/case managers with data at the noted time-point. Sample size (N) for paired t-tests change because the 
statistics are computed only if the individual has data at both time points used in the comparison.  



 
 
 
 

APPENDIX B: ITEMS WITHIN SCALES AND SUBSCALES 
 

Service Empowerment – Consumer Interview 
 
Service Decisions: 

Response categories: 

Complete/ Don’t Know Refuse/ None A little Some Quite a bit Completely N/A Non-response 
0 1 2 3 4 99 96 

 
 How much control do you have over the types of mental health treatment or services you receive? 
 How much are you involved in developing your treatment plan/care plan? 
 How much does your treatment plan fit what you want? 
 How much responsibility do you have for carrying out your treatment plan or meeting your treatment 

goals? 
 When you experience a crisis, how much are you involved in resolving it? 

 
Service Relationships: 

Response categories: 

Don’t Know Refuse/ Not at all A little bit Moderately Quite a bit Extremely N/A Non -response 
0 1 2 3 4 99 96 

 
 How well are you currently getting along with your case manager? 
 How well do you know your case manager? 
 How well does your case manager know you?  
 How much does your case manager help you learn to make your own decisions about your life? 
 How much does your case manager really understand what you need?  

Response categories: 

Seldom/ Never Rarely Sometimes Often Always Don’t Know Refuse/ 
N/A Non -response 

0 1 2 3 4 99 96 
 
 How often does your case manager take into account your ideas and opinions? 
 How often do you take into account your case manager’s ideas and opinions? 
 How often does your case manager consider what you say to be important or valid? 
 How often do you consider what your case manager says to be important? 
 How often does your case manager take time to encourage you? 
 How often does your case manager help you? 
 How often does your case manager treat you with courtesy and respect? 
 How often does your case manager ask about your feelings or personal issues?  
 How often does your case manager share personal information with you about his/her life? 
 How often does your case manager talk with you about his or her own limitations or admit when he/she 

has made a mistake? 
 How often do you talk about personal matters or your feelings with your case manager? 
 How often do you feel that your case manager really understands you?  
 When you need help, how often do you turn to your case manager?  
 How often do you feel that your case manager accepts you the way you are? 
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Service Empowerment – Case Manager Survey 

Response categories: 

Don’t Know Refuse/ None A little Some Quite a Bit Completely N/A Non-response
1 2 3 4 5 99 96 

 
Service Decisions: 
 How much are consumers involved in developing their treatment plans? 
 How much do treatment plans fit with what the consumers want? 
 How much responsibility do consumers have for carrying out their treatment plans or meeting their 

treatment goals? 
 How much are consumers involved in decisions about the amount or kind of medication they are 

prescribed? 
 
Understanding Consumers: 
 How much do you really understand what consumers need? 
 How much do you help consumers learn to make decisions about their own lives? 

 

Response categories: 

Seldom/ Never Rarely Sometimes Often Always Don’t Know Refuse/ 
N/A Non-response

1 2 3 4 5 99 96 
 
Service Relationship: 
 How often do you take into account consumers’ ideas and opinions? 
 How often do you consider what consumers say to be important or valid? 
 How often do you encourage consumers? 
 How often do you treat consumers with courtesy and respect? 
 How often do you accept consumers the way they are? 
 How often do you ask consumers about their feelings or personal issues? 

 
Share Self: 
 How often do you share personal information about your life with consumers? 
 How often do you talk with consumers about your own limitations or admit when you have made a 

mistake? 
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Readiness for Mental Health Treatment – Consumer Interview 
 
Instructions: Each statement describes how a person might feel when experiencing mental or emotional 
problems. Please indicate the extent to which you tend to agree or disagree with each statement. In each 
case, make your choice in terms of how you feel RIGHT NOW, not what you have felt in the past or would 
like to feel. Remember, in the statements, the “problem” refers to any mental or emotional problem you 
may have. “Here” refers to this mental health agency.  

Response categories: 

strongly 
disagree 

strongly 
agree 

Don’t 
Know 

Refuse/ Disagree Undecided Agree Non -response 
1 2 3 4 5 99 96 

 
Precontemplation: 
 Being here is pretty much a waste of time for me because the problem doesn’t have to do with me. 
 I guess I have faults, but there’s nothing that I really need to change. 
 I may be part of the problem, but I don’t really think so. 

 
Contemplation: 
 I have a mental or emotional problem and I really think I should work on it. 
 I’m hoping this place will help me to better understand myself. 
 Maybe this place will be able to help me. 

 
Action: 
 I am really working hard to change. 
 Anyone can talk about changing; I’m actually doing something about it. 
 I am actively working on my mental or emotional problem. 

 
Maintenance: 
 I’m here to prevent myself from having a relapse of my mental or emotional problem. 
 I thought once I had resolved the mental or emotional problem I would be free of it, but sometimes I still 

find myself struggling with it. 
 It is frustrating, but I feel I might be having a recurrence of a mental or emotional problem I thought I had 

resolved. 
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Organizational Readiness to Change – Case Manager Survey 
Instructions: Please CIRCLE the number below which reflects how accurately the following statements 
describe the activities, values, and practices of this agency.  

Response categories: 

Disagree Agree Don’t Know Disagree Uncertain Agree Strongly Strongly Not applicable 
1 2 3 4 5 99 

 
Motivational Readiness: Program Needs:  
Your agency needs additional guidance in – 
 Assessing consumer needs.  
 Matching needs with services.  
 Increasing agency participation by consumers.  
 Measuring consumer outcomes.  
 Developing more effective group sessions.  
 Raising overall quality of case management.  
 Using consumer assessments to guide clinical and agency decisions.  
 Using consumer assessments to document agency effectiveness.  

 
Motivational Readiness: Training Needs:  
I need more training for – 
 Assessing consumer problems and needs.  
 Increasing consumer participation in treatment. 
 Monitoring consumer progress.  
 Improving rapport with consumers.  
 Improving consumer thinking and problem solving skills.  
 Improving behavioral management of consumers.  
 Improving cognitive focus of consumers during case management.  
 Using computerized consumer assessments. 

 
Motivational Readiness: Pressures for Change:  
Current pressures to make agency changes come from – 
 Consumers in the agency. 
 Agency staff members.  
 Agency supervisors or managers.  
 Agency board members.  
 Community action groups.  
 Funding and oversight agencies.  
 Accrediting or licensing authorities. 

 
Institutional Resources: Staffing:  
How strongly do you agree or disagree with each of the following statements? 
 There are enough case managers here to meet current consumer needs.  
 A larger support staff is needed to help meet agency needs. (R) 
 Frequent case manager turnover is a problem for this agency. (R) 
 Case managers here are able to spend enough time with consumers. 
 Support staff here have the skills they need to do their jobs.  
 Case managers here are well trained.  
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Organizational Readiness to Change – Continued: 
 
Institutional Resources: Training:  
How strongly do you agree or disagree with each of the following statements? 
 Staff training and continuing education are priorities at this agency.  
 I learned new skills or techniques at a professional conference or off-site training in the past year. 
 The budget here allows staff to attend professional conferences or off-site training each year. 
 This agency holds regular in-service training.  

 
Staff Attributes: Efficacy:  
How strongly do you agree or disagree with each of the following statements? 
 I have the skills needed to work effectively with groups.  
 I consistently plan ahead and carry out my plans.  
 I usually accomplish whatever I set my mind to.  
 I am effective and confident in doing my job. 
 I have the skills needed to conduct effective individual case management.  

 
Staff Attributes: Adaptability: 
How strongly do you agree or disagree with each of the following statements? 
 I am willing to try new ideas even if some staff members are reluctant. 
 Learning and using new procedures are easy for me.  
 I am sometimes too cautious or slow to make changes. (R) 
 I am able to adapt quickly when I have to shift focus.  

 
Organizational Climate: Mission:  
How strongly do you agree or disagree with each of the following statements? 
 Some staff get confused about the main goals for this agency. (R) 
 Agency staff understand how this agency fits as part of the treatment system in the community. 
 My duties are clearly related to the goals of this agency.  
 This agency operates with clear goals and objectives.  
 Management here has a clear plan for this agency.  

 
Organizational Climate: Autonomy:  
How strongly do you agree or disagree with each of the following statements? 
 Treatment planning decisions for consumers here often have to be revised by a clinical supervisor. (R) 
 Management here fully trusts my professional judgment. 
 Case managers here are given broad authority in treating their own consumers.  
 Case managers here often try out different techniques to improve their effectiveness. 
 Staff members are given too many rules here. (R) 

 
Organizational Climate: Change:  
How strongly do you agree or disagree with each of the following statements? 
 Novel treatment ideas by staff are discouraged. (R) 
 It is easy to change procedures here to meet new conditions.  
 I frequently hear good ideas from staff for improving treatment.  
 The general attitude here is to use new and changing technology.  
 I am encouraged here to try new and different techniques.  

 
Job Satisfaction:  
How strongly do you agree or disagree with each of the following statements? 
 I am satisfied with my present job.  
 I would like to find a job somewhere else. (R) 
 I feel appreciated for the job I do. 
 I like the colleagues I work with.  
 I give high value to the work I do here.  
 I am proud to tell others where I work.  
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Organizational Readiness to Change – Continued: 
 
Training Utilization:  

Response categories: 

Never Rarely Sometimes A Lot Almost 
Always 

Don’t Know 
Not applicable 

1 2 3 4 5 99 
 
 How often do new interventions or techniques that the staff from your agency learn at workshops get 

adopted for general use?  
 How often do new ideas learned from workshops get discussed or presented at your staff meetings?  
 How often does the management at your agency recommend or support new ideas or techniques for 

use by all case managers?  
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Agency Recovery Orientation – Consumer Interview 
Response categories: 

strongly 
disagree 

strongly 
agree 

Don’t Know Disagree Undecided Agree Not applicable 
1 2 3 4 5 99 

 
Life Goals: 
 Staff encourage you to have hope and high expectations for yourself and your recovery. 
 Staff believe that you can recover. 
 Staff believe that you have the ability to manage your own symptoms. 
 Staff believe that you can make your own life choices regarding things such as where to live, when to 

work, who to be friends with, etc. 
 Staff encourage you to take risks and try new things. 
 Staff help you to develop and plan for life goals beyond managing symptoms or staying stable (e.g., 

employment, education, physical fitness, connecting with family and friends, hobbies). 
 Staff help you to find jobs. 
 Staff help you to get involved in non-mental health/addiction related activities, such as church groups, 

adult education, sports, or hobbies. 
 Staff work hard to help you fulfill your personal goals. 
 Staff are knowledgeable about special interest groups and activities in the community. 
 Agency staff are diverse in terms of culture, ethnicity, lifestyle, and interests. 

 
Involvement: 
 Staff help you to find ways to give back to your community, (i.e., volunteering, community services, 

neighborhood watch/cleanup). 
 You are encouraged to help staff with the development of new groups, programs, or services. 
 You are encouraged to be involved in the evaluation of this agency’s services and service providers. 
 You are encouraged to attend agency advisory boards and/or management meetings if you want. 
 You are/can be involved with staff trainings and education programs at this agency. 

 
Diversity of Treatment Options: 
 You are given opportunities to discuss your spiritual needs and interests when you wish. 
 You are given opportunities to discuss your sexual needs and interests when you wish. 
 Staff introduce you to people in recovery who can serve as role models or mentors. 
 Staff offer to help you connect with self-help, peer support, or consumer advocacy groups and programs. 
 Staff talk with you about what it would take to complete or exit this program. 

 
Choice: 
 You can change your clinician or case manager if you want to. 
 You can easily access your treatment records if you want to. 
 Staff do not use threats, bribes, or other forms of pressure to get you to do what they want. 
 Staff listen to you and respect your decisions about your treatment and care. 
 Staff help you keep track of the progress you are making toward your personal goals. 

 
Individually Tailored Services: 
 Staff regularly ask you about your interests and the things you would like to do in the community. 
 This agency offers specific services that fit your unique culture and life experiences. 
 Staff help you to include people who are important to you in your recovery/treatment planning (such as 

family, friends, clergy, or an employer). 
 Staff listen, and respond, to your cultural experiences, interests, and concerns. 

 
The following two RSA items were not included in this study due to reliability issues: 
 Staff welcome you and help you feel comfortable in this agency. 
 The physical space of this agency (e.g., the lobby, waiting rooms, etc.) feels inviting and dignified. 
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Agency Recovery Orientation – Case Manager Interview  
Response categories: 

strongly 
disagree Disagree Uncertain Agree strongly 

agree 
Don’t Know 

Not applicable 
1 2 3 4 5 99 

 
Life Goals: 
 Staff encourage consumers to have hope and high expectations for their recovery. 
 Staff believe in the ability of consumers to recover. 
 Staff believe that consumers have the ability to manage their own symptoms. 
 Staff believe that consumers can make their own life choices regarding things such as where to live, 

when to work, who to be friends with, etc. 
 Staff encourage consumers to take risks and try new things. 
 Staff help consumers to develop and plan for life goals beyond managing symptoms or staying stable 

(e.g., employment, education, physical fitness, connecting with family and friends, hobbies). 
 Staff routinely assist consumers with getting jobs. 
 Staff actively help consumers to get involved in non-mental health/addiction related activities, such as 

church groups, adult education, sports, or hobbies. 
 The primary role of agency staff is to assist a person with fulfilling his/her own goals and aspirations. 
 Staff are knowledgeable about special interest groups and activities in the community. 
 Agency staff are diverse in terms of culture, ethnicity, lifestyle, and interests. 

 
Involvement: 
 Staff actively help people find ways to give back to their community (i.e., volunteering, community 

services, neighborhood watch/cleanup). 
 Consumers are encouraged to help staff with the development of new groups, agencies, or services. 
 Consumers are encouraged to be involved in the evaluation of this agency’s services, and/or staff. 
 Consumers are encouraged to attend agency advisory boards and management meetings. 
 Consumers are involved with facilitating staff trainings and education at this agency. 

 
Diversity of Treatment Options: 
 Staff offer consumers opportunities to discuss their spiritual needs and interests when they wish. 
 Staff offer consumers opportunities to discuss their sexual needs and interests when they wish. 
 Staff actively introduce consumers to persons in recovery who can serve as role models or mentors. 
 Staff actively connect consumers with self-help, peer support, or consumer advocacy groups. 
 Staff talk with consumers about what it takes to complete treatment. 

 
Choice: 
 Consumers can change their clinician or case manager if they wish. 
 Consumers can easily access their treatment records if they wish. 
 Staff do not use threats, bribes, or other forms of pressure to influence the behavior of consumers. 
 Staff listen to and respect the decisions that consumers make about their treatment and care. 
 Progress made toward an individual’s own personal goals is tracked regularly. 

 
Individually Tailored Services: 
 Staff regularly ask consumers about their interests and the things they would like to do in the community. 
 This agency offers specific services that fit each consumer’s unique culture and life experiences 
 Staff work hard to help consumers include people who are important to the consumer in their 

recovery/treatment planning (such as family, friends, clergy, or an employer). 
 Staff at this agency regularly attend trainings on cultural competency. 

 
The following two RSA items were not included in this study due to reliability issues: 
 Staff make a concerted effort to welcome consumers and help them to feel comfortable in this agency. 
 This agency offers an inviting and dignified physical environment (e.g., the lobby, waiting rooms, etc.) 
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Satisfaction with Treatment Planning – Consumer Interview 
Response categories: 

strongly 
disagree 

strongly 
agree 

Don’t Know Refuse/ Disagree Undecided Agree N/A Non-response
1 2 3 4 5 99 96 

 
Positive CM Relationship: 
 Your case manager listens to what you have to say. 
 You can talk with your case manager about your needs. 
 Your case manager respects that you know what is best for you. 
 Your case manager keeps in confidence the things that you tell him/her. 
 You can talk with your case manager about how your mental illness impacts your life. 
 Your case manager wants to help you identify goals about your life and recovery. 
 You feel like your case manager is your partner in figuring out where you want to go and how to get 

there. 
 Your case manager acts as an advocate for you. 

 
Normalization: 
 Your case manager sees you, not the illness. 
 Your case manager believes that you are like everyone else – that you have strengths and weaknesses, 

skills, and abilities. 
 Your case manager believes that with some supports, you can recover. 

 
Frequency of Treatment Planning: 
 You and your case manager, discuss your treatment plan often enough. 
 You and your case manager change your treatment plan often enough. 

 
Control: 
 Your case manager is only concerned with you keeping appointments and taking your medication. (R) 
 Your case manager fills out your treatment plan by him/herself and asks you to sign it. (R) 

 

 151



Satisfaction with Treatment Planning – Case Manager Survey 
Response categories: 

strongly 
disagree 

strongly 
agree 

Don’t Know Refuse/ Disagree Undecided Agree N/A Non-response
1 2 3 4 5 99 96 

 
Therapeutic Orientation: 
 I listen to what consumers want to include in their treatment plans. 
 Consumers with whom I work can talk to me about their needs. 
 I keep in confidence the things that consumers tell me. 
 Consumers with whom I work can talk with me about how their illness impacts their lives. 
 I want to help consumers with whom I work identify goals about their lives and their recovery. 

 
Normalization 
 I see the consumer, not the illness. 
 I believe that the consumers with whom I work are like everyone else – they have strengths and 

weaknesses, skills, and abilities. 
 I believe that with some supports, consumers can recover. 
 I feel like the consumer is an equal in the therapeutic relationship in figuring out what goals are 

important and how to reach those goals. 
 I act as an advocate for consumers. 

 
Control: 
 My primary concerns for consumers’ treatment plans are keeping appointments and medication 

management. 
 I fill out treatment plans and then ask the consumers to sign them. 
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Knowledge of Consumer Outcomes – Consumer Interview 
Response categories: 

strongly 
disagree 

strongly 
agree 

Don’t Know Disagree Undecided Agree Not applicable 
1 2 3 4 5 99 

 
Knowledge of Outcomes Survey - True items: 
 Your answers on the Outcomes Survey can help you identify your strengths. 
 Your answers on the Outcomes Survey can help you identify the parts of your life in which you are 

unhappy or dissatisfied. 
 You can use the Outcomes Survey to tell how you are doing in your recovery. 
 You can use the Outcomes Survey to identify goals for your treatment plan. 
 If you complete the Outcomes Survey more than once, you can look at the Outcomes Survey and see 

how your answers have changed. 
 
Knowledge of Outcomes Survey - False items: 
 Filling out the Outcomes Survey will not result in changes in financial services or programs you receive. 
 Answering the questions on the Outcomes Survey can “pink slip” or put you in the hospital. (R) 
 Answering the questions on the Outcomes Survey can give you a diagnosis or name for your problems. 

(R) 
 
 

Knowledge of Consumer Outcomes – Case Manager Survey 
Response categories: 

strongly 
disagree Disagree Uncertain Agree strongly 

agree 
Don’t Know 

Not applicable 

1 2 3 4 5 99 
 
 The Ohio Outcomes Survey can help consumers identify their strengths. 
 The Ohio Outcomes Survey can help consumers identify areas of their life in which they are unhappy or 

dissatisfied. 
 The Ohio Outcomes Survey can help consumers understand how they are doing in their recovery 

program. 
 The Ohio Outcomes Survey can help consumers identify goals for their treatment and/or recovery plan. 
 If the Ohio Outcomes Survey has been completed more than once, the consumers can see how their 

answers have changed over time. 
 Answering the questions on the Ohio Outcomes Survey can result in a diagnosis. 
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Using Data in Treatment Planning – Consumer Interview 
Response categories: 

strongly 
disagree 

strongly 
agree 

Don’t Know Disagree Undecided Agree Not applicable 
1 2 3 4 5 99 

 
 You and your case manager discussed your Strengths or Red Flags reports.  
 You and your case manager discussed your answers to individual items on the Outcomes Survey. 
 You and your case manager discussed how your answers on the Outcomes Survey fit with your life 

history. 
 You and your case manager discussed how your answers on the Outcomes Survey can help you 

determine things you want to change. 
 You and your case manager discussed how s/he views you similarly or differently than what you said on 

the Outcomes Survey.  
 You and your case manager discussed how you answered questions about your quality of life on the 

Outcomes Survey. (Some sample questions on the survey about quality of life include: The 
amount of friendship in your life; How comfortable and well-off you are financially; How you and 
your family act towards each other; and How you feel about your housing and living 
arrangements). 

 You and your case manager made goals on your treatment plan about your quality of life. 
 You and your case manager discussed how you answered questions about how much your symptoms 

are bothering you. (These questions on the survey ask about how you are feeling in the past 7 
days, some of these questions include: Feeling fearful; Nervousness or shakiness inside; Feeling 
lonely even when you are with people; and Feeling weak in parts of your body). 

 You and your case manager made goals on your treatment plan about your symptom distress. 
 You and your case manager discussed how you answered questions about your feelings of 

empowerment on the Outcomes Survey. (Some sample empowerment questions include: People 
working together can have an effect on their community; I feel powerless most of the time; 
Making waves never gets you anywhere; and I see myself as a capable person). 

 You and your case manager made goals on your treatment plan about empowerment. 
 
The following items were not included in the scale: 
 When you fill out an Outcomes Survey, does your case manager give you a copy of the Strengths or 

Red Flags reports? (Yes/no) 
 In your last treatment planning session, you and your case manager made changes on your treatment 

plan. 
 You have taken the Outcomes Survey more than once. (Yes/no) 
 If YES on the previous question, you and your case manager have discussed any changes you have 

made over time on the Outcomes Survey. 
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Using Data in Treatment Planning – Case Manager Survey 
Response categories: 

strongly 
disagree 

Strongly Don’t Know Disagree Uncertain Agree Agree Not applicable 

1 2 3 4 5 99 
 

Seldom/ Never Rarely Sometimes Often Always Don’t Know 
Not applicable 

1 2 3 4 5 99 
 

Outcomes Communication: 
 Using the Ohio Outcomes Consumer survey helps me get to know the consumers I work with better. 
 Using the Ohio Outcomes Consumer survey helps me to better understand a consumer’s point of view. 
 How often do you discuss with consumers how they are doing on certain subscales on the Outcomes 

Survey? 
 If the consumer has taken the Outcomes Survey more than once, how often do you discuss changes on 

specific items or subscales with them? 
 How often do you talk with consumers about how their answers on the Outcomes Survey fit with their 

life history? 
 
Using Data in Treatment Planning: 
 How often do you discuss with consumers their answers to individual items on the Outcomes Survey 

with them? 
 How often do you use the Outcomes Survey to talk with the consumer about what areas they would like 

to make changes or create goals? 
 How often do you use the Outcomes Survey with consumers to dialogue about which services and 

supports are available to meet their needs?  
 My supervisor supports and encourages me to use the Outcomes Survey information in treatment 

planning with consumers. 
 How often do you discuss an individual consumer’s answers on the Outcomes Survey with your 

supervisor? 
 
Strengths/Red Flags: 
 How frequently do you produce Strengths or Red Flags reports? 
 How often do you give copies of the Strengths or Red Flags reports to consumers with whom you work? 

 
The following item was not included in the scale: 
 Do you use the Strengths or Red Flags reports? (Yes/No) 
 How often do you talk with consumers about information on the Provider Survey? 

 

 155



Workshop Evaluation – Consumer Interview 
Response categories: 

strongly 
disagree 

strongly 
agree 

Don’t Know Disagree Undecided Agree Not applicable 

1 2 3 4 5 99 
 
CDS Evaluation – Satisfaction: 
 Overall, you are satisfied with the Climbing Into the Driver’s Seat (CDS) course. 
 In the CDS course you got the kind of information you needed. 
 In general, CDS staff were competent. 
 You felt safe talking about personal matters with CDS staff. 
 You feel comfortable voicing your opinions (positive or negative) about this course. 
 You have used some of the ideas from the CDS course with your case manager. 
 You would recommend the CDS course to other mental health consumers. 

 
CDS Evaluation – Application : 
 The CDS course helped you become knowledgeable about your mental health issues. 
 The CDS course helped you become more aware of how you are doing with your mental illness. 
 The CDS course made a positive difference in how you feel about yourself as a person. 

 

Workshop Evaluation – Case Manager Survey 
Response categories: 

Don’t Know Not at All A Little Some A Lot Very Much Not applicable 
1 2 3 4 5 99 

 
 How satisfied were you with the training “Using the ODMH Consumer Outcomes Instruments as Tools in 

a Person-Centered Recovery Planning Process” provided in the workshop? 
 The information covered in the course is relevant to the needs of your clients. 
 How often have you used any ideas or materials from the workshop? 
 How useful were they? 
 Have you recommended or discussed any ideas with others? 
 How often do you expect to use these ideas or materials in the future? 
 Your supervisor supports and encourages you to apply the course information in your case 

management. 
 Are you interested in further, more specialized training? 
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APPENDIX C: OHIO OUTCOMES SYSTEM INSTRUMENTS 
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APPENDIX D: GLOSSARY 

ANOVA. Analysis of Variance. A statistical procedure used to test differences between means 
of more than two groups. The ANOVA could estimate the difference between a treatment 
and control group (this would be equivalent to a t-test) or could estimate the differences 
between several groups at one time point. The F statistic and p-value are used to 
determine significant differences. For this study, unless otherwise noted, the F is 
significant if the p-value is < .05. 

Baseline. Data on variables that are collected at the beginning of the study. Comparisons are 
made between baseline data and data gathered during the study to determine whether or 
not changes occur. 

Chi-square (χ2). A non-parametric tests that makes comparisons (usually of crosstabulated data 
– the frequency of two or more variables together) between two or more samples on the 
observed frequency of values with the expected frequency of values. Researchers often 
use chi-squares to test nominal (categorical) data. For this study, unless otherwise noted, 
the χ2 is significant if the p-value is < .05. 

Cluster Analysis. A type of analysis by which individuals or variables are clustered into groups 
based on similar characteristics of each..  

Conceptual framework. A preliminary stage of a theory. A summary of concepts that pertain to 
the research study. Researchers use a conceptual framework as a guide when designing 
and carrying out the study.  

Confidentiality. An assurance made to study participants that identifying information about 
them acquired through the study will not be released to anyone outside of the study. 

Confounding variable. A variable that can interfere with the results of a study. A confounding 
variable is not the variable of interest in the study. However, if not controlled, 
confounding variables make the findings confusing, puzzling or difficult to interpret. 
Also known as an extraneous or intervening variable. 

Construct. A group of ideas (concepts) that are derived from theories. Constructs are used to 
explain behaviors, relationships or characteristics of persons, objects or things.  

Content Analysis. The analysis of text. The analysis can be quantitative, qualitative, or both. 
Typically the major purpose of content analysis is to identify patterns in text. 

Context. Refers to the environment or setting in which an event occurs. Also refers to situations 
or conditions that precede or follow an event. 

Continuous. Data or variables that differ by amounts or degrees. An example of continuous data 
is a person’s age in years or months. 

 166



Control group. A group of individuals in a study who do not receive treatment or are treated in 
a traditional or regular manner. Researchers compare data from the control group and the 
experimental or intervention group to determine whether a treatment is effective. Also 
see Experimental group. 

Correlation (r). A statistic that shows the degree of relationship between variables. range from – 
1.00 to + 1.00. The absolute value indicates the strength (the closer to 1.00 the stronger 
the correlation; a correlation of .70 or .80 are stronger than a correlation of .30). The sign 
indicates the direction. A positive sign means that the relationship is similar (as variable x 
increases, variable y increases, or as variable x decreases, variable y decreases). A 
negative sign means that the relationship is opposite (as variable x increases, variable y 
decreases, or as variable x decreases, variable y increases). The r statistic and p-value are 
used to determine significant differences. For this report, unless otherwise noted, 
correlations (r) are significant if the p-value is < .05. 

Cross-sectional. A research design in which individuals or events are compared at the same 
point in time. For example, a cross-sectional design was used by researchers who wanted 
to look at the relationship among cultural factors, stressors, medication monitoring and 
psychiatric symptoms. The sample consisted of adults who received community-based 
services in Ohio’s mental health system in a particular year. The adults were diagnosed 
with a severe, persistent mental illness. Several variables were examined, including age, 
gender, race, help needed in managing psychiatric medications, and interpersonal and 
environmental stressors. 

Demographic data. Values that depict characteristics of a sample. Most often includes age, 
gender, race/ethnicity and socioeconomic data. Also see Socioeconomic data. 

Dependent variable. A response, behavior or outcome that is measured to obtain research 
results; the variable affected by the independent (predictor) variable. Also known as 
outcome variable or criterion variable. 

Descriptive statistics. Numbers or graphs used to summarize a set of scores; includes central 
tendency statistics (e.g., mean, median, mode), frequencies, percentages. 

Design. A blueprint or guide for doing a scientific study. Includes a description of the setting 
(where the study takes place), the sample, methods, and plans for analyzing the data. 

Factor Analysis. A statistical approach where the objective is to find a way of condensing the 
information contained in a larger number of original variables into a smaller set of 
variables (factors) with a minimum loss of information. By providing an empirical 
estimate of the “structure” of the variables considered, factor analysis is used for creating 
scales or subscales. 
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General Linear Model (GLM). GLM is an extension of Regression (see Linear Regression in 
Glossary). GLM can handle more than one dependent variable and allows for linear 
transformations or linear combinations of multiple dependent variables. Another 
advantage is the ability to analyze effects of repeated measure factors using linear 
combinations of responses reflecting a repeated measure effect (Time 1 and Time 2 
responses). Repeated measure designs have traditionally been analyzed using ANOVA 
techniques.  

Generalizable/Generalizability. The degree to which sample results can be universally applied 
or extended to the population from which the sample was taken. 

Hypothesis. A formal statement that predicts the relationship between variables. A “hunch” 
about behaviors or events of interest that is examined in a research study. 

Implications. What the research results mean and how the results can be used. 

Independent variable. A variable that is controlled or fixed by the researcher. Also known as 
X-variable, predictor variable, explanatory variable, and factor. This variable may have 
an effect on the dependent variable. For example, if everybody in one group gets a new 
service, that service is the independent variable in the study. Also see Dependent 
variable. 

Instrument. A device or mechanism to collect data in a systematic way. Interview guides, 
surveys, and questionnaires are examples of research instruments. 

Interview. A two-way conversation started by an interviewer to obtain information. Interviews 
may be done with individuals or with groups of people. Interviews may be done in person 
(face-to-face), completed by telephone, or may involve use of a computer. 

Likert scale. A scale where numbers or letters represent the extent to which a person agrees or 
disagrees with a series of statements or questions. Likert scales often include five choices 
that range from strongly agree to strongly disagree. 

Linear regression. LR is a form of regression analysis in which the relationship between one or 
more independent variables and another variable, called the dependent variable, is 
modeled by a least squares function (called a linear regression equation). This function is 
a linear combination of one or more model parameters (called regression coefficients). A 
linear regression equation with one independent variable represents a straight line when 
the predicted value (i.e. the dependent variable from the regression equation) is plotted 
against the independent variable: this is called a simple linear regression. However, note 
that "linear" does not refer to this straight line, but rather to the way in which the 
regression coefficients occur in the regression equation.  

Limitation. An aspect of a study that may influence the results or the extent to which the 
findings are generalizable. 

Longitudinal. A research design in which the same individuals or events are studied at several 
points in time. This design allows researchers to observe changes over time. 

 168



Mean. Arithmetic average. The total result is divided by the number of scores. Extreme scores 
(those that are very high or very low) can skew the mean. Here, skew refers to distortion 
or misrepresentation. When a mean is skewed, it does not accurately show the “true” 
mean of a set of scores.  

Measure. A standard or way to determine quantity or amount. Research measures are often used 
to assess characteristics, attitudes, behaviors, and abilities. 

Methods. The steps and procedures to gather and analyze data in a research study. Part of a 
research report that explains the steps and procedures used in the study. Most often 
includes information about the sample, instruments/measures, and data collection times. 

Model. A representation or copy of something in the real world that is used for testing. In a 
research study, a model is often presented as a map or diagram that shows how different 
variables are expected to be related. There are several kinds of models used in research. 
Examples include conceptual/theoretical models and statistical models. 

Multivariate analysis. Statistical tests that examine more than two variables at the same time. 

Non-parametric statistics. A group of statistical procedures that researchers use to test data that 
are not normally distributed. Also known as “distribution-free” statistics. Also see 
Distribution. 

Parametric statistics. A group of statistical procedures that researchers use to test data that are 
normally distributed (e.g. ANOVA, Correlation, Regression,. Also see Distribution. 

Population. A well-defined group of individuals, objects or events. All members of a population 
have at least one known characteristic in common. Researchers use data from samples to 
generalize findings to a population. 

Post-hoc analyses. If the multivariate analyses are significant, post-hoc analyses are conducted, 
these are pair-wise comparisons between smaller subsets or groups (in text, “comparisons 
by agency”). 

Power. The probability that a statistical procedure or research design will detect differences or 
effects when they are present. Researchers use power to determine how likely they are to 
find “true,” significant results based on the size of the sample. 

p value. Probability value. A number that reflects the likelihood that statistical results have 
occurred by chance. Results with p values equal to or less than .05, .01 or .001 are labeled 
as statistically significant. A significance of p < .05 means that there is less than 5% 
change that the given outcome could have occurred by chance. Also known as level of 
significance. Also see Statistical significance. 

Qualitative research. A scientific study in which narrative information (detailed description) is 
obtained about complex issues, sensitive topics or life experiences. The information 
provides a deeper understanding and is used to generate new theories or hypotheses. 

 169



Quantitative research. A scientific study in which numerical information (numbers or values) is 
obtained about an issue, topic or problem. The information is used to describe or predict 
the relationship between variables, test research hypotheses and answer research 
questions. 

Quasi-experimental. A research design that resembles an experimental design but has no 
random assignment. This design allows researchers to look at relationships between 
variables rather than causes and effects.  

Reliability. In research, reliability means dependable in a general sense, but more specifically, 
repeatability or consistency. A measure is considered reliable if it would give you the 
same result over and over again. Researchers measure reliability in four main ways:  

• Inter-rater or inter-observer reliability – multiple raters giving consistent estimates or 
ratings of the same event. 

• Test-retest reliability – consistence of a measure when administered multiple times to 
the same individual 

• Parallel-forms reliability – when two tests constructed in the same way from the same 
content give similar results (e.g., split-half reliability) 

• Internal consistency reliability – comparing statistics across items within the same 
test. This is usually assessed with Cronbach’s alpha (α) – researchers use this statistic 
to determine how well items on questionnaires and scales “hang together.” They also 
use this statistic to evaluate whether the items measure the same characteristic at 
different points in time and in different samples. An α > .60 is considered adequate; 
an α > .70 is good, an α > .80 is better, and an α > .90 is considered excellent. Alpha 
levels less than .60 mean that the items do not hang together very well. Measures with 
a low reliability should be interpreted cautiously. 

Representative/representativeness. The extent to which a sample reflects characteristics of the 
population from which it was taken. How closely characteristics of the sample resemble 
or match characteristics of the population. 

Sample. A smaller set of cases taken from a larger population of people, objects or events for the 
purpose of making inferences about the larger population. This is helpful because you 
cannot test everyone in the population. In order to accurately make inferences, the sample 
must be representative of the population. 

Sample size. The actual number of people, objects or events involved in the research study. 

Statistic. A number or value that is calculated from data. 

Statistical Significance. A conclusion made about the results of statistical tests. If results are 
statistically significant, it is unlikely they happened by chance or by errors in sampling. If 
results are not statistically significant, any differences may be due to chance, or are too 
small to be meaningful. Statistical significance does not mean that the results 
automatically have practical significance or importance. Also see p value. 
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Theory. A group of statements that explain a set of events, facts, behaviors, and experiences. In 
research, a theory describes one’s point of view or perspective about how these are 
interrelated. 

t-test. Researchers use this statistical test to see if differences exist between the means for two 
different groups. The t statistic and p-value are used to determine significant differences. 
For this study, unless otherwise noted, the t is significant if the p-value is < .05. There are 
three types of t-tests: 

• The Independent samples t-test compares the means of two different samples and 
there is no overlap between group membership (e.g., the difference between males 
and females on an exam score; or the difference of life-satisfaction scores between 
those who have been diagnosed with a mental illness and those who have not been 
diagnosed with a mental illness). 

• Paired t-tests are conducted when the same group of individuals experiences two 
conditions of the variable of interest (e.g., students scores on quiz 1 compared with 
the same students’ scores on quiz 2; or quality of life before receiving mental health 
treatment, and quality of life 6 months after receiving mental health treatment). 

Variable. A characteristic or attribute of interest in a research study. 
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