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Abstract 
Individuals with severe mental illness often do not receive appropriate treatment or rehabilita- 

tion. One approach to improving their care begins by identifying competencies that clinicians should 
possess. This project developed a set of core clinical competencies that pertain to community-based 
care and support the goals of empowerment and rehabilitation. Development of the competency set 
began with review of existing literature and competency statements, and focus groups and interviews 
with clients, family members, clinicians, managers, experts, and advocates. Representatives from 
each of these groups participated in a national panel and used a structured process to identify 37 
final competencies. Panel members agreed that these competencies are very important in determin- 
ing outcomes and often are not present in current clinicians. This project demonstrates that it is pos- 
sible to develop a core competency set that can be strongly supported by diverse groups of stake- 
holders. These competencies may be useful in clinician training, recruitment, and credentialing 
efforts. 

There is increasing support for making rehabilitation services available to individuals with severe 
and persistent mental illness (SPMI) 1 and for empowering clients and their families to take a more  
active role in treatment and rehabilitation. 2 However, there are substantial problems with the quali ty 
of  care currently provided to people with SPMI and a need for approaches that improve treatment 
quality. 3 For  instance, studies of  individuals with schizophrenia in usual treatment settings have 
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• 4 , 5  found that appropriate treatments are often not provided, the treatments that are provided may have 
limited effectiveness, 6 and outcomes appear to be much worse than in state-of-the-art treatment pro- 
grams. 7 While there are many different approaches to quality improvement, g few strategies have 
been proven to improve the treatment of individuals with SPMI. One promising approach focuses on 
developing important competencies in clinicians. 9 Competent clinicians possess specific attitudes, 
knowledge, and skills that allow them to provide high-quality care that improves client outcomes, t° 
While numerous organizations have written statements regarding valuable clinical competencies, 
the usefulness of these statements has been limited because they often have focused on select treat- 
ment domains while failing to include critically important interventions. For instance, in schizophre- 
nia new rehabilitation interventions show great promise, H and these interventions may require 
appropriate antipsychotic medication to be effective. 12 However, many existing competency state- 
ments have minimized both vocational rehabilitation technologies and medication management. 
There is a need for competency sets that encompass divergent treatment modalities while focusing 
on domains that result in the greatest improvement in client outcomes. 

Competencies define how clinicians are expected to assess, treat, and interact with clients as they 
provide care. As such, competencies have the potential to improve outcomes by guiding the training 
and supervision of clinicians, informing the design of programs and clinician networks, and shaping 
clinician recruitment, credentialing, and profiling efforts. However, competencies differ in impor- 
tant ways from practice guidelines and treatment recommendations (documents that have received 
greater attention). For one, competencies are likely to be more comprehensive than guidelines, since 
they encompass interpersonal interaction and attitudinal characteristics. Competencies also have a 
practical perspective and consist of expectations that are reasonable in community settings and that 
can be agreed on by healthcare organizations, clinicians, and clients. They place more emphasis on 
preferences and performance expectations of diverse groups of stakeholders and less emphasis on 
scientific data, except in key technical competency areas. Competencies reflect the need for perfor- 
mance in typical community settings and the diversity that exists among clinicians. This may be par- 
ticularly important in the care of individuals with SPMI, which can be provided by social workers, 
physicians, psychiatric and vocational rehabilitation workers, drug and alcohol counselors, nurses, 
psychologists, and a variety of personnel with little or no professional training. 

While competency documents differ from practice guidelines, practice guidelines provide infor- 
mation regarding effective treatments that is critical to the development of competency sets. For 
instance, the Schizophrenia Patient Outcomes Research Team developed a set of treatment recom- 
mendations that focus on the role of medication treatment, family involvement in care, and assertive 
community treatment. ~3 Guidelines for the treatment of specific disorders, such as bipolar disorder, 
major depression, and schizophrenia, have been developed by the American Psychiatric Associa- 
tion, the Veterans Health Administration, the state of Texas, managed care companies, and numer- 
ous healthcare organizations. ~4"~ Certain disciplines have also developed guidelines regarding the 
provision of culturally appropriate care, 25 rehabilitation and psychosocial services, 26"31 and the role of 
clinicians in treatment organizations. 3234 Curricula have been developed for training clinicians to be 
rehabilitation specialists. 35 In addition, the Center for Mental Health Services recently supported the 
development of a number of relevant competency statements under the "Mental Health Managed 
Care and Workforce Training Project" Panels developed competency statements for treatment of 
adults with SPMI, co-occurring substance abuse disorders, and variety of ethnic groups, including 
African Americans, Hispanic Americans, Asian Americans, and Native Americansfl' 36 

While these documents provide valuable information, many have not spanned the diverse compo- 
nents of care for persons with SPMI, ranging from medication management to rehabilitation and 
empowerment. Medication management is a necessary treatment component for most persons with 
SPMI) 3 Rehabilitation is supported by a variety of studies, 37 and specific vocational rehabilitation 
approaches have recently demonstrated strong effects on outcomes. H'3s While there is less consensus 
regarding the definition or role of empowerment, this concept has been a priority for consumer orga- 
nizations, and there is research to support this concept• For instance, it has been known for years that 
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activating the role of patients in care can improve outcomes for a variety of chronic medical disor- 
ders .39 In mental health, there has been evidence supporting the value of educating families, other 
caregivers, and clients to take a more active role in the treatment process. 4~41 Recently, a concept of 
client empowerment has emerged that includes shaping ones own goals, taking an active role in treat- 
ment decisions, developing a sense of self-efficacy, having a social support system independent of 
professionals, and having influence over the organization of c a r e .  2' 42, 43 

The goals of this project were to develop a useful competency set that could be strongly supported 
by a diverse group of stakeholders and to develop estimates of how often these important competen- 
cies are found in clinicians treating persons with SPMI today. The clinical focus was defined as com- 
munity-based care of individuals with disabling disorders such as bipolar disorder or schizophrenia. 
Given increasing policy interest in the domains of rehabilitation and empowerment, a decision was 
made to define these as important client outcomes. Since one goal was to develop a competency set 
that would be useful in quality improvement efforts, competencies needed to be prioritized. While it 
should be possible to improve competencies by educating and profiling clinicians, it will not be prac- 
tical to simultaneously improve all important competency domains. Competencies were, therefore, 
prioritized using information regarding the relative importance of competencies with regard to client 
outcomes. Estimates were also obtained regarding the frequency with which current providers pos- 
sess important competencies so that competency improvement efforts can be focused on areas of 
greatest need. 

Method 

The competency set was developed using literature review, focus groups, key informant inter- 
views, and a national consensus panel. The literature review was designed to include both published 
journal articles and books and unpublished documents. It began with searches of the published liter- 
ature and reviews of the Internet sites of national mental health professional and advocacy organiza- 
tions. One of the authors (AY) then spoke by phone with (1) individuals who had published on men- 
tal health competencies, (2) individuals who had unpublished work that was known to the authors, 
and (3) leaders of large mental health organizations who may have been exposed to competency doc- 
uments. These individuals were asked for literature they were aware of on the subject (published and 
unpublished) and for the names of other individuals who might be knowledgeable in this area. This 
process went through multiple iterations. It led to the review of articles cited in the beginning of this 
article plus other key references regarding clinical competencies. 44"~9 

Next, 10 focus groups were held in Colorado and New Mexico during early 1998. There were 3 
groups of mental health clients with a total of 31 participants, 3 groups of direct care clinicians with a 
total of 29 participants, 3 groups of managers of mental health agencies and programs with a total of 
27 participants, and 1 group of family members of clients with 14 participants. Each group lasted 
between one and two hours. At the groups, a facilitator used a written script to guide the discussion, 
and a second individual transcribed the participants' comments. All groups addressed the domains 
of good clinical care, rehabilitation, and cultural factors. Clients' goals regarding hope, empower- 
ment, improved functioning, and quality of life framed each discussion, and participants were asked 
to express the process by which these could be achieved. However, the focus of the groups differed, 
depending on the participant composition. Clinician and manager groups discussed the knowledge 
and skills needed to provide high-quality care. Client and family member groups discussed charac- 
teristics that clinicians need to possess to provide care that achieves desired outcomes. 

Semistructured key informant interviews were held with 39 expert clinicians, managers, clients, 
family members, advocates, and academic experts from across the United States. Respondents were 
selected based on having a national or regional reputation as a leader in their field. An effort was 
made to ensure that respondents represented the diversity of stakeholders found in the mental health 
treatment process. The respondent selection process made particular use of information developed 
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during the literature review. Interviews were usually conducted by telephone. Each key informant 
was asked to discuss the clinical competencies that they believe most improve client outcomes. 
Depending on the informant's area of expertise, they were also asked to focus on one of three 
domains: social, cultural and ethnic competencies; rehabilitation competencies; or medical and psy- 
chiatric competencies. 

A national panel of 11 individuals was identified that included prominent mental health clients 
and family members, clinicians, academic experts, administrators, and representatives of  managed 
care companies and advocacy organizations. Participants were selected based on demonstrated 
knowledge regarding competencies, and an effort was again made to ensure diversity within the 
group. Each panel member was mailed a preconference survey that included two questions regarding 
each draft competency. The first question was, "How important is this competency in determining 
treatment outcomes for people with severe mental illness?" Responses were made on a 9-point 
Likert scale, with anchors that included extremely important (1), very important (3), quite important 
(5), somewhat important (7), and not very important (9). Competencies were discarded if fewer than 
75% of respondents rated the competency's outcome effect as 1, 2, or 3. The second question was, 
"How often is this competency found among current providers in publicly funded organizations?" 
Responses were made on a 9-point scale, with anchors that included all of the time (1), most of the 
time (3), some of the time (5), rarely (7), and never (9). 

The national panel met for a one-day conference in August 1998 to reach consensus on the final 
competency set. The approach used was based, in part, on the RAND/UCLA "appropriateness 
method," which has been described in detail in a variety of previous research reports. 5°'sl The method 
had the goal of refining the competency set while increasing support among the panel for the final 
product. At the conference, the research evidence supporting each draft competency was reviewed, 
the preconference ratings were summarized, and the competency's effect on client outcomes was 
discussed. The panel had an opportunity to reword each competency, to split or combine competen- 
cies, and to discard competencies. They were encouraged to discuss and negotiate areas of disagree- 
ment in an effort to increase support for the final competencies. After discussion, the panel members 
confidentially rated the effect of each competency on client outcomes and the prevalence of each 
competency in current clinicians using the same responses found in the preconference survey. 

Results 
A detailed taxonomy was developed that consisted of statements made by participants during the 

focus groups and key informant interviews. All statements were compiled, and statements that were 
identical or very similar to other statements were dropped. There were about 350 distinct statements. 
These statements were then reviewed to identify categories that were consistent conceptually with 
findings from the literature review. This led to a taxonomy that grouped statements into seven 
domains: clinician-client relationship, individual and ongoing assessment, rehabilitation and 
empowerment, treatment, family and support systems, social and cultural factors, and resources and 
coordination of care. 

Next, the taxonomy was summarized to develop a smaller set of&aft  competencies. This process 
began by dropping statements that were not in the form of a competency and that could not be 
reworded to express a clinician competency. The remaining items were reviewed by two of the 
authors (AY and JS) to develop a smaller number of competency domains. Many statements shared 
similar themes, and these were summarized by I competency that was consistent with concepts from 
the literature review or the clinical experience of the authors. Summary competency statements were 
drafted, and these statements were reviewed by each member of the project team. This led to a draft 
document containing 48 competencies. 

The draft competencies were submitted to the members of the national panel for rating before the 
conference. Of these 48 competencies, 35 were rated by panel members as having a very important 
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or stronger effect on outcomes and were brought to the conference. Some competencies were 
reworded before the conference based on feedback from panel members. 

At the conference, the panel dropped two proposed competencies and added four new competen- 
cies. All competencies were reworded by the panel before being endorsed. The final competency set 
is found in Table 1. The panel endorsed a wide range of competencies, including those pertaining to, 
for instance, medical treatment, rehabilitation, social support, and community reintegration. 

As shown in Table 2, all final competencies were rated as having a strong effect on client out- 
comes. Average panel rating for the effect of each competency on outcomes ranged from an 
extremely important effect for medication treatment (M = 1.0, SD = 0.0) to a very important effect for 
hospitals and commitment (M = 2.3, SD = 1.2). The competencies rated as having the strongest 
effects on outcomes were medication treatment, diagnosis, rehabilitation, functional assessment, 
clinician optimism, and client self-advocacy skills. The mean of all outcome effect means was 1.6. 

There was more variation in the extent to which panel members believed that clinicians typically 
possess the competencies. Average panel ratings of the prevalence of each competency in clinicians 
ranged from some of  the time for minimizing stigma (M = 4.3, SD = 1.6) to rarely for medical evalua- 
tion (M = 6.6, SD = 1.1). The competencies rated as being least prevalent in clinicians were medical 
evaluation, cultural specificity, holistic approach, and treatment of concurrent conditions. The mean 
of all competency prevalence means was 5.4. 

Discussion 
Using literature review, focus groups, key informant interviews, and a national consensus confer- 

ence, this project identified and briefly described 37 clinical competencies that pertain to the care of  
individuals with SPMI. While organizations and experts have identified a large number of compe- 
tencies that may be useful in providing care to this population, this project demonstrates that it is pos- 
sible to develop a set of core competencies that are strongly supported by a diverse group of  stake- 
holders. These competencies were developed using a process that made use of extensive information 
from clients, families, and clinicians and considered a wide array of treatment modalities. At the 
same time, the focus was on competencies that are believed to be very important in determining cli- 
ent outcomes and that specifically support rehabilitation and empowerment. As would be expected 
from the methods that were used, each of the final competencies was rated by the panel as having a 
very important effect on client outcomes. Important competencies were found in each of the compe- 
tency domains. While many competencies were rated as important, those rated as having the stron- 
gest effect on outcomes were diagnostic assessment, medication treatment, and rehabilitation. This 
is consistent with a large body of research literature that supports the efficacy of diagnosis-based 
treatment, medication treatment, and rehabilitationf 

While the panel concurred that the competencies in the final set are very important, they also 
believed that these competencies are often not present in clinicians currently caring for the SPMI. 
Within competencies that were rated as having the strongest effect of outcomes, it was estimated that 
current clinicians are particularly unlikely to possess skills regarding client self-advocacy, rehabili- 
tation, and functional assessment. While this might suggest these as leading targets for competency 
improvement efforts, it should be noted that none of the competencies were rated as being present 
most of  the time in current clinicians, and only 9 of the 37 were rated as being present at least some of  
the time. It is quite striking that the panel defined a set of critical competencies while estimating that 
these usually are not present in current clinicians. This could represent a biased or cynical view from 
experts and advocates and an underestimate of the competency of current clinicians. However, the 
panel members have extensive experience with mental health service provision in many different 
mental health systems, and we are not aware of research evidence that refutes their estimates. If the 
panel's estimates are accurate, this suggests that competencies should be improved in all of the 
domains identified by this project, 
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Table 2 
Panel Members' Ratings for Each Competency 

Estimated Effect 
on Client Outcomes ~ 

Estimated Prevalence 
in Current Clinicians b 

Competency M SD M SD 

Clinician-client relationship 
1. Respect 1.3 0.7 5.0 1.5 
2. Communication 1.9 0.8 4.9 0.8 
3. Minimizing stigma 1.9 1.1 4.3 1.6 
4. Being accessible 1.7 0.9 5.1 1.7 
5. Confidentiality 1.9 0.9 5.4 1.8 

Initial and ongoing assessment 
I. Diagnosis 1.1 0.3 4.8 0.9 
2. Functional assessment 1.2 0.4 5.5 1.6 
3. Medical evaluation 1.9 1.4 6.6 1.1 
4. Critical stresses 1.3 0.6 5.9 1.6 
5. Basic needs 1.4 0.5 4.4 1.6 
6. Cultural factors 1.6 1.3 6.0 0.8 
7. Client preferences 1.9 0.9 5.5 1.9 
8. Risk factors 1.6 0.8 5.1 1.5 
9. Client knowledge 1.8 1.0 4.9 1.6 

10. Cognitive assessment 1.9 1.6 
Rehabilitation and empowerment 

1. Optimism 1.2 0.4 5.1 1.4 
2. Holistic approach 1.5 0.7 6.1 1.5 
3. Goals 1.3 0.5 5.6 1.1 
4. Education 1.3 0.7 5.4 1.8 
5. Rehabilitation 1.1 0.3 5.5 1.5 
6. Client self-advocacy 1.2 0.4 5.9 1.8 
7. Natural supports 1.9 1.2 

Treatment 
1. Medication treatment 1.0 0.0 4.4 0.9 
2. Concurrent conditions 1.3 0.5 6.1 1.0 
3. Crisis intervention 1.5 0.7 5.9 1.6 
4. Hospitals and commitment 2.3 1.2 4.5 2.1 
5. Outreach 1.6 1.3 5.4 1.7 

Family and support system 
1. Family involvement 2.1 0.9 
2. Information from the family 2.2 0.9 5.4 1.7 
3. Family role 1.7 0.7 6.0 1.6 

Social and cultural factors 
1. Social and cultural knowledge 2.1 1.0 5.9 1.0 
2. Cultural specificity 1.7 0.8 6.3 0.9 

Resources and coordination of care 
1. Entitlements 1.6 0.7 4.4 1.4 
2. Community integration 1.4 0.7 
3. Community resources 2.0 1.1 5.3 1.8 
4. Coordination of care 1.8 0.6 5.3 1.3 
5. Ongoing medical care 1.6 0.8 6.0 1.3 

a. Rated from 1 to 9; lower scores indicate a stronger effect on client outcomes. 
b. Rated from 1 to 9; lower scores indicate that the competency is present more often in current practitioners; 
A-7, C-10, E-l, and G-2 were not rated by the panel. 
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There are a number of important issues regarding implementation of these competencies. First, a 
particular client's care is not likely to require all the competencies but may require competencies 
from multiple domains. A given clinician may not possess competencies from all the domains or 
may specialize within one or several domains. However, the panel believed that it is crucial to inte- 
grate competencies when treating a particular client. Therefore, treatment may often entail collabo- 
ration among a team of clinicians who are differentiated according to discipline or work role. s~'~3 I fa  
client with SPMI has only one clinician, then that clinician should possess all the necessary compe- 
tencies. However, if a team is providing care, then the team should possessthe necessary competen- 
ties. A team may delegate competencies to different members with, for instance, a psychiatrist and 
rehabilitation worker performing different functions. Also, teams may include technical or trainee 
clinicians who do not fully possess a required competency, and these individuals should be ade- 
quately supervised by a clinician who is fully competent. 

Clinical competencies are characteristics of individual clinicians and not of an organization or 
system. ~° However, it seems likely that treatment organizations and systems can have a substantial 
effect on treatment quality by, for instance, limiting access to beneficial medications or rehabilita- 
tion technologies. These competencies were explicitly developed to be used within the context of 
comprehensive, quality care that responds to client, family, professional, and legal needs. Care must, 
for instance, respect the linguistic and cognitive abilities of clients. Professional and ethical stan- 
dards need to be maintained. Finally, legal issues such as client dangerousness can influence the use 
of the competencies. 

There are a number of important limitations regarding this competency set. First, the competency 
statements documented here are not thorough definitions but instead provide an overview of 
domains that are required to effectively care for a population with SPMI. Second, this project relied 
on the panel members' experiences regarding treatment and did not determine empirically whether 
the approach used to aggregate competencies is consistent with effective care. For instance, a clini- 
cian's competency may differ for mood stabilizers and antipsychotic medications, and it is possible 
that these should be separate competencies. Third, this competency set was not designed to be com- 
pletely inclusive. The fact that a competency is not presented does not imply that it is not important or 
Should not be available. Fourth, the competency set will need to be revised as consumer preferences 
and our understanding of effective treatment changes. Finally, it is quite possible that a different 
competency development process or a national panel with different members could have led to a dif- 
ferent final competency set. Overall, the competency set developed by this project should be viewed 
with caution until studies can determine whether improving particular competencies leads to 
improvement in client outcomes. 

Implications for Behavioral Health Services 
This project developed a set of clinical competencies that representatives of a wide range of stake- 

holders believe are important in determining outcomes of individuals with SPMI. These competen- 
cies suggest that it is necessary to have clinical professionals involved in supervising or directly pro- 
viding behavioral healthcare and to have specific curricula that can be used to train clinicians. Also, 
consistent with previous work regarding the quality of care usually provided this population, the 
stakeholder representatives on this panel estimated that important competencies are often not pres- 
ent in current clinicians. Mental health treatment organizations that plan to evaluate and improve the 
quality of their care may be able to use these competencies to inform their efforts. For instance, the 
competencies of clinicians may be improved through education and training programs and by 
recruiting competent clinicians. Clients can also be directed to clinicians with relevant competen- 
cies. While it is critical to evaluate the effect of quality improvement efforts such as these, effective 
treatments exist, and individuals with SPMI should benefit from having access to competent 
clinicians. 
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