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GOALS

The ChildrenOs Global Assessment Scale (CGAS) (Shaffer et al. 1983) is enmostth
widely used measures of the overall severity of disturbance in children. It is a
unidimensional (global) measure of social and psychiatric functioning for children ages
4P16 years. The CGAS is based on an adaptation of the Global Assessment A8le (G
for adults and can be used as an indicator of need for clinical services, a marker for the
impact of treatment, or a single index of impairment in epidemiological studies.
DESCRIPTION

The CGAS is a single rating scale with a range of scores fromd0tal&signed

primarily to be used by clinicians who are quite knowledgeable about a child. Anchors at
10-point intervals include descriptors of functioning and psychopathology for each
interval. A second version of the CGAS, designed for nonclinicianshate conducted

a standardized diagnostic assessment of the child (usually in community surveys), was
constructed similarly, except that the descriptors of psychopathology and functioning are
written in lay terminology. The single numerical score represgrsieverity of

disturbance ranges from 1 (most impaired) to 100 (healthiest). On the basis of the
descriptors, raters are expected to synthesize their knowledge about the childOs social and
symptomatic functioning and condense this information into a SEoreexample, a

score of 6670 indicates that the child has some difficulty in a single area but is
generally functioning pretty well. Scores above 70 are considered to be in the normal
range, whereas scores on the low end of the continuum indicatd foneenstant
supervision (10) or considerable supervision ££D).

PRACTICAL ISSUES

The CGAS requires no administration time because it is based on prior clinical
assessment. The time to integrate knowledge of the child into a single score is estimated
to be 5 minutes. No permission is required to use the CGAS. The scale is included in the
Archives of General Psychiatry publication by Shaffer et al. (1983). However, use of
training materials is highly recommended. A series of short vignettes is awdilail
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PSYCHOMETRIC PROPERTIES

Reliability

Joint reliability has been tested in research andedirsiettings in a variety of ways. In
research settings (whether a CGAS score is determined on the basis of case vignettes, a
review of psychiatric evaluation records and test reports, or videotapes of clinical
interviews), the joint reliability is quiteigh, ranging from 0.83 to 0.91. However, when
tested in typical clinical settings, only moderate agreement has been demonstratd (0.53




0.66); threequarters of the raters agreed within 10 points, a range that is probably
reasonable for clinical use. Twasteetest reliability studies conducted using case
vignettes and clinical interviews in clinical research settings found high reliability
(around 0.85).

Validity

The utility of the CGAS as an indicator of caseness has been tested against measures
considerd to tap similar dimensions. In one study of treated youth, the CGAS was only
weakly correlated with two measures of problem behavior, the Child Behavior Checklist
(CBCL) and the ConnersO Global InddXarent (CGIP) 1@item checklist. These

findings seemd indicate that clinician CGAS ratings are keyed to child competence
rather than to symptomatology. In a community study in Puerto Rico, the CGAS score
differentiated between children identified by diagnostic research interviews as patients
and as nonpatigs; in other studies the CGAS score differentiated between children in
inpatient settings and those in outpatient care. Evidence of change in CGAS scores in
response to treatment has been reported for youth in outpatient treatment. For young
hospitalizedchildren (mean age 8 years, 7 months), the mean score of 38 at admission
improved to 44 by discharge, but this small increment does not provide a strong indicator
of validity.

CLINICAL UTILITY

The CGAS is widely used in clinical settings. When used byllatveened clinician, it
appears to be a useful measure of overall severity. It allows the rater to assimilate and
synthesize knowledge about social and psychiatric functioning and to condense it into a
single index. There are some indications that the E@ray function more as an

indicator of functional competence than of symptomatology. The measure is simple to
use and may have potential application as a tool for evaluating clinical and functional
gains as a result of treatment, but use in studies tchdatrot provided convincing
evidence. Reliability and validity have been reasonably well established in research
settings. Although reliability in clinical practice does not seem to be as high as in
research settings, concordance within gt range ray be sufficient for most
applications. The development of more formal training materials could enhance
reliability in clinical practice. The CGAS appears to identify patients similarly in various
geographic and ethnic samples. There are two versions Q@AS, a clinician and a
nonclinician one. Data on the psychometric properties of the nonclinician version are not
yet available. The CGAS, as a single gauge, understandably does not provide information
about dimensions of functioning. If a clinician igarested in specific functional

domains, other measures must be used to complement the CGAS.
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CHILDREN'’S GLOBAL ASSESSMENT SCALE
For children 4-16 years of age
David Shaffer, M.D., Madelyn 5. Gould, Ph.D.
Hector Bird, M.D., Prudence Fisher, B.A,

Adaptation of the Adult Global Assessment Scale
(Robert L. Spitzer, M.D., Miriam Gibbon, M.S.W., Jean Endicott, ’h.D.)
Rate the subject’s most impaired level of general functioning for Lhe specified time period by sclecting the

lmwest level which describes his/her functioning on a hypothetlical continuum of health-illness. Use
inlermediary levels (e.g., 33, 58, 62).

Rate actual functioning regardless of treatment or prognosis. The examples of behavior provided are only
illustrative and are not required for a particular rating.

Specified time period: 1month

T0{:91  Superior functioning in all areas (at horme, at 541 Moderate degree of intereference in
schoal and with peers), invulved in a range of ioning in most social areas or severe im-
activities and has many inleresls (e.g., has pairment of (unctioning in one area, such as
hobbies or {uarticiputes in extracurricular might result from, for example, suicidal
activities or belangs {0 an organized group reoccupations and ruminations, school re-
such as Scouts, etc.). Likeable, confident, usal and other forms of anxiety, obsessive
“everyday” warrics never get out of hand. rituals, major convession symploms, frequent
Doing well in schosl. No symptoms, anxiety attacks, frequent episades of aggres-

981 Good functioning in all areas. Secure in sive or afher anti-sacial behavior with some
family, school, and with peers. There may be preservation of meaningtul social relation-
:Irans?ent diil'icllllltics and “‘everyday” worries ships.

iat occasionally get out of hand (e.g., mild ! . s . I
anicty nssociafcé”‘wiih an im ort(an% exar, 4031 Major impairment in functioning in several
occasivnatly “blow-ups” with siblings, parents areas and m:"ab]? to function in one of these
or peers), areas, i.c., disturbed at home, at school, with
. 3 . . peers, urin the saciety at large, e.g., persistent

8071 No more than slight impairment in aperession withaul clear instigation; markedly
functioning at hame, al school, or with peers. withdrawn and isolated behavior due to either
Some disturbance of behavior or emotional mood ot thought disturbance, suicidal at-
distress may be present in response to life tempts with clear lethal intent. Such children
stresses {e.g., parv.ntal separatons, ldc_‘aths, are likely o mquir& Spe\':idl schooling and:or
birth of a sib) bud these are h“ef :i“d hospitalization or withdrawal from schaol {but
interference with functioning is fransient, Such this is nut a sufficient critedon for indusion in
children are only mmlmaily disturhing to this categaryl.
others and are not considered deviant by those : -
who know them. 30-21 Unable lo function in almost all areas, e.g.,

761 Some difficulty in a single arca, but genecally it":(}'s at h“l“,w' in _"3’3"1 “"li” I’E')dR"" day withoul
functioning pretty weﬁl e.z., sporadic or akmg part insocial aclivilies OR severe impair-
isulated an%isgcial'arts, \'luih gns (.vgmsionallv ment in reality testing OR serious impaimfzcnt
Em:,f hooky ar m}: theft; consistent miror in c'om.mtuuuflltio]n {e.g., sometimes incoherent

ifficulties with school work, mood chanpes of Lr Inapprupnate|.
bricf duration; fears and anxdeties which do not R . .
lead to gross avoidance behavior; sclf-doubls). 211 Needs considerable supervision 1o prevent
Has some meaningful interpersonal velation- hurting nthgf's or self, £4., frequently violent,
ships. Most people who do not knos the child repeated suicide alfempls OR {0 maintain per-
weh would not consider him ‘her deviant but sonal_ hvglene ()]'( gross impairment in all
those who do knosw him!her well might forms Of communication, e.g., severe abnor-
EXPIOSs concern., malities in verbal and gestaral communication,
_ . . . . marked social aloofness, stupor, etc.

60-31 Variable functioning with sporadic

difficulties or symg;oms in several but not all 101 Needs constant supervision {24-hour care) due

sodal areas. Disturbance would be apparent to
those who encounter the child in a dyshunc-
tional setting ar ime but not {o those wha see
the child in other settings.

to severely agygressive or sclf-destructive
behavior or gross impairment in reality testing,
communication, cagnition, alfect, or personal
hygiene.
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