Research and Evaluation of Antipsychotic Treatment 

in Community Behavioral Health Organizations

Site Screening Questionnaire

Instructions: To be completed by community behavioral health organizations (CBHOs) interested in serving as sites for the Research and Evaluation of Antipsychotic Treatment in Community Behavioral Health Organizations effort. Please note that this questionnaire collects general information about potential sites and does not necessarily reflect site inclusion and exclusion criteria.  
	CBHO Name      

	Street Address      

	City, State ZIP      


	Name of person completing questionnaire      

	Title      

	Phone      
	Fax      

	Email      
	Date completed      


Research Resources

1. Has the CBHO been involved in any research studies in the past year?
Yes FORMCHECKBOX 
   No FORMCHECKBOX 


If yes, specify number / type of studies      
2. Is there a psychiatrist (MD) or psychologist / researcher (PhD, PsyD) on staff willing to serve as the site’s principal investigator for this project?

Yes FORMCHECKBOX 
   No FORMCHECKBOX 
   If yes, name/title      
3. Is there a research nurse or research coordinator on staff who is available to handle this project?

Yes FORMCHECKBOX 
   No FORMCHECKBOX 
   If yes, name/title      
4. Does the CBHO have a research affiliation with an academic research center?
Yes FORMCHECKBOX 
   No FORMCHECKBOX 


If yes, provide research center name; describe affiliation      
5. Does the CBHO work with a particular Institutional Review Board (IRB)?
Yes FORMCHECKBOX 
   No FORMCHECKBOX 

If yes, provide the following:

IRB name      
How long does IRB review typically take?     
What cost is involved in IRB review, if any?      
Can the CBHO alternately work under central IRB oversight?
Yes FORMCHECKBOX 
   No FORMCHECKBOX 

Client Population

6. Approximately how many unique adult clients did the CBHO see in calendar year 2009?  (If exact numbers not available, provide estimate.)

a.
 Total number of adults (any diagnosis) 
     
b.
 Adults with a schizophrenia diagnosis 
     
c.
 Adults with a bipolar disorder diagnosis 
     
7. Do the CBHO, state Medicaid program or other payers have formulary restrictions (e.g., prescribing limits, step therapy or tier mandates, prior authorization requirements) that impact the prescribing of atypical antipsychotics (e.g., Risperdal® CONSTA® and Invega® Sustenna()?   
Yes FORMCHECKBOX 
   No FORMCHECKBOX 
   If yes, describe restriction(s) and impact on prescribing:     
8. Approximately how many unique clients were administered Risperdal® CONSTA® (risperidone long-acting injection) or Invega® Sustenna( (paliperidone long-acting injection) during the past month? (If exact number not available, provide estimate.)

Clients with ≥1 Risperdal® CONSTA® administration (past month) 
     
Clients with ≥1 Invega® Sustenna( administration (past month)
     
Organization and Financing

9. Is the CBHO currently accredited by the Joint Commission (JCAHO) or the Commission on Accreditation of Rehabilitation Facilities (CARF)?
Joint Commission: Yes FORMCHECKBOX 
   No FORMCHECKBOX 
          CARF: Yes FORMCHECKBOX 
   No FORMCHECKBOX 
   

10. Which of the following best characterizes the CBHO? (Mark one.)
Private for-profit organization
 FORMCHECKBOX 

Private non-profit organization
 FORMCHECKBOX 

City or county government agency
 FORMCHECKBOX 

State government agency
 FORMCHECKBOX 

Other (Specify      )
 FORMCHECKBOX 

Data Availability
11. Does the CBHO use an electronic medical record (EMR) system (i.e., a system that stores all or part of clients’ medical records in digital format, not electronic systems used solely for appointment scheduling, billing, or practice management)? 

Yes FORMCHECKBOX 
   No FORMCHECKBOX 
   If yes, EMR vendor name      
12. Does the CBHO use an electronic/computerized system – either an electronic medical record or other electronic system – to record the following information:  
a.
 Client demographics (e.g., age, sex, race)?
Yes FORMCHECKBOX 
   No FORMCHECKBOX 

b.
 Medical history (e.g., intake history & physical)?
Yes FORMCHECKBOX 
   No FORMCHECKBOX 

c.
 Visit date / type of service rendered (e.g., procedure code)?
Yes FORMCHECKBOX 
   No FORMCHECKBOX 

d.
 Missed appointments or no shows?
Yes FORMCHECKBOX 
   No FORMCHECKBOX 

e.
 Client visit notes (e.g., psychiatrist notes)?
Yes FORMCHECKBOX 
   No FORMCHECKBOX 

f.
 Medications prescribed (i.e., date, drug name, dose, frequency)?
Yes FORMCHECKBOX 
   No FORMCHECKBOX 

g.
 Oral medications dispensed (i.e., date, drug name, quantity, days supply)?
Yes FORMCHECKBOX 
   No FORMCHECKBOX 

h.
 Injectable medications administered (i.e., date, drug name, dose)?
Yes FORMCHECKBOX 
   No FORMCHECKBOX 

13. Does the CBHO have a way to track clients’ psychiatric-related ER visits and/or inpatient admissions?
Yes FORMCHECKBOX 
   No FORMCHECKBOX 
   If yes, specify      
Please return the completed questionnaire to Mohini Venkatesh (mohiniv@thenationalcouncil.org).

Thank you for your interest in the project. 
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