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Abstract Criteria to define an episode of care in chil-

dren’s mental health services are needed. Various criteria

were applied to 5 years of visit data from children

4–11 years (N = 5,206) at their first visit to 1 of 3 chil-

dren’s mental health agencies. A minimum of 3 visits with

180 days between episodes optimized agreement with

other dates (e.g., telephone intake assessment) marking the

start and end of an episode, and clinician-rated number of

episodes. Grouping visits into episodes provides a clearer

representation of how services are distributed over exten-

ded periods of time, facilitating research and enhancing

accuracy in service planning.

Keywords Child and adolescent health � Health care

organizations and systems � Mental health � Managed care

techniques � Utilization review � Access/demand/utilization

of services

Introduction

Many childhood mental health (CMH) problems are either

ongoing or likely to recur. For example, almost half of all

children diagnosed with attention-deficit hyperactivity

disorder (ADHD) during childhood will continue to have

the disorder as adolescents (Bussing et al. 2010). Depres-

sion often recurs during childhood (Luby et al. 2009) or

adolescence (Rohde et al. 2009). In community-based and

clinical samples, over 70 % of youth with depression will

Preliminary versions of these data were presented at The 26th Annual

Children’s Mental Health Research and Policy Conference, March

3–6, 2013, Tampa, Florida.
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experience a recurrence within 5 years (Emslie et al. 1997;

Lewinsohn et al. 1994; Rao et al. 1995; Rao et al. 2010;

Burcusa and Iacono 2007). Anxiety disorders also tend to

recur (Pine et al. 1998; Beesdo-Baum et al. 2012). Even

after receiving an evidence-based treatment, recurrence

amongst youth with depression is as high as 47 % (Bir-

maher et al. 2000; Curry et al. 2011). We would expect that

the use of mental health services by children and youth

(hereafter children) and their families might display pat-

terns of use over time consistent with the natural history of

CMH problems; in other words, that families would receive

care in episodes.

Conceptualizing an Episode of Care

The concept of an episode of care (EoC) has been applied

to both medical—(Solon et al. 1967; Moscovice 1977) and

mental health-care (Kessler et al. 1980; Kessler et al. 1982)

for decades. An EoC differs from episodes of disease or

illness, which are related more specifically to presence of

pathology and an associated period of suffering (Horn-

brook et al. 1985). Definitions of episodes of disease typ-

ically refer to the duration of specific, documented

pathophysiology and its resolution (Hornbrook et al. 1985),

making its application to mental health problems particu-

larly problematic. An episode of an illness is defined by the

period of time a patient is suffering from signs and/or

symptoms perceived by the patient as illness-related

(Hornbrook et al. 1985). The concept of an episode of

illness is relevant to mental health, and important in

understanding the process of seeking help. We know that

there is a progression from when parents and others per-

ceive a child to have a ‘‘problem’’ to seeking informal and

formal/professional sources of help (Srebnik et al. 1996;

Morrissey-Kane and Prinz 1999; Logan and King 2002).

The point at which parents recognize/label a problem as

being mental health related may occur before or after

seeking help (Zwaanswijk et al. 2007; Sayal 2006; Pavuluri

et al. 1996; Reid et al. 2011; Shanley et al. 2008). Ideally,

children should be treated until symptoms resolve (Chor-

pita et al. 2011); however, multiple factors work against

this, including high demand for services (Kowalewski et al.

2011; Reid and Brown 2008) and dropout (Harpaz-Rotem

et al. 2004). Thus, applying episodes of illness to mental

health service use can be problematic.

An EoC can be defined as a sequence or cluster of ser-

vices associated with a condition (Wall et al. 2004). Epi-

sodes of care are often used to understand health- and mental

health-care delivery (Foster and Xuan 2005; Wingert et al.

1995), rather than episodes of disease or illness. For CMH

services, an EoC based on overall service use may be par-

ticularly appropriate, as children often present with unde-

fined problems, and initial diagnoses may change over time,

making it particularly difficult to define episodes of disease/

illness (Foster and Xuan 2005). The National Quality Forum

in the United States recently advocated for the use of epi-

sodes of care in examining the efficiency of health care

delivery (National Quality Forum 2009). If CMH service

use demonstates patterns of use over time consistent with the

natural history of psychopathology, then applying an EoC

perspective to CMH is critical to understanding service use

over extended periods of time. Episodes of illness are

extremely hard to document. Yet, we assume that an episode

of illness leads to an EoC and the recurrence of episodes of

care leads to patterns of service use (Sytema et al. 1989).

From a health services perspective, three key elements

define an EoC: a clear starting point, a free-period between

episodes, and a minimum number of visits within an episode

(Hornbrook et al. 1985; Rosen et al. 1998; Wall et al. 2004).

First, the start of an episode is usually the initial encounter

with a provider (Hornbrook et al. 1985).We used the first in-

person visit, as opposed to the first contact, to avoid issues

related to varying and lengthy waits for CMH services that

often begin with a telephone intake (Kowalewski et al.

2011). Second, a ‘‘free-period’’ (Wall et al. 2004) needs to be

established; this is the gap between the end of one EoC and

the start of another, during which no visits occur (Foster and

Xuan 2005). Studies have rarely stated the rationale for the

choice of a free-period, or provided a general rationale

without stating why a specific period was chosen; often, the

rationale was to capture all possible episodes, without

including events such as scheduled breaks in treatment or

vacations, etc. (Cohen et al. 2006). Finally, a minimum

number of visits must be defined (Wall et al. 2004).

Episodes of Care in Children’s Mental Health Services

Although studies of CMH services have used the EoC con-

cept, definitions have varied and no study has combined both

a minimum number of visits and a free period. When using

the free period to define an EoC, periods of 60 (Harpaz-

Rotem et al. 2004), 90 (Warren et al. 2010; Cohen et al.

2006) and 180 days (Garland et al. 2007) have been used.

Some studies examining dose–response effects in treatment

used a minimum number of visits including 1–2 (Angold
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et al. 2000), 3 (Platz et al. 2006), 4, 5–6, 7(Lavigne et al.

2008), 3–8 (Angold et al. 2000) or 6–8 visits (Andrade et al.

2000; Weersing et al. 2006). Defining an EoC using only the

free period or number of visits may be appropriate for

questions such as examining dose response effects, but a

definition incorporating both parameters is needed to

describe use of CMH services in the population. A recent

study examining access and use of health- and mental

health-services used only a minimum period of 12 weeks

without treatment before a visit to define the start of an

episode, without considering a free-period or a minimum

number of visits (Saloner et al. 2014); this study reported the

number of visits per episode, and percentage of cases having

episodes defined by more than 3 visits for psychotropic

medication, and more than 7 visits without medication.

Service use reflects issues beyond episodes of illness/psy-

chopathology and includes demand on agencies and the system,

system resources, and various client factors (e.g., transiency).

Within publicly-funded CMH agencies, telephone contact and

triage/screening is often the first contact with an agency

(Kowalewski et al. 2011); the recent addition of walk-in clinic

appointments to CMH services is an exception to telephone as

the first contact (Barwick et al. 2013). Families are typically

waitlisted for extended periods of time prior to receiving ser-

vices (Schraeder andReid 2014b;Reid et al. 2011;Kowalewski

et al. 2011; Sherman et al. 2009; Isojoki et al. 2008). Too

frequently, families fail to attend their first scheduled appoint-

ment (Benway et al. 2003). As such, families are often offered

treatment groups (e.g., parenting) as a first option (Remschmidt

et al. 2004; Beeson et al. 2006), and may continue to wait for

individual assessment and/or treatment (Reid et al. 2011). Once

families/children do start treatment, regrettably, dropout is an

all-too-common problem (Johnson et al. 2008; Hawley and

Weisz 2005; Garcia and Weisz 2002). During the course of

treatment, breaks of weeks or even months may occur due to

scheduling difficulties or planned breaks (e.g., vacations). For

families/children that do complete treatment as recommended,

they may have a session(s) some months following the end of

treatment, although scheduled ‘‘booster’’ treatments are not a

routine part of most CMH agencies’ routine care (Kolko and

Lindhiem 2014; Tolan 2014). Given the multiple factors that

impact on the retention in care and timing of treatment sessions

in CMH care, defining an EoC based on the pattern of visits

over time has challenges. Ideally, the definition of an EoC

should capture clusters of visits that would be viewed by the

clinician/agency as beginningwhen a client presentswith a new

problem(s) and continuing until services are completed, or the

family ends care.

Present Study

In light of the challenges discussed, the current study

sought to establish criteria for an EoC in CMH based on a

minimum number of visits and the free-period between

episodes. Criteria that are independent of illness charac-

teristics, patient outcomes, or other information not rou-

tinely available in administrative datasets (e.g., end of care

due to premature termination or family moved) should

allow for wide application of the definition. Standardized

criteria would: (a) provide consistency in analyses across

research studies facilitating comparisons between studies;

(b) help clinicians to think about how to provide care over

time, rather than as isolated treatment of acute problems;

and (c) assist administrators and policy makers by

enhancing the accuracy needed for service planning based

on events relevant to clients (when visits occurred) rather

than to clinicians (e.g., when a discharge report is written).

We chose to compare 2, 3, 5, 7 and 9 visits as the

minimum number of visits per episode; previous research

suggests 3 and 9 visits have a dose–response relationship

with improvements in outcomes for CMH services (Angold

et al. 2000). Free-periods examined were 90, 120, 150, or

180 days. Time periods less than 90 days were not con-

sidered, to avoid including visits that might best be seen as

booster sessions (i.e., one or more sessions offered after the

end of acute treatment) counted as the start of a new EoC.

Figure 1 presents how hypothetical visit data were cate-

gorized into episodes based on these criteria.

Operational definitions were tested against other dates

that might be recorded in an administrative dataset: (a) cli-

nician-rated dates of ‘‘admission’’ (i.e., first clinical contact)

and ‘‘discharge’’, and (b) when standardized intakemeasures

were completed.We aimed to select an operational definition

of an EoC based solely on the pattern of service use that most

closelymatched the dates for these other events, which could

indicate the start and end of an EoC.

Method

We analyzed administrative data from three CMH agencies

located in the province of Ontario, Canada, over a 7-year

period. These agencies provided services for children with a

full range of psychological problems, for infants through to

age 18 years; this ensured that it was possible for children

within the target age range to receive services up to 5 years

after an initial visit, as opposed to having to be transferred

elsewhere when they age-out of care (i.e., 18 years and

older). To allow sufficient time for episodes of care to occur,

5 years of data were analyzed for each child.

Participants

Inclusion criteria for children were: (a) a first face-to-face

visit between 2000 and 2002, and (b) age 4 to 11 years at

their first visit. Children diagnosed with, or who received

Adm Policy Ment Health (2015) 42:737–747 739
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treatment in a program for a developmental disorder (e.g.,

Autism, Down syndrome), were excluded. Ethics approval

was received from the University of Western Ontario

Research Ethics Board.

Design and Procedure

Agency data included: (a) demographics (i.e., child date of

birth, sex); and (b) information on each child/family con-

tact—date, type of contact (e.g., telephone, in-person, in-

home visit), and type of service (e.g., individual visit,

group treatment). When included as part of the database,

we obtained dates recorded by clinicians as ‘‘admission’’

(i.e., first clinical contact) and ‘‘discharge.’’ Some agencies

in Ontario use standardized measures at intake, most

commonly the Brief Child and Family Phone Interview

(BCFPI Cunningham et al. 2009; Boyle et al. 2009). We

analyzed data from one such agency, and obtained dates

when the BCFPI was completed.

Only face-to-face visits (i.e., out-patient, day treatment,

in-patient/residential) were included. Telephone contacts

were excluded, as these contacts might have been for

rescheduling an appointment rather than treatment. Non-

direct contacts were also excluded (e.g., report writing,

consultations between professionals only). The date of the

child/family’s first face-to-face contact was set as day ‘‘1’’

for each child.

Data Analyses

Using SAS (Version 9.1), visit data (in days) were cate-

gorized into episodes using variations in (a) the minimum

number of visits and (b) the length of the free-period. As

each definition resulted in different subgroups of children

from the total sample, statistical comparisons could not be

computed. Confidence intervals are reported.

Various methods were used to determine an optimal

definition amongst possible operational definitions exam-

ined. (1) In two agencies, clinicians recorded the start and

end of an EoC. (a) The date of first contact was compared

to clinician-defined start of an episode (absolute value in

days). (b) When clinicians identified the end of an episode

(i.e., case closed due completion of treatment, dropout, no

further contact, etc.), the date difference (absolute value in

Fig. 1 Hypothetical visit data categorized into episodes based on

variations in operational definitions. Three years of hypothetical visit

data are shown. In the bottom portion of the figure, the x axis shows

3 years in days and the y axis indicates when visits occurred. The bar

above the graph shows groups of visits and the period in between

groups of visits; the number of visits (V = visits) and number of days

between groups of visits (D = days) is indicated. The hatched bars

represent how groups of visits would be categorized into episodes of

care depending on the parameters used for the minimum number of

visits (2, 3, 5, 7, 9) and free period (90, 120, 150, 180 days) in each

operational definition (not all combinations of the visits and free

periods are shown). For example, the first set of hatched bars shows

that using an operational definition with a 2 visit minimum and 90

free period, results in 5 episodes of care

740 Adm Policy Ment Health (2015) 42:737–747
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days) between the end date of each EoC definition and

clinician-defined end date of each episode was computed.

Analyses focused on the second or third EoC, as almost all

children had at least one EoC across operational defini-

tions. (c) Agreement in the total number of episodes as

defined by clinicians, versus the various operational defi-

nitions, were examined using intraclass correlation coeffi-

cients (ICC). (2) We computed the date difference

(absolute value in days) between the start date of EoC

definition and the date when an intake assessment (i.e.,

BCFPI administration) was completed.

Results

Sample

The final sample included 5,206 children; 65.5 % were

boys, and 35.6 % were 4–7 years old at the time of their

first visit. For analyses examining the agreement between

clinicians and various operational definition of the total

number of episodes, N = 5,206. For analyses using dates,

two factors affected the sample size. First, only children

whose visits met the criteria for a give operational defini-

tion of an EoC were included. Second, children meeting a

definition also had to have clinician-defined start or end of

episode dates. For analyses of episode start dates versus

intake dates, sample size varied because not all children

were administered a BCPFI.

Comparing Clinician-Defined and Operational

Definitions of Episodes of Care

Table 1 shows that as the number of visits per episode

increased, agreement with the number of clinician-defined

episodes decreased. Variations in the free-period had

minimal effect on agreement. The highest agreement was

for 2 visits and free-periods of 150 or 180 days.

Figure 2 and Table 2 show the date difference between

clinician-defined episode dates and variations in opera-

tional definitions for the second EoC. As the free-period

increased, the date difference decreased and the vari-

ability (SDs) narrowed somewhat. Changing the number

of visits had a less substantial effect on the date differ-

ence; however, the average difference for the 2 visits

minimum definition was much larger (e.g., for the 180

free-period, 2 visits average was 27 % larger than for 3

visits) than for the other definitions for both start and end

of an EoC. Results were similar for the first (see Table 4

in Appendix) and third (see Fig. 4 in Appendix) episodes.

From these analyses, use of 180-day free-period appears

to be optimal, while a 2-visit minimum would not be

recommended.

Table 1 Intraclass correlations showing agreement in the total

number of episodes of care over a maximum of 5 years per patient,

and based on clinician ratings as defined in the electronic record, and

variations in operational definitions

Minimum number of visits Free period (days)

90 120 150 180

2 0.66 0.71 0.73 0.73

3 0.66 0.69 0.69 0.69

5 0.60 0.61 0.61 0.60

7 0.49 0.50 0.50 0.49

9 0.43 0.43 0.43 0.43

Fig. 2 Number of days

difference between the start of

an episode of care as defined by

clinicians in the electronic

record, and the start of an

episode defined by different

operational definitions of an

episode. Number of visits per

episode is a minimum. Data are

for the second episode of care.

Sample sizes range from 1,668

to 1714
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Comparing Intake Screening Measure Completion

Dates with Operational Definitions

Given the findings above, only the definitions using a

minimum of 3 or 9 visits were considered when examining

completion dates for intake assessments. Figure 3 shows

differences between the start of an EoC and the intake date.

As the free-period between episodes increased, the date

difference decreased supporting a 180-day free-period.

An Operational Definition of an EoC

Examining results across analyses, criteria of a minimum

of 3 visits with a 180 day free-period appears to be the best

definition of an EoC. This definition yielded low average

differences between the start or end of an EoC and dates

defined by clinicians, and completion of an intake assess-

ment. It also demonstrated high agreement with the total

number of episodes of care as defined by clinician ratings.

Using this definition of an EoC, over a 5-year period,

visits for 10.1 % of children did not meet criteria for an

EoC; 67.1 % had one EoC, 19.2 % had two, 3.4 % had

three and 0.3 % had four episodes of care. Descriptive

statistics for the first three episodes of care are presented in

Table 3. The average inter-episode duration and number of

visits were considerably greater than the minimum 3 visits

Table 2 Number of days

between clinician defined start,

and end, of an episode and

operational definitions, for the

second episode of care

Results are for the second

episode of care. M = mean;

CI = 95 % confidence interval.

N varies from 412 to 1,769 for

start of episode; 412 to 1,767 for

end of episode

Minimum number of visits Free period (number of days)

90 120 150 180

M (±CI) SD M (±CI) SD M (±CI) SD M (±CI) SD

Episode start

2 140 (±11) 228 120 (±12) 236 103 (±13) 238 90 (±13) 233

3 124 (±12) 228 96 (±12) 222 80 (±13) 218 66 (±12) 207

5 113 (±15) 232 77 (±14) 206 66 (±14) 200 54 (±13) 185

7 125 (±19) 253 82 (±17) 220 67 (±17) 211 53 (±16) 190

9 130 (±23) 265 89 (±21) 233 73 (±21) 222 58 (±19) 198

Episode end

2 105 (±9) 201 98 (±10) 197 96 (±11) 201 96 (±11) 204

3 95 (±10) 191 90 (±11) 192 84 (±11) 190 83 (±11) 191

5 90 (±12) 197 85 (±13) 198 82 (±14) 204 82 (±15) 206

7 105 (±16) 220 95 (±17) 214 91 (±18) 221 91 (±19) 224

9 116 (±20) 233 104 (±21) 224 100 (±22) 234 100 (±23) 236

Fig. 3 Number of days difference between when an intake screening

assessment was completed and the start of an episode defined by

different operational definitions of an episode of care. Number of

visits per episode is a minimum. Data are for the second episode of

care. Sample size varies from 55 to 188

Table 3 Descriptive statistics for episodes of care based on a defi-

nition of 3 visits minimum and 180 days between episodes

Descriptive statistics

M (±95 % CI) SD Minimum Maximum

Total visits

Episode 1 25.8 (±1.2) 40.9 3 977

Episode 2 21.2 (±1.7) 30.7 3 255

Episode 3 18.0 (±3.8) 26.7 3 237

Episode duration (days)

Episode 1 292.4 (±8.8) 309.3 3 1,828

Episode 2 213.5 (±13.3) 235.0 3 1,504

Episode 3 178.1 (±23.9) 169.4 8 902

Inter-episode duration (days)

Inter-episode

1–2

638.8 (±21.4) 377.6 181 1,778

Inter-episode

2–3

416.2 (±30.6) 217.2 182 1,115

M = mean; 95 % CI = 95 % confidence interval. For episode 1,

n = 4,682; for episode 2 and inter-episode 1–2, n = 1,191; for epi-

sode 3 and inter-episode 2–3, n = 194
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and 180 days; there was, however, considerable variability

as evidenced by the large standard deviations and

maximums.

Discussion

We recommend that a minimum of 3 visits with

180 days free-period between episodes be used as an

operational definition of an EoC in CMH when con-

ducting analyses of administrative data. Definitions using

free-periods less than 180 days were associated with

increasingly greater discrepancies in time, compared to

the start of an EoC marked by when intake screening

was completed, and both the start and end of an EoC as

defined by clinicians. We speculate that use of shorter

free-periods resulted in allocating visits which may have

been booster sessions and/or visits which occurred with a

lower frequency during the last stages of an episode, to a

new EoC. Agreement with clinician-ratings on the total

number of episodes of care was highest for a minimum

of 2 or 3 visits, with poor agreement for definitions

using 7 or 9 visits. This suggests that clinicians view an

EoC as consisting of even a few visits. An EoC with a

minimum of 3 visits is also consistent with brief inter-

vention models (McGarry et al. 2008).

However, the criteria with 2 visits had a large discrep-

ancy in time with clinician’s ratings of both the start and

end of an episode. Two visits at the start of an episode may

reflect an initial assessment prior to the start of treatment,

while two visits at the end of an episode could be ‘‘booster

sessions’’ (Kolko and Lindhiem 2014); if so, such visits

should not be a separate EoC.

In terms of the number of visits, our proposed criteria

align with data by Angold et al. (2000), who found that

children who received less than 3 visits had poorer

outcomes than other groups of children who received

mental health care. However, other studies on dose–

response effects in CMH have been mixed, with a

number of studies having found no relationship between

the number of sessions and outcomes (Weersing and

Weisz 2002; Andrade et al. 2000). There are numerous

reasons why clients may been seen for less than 3 visits

including advice seeking, problems of a minor/transient

nature, being referred elsewhere for services, dissatis-

faction with services offered, wait for services or dis-

satisfaction with other aspects of the agency, etc.

Research needs to continue to identify reasons for, and

solutions to, poor engagement with CMH services (Ing-

oldsby 2010). The relationship between our proposed

operational criteria of an EoC and the relationship

between ‘‘dose’’ of sessions and outcomes needs to be

tested.

There are limitations to the current study. First, we

excluded telephone contacts, some of which may have

been treatment sessions. As such, our data could under-

estimate the number and duration of episodes. Second, an

ideal definition of an EoC might use symptom resolution

as the criterion (Chorpita et al. 2011); however, in many

administrative databases, standardized outcome data are

often not available (Horn 2001). For example, in one

study of publicly-funded CMH services in the United

States, only 28 % of children had two assessments during

their care and could be included in analyses examining

treatment outcomes (Warren et al. 2010). In the present

study, we used dates on which standardized intake ques-

tionnaires (BCPFI) were completed, but intake data were

only available for some children at one of the agencies.

The lack of consistency in the use of the BCFPI at intake

across the three CMH agencies and over time resulted in

a small sample size for these analyses. Third, our analyses

are based on data from three CMH agencies in the

province of Ontario, Canada. Replication in other juris-

dictions is warranted. Different criteria may be needed

when defining an EoC with primary health care, the only

source of mental health care for many children and youth

(Ford et al. 2005; Brugman et al. 2001), and also for

pharmacological treatment (Saloner et al. 2014; Carson

et al. 2011), as opposed to psychosocial treatments.

Finally, we examined only visits within a CMH agency.

Thus, our data do not capture MH-related visits in other

sectors (e.g., health) which are common in this population

(Garland et al. 2001; Hazen et al. 2004; Vostanis et al.

2003; Ungar et al. 2013).

Including both a minimum number of visits and a free-

period is consistent with the methods used in defining an

EoC in adult mental health services (Baldwin et al. 2009).

In studies with adults, the EoC concept has been used to

examine issues such as: how people utilize health care

services (Kessler et al. 1980), predicting future health care

costs (Averill et al. 2009), efficiency of health care services

(Salkever et al. 1982), length of treatment (Cross et al.

1990), and patterns of comorbidity (Laux et al. 2008).

Applying the proposed EoC definition would allow us to

answer these and other questions for CMH care, and refine

our studies of service use in CMH. For example, some

studies select samples from administrative data using cal-

endar year to form an inception cohort; to handle problems

of capturing children in the midst of an episode, a solution

such as removing all left censored observations can be

employed (Cohen et al. 2006). In contrast, applying the

proposed definition of an EoC would result in a more

accurate and client-centered picture of service use. Given

the variation in the natural history of different types of

psychopathology, it would also be of interest to determine

if an EoC varies as a function of diagnosis/problem along
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with parent/child perspective of an episode of illness

(Hornbrook et al. 1985). An examination of the relation-

ship between episodes of an illness and EoC over time

could enhance our understanding of patterns of care over

time (Sytema et al. 1989). If our systems of care are

functioning well and the treatments provided maintain their

benefits, we would hope that an EoC is shorter than the

average duration of illness for a given problem, and that the

duration of time between episodes of care is longer than the

typical time to relapse; increasing lapses of times between

episodes of care might even be considered as a new defi-

nition of improved outcomes for conditions with an epi-

sodic course. The need to provide care over extended

periods of time and/or in episodes is beginning to be dis-

cussed (Curry 2014; Turgay et al. 2012; Schraeder and

Reid 2014a). Finally, having a standardized, integrated

mental health information system across provinces, states

or similar jurisdictions would assist with service system

integration. This would provide the service sectors much

needed information to understand episodes of care, while

also supporting outcome measurement and quality assur-

ance efforts (National Quality Forum 2009).
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Appendix

See Table 4 and Fig. 4.

Table 4 Number of days between clinician defined start and end of an episode and operational definitions, for the first episode of care

Minimum number of visits Free period (number of days)

90 120 150 180

M (±CI) SD M(±CI) SD M(±CI) SD M(±CI) SD

Episode start

2 23 (±2) 82 16 (±2) 77 14 (±2) 74 12 (±2) 72

3 28 (±3) 92 20 (±3) 84 16 (±2) 81 14 (±2) 79

5 29 (±3) 82 19 (±3) 74 13 (±2) 68 11 (±2) 64

7 30 (±3) 85 19 (±3) 75 14 (±3) 70 12 (±2) 68

9 34 (±3) 89 22 (±3) 78 16 (±3) 72 13 (±3) 69

Episode end

2 92 (±6) 187 70 (±5) 161 61 (±4) 145 58 (±4) 137

3 80 (±6) 178 63 (±5) 155 57 (±4) 143 55 (±4) 136

5 70 (±6) 165 56 (±5) 140 53 (±5) 133 52 (±4) 129

7 69 (±6) 164 55 (±5) 140 53 (±5) 133 51 (±5) 129

9 71 (±6) 166 58 (±5) 146 56 (±5) 140 55 (±5) 136

M = mean; CI = 95 % confidence interval. N varies from 2,728 to 4,319 for Start of Episode; 2,677 to 4,312 for End of Episode

Fig. 4 Number of days difference between the start of an episode of

care as defined by clinicians in the electronic record, and the start of

an episode defined by various operational definitions of an episode.

Number of visits per episode is a minimum. Data are for the third

episode
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