
SummarySummary We examined the use of aWe examined the use of a

staff-completedmeasure, the Health ofstaff-completedmeasure, the Health of

the Nation Outcome Scales for Childrenthe Nation Outcome Scales for Children

and Adolescents (HoNOSCA), to recordand Adolescents (HoNOSCA), to record

mentalhealth problemsin adolescents inmentalhealth problemsin adolescents in

local authority secure accommodation.Itlocal authority secure accommodation.It

provedpossible to train staff andprovedpossible to train staff and

implementcompletion ofthe HoNOSCAimplementcompletion ofthe HoNOSCA

on 64 consecutive admissions.Interrateron 64 consecutive admissions.Interrater

reliability washigh.The HoNOSCAreliabilitywashigh.The HoNOSCA

identifiedhigh levels of psychologicalidentifiedhigh levels of psychological

problems on admission (mean18.5,problems on admission (mean18.5,

s.d.s.d.¼5.5).Follow-up HoNOSCAratings5.5).Follow-up HoNOSCAratings

proved sensitive to change; however,proved sensitive to change; however,

correlationbetween HoNOSCA andcorrelationbetween HoNOSCA and

adolescent-completed questionnaireswasadolescent-completed questionnaireswas

poor.We concluded that HoNOSCAcanpoor.We concluded that HoNOSCAcan

be helpful in documentingmentalhealthbehelpful in documentingmentalhealth

problems among youngpeople admittedproblems among youngpeople admitted

to secure local authorityunits.to secure local authorityunits.
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The number of young people placed inThe number of young people placed in

secure accommodation because of theirsecure accommodation because of their

severely disturbed or disruptive behaviourseverely disturbed or disruptive behaviour

has steadily increased in the UKhas steadily increased in the UK

(Department of Health, 1999). Mental(Department of Health, 1999). Mental

health problems contribute to disturbedhealth problems contribute to disturbed

and antisocial behaviour in these youngand antisocial behaviour in these young

people (Krollpeople (Kroll et alet al, 2002; Gosden, 2002; Gosden et alet al,,

2003). However, their case management is2003). However, their case management is

primarily provided by professionals fromprimarily provided by professionals from

social and education services, and thesocial and education services, and the

young people’s mental health needs areyoung people’s mental health needs are

thought to be inadequately recognised,thought to be inadequately recognised,

understood and met (Kurtzunderstood and met (Kurtz et alet al, 1998)., 1998).

There is a case for the development of brief,There is a case for the development of brief,

specific mental health assessment tools thatspecific mental health assessment tools that

can be taught easily, for everyday use incan be taught easily, for everyday use in

these units.these units.

The Health of the Nation OutcomeThe Health of the Nation Outcome

Scales for Children and AdolescentsScales for Children and Adolescents

(HoNOSCA; Gowers(HoNOSCA; Gowers et alet al, 1999) is a, 1999) is a

reliable, useful instrument for multi-reliable, useful instrument for multi-

disciplinary child and adolescent mentaldisciplinary child and adolescent mental

health service teams to use in routine moni-health service teams to use in routine moni-

toring of main clinical features and outcomestoring of main clinical features and outcomes

of service use (Gowersof service use (Gowers et alet al, 1999; Garralda, 1999; Garralda

et alet al, 2000). We examined the feasibility of, 2000). We examined the feasibility of

using the HoNOSCA in a local authorityusing the HoNOSCA in a local authority

secure unit to describe psychiatric morbidity,secure unit to describe psychiatric morbidity,

and documented interrater reliability, con-and documented interrater reliability, con-

current validity and sensitivity to change.current validity and sensitivity to change.

METHODMETHOD

The study was conducted in a secure resi-The study was conducted in a secure resi-

dential complex managed by social servicesdential complex managed by social services

for young people aged 13–16 years ad-for young people aged 13–16 years ad-

mitted either through the welfare systemmitted either through the welfare system

(children at significant risk because of pro-(children at significant risk because of pro-

blems such as persistent absconding fromblems such as persistent absconding from

children’s homes) or through the criminalchildren’s homes) or through the criminal

justice system. The head of the unitjustice system. The head of the unit

oversaw a multidisciplinary staff withoversaw a multidisciplinary staff with

backgrounds in education, health, socialbackgrounds in education, health, social

services and the criminal justice system.services and the criminal justice system.

Two psychiatrists and a clinical psycholo-Two psychiatrists and a clinical psycholo-

gist provided mental health support. Thegist provided mental health support. The

main researcher (P.Y.) trained staff in themain researcher (P.Y.) trained staff in the

use of the instrument through small groupuse of the instrument through small group

sessions and individual discussion with staffsessions and individual discussion with staff

members using clinical vignettes. Hemembers using clinical vignettes. He

collected background demographic andcollected background demographic and

mental health information from existingmental health information from existing

documentation using the Paddingtondocumentation using the Paddington

Complexity Scale (YatesComplexity Scale (Yates et alet al, 1999)., 1999).

All young people admitted over a 24-All young people admitted over a 24-

month period had HoNOSCA assessmentsmonth period had HoNOSCA assessments

completed by their keyworkers upon arri-completed by their keyworkers upon arri-

val. This measure scores 13 commonlyval. This measure scores 13 commonly

occurring clinical features on a five-pointoccurring clinical features on a five-point

severity scale. Total clinical, individual itemseverity scale. Total clinical, individual item

and specific group sub-scores are derived.and specific group sub-scores are derived.

To assess sensitivity to change, given thatTo assess sensitivity to change, given that

the mean duration of stay was 6 months,the mean duration of stay was 6 months,

follow-up HoNOSCA ratings were com-follow-up HoNOSCA ratings were com-

pleted 3 months and 6 months later; com-pleted 3 months and 6 months later; com-

parative analysis of pooled sample data atparative analysis of pooled sample data at

these three time points was carried out.these three time points was carried out.

For reliability purposes, in a subsample ofFor reliability purposes, in a subsample of

adolescents HoNOSCA was rated by twoadolescents HoNOSCA was rated by two

members of staff on admission.members of staff on admission.

To assess rating congruence betweenTo assess rating congruence between

the HoNOSCA and adolescent-assessedthe HoNOSCA and adolescent-assessed

symptoms, young people were requestedsymptoms, young people were requested

to complete two questionnaires: the Moodsto complete two questionnaires: the Moods

and Feelings Questionnaire (MFQ; Woodand Feelings Questionnaire (MFQ; Wood

et alet al, 1995) to assess depression and the, 1995) to assess depression and the

Strengths and Difficulties QuestionnaireStrengths and Difficulties Questionnaire

(SDQ; Goodman(SDQ; Goodman et alet al, 1998) to screen for, 1998) to screen for

behavioural and emotional symptoms.behavioural and emotional symptoms.

RESULTSRESULTS

Demographic dataDemographic data

Most of the young people (56 out of 64;Most of the young people (56 out of 64;

88%) were admitted through the welfare88%) were admitted through the welfare

system and the rest were criminal admissionssystem and the rest were criminal admissions

(on remand or sentenced). Their median age(on remand or sentenced). Their median age

was 14 years (range 10–17). There was awas 14 years (range 10–17). There was a

predominance of males (43; 67%), Whitepredominance of males (43; 67%), White

ethnicity (59; 92%) and single-parentethnicity (59; 92%) and single-parent

families (58; 91%); the household bread-families (58; 91%); the household bread-

winner was unemployed in half the cases.winner was unemployed in half the cases.

Approximately a fifth (12) were admittedApproximately a fifth (12) were admitted

from another institution. Virtually all (60)from another institution. Virtually all (60)

had evidence from existing documentationhad evidence from existing documentation

of psychiatric disorder, with conduct disor-of psychiatric disorder, with conduct disor-

der being the most common primary diag-der being the most common primary diag-

nosis (46; 72%). Most disorders were ratednosis (46; 72%). Most disorders were rated

as severe or extreme in severity, and two-as severe or extreme in severity, and two-

thirds of cases had evidence of comorbidity.thirds of cases had evidence of comorbidity.

Over half the children had previously recog-Over half the children had previously recog-

nised learning difficulties. A fifth were innised learning difficulties. A fifth were in

special schooling and a tenth were notspecial schooling and a tenth were not

attending school. Approximately half hadattending school. Approximately half had

previous contact with child and adolescentprevious contact with child and adolescent

mental health services (CAMHS) and withmental health services (CAMHS) and with

the youth justice system. Most had alsothe youth justice system. Most had also

had contact with social and educational ser-had contact with social and educational ser-

vices: 60 (94%) and 50 (78%) respectively.vices: 60 (94%) and 50 (78%) respectively.

Young people remaining at the unit for 3Young people remaining at the unit for 3

months (months (nn¼39) and 6 months (39) and 6 months (nn¼29) were29) were

comparable with the initial sample oncomparable with the initial sample on

socio-demographic and clinical features.socio-demographic and clinical features.

HoNOSCA findingsHoNOSCA findings
Training of staff was well received and staffTraining of staff was well received and staff

completed HoNOSCAs on 64 consecutivecompleted HoNOSCAs on 64 consecutive

admissions. Two completed the admissionadmissions. Two completed the admission

HoNOSCA for the same 18 young people,HoNOSCA for the same 18 young people,

except for two items (hallucinations/except for two items (hallucinations/

delusions and family life/relationships); alldelusions and family life/relationships); all

showed good interrater reliability (Pearsonshowed good interrater reliability (Pearson

correlationcorrelation aa¼0.6–0.9, all0.6–0.9, all PP550.02).0.02).

On admission the mean total HoNOSCAOn admission the mean total HoNOSCA

score was 18.6 (s.d.score was 18.6 (s.d.¼5.5) and nearly 60% of5.5) and nearly 60% of

young people had a high score (4) on at leastyoung people had a high score (4) on at least

one item (see data supplement to the onlineone item (see data supplement to the online
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version of this paper). Highest item scoresversion of this paper). Highest item scores

were for disruptive, antisocial/aggressivewere for disruptive, antisocial/aggressive

behaviour; overactivity/attention deficit; andbehaviour; overactivity/attention deficit; and

peer and family life relationships. There werepeer and family life relationships. There were

statistically significant reductions in totalstatistically significant reductions in total

HoNOSCA scores at both follow-up assess-HoNOSCA scores at both follow-up assess-

ments, behaviour and social function groupments, behaviour and social function group

sub-scores changing first and most markedly.sub-scores changing first and most markedly.

The symptoms group sub-score took longerThe symptoms group sub-score took longer

to change and this was only significant at 6to change and this was only significant at 6

months. The proportion of high scorers (anymonths. The proportion of high scorers (any

score of 4 or more) decreased from 58% atscore of 4 or more) decreased from 58% at

admission to 17% at 6 months (admission to 17% at 6 months (ww22 test,test,

PP¼0.0006).0.0006).

Correlation between staff ratingsCorrelation between staff ratings
and adolescent-completedand adolescent-completed
questionnairesquestionnaires

Sixty-one adolescents completed the SDQSixty-one adolescents completed the SDQ

on admission. With a mean score of 20.5on admission. With a mean score of 20.5

(s.d.(s.d.¼6.5), abnormal total scores were6.5), abnormal total scores were

present in 35 (57%) of this group, mainlypresent in 35 (57%) of this group, mainly

accounted for by high behavioural andaccounted for by high behavioural and

hyperactivity scores. Mean MFQ scoreshyperactivity scores. Mean MFQ scores

((nn¼62) were 14.6 (s.d.62) were 14.6 (s.d.¼5.3); one respon-5.3); one respon-

dent (1.6%) was at risk of depressive disor-dent (1.6%) was at risk of depressive disor-

der according to the cut-off score specifiedder according to the cut-off score specified

by Woodby Wood et alet al (1995). Reductions in SDQ(1995). Reductions in SDQ

total, emotional, conduct and hyperactivitytotal, emotional, conduct and hyperactivity

scores were statistically significant at 3scores were statistically significant at 3

months and 6 months, most markedly formonths and 6 months, most markedly for

behavioural and hyperactivity scores, withbehavioural and hyperactivity scores, with

no significant change in peer problems orno significant change in peer problems or

pro-social scores. Change in MFQ scorespro-social scores. Change in MFQ scores

at 3 months and at 6 months approachedat 3 months and at 6 months approached

statistical significance.statistical significance.

The HoNOSCA scores on admissionThe HoNOSCA scores on admission

showed poor and non-statistically signifi-showed poor and non-statistically signifi-

cant correlation (Spearman) with SDQ totalcant correlation (Spearman) with SDQ total

score (score (rr¼0.006) and group sub-scores0.006) and group sub-scores

(emotional,(emotional, rr¼0.070; conduct,0.070; conduct, rr¼0.049;0.049;

hyperactivity,hyperactivity, rr¼770.128; peer relation-0.128; peer relation-

ship,ship, rr¼770.094; pro-social,0.094; pro-social, rr¼770.114).0.114).

Correlation with MFQ scores on admissionCorrelation with MFQ scores on admission

was also poor (Spearmanwas also poor (Spearman rr¼0.093).0.093).

Individual item and group sub-scaleIndividual item and group sub-scale

HoNOSCA scores showed equally poorHoNOSCA scores showed equally poor

correlations with MFQ and SDQ scores;correlations with MFQ and SDQ scores;

similarly poor correlations were seensimilarly poor correlations were seen

with 3-month and 6-month HoNOSCAwith 3-month and 6-month HoNOSCA

scores and SDQ and MFQ change scores.scores and SDQ and MFQ change scores.

DISCUSSIONDISCUSSION

Our study demonstrates that implementa-Our study demonstrates that implementa-

tion of the use of HoNOSCA in a socialtion of the use of HoNOSCA in a social

services secure unit is feasible with appro-services secure unit is feasible with appro-

priate training, and that HoNOSCA canpriate training, and that HoNOSCA can

be used reliably and is sensitive to changebe used reliably and is sensitive to change

in this setting. However, correlation within this setting. However, correlation with

adolescent-completed psychological mea-adolescent-completed psychological mea-

sures was poor.sures was poor.

Mental health problemsMental health problems

The HoNOSCA proved useful in identify-The HoNOSCA proved useful in identify-

ing high levels of mental health problemsing high levels of mental health problems

in young people. Total scores were higherin young people. Total scores were higher

than those reported for specialist CAMHSthan those reported for specialist CAMHS

attenders (Yatesattenders (Yates et alet al, 1999) but were com-, 1999) but were com-

parable with those found in adolescentparable with those found in adolescent

psychiatric units (Gowerspsychiatric units (Gowers et alet al, 2002)., 2002).

Hyperactivity scores were high on bothHyperactivity scores were high on both

the HoNOSCA and the self-completedthe HoNOSCA and the self-completed

questionnaires: in some cases this wouldquestionnaires: in some cases this would

reflect hyperkinetic disorder which isreflect hyperkinetic disorder which is

potentially responsive to medical treatment.potentially responsive to medical treatment.

The use of HoNOSCA may thus help in theThe use of HoNOSCA may thus help in the

identification of mental health problems inidentification of mental health problems in

a population with high levels of need.a population with high levels of need.

Reliability and sensitivity to changeReliability and sensitivity to change

We achieved acceptable reliability in staffWe achieved acceptable reliability in staff

ratings of HoNOSCA and significant changesratings of HoNOSCA and significant changes

at follow-up indicative of improvement in theat follow-up indicative of improvement in the

severity of mental health problems, in lineseverity of mental health problems, in line

with previous reports in populations of boyswith previous reports in populations of boys

admitted to secure care for serious oradmitted to secure care for serious or

persistent offending (Krollpersistent offending (Kroll et alet al, 2002)., 2002).

Congruence with adolescentCongruence with adolescent
symptom ratingssymptom ratings

The poor correlation between theThe poor correlation between the

professionally rated HoNOSCA andprofessionally rated HoNOSCA and

adolescent-rated measures of mood symp-adolescent-rated measures of mood symp-

toms and behaviour is in line with findingstoms and behaviour is in line with findings

by Gowersby Gowers et alet al (2002). We considered(2002). We considered

whether the adolescents might have beenwhether the adolescents might have been

not adept at completing questionnaires, asnot adept at completing questionnaires, as

many had learning difficulties. However,many had learning difficulties. However,

consistency of adolescent scoring wasconsistency of adolescent scoring was

suggested by acceptable correlationsuggested by acceptable correlation

between mood symptoms on the MFQbetween mood symptoms on the MFQ

and on the emotional sub-scale of theand on the emotional sub-scale of the

SDQ (Spearman’s correlation,SDQ (Spearman’s correlation, rr¼0.4,0.4,

PP550.0001,0.0001, nn¼61). Although the findings61). Although the findings

are in line with the long-established modestare in line with the long-established modest

agreement between adult (normally parental)agreement between adult (normally parental)

and adolescent mental health symptomand adolescent mental health symptom

reporting, further work to examine thereporting, further work to examine the

reasons for and implications for differencesreasons for and implications for differences

in views by staff and adolescents is called for.in views by staff and adolescents is called for.
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