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Abstract
Background: This study examined whether the 10 item version of Clinical Outcomes in
Routine Evaluations Outcome Measure (CORE-10) can be used in the Norwegian adolescent
population aged 14 to 18 years. The target population was 531 adolescents attending junior
and senior high school, 56 adolescent outpatients from Division of Child and Adolescent

Mental Health (DCAMH), and 182 adolescents utilizing a counseling service in Tromsg.

Method: Readability for both Clinical Outcomes in Routine Evaluations Outcome Measure
(CORE-OM) and CORE-10 was calculated using the Flesch-Kincaid Formula. Further the
internal consistency and a clinical cut-off score were calculated, and the effect of age and
gender on summed up CORE-10 and CORE-OM scores was examined. A Fit Confirmatory
Factor Analysis (FCFA) was also conducted on the CORE-OM scores from the non-clinical

sample.

Results: The readability level for CORE-10 and CORE-OM was suitable for adolescents with
a reading level from hence 6" and 7"" grade. The internal consistency of CORE-10 was good,
and the results suggest a cut-off score of 1.4 for CORE-10. In all samples, a significant gender
difference was observed; with females scoring higher than males. A Fit Confirmatory Factor
Analysis (FCFA) indicated that the data from the non-clinical sample fit an underlying four-

factor structure.

Conclusion: When applying CORE-10 to a Norwegian adolescence population, results from
the present study suggest that CORE-10 can be used in the Norwegian adolescent population.
Furthermore, the cut-off score for CORE-10 is different from the cut-off score for adults, and
we recommend the cut-off score to be adjusted according to the adolescent population.
Keywords: Outcome measures, CORE-10, CORE-OM, validation, adolescents
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Preface

This thesis is made as a completion of the Clinical Psychology degree at the
University of Tromsg (UIT). The study is based on data from the SMART-project led by PhD
candidate Veronica Lorentzen, the Psych-help run by fourth year psychology students from
UIT and data from junior and senior high schools in Finnmark and Nordland.

During our fourth year clinical practice at the Psych-help we were invited to take part
in Veronica’s Ph.D. project, by validating CORE-OM on the youth population, an instrument
we had become acquainted with during our clinical practice at the Psych-help.

For the non-clinical sample, CORE-OM was distributed as we firstly intended to
validate CORE-OM. Data from the clinical sample were supposed to be obtained from
DCAMH. The number of participants from this sample was however too small. In order to get
a big enough clinical sample, data from the Psych-help were obtained. Since the Psych-help
uses CORE-10 rather than CORE-OM, we validated CORE-10 instead.

In this study, we were both engaged in the data collection from Psych-help in
2013/201. We contacted all the junior and senior high schools included in the study, and we
sampled and plotted all data from the schools. We were both involved in writing the research
protocol, the information leaflet about the study (See Appendix A), the front page (See
Appendix B), and we wrote the e-mail that was sent out to the schools (See Appendix C). All
statistical analyzes were done by the candidates and were then reviewed by Bjgrn Helge

Handegard.
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Validation of the Norwegian version of the 10-item version of Clinical Outcomes in Routine
Evaluations Outcome Measure (CORE-10) in a Norwegian adolescent population (aged 14-
18).

Background

When identifying and monitoring psychological symptoms in the youth population,
there is a need to use validated tools in order to measure the idea or construct in question, and
to facilitate research in this population. Two of the tools currently used for this purpose are
Clinical Outcomes in Routine Evaluations Outcome Measure (CORE-OM) and CORE-10.
There is, however, no validation of these tools in the Norwegian youth populations. A
validation is thus needed to render Norwegian standards for clinical scores and cut-off points
between clinical and non-clinical youth populations.

Adolescence

Adolescence originates from the Latin word adolescere, meaning "to grow up
(Adolescent, n.d.), and indicates the period of life between childhood and adulthood, a
transition period characterized by biological, social and cognitive changes (Alsaker, 1995;
Kroger, 2000). These changes might contribute to increased feelings of emotional distress,
and without fully developed cognitive abilities to regulate emotions this might lead to a
higher degree of symptom pressure in this population compared to adults.

Biologically, entering puberty leads to sexual and physical maturation. The childrens’
reproductive system develops, and they experience a growth spurt and weight gain, which is a
natural part of puberty (Rogol, Roemmich, & Clark, 2002). Socially, adolescents tend to enter
new social roles and start to experiment with their identity (Erikson, 1968). In addition, they
also have to learn how to understand and express more complex emotional experiences. They
also need to meet the demands of increasingly mature roles and responsibilities, and they face
the task of renegotiate relationships with adults in parenting roles (Simpson, 2001).
Cognitively, the adolescents start to think in a more complex and abstract way, and they
develop new coping skills in areas such as decision-making, problem-solving and conflict
resolution (Simpson, 2001). The frontal lobe is however not fully developed until adulthood.
This region of the brain is involved in executive functions such as attention, working
memory, planning of behavior, impulse control, self-initiation, flexibility in problem solving
and functions that control emotional responses and emotional regulation (Freberg, 2006).
Furthermore, the adolescents’ limbic system develops more quickly than the frontal lobe, and

the disparity between these two regions is greatest during adolescence (Institute of Medicine,
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2011). The limbic system is amongst other involved in the regulation of function, especially
when responding to emotional stimuli (Rajmohan & Mohandas, 2007). Having a more
developed limbic system compared to the frontal lobe can, in turn, lead to increased emotions
and affections, increased risk taking and novel stimuli seeking, as the adolescents still lack the
capacity for self-regulation (Institute of Medicine, 2011).

The many changes adolescents go through and have to adjust to, can help explain why
they might experience increased psychological distress and difficulties in emotion regulation
compared to adults (Nolen-Hoeksema & Aldao, 2011). It might also explain why adolescents
are more vulnerable in this period than later in life when it comes to developing psychological
problems for the first time (Kessler et al., 2005; Wichstrem, 1999), especially if there are
several risk factors presents and few if any, protective factors (Borge, 2010).

Psychological problems in adolescents. Many adolescents have psychological
problems, or subclinical levels of emotional problems, which can lead to substantial
functional impairment (Fergusson, Horwood, Ridder, & Beautrais, 2005). It can, therefore, be
important to recognize symptoms of these problems, in order to give the adolescents the help
that they need and to prevent symptoms from further developing. More specifically, it is
assumed that between 15-20 percent of children and adolescents in Norway have reduced
function due to symptoms of mental disorders, and during adolescence, it is estimated that
about ten percent will need professional (Skogen et al., 2014). In average, in a tenth grade
class every sixth student is experiencing one or more daily health problems like anxiety,
depression, headaches, stomach pains, sleeping problems, eating disorders and suicidal
ideation (Helse- og omsorgsdepartementet, 2002). It is further estimated that about eight
percent of all adolescents will satisfy the criteria of mental illness (Heiervang et al., 2007;
Mykletun, Knudsen & Mathisen, 2009; Wichstregm et al., 2012). Research has further shown
that the most common symptoms of psychological problems in adolescence were associated
with anxiety, depression and conduct disorder and it is thus important to know the symptoms
of these disorders in order to recognize them early on (Helse- og omsorgsdepartementet,
2002).

Symptoms of anxiety can be tied to a specific object, situations that are not dangerous
from an objective point of view. Anxiety can also be more general and free flowing, tied to
worrying, tensions in the body, and might influence bodily functions like stomach aches,
headaches, etc. (World Health Organization, 1992). Anxiety disorders often appear for the

first time during adolescence (Angold, Costello & Erkanli, 1999), and in the Norwegian
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population about one fourth will satisfy the criteria of an anxiety disorder during their
lifetime, approximately 15% each year (Knudsen & Mykletun, 2010).

Depression is a broad category and a heterogenic diagnostically group. The key
symptoms of depression are continuous sadness, or depressed mood, loss of the ability to feel
interest or happiness, or loss of energy that leads to increased tiresomeness and a reduced
activity level (World Health Organization, 1992). The average age of the onset of a depressive
disorder is early adolescence, between 11 and 14 years of age (Merikangas & Knight, 2009).
If depression has been present during a lifetime, there is an increased risk of another
depression later in life (Wang, 2012). Studies done on the Norwegian population indicate that
15-20 percent of adolescents have symptoms of depression, and the estimated lifetime
prevalence of depressive disorders for adolescents varies from 9 to 24 percent (Merikangas &
Knight, 2009).

Conduct disorders (CDs) include both severe conduct disorder (SCD) and oppositional
deficient disorder (ODD). SCD is characterized by aggressive outbursts and destructive
behavior while ODD is characterized by aggressive outbursts and inability to follow adults’
requests and rules (Skogen & Torvik, 2013). Furthermore, a recent study from Norway
looked at the prevalence of CD in youth under 18 years and calculated the prevalence of
diagnosable CDs to be 1.7% for SCD, and 1.8% for ODD (Skogen & Torvik, 2013). In other
words, both aggression towards others and oneself can be symptoms of underlying
psychological problems, and it might, therefore, be important to uncover such symptoms.

Gender differences. When looking at symptoms of psychological problems in
adolescence there is, however, some clear gender differences. Up until adolescence, the
prevalence of anxiety and depression disorders is somewhat similar in boys and girls, and the
symptoms steadily increase with age, especially in adolescence (Mykletun et al., 2009).
During adolescence this seems to change, as females experience depression and anxiety more
often than males, and for a longer time period (Stark et al., 2000, ref in Miller & Jenkins,
2004, p. 300). More precisely, Wichstrgm (1999) found in his study of 12 000 Norwegian
adolescents, that from 13 years and up, girls tended to report being in a more depressed mood
than boys. These gender differences were stable through adolescence. The genderdifferences
might be explained by girls undergoing more developmental challenges compared to boys, as
they might experience lower self-esteem, dissatisfaction with weight and the maturing of the
female body (Bolognini, Plancherel, Bettschart & Halfon, 1996; Jones, 2004; Wichstrgm,
1999).
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Furthermore, girls tend to use emotional coping skills more often than boys, as they
more often seek social support and help from others while boys tend to devaluate emotional
expression (Copeland & Hess, 1995). If it is easier for males to express themselves physical,
this might explain some of the reason why CDs have been reported to be more common
among boys than girls (Scott, 2002, ref in Skogen & Torvik, 2013, p. 11).

Comorbidity. Of all adolescents having a mental disorder, about 40% will satisfy the
criteria for more than one disorder (Merikangas et al., 2010), and anxiety problems can be a
pre-descendant before depression and other psychological disorder (Brady & Kendall, 1992).
The comorbidity rate between anxiety and depression has been estimated to fall between 20
and 50% (Brady and Kendall, 1992; Angold et al., 1999; Zahn-Waxler et al., 2000, ref in
Miller & Jenkins, 2004, p. 300). There is also a high comorbidity between depression and
conduct problems in adolescence (Angold et al., 1999; Wolff & Ollendick, 2006). This
comorbidity can lead to a worsened outcome for the adolescent, where the most severe
adverse outcome being increased risk of suicidal behavior. Youth diagnosed with both
depression and CD are twice as likely of attempting to take their life than youths diagnosed
with only depression. Further, they are eight times more likely to make a suicide attempt than
youths diagnosed with conduct disorders alone (Lewinsohn, Rohde, & Seeley, 1995, ref in
Wolff, 2012, p. 142). In addition, when comparing those with pure CD and those with both
CD and depression, studies have shown that those with the both depression and CD have an
increase in affective symptoms, drug use and reduced function (Ezpeleta, Domenech, &
Angold, 2006; Fleming, Boyle, & Offord, 1993; Harrington, Fudge, Rutter, Pickles, & Hill,
1991, ref in Wolff, 2012, p.142). Therefore, it is important to keep comorbidity in mind when
looking at symptoms of psychological disorders as different disorders can co-occur.

As noted above, mental disorders do occur in the adolescence population, and it is
important to detect symptoms associated with mental disorders early. If this is done, health
care services might be able to prevent psychological problems from developing, and if
needed, they can make the best choice regarding treatment. Early detection and treatment of
mental disorders may result in a better prognosis and functional outcome in adult life. It may
also reduce the community costs and overall prevalence of mental illnesses (Dadds, Spence,
Holland, Barrett, & Laurens, 1997). However, it is also important not to pathologies normal
processes and challenges that a youth meets (Helse- og omsorgsdepartementet, 2002). When
encountering adolescents in health care settings, it is, therefore, important to distinguish

between normal responses to challenges and symptoms indicating mental disorders.
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Mental health services use in adolescence. When emotional problems do occur
during adolescence, not all adolecents seek help. Youths seeking help, are more willing to do
so if they actually appraise that they have a problem, acknowledge it as severe, and if health
services are available (Rickwood & Braithwaite, 1994; Turi, Bals, Skre, & Kvernmo, 2009).
Once the youths have decided to seek help, there are several different types of mental health
care services that can offer them their service. In Norway, mental health care services are free
of charge (Turi et al., 2009), and they are divided into different treatment levels, primary or
secondary services. There will, however, always be tasks that will fall between these
treatment levels, and good cooperation between these levels is, therefore, important (Hviding,
Reinar, Mgrland, & Buntz, 2008).

Primary mental health care consists of low threshold services that organized in the
municipal. To access these services there is no need of a referral, and they are free of charge.
The primary mental health care services, also known as the first line of help, consist of school
health services, general practitioners (GP) and health clinics. The Psych-help at Tvibit in
Tromsg is an example of a primary health care service.

Secondary health care services are usually located at local hospitals and are part of the
specialist health care. These services can further be divided into secondary and tertiary line of
help. The secondary line of help include outpatient services, such as Division of Child and
Adolescent Mental Health (DCAMH), and emergency wards. DCAMH is an outpatient
service within the mental health care system for children and adolescents under the age of 18.
The use of outpatient services requires a referral from primary health care services. In the
tertiary line of help, units that specialize in more specific illnesses are included. Referrals
from the secondary line of help are often required when utilizing the third line of help
services. The use of services can depend on the type and severity of the problem (NOU,
2005). Figure 1 illustrates the relationship between mental health care services and severity of
the problem.

In order to make sure that adolescents get the help that they need at the right level,
health care workers need to distinguish between normal responses to challenges and
symptoms indicating mental disorders. As the severity of the mental problem increases, the
faster the youth is suppose to be referred to a secondary mental health care service. In
addition, as the severity increases, the road to the third line of help gets shorter. The

adolescent can get a referral from the primary health care to the secondary health care, but
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also from secondary health care to primary health care. It can, however, be difficult to know
when to refer to another line of health care service.

Because it can be hard to recognize symptoms of mental distress and evaluate the
severity of the symptoms, different assessment tools have been developed. Clinicians can use
results from these tools as a supplement to aid his/hers clinical judgment with regards to

referral and to know the outcome of a treatment approach (Sosial- og helsedirektoratet, 2008).

[ Third line of help
=
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2 = Acute
§ 3 psvchiatric
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Mental healtheare services

First line of help

! Primary
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' mental

*
:
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Figure 1. The figure shows the relationship between mental health care services and severity
of mental problems. This figure was adapted from Utfordringer Hvem bestemmer hva? Den

3.Nordiske Miljgkonferansen om Spiseforstyrrelser 2014 by M., Bjartveit, 2014.

Psychotherapy in mental health services

Psychotherapy is primarily offered in secondary care and only to some extent in
primary care (GP offices) (Mykletun et al., 2009), and it has proven to be effective when
treating mental illnesses (Lambert & Ogle, 2004; Lipsey & Wilson, 1993), also in adolescents
(Weisz, Weiss, Alicke & Klotz, 1987; Mufson et al., 2004). Not all patients receiving
psychotherapy do, however, experience a reduction in symptoms of mental illnesses. Some

patients perceive a worsening of symptoms upon receiving psychotherapy. Hansen, Lambert
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& Forman (2002) found that between 5-10 percent of clients receiving psychotherapy were
feeling worse after receiving treatment. For children and adolescents, research show that 14
percent of children and adolescents receiving treatment in managed care settings were
experiencing a significant increase in symptoms after receiving treatment (Warren, Nelson,
Mondragon, Baldwin, & Burlingame, 2010). As these studies suggest, the effect of
psychotherapy can seem to involve both positive and negative patient outcomes, and
clinicians are not always aware of patient outcomes.

Studies further show that clinicians often underestimate patient outcomes during
therapy, and that clinicians are not immune to distortions in judgment and are prone to
different biases (Moran & Tai, 2001). Further, clinicians sometimes think that patients are in a
better mental state than the patient actually is, making clinicians unaware of patient worsening
(Lambert & Ogles, 2004). Knowing patient outcomes can give clinicians information whether
the applied treatment is working or not. Information about adverse treatment outcome can
also make clinicians aware of the need for a change of course.

There has been an ongoing focus on enhancing treatment outcomes in routine practice.
Methods such as empirically supported psychotherapies, treatment guidelines, best practices
and treatment manuals have been introduced to improve treatment outcomes (Lambert et al.,
2003). Also, in the shade of these ways of enhancing treatment outcomes, another
methodology that tries to improve outcomes emerged, Patient-Focused Research (PFR). PFR
is a methodology that monitors and gives feedback on patient progress during a
psychotherapeutic treatment. By monitoring client progress and providing this information to
clinicians, they try to enhance patient outcomes. During an ongoing treatment, there is a focus
on guiding the patient, especially for patients not responding well to treatment (Lambert et al.,
2003). As a guiding tool when monitoring symptoms and giving feedback to the client one
can use validated symptom checklists and outcome measures.

Assessment and outcome measures used in PFR would aid to provide early and rapid
assessment to the requirements needed. Outcome measures can provide assistance to refer to
appropriate remedial measures and be used to distinguish the degree of difficulties. Norms for
expected improvements can also be set, and lack of improvements or worsening can be
flagged, indicating that a new approach is needed. These aspects are important according to
the Norwegian Health Department’s guidelines for Mental Health services for children and
young people in the municipality (Sosial- og helsedirektoratet, 2007). In specialist care, the

symptoms in children and adolescents are often complex and require a reflective clinical
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judgment, in addition to knowledge about effective treatment (Sosial- og helsedirektoratet,
2009). At the same time there might be a need to evaluate the efficiency, and cost effectively
of the health care system in Norway. Further, outcome measures can help to evaluate the
results of treatments, which is important as the investigation of specialist health services for
children and adolescents has concluded that result indicators used in psychiatric care of
children and adolescents, cannot tell us whether or not the patients actually receive sufficient
help with their psychological problems (RR 3:7, 2006-2007).

There is thus a need to adopt and implement systems for the collection of routine data
in units that provide psychological treatment; to ensure that patients get the right help needed
fast. In order to generalize research done on youth to different countries and health care
systems, there is a need to use a translated and validated outcome measure cross-culturally
(Kristjansdottir et al., 2013).

Different types of symptom checklists and outcome measures

Looking at symptom checklists there are several used as a supplement when
classifying diagnosable disorders, such as different anxiety and depression disorders, etc.
(Beck, Epstein, Brown, & Steer, 1988; Beck, Steer & Brown, 1996; Sheehan et al., 1998).
During PFR, researchers tend to use more generic measures rather that measure that are
diagnose-specific when monitoring patient symptoms. These general measures are designed
to be utilized when several psychiatric disorders and more than two symptoms might be
present. In addition, they are used to monitor routinely patient progress and thereby tracking
potential patient outcomes (Schibbye, et al., 2014). For patients, it might be difficult to
express their actual symptoms, making it hard for the clinician to interpret them correctly. The
use of a self-report measurement can help the patient to describe their symptoms more
accurately.

Two outcomes measures that have been used to assess general measures are CORE-
OM (Evans et al., 2002) and Outcome Questionnarie-45 (OQ-45) (Lambert & Ogles, 2004).
These two assessments seem to be equally effective for monitoring and predicting outcomes.
In addition, they can also identify whether or not a person is experiencing a symptomatic
pressure that needs to be further investigated (Schibbye, et al., 2014). Other outcome
measures that is used internationally are Health of Nation Outcome Scales for adults
(HoNOS) (Wing et al., 1998), Health of Nation Outcome Scales for children and adolescents
(HONOSCA) (Gowers et al. 1999), Symptom Check List -90 (SCL-90) (Derogatis & Unger,
2010), HSCL-25 (Derogatis, Lipman, Rickels, Uhlenhut, & Covi, 1974) and Outcome Rating
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Scale (ORS) (Miller, Duncan, Brown, Sparks, & Claud, 2003), aimed to be used on both out-
and inpatients.

Outcome measures validated in the Norway youth population include HONOSCA (6-
17 years) (Hanssen-Bauer, Langsrud, Kvernmo, & Heyerdahl. 2010), SCL-25, -10 & -5, (16-
97 years) (Strand, Dalgard, Tambs, & Rognerud, 2003) and SCL-10 (14-16 years, both
Norwegian and Danish sample) (Haavet, Sirpal, Haugen, & Christensen, 2010). CORE-OM
has, however, only been validated in the Norwegian adult population (Skre et al., 2013).
The development of CORE-OM

Measurements are a crucial component of scientific research (Streiner, Norman, &
Cairney, 2014), and in order to close the gap between clinical practice and research, it is
important to create an outcome measure that is used by both researchers and clinicians. A
measurement that can be used in both clinics and research, can help researchers explore what
factors differ from a research and a clinical setting, and differences in existing methods can be
evaluated. Such an outcome measure would need to be theoretical neutral, free of charge,
accessible, useful and easy to use in mental health settings, in order for clinicians to want to,
and actually use them (Evans et al, 2000; Barkham et al, 1998). With regards to primary
health care there might have been little use of instruments with established psychometric
properties, due to the fact that they are typically time consuming, impracticable and have little
predictive value (Swedish Council on Health Technology Assessment, 2005, ref in Elfstrém
etal., 2013, p. 448). An outcomes measure that can be easily used needs to take little time and
have predictive value. To develop such a measure has proven to be hard, and since the 1970s,
various attempts have been made (Horowitcz, Strupp, Lambert, & Elkin, 1997). Therefore
following a conference for the Mental Health Foundation in England, a multicenter
collaborative group was put together in 1993 in order to develop an outcome measure. The
conference resulted in the Clinical Outcomes in Routine Evaluation-Outcome Measure
(Barkham et al., 1998; “History,” n.d.).
After the development of CORE-OM, it has been translated and validated in different
countries (“Translations,” n.d). There has also been an increased pressure on mental health
services to adopt assessment and outcome measures during the same time period in Norway
(Norderhaug & Jamtvedt, 2013). One of the reasons for this is that it is in the best interest of
both the patient and the clinician to offer the most effective treatment.

CORE-OM. CORE-OM (See Appendix D) was the first instrument of several
outcome measures developed by CORE Information Management Systems (IMS) (“CORE
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IMS”, n.d.). The properties of CORE-OM have been reported widely in literature (Barkham et
al., 1998; Evans et al., 2000; Evans 2002; Barkham, Culverwell, Spindler, Twigg, & Connell,
2005; Barkham, Mellor-Clark, Connell, & Cahill, 2006; Cahill et al., 2006; Lyne, Lucock,
Barkham, Stiles, & Lucock (in press), ref in Connell & Barkham, 2007, p.1). CORE-OM is a
standardized self-report outcome measure for use in both clinical practice and psychotherapy
research (Barkham et al., 1998, 2001; Evans et al., 2002).

CORE-OM is designed so that it can be administered before, during and after therapy,
which makes it possible to compare scores to previously generated scores. That way one can
produce important scientific discoveries when it comes to therapeutic change in clinical
settings, making it easier to identify shortfalls in practice and to develop strategies to improve
health care (Evans et al, 2002; Barkham et al, 2006). When used systematically CORE-OM
can be used to catch the lack of improvement, worsening, and changes in suicidal danger.
Lack of improvement might indicate that a new methodical approach is needed, or that there
is a need to work on the alliance between the clinician and the youth. In some instances, one
might consider changing therapist if this doesn’t work (Duncan, 2010). If the adolescent’s
symptoms are worsening, and the suicidal danger continues to be high or does not change,
this might be an indication of referring the adolescent to another line of health care service. In
that way, CORE-OM can help clinicians to consider a new approach when to change the
therapist, and when a referral might be considered. Using CORE-OM to notice an
improvement is also important because this tells us that something is changing in the wanted
direction, and can be motivational for both clinician and patient. CORE-OM can also be
helpful when working with youth having a hard time expressing their problems verbally. For
some, having something concrete to focus on during the therapy might help them to express
themselves more freely.

CORE-OM has also been developed to detect social and functional aspects of an
individual's life situation. These aspects may be involved in influencing the experienced
symptoms (Barkham et al., 1998), known as 'spin-offs' or secondary effects of a treatment or
intervention (Howard, Lueger, Maling, & Martinovich, 1993). CORE-OM takes between 5-10
minutes to complete and is the preferred assessment and measurement of the all the CORE
outcomes because of it’s wide range of items. The use of a variety of items allows
respondents the identification of many more items, providing a more precise estimate of
outcome (Connell & Barkham, 2007).
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Domains. The items of CORE-OM cover and produce scores from four dimensions;
Well-being (four items), Function (12 items), Problems/symptoms (12 items) and Risk (6
items) (“CORE Measurement Tools”, n.d.; Skre, et al., 2013). ‘Well-being’ relates to a
patient’s quality and emotional aspect of life. ‘Problems/symptoms’ taps into anxiety and
depression symptoms, traumatic reactions and physical complaints associated with
psychological health. ‘Life functioning’ relates to general and social functioning in daily life
functioning. ‘Risk/harm’ has to do with harm to self, including suicidal ideation and threats
and violent behavior against other people (Skre, et al., 2013; “The CORE Outcome Measure
(CORE-OM),” n.d.). The first three domains correspond to the phase model for
psychotherapy change (Howard et al., 1993) where improvement is explained firstly by
increased subjective well-being, then by reduced symptomatic distress, and lastly by
increased current life functioning. These three first domains have been found to be highly
correlated (Elfstrom et al., 2013; Evans et al., 2002; Lyne, Barrett, Evans, & Barkham, 2006)
and have been recommended to form a general scale measuring current psychological distress
(Bedford, Watson, Lyne, Davies, & Deary, 2010). The domain ‘risk/harm” was chosen to
assist the clinician in monitoring the signs of risk of suicide, harm to oneself and violence in
patients with mental health problems. It’s recommended to use this fourth domain as an own
scale measuring risk to self and others (Bedford et al., 2010). According to Connell &
Barkham (2007) the risk item should be flagged when appearing in the clinical range, which
in turn can make clinicians aware of a patient’s risk status. Also, if a respondent fails to
answer the risk item, the clinician should address and discuss this with the respondent.

Other versions of CORE-OM. CORE-OM is not fit for all purposes and shorter
versions derived from it has also been developed, including CORE Short Forms A&B for
session-by-session use in research settings (Evans et al., 2007; Cahill et al., 2006, ref.in
Connell & Barkham, 2007, p. 1), and the CORE-5 and CORE-10 for session-by-session use
in practice settings (Bewick, Barkham, Connell & Twigg, in prep, ref.in Connell & Barkham,
2007, p. 1). There also exist population-specific versions of CORE for the general population
(GP-CORE) (Sinclair, Barkham, Evans, Connell, & Audin, 2005), learning disabilities (LD-
CORE) (Marshall & Willoughby-Booth, 2007), and a short version of CORE-OM for young
people (CORE-YP) (Twigg, et al., 2009).

CORE-YP is designed to be used in the age range 11-16, after 16 years other CORE
IMS measurements can be used (“CORE Measurement Tools”, n.d.). Some of the items in
CORE-YP are reframed and more concrete than items included in CORE-OM and CORE-10.
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Since CORE-YP is different from CORE-10, the scores from CORE-10 and CORE-YP are
not directly comparable, making it hard to compare scores from adolescents with different
populations that are using CORE-10. CORE-YP is further not translated into Norwegian and
thereby not routinely being used in clinical practice.

CORE-10. CORE-10 (See Appendix E) consists of 10 items drawn from CORE-OM
and takes less time to complete than CORE-OM. CORE-10 is designed to be used as a quick
initial assessment, a screening tool, and outcome measure when CORE-OM is considered too
time-consuming. By summing up the items, you can get a clinical score that can be used as a
global index of distress. CORE-10 is suitable to be used as a first quick screening tool and
also as an outcome measure. CORE-10 is further designed to tap into the same underlying
factors that are present in CORE-OM. The questions in CORE-10 tap into the following
underlying factors: subjective well-being (1), anxiety (2), depression (3), physical (4), trauma
(5), general functioning (6), close relationships (7), social relationships (8), risk to self (9),
and risk to others (10) (Barkham et al., 2013; Connell & Barkham, 2007).

CORE-10 has shown to correlate highly with CORE-OM, indicating a close
relationship between the clinical scores of the CORE-10 and the CORE-OM. CORE-10 has
also shown to have good internal consistency (Barkham et al., 2013; Connell & Barkham,
2007).

Scoring. The Norwegian version of the CORE-10 and CORE-OM use the original
five-point Likert scale response format ranging from 0 (‘not at all’) to 4 (‘most or all the
time”). Of the 34 items in CORE-OM, eight items are termed positive with reversed scoring.
In CORE-10, two of the ten items are termed positive with reversed scoring. The minimum
score that can be achieved is 0, and the maximum is 40 for CORE-10 while the maximum
score for CORE-OM is 136. The total response is averaged leading to a mean score that
indicate the level of psychological distress, ranging from healthy to severe. The higher the
score, the more severe the current reported global distress is (Connell & Barkham, 2007,
“How is CORE Used?”, n.d.)

The overall score is calculated from the mean of all items. An alternative total score
(Summed up CORE scores minus risk scores) can be calculated for non-risk items. Scores are
calculated by dividing the sum item score by the number of items answered and multiplying
the result by ten to calculate overall scores (“How is CORE Used?”, n.d.). This is in line with
what is considered the best practice, using this measure in both research and clinical practice
(Barkham et al., 2006; Connell et al., 2007).
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Adaptation and validation of CORE-OM

Adapting a symptom checklist such as CORE-OM, rather than developing a new one
aimed at the target population, have several advantages, especially if one wants to be able to
do cross-cultural studies (i.e. when looking at therapeutic change in clinical settings to
identify shortfalls in practice and to develop strategies to improve health care across cultures).

Once a measurement has been adapted and validated in several populations,
researchers can compare data from these samples, even though the samples have different
backgrounds. Evaluating data from different samples using an adjusted measurement is
considered appropriate, as the same instrument evaluates the construct based on the same
methodological and theoretical views (Borsa, Daméasio, & Bandeira, 2012). The use of an
adapted measurement makes it easier to generalize and to look at differences within different
populations (Hambleton, 2005; Vivas, 1999, ref in Borsa et al., 2012, p. 424). If, however, the
adaptation has been flawed, a comparison will be difficult (Gjersing, Caplehorn, & Clausen,
2010), and one might get invalid results during the validation process due to flaws in the
translation procedure. The measurement also needs to be psychometric valid in order for the
scores to be compared both nationally and internationally, and to increase the certainty of that
instruments accurately reflects what they were supposed to measure (Laake, Olsen, &
Benestad, 2007, ref in Gjersing et al., 2010, p. 1). Adaptation and validation are, therefore,
different but complementary steps that needs to be taken when one wishes to start using
psychological measurements developed in another language, culture or for another context.

Looking at how to adapt an instrument for use in another cultural context, there is an
universal agreement that it is inappropriate to merely translate and use a questionnaire in
another linguistic setting (Herdman, Fox-Rushby, & Badia, 1998; Wang, Lee, & Fetzer,
2006). It has also been recommended that when adapting a measurement that is used in a
different language, setting and time one should follow a certain process in order to reduce the
risk of introducing bias into a study (Borsa et al., 2012; Herdman et al., 1998).

A proposed process for adapting psychological instruments to different cultures
involves that two different translators translate the original version. These translations get
synthesized and evaluated by an expert committee, then by the target population. If the
translation is considered adequate, two different translators back translate the measurement
separately. The back translation then gets presented to the author of the original measurement.
If the measurement is considered adequate one does a pilot study (Borsa et al., 2012; Sousa &

Rojjanasrirat, 2011).
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The Norwegian adaptation of CORE-OM did not quite follow this process. CORE-
OM was not translated independently by two bilingual translators and then synthesized into a
translated version. Nor did the target population evaluate CORE-OM before it was back
translated, and the back translation was not done by two bilingual translators and then
synthesized into a translated version. Other than that the Norwegian adaption of CORE-OM
followed the recommended process, and there were two bilingual translators involved in the
translating process (Skre et al., 2013). By using two bilingual translators the risk for
linguistic, psychological, cultural and both practical and theoretical understanding biases was
minimized (Cassepp-Borges, Balbonitti, & Teodoro, 2010, ref in Borsa et al., 2012, p. 424),
and the Norwegian translated version is, therefore, likely to be considered adequate.

After having adapted an instrument, adequately one must perform statistical analysis
to evaluate the degree to which the instrument can be considered valid in the targeted
population (Gjersing et al., 2010). Validity indicates to what extent a test measures the
properties, capabilities or skills it is supposed to measure, and thus constitutes the most
fundamental aspect of test development. The steps required for the validation of a
psychological instrument are diverse (Urbina, 2007, ref in Borsa et al. 2012, p. 428), and there
IS no consensus on how much validity the instrument must possess for it to be considered
valid (Borsa et al., 2012). There is, however, much emphasis on using standardized and
validated research instruments (Laake, Olsen, & Benestad, 2007, ref in Gjersing et al., 2010,
p. 1).

Traditionally researchers and test developers talked about three main forms of
validity: content, criteria- and construct validity. A measurement is considered to have content
validity when the task covers relevant aspects of the construct to be measured, such as
measuring relevant psychological symptoms. A measurement is considered to have criteria
validity if one can prove a correlation between test scores and a specified external criterion,
like the achievement of an independent task or belonging to a certain defined group. A
measurement is considered to have construct validity if it measures a theoretical concept
intended or unintended property. Support for construct validity can be applied to many
different methods, for example, factor analysis, internal correlation studies and gathered
practical experience with the test. Having validated a measurement once does however not
necessarily mean that it is valid in another time, culture or context (Herdman et al., 1998;
Reichenheim & Moraes, 2007; Beaton, Bombardier, Guiellemin, & Ferraz, 2000; Guillemin,

Bombardier, & Beaton, 1993, ref in Gjersing, Caplehorn, & Clausen, 2010, p. 1; Mushquash
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& Bova, 2007). In addition, due to changes in society that happens continuously, an
instrument that has been validated in the past may no longer be valid. (Herdman et al., 1998;
Reichenheim & Moraes, 2007, ref in Gjersing et al., 2010, p. 1).

In @ more modern definition of validity one looks at accumulated knowledge, that
supports the interpretation of the test results for the relevant purpose (Moss, Girard, &
Haniford, 2006). One can also use a symptom checklist/outcome measure without having to
validate the questionnaire. Given that the developer has presented basic support for test
validity, and the user has considered whether the evidence suggests that the test can be used
for his or her purposes.

Previous validations of CORE-OM. CORE-OM has been translated into more than
20 different languages, these include: Norwegian, Swedish, Danish, Icelandic, Finnish, Dutch,
German, Greek, Italian, Polish, Spanish, Welsh, Lithuanian, Slovak, Turkish, Croatian,
Portuguese, Japanese, Albanian and Guajarati (“Translations”, n.d.). The psychometric
properties have shown to be good for the CORE-OM UK (Evans et al.,2002), Italian
(Palmieri, 2009), Swedish (Elfstrom et al., 2013), Japanese (Uji, Sakamoto, Adachi &
Toshinori, 2012), Lithuanian (Vilitiniené et al., 2012) and Norwegian version (Skre et al.,
2013). All of these validations have been done on adult populations. CORE-OM has further
been supported by several publications (“References”, n.d.).

Cut-off score. Looking at the previous validations of CORE-OM, the cut-off scores
have shown to have a good ability to discriminate between the non-clinical and the clinical
population (Evans et al., 2002; Elfstrém et al., 2013; Kristjansdottir et al., 2013; Palmieri,
2007; Skre et al., 2013; Vilitniené et al., 2012). However, none of these found it necessary to
adjust the cut-off score with regards to age and gender. However some age and gender
differences were found, and some have suggested that different cut-off scores for gender
might be used (Evans et al., 2002; Elfstrom et al., 2013; Palmieri et al., 2009).

Some of the earlier validations of CORE-OM suggest different cut-off scores for
gender (Evans et al., 2002; Elfstrom et al., 2013; Palmieri et al., 2009). Others validation of
CORE-OM have not used cut-off scores for gender, suggesting that the effects are negligible
(Kristjansdottir et al., 2013; Skre et al., 2013). Even though there have been reported age
differences on subscale levels on earlier validation of CORE-OM, this has not led to adjusted
cut-off scores when applying CORE-OM. (Elfstrom et al., 2012; Evans et al., 2012; Skre et
al., 2013; Uji et al. 2012).
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Gender difference. In the UK validation of CORE-OM there was a moderate
significant gender difference for the non-clinical sample on all subscale levels, with women
scoring higher than men, expect for the domain functioning where there was no gender
difference (Evans et al., 2002). These tendencies were also observed in the Italian validation
of CORE-OM when comparing it to the UK version (Palmieri et al., 2009). In the Japanese
validation of CORE-OM, results indicate a general gender difference on sub levels. The
results show that women report lower scores on the ‘risk to others’ and ‘close relationship’
subscales. Males, on the other hand, had lower scores on the subjective well-being subscale
(Uji et al., 2012). In the Norwegian validation of CORE-OM, results indicate that for the non-
clinical sample, women had a significantly higher general mean score than men. On subscale
level, men had significantly higher risk scores than women (Skre et al., 2013).

Age difference. Looking through the different validations there seems to be a decrease
in risk scores as people get older (Elfstrom et al., 2012; Evans et al., 2012; Skre et al., 2013;
Uji et al. 2012). Other age differences from the validation of CORE-OM were also observed.
In the non-clinical sample of the UK validation of CORE-OM, results show that there was a
small significant increase in symptom scores as age increased. Results also show that for both
the clinical UK and Swedish sample, function scores tend to drop with age (Elfstrom et al.,
2013; Evans et al., 2002). In the Japanese validation of CORE-OM results indicate that as age
increases, psychological symptoms scores tend to drop while physical symptoms tend to
increase (Uji et al., 2012)

However, research on the youth population using CORE-YP show that the mean score
tend to increase with age when comparing British 11-13-year-olds with 14-16-year-olds. The
increase in score might indicate that as the youth population gets older, the risk and function
scores increase while subjective well-being and social functioning decrease (Twigg, et al.,
2009). When looking at the adult population there might be a tendency for the ‘risk’ scores to
decrease, but this might not be the case when looking at the youth population.

Although there was no need to adjust scores on the basis of either gender or age for the
CORE-OM in the Norwegian validation done on adults, this might be the case when looking
at the youth population because youths are different from adults. Adolescents might score
higher on CORE-OM, in general, meaning that a higher cut-off score is needed in this
population in order to tell the difference between a non-clinical score and a clinical score.
This assumption is further supported by previous research done on Becks Depression

Inventory (BDI). BDI is used to identify symptoms of depression and has shown to have high
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correlations between CORE-OM and BDI scores in a clinical sample (Leach et al., 2005).
Studies done on BDI have shown that adolescents tend to score higher than adults on BDI
scores (Albert & Beck,1975; Teri, 1982), which might indicate that adolescents could have a
higher CORE-10 score than adults.

Hypothesis

CORE-10 has previously been validated in an adult population in Norway through the
validation of CORE-OM and has shown good psychometric properties (Skre et al., 2013). We
also believe that CORE-10 can be used on the adolescent population if validated, and we
expect that adolescents are capable of answering the CORE-10 items. We thereby expect that
the omission rate will not be influenced by age and that the readability level will be below 14
years. Further, we expect it to be a good internal consistency between CORE-10 items. We
also believe there will be a difference between the non-clinical group and the clinical group in
overall CORE-10 scores, with the clinical sample scoring higher than the non-clinical sample.

The transition between childhood and adulthood is characterized by several biological,
cognitive and social changes (Alsaker, 1995; Erikson, 1968; Institute of Medicine, 2011;
Kroger, 2000; Rogol et al., 2002; Simpson, 2001). At the same time, adolescents have a
harder time regulating their emotions compared to adults (Nolen-Hoeksema & Aldao, 2011).
Research has also shown that adolescents are more vulnerable to develop psychological
problems in this period of life compared to later (Kessler et al., 2005; Wichstrgm, 1999), and
many adolescents have psychological problems (Skogen et al., 2014). We hypothesize that
adolescents will have a higher symptom pressure compared to adults and that a cut-off score
might need to be adjusted accordingly to the youth population.

Research show that girls tend to have a higher degree of psychological distress than
boys (Bolognini et al., 1996; Jones, 2004; Wichstrgm, 1999) and a higher prevalence of
depression and anxiety disorders (Stark et al., 2000, ref in Miller & Jenkins, 2004, p. 300;
Wichstrgm, 1999). We thereby expect to see a gender difference, with girls scoring higher on
overall CORE-10 scores, and more girls reporting having experienced more psychological
stress than men.

The secondary aim of this study was to confirm the underlying factors of CORE-OM
before looking at the gender difference on CORE- OM and its domain scores. We also wanted
to see if there was a correlation between the underlying domains, and if there was a

correlation between reported experience of psychological stress and the underlying factors.
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Method

Design

A between subject cross-sectional survey study was used to examine the validity of
CORE-10 in a Norwegian youth population, aged 14-18 years.
Samples

Results are reported using data from three main samples: a non-clinical sample and
two clinical samples. For the non-clinical sample and the DCAMH-sample, CORE-OM has
been administered to the samples and the items embedded in CORE-10 were subsequently
extracted making up the normative data for these groups. The samples are described in Table
1.

Table 1.

Characteristics of non-clinical, DCAMH and Psych-help sample

Sample Type of N Female Male Age range
sample n (%) n (%) (years)

Jr. High Non- clinical ~ 212 105 (49.5) 107 (50.5) 14-15

school

Sr. High Non- clinical 319 153 (48.0) 166 (52.0) 15-18

school

Psych-help Clinical 182 153 (84.1) 29 (15.4) 14-18

DCAMH Clinical 56 52 (92.9) 4(7.1) 14-17

Non-clinical sample: General population (sample 1). The non-clinical sample was a
convenience sample recruited from four junior high schools and four senior high schools
across Northern Norway during week 36 and 47 in 2014. The data was collected in the
counties Finnmark and Nordland, and consist of 212 students aged 14-18 from junior (N =
212, 14-15 years) and 319 senior high schools (N = 319 15-18 years).

Even though our sample was a convenience sample, we wanted the sample to be as
randomized as possible. Because of this all junior high schools in Bodg and Alta, and all
senior high schools in Bodg and Finnmark were assigned a number. The numbers were then
randomized and drawn, giving us a list of all the schools that could be contacted and asked to
participate in the study. We started to contact the schools on top of the list, and if one school
said no to participate, we asked the next school on the list. We aimed to collect at least 65

participants from each class grade from 9" to 13" grade, meaning that if data were missing
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after having asked one school, we asked the next school on the list to participate. Once we
had enough data, we stopped asking for participants, and seven of the Jr. and 19 of the Sr.
high schools were not invited to the study. Of all the schools that were not invited to
participate, one of the junior high schools and three of the senior high schools declined to
participate in the study. The response rate on school level was hence 83.3% and 71.4%.
Figure 2 illustrates the recruitment process and the response rate at the different levels for
junior and senior high school.

Once the schools in correspondence with the principal had agreed to participate in the
study, we sent an e-mail with information about the data-collection (See Appendix C). The
school was told to inform the students where they could get help if they needed someone to
talk to, that it was voluntary to participate, and that their response would be kept anonymous.
To keep the data collected from these youths anonymous, the teachers received the CORE-
OM after the students had answered it. In all the cases, the schools wanted to distribute the
questionnaires to the students themselves through the teachers. All participants scored CORE-
OM with pen or pencil, and completed a front page where they had to fill in information
regarding age, gender and answer the questions: "Have you received psychological treatment
during the past month?” and “Have you experienced stress or other psychological strains
during the past week?” Response categories were simply “Yes”, or “No”, (See Appendix B).
Also, they were asked if they wanted information about the study, (See Appendix A).

Since the study was voluntary, three of the senior high schools classes said no to
participate, leading to a response rate at class level of 85.4% for the senior high school and
100% for the junior high school. The total number of students asked to participate from junior
high schools were 350. However, 138 did not respond to the questionnaire, leading to a
participant rate of 60.6%. At senior high school, the participant rate was 60.6% as 319 of the
526 students responded to the questionnaire.

The participation rate on student level is however not quite accurate, as none of the
teachers noted how many students that were not asked to participate in the study due to the
exclusion criteria. Nor did the teachers note how many students in any given class were
missing the day the questionnaire was presented to the students. Because of this the
participation rate on student level presented might be better than assumed. Of the ones that
completed the questionnaire, three from the junior high school and six from the senior high

school were excluded due to incomplete response on the questionnaire.



VALIDATION OF CORE-10 IN A NORWEGIAN YOUTH SAMPLE 27

Junior high schools asked to participate = 6 out Senior high schools asked to participate = 7 out
of 15, of 26,
N =804 (100%) N = 3282 (100%)

Schools declining Schgp{s dgclininzg
participation =

participation = 1 (28.6%),

(16.7%), -
N = 180 (22.4%) N = 1573 (47.9%)

Schools accepting

Schools accepting
participation =5, (71.4
%)

participation = 5 (83.3

%),
N = 624 (77.6%) N = 1709 (52.1%)
N of classes = 27 (100%), N of classes = 96 (100%)
N = 624 (100%) N=1709 (100%)

Classes not asked to

Classes not asked to
participate = 65

participate = 14
(51.9%),N =274 |~ (67.7%),N=1093 fhua
(43.9%) (64.0%)

Total classes asked to Total classes asked to
participate = 13,(48.1%), participate = 31 (32.3%),
N =350 (56.1%) N = 616 (36.0%)

N of classes asked = 13 (100%), N = 350 N of classes asked = 31 (100%) N = 616
(100%) (100%)

Classes declining Classes declining
participation = 0 pgt;ﬁ;};a;}on;;

— 7%),N =

(.0.0%), N =0 (0.0%) (1456%)

Classes accepting

Classes accepting ticipati 28
participation =

participation = 13,

(100%), N = 350 (90.3%),N =526
(100%) (85.4%)
N of students asked = 350 (100%) N of students asked = 526 (100%)

Students declining Students declining
participation = 138 participation = 207 [
(39.4%) (39.4%)

Students accepting Students accepting
participation = participation =
212(60.6%) 319(60.6%)

Excluded due to Excluded due to
missing data = 6

missing data = 3
(1.4%) (1.9%)

Reliable measures = 209 Reliable measures = 313
(98.6%) (98.1%)

Figure 2. Participation rates from junior and senior high schools. This flowchart illustrates the

recruitment and omission rate at different levels in the recruitment process. N = number of

students.
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Some of the schools asked to participate in the study handed out CORE-OM to all the
students in the class so that no one would feel left out or excluded. Outcome measures handed
in by students that were not between 14 and 18 years were later excluded from this study, and
are not included when calculating the participation rate. Altogether 76 students were excluded
because they were below 14 years.

Differences between the junior and senior students were minimal, and all results
reported here are pooled across both samples. Ages ranged from 14 to 18 years, and there
were 258 (48.0%) girls in the non-clinical sample, mean age was 15.95 years (standard
deviation [SD] = 1.49). While there were 273 (51.4%) boys in the non-clinical sample, mean
age was 15.88 years (SD = 1.42).

Clinical sample: Child and youth psychiatry (sample 2). The sample comprised 56
youths assigned and recruited through the SMART-project:” Evaluation of a short-term
treatment for adolescents with emotional disorders in five child and adolescent DCAMHs - A
randomized controlled study” (REK NORTH 2011/1937). The youths included in this sample
were treated for emotional disorders, such as anxiety and/or depression at DCAMHSs, located
in Tromsg, Harstad, Stokmarknes, and Bodg. The participants were included in the sample
after being referred by their GP and assessed to have the right to necessarily health care. Once
they were assessed to have the right to necessarily health care, they were considered to benefit
from the SMART treatment method and were offered to participate in the study, normally
after eight weeks. After accepting participation in the project, they filled out CORE-OM with
pen or pencil during their first session at DCAMH, after waiting four weeks. The total waiting
time from referral to the start of treatment was maximum 12 weeks. To see a closer
description of the research design for this project see ClinicalTrails.gov identification number
NCT02150265.

In the DCAMH sample, there were four boys (7.1%) and 52 girls (92.9%). Ages
ranged from 14 to 17 and the mean age for girls was 15.75 years (SD = 1.153), while the
mean age for boys was 15.67 years (SD = 1.155).

Clinical sample: Counseling service users (sample 3). The data were collected from
a naturally occurring sample from a low threshold youth counseling service from the Psych-
help, located at the youth health center in the municipality Tromsg (Northern Norway) during
the school semester. At the Psych-help, adolescents can talk to 4"-year clinical psychology

students for counseling and guidance. The psychology students have a duty of confidentiality.
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Adolescents can refer themselves, or they can be referred by someone else (“Psykhjelpa”,
2015). One strives to give the youth an appointment within 1-2 weeks.

The data were collected between 2011 and 2014 by using convenience sampling. The
youth completed CORE-10 consistent with the practice at the health clinic where the
practitioners routinely use CORE-10, (See Appendix E). In the majority of cases, the client
completed the measure directly on a computer. The ten items comprising the CORE-10 were
presented individually to the client on the computer monitor. A response was required before
the next item was offered. The remaining clients completed CORE-10 with pen or pencil.

A total of 226 measures were completed, but 14 were excluded because they were not
in the right age range. 30 participants were missing more than one item and were excluded
due to missing data, omission rate 10%. Reliable measures were completed by 182 youths;
153 (84.1%) females and 29 (15.9%) males.

When looking closer at the statistics from 2011 to 2014 in order to calculate the participation
rate, there were 94 youths in 2011/2012, and 102 youths in 2013/2014 visiting the Psych-help.
There is no statistics available for 2012/2013, but roughly estimated it was about 97 youths
visiting Tvibit this school year. The estimation was done by taking the average from the year
before and after (2011/2012 and 2013/2014). This means that during the sampling period,

there were about 293 youths that visited the Psych-help, giving us a participation rate of 77%.
Table 2
Characteristics of the youth that visited the Psych-help during the sampling

Year Boys Mean Age Girls Mean Age Total Total

(%) age range (%) age range age mean

range age

2005 15 18.3 15-26 83 16.3 13-19 13-26 16.5
(Wanget  (15.3%) (84.7%)

al. 2007)

2011/2012 16 16.8 78 16.0 12-24 16.4
(17.0%) (83.0%)

2013/2014 13 18.2 15-23 89 17.1 15-21 17.7
(12.7%) (87.3%)

Note. There is no data for the year 2012/2013 and for the year 2011/2012, the age range is missing for
both genders.
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Table 2 shows us that far more girls than boys came to the Psych-help in the period
our data were collected, the data were retrieved from the Psych-help. This is in line with
results from a previous study done by Wang (2007). For 2011/2012 age data was only
available for 44 persons, the mean age for girls was 16, and the mean age for boys was 16.4.
Age data from 2012/2013 is missing, but the age data from 2013/2014 show that the mean age
for girls was 17.1 and the mean age for boys was 18.2.

Exclusion criteria

The exclusion criteria was reason to doubt that the patient could not read or write
Norwegian fluently, and the appraisal that it would be inappropriate to ask the patient or the
student to participate given their current mental state. There were very few exclusions or
refusals in the clinical samples. For the DCAMH clinical sample patients with other mental
problems than anxiety and depression were excluded from the study. For the non-clinical
sample, fewer than 10% were excluded.

Ethics

An application with a protocol describing the research study was sent to the Regional
Committee for Medical and Health Research Ethics (REC North) (2011/1937). In compliance
with the Helsinki Declaration for research on humans, the study was not considered obligated
to apply for approval by REC North.

Consent. Students from the junior and senior high schools were informed orally and
in writing about the aim of this study, that it was voluntary and anonymous according to the
regulations by REC North for this specific project. When returning the CORE-OM form, this
was accepted as a consent form to participate in the project. The data was anonymous and
collected on group level.

Asking youths about their mental health is not considered to be imposing unnecessary
stress on the individual, and this research project is not categorized as a medical or health
related research project. This means that the health research law § 9 and the research ethics
law 8 2 do not apply to this part of the study, and that there was no need for consent from the
parents of youth under the age of 16 (Helseforskningsloven, 2009). The youth might,
however, start to think about their situation and current mental state and might feel a need to
talk to someone after having completed the questionnaire. The class teachers will therefore
orally inform the youths to contact their tutor or the school nurse if the students experience
difficult thoughts or feeling when answering the form. The teacher will also offer the student

written information about the study.
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Since the data obtained from the two clinical samples were collected as routine clinical
data from youths in treatment and counseling, high scores on symptom and risk items will be
addressed and taken care of by the responsible therapist or counselor.

Statistical analyses

First of all we looked at the acceptability of the data by analyzing missing data. Chi-
Square tests were conducted to explore the relationship between missed items and groups and
missed items and gender. An ANOVA was conducted to see if there was a significant
relationship between missed items and age.

After having looked at the acceptability, we suspected that the readability level was
lower than 14 years. To confirm this we used the Flesch—Kincaid Grade Level Formula in
order to calculate the number of years of education needed to understand the text presented in
CORE-OM and CORE-10 according to the US Grade level.

Internal consistency was evaluated by calculating the Cronbach’s alpha coefficient (o).
The Cronbach’s alpha coefficient indicates the proportion of the variance that is covariant
between items, and is commonly employed as an internal consistency estimate that measures
the reliability of a test with multiple items (Cronbach, 1951). We also did a bootstrapping of
the Cronbach’s alpha coefficient to control and check the stability of the results because
bootstrap might be more accurate than the standard intervals obtained using sample variance
and assumptions of normality. Small changes in CI after bootstrapping indicate stability of the
results (DiCiccio & Efron, 1996).

A two-tailed t-test was conducted in order to calculate the confidence interval and the
standard deviations for each of the three samples so that these, along with the means for each
sample, could be compared. In order to meet the validity requirement for an outcome
measure, it should be able to discriminate between the clinical population for which it has
been designed and the non-clinical population (Evans et. al, 2002).

Jacobson and Truax’s formula (1991), was used to calculate the cut-off score to
discriminate between a clinical and non-clinical population. This formula has previously been
used when calculating the cut-off score for CORE-10 in an English population (Barkham et
al., 2013; Connell & Barkham, 2007), and when calculating the cut-off score for CORE-OM
in an adult Norwegian population (Skre et al., 2013). We use the same procedure as they did
in order to compare the cut-off scores for the adult and youth population by using a two-tailed
t-test.
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In order to examine the interaction between age and gender on the summed up CORE-
10, a two-ways ANOVA analysis was conducted. We also did a multiple regression analysis
to examine the effect of age and gender on these scores. The main effect was further analyzed
using an independent sample t-test. The effect size was estimated by calculating eta square.
The magnitude of the effect was determined by Cohen’s (1992) classification of effects,
ranging from small to large

A Pearson product-moment correlation coefficient was computed in order to evaluate
the correlation between summed up CORE-OM and CORE-10 scores. A high correlation may
show that CORE-10 and CORE-OM are in accordance with one another.

A Fit Confirmatory Factor Analysis (FCFA) was done in order to see if our data from
the youth population fitted the model underlying CORE-OM and therefore CORE-10. After
having explored the underlying factors, we wanted to see how the underlying domain scores
correlated with experienced psychological stress by doing a Pearson’s correlation. Looking at
our variables they are ordinal and have five categories. Variables such as these, with five or
more categories, can usually be treated as “continuous” since it is not likely to have much
practical impact on the results (Babakus, Ferguson, & Joreskog, 1987; Dolan, 1994; Johnson
& Creech, 1983; Hutchinson & Olmos, 1998, ref in Newsom, 2015, p. 1). In most of our
variables, the data is however skewed, meaning that we cannot assume that our underlying
distribution is normal. Doing a confirmatory factor analysis by using Maximum Likelihood
(ML) might, therefore, increase the chi-square value and might lead to an underestimation of
the model-fit-indices (Hoyle, 1995). This means that by using ML it might appear that the
model fit is worse than it really is. A categorical analysis approach will, therefore, have less
bias compared with standard ML. Because of this we did a Fit confirmatory factor analysis
using the FCFA function in the Lavaan package (Rosseel, 2012) with the R software (R Core
Team, 2013) in order to use the Weighted Least Square Mean- and Variance-adjusted
(WLSMV) estimation instead of ML. WLSMV will give us robust standard errors and mean,
or mean and variance adjusted test statistics, and in turn a more correct chi-square value and a
more correct CFl. On the assumption that ordinal scaling is a more realistic assumption
interval scaling in a four-point Liker Scale (Skre et al., 2013), we did a Spearman’s rho
correlation to see if there was a statistically significant relationship between the factors on the
Likert scales questions after having looked at the covariance from the WLSMV estimation.

In order to examine the interaction and effect between age and gender on the summed

up CORE-OM score, we did a multiple regression analysis. We further did a two-ways
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ANOVA analysis to examine the effect of age and gender on CORE-OM score and the
underlying domains.

A Pearson correlation was computed to determine the relationship between
experienced psychological stress, total CORE-OM score, each domains scores and each of the
34 item scores, in the non-clinical sample. The strength of the correlations were estimated
using Dancey and Reidy’s (2004) categorization, ranging from zero (.0) to perfect (1.0). Also,
a t-test was conducted to compare the difference between reported psychological stress in
overall CORE-OM scores. Lastly, we did a chi-square to calculate the gender differences with
regards to reported psychological stress.

Results

The aim of this study was to validate CORE-10. As part of this validation, analyzes of
omission rate and readability level were conducted, and the internal consistency was
calculated. Furthermore, the difference between the non-clinical group and the clinical group
in overall CORE-10 scores was examined. The cut-off score for the youth population was also
calculated. We also look at gender differences in CORE-10 scores. Our secondary aim was to
confirm the underlying factors of CORE-OM before exploring the correlation between the
underlying domains and reported experienced psychological stress.

Analysis of missing data

Of the total sample, 92.7 % of the non-clinical, 97.8 % of the Psych-help clinical
sample and 96.4% of the DCAMH-clinical sample returned complete CORE-10 forms.
Results from the Chi-Square test showed that there was no significant relationship between
missed items and group, X? (10, N = 769) = 8.06, p = .62. The result indicates that omission
rate was not associated with belonging to a certain group. The difference between the groups
with regards to missed items is not statistically significant (p > 0.01). The number omitting
few enough items, having completed less than 90% of the questionnaire, to allow pro-rating
showed that 522 (98.3%) of the non-clinical, 56 (100%) of the DCAMH-clinical sample, and
182 (100%) of the Psych-help clinical sample showed retaining sufficient items to allow
scoring (N = 760). Further analysis using Chi-Square tests showed no difference between
missed items and gender X2 (5, N = 769) = 10.17, p = .07. An ANOVA analysis revealed a
non-significant difference between missed items and age (F (4,625) = 1.10, p = .30).

Combining all the populations, missing items were explored, and looking at missing
items across the different age groups no item stood out for any of the groups. The overall

omission rate was 0.89%, a fairly low omission rate (Evans et. al, 2002). Further, a 10%
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omission rate was allowed, both for CORE-10 and CORE-OM scores. Participants with an
omission rates greater than 10% were removed from the dataset.
Readability level

Because the number of missed items was not associated with age, we suspected the
readability level was lower than 14 years. To confirm this we used the Flesch—Kincaid Grade
Level Formula in order to calculate the number of years of education needed to understand
the text presented in CORE-OM and CORE-10:

039( total words )+ 11.8( total words )_ 15.59

total sentences total sentences

When including the instructions of the questionnaire, the total number of counted
words was 383, total sentences were 39 and total number of syllables was 595. These values
were inserted in the Flesch-Kincaid Grade Level Formula. The sum of the formula was 6.57,
which was rounded up to 7. This means that the Flesch Reading Ease Score was between 70
and 90, indicating that the reading difficulty was rated easy to fairly easy, and that CORE-OM
could be applied to 7% graders and up (Calderén, Morales, Liu, & Hays, 2006).

For CORE-10, the total number of counted words was 162, total sentences were 15
and total syllables were 240. When these values were inserted into the formula, the sum was
6.10, and the Flesh Reading Ease Score was between 80-90, and the reading difficulty rating
was easy (Calderdn et al., 2006). This indicates that CORE-10 could be applied to children in
6" grade and older in Norway.

Internal consistency

All domains show Cronbach’s alpha values for internal consistency between .63
and < 0.86 (see Table 3). Cronbach alpha values above 0.7 are considered acceptable (Evans
et al., 2002) and values above 0.8 are preferable (Pallant, 2007). For all samples combined the
Cronbach alpha coefficient was 0.89, indicating good internal consistency for the CORE-10
items (George & Mallery, 2003). A Bootstrap of all samples gave a 95 % CI for alpha: (0.68
and 0.94).
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Table 3.

Coefficient a (95% CI) denoting internal consistency for non-clinical, DCAMH and Psych-help
samples.

Sample Cronbach’s Alpha (o) 95% CI for a N of items
Non-clinical 0.86 0.84-0.88 10
DCAMH 0.63 0.47-0.76 10
Psych-help 0.77 0.72-0.82 10

All samples 0.89 0.87-0.90 10
Bootstrap 0.68 - 0.94 10

Note. CI = Confidence interval. Bootstrap = Bootstrap of all samples. Cl ranges from lower to
highest bound. Values above .8 are boldfaced.

Differences between clinical and non-clinical samples

A t-test was conducted to compare the clinical and non-clinical sample’s CORE-10
summed up scores. A comparison of the non-clinical population with the two clinical groups
showed that the participants in the clinical groups tended to score higher than the participants
in the non-clinical group on CORE-10. When comparing the non-clinical (M = .86, SD = .68)
with the DCAMH population (clinical) (M = 1.91, SD =.59) a clinically significant difference
(t (576) =-11.18, p < .01, two-tailed) was revealed. The magnitude of the difference between
the means (mean difference = -1.06, 95% ClI:-1.24 to -.87) was large (eta squared = .36).

The CORE-10 scores for the non-clinical population (M = .86, SD = .68) and the
Psych-help population (clinical) (M = 1.91, SD = .61) were compared. A large and clinically
significant difference (t (702) = -18.47, p < .01, two tailed) difference was revealed. The
magnitude of the difference between the means (mean difference = -1.05, 95% CI: -1.17to -
0.94) was large (eta squared = .33).

Also, CORE-10 scores for the two clinical groups were compared, showing significant
difference (t (236) = -0.07, p = .99, two tailed). The magnitude of the difference between the
means (mean difference = -0.01, 95% ClI: -1.82 to 1.83) was very small (eta squared = .00).

Table 4 illustrates the differences between the non-clinical and the clinical samples.
Figure 3 shows a boxplot where the boxes cover the middle 50% of the scores in each group,
and the line in the middle of the box indicates the 95% CI. The boxes between the non-
clinical sample and the clinical samples do not overlap, indicating the statistically significant
difference between the populations. When looking at the two clinical samples on the other

hand both the boxes and the confidence interval overlap, indicating that they were not
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significantly different. Looking at Figure 4, it shows that there were very few cases in the
clinical samples scoring zero, and some outliers in the non-clinical sample scoring very high.
This also indicates that there was a difference in scores between the non-clinical sample and
the clinical samples. The difference between the non-clinical and the clinical groups is also
illustrated with a histogram showing us that the data from the non-clinical group was skewed,
see Figure 4.

Since the clinical groups showed no significant difference and the magnitude of the
difference between the means was very small, the clinical groups were combined when

performing the remaining analyzes.

Table 4.
Means and standard deviations for the non-clinical sample, the DCAMH (clinical) and the

Psych-help (clinical) samples.

Non-clinical DCAMH Psych-Help
Gender Mean SD Mean SD Mean SD
Male 0.64 0.51 1.33 0.92 1.79 0.56
Female 1.09 0.74 1.96 0.54 1.94 0.62
Total 0.86 0.68 1.91 0.59 1.91 0.61

Note. Cl = Confidence interval. SD = Standard Deviation.
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Figure 3: Boxplot-illustrating the difference between the three samples. This figure shows the
difference between the non-clinical, DCAMH and Psych-help sample.
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Figure 4. The distribution of CORE-10 scores. This histogram shows the distribution of

CORE-10 scores for the non-clinical and the clinical samples.
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Clinical cut-off scores
In order to calculate cut-off scores Jacobson and Truax’s (1991) proposed formula for

calculating cut-off scores were used:

mean_ |, sdnorm sd

sd

+ meany, ,y Sdcjp

norm + S9clin

Before calculating cut-off scores, participants in the non-clinical sample that reported being in
treatment were excluded (n = 23). For the non-clinical sample, the values that were used in
the new CORE-10 score was M = 8.03 and SD = 6.19. For the DCAMH and psych-help
sample, values from Table 4 were used.

Since the clinical groups showed no significant difference and the magnitude of the
difference between the means was very small, the clinical groups were combined when
calculating the cut-off score.

For the clinical sample, values from both DCAMH and Psych-help were first
independently inserted. Calculated cut-off score or the DCAMH sample was 1.37 while the
cut-off score for the Psych-help sample was 1.36. Rounded up both the DCAMH and Psych-
help sample gets a cut-off score of 1.4, which further support our decision to combine the
DCAMH and Psych-help samples. Cut-off scores were therefore set to 1.3/1.4, where the
range for the non-clinical sample was 1.3, for the clinical sample it was 1.4.

To see whether our non-clinical and clinical youth sample differed from the non-
clinical and clinical adult sample in the Norwegian validation of CORE-OM (Skre et al.,
2013) two tailed t-tests were conducted. For the CORE-OM scores in the non-clinical
samples, youths scored significantly higher (M = 0.86 SD = .68 N = 522) than adults
(M =.68, SD = .42, N = 440, t (960) = 4.83, p < .01). There was a small (mean difference =
.18, 95% CI: .11 to .25, eta squared = .02) effect magnitude. When comparing CORE-10
scores from the clinical youth sample M = 1.91 SD = .60 N = 237) with CORE-OM scores
from the adult sample (M = 1.78, SD = .63, N = 529), a significant difference was found (t
(764) = 2.68, p = <.01). There was however a small (mean difference = .13, 95% CI: .03 to
.23, eta squared = .01) effect magnitude.
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Gender and age

A two-ways ANOVA was conducted to examine the effect of gender and age on
summed CORE-10 scores for both the clinical and non-clinical sample. For the clinical
sample, there was a non-significant interaction between the effects of gender and age on
CORE-10 scores F (2, 90) = 0.4, p = .96. There was also a non-significant interaction between
the effects of gender and age for the non-clinical sample (F (2, 513) = .03, p =.90).

Further, a multiple regression analysis was computed to examine whether age and
gender predict summed CORE-10 scores in the non-clinical and the clinical groups. The enter
method was used for both samples. Looking at the clinical groups, gender and age explained a
significant amount of the variance of summed CORE-10 scores for the clinical groups when
combined (F(2, 98) = 4.28, p < .05, R? = 0.08). Age alone did however not influence the
summed CORE-10 scores significantly (Beta = 0.06 , t (98) = 0.58, p = .56), but gender did
(Beta =-0.28, t (98) = -2.85, p < .01), as females scored higher than males.

Correlation between CORE-OM and CORE-10

CORE-OM and CORE-10 scores were calculated for the non-clinical sample and the
DCAMH sample (sample 2). There was a strong and significant correlation between CORE-
OM and CORE-10 items scores for both the non-clinical sample (r = .95, N =517, p <.01).
The correlation indicates a strong relationship between CORE-OM and CORE-10 and that the
items in CORE-10 might be representable for scores in CORE-OM.

Fit confirmatory factor analysis

We did an FCFA on the assumption that our variables constitute of four underlying
factors: subjective well-being, psychological problems, functioning and risk. The model
tested is presented in Table 5.

We allowed an omission rate of 10%, meaning that participants with four or more
missing items were excluded from further analyzes. Therefore, 12 participants were excluded,
leading to a sample size of 519. We evaluated the assumptions of multivariate normality and
linearity by identifying any outlying observations in this dataset using Mahalanobis distance.
We observed no univariate or multivariate outliers that needed to be removed from the data.

The results from the fit confirmatory analysis shows that the solution converged in
1251 iterations. The results further indicate a good fit between the model and the observed
data (2 (df = 528) = 676.67, p < .01; comparative fit index (CFI) = .990; standardized root
mean square residual (SRMR) = .06; root mean square error of approximation (RMSEA) =
.03; RMSEA 90% confidence interval (ClI) =[.02, .04])
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Table 5

CORE-OM items, the underlying domains and item questions.

Item Domain Item question

4 Subj wellbeing I have felt O.K about myself

14 Subj wellbeing I have felt like crying

17 Subj wellbeing I have felt overwhelmed by my problems

31 Subj wellbeing I have felt optimistic about my future

2 Problems I have felt tense, anxious or nervous

20 Problems My problems have been impossible to put to one side

11 Problems Tension and anxiety have prevented me from doing important things
15 Problems I have felt panic or terror

5 Problems I have felt totally lacking in energy and enthusiasm

23 Problems I have felt despairing or hopeless

27 Problems I have felt unhappy

30 Problems I have thought I am to blame for my problems and difficulties
8 Problems I have been troubled by aches, pains or other physical problems
18 Problems I have difficulty getting to sleep or staying asleep

13 Problems I have been disturbed by unwanted thoughts and feelings

28 Problems Unwanted images or memories have been distressing me

1 Functioning I have felt terrible alone and isolated

3 Functioning I have felt I have someone to turn to for support when needed
19 Functioning I have felt warmth and affection for someone

26 Functioning I have thought I have no friends

7 Functioning I have felt able to cope when things go wrong

12 Functioning I have been happy with the things I have done

21 Functioning I have been able to do most things I needed to do

32 Functioning I have achieved the things I wanted to

33 Functioning I have felt humiliated or shamed by other people

10 Functioning Talking to people have been too much for me

25 Functioning I have felt criticized by other people

29 Functioning I have been irritable when with other people

22 Risk, to others I have threatened or intimidated another person

6 Risk, to others I have been physically violent to others

9 Risk, to self I have thought of hurting myself

16 Risk, to self I made plans to end my life

2 Risk, to self I have thought it would be better if I were dead

24 Risk, to self I have hurt myself physically or taken dangerous risks with my
health

Note.CORE-10 consists of items numbered 2, 3, 7, 10, 15, 16, 23,27, 18, and 28.

No post hoc modifications were indicated from the analysis because of the good fit
indexes, and the residual analysis did not indicate any problems.

Results from the FCFA also showed how well the factors tend to vary together: well-
being covariates with functioning, 0.58 and problems, 0.55. Problems also covariates with
functioning, 0.46 (Weisstein, 2015). All these domains show a positive covariance, indicating
that higher than average values of one variable tend to be paired with higher than average
values of the other variables.

Results from correlation analysis showed a strong positive correlation between all
factors. More specifically: wellbeing correlated with functioning r =.721, p =< .001, Risk r =

367, p =<.001, and problems r =.743, p = < .001. Functioning further correlated with risk r
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=.481, p =<.001, and problems r =.739, p = < .001. Risk also correlated with problems r =
487, p =<.001, R? = .36.

Table 6
Correlation between the factors.

Functioning Wellbeing Risk Problems
Functioning 1 121* 481* .139*
Wellbeing 1 .367* 743*
Risk 1 A87*
Problems 1

Note. *Correlation is significant at the 0.001 level (2-tailed)
Gender differences on CORE-OM and domain scores

The same tendency as seen when looking at gender differences on CORE-10, was also
observed in the non-clinical sample when looking at CORE-OM scores: age and gender
combined explained a significant amount of the variance of the CORE-OM scores (F (2, 520)
=33.06, p < 0.5, R? =.11). Age alone did not predict the summed CORE-OM scores
significantly (Beta = 0.03, t (520) = 0.78, p = .43), gender did (Beta = -0.33, t (520) =-8.08, p
>.01, two-tailed). Further main effect analysis showed that girls (M = 1.09, SD = .74 N = 258)
had a significantly higher symptom score than boys on CORE-OM (M =0.63, SD =0.53, N =
265, t (521) = 8.10, p < .01, two-tailed). The magnitude of the difference between the means
(mean difference = 0.45, 95% CI: 0.34 to 0.57) was large (eta squared = .11).

Looking closer at the underlying domain scores, females scored significantly higher
on the domain score ‘well-being’ (M = 1.65, SD = 0.85, N = 254) than males (M = 0.90,
SD =0.74, N = 263, t (515) = 10.80, p < .01, two-tailed). Females also scored higher on the
domain score ‘symptom’ (M = 1.35, SD = 0.83, N = 254) than males (M = 0.80, SD = 0.61,
N =263, t (515) = 8.62, p < .01, two-tailed), and on the domain score ‘function’ where girls
had a mean score of 1.17 (SD = 0.66 N = 254) and boys had a mean score of 0.83 (SD = 0.58,
N =263, t (515) =6.12, p < .01, two-tailed). There was however no difference between males
(M =0.27, SD = 0.43, N = 263) and females (M = 0.30, SD = 0.52, N =254, t (515) = 0.65, p
= .52, two-tailed) on the ‘risk’ domain.

The effect magnitude of the gender differences were large between the mean domain
scores of ‘well-being’ (mean difference = 0.75, 95% CI: 0.62 to .09, eta squared =.19) and
‘symptoms’ (mean difference = 0.55, 95% CI: 0.42 to 0.68, eta squared = .13) and for the
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domain ‘function’ the effect magnitude was a medium (mean difference = 0.34, 95% CI: 0.23
to 0.44, eta squared = .07).
The influence of psychological stress on summed up CORE-OM domain scores

For the non-clinical sample, a Pearson correlation was run to determine the
relationship between experienced psychological stress, total CORE-OM score, each domain
score and each of the 34 item scores. Also, an analysis was done to compare the group having
reported psychological stress with the group that had not reported psychological stress.

Psychological stress and total CORE-OM scores showed a non-significant relationship
(r=.07,n =517, p =.10). There was further a non-significant relationship between
psychological stress and "Well-being’ (r=.09, n =517, p = .05), ‘Function’(r=.07, n =517,

p =.12), ‘Problems/symptoms’ (r =.07,n =517 p=.12) and ‘Risk’(r=.01,n=517 p =.77).
There was also a weak non-significant relationship between psychological stress and all
CORE-OM items, except for item number 14 (“Have I felt like crying”) where there was a
significant weak correlation (r = 0.09, n = 516, p < .05).

A t-test was conducted to test whether there was a significant difference between those
who reported stress and those not reporting psychological stress on the CORE-OM total
score. A significant difference was found between reporting psychological stress and not
reporting psychological stress on CORE-OM score, where those who reported psychological
stress (M = 1.19 SD = 0.74, n = 235) scored higher on CORE-OM than those who reported
not experiencing psychological stress and not reporting (M = 0.59, SD = 0.49, n =284, t (517)
=11.08, p < .01, two-tailed). The effect magnitude was a large (mean difference = 0.60, 95%
Cl: 0.49 10 0.70, eta squared = .19).

A statistical analysis further showed that there was a significant gender difference in
reported psychological stress (X2 (3, N = 517) = 26.39, p < .01.), with girls reporting more
often than boys to have experienced stress during the last week before filling out CORE-10.

Discussion

This paper presents the evaluation of CORE-10 in a Norwegian youth population aged
14 to 18 years in clinical and non-clinical populations. Our aim was to validate CORE-10 in a
youth population and to suggest appropriate cut-off scores according age.

Summary of the results

As hypothesized, the omission rate was not influenced by age, and the readability
levels for CORE-10 and CORE-OM were calculated to be below 14 years. The analysis
further supported the hypothesis of CORE-10 being a suitable measure for the adolescent
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population, by showing that CORE-10 had good internal consistency. As expected, a
significant difference between the non-clinical and the clinical groups was found, with the
clinical groups scoring higher on CORE-10 than the non-clinical group. The estimated cut-off
score was calculated to be 1.4, 0.4 points higher for adolescents than for adults, which might
support the hypothesis of adolescents experiencing a higher degree of symptom pressure than
adults. Within the adolescent population, there was, however, no difference in CORE-10
score with regards to age. CORE-10 scores were nevertheless influenced by gender, and
females tended to have a higher overall CORE-10 score than males. In addition, more females
than males in the non-clinical group reported having experienced psychological stress,
supporting our expectation of gender differences in CORE-10 scores and experienced
psychological stress. Lastly, data from the non-clinical sample showed that the underlying
factor structure of CORE-OM is plausible. Further analyzes also showed that girls scored
significantly higher on all domain scores except on the domain score ‘risk’, where no gender
difference was found.

Limitations and strengths

Sampling. One of the limitations of the study is that the samples might have been
prone to biases. The non-clinical sample might have been influenced by sampling bias, as two
schools and three classes declined participation. Out of the schools that were enquired to
participate, one school declined participation because they were affected by a national school
strike during our sampling period. Another school and three classes declined due to recently
having participated in other types of surveys. Having been given these reasons for refusals,
this has led us to believe that our non-clinical sample probably is representative for the youth
population, as our sample had not been preselected in any other way than randomized
pooling. Furthermore, the non-clinical sample was large and recruited from different schools
in northern Norway, increasing the likelihood of the sample being representative for this
region.

Regarding the clinical sample, the DCAMH sample may not be representative for the
entire DCAMH population, due to the sample being preselected based on symptoms of
anxiety and depression while the DCAMH-sample as a whole consists of adolescents with
other symptoms than anxiety and depression (i.e. eating disorders, CDs, etc.). However, the
Psych-help sample was also included in our clinical sample, a sample that includes
adolescents with other types of symptoms of mental illness, not only emotional problems.

When combining these samples, it potentially makes the clinical sample more representative
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of a clinical adolescent population, as it includes adolescents with symptoms of other mental
illnesses.

The exact number of youths who visited the Psych-help during the sampling period is
unclear. It is therefore not possible to exclude the possibility of an unknown number of youths
were excluded from our sample. In other words, there is a possibility of the Psych-help
sample being a more selected group than it seems. In addition, the fact that the Psych-help is a
low threshold sample, the degree of severity may differ. This might mean there will be
adolescents included in our sample that would never be accepted for treatment in DCAMH,
due to lack of severity of their problems.

The two clinical samples were also different when it comes to the length of the waiting
period before completing the forms. For the Psych-help sample, adolescents filled out CORE-
10 shortly after contact with the service. In comparison, after the DCAMH-sample had been
in contact with their GP they waited longer before completing CORE-OM. In addition, before
completing CORE-OM the DCAMH-sample was informed that they would receive treatment
in close future. The Psych-help participants, on the other hand, may have had no idea of the
counseling structure and how completing CORE-10 would influence their situation. Further,
the Psych-help participants may also have been closer to the impact of crisis compared to the
DCAMH participants. These aspects might have led to a difference in CORE-10 scores for
the two clinical samples. The DCAMH sample’s experience of psychological distress might
also have decreased during their waiting period. This hypothesis is supported by literature that
has shown that symptoms naturally tend to decline over time (Kirsch & Sapirstein, 1998).

Research on adolescents help-seeking behavior has, however, shown that their help
seeking is influenced by their appraisal of their problems, their appraisal of their symptoms as
burdening others and a lack of improvement in symptoms over time (Angold et al., 1998).
This implies that the adolescents in the Psych-help sample are not only in crisis, but they
have, as the DCAMH sample, experienced psychological distress for a longer period. The
duration of waiting time before completing the measure might not, however, have influenced
our data significantly, but this still needs to be explored.

In general, how the participants responded could have been influenced by well-known
biases when completing CORE-10 and CORE-OM, such as consistency seeking, self-
enhancing and presentation, acquiescent responding, extreme responding, miscellaneous
responding and constraints to self-knowledge (Paulhus & Vazire, 2005). However, some of
these biases could have been reduced as the score keys of CORE-10 and CORE-OM have
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been balanced, including both positive and negative items, and by securing anonymity and
confidentiality in the non-clinical sample (Paulhus & Vazire, 2005). The scores in the clinical
samples might, however, have been prone to biases, as clinicians interpreted and addressed
the scores of CORE-10/0OM after completion. This might always be a shortcoming when
applying self-report systems in clinical settings.

Cut-off score. The chance of having biased samples also leaves a possibility that the
cut-off score for CORE-10 might be incorrect. Furthermore, due to the low rate of male
participants in the clinical sample, the cut-off score was calculated for both genders
combined. This leaves a possibility that a different cut-off score for gender might be needed,
and earlier validations of CORE-OM have suggested adjusted cut-off scores for gender
(Evans et al., 2002; Elfstrom et al., 2013; Palmieri et al., 2009). Other validations of CORE-
OM have however not used different cut-off scores for gender, suggesting that the effects of
gender on cut-off scores are negligible (Kristjansdottir et al., 2013; Skre et al., 2013).

Acceptability. The omission rate was low in all samples, and the response rate was
just over 60% in the non-clinical group. The acceptability of the data is therefore considered
to be good since response rates from 60% and up might indicate good acceptability for
surveys distributed to classrooms (Response rates, 2011; Richardson, 2005, ref in Nulty,
2008, p. 306-307). A response rate around 60% might, however, leave an opportunity for
sampling bias to affect our results (Richardson, 2005, ref in Nulty, 2008, p. 307). The
response rate of the clinical samples is believed to be close to 100% as filling out CORE-10
and CORE-OM is a part of the procedure at both DCAMH and the Psych-help. The exact
response rate or the clinical sample is, however, unknown. When assessing the acceptability,
missing data and the response rate were examined, but other recommended aspects of
acceptability such as cultural acceptability, patient view of the scale and time to complete it
were not explored (Fitzpatric, Davey, Buxton, & Jones, 1998). Assessing these aspects before
possibly validating CORE-OM on the Norwegian youth population could tell more about the
acceptability of the measurement.

Readability level. To our knowledge, few other studies have used Flesch-Kincaid
Grade Level Formula, or other readability formulas, to calculate the readability level of
written material in Norway. One of the reasons for not having used the Flesch-Kincaid Grade
Level Formula readily in Norway might be because the formula made was based on an
English-speaking sample (Kincaid, Fishburne, Rogers, & Chissom, 1975). As the Norwegian

and the English language are different, this might have implication when calculating the
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readability level by using this formula. Nevertheless, for both English and Norwegian
speakers, one ought to think that the amount of syllables and words in written sentences
should increase with the progression of school grades, as the written language becomes more
complex. This might indicate that this formula could be used to calculate the readability level
of Norwegian written material. However, the standards of how many syllables and words a
child in a given grade should be able to read are based on American standards, and calculating
Norwegian standards still remain. Another point to be made is that counting the numbers of
syllables and words to calculate readability does not take abstraction into account. Early
adolescence is characterized by more concrete thinking (Christie & Viner, 2005), and since
some items included in both CORE-OM and CORE-10 might contain words that have an
abstract meaning (i.e. “I have felt warmth and affection for someone’”) some participants
might have a harder time understanding these abstractions. Nevertheless, no single item stood
out as being missed more than other items, indicating that the abstraction of the questions
probably did not influence the participants’ responding.

Internal consistency. When combining all three samples, the internal consistency was
good, with a Cl indicating strong certainty with regards to the result. After bootstrapping the
combined sample, the CI got wider, indicating that there might be a greater uncertainty when
it comes to the precision of the result than before bootstrapping (Schiinemann et al., 2011).

Generalizability. Even though CORE-OM and CORE-10 were highly correlated, and
the CORE-10 items are embedded in CORE-OM, the cut-off score calculated is limited to
CORE-10, and might not be suitable to generalize the results to CORE-OM. In order to use
CORE-OM as a validated measurement with the correctly estimated cut-off score, CORE-OM
still needs to be validated.

FCFA. The fit FCFA proved that the Norwegian youth population data fit the four
structure model acceptably, which is consistent with the theory behind the original CORE-
OM introduced by Evans et al. (2000). That the FCFA indicated a good fit between the model
and the observed data, does, however, not mean that the model is “correct”, or that it explains
a large proportion of the covariance between the variables associated with the underlying
factor. A “good model fit” only indicates that the model is plausible with regards to the non-
clinical sample (Schermelleh-Engel, Moosbrugger, & Mdiller, 2003). Whether or not the
model is plausible for the clinical groups still needs to be investigated.

Our sample size might also influence model fit, as our sample size was too small to do

a WLSMV estimation as indicated by some warning messages that came up after running the
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analysis (Boomsma & Hoogland, 2001). A small sample size can indicate that we cannot do
this estimation method with a high degree of precision, and we cannot exclude that a bigger
sample might lead to a non-fit between the data and the proposed model. Looking at the
covariance and the correlation between the underlying factors, there were covariance between
all the factors except risk. However, all domains had a strong positive correlation with one
another, indicating that the factors tend to move together and that there might be a
relationship between the factors. We did however not have a sufficiently large data set to
support a very detailed FCFA such as that of Lyne et al. (2006). As Lyne et al. (2006), we
would also expect to find a very complex structure, if not necessarily the exact same structure,
if we had a larger dataset to explore the factor structures. We would thus recommend getting a
bigger sample size in order to do detailed analysis and get valid results for an FCFA.

Cultural differences within Norway. CORE-10 has been validated on the youth
population in the northern part of Norway, which includes parts of Sapmi, the traditional
Sami (an indigenous people) settlement area (Solbakk, 2004). The Sami adolescents can have
different cultures and traditions than the Norwegian adolescents from the same area, and the
Sami adolescents can have Sami language as their native language. These potential cultural
differences can influence many aspects of the adolescents™ health (Anderson & Mayes, 2010;
Matsumoto & Juang, 2008; Hwang, Myers, Abe-kim, & Ting, 2008; Bhopal, 2007; Kirmayer,
Brass, & Tait, 2000; Turi, Bals, Skre & Kvernmo, 2009; McLaughlin, Hilt & Nolen-
Hoeksema, 2007, ref in Bals, 2010, p. 5; Matsumoto & Juang, 2013). In turn, this can lead to
differences in how Sami adolescents score on CORE-10 and CORE-OM compared to
Norwegian adolescents, and might have influenced our results. Furthermore, CORE-10 and
CORE-OM would not be considered an acceptable measure if they were expressed in a
language unfamiliar to the respondents (Fitzpatric et al., 1998). All the participants included
in our study did, however, speak Norwegian. Furthermore, research based on data from
northern Norway showed that Sami youths had just as good mental health as Norwegian
youths, and that there was no indication that mental health was influenced by Sami identity
(Kvernmo, Johansen, Spein, & Silviken, 2003). We did therefore not believe that Sami
adolescents included in our study would influence our findings in a significant way and did
not include items addressing the ethnicity of our participants.

However, if CORE-OM and CORE-10 were to be routinely used in a Sami adolescent

population, we would recommend CORE-10/0OM to be translated to Sami and validated in
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this population. That way one would have a measurement that could be used by Sami
adolescents not speaking Norwegian fluently.

Limitations in the use of CORE-10/OM. Like most self-report measures, CORE-
10/OM cannot be used to gain a diagnosis of a specific disorder, and there are some
precautions one needs to take into account when applying CORE-10/0OM.

First off, clinicians are not immune to distortions in judgment, and can be prone to
different biases (Moran & Tai, 2000), and even though outcome measures help us work
against these biases they can still affect one’s clinical judgment. Secondly, when using
CORE-10 the predictive value of these measures have not been investigated in the Norwegian
adolescent population, and one can thus not use CORE-10 for this purpose. CORE-OM has
however been cross-validated with other self-report systems like BDI, Beck Anxiety
Inventory (BAI) and SCL (Elfstrem et al., 2013; Evans et al., 2002; Leach et al. 2005;
Palmieri et al., 2009; Uji et al., 2012) and BDI, BAI and SCL has shown good predictive
value (Beck et al., 1996; Leyfer, Ruberg & Woodruff-Borden, 2005; Wiznitzer et al., 1992).
Future research might show that this is also the case when it comes to the predictive value of
CORE-10/0OM in a Norwegian population.

Lastly, one must always ask the person what contributed to the changes observed in CORE-
OM, and not automatically assuming that a change in the CORE-OM score indicates the
effect of the therapy. To evaluate the course of treatment, it is recommended to use an alliance
measure along with an outcome measure (Duncan, 2010), as good alliance is always a good
foundation for using self-report measures and might be important when change is wanted
(Lambert & Barley, 2001).

Interpretation of the results

CORE-10 was estimated to be appropriate for children with expected reading skills of
a 6" grader, and 7" grader for CORE-OM, and adolescents with reading skills above this level
should be able to read these measurements, and are hence more likely to be able to fill it out.
If a person does not have the required readability level, or for other reasons might not be able
to fill out the form, we recommend that if CORE-10 or CORE-OM are to be used, they should
be answered orally, making sure that the youth understands all the questions.

With regards to internal consistency, CORE-10 showed good internal consistency
between items (George & Mallery, 2003), which is in line with earlier validation of CORE-10
(Barkham et al., 2013; Connell & Barkham, 2007) and the Norwegian adult validation of
CORE-OM (Skre et al., 2013).
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Having calculated the cut-off score for the adolescent population, the cut-off score was
higher than for the Norwegian adult by .4 points (Skre et al., 2013). The difference in cut-off
scores might indicate that CORE-10 cut-off score needs to be adjusted for the adolescent
population. The increased cut-off score might indicate that adolescents experience a higher
overall symptom pressure compared to adults and that the cut-off score might need to be
adjusted, in order to not pathologize normal challenges. There was, however, no need for age-
specific cut-off scores within the adolescent population. However, just because it is normal to
experience psychological distress during adolescence, this does not mean that they should not
get help and support, as receiving support might increase the likelihood of preventing
psychological disorders from developing (Borge, 2010).

In terms of gender differences, females reported experiencing higher symptom
pressure and having experienced psychological stress more often than males. This might be
explained by females experiencing increased developmental challenges compared to boys, as
indicated by Wichstrgm (1999). If more females have an increased symptom pressure
compared to males, this can also explain why the clinical sample consisted of more females.
The difference in gender participation rates can, however, also be explained by the health
service use of adolescents, as research has shown that girls tend to have more positive
attitudes towards and use health services more often than boys (Turi et al., 2009; Garland and
Zigler, 1994; Wang et al., 2007). One hypothesis of the observed gender difference in health
service use might be that females are more cognitive mature and more assessable for
conversation than males (Wang et al., 2007). On the other hand, there might also be some
cultural aspects to this, as it may not be as acceptable for males to express their emotions as it
is for females. In addition, males actually tend to ask for help less frequently than females, a
difference replicated in several countries around the world (Chang, 2007; Mackenzie et al.,
2006; Murray et al., 2008; Sherer, 2007, ref in Kassin, Fein, & Markus, 2013, p. 425).
Research has also shown that help seeking is less socially acceptable for men, and can be
threatening to their self-esteem (Wills & DePaulo, 1991, ref in Kassin et al., 2013, p. 425).
The observed gender difference in number of adolescents included in the clinical sample
might also be explained by differences in coping mechanism. Studies show that girls tend to
respond differently than boys when they are experiencing a negative mood. During late
adolescence, girls tend to be more emotion-focused than boys while boys tend to use
distraction as a way of coping (Copeland & Hess, 1995; Nolen-Hoeksema, Larson, &

Greyson, 1999; Piko, 2001). It might also be the case that females in adolescence actually
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have a harder time going through puberty (Wichstrgm, 1999), or that females are more
susceptible to experiencing psychological stress in general, as similar gender differences have
been observed in the non-clinical Norwegian adult sample (Skre et al., 2013).

For both the non-clinical and the clinical sample, CORE-OM and CORE-10 correlated
strongly, indicating that they are consistent with one another. This confirms previous studies
done (Barkham et al., 2013; Connell & Barkham, 2007). When comparing the non-clinical
population with the two clinical groups, patient status was confirmed as participants in the
clinical groups tended to score higher than the participants in the non-clinical groups on
CORE-10. This is in line with previous validations of CORE-OM (Evans et al., 2002;
Elfstrom et al., 2013; Kristjansdottir et al., 2013; Palmieri, 2007; Skre et al., 2013; Vilitiniené
etal., 2012) and CORE-10 (Barkham et al., 2013; Connell & Barkham, 2007).

Conclusion and future research

In this study, CORE-10 has been validated in a Norwegian-speaking adolescent
population. CORE-10 showed good internal consistency and readability level below 14 years
and is considered applicable to this population. The calculated cut-off score indicating patient
status was estimated to be 1.4, a score .4 higher than in the adult population. The difference in
cut-off scores between adolescents and adults could be of significance when applying CORE-
10 in a clinical setting, as this difference might influence aspects in the course of treatment,
such as screening, monitoring, and evaluation, and it should, therefore, be considered to
adjust the cut-off score for this population. A markedly gender difference was observed,;
females tended to score higher than males on overall CORE-10 scores, and more females
reported having experienced psychological stress compared to males. The data from the non-
clinical sample also fitted the underlying factor structure of CORE-OM, indicating that the
model is plausible.

In the future, CORE-10 still needs to be evaluated in terms of convergent validity,
discriminant validity, responsiveness to change, and cross-validation, and the predictive value
of CORE-10 needs to be studied. Furthermore, due to the low participation of males in this
study, there might be a need to evaluate whether or not the cut-off score needs to be adjusted
according to gender. There might also be a need to adjust the cut-off score according to the
different lines of help in the Norwegian health care system.

Having validated CORE-10, CORE-OM remains to be validated, and a cut-off score
for this measurement and its domains, still needs to be calculated. If CORE-OM is to be

validated, other recommended aspects of acceptability, such as cultural acceptability, patient
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view of the scale and completion time could be explored. In that way, CORE-OM’s
intangibility could also be evaluated. If doing an FCFA when validating CORE-OM, it is

important to have a big enough sample size if one wants to do a detailed analysis of the factor
model.
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Appendices
Appendix A

Information sheet about the study

"Evaluering av spgrreskjemaet CORE-OM blant ungdom.”
Bakgrunn og hensikt
Du er invitert til & delta i denne studien fordi du er mellom 14-18 ar og gar pa en skole
som er valgt ut til 4 veere med i undersgkelsen. Studien utfgres av Institutt for psykologi
ved UiT Norges arktiske universitet.

Du som er med i denne studien vil bli bedt om a fylle ut CORE-OM spgrreskjemaet, som
bestdr av 34 spgrsmal som omhandler hvordan du har det og hvordan du fungerer i
hverdagen.

Malet med studien er a finne ut om CORE-OM kan brukes som et verktgy for a finne ut
hvordan ungdommer i Nord-Norge har det ndr de sgker hjelp for psykiske helseplager.
For a gjgre dette ma vi ogsa evaluere CORE-OM blant ungdom flest.

Hva innebaerer studien?

Spgrreskjemaet CORE-OM vil bli delt ut av en av de ansatte pa skolen i en av
undervisningstimene og fylles ut pa skolen. I spgrreskjemaet vil du i tillegg til a fylle ut
CORE-OM, vil du ogsa bli spurt om din alder og om du den siste maneden har fatt hjelp
for psykiske helseplager, for eksempel hos BUP. Du blir ogsa spurt om du har opplevd
stress og vansker den siste uken. Nar skjemaet er fylt ut legger du det i en konvolutt som
du limer igjen, og en ansatt pa skolen samler disse inn og gir det videre til de ansvarlige
for studien. Det vil ta omtrent 10 minutter a fylle ut spgrreskjemaet.

Mulige fordeler og ulemper

Fordelene med a delta i denne studien er at du kan vaere med pa a gi helsepersonell som
jobber med ungdommer et verktgy som de kan bruke i deres mgte med ungdom.
Spgrreskjemaet som du fyller ut inneholder spgrsmal om problemer som mennesker
kan oppleve. Dersom du opplever ubehag ved a svare pa dette, eller om du far
ubehagelige tanker eller fglelser, kan du kontakte helsesgster pa skolen eller pa
Helsestasjon for ungdom. Du kan ndr som helst avbryte utfyllingen av skjemaet.

Hva skjer med informasjonen om deg?

Spgrreskjemaet som du har fylt ut skal kun brukes slik som beskrevet i hensikten med
studien. Alle opplysningene vil bli behandlet uten navn eller andre direkte
gjenkjennende opplysninger. Skolen vil heller ikke ha tilgang til informasjonen du gir.
Det vil heller ikke veere mulig a identifisere dine opplysninger nar resultatene formidles.
Alle spgrreskjemaer vil makuleres etter endt bruk. Prosjektet avsluttes varen 2015.

Frivillig deltakelse

Det er frivillig a delta i studien. Dersom har spgrsmal til studien, kan du kontakte Connie
Moen 46683009, Kenth Solem 99269463, eller veiledere for studien,Veronica Lorentzen
tlf 95783081 eller Kjersti Lillevoll tif 776 46 774.
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Ytterligere informasjon om studien finnes i kapittel A - utdypende forklaring av hva
studien innebarer.
Ytterligere informasjon om, personvern og finnes i kapittel B - Personvern,
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Kapittel A- utdypende forklaring av hva studien

innebarer

Denne studien gjgres pa ungdommer i Nord-Norge, som er i alderen 14-18 ar og gar pa
enten ungdoms- eller videregdende skole. Studien gjgres for a vite om spgrreskjemaet
CORE-OM kan brukes pa ungdommer i Nord-Norge, og dermed kan bli brukt av
helsepersonell som er i kontakt med ungdom som opplever plager.

Undersgkelsen vil foregad hgsten 2014.

Ved a delta i denne studien bidrar du til at helsepersonell som er i kontakt med ungdom far et
viktig verktay som de kan bruke for a oppdage om ungdommer har det vanskelig. Dette
sparreskjemaet kan ogsa brukes for a se om ungdommer som gar i behandling hos
helsepersonell har nytte av behandlingen de far. Det kan ogsa bidra til at man ser endring hos
ungdommer som gar i behandling, noe som ogsa kan virke motiverende for ungdommen som
gar i behandling. Noen ungdommer kan ha vanskeligheter med a fortelle hvordan de har det,
og dette skjemaet kan hjelpe helsepersonell & se hvordan disse ungdommene faktisk har det.
Det er ikke noen kjente negative virkninger av a fylle ut CORE-OM.

Kapittel B - Personvern

Personvern
Opplysninger som registreres om deg vil veere dine resultater fra CORE-OM, din alder og
hvilken skole du gar pa.

Resultatene fra denne undersgkelsen vil bli brukt i en hovedoppgave og senere i en
doktoravhandling. Resultatene vil ogsa bli forsgkt publisert i et vitenskapelig tidsskrift.
Det vil ikke veere mulig d identifisere enkeltpersoner fra studien i det som kommer pa
trykk.
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Appendix B
Front page handed out to the non-clinical sample
CORE-OM i Nord-norsk ungdomsbefolkning

1 Kjgnn

Gutt D Jente D

Alder ar

3
Har du veert til psykologisk behandling siste maned (f. eks pa BUP eller Psykhjelpa)?

Ja D Nei D

4
Har du opplevd stress eller andre psykiske belastninger i den siste uka?

Ja D Nei D
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Appendix C

Email sent to the schools

Heisann!

Vi gnsker a validere CORE-OM, som er en symptomsjekkliste som kan benyttes i
primaer savell som sekundaerlinjen i psykisk helsevaert, og trenger derfor data fra
et normalutvalg som kan sammenlignes med data innhentet fra BUP. Mer
informasjon om selve studiet star i informasjonsskrivet.

Denne delen av studiet vart gar ikke under Helsevern Loven, og vi trenger derfor
ikke samtykke fra foreldrene. Elevene kan derimot fa utdelt et informasjonsskriv
om studiet, se vedlegg, dersom de gnsker det.

Nar spgrreskjamene deles ut vil det informeres om at dersom noen av
ungdommene skulle trenge noen a snakke med kan de kontakte sin kontaktlzerer
eller helsesgster pa skolen.

Ved utfylling av skjemaene understrekes det at det
IKKE skal skrive navn pa skjemaene, og at det er snakk om den SISTE uken.

Det er helt frivillig @ delta pa undersgkelsen, og dersom noen ungdommer rett og
slett ikke gnsker a delta pa undersgkelsen, sa er det selvfglgelig deres valg. Det
noteres derimot hvor mange som ikke gnsker a delta i undersgkelsen, og
eventuellt hvorfor (om arsaken er kjent).

Selve utfyllingen av skjemaene bgr ikke ta mer enn noen minutter, avhengig av
hvor godt elevene leser. Dersom de synes det er vanskelig a svare sa si at de skal
svare det fgrste de synes passer uten a dvele for mye pa hvert spgrsmal.

Jeg kan selv veere behjelpelig i @ dele ut og samle inn spgrreskjemaene dersom
det er gnskelig pa fredagene. Datene som innhentes vil resultere i en artikkel
hvor valideringen presenteres, samt i en hovedoppgaven som tar for seg psykisk
helse blandt ungdom og hvorfor det er viktig med bruk av valide
symptomsjekklister i ogsa denne delen av populasjonen. Hovedoppgaven kan
tilsendes skolen etter at den har blitt innlevert.

Du nar meg bade pa mail og pa telefon #Number to the one sending the e-mail#.
Og er det noe mer du/dere skulle lure pa sa er det bare a ringe.

Mvh
Connie Moen / Kenth Solem
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Appendix D
CORE-OM

CLINICAL
OUTCOMES in
ROUTINE
EVALUATION

OUTCOME MEASURE

(MAL FOR PSYKISK
TILSTAND - NORSK
VERSJON)

sean: 1]

Bokstaver  Tall

O e

Pasient 1D

Terapeut I Tall (1) Tall (2)

L0 e e

T

Dato for innlevering av skjema

awder: [ | ]

Kvinne (F)

Stadium fullfert

Screening
Henvisning

Vurdering

Forste behandlingssamtale
Fgr behandling (uspesifisert)
Under behandling

Siste terapitime
Etterundersgkelse 1
Etterunderspkelse 11

“HCOTTER®Y

Mann (M) I:‘

VIKTIG - LES DETTE FORST

Dette skjemaet inneholder 34 utsagn om hvordan du har hatt det | LOPET AV DEN SISTE UKEN
Les hvert utsagn og tenk over hvor ofte du har folt deg slik den siste uken.
Kryss sa av i ruten for det svaret som ligger neermest hvordan du har felt deg.

Bruk mork penn (ikke blyant) og sett tydelig kryss i rutene

=]

14. Har jeg hatt lyst til 4 grite

I LOPET AV DEN SISTE UKEN

1. Har jeg falt meg forferdelig alene og isolert

. Har jeg falt meg anspent, engstelig eller nervas

3. Har jeg folt at jeg hadde noen 4 stgtte meg til ndr jeg trengte det

4. Har jeg falt meg forngyd med meg selv

5. Har jeg falt meg helt uten energi og entusiasme

6. Har jeg veert fysisk voldelizg mot andre

7. Har jeg folt meg i stand til 4 takle det nir noe har gitt galt

8. Har jeg vart plaget av verk, smerter eller andre fysiske plager.

9. Har jeg tenkt pa i skade meg selv

10. Har det 4 snakke med folk vart for mye for meg

11. Har anspenthet og angst hindret meg i 4 gjore viktige ting

12. Har jeg veert fomgyd med det jeg har gjort

13. Har jeg veert plaget av ugnskede tanker og falelser
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I LOPET AV DEN SISTE UKEN s _35"“ _j? " 5 J? E;?
T | ¢ |&] | &F &
13. Har jeg folt redsel eller panikk D 0 D 1 |:| 2 D 3 |:|4 P
16. Har jeg lagt planer for & gjgre slutt pi livet mitt D 0 D 1 |:| 2 D 3 |:|4 R
17. Har jeg folt meg overveldet av mine problemer D 0 D 1 |:| 2 D 3 I:l-l v
18. Har jeg hatt problemer med 4 sovne eller har viknet fort izjen D 0 D 1 |:| 2 D 3 |:|4 P
19. Har jeg f@lt varme eller hengivenhet ovenfor noen D 4 D 3 |:| 2 D 1 I:IU F
20. Har problemene mine vert umulig i overse D 0 D 1 |:| 2 D 3 |:|4 P
21. Har jeg klart i gjore det meste av det jeg hadde behov for i gjore D 4 D 3 |:| 2 D 1 I:ltl F
22 Har jeg truet eller skremt et annet menneske D 0 D 1 I:I 2 D 3 |:|4 R
23. Har jeg folt meg fortvilet eller uten hip D 0 D 1 |:| 2 D 3 I:l-l P
24. Har jeg tenkt at det ville vaere bedre om jeg var ded. D 0 D 1 |:| 2 D 3 I:I-l R
25. Har jeg fglt meg kritisert av andre D 0 D 1 |:| 2 D 3 |:|4 F
26. Har jeg tenkt at jeg ikke hadde noen venner D 0 D 1 |:| 2 D 3 I:l-; F
27 Har jeg folt meg uly kkelig D 0 D 1 |:| 2 D 3 |:|4 P
28. Har upnskede bildereller minner plaget meg D 0 D 1 |:| 2 D 3 |:|4 P
29. Har jeg veert imitabel mot andre mennesker. D 0 D 1 |:| 2 D 3 I:I-l F
30. Har jeg tenkt at mine problemer og vanskeligheter var min egen skyld. D 0 D 1 |:| 2 D 3 |:|4 p
31. Har jeg folt meg optimistisk med tanke pa framtiden D 4 D 3 I:I 2 D 1 I:ltl v
32. Har jeg fitt til det g ville D4 D 3 |:| 2 D 1 I:lu F
33. Har jeg falt at andre har ydmy ket meg eller gjort meg skamfull D 0 D 1 |:| 2 D 3 |:|4 F
34, Harjegt skadet meg selv fysiskeller tatt farlige sjanser D 0 D . |:| s D s I:l4 R
med min egen helse
TAKK FOR AT DU TOK DEG TID TIL A SVARE PA DETTE SKJEMAET
[ s Y
v v v v v
G jennomsnitts-skar ‘ | ‘ | ‘ ‘ | ‘ | | | ‘
(total skar for hver dimensjon delt V) ™ (F) (R) Alle Alle minus R

pé antall besvarie spm. 1 dimensjonen)

Godkjent norsk versjon utarbeidet av Vidje Hansen, Universitetet i Tromsg. e-mail: vidje. hansen@unn.no



VALIDATION OF CORE-10 IN A NORWEGIAN YOUTH SAMPLE

Appendix E
CORE-10

StedlD:‘ \ \ \ | ‘ |:|:| Mann [ ]

Boksta: Tall Alder
= = Kvinne D

‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ Stadium fullfert
Pasient ID SC Screening

Terapeut ID Tall (1) Tall {2) H Henvisning Stadium
I I -
B Forste behandlingssamtale

F Far behandling (uspesifisert)

CORE -10 D D MM A A A A U Under behandling
S Siste terapitime Episode
X Etterundersekelse | D
Dato for innlevering av skjema R

VIKTIG - LES DETTE FORST
Dette skjemaet inneholder 10 utsagn om hvordan du har hatt det | LGPET AV DEN SISTE UKEN
Les hvert utsagn og tenk over hvor ofte du har folt deg slik den siste uken.
Kryss sé av i ruten for det svaret som ligger nzermest hvordan du har felt deg.
Bruk mork penn (ikke blyant) og sett tydelig kryss i rutene

| LOPET AV DEN SISTE UKEN @ q@ﬁ @f & %&«gﬁ’g

1 Har jeg felt meg anspent, engstelig eller nerves D 0 D 1 D P D 3 D 4

2 Har jeg felt at jeg hadde noen a stotte meg til nar jeg trengte det D 4 D 3 D 2 D 1 D 0
3 Har jeg felt meg i stand til 4 takle det nar noe har gatt galt D 4 D 3 D 5 D 1 D 0
4 Har det a snakke med folk vaert for mye for meg D : D ; D 5 D 3 D 4

5 Har jeg folt redsel eller panikk Qe O 2 = e
6 Har jeg lagt planer for 4 gjere slutt pa livet mitt o 0 2 s -
7 Har jeg hatt problemer med a sovne eller har vaknet fort igjen o 10 e s [«
8 Har jeg folt meg fortvilet eller uten hap o 3+ 2 e e«
9 Har jeg folt meg ulykkelig e 0 e = e

10 Har uonskede bilder eller minner plaget meg o O+ 2 e e«

Total (Clinical Score*)

* Procedure: Add together the item scores, then divide by the number of questions completed to get the mean score, then
multiply by 10 to get the Clinical Score. If fewer than nine items completed, score should only be used very cautiously.

Quick method for the CORE-10 (if all items completed): Add together the item scores to get the Clinical Score.
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