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Women Mentd Hedlth Consumers 01 February 2000
and Their Children Multi-Site Outcome Study Overview

The Case File Extraction Protocol: An Overview

The Case Hle Extraction Protocol (CFEP) was developed to guide researchers in
extracting case file information for a multi-site research project cdled the Women Mentd
Hedth Consumers and ther Children Sudy. This study is part of a five-year program of
research and training activities conducted as part of the Univergty of lllinois at Chicago,
Nationa Research and Training Center on Psychiatric Disability. Data gathered via the CFEP
will be used to evauate the outcomes of mothers with severe mentd illness and their pre-school
aged children (0-6 years) who were served for at least a year in one of four comprehensive
mental hedlth and rehabilitetive programs around the country. The extraction protocol is
designed for use by trained abstracters to collect information, retrospectively, from the case
files of former or current clients of these programs.

Incdlusion Criteria. Files should be extracted if they meet the following study inclusion

criteriac 1) the client began receiving services on or after January 1, 1996; 2) the client was
enrolled in the program for at least one year; and 3) the client had at least one pre-school aged
child enralled in the program with her. The trestment outcomes that are being assessed in this
sudy include custody status, employment and education status, psychiatric hospitdization,
substance abuse status, hedth status of mother and child(ren), legd status, and independent
living satus. Descriptive information, such as marital status, socid support network, living

Stuation, diagnogtic informetion, etc., will be collected, as well.



Use of the Manud. The intent of this manua is to provide guiddines and ingructions

for data extraction usng the Case File Extraction Protocol (CFEP). During the case file
extractor training, you will have gained experience in completing the CFEP, using the manud as
a reference.  Inevitably, issues will arise once the real work begins. The manua has been
designed to be the source to which you turn first when dealing with questions about study
procedures. You often will find within it the answers to your questions about when or how to
complete a CFEP item. In addition, you should document al questions or problems in writing
for discusson with UIC project gaff (Dr. Judith Cook, Study Principa Investigator; Pamea
Seigman, Study Coordinator; or Alexandra Laris, Research Data Andyst), or during the
study's weekly conference cdls.

Organization of the Protocol. The Case File Extraction Protocol (CFEP) consists of

three mgjor sections: the Intake Review, the 6 Month Review, and the 12 Month Review. In
the Intake Review section, questions refer to the study intake date (plus or minus 2 weeks), as
well as adefined period of time prior to enrolling in the program, (i.e., 6 months prior to intake).
The 6 Month Review covers two specific times 1) the time point a 6 months after intake,
with a 2 week window of time on either side of the date; and 2) the time interval between
intake and 6 months (congsting of the time period from 2 weeks after intake to 2 weeks before
the 6 month anniversary date).  Similarly, the 12 Month Review covers two time periods. 1)
information at the 12 month post-intake date, again with a 2 week window of time on ether
sde of the date, and 2) the time between 6 and 12 month anniversaries, (consgting of the time
from 2 weeks after the 6 month date until 2 weeks before the 12 month date).

Setting the Time Frame. It is criticaly important that the study time frame be gpplied

accurately and consistently both within and across sites. Since charts vary considerably from
program to program, dl extractors mugt use identica criteria when deciding on each research

subject'sstudy time line. Thisis likely to be complicated by the fact that many charts will be



poorly organized and not clearly dated, and some will contain information from time periods
beyond the firg year of service ddivery. On the following page is a diagram which provides a
visud representation of the time line you should have dearly fixed in your mind before beginning
to extract information from any particular casefile. There are 6 time segments to keep in mind.
Firg, the Program Intake Date (marked A on the time line) is the date at which the program
formadly accepted the woman and her child(ren) as dients. Because some program admit a
woman into a program and then do not begin providing services for a period of time, the
Program Intake Date may or may not differ from the Study Intake Date you apply in your
abstraction time line for a particular case. (You will learn more about this later in the manud).
Second, the Study Intake Date isatime point a which regular services were initiated for the
woman and her child(ren) on an ongoing basis, you may collect information for this time point
from 2 weeks before the Study Intake Date through 2 weeks after the Study Intake Date
(marked B,C,D on thetimeline). Third, the Intake to 6-month Interval isthe period of time
from 2 weeks after the Intake Date to 2 weeks before the 6 M onth Date (between D and E
on the time ling). Fourth, the 6 Month Date is a time point exactly 6 months after the Study
Intake Date, with a time period which encompasses 2 weeks before and 2 weeks after the
date itdf (E,F,G on the time ling). Fifth, the 6 Month to 12 Month Interval includes the
period of time gtretching from 2 weeks after the actual 6 Month Date to 2 weeks before the
actual 12 Month Date, (between G and H onthetimeline). Fndly, the 12 Month Date isa
time point exactly 6 months after the Six Month Date; you can gather information pertaining to
this date for a time period beginning 2 weeks before the actual 12 month date and ending 2
weeks after. Thus, the abstraction time line consist of 3 time points (intake, 6-month, 12-
month) and two intervals (intake-to-6-month, and 6-month-to-12-month). It is criticaly
important that abstractors understand how these dates are defined and how to establish them

accurately and consgtently for every protocol that is abstracted. To assist you in this process



the time line will be part of each protocol, and you will set the time line only after you have

read through the file once and befor e beginning to record any informetion in the CFEP.



TimeLine
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General Instructionsfor Completing the
Case File Extraction Protocol

Familiarizing Yourself with the CFEP

Prior to darting case file extractions a your ste, you should become very familiar with the
CFEP and with this Documentation Manual. In addition to the work you do with the CFEP and
manud during the Extractor Training in Chicago, you should read both documents over severa times
before attempting your firgt case file extraction. In particular, pay close atention to the way in which
the Extraction Protocol is organized and color-coded for the three different time periods. intake, 6
month and 12 month. It will be especialy helpful for you to be familiar with the different sets of
information that are called-for (e.g., Income, Household Composition, Background on Children) and
where they are located within each section of the protocol.

Getting Started with Each Case File

Once you are ready to begin extracting a particular case file, you should read the file in its
entirety before beginning to complete the CFEP. Be sure to read all of the progress notes which
often contain rdlevant information. While an agency's summary forms (e.g., intake form, saffing
reports) may be ussful in your abgtraction, often it is the progress notes that contain the most
pertinent and useful information.  In order to establish chronological order, it will be necessary for
you to organize the case file in sequentia order, starting with the agency's officid date of intake
(note: establishing the study intake date is discussed in the section on Intake Review). Use the
colored tabs, with colors matched to the different protocol time frames, to mark the dates of
information that appears in the file. By fallowing this method you will avoid disrupting the chart and
creeting problems for the agency that is dlowing you access to the information. While this step may
seem time consuming, preparing the chart in this manner will save you time in the end and will yidd

more consistent and accurate data



Protocol Completion

Following is a generd list of things to keep in mind while completing the CFEP. Firs, be
sure to use black ink only and print legibly, as your handwriting will have to be read and
understood by others, induding the UIC project saff back in Chicago. When checking boxes, be
sure to check one box only and take care to make it clear which box you are marking (i.e., don't
let your checks span 2 boxes). Third, make sure to avoid recording the same piece of information
in more than one place unless the information being recorded actualy occurred at more than one
time point (e.g., the woman held ajob that spanned the entire time ling). Fourth, please be specific
by providing as much information as possible to darify anything you report on the CFEP, especidly
any unusud or confusng Stuations. Fifth, if thereis not adequate space on the CFEP for the amount
of information you wish to record, add details in the margins or on the back of the page.
Remember, if you do write on the back of a page, mark the page clearly with an asterisk so
that you remember to copy both sides before sending it to UIC. Sixth, if you have any coding
guestions or concerns, read this Documentation Manual first, then contact the staff at
UIC/NRTC for darification and feedback. Seventh, dways copy and send the original CFEP to
project gaff at UIC, reserving acomplete and legible copy for your filesin case the origind is lost
in the mal. Eighth and very important, always send your original CFEP via Fed-Ex with a
recipient signature required. You will be supplied with Fed-Ex mailing labels and a project
account number and trained in how to forward the materias safely and confidentidly.

Dealing with Discrepanciesin the Case File

One of the chdlenges in conducting chart review studies is to establish consgtency in the
manner in which information is gathered and contradictions in the chart are resolved. For example, a
client’s racid/ethnic group may be recorded as African American on one form and as Hispanic in
another section of the chart. Should you come across a Smilar Situation, dways search thoroughly

through the chart before you come to a conclusion, since relevant information may appear in more



than one section of a casefile. If you are unable to confirm information after searching through other
areas of the chart, you may check with the program gaff to see if they can provide clarification. In
the example above, the extractor could ask the staff if anyone knew the dlient's race/ethnicity. If the
discrepancy is preventing you from moving forward, cal project staff at UIC to discuss the matter.
If the problem is not urgent, the discrepant matter should be raised during the study's weekly
conference call, discussed further in alater section of the manud.

Missing | nformation

Remember that dient case files are not inherently prepared for the purposes of extraction of
research information. Typicaly, the file is used for Medicaid or other insurance reimbursement or
for storage of agency forms and progress notes. Be aware that much of the information requested
by the CFEP may be missng from afile. The danger of employing case file extractions as aresearch
methodology is the large amount of missng data which can result.  This leads, in turn, to the
temptation to "read too much into" case file information. 'Y ou should be gppropriately conservetive
about supplying information about which you are unsure.  If you doubt the veracity of anything you
record you should note this in the margins of the CFEP and explain why. Try to think of creative
ways to obtain missng data or verify information accuracy when there are discrepancies (i.e, ask a
staff member or seek additiona documents). Prior to making use of additionad methods, however,
we ask that you obtain feedback about your plans from project staff at UIC.
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Section I;

Intake Review

As mentioned earlier, you should begin by reading the file in its entirety, marking pages with
colored tabs to help you code the file chronologically. Once you have done this and are ready to
compete the Intake Review section of the CFEP, you should record your full name in the space
provided for "abstracter’s name,” the client's ID number, the date on which the chart review took
place, and the dates of the abstraction time line for that file. The time line (described earlier) refers
to the spedific dates of study time points and study intervals. Make sure you understand the
indructions for setting the time line before trying to abgtract thefile. Assgn a consecutive number to
each case file you abdract, starting with 001 and preceded by your ste code (Invisble Children
Project=1, Thresholds Mothers Project=2, Center for Menta Hedth=3, and Parent Infant
Program=4). You will need to keep a running list of the ID numbers and the corresponding names
of the dients whose files you have abdracted. Since this lig will contain highly confidentid
information, it must be kept in a locked file cabinet at the agency where you do your work. Do not
leave the lig where others can see it or will have access to it. This will come in handy should it be
necessary for you to refer back to the case file 1t will dso help to ensure that you do not use the
same ID# for 2 dients. Before beginning the review of a new chart, log the name of the
client on your list and assign this individual the next sequential ID#. Only after
completing this step should you continue with the I ntake Review.

“Intake’ refers to thetime at which the dient officdly entered the program. It is crucid for
you to establish the intake date prior to garting the extraction process. Y ou need to be aware
that the intake date recorded in the file may not be reflective of when service ddivery actudly started

for a particular dlient. Often, a lapse in service may occur after the intake process. For the study
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purposes, the intake date listed in the chart is to be employed only if the intake processis followed
by ongoing services (i.e., at least weekly) to the dient in person (i.e., not on the phone) within one
month after the recorded intake date. A gap of 1 month is acceptable. If the gap extends past 1
month, consult with project Staff about how to set the filés time line If the actual intake dateis
undeterminable, but you can determine the month and year, you should record the first day
of the month asthe intake date.

As mentioned previoudy, Section | of the CFEP, the Intake Review, concentrates on dient
information as of the Intake date, plus or minus 2 weeks (B-D in the time line shown at the beginning
of the manud). Ina few cases, this section aso includes some questions about time periods prior to
intake (6 months before intake, at any time in dient's life before intake). The Intake Review is
comprised of 19 sub-sections. The following summary provides descriptions and ingtructions for

completing each section.

Background Information: This section contains items requesting general demographic
features of the dient, such as date of birth, ethnicity, marital status, education, employment status,
income, and insurance coverage. For ethnicity, if the client is biracid or multi-racid, record the
information in the space dlocated for “other”. For marital status, if the client was single (never
married) and living with partner (unmarried), mark 6 - living with partner. In the education section,
aside from inquiring about education levd, information regarding classes the dient may have been
enrolled in is asked about, as wdl. Question 5 asks if the client was enrolled in any academic
classes, which is sdf-explanatory. Question 5b asksiif the dient had enrolled in any non-academic
classes. Non-academic classes refer to structured classes which may have been program-
based, such as classes pertaining to pharmacology, parenting skills, money management,
or psycho-social education. Itisimportant to make surethesearein fact structured classes
as opposed to support groups. The goal of this question isto capture education received by

the client within the service of treatment.
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For the income section, question 10 asks for the “total monthly income’. Make sure that this
total equas the amounts that are listed for items 9a through 9g (sources of income).

Housing and Household Composition: This section covers where and with whom the

dient lives as wel as any episodes of homeessness. It begins by asking for information about
whether the dient had a regular place to live at intake. For purposes of this project, a “regular”
place to live is defined as a place where the client spends at least 5 out of 7 nights per week.
Quedtions 15-16 ask about the dient’s living Stuation at intake. You should check only one
response for this question. Remember, living in a shelter is equivalent to being homeless. The
next question, (#17), didits information on whether the dient had ever been homeless at the time of
intake. By homeless, we mean that the client had nowhereto stay for at least onenight. If
the response to question 17 is*yes’, you will go to the following items regarding the number of nights
the client was homelessin her lifetime. These questions are then re-phrased to record homel essness
in the 6 months prior to intake. The last question in this section asks about the people with whom
the dient was living at the time of intake. You are instructed to check al categories of people that
aoply, as wdl as provide a number for some of the categories (e.g., number of children). Also, for
some of the responses, you will notice sub-categories in parentheses (e.g., for children, they could
be birth, adopted, or step). Underline the appropriate category, if one applies.

Background on Children: This section dicits the number of children born to the client as

wdl as the gender and age of each child, and indudes questions rdated to child(ren)’s living
gtuation, custody issues, and involuntary remova of children from the home. For the question that
icitsinformation on the number of children ever born to the dient (Q.22), in addition to the number
of live children, include any children who were deceased before intake.

Y ou will notice that each child (currently living) is assigned a number (child #1-#6) . If dient
has more than 6 children, record information for the additiond children on the backside of the page
usng the same format (and remember to put an asterisk on the front of the page). Child #1 refers
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to the oldest child, child #2 refersto the second oldest, and so on. Consstency is crucia when

referring to the children from this section onward.

Tip: Using a separ ate sheet of paper, record children’s names and their corresponding
#s. For example, John (oldest) = child #1; Kathy (second oldest) = child #2. When you

seereferencesto Kathy in the casefilethat arerelevant to particular questions, refer to

your list of children and record theinformation in the space allocated for child #2.

Item 22b inquires about which of the client’s children were enrolled in the program with her
and the dates in which each child was enrolled. For study purposes, it is necessary for at least one
of the client’s children to have been receiving services during the time period in which the mother
was enrolled in the program. 1t is acceptable if the child began receiving services up to 6
months after the mother’s intake date. However, if the child’s intake date is more than 6
months after the mother’s, the chart will not be eligible for the study.

Items 23 through 36a condtitute a series of questions asking about four types of Stuations. 1)
when the dient does not have parentd rights of her child(ren); 2) when the client does not have legd
custody of her child(ren); 3) when the child(ren) was removed from client’s care; and 4) when an
informd care taking arrangement was in place for client’s child(ren). It is important not to confuse
the second and third kinds of Stuations. Custody loss should only be recorded if the parent's
custody was terminated by the court system in officid legal proceedings. Question 27 asks with
whom the dient’' s children were living, if not with the client, at the time of intake. The responses for
this question are in terms of the child’s rdaionship to the individua(s) with whom she was living
(e.g., grandmother, foster parent). The following question asks, for each child who lived away from
the parent, when this occurred. In responding to item 28, you should record the dates (or length of
time if only that is available) and any other information available, such as the days of the week (e.g.,
the child may have lived with the mother on weekends but spent weekdays with another individua
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such as a grandparent or aunt). This section continues with items regarding the ressons any
child(ren) were nat living with the client. Check dl of the reasons that apply for al of the children, if
more than one child was not residing with the dient. Question 30 asks how many days the child had
not lived with the respondent at the intake date. Item 32 asks for the frequency with which the
dient had contact with each of her children at intake, regardiess of the child(ren)'s residentia or
custody status. Keep in mind that, even though a mother may have lost custody of a child, she il
may have contact with that child. Items 33 through 36 repest the series of questions regarding the 4
types of custody Stuations (i.e., loss of parental rights, custody, remova of children, informa care
taking arrangement) in terms of the period of time beforeintake. Findly, item 36a asks whether the
Department of Family Services was monitoring the client and her children while children in the care
of the client before intake.

Social Support: This section concentrates on the client’s socia support network,

conggting of family and/or friends, at the time of intake. You are first ingtructed to indicate whether
or not the dient has contact with relatives at intake and, if so, how often, usng the frequency codes
used initem 37a. Be sure to ligt only the individuals relaionship to the client but be very specific
(eg., "maernd grandmother” rather than "grandmother). Do not record the names of the
individuals who comprise the socid support network of the client, as this would be a breech of
confidentiality. Items then ask about support from the women's friends, neighbors, and significant
others, as wel as whether or not they were involved in the program intake process. If client has a
supportive boyfriend/girlfriend, he/she should be recorded in this section (g. 39). Findly, item 40
asks whom the client listed as a person to contact in an emergency by noting their relationship to the
cient. Again, please be very specific, if possible, in what you record (e.g., "maternad aunt” rather
than aunt).

Legal History: The information collected in the legd history section centers on the dlient’s
involvement with the crimind justice system prior to and at the intake time point. More specificdly,
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the items inquire about any previoudy charged offenses, convictions, and the time period of
incarceration(s), as well as probation/parole. If the client had more than 3 offenses reported in the
chart, record information on additional offenses on the back side of the page usng the same format
(and remembering to put an asterisk on the front of the page).

Substance Use:  This segment of the Intake Review focuses on whether the client used

any drugs and/or acohoal in the past and/or at intake, and if so, which specific substances were used.
We areinterested in any type of “use’” mentioned in the chart at thetime of intake. This section dso
focuses on substance use among others living with the dient and her child(ren). In addition, we are
interested in knowing whether the client’s children were exposed to someone other than the client
who had been abusing alcohol or street drugs.

Diagnosis. In this section, you will be recording whatever information about the client's
DSM-IV diagnoss on Axes |-V at the time of intake is summarized in the chart. You should
record the date of the diagnosis, diagnogtic code, as wdl as the corresponding DSM-IV name for
each numerica code, as they appear in the case file. Axis | reports clinica disorders, such as
schizophrenia, mood and anxiety disorders; Axis |l isused to denote personality disorders, induding
obsessive-compulsive personality and borderline persondity disorders and mentd retardation; Axis
111 should be used to report generd medica conditions that may be relevant to managing the dient’s
mental disorder; Axis IV is used to account for psychosocia and environmenta problems. Unlike
Axes I-111, Axis IV contains a check lig of problemsthat, if checked, require specification. Axis V
is for reporting the results of the Globa Assessment of Functioning Scae (GAF, sometimes known
asthe GAS). The GAF Scale assessesthe client’soverdl leved of functioning. Y ou are ingtructed to
record the dient’s score in the dlocated space. Only record the GAF score if it is reflective of a
recent adminigtration.

Other codes, known as “V” codes, are commonly used in conjunction with the DSM-IV

codes to report on problems such as those related to abuse or neglect, reationships, noncompliance
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with trestment, bereavement, and acculturation. A “V” code dso is noted when no diagnosis or
condition is present on a particular axis. During your abstractor training you will have received
detailed information on how to code this section of the CFEP, so be sure to refer back to your notes

from the training frequently, to refresh your memory and clarify coding procedures.

Remember: You should try to record the diagnostic information exactly asit is

gpecified in the chart. You do not need to ascertain codesor DSM-1V namesif they are

not supplied in thefile. Also, besuretorecord all information related to V codes.

Psychiatric Medication: This section of the CFEP addresses whether the client was

taking any psychotropic medications before intake and whether the program staff prescribed any
psychotropic medications at intake, and if so, which ones. Be aware that we are asking about
psychiatric medication only, in thissection. If you are not sure whether or not a medication named
in the chart is a psychotropic drug, record it anyway and put a question mark next to it with an
explanation. The last item asks about the client’s medication compliance at the intake time point.

| npatient History: This section covers inpatient hospitdizations the dient may have had

prior to intake into the program. Specificdly, this information includes the total number of
hospitdizations in the client’s lifetime, as wdll as the name of the hospital, admission and discharge
dates, and reason for admisson. For reason for admisson, indicate whether the hospitalization was
for medica or psychiatric reasons. This information is to be collected for each hospitaization,
garting with the most recent admisson. If the client had experienced more than 10 hospitdizations,
record the information for additiona inpatient hospitalizations on the back of the page (with an

agterisk on the front).

Family History: These questions inquire about whether the client’s family has a history of
psychiaric disorders and/or substance abuse. If there is a family higory of mentd illness or
substance abuse, you should check &l of the family relationship categories that apply and record
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each diagnogs or a description of the family member's mental hedlth problem, if present in the chart.
If any of the categories of family members include more than one person, please indicate the number
of persons in that category (i.e., for the categories of “shling” and “grandparents,” if the client has
more than one redive in these categories with psychiatric disorders or problems, record the
number and their individua diagnoses or problem descriptions).

Traumatic Events: In this section, the questions pertain to sexua/physica abuse, neglect,

and emotiona/verba abuse of the dient and/or her children. Fird, the questions inquire about
childhood abuse/neglect of the client, aswell as adult abuse of the dient prior to intake. Then, they
ask about abuse/neglect inflicted upon the client’s children prior to intake. The same questions
regarding abuse are then asked about the dient and her child(ren) in reference to the intake time
point (plusor minus 2 weeks).

Diagnostic Information: Here, you will gather information on different developmenta

problems the dient may have had, such as low intdligence, head injury, seizures, vison and hearing
impairment, and/or speech/language impairment, if any of the problems listed are mentioned in the
client’s chart at the time of intake. If there is no mention of a problem in the case file, be sure to
check the box for “no”. Do not skip any of the questions.

Medical: This section of the protocol dicits information on “active’ medica problems that
the dient may have had at the time of intake. “Active’” implies a medica problem that was
unresolved at the intake time point. This is in reference to medica problems only; do not include
problems related to metd illness.

Developmental: Inthis section, information about the client's psychiatric symptoms during,

before, and after pregnancy, and any medications she may have taken during pregnancy are
recorded. For medications taken during pregnancy, you should include both any street drugs and
any prescribed medications that the client took while she was pregnant.
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Child(ren)’s Health: Information about child(ren)’'s physcd and menta hedth are

recorded in this section. Additionaly, information is requested for children’'s hospitdizations
(induding genera and psychiatric) prior to intake and any medications taken at the time of intake.
Also requested is information on child care and educationd datus for each child. Again, if the dient
has more than sx children, record the information for additiona children on the back side of the
page. Remember torefer to your list of children in order to maintain consistency.

Services. Inthis short section, the questions didt information regarding child care services
dient may have been recelving at inteke. There are 3 types of services on which you will be
collecting informetion. The firg type of service pertains to homemeaker/child care assstance and
refers to someone who assists the mother in caring for her child(ren) and teaches her parenting kills
in the process. The second service refers to respite care. Respite services are generaly temporary
and involve someone from the agency caring for the children in an emergency/dresstul Stuation while
the mother is out of the home. The third type of service is babysitting services. Babystting services
must be arranged for by the agency for non-emergency purposes.

Treatment Plan: If avaldble in the case file, you will collect information from the dient’s

trestment plan about treatment gods and the specific plans outlined to help the client achieve these
gods. Often these are formulated with the client at intake or soon after but they may not appear in
the chart until a later date. If so, code this as missing for the Intake Review section of the CFRP.
ThisisVERY important information, as sgnificant progress can only be noted if gppropriate detail is
recorded by the abstractor.

Firdt, record whether there was evidence in the chart that program staff had educated the
dient about the nature of her illness within one month following intake. If there is no evidence of this
in the chart, be sure to check “NO”. Then, you will list and number dl trestment gods identified in

the client's treetment plan in the chart.
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Note If information about the Treatment Plan isdated morethan 1 month after intake,

you should includeit in the 6 Month Review section of the protocol, NOT in the Intake

Review section.

When liging the gods you also are asked to provide a description of the treatment plan for that goa
(i.e, the steps involved in attempting to achieve the stated goa ). Some agency's treatment plans
may be organized or stated dightly differently than the format used in the CFEP, so you should
check with project saff a UIC if you are unsure about trestment plans or goals.
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Section Il;

6 Month Review

The 6 Month Review includes many of the same sub-sections that comprise the Intake
Review. This section of the protocol gathers information pertaining to two reference points. Oneiis
the intake-to-6-month time interval and covers events that may have occurred at any time from 2
weeks after the intake date until 2 weeks before the 6 month date (between D and E on thetime
frame described earlier in the manual). Be sure to have competed the CFEP time line before
completing this section.  The second reference point is to the date six months after intake plus or
minus 2 weeks (F on the time frame). We incorporate a 2 week window of time to account for
information in the client’s chart that may be recorded as occurring near but not exactly on the 6
month date. The goa for this section is two-fold. Firdst, you are recording information about
outcomes that occurred at (or very near to) the 6 month anniversary date of intake. Second, you
are obtaining information about experiences and outcomes that occurred in the interva between the
intake and 6 month time point. Be sure you are clear about the dates that define both the time point
and the interval, before you complete this section. It is quite possible that, while you are
searching for information related to the 6 Month Review, you will discover information pertinent to
the Intake Review section. If thisisthe case, be sure to refer back to the Intake Review and make
necessary changes, additions, or darificationsto earlier information.

Backaground Information: The first question asks about the client’'s marital atus. If it

has changed at dl since intake, you should record the status as of the 6 month date as well as any
change in gtatus that occurred during the intake-to-six month interval, but has ended by the six month
time point. For example, a client who was "single’ a intake may have begun and ended a "living

with partner, unmarried” reaionship during theinterval, and be back to "single”’ status at the 6 month
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time point. Be sure not to miss this and any other changes in maritd status that clients may
experience between time points. The next series of questions relates to the client's educationa
experiences and datus between intake and 6 months and a the six months time point (enrollment in
classes, earning anew degree). Question 2 asks if the dient was enrolled in any academic classes,
which is sdlf-explanatory. Question 3 asks if the dient had enrolled in any non-academic classes.
Non-academic classes refer to structured classes which may have been program-based,
such as classes pertaining to pharmacology, parenting skills, money management, or
psycho-social education. Itisimportant to make surethesearein fact structured classes as
opposed to support groups. The goal of this question is to capture education received by
the client within the service of treatment.

Next, information regarding employment datus is requested. First, you will need to
determine the client’s employment gatus at the 6 month date (plus or minus 2 weeks).  If the dient
was working, you should record a very detailed description about the woman's job, if available.
Getting as detailed a job description as possible is important because UIC staff will be coding job
decriptions into the U.S. Department of Labor's Dictionary of Occupational Titles categories,
requiring knowledge of job title, job tasks, qudifications, and responsibilities. You aso will record
the number of hours worked in a typica week, and the client's hourly sdlary. The next series of
guestions ask for information about employment during the intake-to-six-month time intervd. If the
client held more than 3 different jobs between time points, record information for additiona positions
on the back of the page (with an asterisk on the front).

Information about income is asked for next. You are asked to record the monthly income
the dient was receving at this time point. As you did with the Intake Review, make sure the “tota
monthly income’ correponds to the sum of items 11a-11g.

Housing/Household Composition: The first portion of this section assesses the client’s

housng Stuation. You are asked to categorize the nature of the client’s residence as of the 6 month
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date (plusor minus 2 weeks). The next question asks whether the client had been homeless a any
point during the intake-to-six-month interval, and, if so, for how many nights during this time period.

The next item asks about the quality of the client’s housing as assessed by program staff. If program
daff ascertained conditions of the client’s housing and recorded information between the intake date
and 6 month time point, you will complete the next section related to qudity of housing. The last
question asks about household composition. Y ou should record informetion about dl of the people

living with the client at the 6 month date (plus or minus 2 weeks).

Background on Children: This section begins by asking whether the dient was pregnant
at the 6 month date (plus or minus 2 weeks). It then asksiif the client had given birth since the intake
date. If so, you are asked to record information about the client’'s newborn(s). The next set of items
inquire about the client’s psychiaric status during her pregnancy between intake and the 6 month
time point, and whether she had been taking any medications or street drugs during this time.
Following this are a series of questions are a set of items addressing custody status at the 6 month
date (plus or minus 2 weeks). Custody issues are then addressed in reference to the period between
2 weeks post intake and 2 weeks before the 6 month date. Use the list of children and
corresponding number sto keep information consistent.

Social Support: The items in this sub-section inquire about the client’s socid support

network. Firg, the questions are framed in terms of the 6 month time point, after which they are
repeated usng the intake-to-six-month intervad. This is done to enable us to assess whether the
support network had changed at dl between time points. You are ingructed to only record the
relationships of the individuds to the client. Again, do not record any names of any individuals

mentioned in the client’sfile. Legal History: Inthissection, you

record any involvement of the dient with the crimind justice system between intake and the 6 month
time point. You should record any dates of arrest, charged offenses, whether the client was

convicted and, if so, the time period of the incarceration. If the client has had more than 3 arrests,
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record this information on the back of the page. Also of interest is whether the client was on
parole/probation at any time between the intake and 6 month date.

Substance Use:  The items in this section pertain to substance use of the client, and of

others living with client, at the 6 month date (plus or minus 2 weeks). In order to capture any
substance use that may have occurred prior to the 6 month date, this series of questions is repeated
for the period between 2 weeks post intake and 2 weeks before the 6 month date.

Diagnosis: Here, we are interested in knowing whether there was any change in the
dient’s diagnosis since the intake date. If the diagnosis had changed, you should record the
diagnoss ligted in the chart as of the 6 month date, following indructions provided earlier in the
Intake Review section of this manudl.

Psychiatric Medication: In this section, the questions didt information concerning any

prescribed medication used by the dient at the 6 month date (plus or minus 2 weeks). You should
record dl prescribed medication, including psychotropics, that the dient was teking at the 6 month
date. Theitems are then repeated asking about medications prescribed for the time period between
the 2 weeks post intake and the 2 weeks before the 6 month date. Agan, if you are unsure
about whether a medication was prescribed for psychiatric reasons record, its name dong with a
question mark and an explanation.

| npatient Hospitalizations: Begin this section by recording the number of hospitalizations

(for either medicd or psychiatric reasons) that occurred during the intake-to-six-month time interva
AND induding any hospitalizations that were occurring at the intake time point or the six
month time point. For this intervd, starting with the most recent hospitdization, indicate the
hospitd, date of admisson, date of discharge, and reason for hospitdization as either medica or
mental hedth-related. Please note that, unlike other parts of the CFEP, this time frame for
this question is inclusive of the intake time point all the way through to the 6 month time

point. Y ou should be sure to incdlude any hospitdizations that may have occurred at the intake time
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or a the 6 month date (plus 2 weeks). If more than 10 hospitdizations occurred, record additiona

information on the backside of the page.

Traumatic Events.  This section captures information on physca/sexua abuse and

neglect/emationa abuse experienced by the client and her child(ren). The questions are phrased first
in terms of occurrences at the 6 month date (plus or minus 2 weeks), and then repeated to inquire
about any occurrences during the intake-to-six-month time interval.

Diagnostic Information: Here, record whether there was any mention in the dients chart

of developmentd problems (e.g., mentd retardation) or disabilities (e.g., hearing impairment) in the
period of time gnceintake. Asin the Intake Review, you must check “yes’ if there is mention of any
of the listed problems, and “no” if there is no evidence in the chart, making sure to provide responses
to all items.

Medical: |If medicd problems are identified in the client’s file between the 2 weeks post
intake and the 2 weeks before the 6 month date, describe the problems in detall on the review form.
If any medica problems were identified, the next question asks, if a the 6 month date (plus or minus
2 weeks), any of the medical problems were unresolved.

Child(ren)’s Health: In this section, for each child (remember to refer to the list of

children and their corresponding numbers used in the Intake Review), you should indicate
whether any medicd problems existed between the intake and 6 month time point. If the response
isyes, you should then provide a description of the problem for each child. The next question asks,
for each child, if any of the medical problems persisted at the 6 month date. The following item
reguests information on hospitdizations for the children between the 2 weeks post intake and the 2
weeks before the 6 month date. Y ou should record hospitalizations for psychiatric and physical
problems, and then describe the mentd hedlth of each of the client’s children. Be sure to record all
relevant information, such as diagnoses, symptoms, behaviora problems, etc.  Also in this sub-

section, record detailed information on dl medications (including psychotropics) prescribed for each
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child at the 6 month date (plus or minus 2 weeks). The next item requests the same information
based on the period between the 2 weeks post intake and the 2 weeks before the 6 month time
point.

Services. Asin the intake section, you will record information on the 3 types of child care
assistance received by the dient at 6 months and for the interval between the 2 weeks post intake
and the 2 weeks before the 6 month time point. The 3 types of assstance are described in the
“sarvices’ sub-section in the Intake portion of the manud.

Treatment Plan: The last sub-section of the 6 month Review concentrates on the client's

Trestment Plan. If gods were identified from the Plan in the Intake Review, those goals should be
liged initem #122, dong with their corresponding god number (assigned by the extractor during the
Intake Review) and indicate the level of attainment of al numbered gods. Rate each goal in terms of
achievement by the dient, usng the atanment scale: fully attained, partidly atained, not a dl
ataned. You should be conservative when rating the goals. Also, be sure to add a brief
explanation for each raing you provide. If you are ungble to ascertain the level of attainment of a
god because of inadequate information in the chart, please indicate this next to the particular god. If
there was no Treatment Plan abgtracted from the client's file within the first month after intake (during
the Intake Review), these items are not gpplicable and should be It blank. Item 123 asks for any
"new" Treatment Plan gods, where "new" is defined as ether gods added to the origind Trestment
Plan developed at intake or gods from a Treatment Plan developed some time in the intake-to-Six-
month interval. Describe and number each "new" god in item 123 and then describe the plans to
hdp the dient reach each godl in the following section, if that information is available form the case
file. In mogt cases, the Treatment Plan god's should be identified by the client's 6 month anniversary
but, if they Hill are not named, this section aso is not applicable and should be Ieft blank.
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Section Il1;
12 Month Review

The 12 Month Review isidentica to the 6 Month Review, except that questions are framed
around the 12 month time point (the date exactly 12 months after intake, plus or minus 2 weeks) and
the interva of time between the 6 month date and 12 month time points (i.e., 2 weeks after the 6
month date to 2 weeks before the 12 month date). The same ingructions and guiddines outlined in
the 6 month Review apply to the 12 month Review. To recap, in this section the time point is two
weeks before and after the client's twelve month anniversary and the time interval is two weeks
after the 6 month time point to 2 weeks before the 12 month date. For clarification about recording
information in the 12 Month Review, you should refer back to the corresponding sections of the 6
Month Review. As before, when completing the 12 month review, you may discover information
which supplements (or even contradicts) information recorded about earlier time points or their
intervas. If so, be sure to return to earlier sections of the CFEP and add or correct information (or
note conflicting information if you are unable to resolve the discrepancy).

Y ou will notice two additiond questions at the end of the protocol. For question 125, you
will rate the accuracy, in your opinion, of the information recorded in the CFEP. Using a scde from
1-10, with 1 being not at dl accurate and 10 being extremely accurate, select a value that comes
closesto your perception of the levd of accuracy reflected in the CFEP. Make sure you indicatein
the margins on the form which specific information was unreliable. For question 126, you will record
any additiona information you fed we should know about the dient and her child(ren) that was not
captured by any of the questionsin the CFEP.

Section IV

Conclusion
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This documentation manua has been designed to provide guidance to researchers engaged
in a case file abstraction process for a research study. Thus, an attempt has been made to be as
detailed and as comprehensive as possible. However, while many potentid Stuations and problems
are addressed in the manud, there are other possible coding and extraction dilemmas that are not
covered. These are most appropriately raised and discussed among the study's extractors and UIC
project daff on a regular bass. This fact points to the importance of the study's weekly
teleconference cdl, laging for one hour. These cdls, which are mandatory, are attended by dl
extractors, project Saff a UIC, and program Site representatives who wish to participate. Topics of
the cdls include abstraction difficulties, development and adoption of decision rules, and resolving
logidicd problems. These calls are an important way to develop a common set of procedures and
standards that will enhance study rigor and the value of the information that is collected. Remember,
however, that any difficulties which prevent you from moving on with your work should be reported
immediatdy to the UIC project daff in Chicago. In these cases, you should not wait until the
weekly study conference call before seeking clarification. However, even &fter the problem has
been resolved, it may be helpful to the other abstractors to bring it up and discuss it so that other
gtes are aware of how it was handled.

In conclusion, the extraction of case files can be a difficult and time consuming process, as
you no doubt redize after reading this manua and becoming familiar with the dient records at your
agency. However, the benefits of obtaining the information about program process and effectiveness
are many, epecidly for this tremendoudy underserved group of families. Hopefully, the informetion
you gather will be used by programs and service designers around the country, to improve and
replicate programs that are effective in improving outcomes for women menta health consumers,

their children, and families.
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