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OMB No.  XXXX 

Site ID#  
Exp. Date  XXXX

Informed Consent
Interagency Collaboration Scale
The Center for Mental Health Services in the United States Department of Health and Human Services is sponsoring a national evaluation of children’s mental health services and systems of care. You are invited to participate in this evaluation because your community has received funding to improve community-based mental health services for children and families. You have received the Interagency Collaboration Scale (IACS) because of your involvement with child-serving agencies and your experience collaborating with other agencies. The following information is being presented to help you decide whether or not you want to take part in this portion of the evaluation. 

General Information about the Survey
The IACS is a quantitative assessment of interagency involvement that is used to examine the relationships between interagency collaboration and service coordination. The short form of the questionnaire used in this study assesses values, attitudes, and beliefs about collaboration. It is designed to measure variability in staff perceptions of collaboration using a multilevel approach. The instrument takes approximately 10 minutes to complete.

Confidentiality of Your Records
Your privacy and research records will be kept confidential. Only authorized research personnel may inspect the records from this project. The results of this study may be published. However, the data obtained from you will be combined with data from others in the study. The published results will not include your name or any other information that would personally identify you in any way. Your name and other identifiers will be omitted from the survey form and computer data files. Completed surveys will be locked in a file drawer with access restricted only to the research staff.

Risks and Benefits of Your Participation

The results of this study will yield information about perceived knowledge and attitudes related to collaboration activities among agencies, organizations, and grant community staff. You will not benefit directly from this study, but your responses will help us to better understand interagency collaboration within systems of care. There are no anticipated risks involved with your participation in this study. There will be no payment associated with your participation.

Volunteering to Participate

Your decision to participate in this research study is completely voluntary. You are free to participate in this research study or to withdraw at any time without any penalty or loss of benefits that you are entitled to receive. If you decide to complete the survey, please have it completed by the time of your scheduled face-to-face interview with the system-of-care assessment site visitor. The information you provide in this survey will NOT be included in the overall assessment of your system-of-care community, and findings from this study will NOT be reflected in the final system-of-care assessment report produced from the overall assessment. 

Questions and Contact
If you have any questions pertaining to this study, you may contact Phyllis Gyamfi at ORC Macro, 3 Corporate Square, NE, Suite 370, Atlanta, GA 30329. 

Tel: 404–321–3211. If you were not able to complete the survey before your scheduled interview, you may mail it to the National Evaluation at the above address.
KEEP THIS COVER FOR YOUR RECORDS

This study is authorized by Section 565 of the Public Health Service Act. Public reporting burden for this collection of information is estimated to average 8 minutes per respondent. Send comments regarding this burden estimate or any other aspect of this collection of information, including suggestions for reducing this burden to: SAMHSA Reports Clearance Officer; Paperwork Reduction Project (XXX); OAS; 1 Choke Cherry Road, Rockville, MD 20857.


An agency may not conduct or sponsor, and a person is not required to respond to a collection of information unless it displays a currently valid OMB control number. The OMB control number for this project is XXX.
Interagency Collaboration Scale

Paul E. Greenbaum, Ph.D. and Robert F. Dedrick, Ph.D.
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Copyright Pending
	Introduction and Instructions


Thank you for agreeing to complete the Interagency Collaboration Scale.  Please remember that your participation is voluntary and that all responses will remain confidential. This portion of the Interagency Collaboration Scale takes about 10 minutes to complete. Please begin by filling out the information below and answering the Respondent Information questions on page 3. For the remaining questions, read each item carefully and circle the response that best describes your rating of each item. Please try to answer all the questions. If you do not know how to answer an item, circle the “don’t know” category. When you are finished, please return the survey to the site visitor. If you have any questions about this instrument, please contact Phyllis Gyamfi at ORC Macro, 3 Corporate Square, Suite 370, Atlanta, GA, 404-321-3211. Thank you again for participating!
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TODAY’S DATE
i. NAME OF PROGRAM/ SYSTEM OF CARE COMMUNITY   ____________________________________________________________

ii. PROGRAM LOCATION  
___________________________________________________________________________________________

iii. IS THIS YOUR FIRST TIME FILLING OUT THIS SURVEY? (circle one)
 
YES (Go to question iv)
NO (Continue to iii-a)


iii-a.  HAS YOUR ROLE IN SYSTEMS OF CARE CHANGED SINCE YOU LAST FILLED OUT THE SURVEY?
YES

NO

iv. WHICH ONE OF THESE TITLES BEST DESCRIBES YOUR CURRENT ROLE WITHIN SYSTEMS OF CARE?  (Please circle ONE.)


1 = Agency representative on the governing council


2 = Project director


3 = Representative from a family organization


4 = Case management staff (e.g., care coordinator, service coordinator, resource coordinator)


5 = Service provider (e.g., clinician, therapist, counselor, respite provider, mentor, family advocate)


6 = Partner Agency staff (e.g., teacher/school counselor, child welfare staff, probation officer, nurse)


7 = Other (please specify: _____________________________)
	Respondent Information


1.
Gender  ______________________ 

2.
Age  ________

3a.
Are you of Hispanic or Latino cultural/ethnic background?  ____  Yes
____  No (Go to Question 3c.)
3b.
(If Yes) Which group describes your Hispanic or Latino cultural/ethnic background?


_____
Mexican, Mexican-American, or Chicano
_____
Central American


_____
Puerto Rican



_____
South American


_____
Cuban




_____
Other (please specify):  ___________________________________


_____
Dominican

3c.
Which group(s) describe(s) you?  (Select all that apply.)


_____
American Indian or Alaska Native

_____
Native Hawaiian or Other Pacific Islander


_____
Asian




_____
White


_____
Black or African-American



4.
What is the highest level of education that you completed?  (Check only one response.)

_____
High School Diploma or Equivalent
_____
Doctorate Degree (PhD or EdD)


_____
Associate’s Degree (AA or AS)

_____
Post-Doctorate


_____
Bachelor’s Degree (BA or BS)

_____
Professional Degree beyond Bachelor’s Degree (MD, JD, DDS, etc.)


_____
Master’s Degree (MA or MS)

5.
What was the academic/professional field for your highest degree?  


___________________________________________________________________

6.
What is the name of the agency or organization that you work for?  (Please do not use acronyms or abbreviations.)

_____________________________________________________________________________________________________________

7.
What is the primary service system of your agency?  (Check only one response.)

_____
Mental Health



_____
Juvenile Justice



_____
Child Welfare



_____
Education


_____
Substance Abuse



_____
Family Organization


_____
Public Health



_____
Other (please specify):  ___________________________________

8.
How long have you worked for this agency?  ______________________________________

9.
What is your job title?  ____________________________________________________________________________

10.
Which job role best describes what you do?  (Check only one response.)

_____
Administrator/Supervisor/Manager

_____
Service Provider/Therapist/Counselor


_____
Case Manager/System Navigator

_____
Other (please specify):  ___________________________________

11.
Which group of clients do you serve the most?  (Check only one response.)

_____
Children 0 to 5 years


_____
All children (under 21 years)


_____
Children 6 to 18 years


_____
Children and adults


_____
Adults




_____
Other (please specify):  ___________________________________

	Beliefs


Instructions: Please circle the response that best describes your rating of each item.

	To what extent do you believe that …..
	Strongly
Disagree
	Disagree
Somewhat
	Neither Agree 
or Disagree
	Agree
Somewhat
	Strongly 
Agree



	1.
There is a need for child-serving organizations to share information.
	1
	2
	3
	4
	5

	2.
Interagency collaboration helps prevent children from “falling through the cracks,” and getting needed services from agencies.
	1
	2
	3
	4
	5

	3.
Collaboration between organizations is a waste of time.
	1
	2
	3
	4
	5

	4.
My own organization takes an active role in promoting collaboration with other organizations.
	1
	2
	3
	4
	5

	5.
Working with people across agencies is a positive experience.
	1
	2
	3
	4
	5

	6.
Collaboration across agencies will result in more appropriate services for families.
	1
	2
	3
	4
	5

	7.
Collaboration across agencies makes it unclear who has primary responsibility for providing services for each client/family.
	1
	2
	3
	4
	5



	Collaborative Activities

	To what extent does your organization SHARE with other child-serving organizations in:
	Not at all
	Little
	Somewhat
	Considerable
	Very Much
	Don’t Know

	8.
Funding.
	1
	2
	3
	4
	5
	DK

	9.
Purchasing of services.
	1
	2
	3
	4
	5
	DK

	10.
Facility space.
	1
	2
	3
	4
	5
	DK

	11.
Record keeping and management information systems data.
	1
	2
	3
	4
	5
	DK

	12.
Developing programs or services.
	1
	2
	3
	4
	5
	DK

	13.
Program evaluation.
	1
	2
	3
	4
	5
	DK

	14.
Staff training.
	1
	2
	3
	4
	5
	DK

	15.
Informing the public of available services.
	1
	2
	3
	4
	5
	DK

	16.
Diagnoses and evaluation/assessment.
	1
	2
	3
	4
	5
	DK

	17.
Common intake forms.
	1
	2
	3
	4
	5
	DK

	18.
Child and family service plan development.
	1
	2
	3
	4
	5
	DK

	19.
Case conferences or case reviews.
	1
	2
	3
	4
	5
	DK

	20.
Informal agreements.
	1
	2
	3
	4
	5
	DK

	21.
Formal written agreements.
	1
	2
	3
	4
	5
	DK

	22.
Voluntary contractual relationships.
	1
	2
	3
	4
	5
	DK

	23.
Collaborative relationships mandated by law.
	1
	2
	3
	4
	5
	DK

	24.
Participation in standing interagency committees.
	1
	2
	3
	4
	5
	DK

	25.
Information about services.
	1
	2
	3
	4
	5
	DK


	Connectedness


26a.
Please list the one organization (e.g., local, state, national) that you collaborate with the most. Please do not use abbreviations or acronyms, but write out the full name of the organization.

____________________________________________________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________

26b.
Please indicate the service sector of the organization you selected.  (Check only one response.)


_____
Mental Health
_____
Juvenile Justice 
_____
Public Health/Physical or Medical Health


_____
Child Welfare 
_____
Education
_____
Community Organization (e.g., Boys & Girls Club)


_____
Substance Abuse 
_____
Family Organization


_____
Other (please specify):  ______________________________________

Please answer questions 27-31 based on the organization that you listed in 26a.

	
	Not at all
	Little
	Somewhat
	Considerable
	Very Much
	Don’t Know

	27.
How difficult is it to contact the organization when your own organization needs information or help?
	1
	2
	3
	4
	5
	DK

	28.
How personally acquainted are you with the staff you work with from the organization?
	1
	2
	3
	4
	5
	DK

	29.
How personally acquainted are you with the Director of the organization?
	1
	2
	3
	4
	5
	DK

	30.
How often have you met with consultants from the organization?
	1
	2
	3
	4
	5
	DK

	31.
How familiar are you with the services provided by the organization?
	1
	2
	3
	4
	5
	DK


	Service Diversity


	Instructions: Please indicate if your organization provides the following services and/or refers clients elsewhere for these services. For each item, please mark an answer in both columns (see example).

Ex.
Crisis counseling: Short-term interventions with individuals experiencing trauma, disasters, or other overwhelming problems.
	Your Agency Provides
	Your Agency Refers

	
	Yes
	No
	Don’t Know
	Yes
	No
	Don’t Know

	
	Y
	N
	DK
	Y
	N
	DK

	1.
Psychological assessment: Identifying children in need of mental health services based on a battery of tests.
	Y
	N
	DK
	Y
	N
	DK

	2.
Emergency mental health services: 24-hour quick response, crisis assistance for children and involved family/friends.
	Y
	N
	DK
	Y
	N
	DK

	3.
Mental health clinic services: Clinic services for children and their families, including individual counseling, family counseling, group counseling.
	Y
	N
	DK
	Y
	N
	DK

	4.
Inpatient mental health treatment: Public or private hospital services for children.
	Y
	N
	DK
	Y
	N
	DK

	5.
Residential mental health services: Group homes, community residence, and other non-inpatient placements for children.
	Y
	N
	DK
	Y
	N
	DK

	6.
Self-help groups: Groups of individuals who share similar circumstances and provide support for dealing with a problem that is common to all group members.
	Y
	N
	DK
	Y
	N
	DK

	7.
Outreach services: Locating and bringing services to children who need it in their homes.
	Y
	N
	DK
	Y
	N
	DK

	8.
Case management: Single person/team responsible for helping children and their families obtain entitlements, services, housing.
	Y
	N
	DK
	Y
	N
	DK

	9.
Assistance with basic human needs: Food, clothing, safety, income.
	Y
	N
	DK
	Y
	N
	DK

	10.
Medical/dental: Assessment and treatment of medical and dental problems.
	Y
	N
	DK
	Y
	N
	DK


	Service Diversity


	Instructions: Please indicate if your organization provides the following services and/or refers clients elsewhere for these services. For each item, please mark an answer in both columns (see example).

Ex.
Crisis counseling: Short-term interventions with individuals experiencing trauma, disasters, or other overwhelming problems.
	Your Agency Provides
	Your Agency Refers

	
	Yes
	No
	Don’t Know
	Yes
	No
	Don’t Know

	
	Y
	N
	DK
	Y
	N
	DK

	11.
Educational: Educational services for children, including special education programs, individualized education plans (IEP).
	Y
	N
	DK
	Y
	N
	DK

	12.
Transportation:Assistance to families who require transportation to access services.
	Y
	N
	DK
	Y
	N
	DK

	13.
Substance abuse services: Detoxification, inpatient or outpatient treatment for alcohol or illicit drugs.
	Y
	N
	DK
	Y
	N
	DK

	14.
Respite: Provision of substitute care or supervision in order to provide temporary relief to families.
	Y
	N
	DK
	Y
	N
	DK

	15.
Advocacy: Services which assist children and their families in attaining basic entitlements and rights.
	Y
	N
	DK
	Y
	N
	DK

	16.
Child welfare services: Services to ensure the safety of children by preventing child abuse or neglect, such as emergency shelter, foster care.
	Y
	N
	DK
	Y
	N
	DK

	17.
Correctional or juvenile delinquency services: Rehabilitation services for youths involved in the juvenile justice system.
	Y
	N
	DK
	Y
	N
	DK

	18.
Housing services: Provision of housing-related programs, such as transitional housing, shelter services, and subsidized housing.
	Y
	N
	DK
	Y
	N
	DK

	19.
Legal services: Legal referrals, information, and advice.
	Y
	N
	DK
	Y
	N
	DK

	20.
Developmental services: Includes services such as speech therapy and physical therapy.
	Y
	N
	DK
	Y
	N
	DK


Thank you for participating
Please do not use or cite without authors’ permission
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Assessment Point


1= 1st assessment


2= 2nd assessment


3= 3rd assessment


4= 4th assessment


5= 5th assessment
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