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INTRODUCTION
CANS and PSC Measure Selection
Upon recommendation from the Expert Task Force, California Department of Health Care Services (DHCS)
contracted with the University of California, Los Angeles (UCLA), to recommend evidence-based tool(s) to
measure children and youth functional outcomes in California. UCLA took a three-part approach to
narrowing down the options for a functional assessment tool:
Part I. UCLA developed a list of candidate tools by conducting an environmental scan of the tools used to
measure functional status by other states or nations and surveyed California county Mental Health
Providers (MHPs) and a sample of their contracted providers on tools that are currently used. UCLA then
conducted an in-depth literature review on a subset of the tools identified in the environmental scan and
survey to assess their psychometric properties and use as an outcome measure.
Part II. UCLA assembled a modified Delphi Panel, which is a well-established approach that combines
review of scientific evidence with expert clinical judgment, to evaluate the tools identified in the first part.
The modified Delphi panel rated the tools on effectiveness of care, scientific acceptability, usability, and
feasibility.
Part III. Using several criteria, UCLA made a recommendation to DHCS for a statewide outcomes
measurement tool to monitor the effectiveness of publicly funded specialty mental health services, which
was the Pediatric Symptom Checklist (PSC-35; parent/caregiver version). DHCS is adopting UCLA’s
recommendation to use the parent/caregiver version of PSC-35. In addition, DHCS determined it would
also be beneficial to adopt a tool representing the clinician’s perspective of child/youth functioning
formed through a collaborative assessment process including the youth, caregivers, and other individuals
identified by the youth and family. Therefore, using the information gleaned from the UCLA study, along
with stakeholder and county MHP input, DHCS selected the Child and Adolescent Needs and Strengths
(CANS-50).
Source: https://www.dhcs.ca.gov/services/MH/Documents/FMORB/Info_Notice_17052_POS_Functional_Assessment_Tool.pdf
Questions or comments about this manual can be directed to:
Emily Velazquez Trask, Ph.D.
Senior Research Associate
Child & Adolescent Services Research Center (CASRC)
Email: evtrask@ucsd.edu
Eileen Quinn-O’Malley, LMFT, Behavioral Health Program Coordinator
Behavioral Health Services|Children, Youth & Families
County of San Diego Health & Human Services Agency
Email: Eileen.Quinn-OMalley@sdcounty.ca.gov
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Description of Measures
Child and Adolescent Needs and Strengths (CANS-50)
The CANS is a structured assessment (or output of a family interview) that the clinician completes. It is
used to identify youth and family strengths and needs using a shared language among providers and
service systems. It can inform treatment planning, support placement decisions, and potentially monitor
outcomes. The CANS-50 is comprised of six domains selected by the State of California Performance
Outcomes System. San Diego County added four domains to meet the needs of its population. Clinicians
use the CANS for youth ages 6 through 21 in San Diego County.

Child and Adolescent Needs and Strengths - Early Childhood (SD CANS-EC)
Since the California Department of Health Care Services did not provide guidance on a measure for clients
ages 0-5 receiving mental health services, the EC-CANS was selected. It is the early childhood module of
the California Integrated Practice Child and Adolescent Needs and Strengths used by the California
Department of Social Services. In San Diego, both the mental health and Child Welfare systems will be
using the EC-CANS for youth ages 0-5. The SD CANS-EC is comprised of eight domains.

Pediatric Symptom Checklist (PSC and PSC-Y)
The PSC was developed as a psychosocial screening tool for emotional and behavioral problems. All 35
items have 3-point Likert scale response options. It has been used to evaluate changes in
emotional/behavioral problems before and after mental health services. There is a caregiver version for
youth ages 3 through 18 and a youth self-report version for ages 11 to 18. The PSC is comprised of three
subscales: Attention Problems, Internalizing Problems, and Externalizing Problems; one total PSC score is
also calculated.

Personal Experience Screening Questionnaire (PESQ)
The PESQ is completed by youth ages 12 through 18 who are receiving services from a Substance Use
Counselor at a San Diego County Mental Health Clinic. The PESQ is used to screen adolescents for
substance use problems and track outcomes after receiving counseling for substance use. 21 items utilize
a 4-point scale and are aggregated to produce an overall problem severity scale. Additional items
evaluate type and frequency of substance use over the past 12 months.
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CALIFORNIA CHILD AND ADOLESCENT NEEDS AND STRENGTHS (CANS-50)
AND THE CHILD AND ADOLESCENT NEEDS AND STRENGTHS – EARLY
CHILDHOOD (SD CANS-EC)
Aim: The CANS is a structured assessment completed by the clinician at intake, every utilization
management/utilization review (UM/UR) but no longer than every six months, and discharge as a result of
a client assessment. It was designed to:
•
•
•

Identify youth and family’s actionable needs and useful strengths.
Provide a framework for developing and communicating about a shared vision.
Inform planning, support decisions, and monitor outcomes.

Conceptual Foundation: The CANS is based on communimetrics, which has the following six key
components (https://praedfoundation.org/tools/the-child-and-adolescent-needs-and-strengths-cans/):
1.
2.
3.
4.
5.
6.

Items are selected based on relevance to planning.
Action levels for all items.
Consider culture and development before establishing the action level.
Agnostic as to etiology—descriptive, no cause and effect.
About the child, not about the service. Rate needs when masked by interventions.
Specific ratings window (e.g. 30 days) can be over-ridden based on action levels.

Strengths
•

•
•

Limitations
•

Length of time needed to administer the
tool

•

Potential to create greater parent and
family engagement during intake process

Overlaps with existing intake assessment,
unless integrated into the intake
assessment

•

Limited psychometrics

Evaluates child strengths

•

Not designed to detect quick changes in
youth

CANS can be customized to the needs of
systems by adding specialized modules or
combining with existing forms (intake
forms, etc.)
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CALIFORNIA CHILD AND ADOLESCENT NEEDS AND STRENGTHS (San Diego Version)
CANS Instrument Information
Domains

CA CANS-50: Core Modules
• Child Behavioral/ Emotional Needs
• Strengths
• Caregiver Resources & Needs
• Life Functioning
• Cultural Factors
• Risk Behaviors

San Diego Specific Follow-Up Modules
•
•
•
•

Trauma
Substance Use
Sexuality
Juvenile Justice

Age-Range

6-21 years

Number of Items

93 (50 core items and 43 follow-up items that are only completed if trigger items are endorsed)

Reliability and Validity

Translations

Interrater reliability:
• Between clinicians in a public BHS: .78. 1
• Between caseworkers/clinicians and researchers: 0.81.2
• Between researchers: 0.85. 2
Convergent Validity:
• CANS correlated with CAFAS = .63 (reported in Rosanblam et al., 2016).4
Sensitivity to Change: Studies show change overtime, however it may take between 3-10 months to detect
differences on the CANS. 3, 5
Spanish

CANS Practical Considerations
Training Required

In-person or online training for certification (approximately six hours). Recertification must be done
annually.
Detailed training information is provided through RHIS:
https://theacademy.sdsu.edu/programs/rihs/cyf-outcomes/

Who completes

Clinical staff who are certified

Time to complete

Initial CANS takes longer to complete and is the product of the intake assessment.
Subsequent CANS take less time since clinicians only update items that have changed.

Database & Scoring

CYF mHOMS. Training forms can be accessed here:
https://medschool.ucsd.edu/som/psychiatry/research/CASRC/resources/SOCE/Pages/CYFmHOMSDES.aspx

Cost

Training-related costs for certification: Approximately $10/user annually.

_______________________________________________
1

Accomazzo, S., Israel, N., & Romney, S. (2015). Resources, exposure to trauma, and the behavioral health of youth receiving public system
services. Journal of Child and Family Studies, 24(11), 3180-3191.

2

Anderson, R. L., Lyons, J. S., Giles, D. M., Price, J. A., & Estle, G. (2003). Reliability of the child and adolescent needs and strengths-mental
health (CANS-MH) scale. Journal of Child and Family Studies, 12(3), 279-289.

3

Lyons, J. S., Woltman, H., Martinovich, Z., & Hancock, B. (2009). An outcomes perspective of the role of residential treatment in the system
of care. Residential Treatment for Children & Youth, 26(2), 71-91.

4

Rosanbalm, K. D., Snyder, E. H., Lawrence, C. N., Coleman, K., Frey, J. J., van den Ende, J. B., & Dodge, K. A. (2016). Child wellbeing
assessment in child welfare: A review of four measures. Children and Youth Services Review, 68, 1-16.

5

Sieracki, J. H., Leon, S. C., Miller, S. A., & Lyons, J. S. (2008). Individual and provider effects on mental health outcomes in child welfare: A
three level growth curve approach. Children and Youth Services Review, 30(7), 800-808.
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CHILD AND ADOLESCENT NEEDS AND STRENGTHS - EARLY CHILDHOOD
(SD CANS-EC)
Instrument Information
Domains

Core Modules
• Potentially Traumatic/Adverse Childhood Experiences
• Challenges
• Functioning
• Risk Behaviors & Factors

Age-Range

0-5 years

Number of Items

58

Reliability and Validity

The researchers are unaware of any studies that have examined the reliability and validity of the CANS –
Early Childhood (0-5 CANS). There were studies that combined kids ages 0-5 with older kids and reported
reliability for those combined measures and samples.

Translations

TBD

•
•
•
•

Cultural Factors
Strengths
Dyadic Considerations
Caregiver Resources & Needs

SD CANS-EC Practical Considerations
Training Required

In-person or online training for certification (approximately six hours). Recertification must be done
annually.
Detailed training information is provided through RHIS:
https://theacademy.sdsu.edu/programs/rihs/cyf-outcomes/

Who completes

Clinical staff who are certified

Time to complete

Initial CANS takes longer to complete and is the product of the intake assessment.
Subsequent CANS take less time since clinicians only update items that have changed.

Database & Scoring

CYF mHOMS. Training forms can be accessed here:
https://medschool.ucsd.edu/som/psychiatry/research/CASRC/resources/SOCE/Pages/CYFmHOMSDES.aspx

Cost

Training-related costs for certification: Approximately $10/user annually.
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PEDIATRIC SYMPTOM CHECKLIST (PSC)
Aim: The PSC is a caregiver reported assessment completed at intake, every UM/UR but no longer than
every six months, and discharge. It was designed to:
•
•

Identify difficulties in psychosocial functioning.
Evaluate changes in emotional and behavioral problems in children over time.

Conceptual Foundation: The PSC is a psychosocial screening tool developed to identify cognitive,
emotional, and behavioral problems so that appropriate interventions can be implemented as early as
possible. A positive screen suggests the need for further evaluation – it is not by itself a diagnostic tool.
Cutoffs were empirically derived by comparing the results of the PSC to other validated measures and
clinician’s overall assessments of a child’s functioning.

Strengths

Limitations

•

Strong psychometrics for youth ages 6-18

•

Originally developed as a screening tool

•

Brief measure

•

•

Free

•

Has specific cutoffs for subscale scores to
identify kids at risk for attention,
anxiety/depression, and/or conduct
problems

The primary studies examining PSC as an
outcome tool came from the same
outpatient psychiatry clinic with a middleclass population

•

Limited research on using the PSC-35 for
youth ages 3-5
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Pediatric Symptom Checklist (PSC)
PSC Instrument Information
Domains

35 items measuring symptoms:
•
•
•

Attention
Internalizing
Externalizing

Age-Range

3-18 years 1

Number of Items

35 items. Each item is rated as: “Never” (scored 0), “Sometimes” (scored 1), and “Often” (scored 2)

Recommended Cut-Off
Scores

•

Cutoff score of 28 for youth ages 6-18 2-6

•

Cutoff score of 24 for youth ages 3-5 (omit school-related items 5, 6, 17, 18) 1

•

Cutoff score of 7 for Attention subscale 1

•

Cutoff score of 5 for Internalizing subscale 1

•

Cutoff score of 7 for Externalizing subscale 1

Sensitivity to Change

Yes - four studies in outpatient psychiatry clinics found small but significant changes from intake to three
months into treatment on the PSC.7-10

Other Psychometrics

Concurrent validity: Range from r = 0.54 to 0.71 (adequate) 5
Convergent validity: High agreement of between Parent PSC scores and guidance counselor ratings: 83% 11
Interrater reliability: 0.85 (substantial agreement) 12
Internal consistency: Cronbach alpha: 0.86 (acceptable) 12
Test-retest reliability: one-week retest = Pearson r: 0.86 12 (good)

Reliable Change and
Significant Change

For the total score:
•

A reduction of six or more points is considered reliable change. Changes this large that also involve a
change from risk to non-risk are considered clinically significant change.13

For the subscales:
•
Translations

Changes of two or more points are considered to indicate reliable change. 7, 8

Spanish, Tagalog, Arabic, Vietnamese, Farsi

PSC Practical Considerations
Training Required

None

Who completes

Caregiver

Time to complete

5 minutes

Database & Scoring

CYF mHOMS. Training forms can be accessed here:
https://medschool.ucsd.edu/som/psychiatry/research/CASRC/resources/SOCE/Pages/CYFmHOMSDES.aspx

Cost

Free

_______________________________________________
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PEDIATRIC SYMPTOM CHECKLIST - Youth Report (PSC-Y)
Aim: The PSC-Y is a youth-reported assessment completed at intake, every UM/UR but no longer than
every six months, and discharge. It was designed to:
•
•

Identify type and severity of psychosocial problems.
Evaluate changes in emotional and behavioral problems in children over time.

Conceptual Foundation: The PSC-Y is a psychosocial screening tool developed to identify cognitive,
emotional, and behavioral problems so that appropriate interventions can be implemented as early as
possible. A positive screen suggests the need for further evaluation – it is not by itself a diagnostic tool.
Cutoffs were empirically derived by comparing the results of the PSC-Y to other validated measures and
clinician’s overall assessments of a child’s functioning.

Strengths

Limitations

•

Brief measure

•

Originally developed as a screening tool

•

Free

•

•

Has specific cutoffs for subscale scores to
identify kids at risk for attention,
anxiety/depression, and/or conduct
problems

No set standard for measuring
improvement on the tool

•

Not aware of any articles examining the use
of the PSC-Y as an outcome

•

Adequate psychometrics
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Pediatric Symptom Checklist - Youth Report (PSC-Y)
PSC-Y Instrument Information
Domains

35 items measuring symptoms in 3 domains:
•
•
•

Attention
Internalizing
Externalizing

Age-Range

Adolescents ages 11-18 1

Number of Items

35 items. Each item is rated as: “Never” (scored 0), “Sometimes” (scored 1), and “Often” (scored 2)

Recommended Cut-Off
Scores

A cut-off score of 30 provides highest average sensitivity and specificity. 2
•

Cutoff score of 7 for Attention subscale 1

•

Cutoff score of 5 for Internalizing subscale 1

•

Cutoff score of 7 for Externalizing subscale 1

Sensitivity to Change

No articles examining the use of the PSC-Y as an outcome.

Other Psychometrics

Reliability: Test-retest: Kappa = .50: (Acceptable) 2
Concurrent validity:
•

Classification agreement between PSC-Y and PSC was 79%.2

•

Classification agreement between other established measures of depression and anxiety ranged from
83- 84%.2

Discriminant Validity:
•
Translations

Children with PSC-Y positive scores were significantly more likely to be identified by their teachers as
having attentional and/or behavioral problems.2

Spanish, Tagalog, Arabic, Vietnamese, Farsi

PSC-Y Practical Considerations
Training Required

None

Who completes

Youth

Time to complete

5 minutes

Database & Scoring

CYF mHOMS. Training forms can be accessed here:
https://medschool.ucsd.edu/som/psychiatry/research/CASRC/resources/SOCE/Pages/CYFmHOMSDES.aspx

Cost

Free

_______________________________________________
1

Jellinek, M., & Murphy, J.M. (2017, July 21). Scoring the PSC. Retrieved from
http://www.massgeneral.org/psychiatry/services/psc_scoring.aspx

2

Pagano, M. E., Cassidy, L. J., Little, M., Murphy, J. M., & Jellinek, A. M. S. (2000). Identifying psychosocial dysfunction in School‐Age
children: The pediatric symptom checklist as a Self‐Report measure. Psychology in the Schools, 37(2), 91-106.
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PERSONAL EXPERIENCES SCREENING QUESTIONNAIRE (PESQ)
Aim: The PESQ is a youth self-report assessment completed at intake and discharge. It is administered by
substance use counselors treating youth at mental health programs (and a sub-episode of their mental
health treatment). It was designed to:
•
•
•
•

Identify the need for a comprehensive drug use evaluation.
Provide a measure of substance use severity.
Measure substance use over time.
Evaluate the frequency of drug use, as well as the age of onset of drug use.

Conceptual Foundation: The PESQ is a psychosocial screening tool to identify and quantify substance
abuse problems so that appropriate interventions can be implemented as early as possible. Items were
identified through literature reviews and cutoff scores were empirically derived by the developers
through factor analyses.

Strengths
•

Strong psychometrics for youth ages 12-18

•

Brief measure

•

Relatively simple to administer

Limitations
•

Originally developed as a screening tool
and does not have established rates of
“reliable” or “clinical” change
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Personal Experience Screening Questionnaire (PESQ)
PESQ Instrument Information
Domains

Scales: 1
•
•
•

Problem Severity: Measure of how psychologically/behaviorally involved with drugs a youth is
Infrequency: Measures unlikely drug use behavior (e.g., “faking bad”)
Defensiveness: Measures social desirability (“faking good”)

Other content areas: 1
•
•

Psychosocial Indicators
Drug Use History

Age-Range

12-18 years 2

Number of Items

41

Recommended Cut-Off
Scores

•

Infrequency Total: Cutoff score of 4

•

Defensiveness Total: Cutoff score of 9

•

Severity Total: Cutoff score of 30 for Males 12-15 years
35 for Males 16-18 years
30 for Females 12-15 years
34 for Females 16-18 years

Psychometrics

Translations

•

Construct validity: range from r = 0.55 - .094 2

•

Criterion validity: overall correct classification rate of 87%. Sensitivity = 0.88 and specificity = 0.84 2, 3

•

Internal consistency: coefficient alpha: 0.90 – 0.91 (high) 2

Spanish

PESQ Practical Considerations
Training Required

None

Who completes

Youth

Time to complete

10 minutes

Database & Scoring

CYF mHOMS. Training forms can be accessed here:
https://medschool.ucsd.edu/som/psychiatry/research/CASRC/resources/SOCE/Pages/CYFmHOMSDES.aspx

Cost

$56.00 per kit (25 administrations)

_______________________________________________
1

Winters, K. C. (1999). Personal Experience Screening Questionnaire (PESQ). Los Angeles, CA: Western Psychological Services.

2

Winters, K. C. (1992). Development of an adolescent alcohol and other drug abuse screening scale: Personal Experience Screening
Questionnaire. Addictive Behaviors, 17(5), 479-490.

3

Winters, K. C., & Kaminer, Y. (2008). Screening and Assessing Adolescent Substance Use Disorders in Clinical Populations. Journal
of the American Academy of Child and Adolescent Psychiatry, 47(7), 740–744.
http://doi.org/10.1097/CHI.0b013e31817395cf
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