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Title 

A new scale (SES) to measure engagement with community mental health services 
 

Abstract 

The need for a measure of engagement with Community Mental Health Services has been 

identified. This article reports on the development and preliminary psychometric evaluation 

of a scale, Service Engagement Scale (SES), to measure engagement with community mental 

health services. Five Community Psychiatric Nurses completed the SES for 66 clients receiving 

Assertive Outreach services with an ICD-10 diagnosis of schizophrenia. Test-retest reliability 

of the subscale items and scale total is in the good to excellent range. Validity is supported by 

good internal consistency and by the criterion group method. Although preliminary 

psychometric results are promising, further psychometric study is necessary to evaluate the 

scale’s factor structure. The SES appears to evaluate engagement with services, and may 

therefore be a useful tool to identify areas of concern with clients experiencing engagement 

difficulties. 

 

Introduction 

A significant number of persons with serious mental illness, particularly schizophrenia, are 

often difficult to engage in mental health community-based services (Mueser et al., 1998; 

Sainsbury Centre, 1998), particularly individuals with a dual diagnosis of substance abuse 

(Watkins et al., 1999). This issue has become important because of the shift from hospital-

based to community-based treatment, and it is Government policy that increased emphasis 

should be given to targeting difficult to engage clients in providing mental health care 

(Department of Health, 2000). 
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Psychosocial factors have been implicated in the engagement process, but their role in 

building a trusting relationship between mental health care professionals and difficult to 

engage clients remains poorly understood (Levy, 1998; Watkins et al., 1999). The 

psychological processes (e.g. empathy, negotiating goals, and coping strategies) that may be 

implicated have yet to be empirically examined (Levy, 1998). Identification and analyses of 

these processes may be important in guiding the development of interventions in building a 

trusting relationship (engagement). Furthermore, the importance of psychosocial processes 

in the development and maintenance of the working relationship between mental health care 

professionals and difficult to engage clients may vary between men and women. Watkins et 

al. (1999) found that men and women differed in their perception of the engagement process 

and had different needs concerning engagement. This suggests that difficult to engage men 

and women may particularly benefit from the use of gender-based psychological 

interventions, but further definition of the engagement processes involved in the observed 

differences would be of value. 

 

It may be argued that there is an element of coercion in requiring clients to ‘engage’ with 

mental health services and that this requirement, in addition to an exclusive focus on 

measuring client engagement from the perspective of professionals, reflects a one sided 

approach to the issue. Our research focus on client engagement with services suggests that 

non-engagement should not always be viewed as a problem of clients. There are often valid 

reasons for client withdrawal from services, or non-acceptance of services. For example, 

where services offered, or provided, are perceived as culturally insensitive or clients are 

dissatisfied with the services offered (Sainsbury Centre, 1998). Indeed, we agree with Onyett 

(1999) that one of the barriers to an effective relationship between clients and providers of 
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mental health care is where the care provided by services is experienced by clients as being 

‘socially devaluing and oppressive’. Where services are inappropriate to client need, or 

insensitively delivered, then non-engagement with services as a reaction to these experiences 

can be seen as a rational and active choice. 

 

It is our belief that where services are designed to target the perceived needs and preferences 

of clients, achieving a collaborative and trusting relationship is key to delivering those 

services. Undoubtedly, the attitudes and characteristics of mental health professionals as well 

as clients contribute to the creation and maintenance of a trusting relationship between 

clients and professionals (Perkins & Repper, 1996). Therefore, the formation of an effective 

relationship between Community Mental Health Team staff members and clients is a crucial 

task for both parties, and strategies aimed at improving this relationship should be 

considered. 

 

The problem of non-engagement with services has been addressed by a recent effort to 

identify the issues seen as important by persons with serious mental illness (Sainsbury Centre, 

1998). This research included taking account of the perceptions of psychiatric services of, and 

issues of particular importance to, Black and minority ethnic clients who are over-represented 

in the group of persons holding negative expectations of services (Sainsbury Centre, 1998). 

Briefly, non-engagement may reflect either the extent to which service users’ perceived social 

and clinical needs are met or unmet, or results from negative evaluations of the quality of 

care received, or results from social experience and personality characteristics that influence 

attitudes towards mental health services (Sainsbury Centre, 1998). 
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Engagement is of concern to providers of community-based care models of service delivery 

(e.g. case management and assertive community treatment), as difficult-to-engage clients are 

especially targeted in these approaches to community care (Mueser et al., 1998). Engagement 

is one of several essential components identified in the practice of assertive community 

treatment and other case management models (Fiander & Burns, 2000; Ford et al., 1995; 

Hemming & Yellowlees, 1997; Kanter, 1989; McHugo et al., 1999).  

 

Client non-engagement with providers of treatment is a major obstacle to effective treatment 

and support in the community and may be a risk factor for relapse and increased 

hospitalisation (Song et al., 1998). Specific strategies aimed at enhancing the quality of 

engagement may be effective in improving treatment outcomes, as effective community care 

depends on the co-operation of clients (Watkins et al., 1999). 

 

Since one of the objectives of case management approaches is to ensure the engagement of 

persons with serious mental illness with mental health services, the assessment of 

engagement appears to be relevant. A measure of engagement with services is important for 

clinical and research reasons. First, it could be used as one outcome measure in assessing 

psychosocial interventions, enabling health care professionals to identify individuals with 

poor levels of engagement and to target intervention to specific areas of concern using 

strategies to enhance engagement. Second, it could be used as an additional measure when 

assessing the impact and importance of individual components of community-based care 

models.  
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Some of the debate about the relative effectiveness of different models of community-based 

care centres on questions of whether the fidelity of model implementation is a factor in the 

success of services (Shepherd, 1998). Gournay (1999) has pointed out that researchers need 

to take into account differences in clinical skills of case managers as different levels of clinical 

skill maybe a confounding factor in comparing different types of community-based teams. 

However, no specific measure exists with which to assess engagement with services. 

Therefore, the aim of this study is to develop an instrument with established measurement 

properties that can be used to assess the level of engagement with community-based 

services. 

 

Method 

Item selection 

Items were developed by the first author to represent the most salient domains relevant to 

engagement identified by a review of the research literature and from discussions with MB 

and PT, who conceptually selected the variables based on their observations in clinical 

practice. A total of 16-items were judged by MB and PT to best reflect important aspects of 

engagement with services. The items were split into four subscales: (a) availability (4 items), 

which refers to the client being available for arranged appointments; (b) collaboration (4 

items), which refers to the client actively participating in the management of illness; (c) help 

seeking (4 items), which refers to the client seeking help when needed; and (d) treatment 

adherence (4 items), which refers to the client’s attitude toward taking medication. The items 

and subscales are presented in the Appendix. 
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Response format 

Clients were rated on a four-point Likert-type scale, with 0=not at all or rarely, 1=sometimes, 

2=often, and 3=most of the time. Positively worded questions were reverse scored. The 

subscales were scored so that higher scores reflected clients’ greater levels of difficulty 

engaging with services. 

 

Results 

Reliability of the SES 

The SES was completed by five Community Psychiatric Nurses (CPNs) for each of their clients 

with an ICD-10 diagnosis of schizophrenia in the Northern Birmingham Mental Health NHS 

Trust’s Assertive Outreach Team. This facility serves a lower socioeconomic, inner-city 

population, with first-episode psychosis. The study sample comprised 66 clients (43 males, 23 

females). The age range was 18-40 years (M=25.3, SD=4.7). 

 

Item analysis 

Item-total correlations for all 16 items were calculated to determine which items contributed 

least to overall reliability. Items with the item-total correlation coefficients less than r=0.30 

were removed: two items were discarded, reducing the measure to 14 items. Item-total 

correlations were then recalculated for the remaining 14 items. 

 

Sensitivity 

Descriptive statistics, including means, standard deviations, and range of scores for each SES 

subscale, and for the full scale, are presented in Table 1. Examination of the subscale scores 

show that they span the full range of scores, and the full scale score distribution spans almost 
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the total range of the scale (0-42), showing good variability. The mean score of the full scale, 

however, is below the midpoint of the scale and the skewness statistic (0.137, p<0.004) 

indicates that the data are positively skewed. 

 

Table 1 summarises means, standard deviations and ranges of the SES subscales and total 

scale 

 

Internal consistency 

Corrected item-total correlations were examined for the 14 items of the SES, with all item 

correlations being greater than 0.32 (see Table 2). Cronbach’s (1951) alpha coefficients for all 

the subscales were high (availability, r=0.82; collaboration, r=0.76; help seeking, r=0.90; and 

treatment adherence, r=0.82), as was the alpha coefficient for the overall scale (alpha=0.91). 

 

Table 2 summarises internal consistency statistics 

 

Test-retest reliability 

Test-retest reliability of the SES was assessed on a subgroup of 15 clients (one female and 14 

males), with a mean age of 26 years (range 21-32), with assessments separated by 2 months. 

The mean total scale scores of the two assessments were very similar at 11.2 (SD 10.40) and 

11.8 (SD 9.74), with a range of 0-29 and 0-26 (t=-0.55; df=14, p>0.5). Agreement on the four 

subscales and total scale scores was substantial to almost perfect, with coefficients ranging 

between 0.80,p<0.000 and 0.97,p<0.000 (Table 3). 
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Table 3 summarises inter-rater reliability of the SES 

 

Validity of the SES 

In the absence of a gold standard for assessing engagement with services, validity was 

assessed by the criterion group method by examining the extent to which the scale scores 

differentiated between clients known to differ in engagement with services. An Assertive 

Outreach Team Leader responsible for the 66 clients in this study was asked to identify the 

10 poorest and the 10 best service engagers on four criteria: availability, collaboration, help 

seeking and treatment adherence. These ratings were completed blind to SES scores. The 

subgroup comprised nine females and 11 males, with a mean age of 23.5 (range 19-32). It was 

predicted that difficult to engage clients would have higher scores on the SES than clients who 

had no difficulty engaging with services. The mean score for clients judged to engage well 

with services was 4.7 (SD 5.40, range 0-13), and the mean for the group judged to have most 

difficulty engaging with services was 19.7 (SD 9.10, range 6-29). Results indicated an overall 

significant difference between the two groups (t=4.48, df=18, p<0.0001). Total scores for the 

‘high’ service engagement group showed a distribution clustered toward the lower end of the 

scale, with 60% of the group with scores between 0 and 2; in contrast, 80% of the ‘low’ service 

engagement group’s total scores were in excess of 11 points. There was little overlap between 

the distributions of the criterion groups. 

 

Discussion 

Engagement with services is an important component of assertive community treatment and 

case management approaches to effective treatment and support in the community. The aim 
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of the present study was to develop a new scale that can assess the construct of engagement 

with services. 

 

The number of items in the scale was reduced from 16 items to 14 items after psychometric 

testing. The items in the scale have good face validity and content validity, supported by the 

case manager ratings of engagement. In addition, feedback from the CPNs indicated that the 

scale was user-friendly and the brief 14-item engagement scale ensures that it is not time-

consuming to complete. 

 

The frequency distribution of the SES scores was found to be positively skewed to the lower 

end of the scale, indicating good to moderate levels of engagement in clients involved in 

Assertive Outreach treatment, which formed the basis of the validation. The discrepancy 

between the distribution of our data and an ideal normal distribution is therefore likely to be 

artefactual, since the clients in this study receive intensive engagement efforts in line with 

assertive community treatment approaches. 

 

The four subscales and the overall scale demonstrated satisfactory Cronbach alpha 

coefficients and therefore the internal consistency of the engagement scale has been 

supported. Test-retest reliability of the SES scores was high, providing further evidence of the 

instrument’s reliability. Construct validity of the measure was established by the criterion 

group method. The results indicated that the SES is capable of distinguishing between groups 

of clients based on their level of engagement with services. 
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The high internal consistency for the total scale indicates that the total score could be useful 

for research and clinical purposes. Individuals most at risk of non-engagement with services 

can be identified with the use of a short, reliable scale. The subscale scores could also be 

clinically useful in identifying particular aspects of non-engagement in need of further 

intervention strategies. Furthermore, it is anticipated that it will prove to be a valid and 

reliable measure to investigate theoretical and applied questions in the area of engagement 

with services. 

 

We cannot ignore the possibility that the SES might not adequately reflect the construct of 

engagement. This is a complex area, and it is likely that multiple dimensions of engagement 

with services that are conceptually related may underlie the broader construct of 

engagement. Another issue is the extent to which other factors, such as stigma, beliefs about 

mental illness, and attitudes towards the effectiveness of treatment and support, contribute 

to the domains of engagement (e.g. adherence to treatment and help seeking) identified in 

this study. However, to date, no studies have defined the construct of engagement with 

services in a population diagnosed with schizophrenia. It is hoped that the development of 

the scale will begin the debate about what engagement means, and contribute to the 

understanding of the process of engagement. Future psychometric studies should explore the 

factor structure of the scale with larger samples in the same population.  

 

The aim of the present study was to develop a multidimensional scale to assess the level and 

quality of client engagement with services. However, developing an engagement scale from 

the perspective of service users, and involving service users in the construction of the scale, 
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would also make a valuable contribution to the understanding of the process of engagement, 

and is something we are currently working on. 

 

We would reiterate our view that the poles on the SES should not be interpreted pejoratively, 

i.e. high engagement = good, low engagement = bad; low engagement will reflect something 

about the service as well as something about the client. 

 

In summary, this analysis demonstrates that the SES has good psychometric properties, and 

will benefit from further field-testing. It is a useful tool for research and clinical purposes for 

mental health care providers. Individuals who are experiencing difficulties in engaging with 

services can be identified; and may indicate work that needs to be done with the client or the 

service. Furthermore, specific components of concern can be targeted and monitored to 

assess progress. 
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Table 1: Means, standard deviations and ranges of the SES subscales and total scale (n = 66) 

  
Mean 

Standard 
deviation 

 
Range 

Availability 1.68 2.23 0-9 
Collaboration 3.24 2.32 0-9 
Help seeking 4.66 3.53 0-12 
Treatment adherence 2.76 3.11 0-12 
Total scale 12.31 9.11 0-42 

 

Table 2: Means (M), standard deviations (SD), corrected item-total correlations (rit), and 
Cronbach’s α statistics for the SES (n=66). 

Scale and items M SD rit Cronbach’s 
alpha 

Availability    0.82 
 

Difficult to arrange appointments 0.28 0.69 0.61  
When visit arranged client is available 0.71 0.88 0.56  
Client avoids making appointments 0.18 0.55 0.55  

 
Collaboration    0.76 

 
Client resists advice 0.62 0.76 0.47  
Actively participates in planning treatment 1.20 1.02 0.66  
Client participates in managing illness 1.18 0.98 0.67  

 
Help seeking    0.90 

 
Client seeks help when needed 1.32 1.07 0.72  
Difficulty in asking for help 0.90 0.94 0.76  
Client seeks help to prevent crisis 1.54 1.10 0.70  
Client does not seek help 0.73 0.98 0.72  

 
Treatment adherence    0.82 

 
Client adheres to treatment 0.67 0.93 0.32  
Client understands need for medication 0.79 1.04 0.70  
Client refuses treatment 0.39 0.71 0.61  
Client has difficulties with medication 0.47 0.72 0.59  
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Table 3: Inter-rater reliability of the SES (n = 15) 
 

Scales r 

Availability 0.97* 

Collaboration 0.80* 

Help seeking 0.92* 

Treatment adherence 0.88* 

Full scale 0.90* 

  *p<0.000 
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Appendix 
 
Availability 
 
1.  The client seems to make it difficult to arrange appointments 
2.  When a visit is arranged, the client is availablea 
3.  The client seems to avoid making appointments 
 
 
Collaboration 
 
4.  If you offer advice, does the client usually resist it? 
5.  The client takes an active part in the setting of goals or treatment plansa 
6.  The client actively participates in managing his/her illnessa 
 
 
Help seeking 
 
7.  The client seeks help when assistance is neededa 
8.  The client finds it difficult to ask for help 
9.  The client seeks help to prevent a crisisa 
10. The client does not actively seek help 
 
 
Treatment adherence 
 
11.  The client agrees to take prescribed medicationa 
12.  The client is clear about what medications he/she is taking and whya 
13.  The client refuses to co-operate with treatment 
14.  The client has difficulty in adhering to the prescribed medication 
 
Note: Items are rated 0 (not at all or rarely), 1 (sometimes), 2 (often), 3 (most of the time). 
 
aReverse scored. 
 


