


Psychometric evaluation of the Hope, Agency and Opportunity (HAO);
A brief measure of mental health recovery

Abstract
Background:  The development of safe and effective mental health services is a priority.  This requires valid measures of personal recovery, yet these tools are not embedded in routine clinical practice.  Brief ‘patient reported measures’ are most likely to be acceptable to service-users and clinicians.  The 4-item ‘Hope, Agency and Opportunity’ (HAO) was co-produced to assess recovery outcomes and experience of mental health services.  
Aim:  To evaluate the psychometric properties of the HAO.
Method:  A clinical sample from secondary healthcare services and a non-clinical sample were assessed at baseline and two weeks, on measures of personal recovery.
Results:  Factor analysis indicated goodness of fit for the HAO with both clinical and non-clinical samples.  The measure demonstrated acceptable internal consistency, moderate to strong construct validity and substantial test-retest reliability over two weeks.
Conclusions:  The HAO demonstrates satisfactory psychometric properties.  Co-production of the measure confers clinical credibility.  The brevity of the tool means it can be incorporated into routine clinical practice to drive improvements in service quality.
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Introduction
The case for brief measures of recovery
The quality of mental health services is an international priority (Australian Health Ministers’ Advisory Council, 2013; New Zealand Mental Health Commission, 2012; Piat, Sabetti & Bloom, 2010; President's New Freedom Commission on Mental Health, 2003; UK Department of Health, 2011; 2014).  A recovery approach focuses on ‘building a meaningful and satisfying life, whether or not there are ongoing or recurring symptoms or problems’ (Shepherd et al., 2008), and has been adopted as the organising framework for policymakers in Britain, Australasia and North America (ibid).  This involves a fundamental change in the overarching aims of mental health services, from traditional notions of cure to supporting people to live well with longer term conditions (Slade et al., 2014; cf. Rose, 2014).
The UK Royal College of Psychiatrists (2013) identifies the use of reliable outcome data as key to this change, and to ensure safe and effective healthcare.  Routine use of validated ‘patient reported measures’ meets the need to gather information directly from people using services to assess and improve provision (Dawson et al., 2010; cf. Lewis & Killaspy, 2014).  With the growing emphasis on personal recovery as well as clinical outcomes (Hasson-Ohayon, Roe, Yanos & Lysaker, 2015; Shepherd et al., 2014), and specifically the experience of hope, agency and opportunity for purposeful activity and social inclusion irrespective of mental health status, reliable self-report measures of personal recovery are essential (Shepherd et al., 2014).
While policy and best practice guidelines prioritise recovery outcomes (Burgess et al., 2011; Thornicroft & Slade, 2014), efforts to embed measures in routine practice have repeatedly failed, largely due to validity and feasibility concerns (Gilbody et al, 2002; Kightley et al., 2010; Pirkis & Callaly, 2010).  Reviews reach differing conclusions about whether clinicians believe these measures to be useful, but agree that NHS services have failed to establish an outcome oriented culture despite over 20 years’ policy and linked initiatives (Duncan & Murray, 2012; Jacobs, 2009).  Barriers include poor communication of the rationale for measures, limited IT support and lack of feedback (Jacobs, 2009).  This is a serious problem.  We are not following best practice guidelines because measures are considered irrelevant to therapeutic work or too burdensome.  Importantly, the limited evidence from service-users and carers themselves indicates that those receiving services find the tools useful (Black et al., 2009; Law et al., 2012).  Duncan and Murray (2012) argue that the current situation is unlikely to change without clinician, team and organisational level commitment.
Using a hierarchical, criterion-based review of available tools, Burgess and colleagues identified four measures of individual recovery suitable for routine use (ranging from 15 to 50 items).  The authors concluded that these tools need to be assessed for feasibility in public sector settings, and that modifications and new tools may be required (Burgess et al., 2011).  Similarly, Law et al. (2012) reviewed measures of recovery for clinical utility and acceptability, and concluded that the 41-item Recovery Assessment Scale (Giffort et al., 1995) met validity requirements and was most acceptable to service-users.  Importantly, no brief measures of less than 15 items were identified in either of the reviews.  While 15 items may not seem long to researchers, the evidence to date suggests that measures of this length are unlikely to be implemented in routine service settings.
Current brief measures of personal recovery include the Questionnaire about the Process of Recovery (QPR; Neil et al., 2009) and versions of the INSPIRE (Williams, Leamy, Bird et al., 2015).  The 22-item QPR and shorter 15-item version (Law, Neil, Dunn & Morrison, 2014) are ‘patient reported outcome measures’ (PROMs).  The 27-item INSPIRE and 5-item Brief-INSPIRE are ‘patient reported experience measures’ (PREMs).  Each demonstrates satisfactory psychometric properties.  To incorporate assessment of personal recovery into routine clinical practice, a brief valid measure of both outcome and experience of services is required.  The 4-item ‘Hope, Agency and Opportunity’ (HAO) scale is a very brief measure of recovery, combining patient reported outcomes and experience.

Development of the HAO
An initial version of the HAO was drafted jointly by the service-user lead for an NHS Trust in the South of England (with lived experience of mental ill-health) and a clinical psychologist, to assess the impact of the local Recovery College.  The first three items correspond to the key themes identified in the literature as predictive of recovery: hope, agency and opportunity for purposeful activity and social inclusion (Repper & Perkins, 2003; Shepherd et al., 2014).  The final item assumes that the working alliance is integral to effective service provision (Borg & Kristiansen, 2009; Hicks et al., 2012; Slade, 2009), and was included to assess experience of services as well as outcomes.  Other frameworks of recovery (eg CHIME; Leamy, Bird, Le Boutillier, Williams & Slade, 2011) incorporate additional components such as connectedness and identity.  We decided to use just the three themes identified by Repper and Perkins (2003) in order to keep the measure as brief as possible.
A consultation group of four people with lived experience and four clinicians then worked together to shape the measure prior to wider roll out.  This group brought together people from across the Trust who were involved in the Recovery College or other recovery developments across the organisation.  The consultation group retained the four questions, and added prompts as a means of encouraging reflection on each item, and facilitating recovery conversations between service-users and clinicians.  The group did not seek additional items but decided to improve the design (adding colour and a more professional layout) to increase likelihood of engagement with the tool.  This work was done through an iterative process whereby changes were proposed, updated versions were reviewed by the group and local clinicians, and further refinements made.  At each step changes were discussed within the consultation group through face-to-face meetings and email, until a  final version was agreed by all.
The current study evaluates the psychometric properties of the HAO, a brief co-developed measure of recovery, designed for use in routine clinical practice.

Method
Participants
The clinical group comprised 139 people utilising secondary care mental health services, recruited via third sector drop-in settings (see Table 1).  Participants’ ages ranged from 19 to 69 years (M = 45.6, SD = 11.3), and included 78 women (56.1%) and 61 men (43.9%), with a broad range of diagnoses (see Table 1).  The majority identified themselves as ‘British’ (95.0%).  The non-clinical sample comprised 201 individuals recruited from a university pool.  Non-clinical participants were excluded if they reported current mental health difficulties.  The group’s ages ranged from 17 to 48 years (M = 20.35, SD = 3.6), and included 173 women (86.1%) and 28 men (13.9%).  The majority identified themselves as ‘British’ (73.1%) or ‘Any other White background’ (8%). 
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Procedure
Ethical approval was obtained from the local NHS Trust and County Council for the clinical group, and University for the non-clinical group.  Clinical participants were recruited through ‘Wellbeing Centres’ which support people accessing local secondary care services.  The non-clinical group was recruited through a university pool.  Participants were excluded if they were unable to read English (as measures are validated in English).  Clinical participants had ongoing mental health difficulties.  Non-clinical participants were included if they confirmed that they were not seeking treatment for mental ill-health at the time of the study.  All participants were given written information about the study and consented.  No one requested assistance to complete the questionnaires.
The clinical group completed the HAO, QPR, Warwick-Edinburgh Mental Wellbeing Scale (WEMWBS) and INSPIRE-CHIME (an earlier version of the Brief-INSPIRE) at baseline, and repeated the HAO at two-week follow-up.  The non-clinical group completed the HAO, WEMWBS and INSPIRE-CHIME at baseline, and repeated the HAO at two-week follow-up.  Participants were debriefed at the end of the study.

Measures
The HAO is a 4-item self-report measure of recovery developed in consultation with people with mental ill-health (see Figure 1).  Consistent with the principle that mental well-being, self-determination and social inclusion are relevant to all of us, the HAO was designed for use in clinical and non-clinical groups.  The questionnaire incorporates both outcome (PROM) and experience (PREM) items.  Outcome items refer to the three key components of recovery identified in the literature: hope, agency and opportunity for purposeful activity and social inclusion (Repper & Perkins, 2003; Shepherd et al., 2014).  The final item refers to experience of services and is therefore only completed by people in contact with services.  This final item is based on the assumption that when services are effective, the working alliance is integral to recovery (Borg & Kristiansen, 2009; Hicks et al., 2012; Slade, 2009).  The consultation group of people with lived experience of mental ill-health added three prompts to each of the four main questions.  The group felt strongly that people should be encouraged to consider different aspects of each of the items before deciding on a rating.  Comment boxes were also included to add clinical utility, for notes to guide recovery based conversations and care planning, for example.  We recognise the tension between including prompts and usual best practice in questionnaire design (which would include just one question per item to avoid ambiguity).  We privileged the advice of our consultation group and acknowledge the methodological limitations resulting from this.  Items are rated on a 5-point scale from 0 (none of the time) to 4 (all of the time), and summed to give a total score (0-16).  Higher scores indicate greater recovery.
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The 15-item QPR (Law et al., 2015)  is an outcome measure (PROM) of recovery developed from a qualitative study led by researchers with experience of mental ill-health.  Items are rated on a five-point scale (0 = disagree strongly; 4 = agree strongly), and summed to give a total score (0-60).  Higher scores indicate greater recovery.  In the original sample, test-retest reliability was good (r = 0.70) and internal consistency was excellent (α = 0.93).
The Warwick-Edinburgh Mental Wellbeing Scale (WEMWBS; Tennant et al., 2007) is a 14-item measure of mental wellbeing in the general population.  Items are rated on a 5-point scale (1 = none of the time; 5 = all of the time), and summed to give a total score (14-70).  Higher scores indicate greater wellbeing.  In the original sample, test–retest reliability was excellent (0.83) and internal consistency was good (α = 0.89, student sample) to excellent (α = 0.91, population sample).
The 5-item INSPIRE-CHIME was used in the present study.  This has subsequently been adapted to form the Brief-INSPIRE (Williams, Leamy, Bird et al., 2015).  Versions of the INSPIRE measure people’s experience of support in their recovery (PREMs).  The INSPIRE-CHIME differs from the Brief-INSPIRE in one way;  each item is prefaced with the question ‘An important part of my recovery is…’ to which participants state yes or no.  In both the INSPIRE-CHIME and Brief-INSPIRE participants are then asked to rate how much they feel supported by their worker (or ‘others’ for the non-clinical group) in each domain.  Items are rated on a 5-point scale (0 = not at all; 4 = very much).  The summed total is multiplied by five to give a final score (0-100).  Higher scores indicate greater levels of perceived support.  Test–retest reliability for the Brief-INSPIRE was 0.72, and internal consistency was good (α = 0.86), in the original sample.  Given the slight difference between the INSPIRE-CHIME and the Brief-INSPIRE, we cannot assume these levels of reliability, and so assessed internal consistency for the present clinical and non-clinical samples.

Data Analysis 
Confirmatory factor analysis (CFA) was used to assess how well a single factor model for HAO fitted the full dataset (clinical and non-clinical samples combined) and for the clinical and non-clinical data separately.  We computed CFA using AMOS version 24.  All other analyses were run using IBM SPSS version 22/24.  Cronbach’s alphas and inter-item correlations were calculated to assess internal consistency.  Intra-class correlations and weighted Cohen’s Kappa indicated test-retest reliability.  Only participants who completed the study 14 (+/- 7) days after Time 1 were included in the test-retest analyses.  Construct validity was assessed using Pearson’s correlations between HAO at Time 1 and each of QPR, WEMWBS and INSPIRE.  For the non-clinical group, Pearson’s correlations were calculated between HAO and each of WEMWBS and INSPIRE.  Exploratory analysis of the differences between the clinical and non-clinical groups used a repeated measure ANOVA with one between-subject variable (Group) and one within-subject variable (Time), controlling for age and gender.

Results
Confirmatory Factor Analysis.  A single factor model for the clinical dataset was conducted on the four items of the HAO for the clinical group.  The model indicated a good fit, χ2 (2, n=139)=0.90, p=0.64; CFI=1.00, RMSEA=0.000 (90% CI: 0.00-0.14), for individual paths in the model (see Figure 2).  
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The three item HAO was also assessed as a single factor model for the clinical and non-clinical groups.  When there are no additional constraints specified in a one-factor model with three indicators the model is just-identified and shows individual parameters of the model but does not produce goodness of fit indices.  In order to identify the model with the three items, we looked at the individual paths, and constrained the measurement residuals.
A multi-group analysis of the model was conducted where only the measurement residuals were restricted to be equal between groups.  Goodness of fit indices for this baseline model indicated a good model fit: χ2 (3, n=340)=1.99, p=0.57; CFI=1.00, RMSEA=0.00 (90% CI: 0.00-0.08).  Additionally constraining the variance of the latent variable and the regression weights on the latent factor ‘recovery’ between clinical and non-clinical samples showed a similar model fit: χ2 (7, n=340)=7.56, p=0.27; CFI=0.99, RMSEA=0.03 (90% CI: 0.00-0.08).  The specific paths in the model for the clinical and non-clinical sample are shown in figure 3.
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The model testing scalar invariance (where the intercepts are also constrained) revealed a weak model fit, χ2 (9, n=340)=83.240, p<.001; CFI=0.64, RMSEA=0.16 (90% CI: 0.13-0.19).  We can conclude that the HAO has partial measurement invariance and the only difference lies in the intercepts of the groups.  In general, the non-clinical sample scored higher on each item of the HAO then the clinical sample (see figure 3).

Clinical Sample 
Internal consistency.  Cronbach’s alpha at Time 1 (n=138) showed acceptable internal consistency (α=0.69)[footnoteRef:1].  Alphas may be low without indicating poor internal consistency for brief measures, whereas mean inter-item correlations estimate internal consistency independent of scale length (Spiliotopoulou, 2009). Cronbach’s formula for inter-item correlations (Cronbach, 1951) was therefore used, and yielded a value of 0.36 for the HAO, which is within the acceptable range of 0.15 to 0.50 (Clark & Watson, 1995).  Inter-item correlations are reported in Table 2. [1:  Thanks to a blind reviewer for noting that this represents an acceptable level of consistency given length of scale.] 


Table 2 about here

Test-retest reliability.  Two-way mixed effects intra-class correlation between Time 1 and Time 2 (n=88) indicated substantial reliability (ICC=0.63, 95% CI: 0.48–0.74).  Weighted Cohen's Kappa coefficients ranged from 0.38 to 0.59 for individual items (fair-moderate agreement), and was 0.66 for both the three and four-item HAO (good agreement).  See Table 3.

Construct validity.  Internal consistency was excellent for the QPR (α=0.94), WEMWBS (α=0.94) and INSPIRE (α=0.92) in the clinical sample.  HAO correlated strongly with QPR (r=0.79, 95% CI: 0.71–0.85, n=121, p <0.001) and WEMWBS (r=0.77, 95% CI: 0.69–0.83, n=126, p<0.001), and moderately with INSPIRE (r=0.56, 95% CI: 0.41–0.69, n=100, p<0.001).

Non-Clinical Sample
Internal consistency.  Cronbach’s alpha at Time 1 (n=201) indicated acceptable internal consistency (α=0.74).  The mean inter-item correlation was also within the acceptable range (p =0.49).  Inter-item correlations are reported in Table 2.

Test-retest reliability.  Two-way mixed effects intra-class correlation between Time 1 and Time 2 (n=75) indicated substantial reliability (ICC=0.69, 95% CI: 0.55–0.79).  Weighted Cohen's Kappa coefficients ranged from 0.42 to 0.58 for individual items (fair-moderate agreement), and was 0.69 for the three-item HAO (good agreement).  See table 3.
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Construct validity.  Internal consistency was excellent for the WEMWBS (α=0.91) and good for the INSPIRE (α=0.81) in the non-clinical sample.  HAO correlated strongly with WEMWBS (r=0.71, 95% CI: 0.63–0.77, n=200, p<0.001) and moderately with INSPIRE (r=0.62, 95% CI: 0.53–0.70, n=192, p<0 .001).

Post hoc analysis of group differences.  A repeated-measures ANOVA with one between-subject variable, Group (Clinical vs Non-clinical), and one within-subject variable, Time (Time 1 vs Time 2), was conducted for the HAO (excluding the final ‘working relationships’ item which is only completed by clinical participants).  There was a main effect of time, F(1, 164)=4.24, p<0 .05, np2=0.03, group, F(1, 164)=32.4, p<0.001, np2=0.17, and time by group interaction, F(1, 164)=9.03, p=0.005, np2=0.05.  
Given the differences in age and gender between the two samples, we repeated the analyses controlling for these variables.  While the main effect of time was no longer significant, F(1, 151)=2.66, p<0.105, np2=0.17, the main effect of group, F(1, 151)=6.27, p<0.05, np2=0.040, and time by group interaction, F(1, 151)=5.338, p=0.05, np2=0.034) remained significant.  None of the interaction terms with age or gender were significant (all ps>0.05).
To understand the time effect in the repeated measures analyses, paired samples t-tests with a Bonferroni corrected significance level (0.025) indicated that recovery improved in the clinical group from Time 1 (M=5.85, SD=2.13) to Time 2 (M=6.49, SD=2.21), t(90)=3.56, p=0.001, and that no change was observed in the non-clinical group between Time 1 (M=7.91, SD=2.05) and Time 2 (M=7.79, SD=1.75), t(74)=0.69 (see Figure 4).  These simple effects indicate that the main effect of Time was driven solely by the difference in the clinical group between Time 1 and Time 2.
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Discussion
Overview of findings
This study recruited a clinical and non-clinical sample to assess the psychometric properties of the HAO, a very brief patient reported measure of mental health recovery.  The HAO demonstrates goodness of fit, acceptable internal consistency, moderate to strong construct validity and substantial test-retest reliability.
The single factor found with both clinical and non-clinical samples suggests that the HAO assesses one underlying construct that we can term ‘recovery.’  Internal consistency is typically estimated using Cronbach’s alpha.  However, alpha values can be low without indicating poor internal consistency as a result of short scale length.  Cronbach’s alpha, and the conventionally accepted value of 0.70 for acceptability, may therefore fail to provide an adequate assessment of internal consistency for brief measures and where small samples are used (Spiliotopoulou, 2009).  Inter-item correlations evaluate internal consistency independent of scale length (Cronbach, 1951; Spiliotopoulou, 2009), and are in the acceptable range for HAO.
The HAO shows strong convergence with the comparator outcome (QPR) and wellbeing (WEMWBS) measures, and moderate convergence with the experience measure (Brief-INSPIRE).  It is likely that this reflects the make-up of the HAO, which includes three outcome-based items and a single experience-based item.  Together with test-retest reliability, these results show that the HAO can be used to measure recovery outcomes and experience of services, and over time.

Limitations
By privileging the advice of our consultation group to include prompts for each of the four main items, we have not kept to usual standards of questionnaire design which elicit a response to one unambiguously defined question per item (Furr, 2011; Shaugnessy, Zechmeister & Zechmeister, 2012, chapter 5).  We acknowledge that the inclusion of these prompts could lead to ambiguity and reduced confidence in the resulting data.  However, we would argue that the co-production of the measure, along with the specific changes made, enhance clinical credibility and utility of the HAO, and that the psychometric properties suggest that people did not find the prompts confusing or ambiguous. 
	Assessment of validity is limited by the use of an earlier version of the INSPIRE to the one now available, though internal consistency for the INSIRE-CHIME was excellent in the clinical sample and good in the non-clinical sample.  Also, we do not yet know if the HAO can reliably measure sensitivity to change.
The clinical and non-clinical samples were not demographically comparable.  The clinical group was, on average, aged in the mid-40s, with a broadly equal gender split.  The non-clinical group was younger, predominantly female and recruited from a university pool.  There are also likely to have been educational differences between the two samples.  Importantly, our aim was not to compare the groups but to determine reliability of the HAO in these two different populations.  If the concept of recovery is relevant to all of us, whether using services or not, we need tools that can be used by non-clinical as well as clinical groups.  This might include people with physical healthcare needs, vulnerable groups such as people who are homeless, and general population groups who may be struggling with sub-clinical problems (accepting the need to validate with specific groups separately).

Implications
The routine use of patient reported measures has been identified as key to improving mental healthcare provision, and addressing organisational failures (Burgess et al., 2011; 2012; Thornicroft & Slade, 2014); we need measures that are of clinical value and feasible in practice in order to improve the quality of care provided (Royal College of Psychiatrists, 2011; cf. Smith et al, 2016).
The majority of clinicians do not use outcome measures in day-to-day practice, mainly due to validity and resource concerns (Gilbody et al., 2002; Kightley et al., 2010; Pirkis & Callaly, 2010).  The HAO directly addresses the question of clinical value to patients by targeting the elements identified as essential to living well with mental ill-health: hope, agency and opportunity for valued activity and social inclusion (Repper & Perkins, 2003; Shepherd, 2014).  The brevity of the HAO addresses the question of feasibility. 
In addition to point in time assessment of individuals’ recovery, regular use of ‘patient reported’ outcome and experience measures is likely to be an effective means of shaping service delivery.  Used prior to clinic appointments, brief PROMs and PREMs provide key information about current presentation and prompt collaborative discussion about the factors known to be associated with living well with mental ill-health.  In this way, these tools can structure conversations, monitor change and benchmark service level performance when pooled (cf. Williams, Leamy, Bird et al., 2015).  If used at care plan reviews, the measures can be included at established review points, and compared with previous scores, minimising administrative burden.  The HAO is designed to be completed independently, and the validation process suggests that this was not problematic for those who took part.  While training in the use of measures may not be necessary, sessions targeting individual, team and organisational level commitment to the use of routine outcome measures is likely to be needed to effect wider cultural change (Duncan & Murrey, 2012).
In summary, the HAO demonstrates satisfactory psychometric properties, co-production of the measure confers clinical credibility, and the brevity of the tool enables use in routine clinical practice.  This addresses the validity and feasibility concerns currently hindering the use of recovery measures in services.  The modest range of validated tools now available, including the HAO, QPR, WEMWBS and INSPIRE, allows us to select patient reported measures of recovery to fit service requirements, and thereby meet the need to incorporate these measures in routine practice, and drive service improvement.
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Figure 1
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Hope, Agency and Opportunity (HAO) measure of recovery
 

Figure 2
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CFA model for the four-item HAO in the clinical sample


Figure 3
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CFA model for the three-item HAO in the non-clinical (top frame) AND clinical sample (bottom frame)

All variances and regression weights have been restricted to be equal between groups, with only intercept weights varying between groups


Figure 4



HAO scores for clinical and non-clinical groups at Time 1 and Time 2
Error bars represent +/-SEM


Table 1
	
	
	Clinical Group 
(N = 139)
	Non-Clinical Group 
(N = 201)

	Gender: n (%)
	male
	61 (43.9)
	28 (13.9)

	
	female
	78 (56.1)
	173 (86.1)

	Age, years: M (SD)
	
	45.6 (11.3)
	20.35 (3.6)

	Ethnicity: n (%) (where > 5%)
	

	English/ Welsh/ Scottish/ Northern Irish/ British
	132 (95.0)
	147 (73.1)

	any other White background
	-
	16 (8.0)

	Diagnosis: n (%)
	anxiety disorder
	85 (61.2)
	-

	
	depression
	92 (66.2)
	-

	
	eating disorder
	7 (5.0)
	-

	
	schizophrenia / psychosis
	32 (23.0)
	-

	
	bipolar disorder 
	24 (17.3)
	-

	
	personality disorder
	26 (18.7)
	-

	
	other
	1 (0.7)
	-

	
	decline to report
	5(3.6)
	



Participant characteristics

Table 2

	Clinical Group

	
	Hope 
	Agency
	Opportunity
	Working relationships

	Hope 
	1.000
	
	
	

	Agency
	0.420
	1.000
	
	

	Opportunity
	0.498
	0.367
	1.000
	

	Working relationships
	0.299
	0.298
	0.312
	1.000

	Non-Clinical Group

	
	Hope 
	Agency
	Opportunity
	 

	Hope 
	1.000
	
	
	

	Agency
	0.558
	1.000
	
	

	Opportunity
	0.469
	0.449
	1.000
	 



Inter-item correlations 

Table 3

	
	Weighted Cohen's Kappa

	
	clinical group
(n = 91)
	non-clinical group
(n = 75)

	Hope
	0.546
	0.555

	Agency
	0.382
	0.579

	Opportunity
	0.589
	0.423

	Working Relationships
	0.425
	

	HAO (3 item)
	0.656
	0.686

	HAO (4 item)
	0.659
	



Weighted Cohen’s Kappa
Time 1	0.219279	0.241539	0.219279	0.241539	Clinical	Non-Clinical	5.851648	7.9066669999999997	Time 2	0.211143	0.23257700000000001	0.211143	0.23257700000000001	Clinical	Non-Clinical	6.4945049999999771	7.7866669999999996	Sample

HAO Score
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