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Background: Provision of mental health care in correctional settings presents unique 
challenges. There is a need for a simple-to-use tool to measure severity of mental illness 
in correctional settings that can be used by mental health staff from different disciplines. 
We adapted the severity scale of the Clinical Global Impression for use in correctional 
settings, which we have called CGI-C, and carried out a reliability study.

Method: Clinical descriptions of typical inmate presentations were developed to 
benchmark each of the seven possible ratings of the CGI. Twenty-one case vignettes 
were then developed for study of inter-rater reliability, which were then rated using the 
CGI-C by five forensic psychiatrists (on three occasions) and 11 multidisciplinary health 
care clinicians (twice). The tool was introduced into clinical practice, and the first 57 joint 
assessments carried out by both a psychiatrist and a clinician in which a CGI-C was rated 
were compared to measure inter-rater reliability.

Results: We found very good inter-rater and test–retest reliability in all analyses. Gwet’s 
AC, calculated on initial ratings of the vignettes by the psychiatrists, was 0.85 (95% CI 
0.81–0.90, p < 0.001) and 0.87 (95% CI 0.83–0.91, p < 0.001) for clinician ratings. Inter-
rater reliability based on 57 joint face-to-face assessments of inmates showed Gwet’s AC 
coefficient of 0.93 (95% CI 0.88–0.97).

Conclusion: The CGI-C is simple to use, can be used by members of the multidisciplinary 
team, and shows high reliability. The advantage in correctional settings is that it can be 
used even with the most severely ill and behaviorally disturbed, based on observation and 
collateral information.
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BACKGROUND

Mental disorder is common among people detained in correctional1 settings (1). Although 
numerous studies have reported on the prevalence of mental illness in correctional settings, 
very few have measured the severity (2–4). A valid scale to rate the severity of mental disorder 
serves three purposes: 1) to enable a clinician to concisely communicate cross-sectional clinical 

1 In North America, prisons and jails are known as correctional institutions, and hereafter the term corrections will be used to 
mean prisons, jails, detention centers, and other forms of criminal justice detention institutions.
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information to those providing care within and outside of the 
team; 2) to enable the treating clinicians to monitor clinical 
progress by serial measurement (this is particularly important 
when there are different clinicians involved in a case, for 
example, where there may be temporary or locum appointments 
due to difficulty in recruitment); and 3) for administrative 
and service planning purposes within an organization, for 
example, tracking the prevalence of inmates with a given 
level of severity, and to compare with other institutions and  
over time.

Several scales for rating the severity of psychopathology 
exist, such as the 24-item Brief Psychiatric Rating Scale (BPRS) 
(5), which can be administered by semi-structured interview, 
and the Positive and Negative Syndrome Scale (PANSS) (6), a 
30-item rating scale for schizophrenia. The Jail Screening and 
Assessment tool (JSAT) (7), which is a widely used screening 
and triage structured professional judgement tool for use in 
corrections, incorporates 10 items modified from the BPRS. 
Current rating scales for psychopathology therefore require 
a fairly detailed mental state examination, which is often not 
possible to carry out in correctional settings, particularly remand 
settings due to the very high level of behavioral disorganization 
of the individuals, resulting in diminished ability to participate 
in a structured assessment.

The Clinical Global Impression Scale (CGI) (8) is one of 
the most widely used brief rating scales in mental health and 
pharmaceutical trials. The brevity and simplicity of the tool 
suggest that it may have utility for routine use in correctional 
settings. The CGI consists of three domains; Global Severity, 
Global Improvement, and Therapeutic Index. The Global 
Severity domain of the CGI is a single overall rating of severity 
of illness, which is rated on a seven-point scale rated from “No 
Mental Disorder”, to “Among the most severely ill patients”. 
There are also two global rating scales for Global Improvement 
(clinician’s impression of change) and Therapeutic Index 
(clinician’s impression of efficacy of treatment). The first reported 
study that measured the reliability of the CGI was by Dahlke et 
al. (9). Several studies have demonstrated the validity of the CGI 
by linkage to other rating scales such as the PANSS (10–12), the 
BPRS (5, 10), and the WHODAS (13). It has also been validated 
in video form compared with face-to-face scoring (14), and has 
been used to predict suicidal behavior (15).

The original CGI has however been criticized for having 
inadequate scale construction and item labels (16). In addition, it 
has been shown that clinicians use different parameters to judge the 
severity of mental disorder between patients in different settings. 
For example, Ortiz and colleagues (17) found that CGI ratings 
of severity for equivalent PANSS scores differed between ratings 
of inpatients and outpatients, possibly because the clinicians were 
using a different frame of reference for severity when judging 
global impression of patients in these different settings.

Given some of the limitations of the original CGI, 
modifications of the CGI have been made for assessment of 
patients with different conditions, including bipolar affective 
disorder (CGI-BP) (18), schizophrenia (CGI-SC) (19, 20), autism 
(OSU Autism CGI) (21), borderline personality disorder (CGI-
BPD) (22), and depression (iCGI) (23).

The CGI has been used in correctional settings (24–26); 
however, to our knowledge, there have been no validation studies 
of the CGI with this population. The assessment and treatment 
of inmates in custodial settings is not directly comparable to 
work in hospital or outpatient settings. First, there are higher 
rates of morbidity (1). Second, the environment itself produces 
unique challenges (27). The patients who are most behaviorally 
disturbed and therefore most in need of mental health care 
are generally locked in their cells, sometimes necessitating 
psychiatric assessments being carried out through a window 
in a closed cell door, or through an open rectangular hatch in 
the inmate’s cell door (designed for passing food trays in and 
out). Assessment of the most severely ill patients, therefore, is 
often based on what is observed (the behavior of the inmate, the 
condition of the cell, and the reports of the correctional officers 
who have been observing them) at least as much as what is said 
by the inmate.

There is therefore a need for a brief tool that can be used to rate 
even the most severely unwell patients in custodial settings. This 
tool must be reliable and be able to be used by multidisciplinary 
staff and in research contexts. Our aim was to adapt and assess 
the reliability of the Global Severity scale of the CGI for use in 
correctional settings, which we have named the Clinical Global 
Impression—Corrections, abbreviated to CGI-C.

METHODS

Study Setting
The Forensic Early Intervention Service (FEIS) is a team of 6 
psychiatrists and 12 clinicians (comprising 3 nurses, 6 social 
workers, and 3 occupational therapists) in two provincial jails 
in Toronto, Canada, and provides assessment and triage of 
inmates who have or are suspected of having serious mental 
health needs, and case management for those patients where 
there are concerns pertaining to their fitness to stand trial or if 
they may be pursuing a defense of “not criminally responsible” 
under the Canadian Criminal Code. Every prisoner is 
screened at reception into custody using the Brief Jail Mental 
Health Screen (28) by correctional primary health staff, and 
those screening positive are referred to the FEIS service for 
further triage and assessment using the JSAT (7). Those that 
are determined to need either further assessment or meet the 
inclusion criteria of the FEIS service are referred to a FEIS 
psychiatrist for further assessment. If, on further assessment, 
the patient is determined to meet the criteria of the FEIS 
service, they are allocated a caseworker and a psychiatrist. 
The caseworker and psychiatrist who then follow the patient 
are typically those who carried out the initial assessments. 
FEIS provides service for remand inmates in one provincial 
jail for men (capacity of 1650) and one provincial jail for 
women (capacity of 300).

Research Ethical approval for use of routinely collected data 
for FEIS research was granted by the Centre for Addictions and 
Mental Health Research Ethics Board (# 035/2018-01). Consent 
was not sought directly from participants; no identifiable 
information was retained or is presented in this manuscript.
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Study Design
First, two of the authors (RJ and MM) developed clinical 
descriptions of typical inmate presentations spanning the range 
of severity to correspond to the seven possible ratings of the 
CGI, ranging from “No mental disorder” to “Among the most 
severely ill patients”. These clinical descriptions were then revised 
and agreed by consensus among five experienced forensic 
psychiatrists who work in correctional settings. It was decided to 
allow for both collateral information (such as is often provided 
by corrections officers who have observed the patient) and 
information that is gathered by the assessor, by direct observation 
or by interview, to be incorporated into the ratings. A brief user’s 
guide was developed for instructions on rating and was revised 
several times by consensus (29).

Second, the five forensic psychiatrists who work in 
correctional settings provided brief anonymized composite 
clinical vignettes of patients typically seen within a correctional 
setting. The lead author reviewed and adapted the vignettes to 
ensure there was a full range in severity of clinical presentations, 
that a variety of diagnoses were represented, and that there was 
a balance of gender. In total, 21 clinical vignettes were selected 
for study of inter-rater reliability of the CGI-C, which included 
vignettes that described individuals with psychosis, depression, 
drug withdrawal, anxiety, obsessive–compulsive disorder, and 
cognitive impairment.

The forensic psychiatrists were then asked to rate each of the 
clinical vignettes using the CGI-C. The vignettes were loaded 
into an electronic survey program (30) and were presented to 
each assessor in a random order as generated by the program. 
Participants recorded their rating, the results of which were 
electronically stored and made available to the lead author. The 
user guide was revised based on the feedback and results from 
the survey.

Approximately 3 months later, the psychiatrists were asked to 
rate the same vignettes without having access to their previous 
ratings (again presented in random order). We measured 
interrater reliability of these ratings and measured test–retest 
reliability. We made minor modifications to the user guide and 
to the item descriptions of the scale following these ratings.

We then provided a 1-h training session on the CGI-C to 
members of the multidisciplinary team of clinicians who work in 
the FEIS service. After training, the clinicians were asked to each 
rate the 21 clinical vignettes, in a format identical to that used for 
gathering the ratings of the psychiatrists. We measured the inter-
rater reliability of these ratings, following which, a 1-h feedback 
session was provided to review the ratings of the vignettes.

We then implemented the CGI-C in the clinical setting for the 
first 60 joint assessments in which both a psychiatrist and clinician 
assessed a patient simultaneously and rated independently of 
each other, and we compared their CGI-C ratings.

Based on further discussion, we decided to make a minor 
revision to the wording of part of the user guide. To test whether 
this change affected the reliability of the rating, we requested all 
participants to again rate the vignettes with reference to the new 
version of the user guide, and we calculated the inter-rater and 
test–retest reliability of these ratings. The development of the 

tool and measurement of reliability took place between February 
2018 and January 2019.

Statistical Analysis
We calculated inter-rater reliability using Gwet’s AC (31). Gwet’s 
AC is considered to be an improvement on Cohen’s Kappa due 
to improved correction for chance agreement and is more robust 
when there is less variation in ratings between raters (32, 33). 
The seven-point CGI-C scale is ordinal, and therefore ordinal 
weighted coefficients were calculated using kappaetc command 
in Stata (version 14) (34). Interpretation of coefficient values as 
described by Altman (35) is as follows: < 0.2 = poor, 0.2–0.4 = fair, 
0.4–0.6 = moderate, 0.6–0.8 = good, and 0.8–1.0 = very good. As 
well as reporting the coefficient, we categorized the coefficient 
using the probabilistic categorization of coefficient that takes into 
account the variance of the estimate, as described by Gwet (31).

RESULTS

The inter-rater reliability coefficient, Gwet’s AC, calculated on the 
first set of ratings carried out by the forensic psychiatrists was 
0.85 (95% CI 0.81–0.90, p < 0.001). The probability that the inter-
rater reliability coefficient falls in the “Very Good” category was 
greater than 0.99. The inter-rater reliability coefficient, Gwet’s AC, 
calculated on the second set of ratings by the forensic psychiatrists 
was 0.89 (95% CI 0.85–0.94, p < 0.001). The probability that the 
inter-rater reliability coefficient falls in the “Very Good” category 
was again greater than 0.99. The intra-rater reliability (test–retest 
reliability rating) for each of the five psychiatrists comparing 
their first and second ratings was also very good, and the range 
of coefficients was between 0.86 and 0.91.

The inter-rater reliability was then calculated based on the 
ratings of the 21 vignettes by the 11 clinicians. The Gwet’s AC 
was 0.87 (95% CI 0.83–0.91, p < 0.001). The probability that the 
ratings fell in the “Very Good” category was >0.99.

We then calculated the inter-rater reliability of ratings during 
joint face-to-face assessments of inmates (see Table 1). There 

TABLE 1 | Inter-rater reliability ratings of patients between clinician and 
psychiatrist, by clinician.

Clinician Number of cases 
rated

Gwet’s AC coefficient 95% CI

1 5 0.95 0.86–1.0
2 5 0.86 0.64–1.0
3 4 1.0 1.0–1.0
4 5 1.0 0.31–1.0
5 4 0.92 0.75–1.0
6 5 0.98 0.99–1.0
7 5 0.95 0.83–1.0
8 5 0.94 0.83–1.0
9 5 0.97 0.91–1.0
10 5 0.97 0.88–1.0
11 4 0.87 0.52–1.0
12 5 0.93 0.81–1.0
Total 57 0.93 0.88–0.97
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were 60 joint patient assessments carried out by 12 clinicians 
and six psychiatrists. Each clinician jointly assessed 5 cases with 
one of the psychiatrists. In three cases, only one rater recorded 
their rating, leaving 57 unique cases that were rated by both a 
psychiatrist and clinician. One psychiatrist rated 25 of the cases 
and another rated 13. The four remaining psychiatrists carried 
out 8, 7, 5, and 2 assessments, respectively. The median score 
rated by the psychiatrists was 4 (range 2–7). All of the ratings 
carried out by clinicians numbered 2, 8, and 9 in Table 1 were 
conducted on female patients, the remainder on males.

The inter-rater reliability of the patient assessments using 
Gwet’s AC coefficient was 0.93 (95% CI 0.88–0.97). The 
probability of being in the “Very Good” category was >0.99. The 
AC coefficients for each of the clinicians are shown in Table 1, 
and those for the psychiatrists are shown in Table 2.

Finally, following a slight modification to the wording of part 
of the user guide, we requested that psychiatrists and clinicians 
re-rated the vignettes using the updated guide. We calculated the 
inter-rater reliability of the 21 clinical vignettes and test–retest 
reliability using the final version of the guide. Four psychiatrists 
and 13 clinicians rated the vignettes. Gwet’s AC coefficient was 
0.89 (95% CI 0.85–0.92). With regard to test–retest reliability, 
psychiatrists had rated the vignettes three times and so we 
compared the first and third scores rated, whereas clinicians 
had rated the vignettes twice, and so we compared the first 
and second ratings. In all cases, there was very good test–retest 
reliability (range = 0.85–0.90).

DISCUSSION

This paper describes our adaptation of the CGI severity rating 
scale for use in correctional settings, the CGI-C. We developed 
a user guide and benchmarked each scale item using clinical 
descriptions based on the range and type of cases encountered 
in correctional settings. We revised and refined the guide and 
tested the inter-rater reliability of ratings on clinical vignettes and 
during routine clinical practice. We found that this tool has very 
good inter-rater and test–retest reliability. We believe that there is 
a need for such a tool that can be quickly and easily administered 
routinely in correctional settings. One of the most important 
features of this tool is that it can be used to rate those who are 
most severely ill and who are otherwise unable to cooperate 
in a clinical assessment due to their severe psychopathology.  

We found that it was quick and easy to use, was equally reliable 
when used to rate male and female patients, and could be rated 
equally well by different members of the multidisciplinary team.

We believe that this tool fills a significant gap in both routine 
correctional mental health practice and research on mental 
illness in correctional settings, where there is no reported use of 
severity measures in routine practice or as an accepted research 
tool. Rarely have large-scale epidemiology studies included such 
a measure in their designs. The Global Assessment of Functioning 
Scale (GAF) has been subject to criticism regarding its reliability 
and validity and has been dropped from DSM 5, and there have 
been no previous validation studies on the CGI in correctional 
settings. The routine use of a rapid measure of severity may be of 
great value in meeting the abovementioned purposes of severity 
and progress measurement in routine practice, and appears 
feasible for service planning and research.

LIMITATIONS AND RECOMMENDATIONS

The CGI-C is less informative than more detailed measures of 
psychopathology, which should also be used where indicated, 
and where the clinical presentation and logistical considerations 
allow. The CGI-C does not replace more detailed tools but is 
sufficiently quick and easy to rate that it could be done routinely 
on all cases.

We have not tested the validity of the CGI-C by comparing 
it against other measures. The validity of the original CGI has 
however been measured extensively, and it would be expected 
that the addition of our item descriptors would not diminish 
the validity of the tool; however, we recommend that further 
research is needed to assess the validity of the CGI-C in this 
population. In addition, we have not measured the validity 
as compared with real clinical outcomes, such as need for 
admission to hospital.

The original CGI has three domains, severity, global 
improvement, and therapeutic efficacy. We decided a priori 
to adapt only the first domain, global severity, for use in 
corrections. The improvement scale has been criticized for its 
psychometric properties, and in our view, having both a rating 
scale for severity and a separate one for improvement has 
dubious validity. An objective rating of severity that is sensitive 
to change is likely to be far more useful and have greater validity 
and reliability than a global impression of change, particularly 
when there are multiple raters and multiple episodes of care 
for a given client as often is the case in correctional settings. In 
addition, the therapeutic improvement scale is not considered 
to be useful in the correctional setting on a routine basis, 
though could conceivably be used if required to assess the 
impression of efficacy of a given course of treatment. Our 
work in assessing the inter-rater reliability of the CGI-C on 
patients has been carried out cross-sectionally. Although 
we believe that it is likely to be sensitive to change, further 
work is recommended to investigate sensitivity to change in 
correctional settings.

Finally, although we carried out this study in two jails, we 
recommend that further study of the utility and validity of the 

TABLE 2 | Inter-rater reliability ratings of patients between clinician and 
psychiatrist, by psychiatrist.

Psychiatrist Number of 
cases rated

Gwet’s AC coefficient 95% CI

1 22 0.95 0.91–0.98
2 7 0.93 0.79–1.0
3 8 0.95 0.87–1.0
4 13 0.94 0.75–1.0
5 2 0.89 0.89–0.89
6 5 0.91 0.67–1.0
Total 57 0.93 0.88–0.97
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CGI-C be carried out in other correctional institutions to ensure 
that the results are generalizable.

CONCLUSION

Our adaptation of the CGI severity scale for use in correctional 
settings, the CGI-C, is quick and simple to use, can be used 
by members of the multidisciplinary team, and shows high 
inter-rater and test–retest reliability. The advantage in 
correctional settings is that it can be used routinely, even 
with the most severely ill and behaviorally disturbed inmates, 
based on observation and collateral information. It may well 
fill an important gap in correctional mental health care, service 
planning, and research.

DATA AVAILABILITY

The data that support the findings of this study are available from 
the corresponding author upon reasonable request.

ETHICS STATEMENT

The studies involving human participants were reviewed and 
approved by Centre for Addiction and Mental Health Research 
Ethics Board, Toronto, Ontario. Written informed consent for 
participation was not required for this study in accordance with 
the national legislation and the institutional requirements.

AUTHOR CONTRIBUTIONS

RJ designed the study, carried out data collection, data analysis, 
and preparation of the first and revised drafts of the manuscript. 
KP contributed to the study design, carried out data collection, 
and contributed to the preparation and editing of the manuscript. 
MM contributed to the study design, carried out data analysis, and 
contributed to the preparation and editing of the manuscript. RM 
contributed to the data collection and contributed to the preparation 
and editing of the manuscript. GG contributed to the data collection 
and contributed to the preparation and editing of the manuscript. 
AS contributed to the design of the study, carried out data collection, 
and contributed to the preparation and editing of the manuscript. 
All authors have read and have approved the manuscript.

FUNDING

RJ’s work was supported in part by an Academic Scholar Award 
from the University of Toronto.

ACKNOWLEDGMENTS

The authors wish to acknowledge members of the Forensic Early 
Intervention Service for their help in developing the tool: Lisa 
Allen, Carlos Chavez, Travis Coleman, Tanya Connors, Sharlene 
Dewji, Michelle English, Ashley Haywood, Yvonne Hinds, 
Zahra Jamal, Seby Joseph, Mitesh Patel, Jayleen Phillpotts, 
David Rainville, Alfredo Ramirez, Ipsita Ray, Amanda Ye, Amar 
Ghelani, and Freddy Lara.

REFERENCES

 1. Fazel S, Danesh J. Serious mental disorder in 23000 prisoners: a 
systematic review of 62 surveys. Lancet (2002) 359:545–50. doi: 10.1016/
S0140-6736(02)07740-1

 2. Simpson AI, Mcmaster JJ, Cohen SN. Challenges for Canada in meeting the 
needs of persons with serious mental illness in prison. J Am Acad Psychiatry 
Law (2013) 41:501–9. 

 3. Forrester A, Till A, Simpson A, Shaw J. Mental illness and the provision of mental 
health services in prisons. Br Med Bull (2018) 127:101–9. doi: 10.1093/bmb/
ldy027

 4. Jones RM, Patel K, Simpson A. Assessment of need for inpatient treatment 
for mental disorder among female prisoners: a cross-sectional study of 
provincially detained women in Ontario. BMC Psychiatry (2019b) 19:98. doi: 
10.1186/s12888-019-2083-x

 5. Overall J, Gorham D. The brief psychiatric rating scale. Psychol Rep (1962) 
10:799–812. doi: 10.2466/pr0.1962.10.3.799

 6. Kay SR, Fiszbein A, Opler LA. The positive and negative syndrome scale 
(PANSS) for schizophrenia. Schizophr Bull (1987) 13:261–76. doi: 10.1093/
schbul/13.2.261

 7. Nicholls TL. Jail Screening Assessment Tool (JSAT): Guidelines for mental 
health screening in jails. Burnaby, BC: Mental Health, Law and Policy 
Institute, Simon Fraser University (2005) 

 8. Guy , W eds. Clinical global impressions. In: ECDEU assessment manual for 
psychopharmacology, revised. Rockville MD: National Institute of Mental Health. 

 9. Dahlke F, Lohaus A, Gutzmann H. Reliability and clinical concepts 
underlying global judgments in dementia: implications for clinical research. 
Psychopharmacol Bull (1992) 28:425–32. 

 10. Leucht S, Kane JM, Etschel E, Kissling W, Hamann J, Engel RR. Linking the 
PANSS, BPRS, and CGI: clinical implications. Neuropsychopharmacology 
(2006) 31:2318–25. doi: 10.1038/sj.npp.1301147

 11. Rabinowitz J, Mehnert A, Eerdekens M. To what extent do the PANSS and 
CGI-S overlap? J Clin Psychopharmacol (2006) 26:303–7. doi: 10.1097/01.
jcp.0000218407.10362.6e

 12. Rabinowitz J, Levine S, Martinez G. Concordance between measures of 
functioning, symptoms, and change: examining the GAF, CGI-S, CGI-
C, and PANSS. J Clin Psychopharmacol (2010) 30:478–80. doi: 10.1097/
JCP.0b013e3181e7145f

 13. Bastiaens L, Galus J, Goodlin M. The 12 item W.H.O.D.A.S. as primary self 
report outcome measure in a correctional community treatment center 
for dually diagnosed patients. Psychiatr Q (2015) 86:219–24. doi: 10.1007/
s11126-014-9322-6

 14. Bourredjem A, Pelissolo A, Rotge JY, Jaafari N, Machefaux S, Quentin S, et al. 
A video Clinical Global Impression (CGI) in obsessive compulsive disorder. 
Psychiatry Res (2011) 186:117–22. doi: 10.1016/j.psychres.2010.06.021

 15. Glazer K, Rootes-Murdy K, Van Wert M, Mondimore F, Zandi P. The 
utility of PHQ-9 and CGI-S in measurement-based care for predicting 
suicidal ideation and behaviors. J Affect Disord (2018). doi: 10.1016/j.
jad.2018.05.054 

 16. Beneke M, Rasmus W. “Clinical Global Impressions” (ECDEU): 
some critical comments. Pharmacopsychiatry (1992) 25:171–6. doi: 
10.1055/s-2007-1014401

 17. Ortiz BB, Pitta JC, Gadelha A, Mattos NF, Cunha JY, De Araujo Filho GM, 
et al. Comparing PANSS scores and corresponding CGI scores between 
stable and acute schizophrenic patients. Schizophr Res (2014) 152:307–8. doi: 
10.1016/j.schres.2013.11.016

https://www.frontiersin.org/journals/psychiatry#articles
https://www.frontiersin.org/journals/psychiatry
www.frontiersin.org
https://doi.org/10.1016/S0140-6736(02)07740-1
https://doi.org/10.1016/S0140-6736(02)07740-1
https://doi.org/10.1093/bmb/ldy027
https://doi.org/10.1093/bmb/ldy027
https://doi.org/10.1186/s12888-019-2083-x
https://doi.org/10.2466/pr0.1962.10.3.799
https://doi.org/10.1093/schbul/13.2.261
https://doi.org/10.1093/schbul/13.2.261
https://doi.org/10.1038/sj.npp.1301147
https://doi.org/10.1097/01.jcp.0000218407.10362.6e
https://doi.org/10.1097/01.jcp.0000218407.10362.6e
https://doi.org/10.1097/JCP.0b013e3181e7145f
https://doi.org/10.1097/JCP.0b013e3181e7145f
https://doi.org/10.1007/s11126-014-9322-6
https://doi.org/10.1007/s11126-014-9322-6
https://doi.org/10.1016/j.psychres.2010.06.021
https://doi.org/10.1016/j.jad.2018.05.054
https://doi.org/10.1016/j.jad.2018.05.054
https://doi.org/10.1055/s-2007-1014401
https://doi.org/10.1016/j.schres.2013.11.016


The CGI-CJones et al.

6 September 2019 | Volume 10 | Article 687Frontiers in Psychiatry | www.frontiersin.org

 18. Spearing MK, Post RM, Leverich GS, Brandt D, Nolen W. Modification 
of the Clinical Global Impressions (CGI) scale for use in bipolar illness 
(BP): the CGI-BP. Psychiatry Res (1997) 73:159–71. doi: 10.1016/
S0165-1781(97)00123-6

 19. Haro JM, Kamath SA, Ochoa S, Novick D, Rele K, Fargas A, et al. The 
Clinical Global Impression-Schizophrenia scale: a simple instrument 
to measure the diversity of symptoms present in schizophrenia. Acta 
Psychiatr Scand Suppl (2003) 107:16–23. doi: 10.1034/j.1600-0447.107.
s416.5.x

 20. Kumari S, Malik M, Florival C, Manalai P, Sonje S. An assessment of five 
(PANSS, SAPS, SANS, NSA-16, CGI-SCH) commonly used symptoms 
rating scales in schizophrenia and comparison to newer scales (CAINS, 
BNSS). J Addict Res Ther (2017) 8:324. doi: 10.4172/2155-6105.1000324

 21. Holloway JA, Arnold LE, Aman MG. OSU autism rating scale. DSM-5 
(OARS-5), Columbus, OH: Ohio State University (2017).

 22. Perez V, Barrachina J, Soler J, Pascual JC, Campins MJ, Puigdemont D, et al. 
The clinical global impression scale for borderline personality disorder patients 
(CGI-BPD): a scale sensible to detect changes. Actas Esp Psiquiatr (2007) 
35:229–35. 

 23. Kadouri A, Corruble E, Falissard B. The improved Clinical Global Impression 
scale (iCGI): development and validation in depression. BMC Psychiatry 
(2007) 7:7. doi: 10.1186/1471-244X-7-7

 24. Nelson EL, Zaylor C, Cook D. A comparison of psychiatrist evaluation and 
patient symptom report in a jail telepsychiatry clinic. Telemed J E Health 
(2004) 10 Suppl 2:S-54–9. doi: 10.1089/tmj.2004.10.S-54

 25. Mackain SJ, Baucom T. Medication management skills for mentally ill 
inmates: training is not enough. J Behav Anal Offender Vict Treat Prev (2008) 
1:118–30. doi: 10.1037/h0100438

 26. Kamath J, Zhang W, Kesten K, Wakai S, Shelton D, Trestman R. Algorithm-
driven pharmacological management of bipolar disorder in Connecticut 
prisons. Int J Offender Ther Comp Criminol (2013) 57:251–64. doi: 
10.1177/0306624X11427537

 27. Simpson AIF, Jones RM. Two challenges affecting access to care for inmates 
with serious mental illness: detecting illness and acceptable services. Can J 
Psychiatry (2018) 63:706743718792844. doi: 10.1177/0706743718792844

 28. Steadman HJ, Scott JE, Osher F, Agnese TK, Robbins PC. Validation of the 
brief jail mental health screen. Psychiatr Serv (2005) 56:816–22. doi: 10.1176/
appi.ps.56.7.816

 29. Jones RM, Moscovici M, Patel K, Mcmaster R, Glancy G, Simpson AIF 
(2019a). The Clinical Global Impression-Corrections (CGI-C). Available: 
https://www.researchgate.net/publication/330482937_The_Clinical_
Global_Impression-Corrections_CGI-C. 

 30. Surveymonkey Inc. San Mateo, California, USA. Available: www.
surveymonkey.com [Accessed]. 

 31. K.L. Gwet, Constructing Agreement Coefficients: AC1 and Aikin's α, 
Handbook of Inter-Rater Reliability, Gaithersburg, MD: Advanced Analytics 
LLC (2014), pp. 101-128. 

 32. Wongpakaran N, Wongpakaran T, Wedding D, Gwet KL. A comparison 
of Cohen’s Kappa and Gwet’s AC1 when calculating inter-rater reliability 
coefficients: a study conducted with personality disorder samples. BMC Med 
Res Methodol (2013) 13:61. doi: 10.1186/1471-2288-13-61

 33. Quarfoot D, Levine RA. How robust are multirater interrater reliability 
indices to changes in frequency distribution? Am Stat (2016) 70:373–84. doi: 
10.1080/00031305.2016.1141708

 34. Statacorp. Stata Statistical Software: Release 14. College Station, TX: 
StataCorp LP (2015). 

 35. Altman DG. Practical statistics for medical research. London: Chapman and 
Hall (1991). 

Conflict of Interest Statement: The authors declare that the research was 
conducted in the absence of any commercial or financial relationships that could 
be construed as a potential conflict of interest.

Copyright © 2019 Jones, Patel, Moscovici, McMaster, Glancy and Simpson. This is an 
open-access article distributed under the terms of the Creative Commons Attribution 
License (CC BY). The use, distribution or reproduction in other forums is permitted, 
provided the original author(s) and the copyright owner(s) are credited and that the 
original publication in this journal is cited, in accordance with accepted academic 
practice. No use, distribution or reproduction is permitted which does not comply 
with these terms.

https://www.frontiersin.org/journals/psychiatry#articles
https://www.frontiersin.org/journals/psychiatry
www.frontiersin.org
https://doi.org/10.1016/S0165-1781(97)00123-6
https://doi.org/10.1016/S0165-1781(97)00123-6
https://doi.org/10.1034/j.1600-0447.107.s416.5.x
https://doi.org/10.1034/j.1600-0447.107.s416.5.x
https://doi.org/10.4172/2155-6105.1000324
https://doi.org/10.1186/1471-244X-7-7
https://doi.org/10.1089/tmj.2004.10.S-54
https://doi.org/10.1037/h0100438
https://doi.org/10.1177/0306624X11427537
https://doi.org/10.1177/0706743718792844
https://doi.org/10.1176/appi.ps.56.7.816
https://doi.org/10.1176/appi.ps.56.7.816
https://www.researchgate.net/publication/330482937_The_Clinical_Global_Impression-Corrections_CGI-C
https://www.researchgate.net/publication/330482937_The_Clinical_Global_Impression-Corrections_CGI-C
www.surveymonkey.com
www.surveymonkey.com
https://doi.org/10.1186/1471-2288-13-61
https://doi.org/10.1080/00031305.2016.1141708
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/

	Adaptation of the Clinical Global Impression for Use in Correctional Settings: The CGI-C
	Background
	Methods
	Study Setting
	Study Design
	Statistical Analysis

	Results
	Discussion
	Limitations and Recommendations
	Conclusion
	Data Availability
	Ethics Statement
	Author Contributions
	Funding
	Acknowledgments
	References


