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Background HoNOSCA (Health of
the Nation Outcome Scales for Children
and Adolescents) is a recently developed
measure of outcome for use in child and
adolescent mental health services
(CAMHS).

Aims To examine HONOSCAS
sensitivity to change, convergent validity

and clinical usefulness.

Method Prospective study of new
CAMHS attenders. Questionnaires
completed by clinicians, parents and
referrers at initial assessment and after 6
months.

Results Follow-up HONOSCAs on 203
children indicated statistically significant
change. There were significant
associations between change in
HoNOSCA scores, changes in other
clinician- and parent-rated scales (r=0.5I
to 0.32) and in global outcome ratings by
referrers, parents and clinicians. Intraclass
correlation coefficients for the summated
HoNOSCA scores were high. HONOSCA
change was positively correlated with
initial HONOSCA score (r=0.46,

P <0.001) and it was linked to psychiatric
diagnosis.

HoNOSCA is a sensitive,

valid measure of change among CAMHS

Conclusions

attenders.
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Evidence for the effectiveness of out-patient
and day patient treatments carried out in the
naturalistic setting of child and adolescent
mental health services (CAMHS) is limited
(Jensen et al, 1996). The Health of the
Nation Outcome Scales for Children and
Adolescents (HONOSCA) has been recently
devised to address this problem. It is a short
summary measure of the child’s symptoms
and social and physical functioning. Initial
investigation has found it to be acceptable
for use in clinical settings and to have good
interrater reliability and face validity
(Gowers et al, 1999). It has been shown to
correlate adequately with other measures
of child psychopathology, functional handi-
cap and clinical complexity when assessing
intake differences between clinics (Yates et
al, 1999).

In this study we explore further the use-
fulness of HONOSCA in assessing outcome
in routine clinical practice in urban and
suburban clinics, its convergent validity
with other measures of outcome (including
parent and referrer satisfaction) and its
ability to measure change in relation to case
complexity, frequency of clinic attendance
and psychiatric diagnosis.

METHOD

The clinics

The study was carried out in two Child and
Adolescent Psychiatric Out-patient Clinics
in London and in a day patient clinic at-
tached to one of these. One clinic was situ-
ated in Inner London and the other in an
outlying suburban London borough. Con-
secutive new attenders aged 3-18 years
were included. Information was obtained
by questionnaires on two occasions: at
initial assessment (full details of this are
given in Yates et al, 1999) and at 6-month
follow-up.
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Clinician-completed scales used

Health of the Nation Outcome Scales for
Children and Adolescents (HoNOSCA)
(version 5) (children aged 3—18 years)

These rate 13 clinical features on a 5-point
severity scale. Two additional questions
assess parental understanding of the diffi-
culties, and information about services.
Because of the different nature of these ad-
ditional two questions, as well as a total
HoNOSCA score we analyse a summate
clinical score and change based on the 13
clinical features only (not including parental
understanding and knowledge of services)
(Gowers et al, 1999).

Children’s Global Assessment Scale (CGAS)
(children aged 4—16 years)

This reflects the level of functioning of a
child or adolescent in the previous month.
It has acceptable discriminant validity and
reliability (Shaffer et al, 1983; Bird et al,
1987).

Paddington Complexity Scale (PCS) (full age
range)

This provides 16 items of information that
would be known to professionals working
within multi-disciplinary child and adoles-
cent mental health teams. It covers three
areas: psychiatric, physical/developmental
and environmental. Scores in each problem
area are summated into a total case com-
plexity score and two main sub-scores (clin-
ical and environmental). The items covered
are age, gender, ethnic group, social class,
diagnosis (including duration and severity),
comorbidity, presence of chronic physical
illness, presence of learning disability, type
of schooling, who the child lives with,
parental attitude to seeking help at clinics,
previous contact with mental health ser-
vices, and involvement with other agencies
(including involvement with the Children
Act) (Yates et al, 1999).

Global outcome (full age range)

At 6-month follow-up, clinicians rated on
a 5-point scale the degree of improvement
in the child’s condition (much improved,
improved, no change, worse, much worse).

Parent-completed scales used

Strengths and Difficulties Questionnaire
(SDQ) (children aged 4—16 years)

This is a brief behavioural screening ques-
tionnaire that provides balanced coverage
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of children’s and young people’s behaviour,
emotions and relationships. It has adequate
discriminant and predictive validity (Good-
man, 1997; Goodman et al, 1998; Good-
man & Scott, 1999).

Behaviour Checklist (BCL) (children aged
2-5 years)

This 12-item checklist relates to common
behaviour in young children and has well-

established validity and test—retest reliabil-
ity (Richman, 1977; Richman et al, 1982).

Global outcome (full age range)

Parents completed global measures of out-
come at follow-up to indicate: changes in
the child’s condition (5-point scale: much
improved, improved, no change, worse,
much worse); changes in the parents’ con-
cern about this (4-point scale: much less
concerned, less concerned, no different,
more concerned); changes in their confi-
dence in dealing with the child’s problems
(4-point scale: much more confident, more
confident, no different, less confident);
and the appropriateness of help offered at
clinics (4-point scale: not at all, to some
degree, very much so, completely).

Scales completed by the referrer
Global scales (full age range)

At 6-month follow-up, referrers were re-
quested to complete questionnaires to indi-
cate whether their referral aims had been
achieved (3-point scale: yes, partly, no)
and whether the intervention had been
helpful to the patient and family (3-point
scale: very helpful, helpful, made no differ-
ence).

Training to use the scales and
collection of data

Clinic staff received training from a clinical
research fellow in the use of the PCS and
HoNOSCA, using case vignettes. The re-
search fellow was available over the time
of the study to help with any problems in
completion or inconsistencies. At the initial
assessment, parental and child question-
naires were administered just before the
families attended their first clinic appoint-
ment.

For children attending at least twice,
the following measures, able to reflect clin-
ical change, were obtained at initial assess-
ment and at 6-month follow-up: clinicians
completed HoNOSCAs on all children

and CGAS for children aged 4-16 years;
parents completed the BCL for children
aged 2-5 years and the SDQ for those aged
4-16. For all children attending we also
obtained clinician-rated PCS at the initial
assessment, and we sought to obtain mea-
sures on global improvement and feedback
about the intervention from referrers,
parents and clinicians.

Change scores on all measures were
derived by subtracting for each case the
6-month follow-up data from the initial
scores.

RESULTS

Descriptive information and initial case
Paddington Complexity Scales were ob-
tained for 248 subjects: the majority (229;
92%) were treated as out-patients. Forty-
five children attended only once and did
not therefore qualify for repeat outcome
measures. Since not all questionnaires are
suitable for the same age range, the
expected number of returns varies. The
response rates were: clinicians completed
follow-up HONOSCAs on 203/203 cases,
CGAS (4-16 years) on 191/192, global
impressions of outcome on 202/203;
parents completed repeat SDQs (ages 4-
16) on 179/192, BCLs (ages 2-5) on 25/
28, maternal General Health Question-
naires (GHQs) on 187/203; global outcome
questionnaires on 189/203 attending more
than once (195/248 of all attenders); refer-
rers’ global outcome questionnaires were
obtained on 183/203 of those attending
more than once (194/248 of all attenders).
Thirty-one clinicians from seven disci-
plines working within five psychiatric
teams were involved in completing ques-
tionnaires as follows: psychiatry (16), nur-
sing (4), psychology (4), social work (3),
family therapy (2), speech and language
therapy (1), occupational therapy (1).

The sample

Details of the sample of 248 children are
given in Table 1. The mean age of the total
sample was 10 years; it contained a pre-
dominance of boys, and a comparatively
large proportion (one-third) of children
from ethnic minorities and from low socio-
economic groupings and broken families.
About half the children had been referred
by general practitioners and two-thirds of
cases had diagnoses within the broad
groups of disruptive/externalising or emo-
tional/internalising disorders. Most were
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seen as out-patients. Sixty-one attended
for fewer than three sessions, whereas 187
(75%) attended for three or more. Table 1
shows that there were demographic differ-
ences between children attending for assess-
ment only (fewer than three sessions) and
those attending for treatment (three or
more sessions). There were more children
of Asian background and more children
with emotional disorders in the treatment
group. The mean clinic attendance was
eight sessions (s.d. 8.3, range 1-54). At 6-
month follow-up 110 cases (44%) were still
open and 138 (56%) were closed.

Feasibility of using HONOSCA in
routine clinical practice to assess
outcome

We found the HONOSCA perfectly feasible
to use after training (30-60 min) at initial
assessment and at 6-month follow-up. It
was easy and quick to use, taking between
5 and 10 min to complete, once clinicians
were familiar with it.

Reliability of HONOSCA

Interrater reliability was established for 15
cases which were rated by three raters pre-
sented with case vignettes. There was good
interrater reliability, with intraclass corre-
lations of over 0.82 for psychiatric symp-
toms, and 0.42-0.61 for physical and
social impairment, but low for knowledge
about difficulties and services, »=0.27 and
0.03 respectively.

We also examined test—retest reliability
by selecting cases for which clinicians had
considered there had been no global clinical
change over the 6-month period, and by
comparing the initial and 6-month follow-
up HoNOSCA scores. These were closely
comparable (mean 11.58, s.d. 4.45 and
mean 10.77, s.d. 3.74) with a correlation
of 0.69 (n=53, P<0.01, two-tailed Pearson
correlation).

Sensitivity of HONOSCA and other
scales in detecting clinical change

Table 2 shows changes in HoNOSCA
scores in the group attending more than
once. At the 6-month follow-up there was
a significant improvement, with a mean
positive change of 3.61 (s.d. 4.7). There
were significant changes indicating im-
provement on all HoONOSCA sub-scores
(behaviour, impairment, symptoms, social
functioning and information). Similarly
significant improvements were indicated
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Table | Description of sample (1=248)
All cases Assessment (I or 2 Treatment (>3
(n=248) attendances) (n=61) attendances) (n=87)
no. % no. % no. %
Gender
Male 166 (67) 35 (57) 131 (70)
Female 82 (33) 26 (43) 56 (30)
Age
mean 10y5m 10yl m 10y6m
s.d. 3yllm 4y4m 3y9m
range 3-17 y 3-17 y 3-17 y
Ethnic group
White 162 (65) 42 (68) 120 (65)
Black 20 (8) 8 (13) 12 6)
Asian! 20 (8) 0 0) 20 (1
Other/not known 46 (19) 1 (19) 35 (18)
Social class
land Il 39 (1) 8 (13) 3l (17)
] 44 (18) 13 (1) 3l (17)
1V, V and unemployed 86 (35) 25 (41) 6l (33)
Not known 78 (€1)) 15 (25) 63 (33)
Referral source
General practitioner 133 (54) 30 (49) 103 (55)
Paediatrician 25 (10) 5 8) 20 (1)
Educational psychologist 20 8) (10) 14 ®)
Social services 26 (10) 7 (12) 19 (10)
Other 44 (18) 13 1) k]| (17)
Diagnosis?
Disruptive 103 (42) 23 (38) 80 (42)
Emotional® 53 (1) (12) 46 (25)
Psychosomatic 12 o) 5 8) 7 4)
Stress 28 (1) (13) 20 (n
Other 13 (5) @) 9 (5)
None 39 (16) 14 (23) 25 (13)
Broken families* 129 (52) 40 (66) 89 (48)

I. Assessment v. treatment groups: y2=7.0, | d.f,, Fisher’s P=0.005.

2. Disruptive=hyperactivity and conduct disorders; emotional=anxiety and mood disorders; psychosomatic=enur-
esis, encopresis, eating disorders and psychosomatic disorders; stress=stress reaction and adjustment disorder;
other — includes psychosis and pervasive developmental disorders.

3. Assessment v. treatment groups: y2=3.5, | d.f., Pearson P=0.05.

4. Main carers (other than both natural or adoptive parents).

by changed the clinician-
completed impairment measure (CGAS),
on parentally rated BCL and SDQ, and on
the parental GHQ reflecting maternal
mental health.

The global measures of change com-
pleted by clinicians, parents and referrers
on cases attending more than once reflected
improvement and change in most cases.
Clinicians felt that 72% of patients had im-
proved. Parents or carers felt that the
child’s problem had improved in 66% of

scores on

cases; about half felt more confident in
dealing with the problem and less con-
cerned about it, and the majority of parents
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(94%) said that the help offered was appro-
priate to some degree at least (very appro-
priate in half). Referrers felt that the
contact with the clinic had been helpful
for families in 68% of cases and that their
referral aims had been achieved to some
degree at least in 69% of cases.

Change in HoNOSCA in relation
to change in other measures

We found significant, modest Pearson (two-
tailed) correlation coefficients between
change in HoNOSCA and change in
clinician-rated CGAS (r=0.51, P<0.001)
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and to a lesser extent with parentally rated
BCL (r=0.40, P=0.04) and SDQ (r=0.32,
P <0.001). There was however little associ-
ation with changes in maternal psycho-
pathology as measured by the GHQ
(r=0.16, P=0.05).

Table 3 indicates associations between
HoNOSCA change and change in the
global outcome measures. There were signif-
icant associations with global impressions
of positive change by clinicians, and also
with global impressions of improvement by
parents and with referrers’ ratings on the
helpfulness of the intervention for the child
and family. Clinicians’ and parents’ global
ratings of marked improvement corre-
sponded with mean HONOSCA changes of
6.5 and 5.6 respectively (some improvement
corresponded with HoNOSCA
scores of 4). Judgements by referrers of
marked helpfulness to families reflected a
mean HoNOSCA change of 4.6. These
were based on only 154 cases, since refer-

change

rers of the other cases had not seen the
family following contact with Child
Psychiatric Clinics and could not therefore
express an opinion on this.

HoNOSCA change in relation
to initial HONOSCA severity
and case complexity

We examined whether HONOSCA change
was associated with initial case severity on
the HoNOSCA. We found a significant
positive correlation (r=0.468, P<0.001,
n=215), indicating more change with more
initial severity.

We also explored whether HONOSCA
change was associated with more initial
case complexity. We had assessed the latter
using the Paddington Complexity Scale
(PCS). This provides information on a num-
ber of clinical and demographic items, as
described Individual
scored by the degree to which they are
likely to add complexity to case manage-
ment. They are summated into total case
complexity scores, and into sub-scores (i.e.
psychiatric

above. items are

and physical/developmental
sub-scores, which are again summated into
a clinical complexity sub-score, and an
environmental complexity sub-score). We
found no association between changes in
HoNOSCA score and PCS total complexity
score, nor between HoONOSCA change and
psychiatric, developmental,
environmental complexity sub-scores. We
then examined whether change in HoONOS-
CA score was linked to any of the

clinical or
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There was however a modest correla-
tion between initial HONOSCA rating and
the number of sessions attended at clinics

Table 2 Changesin HONOSCA and other questionnaire scores in children attending two or more times

Assessment 6-month follow-up  Change in score t-test

P values (r=0.31, P<0.001). We examined this
mean  (s.d.) mean  (s.d.) issue further by comparing the HONOSCA
change in cases attending for assessment
HoNOSCA (n=203) only (defined here as attending twice, as
Clinical score' 11.40 (4.89) 7.79 (4.93) 3.6l <0.001 we did not collect repeat measures on those
Total score 1295  (5.68) 860  (5.43) 4.35 <0.001 attending once only) and in those attending
Subgroups for treatment (three or more sessions).
Behaviour 35 (07) 188 (173) 127 <0001 Table 4 shows that there were no differ-
Impairment 156 (1.56) 118 (1.39) 0.38 <0.001 eﬁces between thSS%OA“PSCgAtShe dzgrsee of
Symptoms 222 (1.83) 145 (1.37) 0.77 <0.001 change in HoNOSCA, and SDQ.
. o There were no differences between the

Social functioning 443 (2.72) 3.31 (2.58) 1.12 <0.001 . L
groups in global outcome measures (i.e. im-

Information 1.55 (1.92) 0.76 (1.22) 0.79 <0.001 .

provement, concern and confidence regard-
CGAS (n=191) 53.92  (10.90) 6093  (12.59) —7.03 <0.001 ing the problem). However in the treatment
BCL (n=24) 1130 (4.80) 925  (4.55) 2.04 0.009 group, significantly more parents thought
SDQ (n=172) 1984  (6.69) 1686  (6.98) 2.98 <0.001 they had received appropriate help and sig-
Parental GHQ (n=149) 5.68 (6.54) 4.11 (5.59) 1.56 <0.001 nificantly more referrers felt that the aims

— ) ) - of their referrals had been achieved and
I. Clinical score=total score without the information subgroup.

HoNOSCA, Health of the Nation Outcome Scales for Children and Adolescents; CGAS, Children’s Global Assessment
Scale; SDQ, Strengths and Difficulties Questionnaire; BCL, Behaviour Checklist; GHQ, General Health Questionnaire.

the intervention had been helpful to the
child and family.

HoNOSCA change and psychiatric

individual demographic or complexity Change in HONOSCA score, diagnosis

items documented by the PCS. The only sig-
nificant association was with the severity of
the clinical picture (mean changes of 0.52
for mild cases, 3.7 for moderate and 4.4
for severe cases, ANOVA P=0.009). At a
level short of statistical significance, learn-
ing disability was linked to less HONOSCA

and length of treatment

We found little association between the
number of sessions attended and change
in HONOSCA (r=0.18, P—0.01). There
was similarly little association between the
number of sessions attended and change
on the CGAS (r=0.20, P=0.004), SDQ

There were significant differences between
diagnostic groups in HoNOSCA initial
scores and changes in score (Table 5). The
biggest in HoNOSCA
occurred in the child with a psychotic disor-
der. Otherwise, the greatest HoNOSCA
changes were seen in children with mood

change score

improvement (mean HONOSCA change of  (r=0.17, P=0.02), BCL (r=—0.03, disorders and adjustment or stress disor-
4.0 in those without and 2.8 in those with P=0.8) and maternal GHQ (r=0.17, ders; and the smallest changes in those with
learning disability, #-test, P=0.07). P=0.03). psychosomatic and eating disorders.

Table 3 Mean change in HONOSCA score and change in global outcome measures

Clinicians’ global assessment of change' Much improved Improved No change Worse Much worse
HoNOSCA change 6.55 (n=44) 4.01 (n=100) 0.82 (n=51) —1.00 (n=7) 0 (n=0)

Parental global assessment of change? Much improved Improved No change Worse Much worse
HoNOSCA change 5.62 (n=37) 4.01 (n=87) 2.29 (n=52) 0.50 (n=10) 0.50 (n=2)

Made no difference
1.90 (n=20)

Referrers’ assessment of helpfulness to family3*
HoNOSCA change

Very helpful to family
4.67 (n=36)

Helpful to family
3.80 (n=95)

Made the problem worse
9.00 (n=1)

Referrers’ assessment of whether referral aims Referral aims achieved Referral aims partly achieved Referral aims not achieved

were met*

HoNOSCA change 5.02 (n=55) 3.49 (n=80) .53 (n=19)

ANOVAs:

I. P<0.001.

2. P=0.00I.

3. P=0.09.

4. P=0.01.

5. Two questions were not completed by the referrers.

HoNOSCA, Health of the Nation Outcome Scales for Children and Adolescents.
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Table 4 Length of treatment (assessment v. treatment) in relation to symptom change and parents’and

referrers’ views about treatment

Assessment Treatment Statistics

(I or 2 attendances) (=3 attendances)

Symptoms as measured by questionnaires completed by clinicians and parents (mean and s.d.) t-test
HoNOSCA change 3.19 (5.15) (n=16) 3.63 (4.62) (n=187) P=0.7
CGAS change 6.19 (8.89) (n=16) 7.05 (11.62) (n=175) P=0.7
SDQ change 2.50 (5.17) (n=14) 3.06 (5.02) (n=158) P=0.6

Parents’ and referrers’ views about treatment

Parents’ views (n=35) (n=174)

Appropriateness of treatment
Completely 5 (14%) 25 (14%)
Very much 12 (35%) 63 (37%) 1=14.2
To some degree 11 (31%) 80 (46%) df=3
Not at all 7 (20%) 6 (3%) P=0.003

Referrers’ views (n=56)' (n=168)

Referral aims
Achieved 13 (24%) 49 (29%) 1*=8.8
Partly achieved 15 (27%) 77 (45%) df=2
Not achieved 12 (21%) 16 (10%) P=0.01
Unknown as no contact 16 (28%) 26 (16%)

Helpfulness to patient (n=57) (n=167)
Very helpful 4 (7%) 33 (20%)
Helpful 10 (17%) 41 (24%) =156
Of some help 12 (21%) 50 (29%) d.f=4
Made no difference 15 (27%) 16 (10%) P=0.003
Made the problem worse 0 (0%) I (1%)
Unknown as no contact 16 (28%) 26 (16%)

I. One question was not completed by the referrers.
HoNOSCA, Health of the Nation Outcome Scales for Children and Adolescents; CGAS, Children’s Global Assessment

Scale; SDQ, Strengths and Difficulties Questionnaire.

To determine whether the lack of
associations in the total group between
HoNOSCA change and PCS case complex-
ity was masking differential associations in
individual diagnostic groups, we analysed
PCS total scores and sub-scores by diag-
nosis; and we then examined correlations
between HONOSCA change and complexity
scores in each individual diagnostic group.

Table 5 shows that there were signifi-
cant differences between diagnostic groups
on both total complexity scores and com-
plexity sub-scores. Physical/developmental
complexity was highest for children with
conduct, hyperkinetic and ‘other’ disorders
(which included autistic-spectrum disor-
ders). The highest environmental complex-
found in

ity was the conduct and

psychosomatic disorders. However, we
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failed to find significant correlations
between HONOSCA change and physical/
developmental or environmental complex-
ity for any of the diagnostic groups. The
only associations found were between
HoNOSCA change and psychiatric com-
plexity (which, as well as diagnosis, in-
cludes items related to clinical severity,
duration and comorbidity), indicating more
change with more complexity or clinical se-
verity in mood disorders (r=0.39, P=0.04,
n=26) and in conduct disorders (r=0.33,
P=0.01, n=57).

We also examined whether a change in
HoNOSCA score might be differentially as-
sociated with length of treatment in indivi-
dual diagnostic groups. The only significant
correlation was found in the mood disorder
group (r=0.46, P=0.01, n=26).
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DISCUSSION

In this study we have found HONOSCA to
be an easy-to-use, reliable and sensitive tool
for clinicians to assess clinical change in
children and adolescents attending psychi-
atric clinics. Its validity was indicated by
the significant associations with other
measures of change made by a variety of
informants, including parents and those
referring the children to clinics. Its relia-
bility was good, except for the last two
items on parental knowledge about the con-
dition and services, which we therefore
excluded from our analysis.

In line with previous recent reports
about the use made of child and adolescent
mental health clinics (Hoare et al, 1995;
Gowers et al, 1999) most parents, referrers
and clinicians felt that the children had im-
proved significantly following contact with
clinics. Parents also reported benefits to their
parenting of the children’s difficulties.
Marked improvements in parents’ and refer-
rers’ global outcome measures were asso-
ciated with HoONOSCA change scores of 4—
5. A slightly more demanding change of six
HoNOSCA points reflected clinician-rated
global judgements of marked improvement.
This is similar to the findings by Gowers et
al (1999), where a change of 7.7 HoNOSCA
points was associated with clinicians’ retro-
spective assessment of a child being much
better. This level of change could therefore
be used as a guide or anchor-point for child
psychiatric clinics wishing to audit clinical
change among their clientele. It is important
to highlight, however, that these changes
were obtained at 6-month follow-up, when
only half the cases had been closed. They
do not therefore necessarily indicate im-
provement on discharge from clinics.

The HoNOSCA changes described in
this and other papers (Gowers et al, 1998,
1999) are more substantial than those de-
rived from the use of its parent scale
(HoNOS or Health of the Nation Outcome
Scales) in adult psychiatric patients (Shar-
ma et al, 1999). This indicates that the mea-
sure may be particularly helpful for use in
child and adolescent psychiatric clinics.

The use of HoNOSCA allowed the
study of a variety of clinical and service fea-
tures. Thus we found associations between
HoNOSCA-measured improvement, high
initial severity of the clinical condition
and individual psychiatric diagnoses. We
failed, however, to find associations with
initial case complexity or frequency of
clinic attendance.
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Table 5

Initial HONOSCA score, change in HONOSCA score and complexity scores by diagnostic groups (mean and s.d.)

Diagnostic group HoNOSCA Complexity' (1=248)
Initial (1=248) Change (n=203) Psych Phys/dev Clinical Environ Total

Mean (s.d.) 11.23 (5.17) 3.60 (4.65) 5.71 (2.24) 0.79 (1.16) 6.5(2.76) 2.63 (1.99) 9.13 (3.93)
No diagnosis (n=39) 7.46 (4.40) 2.37 (3.27) 2.49 (1.10) 0.59 (0.99) 3.08 (1.74) 2.10(1.87) 5.15(2.88)
Stress reaction/adjustment (n=28) 9.89 (4.68) 5.10(3.53) 3.64 (0.95) 0.39 (0.74) 4.04(1.14) 2.54(2.15)  6.57 (2.44)
Enuresis/encopresis/psychosomatic (1=7) 15.14 (2.61) —0.25 (6.29) 6.14 (1.07) 0.57 (0.53) 6.71 (0.76) 4.00(2.00) 10.71 (2.21)
Eating (n=5) 7.60(391) —0.25(6.50) 5.80 (0.84) 0.80 (1.30) 6.60 (0.89) 2.00(1.87) 8.60 (2.41)
Anxiety (n=25) 11.20 (4.60) 3.48 (4.98) 5.68 (1.07) 0.76 (1.27) 6.44 (1.78) 2.12(1.54) 8.56 (2.95)
Depression (n=28) 11.68 (5.24) 5.27 (5.94) 5.29 (1.05) 0.50(0.92) 5.79 (1.50) 2.18(l.6l) 7.96 (2.56)
Hyperkinesis (n=33) 11.42 (4.24) 3.65 (4.20) 6.97 (0.85) 0.94 (1.06) 791 (1.16) 2.27 (1.77)  10.18 (2.47)
Conduct (h=70) 12.77 (5.19) 3.28 (4.49) 7.54(1.58) 1.06 (1.41) 8.59 (2.38) 3.37(223) 1196 (3.83)
Psychosis (n=2) 22.50 (2.12) 13.00 8.50(0.71) 0.50(0.71) 9.00 (0.00) 1.50(2.12)  10.50 (2.12)
Other (n=I1) 13.64 (4.82) 3.44 (4.19) 736 (2.11) 1.45 (1.37) 8.82 (2.71) 3.00(1.55) 11.82(3.84)
Statistics ANOVA F=6.27 F=2.00 F=60.7 F=1.63 F=357 F=2.51 F=17.9

d.f=9 d.f=9 d.f=9 d.f=9 d.f=9 d.f=9 d.f=9

P<0.001 P=0.04 P<0.001 P=0.1 P<0.001 P=0.009 P<0.001

I. Complexity as measured by the Paddington Complexity Scale which has the following subgroups: Psych, psychiatric; Phys/dev, physical/developmental; Clinical, psychiatric+
physical/developmental; Environ, environmental; Total, clinical+environmental.
HoNOSCA, Health of the Nation Outcome Scales for Children and Adolescents.

Change in HoNOSCA score
and clinical severity

Change in HONOSCA score was correlated
with high initial HONOSCA score and with
high ratings of the severity of the condition
on the Paddington Complexity Scale. The
study was conducted in secondary psychi-
atric out-patient services where patients
had initial mean HoNOSCA scores of
11.40 (s.d. 4.89). These services may be
expected to attend to the more severe and
complex mental health problems of children
and adolescents, and our findings may not
be applicable to other units. HONOSCA
may thus be less sensitive in detecting
change in milder cases seen by single-
discipline community units or in primary
care, but may be particularly helpful in
in-patient settings.

HoNOSCA change and case
complexity

Perhaps surprisingly, HONOSCA change
was not linked to initial case complexity
on the PCS, nor was it associated with the
variety of variables making up the environ-
mental complexity score or with the demo-
graphic variables examined. It had seemed
logical to assume that single parenthood,
‘at-risk’ status, a non-facilitative attitude
by parents, associated medical and educa-
tional problems, ethnicity, age and gender
would have an adverse influence on the

implementation of treatments and thus on
outcome. A possible explanation for our
negative findings is that clinics were so
adept at dealing with these extraneous fac-
tors that they were able to make sure that
they did not work against the treatment:
clinicians would successfully adapt the
nature and intensity of their intervention
to the complexity of the case. Alternatively,
the treatments put into place would have
been so powerful as to not be adversely in-
fluenced by these factors. It is also possible,
however, that change in the HONOSCA
score was a naturally occurring phenomen-
on, independent of clinic use, and that the
assumed complexity factors simply do not
affect the collective natural outcome of
these disorders.

Associations with length
of treatment

The lack of associations between the
number of sessions attended and HoNOS-
CA change could be taken to indicate that
the interventions at clinics had been incon-
sequential for the improvement noted.
However, the positive associations found
between initial HONOSCA-rated severity
and the number of sessions attended, and
the significant correlations between change
in HONOSCA and length of treatment in
the mood disorder group suggest that
clinics may have been skilled at providing
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the number of sessions required for indivi-
dual problems. More parents and referrers
felt the children had improved following
attendance and that the help given was
appropriate and had met the referrers’
aims, when children had attended for treat-
ment rather than for assessment only. In
parents’ and referrers’ view there seemed
to be a connection between improvement
and clinic intervention.

Change in relation to psychiatric
diagnosis

There were differences in the changes in
HoNOSCA scores in individual diagnostic
groups, though this did not simply follow
diagnostic predictions. Conduct disorder,
anxiety disorders and hyperkinesis im-
proved by similar amounts, the greatest
change being seen in a child with a psy-
chotic disorder. However, in line with ex-
pectations, children with stress and mood
disorders improved most, indicating that
the work of the clinics with these disorders
may result in the largest HoNOSCA
change. Eating disorders improved little,
which may have been related to the particu-
larly low initial HONOSCA scores. Chil-
dren with psychosomatic disorders were
poor responders, and interestingly had the
highest environmental complexity scores.
The use of HONOSCA to audit work at
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clinics may therefore helpfully monitor
individual conditions separately.

Need for training

It should be pointed out that the results
of this study were based on HoNOSCA
ratings made by clinicians who had been
carefully trained in its use. The importance
of scoring HONOSCAs in a standardised
way and of incorporating regular training
into the audit cycle has rightly been emphas-
ised by those developing the scales (Gowers
et al, 1998, 1999).
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CLINICAL IMPLICATIONS

B HoNOSCA is a sensitive, valid measure of change in those attending child and

adolescent psychiatric clinics. It can be recommended to audit service use.

B Greater HONOSCA change correlated with higher initial HONOSCA scores.
HoNOSCA may be most useful to assess change in severely affected cases.

m HoNOSCA change varies according to individual diagnostic groupings.

LIMITATIONS

B The study was carried out in clinics in urban and suburban areas, drawing patients
with high levels of psychosocial disadvantage.

H Thisis not a study of treatment efficacy: changes cannot necessarily be ascribed to

clinic intervention, and may reflect spontaneous improvement.

B The outcomes indicated changes 6 months following initial assessment, when only
half the cases had been discharged. They do not therefore indicate outcome on

discharge.
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