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Summary

The objectives of this observational study were twofold: firstly, to examine
the feasibility of implementing the Health of the Nation Outcome Scales
(HoNOS) in a psychiatry department and secondly, to assess whether infor-
mation recorded with HoNOS provides meaningtul information on patients’
clinical characteristics and outcomes for clinical management purposes.

HoNOS is a widely used instrument designed for measurement of clinical
mental health outcomes by mental healthcare workers. We implemented
it in the four hospitals of the department of psychiatry of a Swiss teaching
hospital. Doctors and nurses were instructed to assess each patient using
HoNOS at admission and discharge. A total of 2,414 patients admitted to
one of the four hospitals during implementation from February 15, 2010 to
March 31, 2011 were rated with HONOS.

The main outcomes of the study were compliance rates with HoONOS
assessments, HONOS scores (at admission, discharge and the change in
scores) and feedback on HoNOS use from clinicians. Of the 2,414 ad-
mitted patients, 2,121 patients were discharged by the end of the study;
2,154 (89%) had a HONOS assessment at admission and 1,737 (82%) were
assessed both at admission and discharge. Return rates for the different scales
varied between 75% and 99% at admission and discharge. HONOS scores
were sensitive and specific in describing patients’ clinical profiles. The instru-
ment was considered easy to use.

Implementation of HONOS in routine patient care is feasible and provides
meaningful information for hospital management on clinical characteristics
and outcome of their patients’ populations.

Key words: patient outcome assessment; mental health services evaluation; quality
indicators, health care; medical practice management

Introduction

There is a wide international consensus on the fact that
healthcare services should operate in an evidence-based
manner and assess as objectively as possible the course of
patients, but implementation of outcome measurement is a
complex enterprise [1]. In mental healthcare, regional
and national services are at different stages of implementa-
tion of routine outcome measurement. Some countries,
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like Australia and New Zealand, have collected outcome
measurements at a national level for several years, while
Switzerland has just started, in 2012.

The department of psychiatry of the University Hospital
of Lausanne (CHUV), Switzerland, is composed of four
psychiatric hospitals and several outpatient community
services that provide public mental health services for a
population of nearly 700,000 inhabitants. The extent of
utilisation of standardised assessment tools varies widely
across the different units, depending on history and local
circumstances. Except for diagnosis and sociodemographic
data, data on the clinical conditions or problems for which
patients are treated are not routinely collected. The head of
the department of psychiatry chose to implement the Health
of the Nation Outcomes Scales (HoNOS) as a first standard-
ised assessment tool for routine evaluation of all hospitalised
patients.

The HoNOS instrument was developed to measure men-
tal health outcomes in response to the UK government’s
target of significantly improving health and social function-
ing in the population. The objective was to develop an
instrument useful to clinicians and brief enough for routine
use [2]. It provides wide coverage of the clinical problems
and social functioning of people presenting with mental
health problems, independent of psychiatric diagnoses. After
adequate training and supervision, healthcare workers can
quickly and easily complete HONOS. Comparable measures
for specific populations were also developed (children and
adolescents [3], older people [4], forensic mental health
services [5], patients with learning disabilities [6] and
patients with acquired brain injury [7]). All HONOS instru-
ments are being increasingly used as a routine clinical
outcome measurement, with which the quality and eftec-
tiveness of mental healthcare services can be monitored,
compared and improved [8]. HONOS has been officially
adopted as an outcome tool in the United Kingdom, Aus-
tralia and New Zealand, and has been widely used in sur-
veys in numerous European countries [9, 10]. A field study
in Lausanne confirmed its potential utility in the local
context [11].

Our study had two objectives: firstly, to examine the
feasibility of implementing HoNOS in routine clinical prac-
tice in a psychiatric department; secondly, to determine
whether the information recorded with HoNOS during the
implementation period is clinically valid and provides useful
information for clinical management.
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Table 1

Domain

B. Organic problems

C. Psychiatric symptoms

D. Social problems

Health of the Nation Outcome Scales scoring sheet.

No. Scale Score
A. Behavioural problems 1 Overactive, aggressive, disruptive or agitated | 0-4
behaviour
2 | Non-accidental self-injury 0-4
3 | Problem drinking or drug-taking 0-4
4 | Cognitive problems 0-4
5 | Physical illness or disability problems 0-4
6 | Problems associated with hallucinations 0-4
and delusions
7 | Problems with depressed mood 0-4
Other mental and behavioural problems 0-4
Problems with relationships 0-4
10 Problems with activities of daily living 0-4
11 Problems with living conditions 0-4
12 | Problems with occupation and activities 0-4
Methods

Patient cohort

HoNOS assessment was introduced progressively in the four
psychiatric hospitals between February 2010 and January
2011. All patients admitted to one of the hospitals for more
than 24 hours after the beginning of the study were in-
cluded. The study was approved by the Research Ethics
Committee.

Instrument implementation

Central to the implementation process was a conscious
effort to initiate a cultural change to more objective clinical
documentation without changing the processes of collecting
clinical information. A multidisciplinary working group
(composed of physicians and nurses from each hospital, an
administrator, a research psychologist and a data manager)
was formed to follow the progress of implementation of the
instrument. Its task was to provide adequate communication
and support to all hierarchical levels, and to deal with prac-
tical problems arising during the implementation process.
Teaching by a psychiatrist (first author) and a clinical nurse
specialist (third author) was provided for all staff involved
in assessing patients. Training sessions included a short ex-
planation of the goal of routine outcome measurement,
presentation of the instrument, written instructions and an
exercise in assessing a patient by means of a case vignette.
Three months after the start of the implementation in
each hospital, the first author and a research psychologist
(fourth author) provided data feedback sessions to clinicians.

Data collection

Since exhaustive clinical information is usually not available
during admission, which almost exclusively occurs in an
emergency, the treating psychiatrist and nurse complete
the clinical assessment within three days after admission.
Thus, in order to obtain as many exhaustive HoONOS assess-
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ments as possible, we instructed all clinicians to have HONOS
completed by the treating doctor or a delegated nurse within
72 hours after admission and again on the day of discharge.
Patients who were discharged on weekends were assessed
by the physician on duty during the weekend. Since clinical
procedures vary between hospitals, the chief doctor of each
decided whether a doctor or a nurse was in charge of the
assessment. The instruction was to use the information
available from patient interviews, medical records and
interviews of members of the patient’s social network. ICD-
10 diagnoses (International Classification of Diagnosis [12])
were determined by the treating psychiatrist at discharge in
accordance with routine practice.

We used the French version of HoNOS for adults from
18 to 65 years [13] and for persons older than 65 years
(HONOS65+) [14]. Table 1 shows the HoNOS scoring sheet.
Each of the 12 items is scored on a Likert scale from 0 = “no
problem” to 4 = “severe to very severe problem”.

The members of the working group collected feedback
from clinicians in unstructured individual interviews and
during data feedback sessions in groups.

Statistical analyses

We analysed the rate of compliance with HoONOS assess-
ments at admission and discharge by comparing the number
of patients admitted and discharged with the number of
assessments returned. For each individual scale, rates of
missing values at admission and discharge were computed.
Clinical validity and outcomes were analysed for the patients
who had paired HONOS assessments (admission and dis-
charge). Statistical significance of the difference in scores
between admission and discharge was tested using the non-
parametric Wilcoxon signed-rank test for paired samples and
repeated measures.

Results

Patient cohort and response rate

Of the 2,414 patients admitted to one of the four hospitals
during implementation (between February 15 2010 and
March 31 2011), 2,121 patients were discharged by the
end of the study; 2,154 (89%) of admissions and 1,834
(86%) of discharges were assessed with HoNOS; 1,737
(82%) were assessed at both admission and discharge. The
first hospital to implement HoNOS (N = 527, one year of
observation) had assessment rates of 87% at admission and
76% at discharge; the second hospital (N = 1,244, 9 months)
had assessment rates of 97% and 96%, the third hospital
(N = 382, 5 months) of 75% and 72%, and the fourth
hospital (N =261, 3 months) of 78% and 77%, respectively.
In 66% of all cases the same clinician carried out both assess-
ments. HONOS drop-outs were linked to a high rate of miss-
ing diagnostic information (diagnoses were missing for 19%
of HONOS drop-outs at admission and for 21% at discharge).
Patients who stayed less than 72 hours had slightly higher
rates of HONOS ratings (93% on admission, 93% on dis-
charge and 86 % paired ratings).
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The completion rate for each scale was better at dis-
charge than at admission. Fewer than 10% of HONOS scores
on admission had more than three missing values and
only 4.5% had more than four missing values. Analysis of
missing values showed that the individual HoNOS scales
with the lowest compliance rates were scale 8 “other symp-

Table 2

Rates of missing data for each scale (%, N = 1,737%).

Scale Admission Discharge
1 Overactivity/aggression 0.8 0.4
2 Self-harm 1.0 0.3
3 Alcohol/drug 6.2 1.6
4 Cognitive problems 9.1 5.0
5 Physical impairment 3.3 1.3
6 Hallucinations/delusions 4.1 1.5
7 Depressed mood 3.1 0.8
8 Other symptoms 10.8 6.7
9 Relationships 6.8 1.4

10 Activities of daily living 7.5 2.5

11 Living conditions 9.2 4.6

12 Occupation 12.0 5.1

1 Patients with both admission and discharge scores

Table 3 Comparison of HONOS scores at admission (a) and discharge
(d) and change in score (a-d): Total sample (N = 1,737).
Scale N Mean SD Change Wilcoxon
in score (p)

1 Overactivity/aggression a 1,719  1.29 142 |0.72 <0.001
d 0.57 | 0.92

2 Self-harm a 1,717 0.81 1.36 0.59 <0.001
d 0.22 0.70

3 Alcohol/drug a 1,618 1.39 165 0.74 <0.001
d 0.65 | 1.19

4 Cognitive problems a 1,570 | 1.17 1.40 0.21 <0.001
d 0.95 1.27

5 Physical impairment a 1,670 0.97 1.40 0.15 <0.001
d 0.82 1.28

6 Hallucinations/delusions |a 1,657 | 1.31 1.59 0.60 <0.001
d 0.72 1.14

7 Depressed mood a 1,677 2.05 1.34 0.83 <0.001
d 1.22 1.08

8 Other symptoms a 1,512 1.90 1.55 | 0.70 <0.001
d 1.21 | 1.27

9 Relationships a 1,616 1.89 1.35 0.50 <0.001
d 1.39 1.20

10 Activities of daily living a 1,594 151 142 0.35 <0.001
d 1.16 | 1.27

11 Living conditions a 1,554 1.00 1.43 0.22 <0.001
d 0.78 1.22

12 Occupation a 1,520 1.44 | 1.44 0.38 <0.001
d 1.06 |1.21

Total (sum) a 1,737 15.76 7.12 |5.35 <0.001
d 10.42 6.54
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toms”, scale 11 “living conditions” and scale 12 “occupa-
tion”. Table 2 shows the rates of missing data for each indi-
vidual scale of the instrument at admission and discharge.

Patients’ characteristics

The mean age of the 1,737 patients assessed at admission
and discharge was 46.9 years (standard deviation (SD) 19.4
years); 903 (52%) were female; 346 (20%) were more than
64 years old. The five most common ICD-10 diagnostic
categories were schizophrenia spectrum disorders (26.7%),
disorders related to substance abuse (22.1%), mood disor-
ders (18.8%), organic disorders (11.0%) and personality
disorders (10.0%). Anxiety disorders represented 5.0% of
the sample, other diagnoses 2.1%, and missing diagnoses
4.3%. Patients older than 64 years had significantly higher
rates of organic disorders (50.3%), and lower rates of
schizophrenia spectrum disorders (13.3%) and disorders
related to substance abuse (6.6%). The characteristics of the
patients included in the sample did not significantly differ
from those of the total number of patients admitted.

Patients’ outcome

The difference between admission and discharge values of
the sample was significant for all scales. Table 3 shows the
results of the Wilcoxon rank test. This effect was greatest
for “overactivity/aggression”, “self-harm”, “alcohol/drug”,
“hallucinations/delusions”, “depressed mood”, and “other
symptoms”.

Table 4 shows a comparison of HONOS scores at admis-
sion between the five most common ICD-10 diagnoses;
table 5 shows a comparison of change in HoONOS scores
between the same diagnostic classes. Different sample sizes
explain the different statistical values of the analyses. The
majority of problems measured with the individual HoNOS
scales significantly improved during the hospital stay. For
each diagnostic category, the scales related to specific prob-
lems rated highest on admission. The total score at admission
for organic disorders (FO, which includes mainly dementia)
was higher than those of all other diagnostic classes, with
a particularly high score on the scale “cognition”, which
improved little during the stay.

Substance abuse disorders (F1) had a particularly high
score on the scale “alcohol/drug” at admission, which
improved during the stay. Moderately high scores were
recorded on “depressed mood” and “other symptoms” that
are often associated with substance abuse, with a relatively
uniform improvement during the stay.

Schizophrenia spectrum disorders (F2) had a maximum
score at admission on the scale “hallucinations/delusions”,
which significantly improved during the stay. Moreover, for
these disorders with a strong influence on social relations
and social life in general, scores were relatively high on the
scales “depressed mood”, “other symptoms”, “activities of
daily living”, “living conditions” and “occupation”.

Mood disorders (F3) and anxiety disorders (F4) were
very similar, with high scores at admission on the scales
“depressed mood”, “other symptoms”, “relationships”,
“activities of daily living” and “occupation”. These disorders
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Table 4

Scale

Original article

Comparison of HONOS scores at admission for patients with the five most common ICD-10 diagnoses.

FO, Organic disorders F1, Substance use
N Mean SD N Mean SD N

1 | Overactivity/aggression 188 2.13 1.49 | 380 1.12 1.30 |462

2 | Self-harm 188 0.52 |1.11 | 380 0.68 1.23 | 458
3 | Alcohol/drug 160 0.75 11.28 | 375 3.03 1.29 427
4 | Cognitive problems 184 3.18 1.00 334 0.85 1.11 | 398
5 | Physical impairment 184 2.11 1.57 | 374 0.76 1.21 | 439
6 | Hallucinations/delusions | 169 1.56 1.50 373 0.75 1 1.28 | 446
7 | Depressed mood 175 1.91 1.45 376 1.90 1.28 |445
8 | Other symptoms 147 2.38 149 331 1.85 1.46 391
9 | Relationships 172 2.58 1.15 | 355 1.66 1.27 | 439
10 | Activities of daily living 162 2.68 1.25 | 352 1.26 | 1.27 | 431
11 | Living conditions 150 0.71 11.22 | 334 1.22 1.54 | 428

12 | Occupation

Total

141 1.40 1.54 | 345 1.33 1 1.37 | 415
191 19.49 |7.11 384 15.52 6.54 | 465

Bold figures indicate the four highest scores for each diagnosis

were frequently associated with suicidal risk, reflected by
high scores on “self-harm”, and a marked improvement on
this scale especially for anxiety disorders, which were mainly
adjustment disorders.

For personality disorders (F6), the admission scores
were high on the scales “depressed mood”, “other mental
symptoms”, “relationships”, and “self-harm”.

There were no signiticant differences between adult
patients assessed with HoNOS and older persons assessed
with HONOS 65+ with respect to clinical meaningfulness of
HoNOS scores. The comparison of HONOS scores between
the different hospitals having comparable patients did not
show any significant differences. Comparison between psy-
chiatry wards specialising in the care of patients with differ-
ent types of psychiatric diagnosis showed the same pattern
of results as the analysis by diagnosis.

F2, Schizophrenia

F3, Mood disorders F6, Personality disorders

Mean SD N Mean SD N Mean SD
1.35 11.42 | 323 0.94 1.32 | 169 1.24 1.39
0.54 1.14 324 0.92 1.43 170 1.57 1.65
0.90 1.39 308 0.77 1.30 160 1.15 1.59
1.13 1.27 301 0.74 1.14 164 0.61 1.11
0.85 1.33 315 0.87 1.32 | 167 0.68 1.22
2,71 1.38 | 319 0.77 11.35 | 167 0.44 | 0.97
1.62 1.29 322 263 129 171 2,28 1.18
1.79 1.60 | 307 1.81 1.54 159 1.94 1.56
212 1.34 307 1.57 1.34 163 1.76 1.36
1.62 1.43 | 303 1.30 1.37 | 162 1.19 1.31
1.31 1.52 297 0.64 1.19 163 0.77 1.36
1.71 1.45 287 1.24 11.41 155 1.46 1.44

16.58 7.00 327 13.50 6.56 | 173 14.64 7.26

Feedback of clinicians

During the first months of implementation, clinicians re-
ported worries about the time needed to complete the
assessments, issues about use of the data for funding pur-
poses, fear of management interference, and concerns
about the psychometric properties of the instrument. During
data feedback sessions, some clinicians showed a strong
interest and wished to have more detailed information about
their specific ward, but the perceived utility of HoNOS for
individual treatment planning was generally low. One year
after the introduction of routine HoNOS assessments, the
members of the working group reported that ways of inte-
grating the instrument into everyday clinical practice varied
between services. Except for the second hospital, where
assessments were made exclusively by doctors, several units

Table 5 Comparison of change in HONOS scores for patients with the five most common ICD-10 diagnoses.
Scale FO, Organic disorders  F1, Substance use F2, Schizophrenia F3, Mood disorders F6, Personality disorders

N Change N Change N Change N Change N Change

in score in score in score in score in score
1 | Overactivity/aggression 188 1.26 380 0.43 462 0.82 323 0.63 169 0.53
2 Self-harm 188 0.43 380 0.43 458 0.39 324 0.69 170 1.08
3 | Alcohol/drug 160 0.54 375 1.55 427 0.34 308 0.43 160 0.71
4 | Cognitive problems 184 0.13 334 0.22 398 0.22 301 0.27 164 0.19
5 | Physical impairment 184 0.15 374 0.22 439 0.11 315 0.11 167 0.13
6 | Hallucinations/delusions | 169 1.01 373 0.33 446 0.98 319 0.51 167 0.26
7  Depressed mood 175 0.90 376 0.69 445 0.65 322 1.06 171 0.95
8 | Other symptoms 147 1.00 331 0.52 391 0.81 307 0.71 159 0.44
9 | Relationships 172 0.66 355 0.43 439 0.47 307 0.50 163 0.50
10 | Activities of daily living 162 0.10 352 0.33 431 0.34 303 0.43 162 0.39
11 | Living conditions 150 -0.01 334 0.28 428 0.34 297 0.10 163 0.17
12 | Occupation 141 0.57 345 0.38 415 0.34 287 0.26 155 0.43
Total (sum) 191 5.95 384 5.21 465 5.07 327 5.46 173 5.57

Statistically significant values are indicated in bold figures (p<0.05)
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in the other three hospitals explored the possibility of inte-
grating HoONOS assessments within multidisciplinary team
meetings. This was considered useful for identifying hidden
patient needs through promotion of multidisciplinary dis-
cussion, but time consuming. Finally, the time needed
by trained clinicians to complete the measurements was
estimated at five minutes and generally considered as
acceptable.

Discussion

Our first objective was to examine the feasibility of imple-
menting HoNOS in routine clinical practice. Compliance
rates for HONOS assessments in the four hospitals varied
between 72% and 97%. The overall compliance rate was
89% on admission and 82% at discharge, showing that
routine use is feasible. The high proportion of missing
diagnostic information for HONOS drop-outs may indicate a
low compliance not only with HoNOS ratings, but also with
recording any coded information. The slightly higher com-
pliance rates for patients staying less than 72 hours may be
explained by the fact that clinicians completed both HONOS
ratings at the same time. Other authors have reported return
rates of 82%-85% on admission [15, 16], while rates
attained for paired outcome assessments at admission and
discharge varied widely between studies (55% [16], 64.5%
[17] and 84% [18]). Rates were generally higher in experi-
mental situations than in routine implementation.

Given the cultural change that routine evaluation
involved in our context, we considered the compliance rates
to be very good compared with other similar studies reported
in the literature, rates at admission being higher than
reported elsewhere and rates at discharge being as high as in
experimental studies [18]. One potential contributing factor
might be that there was no need to request patients” written
consent, as this assessment was considered to be a routine
evaluation within good clinical practice [17]. In addition, we
did not discard incomplete HONOS scales, as was the case in
other studies, because we considered analysis of missing
values interesting information in itself for quality manage-
ment.

Some of the difference in compliance rates between
services may be ascribed to the varying length of implemen-
tation, compliance rates being lower during the first three
or four months. Staffing problems with high personnel turn-
over rates also contributed to diminished compliance in the
first hospital. Higher return rates in the second hospital
might be correlated with the fact that use of standardised
instruments was more common there, for research activities.

We hypothesised that analysis of missing values might be
useful for assessing the exhaustiveness of clinical information
collection at admission and discharge. The individual HONOS
scales with the lowest compliance rate were scale 8 “other
symptoms”, scale 11 “living conditions” and scale 12 “occu-
pation”. These are the scales for which the instrument’s va-
lidity has been questioned, because of conceptual complexity
[8, 19, 20]. These scales may be more difficult to score, but
this does not explain why they were rated more completely
at discharge than at admission. It might indicate that some
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clinical information was not collected or present at admis-
sion. The fact that the scales “overactivity/aggression” and
“self-harm” were virtually always rated supports this view,
because all clinicians generally are aware of this crucial infor-
mation. Clinicians may also have had difficulties integrating
HoNOS into busy routine practice as they were instructed to
do. We found no data in the literature on using missing val-
ues for quality management. However, providing missing
values rates to clinical managers might help to emphasise the
importance of collecting comprehensive patient information
shortly after admission in order to set appropriate therapeu-
tic goals, which are essential for good quality of care.

Our second objective was to determine if HONOS scores
provide clinically meaningtul information on clinical protiles
at admission and outcomes. In order to show clinical valid-
ity, scales with the highest mean score should predictably
differ between diagnostic groups [2]. For example, the
ICD-10 disorder FO (mainly dementias) should have highest
scores on total score and on scales relating to cognitive
problems and physical impairment, F1 (substance use disor-
ders) on “alcohol/drug” and so on. Profiles at admission
were both sensitive and specific in describing the patients’
clinical profiles because they matched the clinical profile
expected from the diagnosis. Reflecting favourable out-
comes, mean HoNOS scores diminished between admission
and discharge, except for chronic conditions. For the whole
population, the most important significant improvements
were linked with aspects typically improved by psychiatric
inpatient care, such as “overactivity/aggression” and “self-
harm”, and scales 6 to 8 rating psychiatric symptoms. For
each diagnostic category, clinical improvement was retlected
in the improvement in one or several specific dimensions
related to the clinical diagnosis. Improvement was smaller
for chronic problems, on which psychiatric inpatient care
has less impact, such as the scale “cognition” in organic
disorders (due to the degenerative nature of these disorders),
or scales depending on medical and social factors outside the
reach of a psychiatric hospital, such as “physical impair-
ment”, “living conditions” and “occupation”.

Several other studies have attested to the clinical validity
of HONOS scores and their sensitivity to change for outcome
measurement [8, 19, 20]. Our study thus supports these
data. However, there are several limitations linked to the
naturalistic conditions of the study: Firstly, psychiatrists
determined the ICD-10 category in accordance with regular
clinical practice, without using a standardised assessment.
Secondly, we did not perform inter-rater reliability testing.
Thirdly, we did not include an analysis of correlations with
other factors that may determine the change in HoNOS
scores independently of hospital treatment, especially length
of stay. Future studies will have to explore these issues and
also take into account differences in diagnoses and length of
stay between adult patients assessed with HONOS and older
persons assessed with HONOS 65+.

We chose to implement HoNOS because it is considered
as acceptable for routine use and usetful for clinicians. Dur-
ing the first months of the implementation process, clini-
cians expressed several concerns about the usefulness of
the project. We provided support from convinced leaders
and data feedback sessions in order to keep enthusiasm for
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participating as high as possible. After one year, the time
to complete the scales was generally considered to be
acceptable, but appreciation of the clinical usetulness of the
instrument varied widely. We did not conduct a structured
assessment of clinicians” perception of the utility of HONOS
ratings. Anecdotal reports by the members of the working
group tended to confirm the statements in other publications
in the field: clinicians are known to have strong opinions
for or against outcome measurement [21]. Worries about
the time required to complete the scales and possible misuse
of the data, fear of management interference, and feelings of
loss of respect for professionalism are well-known barriers to
the implementation of routine outcome measurements [22].
Low enthusiasm for participation by staff is an important
source of poor data quality [23]. Implementation of routine
measurements requires thus more than just training in using
the scale. Clinicians and managers need an explanation of
the purpose of these measurements for different levels
within the organisation. It is essential to maximise support
and produce attractive reports that are easy for clinicians
to understand and help them use the instrument [21]. The
objective of producing good quality data and increasing
clinical utility can be substantially improved by using
methods linked with change management [23].

We assumed that information on HoNOS scores would
provide meaningful information about clinical management
for administrators and clinicians. At this stage, we provide
regular information on HoNOS clinical profiles and out-
comes to senior management for monitoring the clinical
characteristics of patients. However, there is an important
issue about the usefulness of routine outcome measure-
ments in supporting clinical decision-making and quality
improvement processes [24]. Despite the widespread use of
HoNOS and its scientific validation as a routine outcome
measurement tool, its psychometric soundness and its clini-
cal utility for individual treatment planning and day-to-day
clinical management of patients are regularly questioned by
clinicians using the instrument [8, 22, 25, 26]. HONOS does
not provide as detailed information as other scales designed
for assessing specific groups of patients (e.g. specific diagnos-
tic categories), which are more valued by clinicians [11].
However, isolated reports of quality improvement projects
using routine HoNOS assessments for clinical decision-
making exist [27]. In our case, continuing support and
resources will be needed in order to explore innovative ways
of integrating HoNOS into clinical decision-making and
quality improvement projects.

HoNOS was designed to identify health status changes
in populations with various mental health problems. It is
valued by administrators because it allows comparison of
different populations in mental health. The fact that HONOS
profiles differ depending on diagnosis may indicate it could
usefully complement diagnosis in qualifying the severity of
mental illness.

In summary, implementation of HoONOS as a routine
outcome measure in our context was feasible. It is a simple
way to describe patients’ clinical characteristics and out-
comes at an institutional level. Support for staff and regular
data feedback to clinicians are essential to ensure data qual-
ity and underline utility for quality improvement in clinical

SWISS ARCHIVES OF NEUROLOGY AND PSYCHIATRY 2013;164(4):134-44

Original article

services. However, improving the quality and effectiveness
of mental health services is a complex challenge, which
needs to be approached on many levels. Governments and
administrators need reliable and accurate data in order to
plan for future service development and to use existing
resources in ways that are most effective. If clinicians are to
produce good quality data, they need to be convinced that
the use of outcome measurement can improve quality of
care for individual patients.
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Scale T N Mean SD
1 a 188 2.13 1.49
d 0.88 1.07
2 a 188 0.52 1.11
d 0.10 0.54
3 a 160 0.75 1.28
d 0.21 0.76
4 a 184 3.18 1.00
d 3.06 0.83
5 a 184 2.11 1.57
d 1.96 1.52
6 a 169 1.56 1.50
d 0.55 1.00
7 a 175 1.91 1.45
d 1.01 1.13
8 a 147 2.38 1.49
d 1.38 1.38
9 a 172 2.58 1.15
d 1.92 1.26
10 a 162 2.68 1.25
d 2.58 1.24
11 a 150 0.71 1.22
d 0.71 0.95
12 a 141 1.40 1.54
d 0.83 1.27
Total a 191 19.49 7.11
sum 12 d 13.54 6.08
Total a 191 1.87 0.69
mean 12 | d 1.29 0.57
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FO, Organic disorders. Comparison of HONOS scores at admission (a) and discharge (d) and change in score (a—d).

Change in score  Wilcoxon signed-rank test

z P
1.26 -8.55 <0.001
0.43 -4.61 <0.001
0.54 -5.03 <0.001
0.13 -1.45 0.147
0.15 -1.42 0.156
1.01 -7.12 <0.001
0.90 -6.78 <0.001
1.00 -5.88 <0.001
0.66 -5.74 <0.001
0.10 -1.19 0.235
-0.01 -0.11 0.910
0.57 -3.72 <0.001
5.95 -9.24 <0.001
0.58 -9.20 <0.001
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F1, Substance use. Comparison of HONOS scores at admission (a) and discharge (d) and change in score (a—d).

1 a 380 1.12 1.30 0.43 -5.97 <0.001
d 0.69 1.00

2 a 380 0.68 1.23 0.43 -6.21 <0.001
d 0.25 0.75

3 a 375 3.03 1.29 1.55 -12.78 <0.001
d 1.48 1.45

4 a 334 0.85 1.11 0.22 -4.41 <0.001
d 0.63 0.97

5 a 374 0.76 1.21 0.22 -4.19 <0.001
d 0.54 1.01

6 a 373 0.75 1.28 0.33 -6.72 <0.001
d 0.42 0.87

7 a 376 1.90 1.28 0.69 -9.86 <0.001
d 1.21 1.03

8 a 331 1.85 1.46 0.52 -5.82 <0.001
d 1.33 1.26

9 a 355 1.66 1.27 0.43 -6.37 <0.001
d 1.23 1.12

10 a 352 1.26 1.27 0.33 -5.59 <0.001
d 0.93 1.06

11 a 334 1.22 1.54 0.28 -4.32 <0.001
d 0.94 1.42

12 a 345 1.33 1.37 0.38 -5.75 <0.001
d 0.95 1.16

Total a 384 15.52 6.54 5.21 -12.91 <0.001
sum 12 d 10.31 6.32

Total a 384 1.36 0.57 0.48 -13.60 <0.001
mean 12 | d 0.88 0.54

F2, Schizophrenia spectrum disorders. Comparison of HONOS scores at admission (a) and discharge (d) and change in score (a—d).

1 a 462 1.35 1.42 0.82 -11.12 <0.001
d 0.54 0.86

2 a 458 0.54 1.14 0.39 -7.71 <0.001
d 0.15 0.54

3 a 427 0.90 1.39 0.34 -6.11 <0.001
d 0.56 1.11

4 a 398 1.13 1.27 0.22 -3.88 <0.001
d 0.91 1.11

5 a 439 0.85 1.33 0.11 -2.18 0.030
d 0.74 1.25

6 a 446 2.71 1.38 0.98 -12.57 <0.001
d 1.72 1.27

7 a 445 1.62 1.29 0.65 -10.18 <0.001
d 0.97 0.97

8 a 391 1.79 1.60 0.81 -9.27 <0.001
d 0.98 1.17

9 a 439 2.12 1.34 0.47 -7.58 <0.001
d 1.65 1.17

10 a 431 1.62 1.43 0.34 -5.40 <0.001
d 1.29 1.26

11 a 428 1.31 1.52 0.34 -4.91 <0.001
d 0.97 1.32

12 a 415 1.71 1.45 0.34 -4.82 <0.001
d 1.37 1.24

Total a 465 16.58 7.00 5.07 -13.66 <0.001
sum 12 d 11.51 6.62

Total a 465 1.48 0.61 0.49 -14.65 <0.001
mean 12 d 0.98 0.56
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F3, Mood disorders. Comparison of HONOS scores at admission (a) and discharge (d) and change in score (a—d).

1 a 323 0.94 1.32 0.63 -7.85 <0.001
d 0.32 0.70

2 a 324 0.92 1.43 0.69 -7.71 <0.001
d 0.23 0.69

3 a 308 0.77 1.30 0.43 -6.10 <0.001
d 0.34 0.85

4 a 301 0.74 1.14 0.27 -4.64 <0.001
d 0.48 0.87

5 a 315 0.87 1.32 0.11 -2.10 0.036
d 0.76 1.19

6 a 319 0.77 1.35 0.51 -6.67 <0.001
d 0.26 0.72

7 a 322 2.63 1.29 1.06 -11.58 <0.001
d 1.57 1.16

8 a 307 1.81 1.54 0.71 -7.50 <0.001
d 1.09 1.22

9 a 307 1.57 1.34 0.50 -6.68 <0.001
d 1.07 1.09

10 a 303 1.30 1.37 0.43 -5.40 <0.001
d 0.87 1.15

11 a 297 0.64 1.19 0.10 -1.47 0.142
d 0.55 1.01

12 a 287 1.24 1.41 0.26 -3.39 0.001
d 0.98 1.14

Total a 327 13.50 6.56 5.46 -13.02 <0.001
sum 12 d 8.03 5.58

Total a 327 1.20 0.60 0.49 -12.99 <0.001
mean 12 d 0.71 0.49

F4, Anxiety disorders. Comparison of HONOS scores at admission (a) and discharge (d) and change in score (a—d).

1 a 87 1.14 1.36 0.82 -4.92 <0.001
d 0.32 0.67

2 a 87 1.37 1.70 1.08 -4.59 <0.001
d 0.29 0.89

3 a 85 0.94 1.42 0.60 -4.36 <0.001
d 0.34 0.84

4 a 86 0.49 0.92 0.22 -2.41 0.016
d 0.27 0.68

5 a 86 0.65 1.22 0.16 -1.94 0.053
d 0.49 1.04

6 a 85 0.33 0.81 0.21 -2.86 0.004
d 0.12 0.36

7 a 87 2.48 1.12 1.08 -6.02 <0.001
d 1.40 1.06

8 a 84 1.99 1.59 0.80 -4.94 <0.001
d 1.19 1.34

9 a 83 1.58 1.42 0.52 -4.07 <0.001
d 1.06 1.21

10 a 84 1.07 1.28 0.39 -3.16 0.002
d 0.68 1.01

11 a 81 0.86 1.34 0.10 -0.86 0.392
d 0.77 1.18

12 a 82 1.29 1.56 0.40 -2.73 0.006
d 0.89 1.10

Total a 87 13.84 6.26 6.26 -7.13 <0.001
sum 12 d 7.57 5.27

Total a 87 1.18 0.52 0.53 -7.14 <0.001
mean 12 d 0.64 0.44
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F6, Personality disorders. Comparison of HONOS scores at admission (a) and discharge (d) and change in score (a—d).

1 a 169 1.24 1.39 0.53 -4.97 <0.001
d 0.72 1.00

2 a 170 1.57 1.65 1.08 -7.50 <0.001
d 0.49 0.96

3 a 160 1.15 1.59 0.71 -5.54 <0.001
d 0.44 1.04

4 a 164 0.61 1.11 0.19 -2.52 0.012
d 0.42 0.87

5 a 167 0.68 1.22 0.13 -2.05 0.040
d 0.56 1.11

6 a 167 0.44 0.97 0.26 -4.09 <0.001
d 0.18 0.61

7 a 171 2.28 1.18 0.95 -8.12 <0.001
d 1.33 1.08

8 a 159 1.94 1.56 0.44 -3.92 <0.001
d 1.50 1.34

9 a 163 1.76 1.36 0.50 -4.15 <0.001
d 1.26 1.22

10 a 162 1.19 1.31 0.39 -4.19 <0.001
d 0.80 1.08

11 a 163 0.77 1.36 0.17 -2.04 0.042
d 0.61 1.06

12 a 155 1.46 1.44 0.43 -4.18 <0.001
d 1.04 1.27

Total a 173 14.64 7.26 5.57 -9.66 <0.001
sum 12 d 9.06 6.36

Total a 173 1.27 0.64 0.50 -9.59 <0.001
mean 12 d 0.77 0.54

Other diagnoses. Comparison of HONOS scores at admission (a) and discharge (d) and change in score (a—d).

1 a 36 1.53 1.50 0.78 -3.16 0.002
d 0.75 1.27

2 a 36 1.47 1.76 0.97 -3.39 0.001
d 0.50 1.03

3 a 34 0.44 1.05 0.32 -1.71 0.088
d 0.12 0.41

4 a 33 1.82 1.49 0.03 -0.07 0.942
d 1.79 1.52

5 a 34 1.88 1.72 0.18 -1.51 0.132
d 1.71 1.68

6 a 31 0.97 1.56 0.65 -2.64 0.008
d 0.32 0.70

7 a 34 1.32 1.34 0.56 -2.49 0.013
d 0.76 1.10

8 a 32 1.84 1.55 0.44 -1.98 0.048
d 1.41 1.43

9 a 35 1.60 1.56 0.17 -1.06 0.287
d 1.43 1.46

10 a 34 1.53 1.56 0.44 -2.30 0.021
d 1.09 1.36

11 a 35 0.86 1.35 0.31 -1.70 0.088
d 0.54 1.07

12 a 33 1.21 1.45 0.45 -2.04 0.041
d 0.76 1.20

Total a 36 15.53 8.77 5.03 -4.75 <0.001
sum 12 d 10.50 7.38

Total a 36 1.39 0.78 0.45 -4.77 <0.001
mean 12 d 0.95 0.66
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Missing diagnoses. Comparison of HONOS scores at admission (a) and discharge (d) and change in score (a—d).

1 a 74 1.31 1.53 0.93 -4.39 <0.001
d 0.38 0.87

2 a 74 0.69 1.23 0.65 -3.94 <0.001
d 0.04 0.20

3 a 69 1.41 1.77 1.13 -4.44 <0.001
d 0.28 0.80

4 a 70 1.20 1.48 0.27 -2.36 0.019
d 0.93 1.37

5 a 71 0.99 1.44 0.15 -0.97 0.331
d 0.83 1.28

6 a 67 0.78 1.45 0.30 -1.92 0.055
d 0.48 1.08

7 a 67 2.45 1.20 1.09 -5.41 <0.001
d 1.36 1.05

8 a 61 2.05 1.53 0.77 -3.62 <0.001
d 1.28 1.36

9 a 62 2.08 1.33 0.77 -3.81 <0.001
d 1.31 1.21

10 a 66 1.48 1.46 0.47 -2.90 0.004
d 1.02 1.22

11 a 66 1.05 1.50 0.47 -3.17 0.002
d 0.58 1.05

12 a 62 1.39 1.45 0.55 -2.76 0.006
d 0.84 1.15

Total a 74 15.16 6.96 6.88 -6.72 <0.001
sum 12 d 8.28 6.01

Total a 74 1.42 0.71 0.65 -6.74 <0.001
mean 12 | d 0.77 0.58
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