
Soc Psychiatry Psychiatr Epidemiol (1996) 31:55-69 �9 Springer-Verlag 1996 

N. Sartorius �9 A.Janca 

Psychiatric assessment instruments developed 
by the World Health Organization 

Accepted: 27 April 1995 

Abstract  Over the past 30 years the World Health Or- 
ganization (WHO) has produced a number of assess- 
ment instruments intended for national and cross-cul- 
tural psychiatric research. WHO instruments have been 
tested and used in many collaborative studies involving 
more than 100 centres in different parts of the world. 
This article reviews the main WHO instruments for the 
assessment of (a) psychopathology; (b) disability, quality 
of life and satisfaction, (c) services, and (d) environment, 
and risks to mental health. The principles used in the de- 
velopment of WHO instruments, their translation and 
their use across cultures and settings are discussed. 

The World Health Organization (WHO) occupies a un- 
ique position in the field of health care and represents 
a neutral platform that can be used to bring about inter- 
national collaboration in research. Over the years WHO 
has gained experience in the management of interna- 
tional collaborative research projects and has produced 
reliable methods for their conduct in different cultures 
and settings (Sartorius 1989). 

The development of cross-culturally applicable and 
reliable methods for the assessment of problems related 
to mental health has been one of the major activities in 
the WHO Mental Health Programme. Many of these 
methods have been described in scientific publications, 
released for general use and applied in various research 
projects worldwide (Sartorius 1993). This article out- 
lines the basic characteristics of the main instruments 
produced and used in the studies coordinated by the 
WHO Mental Health Programme. ~ The specific charac- 
teristics of the instruments described - such as their for- 
mat, area of assessment, main users, training require- 
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ments and available translations - are summarized in 
Tables 1-4. 

Instruments for the assessment of psychopathology 

Alcohol Use Disorders Identification Test (AUDIT) 

AUDIT (Babor et al. 1989) is a brief structured inter- 
view aimed at identifying people whose alcohol con- 
sumption has become harmful to their health. It consists 
of ten questions: three questions on the amount and fre- 
quency of drinking, three on drinking behaviour and 
four on problems or adverse psychological reactions re- 
lated to alcohol. The instrument can be interviewer- or 
self-administered, and the average administration time 
is 1-2 minutes. If the respondent is defensive or uncoop- 
erative, the clinical screening procedure (CSP) may be 
used to complement AUDIT. CSP contains a listing of 
indirect questions and clinical signs likely to indicate 
the harmful consequences of alcohol use. 

AUDIT has been tested in a WHO collaborative pro- 
ject on the early detection of people with harmful alco- 
hol consumption. High reliability of the constituent 
scales, as well as high face validity and the ability to dis- 
tinguish light drinkers from those with harmful drinking 
has been reported (Saunders and Aasland 1987; Saun- 
ders et al. 1993 a, b). 

Composite International Diagnostic Interview (CIDI) 

CIDI (WHO 1993 a) is a highly standardized diagnostic 
instrument for the assessment of mental disorders ac- 
cording to the definitions and criteria in the ICD-10 Clas- 
sification o f  mental and behavioural disorders (WHO 

1 More details about these and other WHO instruments can be 
found in the Catalogue of assessment instruments used in the studies 
coordinated by the WHO Mental Health Programme (Janca and 
Chandrashekar 1993), available from WHO on request 
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Table 1 WHO instruments for the assessment of psychopathology (WHO, World Health Organization; ICD, International classification 
of diseases; DSM, Diagnostic and statistical manual) 

Instrument Format Area User Training Languages 

Alcohol Use Disorder Structured Harmful alcohol Health or 
Identification Test use research worker 
(AUDIT) 

Not required English, Japanese, Norwe- 
gian, Romanian, Spanish 

Composite Interna- 
tional Diagnostic 
Interview (CIDI) 

Structured ICD-10, DSM-III- Lay interviewer Essential 
R and DSM-IV 
mental disorders 

Arabic, Chinese, Dutch, En- 
glish, French, German, Ice- 
landic, Italian, Japanese, 
Kannada, Russian, Serbian, 
Spanish 

ICD-10 Symptom Semi-structured ICD-10 mental Psychiatrist or 
Checklist for Mental disorders psychologist 
Disorders 

Not required Chinese, English, Estonian, 
German, Italian, Japanese, 
Kannada, Portuguese, Rus- 
sian, Spanish 

International Persona- Semi-structured ICD-10, DSM-III- Psychiatrist or 
lity Disorder Examina- R and DSM-IV psychologist 
tion (IPDE) personality disor- 

ders 

Essential Dutch, English, Estonian, 
French, German, Hindi, Japa- 
nese, Kannada, Norwegian, 
Swahili, Tamil 

Schedules for Clinical Semi-structured Symptoms and Psychiatrist or 
Assessment in Neuro- signs of mental psychologist 
psychiatry (SCAN) disorders 

Essential Chinese, Danish, Dutch, 
English, French, German, 
Greek, Italian, Kannada, Por- 
tuguese, Spanish, Turkish, 
Yoruba 

Standardized Assess- 
ment of Depressive 
Disorders (SADD) 

Semi-structured Depressive Psychiatrist or 
disorders psychologist 

Essential Bulgarian, Farsi, French, Ger- 
man, Hindi, Japanese, Polish, 
Turkish 

Schedules for Clinical Semi-structured Acute psychotic Psychiatrist or 
Assessment o Acute states psychologist 
Psychotic States 
(SCAAPS) 

Essential Czech, Danish, English, Hin- 
di, Yoruba 

Social Description Semi structured Social history Social worker or 
(SD) psychologist 

Essential Chinese, Czech, Danish, 
English, Hindi, Russian, 
Spanish, Yoruba 

Self-Reporting 
Questionnaire (SRQ) 

Questionnaire Neurotic and psy- 
chotic symptoms 

Self-administered Not applicable Amharic, Arabic, Bahasa 
(Malaysia), Bengali, English, 
French, Hindi, Italian, Kiswa- 
hiti, Njanja Lusaka, Portu- 
guese, Spanish, Tagalog 

1992) and the revised third edition of the Diagnostic and 
statistical manual of mental disorders" (DSM-III-R; APA 
1987). A version of CIDI that will accommodate  DSM- 
IV criteria (APA 1994) will be released in 1995. 

CIDI is primarily intended for use in epidemiological 
studies of mental  disorders in general populations. The 
instrument consists of fully spelled-out questions and of 
a probing system aimed at assessing the clinical signifi- 
cance and psychiatric relevance of repor ted phenom- 
ena. No clinical judgement  is required in coding and re- 
cording respondents '  answers, and the schedule can be 
competent ly administered by a lay or clinician inter- 
viewer after 1-week's training. The average administra- 
tion time of CIDI is 90 min. CIDI is accompanied by a 
set of supporting materials that includes manuals and 
computer  programs for data entry, cleaning and scoring 
of ICD-10 and DSM-III-R diagnoses. 

A number  of versions and modules of CIDI have 
been produced for specific research purposes (Janca et 

al. 1994a); of these only two, a computerized version 
of CIDI (CIDI Auto; W H O  1993 c) and the Substance 
Abuse M o d u l e  (Robins et al. 1990), have so far been 
formally adopted as parts of CIDI by the W H O  CID1 
Advisory Committee.  CIDI has been extensively tested 
in two fields trials involving 20 centres, 12 languages 
and about 1200 respondents. The field trials results 
show that the instrument is generally acceptable, appro- 
priate and a reliable diagnostic tool for use across cul- 
tures and settings (Robins et al. 1988; Wittchen et al. 
1991; Cottler et al. 1991; Janca et al. 1992). 

ICD-10 Symptom Checklist for Mental Disorders 

The ICD-10 Symptom Checklist for Mental Disorders 
(Janca et al. 1994b) is a semi-structured instrument in- 
tended for clinicians' assessment of psychiatric symp- 
toms and syndromes in the F0-F6 categories of ICD-10. 
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Instrument Format Area User Training Languages 

WHO Psychiatric Semi-structured Disability due to Psychiatrist or 
Disability mental and often psychologist 
Assessment Schedule disorders 
(WHO/DAS) 

Essential Arabic, Bulgarian, Chinese, 
Croatian, Danish, English, 
French, German, Hindi, Japa- 
nese, Russian, Serbian, Span- 
ish, Turkish, Urdu 

Psychological Impair- Semi-structured Psychological and Psychiatrist or 
ments Rating Schedule behavioural psychologist 
(PIRS) deficits 

Essential Arabic, Bulgarian, Croatian, 
English, French, German, 
Serbian, Turkish 

WHO Disablement Rating scale Disablement due Psychiatrist or 
Scale to mental and/or psychologist 
(WHO DS) physical disorders 

Not required Arabic, Chinese, Czech, Dan- 
ish, Dutch, English, German, 
Hindi, Italian, Japanese, Kan- 
nada, Portuguese, Romanian, 
Russian, Spanish 

Broad Rating Semi-structured Psychotic symp- Psychiatrist or Not required Bulgarian, Chinese, Czech, 
Schedule (BRS) toms and related psychologist Danish, English, German, 

disability Hindi, Japanese, Russian, 
Yoruba 

Family Interview Structured Family perception Psychiatrist or Essential Bulgarian, Chinese, Czech, 
Schedule (FIS) of patient psychologist Danish, English, German, 

Hindi, Japanese, Russian, 
Yoruba 

Social Unit Rating Semi-structured Burden of mental Lay interviewer Essential Arabic, English, French, Hin- 
(SUR) illness on the di, Portuguese, Spanish 

family 

WHO Quality of Life Questionnaire Quality of life self-administered Not applicable Croatian, Dutch, English, 
Assessment Instru- French, Russian, Shona, Span- 
ment (WHOQOL) ish, Tamil 

Subjective Well-Being Questionnaire Feelings of well- Self-administered Not applicable English, Hindi 
Inventory (SUBI) being 

The instrument requires the clinician user to examine 
the patient or case notes in order  to be able to rate the 
presence or absence of symptoms that are necessary to 
make a firm diagnosis in the ICD-10 system. The Check- 
list also lists symptoms and states that, according to ICD- 
10 criteria, have often been found to be associated with 
the syndrome (e. g. alcohol abuse in patients with mania) 
or should be assessed independently from the syndrome 
(e. g. mental  retardat ion in patients with organic mental  
disorder). The symptom lists are accompanied by in- 
structions intended to help the user in considering differ- 
ential diagnoses. The possibility of recording onset, se- 
verity and duration of the syndrome, as well as number  
of episodes (where applicable), is also provided. The 
Checklist is accompanied by the ICD-10 Symptom Glos- 
sary for Mental Disorders (Isaac et al. 1994). The Glos- 
sary provides brief definitions of the symptoms and 
terms used in the Checklist. 

The ICD-10 Symptom Checklist for Mental  Disor- 
ders has been used at one of the sites participating in 
the field trials of ICD-10, and preliminary results have 
shown good psychometric properties for the instrument. 
The average administration time is 15 min, and the in- 
terviewer/observer reliability is acceptable (kappa 0.72; 
Janca et al. 1993). 

International Personality Disorder  Examinat ion 
( IPDE) 

The IPDE (W H O  1993 b) is a semi-structured interview 
schedule designed for the assessment of personality dis- 
orders according to ICD-10 and DSM-III-R criteria. It 
is designed for use by clinicians who have also received 
training in the use of the IPDE. The IPDE covers the 
following six areas of the respondent 's  personality and 
behaviour: work, self, interpersonal relationships, af- 
fects, reality testing and impulse control. The last six 
items in the schedule are scored without questioning 
and are based on the interviewer's observation of the re- 
spondent during the interview. The IP D E requires that 
behaviour or a trait be present for at least 5 years before 
it should be considered a manifestation of personality or 
a symptom of personality disorder and that at least one 
criterion of personality disorder be fulfilled before the 
age of 15 years. The information about the respondent  
obtained by reliable informants can also be recorded 
and is used in the final scoring of the diagnosis. The final 
scoring, which may be done clerically or by computer,  is 
used in making ICD-10 and/or DSM-III-R diagnoses; a 
dimensional score can also be calculated. 

Because of the length of the interview (2-3 h) the 
IP D E has recently been produced in two versions, one 
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Table 3 WHO instruments for the assessment of services 

Instrument Format Area User Training Languages 

Pathways Interview Semi-structured Sources of care Health or Not required Arabic, Bahasa (Indonesia), 
Schedule research worker Chinese, Czech, English, 

French, Japanese, Kannada, 
Korean, Portuguese, Spanish, 
Turkish, Urdu 

Quality Assurance in 
Mental Health Care 
Checklists: 

A. Mental Health Semi-structured Mental health care Health or admi- Not required Chinese, English, French, 
Policy Checklist (policy) nistrative worker Italian, Portuguese, Spanish 

B. Mental Health Semi-structured Mental health care Health or admi- Not required Chinese, English, French, 
Programme Checklist (programme) nistrative worker Italian, Portuguese, Spanish 

C. The Primary Health Semi-structured Mental health care Health or admi- Not required Chinese, English, French, 
Care Facility Checklist (primary care nistrative worker Italian, Portuguese, Spanish 

facility) 

D. The outpatient Semi-structured Mental health care Health or admi- Not required Chinese, English, French, 
Mental Health Facility (outpatient facility) nistrative worker Italian, Portuguese, Spanish 
Checklist 

E. The Inpatient Semi-structured Mental health care Health or admi- Not required Chinese, English, French, 
Mental Health Facility (inpatient) nistrative worker Italian, Portuguese, Spanish 
Checklist 

E The Residential Semi-structured Mental health care Health or admi- Not required Chinese, Czech, Danish, 
Facility for the Elderly (residential facility nistrative worker English, Hindi, Russian, 
Mentally Ill Checklist for the elderly Spanish, Yoruba 

mentally ill) 

WHO Child Care Semi-structured Quality of child Health or admi- Not required English, French, Greek, Por- 
Facility Schedule care facility nistrative worker tuguese 
(CCFS) 

for ICD-10 and the other for DSM-IV diagnoses. Both 
versions of the instrument are accompanied by the user 
manual, screener, hand-scoring sheets and computer- 
scoring programs. 

The I P DE has been tested in a WHO-coord ina ted  
field trial in which 14 centres from 11 countries partici- 
pated. The field trial results indicate good acceptability, 
high inter-rater reliability and satisfactory temporal  sta- 
bility for the criteria and diagnoses assessed by the inter- 
view (Loranger  et al. 1991, 1994). 

Schedules for Clinical Assessment in Neuropsychiatry 
(SCAN) 

SCAN (WHO 1994) is a semi-structured clinical inter- 
view schedule designed for clinicians' assessment of 
the symptoms and course of adult mental  disorders. 
SCAN comprises an interview schedule, i.e. the 10th 
edition of the Present State Examinat ion (PSE; Wing 
et al. 1974), Glossary of Differential Definitions, I tem 
Group Checklist (IGC) and Clinical History Schedule 
(CHS). The SCAN schedule consists of part 1, which 
covers non-psychotic symptoms such as physical health, 
worrying, tension, panic, anxiety and phobias, obses- 
sional symptoms, depressed mood and ideation, im- 

paired thinking, concentration, energy, interests, bodily 
functions, weight, sleep, eating disorders, and alcohol 
and drug abuse; part 2 covers psychotic and cognitive 
disorders, as well as abnormalities of behaviour, speech 
and affect. When using SCAN, the clinician interviewer 
(e. g. psychiatrist or clinical psychologist) decides whe- 
ther a symptom has been present during the specified 
time and to what degree of severity. One or two periods 
are selected to cover the main phenomena  necessary for 
diagnosis. The periods usually include the "present  
state" (i.e. the month before examination) and the 
"lifetime before"  (i.e. any time previously). Another  
option is to rate the "representat ive episode", which 
may be chosen because it is particularly characteristic 
of the patient's illness. The average administration 
time of SCAN is 90 min. The SCAN glossary is an es- 
sential part  of SCAN and provides differential defini- 
tions of SCAN items and a commentary  on the SCAN 
text. 

A set of computer  programs ( C A T E G O )  is used for 
processing SCAN data and for the scoring and diag- 
noses according to ICD-10 and DSM-IV criteria. A 
computerized version of SCAN (CAPSE) is also avail- 
able. It assists the interviewer in applying SCAN and al- 
lows direct entry of ratings at the time of the interview. 
Questions and ratings are displayed on the screen; if 
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Table 4 WHO instruments for the assessment of environment, risks and qualitative research 

Instrument Format Area User Training Languages 

Axis III Checklist Semi-structured Contextual factors Psychiatrist or Not required Arabic, Chinese, Czech, Dan- 
psychologist ish, Dutch, English, German, 

Hindi, Italian, Japanese, Kan- 
nada, Portuguese, Romanian, 
Russian, Spanish 

Interview Schedule Semi-structured Child's psychoso- Psychiatrist or Not required English, German, Portuguese, 
for Children (ISC) cial environment psychologist Slovenian, Spanish 

Parent Interview Semi-structured Child's psychoso- Psychiatrist or Not required English, German, Portuguese, 
Schedule (PIS) cial environment psychologist Slovenian, Spanish 

Home Risk Card Semi-structured Child's home risk Health or re- Not required English, Hindi 
factors search worker 

Qualitative Research 
Instruments 

A. Exploratory Trans- Guide Linguistic equiva- Health or re- Not required English, Greek, Kannada, 
lation and Back-trans- lence search worker Korean, Romanian, Spanish, 
lation Guidelines Turkish, Yoruba 

B. Key Informant Semi-structured Cultural aspects Anthropologist Essential English, Greek, Kannada, 
Interview Schedule of mental health or ethnographer Korean, Romanian, Spanish, 

Turkish, Yoruba 

C. Focus Group Guide Cultural aspects Anthropologist Essential English, Greek, Kannada, 
Interview Guide of mental health or ethnographer Korean, Romanian, Spanish, 

Turkish, Yoruba 

needed,  SCAN glossary definitions can also be referred 
to. 

SCAN has been tested ir~ WHO-org~-r~ized field trials 
involving 20 centres in 14 countries. The field trials re- 
sults indicate good feasibility and reliability of the in- 
strument comparable to those obtained in testing the 
PSE-9 (Wing et al. 1990). 

Standardized Assessment of Depressive Disorders 
(SADD)  

SADD is a structured clinical interview schedule aimed 
at assessing the symptoms and signs of depressive disor- 
ders. Part 1 of the instrument covers the basic sociode- 
mographic data about the patient. Part  2 contains a 
checklist of 39 symptoms and signs characteristic of de- 
pression and is accompanied by a glossary that provides 
definitions of symptoms and signs to be assessed, a list- 
ing of possible probes and examples of answers for 
each symptom. The checklist also includes a number  of 
open-ended questions for recording rare or culture-spe- 
cific symptoms of depression, as well as items related to 
the past history of the patient (e. g. number  of previous 
episodes, precipitating factors, presence of mental  disor- 
ders in relatives). Part  3 of the instrument serves to re- 
cord the diagnosis and severity of the patient 's condi- 
tion. The ratings in SADD refer to the week preceding 
the interview and to any other  time prior to the current 
episode. The administration of the instrument takes a 
short t ime if the clinician has examined the patient pre- 
viously. If the case is "fresh",  the time taken to obtain 

the necessary information and rate it is longer (i. e. 45-  
60 min). 

SADD has been tested in the W H O  Collaborative 
Study on the Standardized Assessment of Depressive 
Disorders and has been found to be easy to use and ac- 
ceptable to both psychiatrists and patients. The reliabil- 
ity of the sociodemographic, symptom checklist and 
past history sections of the instrument has been found 
to be high (Sartorius et al. 1980, 1983). 

Schedule for Clinical Assessment of Acute  Psychotic 
States (SCAAPS) 

SCAAPS is a semi-structured interview schedule for cli- 
nicians' recording of information about patients with 
acute psychotic states. Such information is collected 
from different sources, such as the clinical interview of 
the patient, key informants and medical records. The in- 
strument also offers the possibility of recording the fol- 
low-up diagnostic evaluation of the patient. 

SCAAPS consists of six parts. Part  A contains the 
screening criteria for acute psychotic states (e. g. onset 
of symptoms within 3 months of the initial assessment); 
part B comprises items related to the psychiatric history 
and social description of the patient; part  C contains a 
19-item symptom checklist covering symptoms from 
worrying and anxiety to symptoms reflecting stressful 
life events; part D serves to record the initial diagnostic 
evaluation and the results of the 1-year follow-up assess- 
ment; part E covers the treatment,  course and outcome 
of the disorder; part F is intended for narrative summa- 
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ries of the initial examination, and 3-month and 1-year 
follow-up. The average duration of the SCAAPS inter- 
view is 120 rain. 

The instrument has been used in the WHO Collabo- 
rative Studies on Acute Psychoses and has been found 
to be a cross-culturally appropriate tool for collecting 
data about acute psychotic states in different parts of 
the world (Cooper et al. 1990). 

Social Description (SD) 

also summarizes its results of reliability and validity stu- 
dies. 

The SRQ has been tested in over 20 studies, (includ- 
ing the WHO Collaborative Study on Strategies for Ex- 
tending Mental Health Care and the WHO Study on 
Mental Disorders in Primary Health Care), and has 
been found to be an appropriate, reliable and valid 
case-finding tool for use in primary health care settings, 
particularly in developing countries (Harding et al. 
1980, 1983; WHO 1984). 

The SD is a schedule with open-ended questions aimed 
at collecting information in a systematic manner about 
the social history of the psychiatric patient. The sched- 
ule is intended for research purposes, and can be used 
by social workers or clinicians. It covers the following ar- 
eas: residence and household; education of the patient; 
work activities of the patient; children; marital status; 
education and occupation of the spouse; education and 
occupation of the parents; education and occupation of 
the head of the current household; religion; patient's 
childhood setting; daily and leisure activities; birth or- 
der of the patient and siblings; a thumbnail sketch by 
the interviewer who has to rate on a 5-point scale the 
current socioeconomic status of the patient, the pa- 
tient's family background and the patient's current so- 
cial isolation within the framework of his/her respective 
culture. The average administration time of the instru- 
ment is 120 min. 

The SD has been used in the WHO International Pi- 
lot Study of Schizophrenia and has been found to be a 
useful means for collecting the social history of patients 
in different cultures and settings (WHO 1973). It has 
been used in a modified form in several other WHO 
studies such as the Collaborative Determinants of Out- 
come of Severe Mental Disorders (Jablensky et al. 
1992). 

Self-Reporting Questionnaire (SRQ) 

The SRQ is an instrument designed for screening the 
presence of psychiatric illness in patients contacting pri- 
mary health care settings. It can be self-administered or 
interviewer-administered with illiterate or semi-literate 
patients, and its administration time is 5-10 minutes. 
The questionnaire consists of 24 questions, 20 of which 
are related to neurotic symptoms and 4 of which relate 
to psychotic symptoms. Each of the 24 questions is 
scored 1 or 0: a score of 1 indicates that the symptom 
was present during the past month; a score of 0 indicates 
that it was absent. Depending on the criteria, culture 
and language, different cut-off scores are selected in dif- 
ferent studies, but most often the cut-off is 7. A score of 
7 or above indicates the existence of a probable psycho- 
logical problem. The SRQ is accompanied by a recently 
produced user's guide (Beusenberg and Orley 1994) 
that describes the instrument, its use and scoring, and 

Instruments for the assessment of disability and burden 

WHO Psychiatric Disability Assessment Schedule 
(WHO/DAS) 

WHO/DAS is a semi-structured instrument designed for 
the evaluation of the social functioning of patients with 
mental disorders. Such an evaluation can be done by a 
psychiatrist, psychologist or social worker. The informa- 
tion about the functioning of the patient is collected 
from the patient, key informant(s) or written records. 
The instrument has been developed in accordance with 
the principles underlying the WHO International classi- 
fication of impairments, disabilities and handicaps 
(WHO 1980). 

WHO/DAS consists of 97 items grouped in five parts. 
Part 1 comprises items related to the patient's overall 
behaviour, and includes ratings of self-care, underactivi- 
ty, slowness and social withdrawal. Part 2 serves to as- 
sess the patient's social role performance, and covers 
participation in household activities, marital role, paren- 
tal role, sexual role, social contacts, occupational role, 
interests and information, and behaviour in emergen- 
cies or out-of-the ordinary situations. Part 3 of WHO/ 
DAS is intended for the assessment of the patient's so- 
cial functioning in the hospital, including ward behav- 
iour, nurses' opinions, occupations and contact with the 
outside world. Part 4 covers modifying factors related 
to the patient's dysfunction (specific assets, specific lia- 
bilities, home atmosphere and outside support). Parts 5 
and 6 serve for a global evaluation of the patient and a 
summary of the ratings and scoring, respectively. Items 
in parts 1 and 2 of DAS are rated on a 6-point scale, i. e. 
no dysfunction, minimal dysfunction, obvious dysfunc- 
tion, serious dysfunction, very serious dysfunction and 
maximum dysfunction. The patient's current function- 
ing (past month) is to be rated against the presumed 
"average" or "normal" functioning of a person of the 
same sex, comparable age and similar socioeconomic 
background. The average administration time of 
WHO/DAS is 30 rain. A guide to the use of WHO/ 
DAS and an explanation of certain key terms (e. g. psy- 
chological burden, social skills, impairment, etc.) ac- 
company the instrument. 

WHO/DAS has been tested and used in the WHO 
Collaborative Study on the Assessment and Reduction 
of Psychiatric Disability and has been found to be a reli- 



able and valid tool for the assessment and cross-cultural 
comparison of psychiatric disability (Jablensky et al. 
1980). 

WHO Psychological Impairments Rating Schedule 
(WHO/PIRS) 

WHO/PIRS is a semi-structured instrument intended 
for clinicians' assessment of selected areas of psycholog- 
ical and behavioural deficits in patients with functional 
psychotic disorder. The main areas covered by the in- 
strument concern negative symptoms, social skill and 
communication, and an overall impression of the pa- 
tient and his/her personal'ity. WHO/PIRS should be ad- 
ministered after a PSE interview, preferably by the 
same clinician. The average administration time is 
25 min. 

The instrument consists of 97 items grouped in 
10 sections. Part A includes items and scales for rating 
observed behaviour of the patient. Part B includes a 
pattern assembly, three Rorschach cards and a letter-de- 
letion test aimed at eliciting the patient's performance 
when presented with standard tasks. 

WHO/PIRS has been used in the WHO Collabora- 
tive Study on Impairments and Disabilities Associated 
with Schizophrenic Disorders and has been found to be 
a reliable assessment tool (test-retest reliability kappa: 
0.79; Jablensky et al. 1980). 

WHO Disablement Scale (WHO DS) 

WHO DS has been developed as a component of the 
multiaxial presentation of the ICD-10 Classification of  
mental and behavioural disorders. It is a simple scale in- 
tended for the recording of the clinicians' assessment of 
disablement caused by mental and physical disorders. 
The ratings refer to specific areas of functioning, such 
as personal care (e. g. personal hygiene, dressing, feed- 
ing), occupation (e. g. function in paid activities, study- 
ing, home-making), family and household (e. g. interac- 
tion with spouse, parents, children and other relatives), 
and the broader social context (e. g. performance in re- 
lation to community members, participation in leisure 
and other social activities). The scale provides anchor- 
point definitions for six ratings ranging from 0 (no dys- 
function) to 5 (maximum dysfunction). The administra- 
tion time of WHO DS takes 5 min if the clinician knows 
the patient and has examined him or her. 

WHO DS has been tested in WHO-coordinated field 
trials of the ICDIO Multiaxial Classification that in- 
volved about 70 centres from more than 25 countries. 
The field trials results indicate good acceptance of the 
instrument by clinicians belonging to different psychiat- 
ric schools and traditions (Lopez-Ibor et al. 1994). 
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Broad Rating Schedule (BRS) 

The BRS has been developed for use in a long-term fol- 
low-up study of patients given the diagnosis of schizo- 
phrenia, and serves to summarize the follow-up findings. 
The schedule uses information from all available sour- 
ces, including the patient, informant and medical or 
other records. The severity of psychotic symptoms and 
disabilities is rated for the previous month on a scale 
ranging from absent to severe. Symptoms, as well as dis- 
abilities, are also rated on a modified version of the 
DSM-III-R Global Assessment of Functioning (GAF) 
Scale, which ranges from 1 (persistent danger of se- 
verely hurting oneself or others, or persistent inability 
to function in almost all areas) to 90 (absent or minimal 
symptoms, or good functioning in all areas, interested 
and involved in a wide range of activities, etc.). The in- 
strument also contains sections on subjects lost to fol- 
low-up and deceased subjects. The ratings of these sec- 
tions are based on the best judgement of the clinician us- 
ing all available information. The BRS should be rated 
after completion of the interview of the patient and in- 
formant and a review of the records. Clinicians do not 
need specific training in the use of the schedule. 

Family Interview Schedule (FIS) 

The FIS is a structured instrument for the assessment of 
family members' perception of the patient's psychiatric 
problems and their consequences for the patient and 
his or her family. It is also an instrument developed for 
use in the WHO Long-Term Follow-Up Study of Schizo- 
phrenia. The source of information for this schedule 
should be a permanent member of the patient's family. 
The schedule is divided into the following sections: I - 
symptoms and social behaviour; II - impact; I I I -  stig- 
ma; IV - service providers; V - attribution. The section 
on symptoms and social behaviour covers the day-to- 
day behaviour and responsibilities of the patient in the 
past month (e. g. helping with household chores). The 
section on impact ascertains involvement of family 
members in helping the patient as well as their difficul- 
ties in managing and coping with problems caused by 
the patient's psychiatric problems. The section on stig- 
ma consists of a list of experiences the family member 
has had because of the patient's psychiatric problems 
(e. g. that neighbours treated him or her differently). 
The service providers section of the instrument is aimed 
at assessing the help provided to the patient and the 
family by doctors, nurses and other relevant care-givers. 
The section on attribution is intended for recording the 
family member's views (based on the information ob- 
tained from care-givers) on causes of the patient's psy- 
chiatric problems. 

The FIS is accompanied by a "visual analogue" mea- 
sure, i.e. a graphic presentation of the scale ranging 
from "almost never or not at all" to "almost always or 
a lot". The administration time of the FIS is 30-45 rain. 
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The user (psychiatrist, psychologist, social worker or 
nurse) should be trained in the administration of the in- 
strument. 

the psychometric properties of the instrument such as its 
reliability, validity and cross-cultural sensitivity (The 
W H O Q O L  Group 1994). 

Social Unit Rating (SUR) 

The SUR is a semi-structured interview aimed at re- 
cording the effect of a patient's illness on his/her imme- 
diate living group. The instrument consists of 20 items 
including basic sociodemographic information about 
the patient (e. g. occupation, education, employment), 
time residing in a given area, time residing in the present 
household, composition of the social unit, main sources 
of income, total weekly income and sources of help for 
the social unit. The rest of the items in the instrument 
relate to the pre-illness status of the social unit and to 
the effect of the patient's illness on the social unit. 

Any lay interviewer can administer the SUR after 
appropriate training. The administration time of the in- 
strument is 30-45 min. The SUR has been used in the 
WHO Collaborative Study on Strategies for Extending 
Mental Health Care and has been found to be a useful 
means for the assessment of the effects of mental illness 
on the family or household of the patient (Giel et al. 
1983). 

Instruments for the assessment of quality of life 

WHO Quality of Life Assessment Instrument 
(WHOQOL) 

The W H O Q O L  is an assessment instrument that allows 
an enquiry into the perception of individuals of their 
own position in life in the context of the culture and va- 
lue systems in which they live and in relation to their 
goals, expectations, standards and concerns. The instru- 
ment covers the following six broad domains of the qual- 
ity of life: physical domain, psychological domain, level 
of independence, social relationships, environment and 
spiritual domain. Within each domain a series of facets 
of the quality of life summarizes that particular domain. 
For example, the psychological domain includes the 
facets positive feelings; thinking, learning, memory and 
concentration; self-esteem; body image and appearance, 
negative feelings. Response scales in the instrument are 
concerned with the intensity, frequency and subjective 
evaluation of states, behaviour and capacities. The 
W H O Q O L  provides a quality of life profile that consists 
of an overall quality of life score, scores for each of the 
broad domains of the quality of life, scores for individual 
facets of the quality of life and within facets, separate 
scores for the recording of the subject's perception of 
his or her condition and quality of life. 

The W H O Q O L  is being developed in the framework 
of a WHO collaborative project on quality of life mea- 
sures involving numerous centres in different cultural 
settings. One of the main goals of the project is to assess 

Subjective Well-Being Inventory (SUBI) 

SUBI is a questionnaire for the assessment of subjective 
well-being. It can be self- or interviewer-administered 
and is designed for research purposes. The question- 
naire consists of 40 items designed to measure feelings 
of well-being (or lack of it) as experienced by an individ- 
ual in relation to concerns such as their health or family. 
The items in SUBI represent the following factors in the 
structure of subjective well-being: general well-being - 
positive effect; expectation-achievement congruence; 
confidence in coping; transcendence; family group sup- 
port; social support; primary group concern; inadequate 
mental mastery; perceived ill-health; deficiency in social 
contacts; general well-being - negative effect. SUBI is 
accompanied by the "stepwise ethnographic explora- 
tion" procedure that can be used to assess that SUBI is 
appropriate for use in the cultural setting in which the 
study will take place. 

The instrument has been used in research projects 
carried out by the WHO Regional Office for South- 
East Asia and has been found to be culturally applicable 
for the quantitative measurement of subjective well-be- 
ing (Sell and Nagpal 1992). 

Instruments for the assessment of services 

Pathways Interview Schedule 

This is a semi-structured instrument designed for the 
systematic gathering of information on the routes and 
sources of care used by patients before seeing a mental 
health professional. The instrument can be administered 
by a psychiatrist, psychologist, social worker or nurse, 
and its average administration time is 10 min. An in- 
struction manual describing how to use the instrument 
is available. 

The Pathways Interview Schedule consists of seven 
sections. Section A covers basic information about the 
centre and the mental health professional. In Section B 
the basic information about the patient is recorded 
(e. g. age, sex, marital status, social position, past history 
of care by any mental health service). Section C covers 
the details of the first cater (e. g. who he/she was, who 
suggested that care, what was the main problem pre- 
sented, when it began, what was the main treatment of- 
fered, duration of patient's journey to first carer). Sec- 
tions D, E and F cover similar details of the second, 
third and fourth carers. Section G is intended for the di- 
agnosis of the patient according to the assessment by the 
mental health professional. 

The instrument has been used in the WHO Study on 
Pathways to Psychiatric Care and has been found to be 
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a simple and inexpensive method of studying a psychiat- 
ric service and routes followed by patients seeking care 
for psychiatric disorders (Gater et al. 1990, 1991). 

Checklists for Quality Assurance in Mental Health Care 

down for each patient and followed by all staff); interac- 
tion with families (e. g. family members are encouraged 
to be involved in the patient's treatment programme); 
outreach (e.g. contact is regularly made with other 
health facilities, social agencies, patients' employers, 
etc.). The average administration time is 60 min. 

This instrument represents a set of checklists accompa- 
nied by glossaries designed to assist in the development 
of programmes of quality assurance in mental health 
care. The checklists are based on recommendations of 
a group of experts in the field of mental health care 
and have been tested in a field trial that included 
10 countries in all the WHO regions (Bertolote 1994). 

The following checklists and glossaries are available: 

A. The Mental Health Policy Checklist is an instrument 
aimed at assessing national mental health policies and 
assisting in the development of country programmes of 
quality assurance in mental health. The checklist has 
21 items enquiring about issues such as the existence of 
a written mental health policy and operational pro- 
grammes. The rest of the items are grouped into the fol- 
lowing categories: decentralization, intersectoral action, 
comprehensiveness, equity, continuity, community par- 
ticipation and periodic reviews of mental health policy. 
The average administration time is 75 min. The instru- 
ment can also be used to assess the policy of smaller 
population units (e. g. a federal state). 

B. The Mental Health Programme Checklist is an instru- 
ment aimed at assessing the countries' mental health 
programmes and assisting in the development of pro- 
grammes of quality assurance in mental health. The 
checklist consists of 32 items covering several main ar- 
eas such as whether there are written national, regional 
and local mental health programmes, the range of ac- 
tions for promotion of mental health, treatment, rehabil- 
itation and prevention of mental disorders, etc. The rest 
of the items are grouped into the following sections: 
plan of work, monitoring and evaluation, and commu- 
nity participation in the planning, implementation and 
evaluation of mental health actions/programmes. A 
glossary provides descriptions of these items. The aver- 
age administration time of the checklist is 30 min. 

C. The Primary Health Care Facility Checklist is an in- 
strument for the assessment of primary health care facil- 
ities delivering mental health care and for assistance in 
the development of programmes of quality assurance 
of mental health care in such facilities. The instrument 
consists of a checklist, glossary, scoring instructions and 
list of references. The checklist has 42 items covering 
physical environment (e. g. reasonable space available, 
adequate supply of basic drugs, etc.); administrative ar- 
rangements (e. g. written procedures available for the 
protection of confidentiality of patients and staff re- 
cords); care process (e.g. treatment plans are written 

D. The Outpatient Mental Health Facility Checklist is 
an instrument used to assess outpatient mental health 
facilities in a given country or set-up, and to assist in 
the development of programmes of quality assurance 
in mental health in such facilities. The instrument con- 
sists of a checklist, glossary and scoring instructions. 
The checklist comprises 53 items and covers areas such 
as physical environment (e. g. the facility has been offi- 
cially inspected and needs local standards for the pro- 
tection of the health and safety of patients and staff); ad- 
ministrative arrangements (e. g. a written policy on phi- 
losophy and model of care is available and priorities 
have been defined); care process (e. g. every patient is 
evaluated in terms of biological, psychological and so- 
cial functioning); interaction with families (e.g. home 
visits for improving caring and coping skills of families 
of selected patients are carried out); outreach (e. g. a 
standard information form is always sent to another fa- 
cility whenever a patient is referred to it). The average 
administration time is 60 min. 

E. The Inpatient Mental Health Facility Checklist is an 
instrument used to assess inpatient mental health facili- 
ties in a given country or set-up, and to assist in the de- 
velopment of programmes of quality assurance in men- 
tal health in such facilities. The instrument consists of 
77 items covering areas such as physical environment, 
administrative arrangements, staffing, care process, in- 
teraction with families, discharge and follow-up. A glos- 
sary provides descriptions of items to be assessed. Scor- 
ing instructions are also available. The average adminis- 
tration time is 20 rain. 

F. The Residential Facility for Elderly Mentally Ill Pati- 
ents Checklist is an instrument used to assess residential 
facilities for the elderly mentally ill in a given set-up and 
assist in the development of programmes of quality as- 
surance in mental health in such facilities. The checklist 
consists of 69 items that cover the physical environment, 
administrative arrangements, care process, and interac- 
tion with families and community. The glossary provides 
a description of these items and instructions for their 
scoring are also given. The average administration time 
is 75 min. 

WHO Child Care Facility Schedule (WHO CCFS) 

WHO CCFS (WHO 1990 a) is an observer rating sched- 
ule aimed at assessing the quality of child care in day- 
care programmes for children. It can be administered 
by a research or administrative worker who should be 
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familiar with recording and rating procedures. The aver- 
age administration time is 90 min. 

The instrument consists of 80 items covering the fol- 
lowing areas that define quality child care: (1) physical 
environment (e. g. the indoor environment is spacious 
enough for the number of children present and is attrac- 
tive and pleasant); (2) health and safety (e. g. the facility 
meets local standards for protection of the health and 
safety of children in group settings); (3) nutrition and 
food service (e.g. meal times are used by staff to pro- 
mote good nutrition); (4)administration (e.g. at least 
annually, staff conduct a self-study to identify strengths 
and weaknesses of the programme); (5) staff-family in- 
teraction (e. g. parents and other family members are 
encouraged to be involved in the programme in various 
ways and there are no rules prohibiting their unan- 
nounced visits); (6) staff-children interaction (e. g. staff 
respect the cultural backgrounds of the children and 
adopt the learning situation to preserve their heritage 
and acquaint other children with the cultural legacy of 
all members of the group); (7) observable child behav- 
iour (e. g. children respect the needs, feelings and prop- 
erty of others, i. e. take turns, share toys); (8) curriculum 
(e. g. the daily schedule is planned to provide a variety 
of activities, including those that are indoor/outdoor, 
quiet/active, etc.). 

WHO CCFS contains a glossary which defines each 
of the items to be observed and rated. The instrument 
is also accompanied by the user manual and a list of rel- 
evant references. Field studies of WHO CCFS have 
been carried out in Greece, the Philippines and Nigeria 
and the instrument has been found to be cross-culturally 
acceptable and reliable in terms of a level of percentage 
agreement between raters (Tsiantis et al. 1991). 

Instruments for the assessment of environment and risks 

Axis III Checklist 

This instrument has been produced in the framework of 
the development of the ICD-10 multiaxial schema and 
is intended for clinicians' assessment of Axis III, i. e. con- 
textual (environmental/circumstantial and personal life- 
style/life managemeni) factors contributing to the pre- 
sentation or course of the ICD-10 mental and/or physical 
disorder(s) recorded on Axis I of the schema. The con- 
textual factors listed under Axis III represent a selection 
of ICD-10 Z00-Z99 categories, i.e. Factors Influencing 
Health Status and Contact with Health Services (Chap- 
ter XXI of ICD-10). The following groups of contextual 
factors are covered by Axis III and assessed by the 
Checklist: negative events in childhood (e. g. removal 
from home in childhood, Z61.1); problems related to ed- 
ucation and literacy (e. g. underachievement in school, 
Z55.3); problems related to the primary support group 
including family circumstances (e. g. disruption of family 
by separation or divorce, Z63.5); problems related to the 
social environment (e. g. social exclusion and rejection, 

Z60.4); problems related to housing or economic cir- 
cumstances (e. g. homelessness, Z59.0); problems related 
to (un)employment (e.g. change of job, Z56.1); prob- 
lems related to physical environment (e. g. occupational 
exposure to risk factors, Z57); problems related to psy- 
chosocial or legal circumstances (e. g. imprisonment or 
other incarceration, Z65.1); problems related to a family 
history of diseases or disabilities (e. g. family history of 
mental or behavioural disorders, Z81); lifestyle and life 
management problems (e. g. burn-out, Z73.0). 

The Axis III Checklist is included in the ICD-10 
Multiaxial Diagnostic Formulation Form, and the clini- 
cian is required to tick all applicable categories of Z fac- 
tors and specify Z codes for each. A listing of contextual 
factors and the respective ICD-10 Z codes is given as an 
appendix to the form. The average administration time 
of the Axis III Checklist is 10 min. The instrument has 
been tested in the multicentre international field trials 
of the multiaxial presentation of ICD-10 and has been 
found to be useful and easy to use by clinicians in differ- 
ent parts of the world (Janca et al. 1994 c). 

Interview Schedule for Children (ISC) 

The ISC (WHO 1991) is a semi-structured instrument for 
the systematic collection of information on a child's psy- 
chosocial environment. The instrument has been devel- 
oped as a companion to the psychosocial axis (Axis V) 
of the WHO Multiaxial classification of  child and adoles- 
cent psychiatric disorders (WHO 1988). The ISC is ac- 
companied by a glossary that provides descriptions of 
items and diagnostic guidelines for Axis V (associated 
abnormal psychosocial situations). However, to ensure 
the smooth flow of the interview, the items in the ISC 
are in a different order from that of the glossary. The 
items in the schedule are as follows: abnormal immediate 
environment; stressful events/situations resulting from 
child's disorder/disability; societal stressors; chronic in- 
terpersonal stress associated with school/work; acute 
life events; abnormal qualities of upbringing; abnormal 
intrafamilial relationships; inadequate or distorted intra- 
familial communication; mental disorder, deviance or 
handicap in the child's primary support group. 

The relevant codes for each category have to be in- 
serted into each individual section and the results are 
transferred to the summary page. It is, however, recom- 
mended that the coding and scoring should not be done 
until the interview has been completed. The instrument 
is intended for psychiatrists, psychologists, social work- 
ers or nurses, and its administration takes 60 min (van 
Goor-Lambo et al. 1990). 

Parent Interview Schedule (P1S) 

The PIS (WHO 1990b) is a semi-structured instrument 
for the systematic collection of information about the 
child's psychosocial environment so that appropriate 
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codings can be made on the psychosocial axis (Axis V) 
of the WHO Multiaxial classification of child and ado- 
lescent psychiatric disorders (WHO 1988). The instru- 
ment is accompanied by a glossary and diagnostic guide- 
lines for the assessment of items. As in the ISC, the rele- 
vant codes have to be inserted in each individual section 
and the results should be transferred to the summary 
page after the interview. Items in the PIS are identical 
with those in the ISC, and their order in the schedule 
and glossary is different to ensure the smooth flow of 
the interview. 

The instrument is intended for psychiatrists, psychol- 
ogists, social workers or nurses, and its administration 
takes 60 min. The preliminary results of the Axis V field 
trials (van Goor-Lambo et al. 1990) were used in the 
preparation of the PIS version which is being tested at 
present. 

Home Risk Card 

The Home Risk Card is a listing of risk factors that, if 
present at the home of a child, may indicate that such a 
child and home need extra help and special attention. 
The risk factors covered by the instrument include: mo- 
ther's age (under 17 years); number of children under 
3 years (more than two); mother/caret ignorant about 
the child's needs and unresponsive to health messages 
(e. g. cannot answer questions about the child that moth- 
ers normally can answer); mother/carer mentally disor- 
dered or severely depressed (e. g. looks desperate, hope- 
less, cries easily); mother/carer neglectful or uninter- 
ested in the well-being/development of the child (e. g. 
shouts or hits the child for trivial reasons during home 
visit); disorganized, uncleaned house; father known to 
be delinquent (e. g. arrested by police), alcoholic or oth- 
erwise mentally disordered; severe marital discord (e. g. 
physical violence between parents); abject poverty 
(e. g. no change of clothing). 

The Home Risk Card guides the user in noting facts 
about the child and household that may adequate inter- 
vention measures. The recorded information should 
also be inserted into require the child's weight card and 
serve as a reminder to the health professional about the 
child's need for extra help and attention. 

A brief set of instructions helps the user in the appli- 
cation of the Card, which usually takes 5-10 rain. The 
Home Risk Card has been used in a project organized 
by the WHO Regional Office for South-East Asia and 
has been found to be a useful guide for the assessment 
of home risk factors in this region (Sell and Nagpal 
1992). 

Instruments for qualitative research 

A guide providing a general overview of the concepts, 
methods and tools commonly used in qualitative re- 
search has recently been produced by WHO (Hudelson 

1994). It is an introductory guide for programme man- 
agers, project directors, researchers and others who 
need to make decisions concerning when and how to 
conduct research for programme development pur- 
poses. This guide gives an overview of qualitative re- 
search and its potential uses; provides descriptions of 
the most common data collection methods used in qual- 
itative research, specifying their strenghts and weak- 
nesses; discusses issues of sampling, study design and re- 
port-writing in qualitative research; gives examples of 
several qualitative research designs used by health pro- 
grammes. 

For the WHO Cross-cultural Applicability Research 
(CAR) study on diagnostic criteria and instruments for 
the assessment of alcohol and drug abuse and depen- 
dence, a set of qualitative research methods and instru- 
ments has been developed (Room et al. in press). These 
include the following: 

A. The Exploratory Translation and Back-translation 
Guidelines is a set of specified procedures for conduct- 
ing a careful translation and back-translation of an in- 
strument so as to ensure its equivalence in different lan- 
guages and cultures. The exploratory translation and 
back-translation used in the WHO CAR study com- 
prises a series of step-by-step procedures summarized 
in Table 5. 

B. The Key Informant Interview Schedule is a semi- 
structured, exploratory, ethnographic interview sched- 
ule that covers phenomena relevant to ICD-10 and 
DSM-III-R definitions and criteria for substance use 
disorders (e. g. withdrawal, tolerance, loss of control, 
etc.). The questions in the interview schedule follow a 
"funnel-type structure", i.e. general topics are first dis- 
cussed and then more detailed questions about specific 
issues are asked. 

The informant's answers are noted on the schedule 
verbatim. However, to ensure accuracy of the notes, 
the key informant interviews should be tape-recorded 
whenever possible or an observer should be present 
while the interviewer asks questions and both should 
take notes. 

The Key Informant Interview Schedule developed 
for the WHO CAR study has been applied in nine cen- 
tres representing distinct cultures and has been found 
to be an appropriate method for eliciting information 
on culture-specific characteristics of substance use and 
abuse in different parts of the world (Bennett et al. 
1993). 

C. The Focus Group Interview Guide is a brief interview 
guide specifying the main topics for discussions on vari- 
ous aspects of culture-specific characteristics of psycho- 
active substance use and abuse. According to the 
WHO CAR study protocol the following topics have 
been explored by this method what is normal and abnor- 
mal use of alcohol or drugs; what are the meanings of 
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Table 5 
ments in 

Steps in the development of equivalent versions of instru- 
different languages 

Step 1 

Step 2 

Step 3 

Step 4 
Step 5 

Step 6 

Step 7 

Establishment of a (bilingual) group of experts belonging 
to the culture in which the instrument was developed and 
the culture in which it will (also) be used. 
Examination of the conceptual structure of the instru- 
ment by the expert group. 
Translation of items into the target language (or formu- 
lation of items in both languages if the instrument is pro- 
duced anew). 
Examination of translation by bilingual group. 
Examination of the translation in unilingual groups (i. e. 
a group of individuals who do not know the source lan- 
guage of the instruments and therefore cannot guess the 
meaning of badly formulated items. The unilingual 
groups are usually moderated by a member of the billin- 
gual expert group. 
Back-translation of the text, possibly amended by the 
unilingual group. 
Examination of back-translation by bilingual group in- 
formed by its members about the contents of discussion 
in the unilingual groups. Participation of members of the 
bilingual group in the designing of the studies to establish 
the metric properties (e. g. validity, reliability, sensitivity) 
of the instrument. 

the various diagnostic terms related to the concept of al- 
cohol or drug dependence; what are the similarities and 
differences between alcohol and drug abuse and alcohol 
and drug addiction; which prevention and intervention 
strategies are most likely to be effective against alcohol- 
or drug-related problems in the culture? 

A set of instructions for the selection, composition 
and moderat ion of focus groups accompanies the list of 
discussion topics. Techniques of recording, reconstruct- 
ing, managing and analysing the information obtained 
through the focus groups are also specified. 

Discussion 

All the W H O  instruments have been developed in the 
context of collaborative and cross-cultural studies. In 
some instances an instrument that was already in use in 
one cultural setting was selected as the initial draft, 
which was then developed further; in other  instances 
the development  of the instrument started from a draft 
produced by an international group of experts repre- 
senting several cultural settings and disciplines. All the 
instruments exist in more  than one language and the 
vast majority have been used in more  than one country. 
This was not accidental: W H O  has in fact made it its 
aim to produce instruments for cross-cultural and col- 
laborative work that will serve as a part  of a common 
language helping researchers and other  experts from 
different countries to understand one another, to work 
together and to compare the results of their studies 
even when these are not performed at a particular time 
following a commonly agreed protocol. 

The decision to develop instruments suitable for in- 
ternational, cross-cultural and collaborative work had 
several consequences. First, the development  of the in- 
struments took more time than it would take to develop 
an instrument for use in a single country or language. 
Second, certain characteristics of patients, their socio- 
cultural surroundings and the health services that they 
receive are so different that it is not possible to assess 
them using the same instrument. In such instances 
guidelines about  the assessment were provided, while 
the formulation of specific items and other  measure- 
ment tasks were entrusted to groups of experts who 
were fully acquainted with the circumstances. 

Third, the development  of instruments required ad- 
ditional funds for face-to-face meetings of the experts 
involved in the development  of the instruments. These 
meetings (usually conducted at the centres participating 
in the development  of an instrument) proved to have 
important  consequences and benefits for the process of 
instrument development.  The discussions of the results 
of the field trials and other aspects of the research nec- 
essary to produce the instrument and assess its metric 
characteristics gave invaluable insights into the differ- 
ences between cultures and into the feasibility of inves- 
tigations in different settings. The meetings also served 
as an important  motivator  to continue the often tedious 
work required over a long period of time. An effort 
was made on each occasion to bring together the centre 
heads and younger investigators for whom attendance 
at such meetings was of particular importance. 

Fourth, certain constraints were imposed on the in- 
struments by the structure of the languages in which 
the instruments were produced. Certain concepts have 
no natural "home"  in other languages and enquiring 
about them can therefore  become very time-consuming 
and difficult. In such instances it is usually best to sacri- 
fice an item or section rather than to make part  of the in- 
strument awkward to use and complicate the training of 
interviewers. When this is not acceptable, it is usually 
necessary to return to the beginning and consider whe- 
ther it is possible to obtain information about the topic 
of interest in another  manner,  not using assessment in- 
struments of the type described here. 

Fifth, cross-cultural differences can best be overcome 
if the assessments are carried out by individuals who are 
familiar with the culture and well trained in the use of 
the instruments. Most of the instruments that W H O  
has developed are therefore semi-structured and have 
been proposed for application by a well-trained member  
of the same culture. The use of semi-structured inter- 
views, however, requires a Considerably more  intensive 
training than is the case for fully standardized instru- 
ments. This is a disadvantage that is less grave than the 
much more  intensive training necessary when non- 
structured assessment methods are chosen. Further- 
more,  semi-structured instruments share some of the ad- 
vantages of the fully structured instruments (e. g. the 
systematic coverage of all areas of interest, simpler 
data processing). Sixth, issues such as copyright, transla- 



tion rights and modification procedures have to be de- 
signed with a view to covering the different centres and 
languages in which the instrument has been produced. 

The W H O  instruments have been deveioped in col- 
laboration with groups of experts in many countries. 
Their  contribution to the product ion of the instruments 
has been invaluable, and it is certain that without their 
selfless and enthusiastic collaboration it would not have 
been possible to develop the many materials - instru- 
ments and results of scientific investigations - that have 
been made available over the years. In the course of this 
work over the past 3 decades most of the centres that 
have participated in this work have made many interna- 
tional contacts, gained new insights about  other  cultures, 
increased their expertise in cross-cultural work and 
learned about  the most convenient  ways of international 
collaboration. The network of centres that has come 
into existence and that continues to work on instruments 
(and collaborate in research) has been an excellent by- 
product  of the work on instrument development.  

Another  by-product  of the work on instruments and 
of other  WHO-coord ina ted  international and cross-cul- 
turalcollaborative research has been the formulat ion of 
guidelines concerning ethical aspects of collaboration 
in the field of mental  health across national borders 
(Sartorius 1990). One of the principles developed is 
that collaboration in research - in view of the high in- 
vestments and various potential  disadvantages of short- 
term international collaborative projects - should be 
structured in a manner  that will make it highly probable 
that collaboration in the collaborative network will con- 
tinue after the project  that started the network has been 
completed.  This has been realized in the instance of the 
W H O  network that continues its existing collaborative 
links among all centres - including those that are at pre- 
sent not actively involved in any particular studies. 

The technology of translation used in the develop- 
ment  of W H O  instruments deserves a brief mention. 
The method that has been developed rests on various 
previous methods used to ensure equivalence of transla- 
tion in collaborative mental  health research (Sartorius 
1979) but has parts that have not been systematically 
used before, rIhe steps used to produce equivalent ver- 
sions in different languages are shown in Table 5. The 
procedure  shown in this table is an approximation of 
the process described in more  detail elsewhere (Sartor- 
ius 1995; Sartorius and Kuyken 1994). The features that 
deserve attention at this point are the decision to incor- 
porate an examination of the translation by a unilingual 
group and the existence of bilingual/bicultural groups 
that can guide the process of producing equivalent ver- 
sions of the instrument in different languages. 

The instruments described in this paper  cover the 
needs for data collection in a number  of areas of psychiat- 
ric investigation. Other  areas, however,  also require at- 
tention, and it is to be hoped that W H O  will continue 
working on the development  of instruments for these. 
Among  them are (1) the instruments that could be used 
to assess the stigma of psychiatric illness and its changes 
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under  the influence of various interventions that the 
health services or the society as a whole might undertake 
to diminish it; (2) instruments  that would be useful to 
measure the tolerance of individuals for their own dis- 
eases and the diseases in those who surround them; 
(3) instruments that might help us to bet ter  assess condi- 
tions and states such as "burn-out" and "malaise" and 
their impact on the productivity of the individuals who 
suffer from them and of the community as a whole; (4) in- 
struments that could help us to assess features of the com- 
munity relevant to the provision of mental  health care 
(e. g. the capacity of the community to accept sick and 
disabled members);  (5) instruments that could bet ter  de- 
scribe the needs of individuals and communities," (6) in- 
struments we could use in the assessment of states that 
are at the borderline of normali ty (e. g. mild cognitive 
disorders, subthreshold mental  disorders); (7)instru- 
ments that could be used in international studies of im- 
pairments, disabilities and handicaps defined in terms of 
the second revision of the International classification of 
impairments, disabilities and handicaps. 

The difficulties of producing an instrument satisfying 
all the metric requirements and dealing with an area of 
assessment that should be investigated because of its 
public health importance pale in comparison with the 
difficulty of ensuring that the instrument is well known, 
properly updated,  sufficiently well learned and widely 
applied. It is probably to this second task that the major- 
ity of efforts should be directed if we are to contribute to 
a bet ter  understanding among all those concerned with 
mental  illness and with ways of helping them, their fam- 
ilies and communities. 
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