
Advancing measurement-based care through
triangle of care: Development and feasibility of
the Transdiagnostic Global Impression –

Psychopathology scale for patients and
informants

Roger S. McIntyre1 , Zsofia Borbala Dombi2,3 , Agota Barabassy3,

Thomas Brevig3, György Németh3 and Christoph U. Correll4,5,6,7,8

1Department of Psychiatry, University of Toronto, Toronto, ON, Canada; 2Department of Psychiatry, University of
Oxford, Oxford, UK; 3Global Medical Division, Gedeon Richter Plc., Budapest, Hungary; 4Department of Psychiatry, The
Zucker Hillside Hospital, Northwell Health, Glen Oaks, NY, USA; 5Department of Psychiatry and Molecular Medicine,
Donald and Barbara Zucker School of Medicine at Hofstra/Northwell, Hempstead, NY, USA; 6Department of Child and
Adolescent Psychiatry, Charité Universitätsmedizin Berlin, Berlin, Germany; 7German Center for Mental Health (DZPG),
partner site Berlin, Berlin, Germany and 8Center for Psychiatric Neuroscience, The Feinstein Institute for Medical
Research, Northwell Health, New Hyde Park, NY, USA

Abstract

Background. Measurement-based care (MBC) is widely recommended in psychiatry but
remains underutilized in routine clinical settings. The Transdiagnostic Global Impression –

Psychopathology (TGI-P) scale was developed to provide a brief yet comprehensive assessment
of 10 core transdiagnostic symptom domains. To support more inclusive care and promote
patient and caregiver engagement in treatment planning, two new versions of the TGI-P, that is,
a patient-rated and a separate informant-rated, were developed, complementing the previously
published clinician-rated version.
Methods. The patient and informant versions mirror the original clinician-rated TGI-P,
assessing the identical 10 domains using a seven-point Likert severity scale, with results
displayed via a personalized symptom map. A user satisfaction/feasibility study was conducted
with 50 participants (25 patients and 25 caregivers) from the UK and US. After completing the
scale, participants provided feedback on its clarity, usability, emotional impact, and comparative
utility.
Results.Most participants completed the scale in less than 5 min. Instructions were considered
clear, and the format was rated easy to follow. Response options were deemed appropriate by
86% of participants, and the visual output was widely appreciated. While one-third reported
mild emotional triggering, overall burden was described as manageable. Approximately, three-
quarters of participants rated the TGI-P as equal to or better than other tools they had used.
Conclusions. TGI-P patient and informant versions were developed and, informed by the
feasibility study, refined to offer brief, user-friendly tools that support multi-informant assess-
ment as input to MBC. Both versions of the TGI-P, with their graphical output, may support
shared understanding and collaborative decision making among clinicians, patients, and care-
givers. A validation study of the TGI-P is underway.

Highlights

• The Transdiagnostic Global Impression – Psychopathology scale (TGI-P) assesses and
visualizes severity across 10 transdiagnostic psychiatric symptom domains.

• Both patient and informant versions of the TGI-P scale were completed in under 5 min by
most participants, with high ratings for clarity and ease of use.

• The new TGI-P versions enable multi-informant assessment and were preferred over other
tools by most participants, highlighting their potential to enhance collaborative and
measurement-based care.

Introduction

Measurement-based care (MBC), the continuous administration of validated rating scales in
everyday practice [1, 2], is a cornerstone of effective psychiatric practice [2–5]. MBC has been
shown to improve consistency, appropriateness, quality, and cost effectiveness of treatment in
depression [5, 6]. Nevertheless, the use of measurement-based devices in clinical settings in
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uncommon, contributing to heterogeneity of care and reducing the
likelihood of optimized outcomes [7–9]. To help address this gap,
the Transdiagnostic Global Impression –Psychopathology (TGI-P)
scale was developed as the first detailed and multidimensional
transdiagnostic symptom scale in psychiatry, assessing 10 core
symptom domains (positive, negative, manic, depressive, hostility,
self-harm, addiction, cognitive, anxiety and sleep symptoms) using
a simple 1–7 severity rating, modelled on the Clinical Global
Impression – Severity (CGI-S) scale [10]. The TGI-P is designed
to be concise, intuitive, and clinically useful; facilitating rapid
assessment and visual feedback through a symptom map that
enables the global understanding of psychopathology and of its
evolution over time [10].

The importance of including multiple perspectives in psychi-
atric evaluation is increasingly recognized [11, 12]. The “Triangle
of Care” (ToC) model highlights the value of integrating views
from clinicians, patients, and caregivers to gain a more complete
picture of mental health conditions [13]. This process is funda-
mental for triadic shared decision making [14], as patient and
caregiver insights not only help contextualize symptoms but also
contribute to treatment planning and the building of a therapeutic
alliance [15].

Consequently, patient-reported outcome measures (PROMs)
have gained attention and are increasingly utilized [16], providing
valuable insights and reflecting a shift toward more patient-centred
approaches [17, 18]. While offering unique insights, PROMS can
also be adversely influenced by non-response, fatigue, timing,
language, and recall biases [16]; as well as may introduce potential
biases associated with subjective self-assessment, especially in
symptom domains where insight may be compromised, such as
mania or psychosis [19]. Nonetheless, research showsmoderate-to-
strong correlations between patient/caregiver reports and clinician
ratings, supporting the value of integrating these different, yet
complementary perspectives [18, 20]. Importantly, PROMs reflect
internal experiences, such as mood changes and subjective distress
better than external observations, and such internal states are not
necessarily explored in clinical interviews [21]. However, there are
several barriers to implementing PROMs, including overly complex
formats and content, as well as the time involved in completing the
self-reports [22]. Indeed, measures that are “quick,” “simple,” and
“well-explained” are much preferred [22].

Against this background, patient- and informant-rated versions
of the TGI-P scale were developed which had been introduced as a
clinician-rated instrument first [10]. This paper outlines the devel-
opment process and presents findings from an initial feasibility
study of the TGI-P patient and informant versions.

Methods

The development of the TGI-P clinician version

The 10 symptom domains included in the TGI-P were originally
defined based on a synthesis of expert consensus and empirical
research, as outlined in our previously published clinician-scale
paper [10]. Each symptomdomain of the TGI-P is rated on a seven-
point severity scale (1 – normal/not at all; 2 –minimal; 3 –mild; 4 –
moderate; 5 – marked; 6 – severe; 7 – extreme), which is aligned
with the widely accepted and used CGI-S scale [10]. The ratings are
then plotted onto a symptom map, creating a visual clinical foot-
print that aids in understanding the patient’s current mental health
status [10]. The development process followed key principles of

scale design as summarized by Boateng et al., including domain
conceptualization, item generation, and cognitive testing [23].

The development of the TGI-P patient and informant version

The primary aim in developing the patient and informant versions
of the scale was to produce two formats that mirrored the original
clinician-rated version while remaining easily understandable to
non-clinician users. To achieve this goal, each symptom domain
was reformulated as a question, using non-clinical language to
enhance accessibility (e.g., hallucinations from the positive symp-
tom domain were described as “seeing or hearing things that others
could not”). At the same time, it was essential to retain the same
response format as the original scale to ensure consistency across
versions.

In the finalized versions of the TGI-P patient and informant
scales, all patient items begin with the prompt: “In the past week, to
what extent have you…,” while the informant version uses: “In the
past week, how much have you noticed that the person you provide
care for….” The initial item formulations were drafted by Zs.B.D.
and subsequently reviewed and refined collaboratively with the
co-authors to ensure clarity, clinical relevance, and accessibility
across user groups. Each version is accompanied by a brief intro-
ductory text designed to orient respondents to the purpose and
format of the scale. For patients, the instruction reads: “The Trans-
diagnostic Global Impression – Psychopathology (TGI-P) scale aims
to gain a deeper understanding of the symptoms you have experi-
enced and their intensity over the past 7 days. The scale uses a 7-point
rating from 1 (not at all) to 7 (extreme severity). Please read each
question and circle the number that best corresponds to your experi-
ence. If you did not experience a certain symptom at all, please circle
1 (not at all).” For informants, the adapted instruction states: “The
Transdiagnostic Global Impression – Psychopathology (TGI-P) scale
aims to gain a deeper understanding of the symptoms experienced by
the person you care for over the past 7 days. Please read each question
carefully and circle the number that best reflects your impression of
the intensity of their symptoms. If they did not experience a certain
symptom at all, please circle 1 (not at all).”These introductions were
designed to improve user comprehension and support more con-
sistent, informed responses.

Survey design

In line with established scale development procedures, the next step
after item formulation was to administer the scale to a sample
representative of the target population to assess feasibility and user
satisfaction [23]. To this end, a targeted survey was conducted in
collaboration with a research agency (Inspira Research). A total of
50 participants (25 patients and 25 informants) were recruited from
the UK and US and their identities remained anonymous to the
authors. Inclusion criteria for patients were a self-reported diagno-
sis of bipolar disorder, major depressive disorder, or schizophrenia.
Informants were eligible if they provided care for someone with one
of these diagnoses. Notably, informants were not matched with the
patients.

Participants completed the draft TGI-P scales along with a struc-
tured feedback questionnaire. The assessment focused on four key
areas: (1) clarity and comprehensibility of the wording and instruc-
tions; (2) usability and emotional impact; (3) appropriateness of the
response options; and (4) perceived comparability to other com-
monly used rating tools. Additionally, open-ended questions invited
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suggestions for improving the format anddesignof the scale. Import-
antly, responses to the TGI-P scale items themselves were not
recorded; only feedback about the questionnaire was collected and
analysed.

Results

Participant characteristics

Atotal of 50participants tookpart in the study, comprising25patients
and 25 caregivers. Of the patients, 12 were from the UK and 13 from
the US. Among caregivers, 13 were based in the UK and 12 in the US
(Table 1). The majority of participants were female (72%), with
identical gender distributions among patients and caregivers. Parti-
cipants ranged in age from18 to over 60,with amean age of 44.5 years
(SD = 9.9). Nearly half of the sample (46%) were between 18 and
39 years old, and smaller proportions were aged 40–49 years (26%),
50–59 years (20%), and 60 years or older (8%). Caregivers were more
likely to fall into the youngest age group (52%), while patients were
more evenly split between 18–39 and 40–49 years (40% each).

Educational attainment was generally high, with 68% of parti-
cipants reporting a university degree, including 72% of patients and

64% of caregivers. Smaller proportions reported completing high
school only (24%) or vocational training (8%). Household sizes
varied: 30% of participants lived in households of four ormore, 26%
lived with one other person, 22% with two others, and 22% lived
alone. Notably, a higher proportion of patients (36%) lived alone
compared to caregivers (8%), while caregivers were more likely to
live in three-person households (36% vs. 8% of patients).

Regarding clinical characteristics, among the patient group,
major depressive disorder was the most frequently reported diag-
nosis (40%), followed by bipolar disorder (36%) and schizophrenia
(24%). Caregivers reported providing support most often to indi-
viduals with schizophrenia (44%), followed by bipolar disorder
(32%) and major depression (24%).

Opinion on rating scales in general

Participants varied in their experience and attitudes toward using
rating scales (Table 2).While only a small proportion (8%) reported
completing rating scales frequently or on a weekly basis, 44% did so
occasionally (monthly), and 36% reported rarely completing them
(less than monthly). A minority (12%) stated they had never used
rating scales. Interestingly, caregivers were more likely than
patients to report occasional use (56% vs. 32%), whereas patients
more frequently reported rare use (48% vs. 24%).

Perceived helpfulness of rating scales was generally positive.
Overall, 26% of participants found them very helpful and 34%
somewhat helpful, with patients more likely to report “somewhat
helpful” (40%) compared to caregivers (28%). About 28% of the

Table 1. Participant characteristics of the patient-caregiver survey

Total,
n = 50

Patients,
n = 25

Caregivers,
n = 25

Country, n (%)

From UK 25 (50.0) 12 (48.0) 13 (52.0)

From US 25 (50.0) 13 (52.0) 12 (48.0)

Sex, n (%)

Male 14 (28.0) 7 (28.0) 7 (28.0)

Female 36 (72.0) 18 (72.0) 18 (72.0)

Age groups, n (%)

18–39 years 23 (46.0) 10 (40.0) 13 (52.0)

40–49 years 13 (26.0) 10 (40.0) 3 (12.0)

50–59 years 10 (20.0) 3 (12.0) 7 (28.0)

60+ 4 (8.0) 2 (8.0) 2 (8.0)

Age, mean (SD) 44.0 (10.2) 43.9 (10.1) 42.4 (11.4)

Education, n (%)

High school 12 (24.0) 5 (20.00) 7 (28.0)

Vocational school 4 (8.0) 2 (8.0) 2 (8.0)

University 34 (68.0) 18 (72.0) 16 (64.0)

Household size, n (%)

1 11 (22.0) 9 (36.0) 2 (8.0)

2 13 (26.0) 6 (24.0) 7 (28.0)

3 11 (22.0) 2 (8.0) 9 (36.0)

4+ 15 (30.0) 8 (32.0) 7 (28.0)

Diagnosis of patients/patients
whom caregivers provide
care for, n (%)

Bipolar disorder 17 (34.0) 9 (36.0) 8 (32.0)

Major depression 16 (32.0) 10 (40.0) 6 (24.0)

Schizophrenia 17 (34.0) 6 (24.0) 11 (44.0)

Table 2. General attitudes towards rating scales

Total,
n = 50

Patients,
n = 25

Caregivers,
n = 25

Frequency of filling out rating
scales, n (%)

Frequently/weekly 4 (8) 2 (8) 2 (8)

Occasionally/monthly 22 (44) 8 (32) 14 (56)

Rarely/less than monthly 18 (36) 12 (48) 6 (24)

Never 6 (12) 3 (12) 3 (12)

Helpfulness of rating scales,
n (%)

Very helpful 13 (26) 5 (20) 8 (32)

Somewhat helpful 17 (34) 10 (40) 7 (28)

Neutral 14 (28) 6 (24) 8 (32)

Somewhat exhausting 4 (8) 2 (8) 2 (8)

Very exhausting 2 (4) 2 (8) 0 (0)

Preference for visual output,
n (%)

Much more preferred 29 (58) 14 (56) 15 (60)

Little more preferred 14 (28) 8 (32) 6 (24)

Not preferred 7 (14) 3 (12) 4 (16)

Format of scale, n (%)

Digital 29 (58) 13 (52) 16 (64)

Paper 6 (12) 3 (12) 3 (12)

Both 15 (30) 9 (36) 6 (24)
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total sample felt neutral, and a small minority found rating scales
somewhat (8%) or very exhausting (4%).

A clear preference for visual outputs from rating tools was
evident, with 58% of participants indicating they “much more
preferred” visual formats and an additional 28% reporting a “little
more” preference. Only 14% reported no preference for visual
output. Format preferences were also explored: 58% preferred
digital formats, 12% preferred paper, and 30% liked both. Care-
givers were slightly more likely to favour digital formats (64%)
compared to patients (52%).

Opinion on the TGI-P scale

Participant feedback on the TGI-P scale is provided in Table 3. The
majority (68%) reported that the aim of the scale was very clear,
with the remaining 32% finding it somewhat clear; no participant
reported confusion about the purpose. Instructions were generally
easy to follow; 80% found them very easy, and another 16% rated
them as easy. Confidence when completing the scale was high: 76%
felt completely confident, and the remaining 24% felt somewhat
confident. No participant reported needing assistance. Most parti-
cipants (72%) completed the scale in under 5 min, with nearly all
others completing it within 5–10 min. The process of completing
the scale was described as very easy or easy by 94% of participants,
with no reports of difficulty.

Only minor wording aspects were noted, primarily relating to
items on self-harm (10%), manic symptoms (8%), and positive or
addiction symptoms (6% each), mostly among UK caregivers.
Despite these few points, the response options were deemed very
appropriate by 86% of participants, with no one finding them
inappropriate. Most participants (96%) experienced no difficulties
during completion. Regarding the scale’s visual output, a graphical
symptom profile, 58% found it very helpful, and 40% somewhat
helpful.

Most participants (74%) reported not feeling overwhelmed by
the TGI-P scale, with the highest comfort observed among UK
caregivers (85%) and UK patients (77%). A quarter of respondents
felt slightly overwhelmed, but no participants across any group
reported feeling very overwhelmed. The tool was generally not
perceived as burdensome, with 86% rating it as not at all burden-
some and no one reporting it as very burdensome. Emotional
triggering was minimal overall; 68% were not triggered, 30%
slightly triggered, and only one patient (8%) in the UK group
reported being very triggered.

When compared to other clinical rating tools, 76% of partici-
pants rated the TGI-P as better or much better, with only one
person describing it as worse. Suggestions for future improvements
included further shortening the format (50%), simplifying wording
(36%), and improving clarity of instructions (18%). The foregoing
suggestions were more frequent among UK caregivers and US
patients.

In response to the final open-ended question, 68% of partici-
pants voluntarily provided additional comments. Of these, 26%
noted that the scale was clear and easy to understand, 30% found it
helpful and elaborated on its usefulness, and 12% identified chal-
lenges or proposed suggestions for further refinement. While the
visual output and overall wording were generally well received,
several participants recommended simplifying certain terms and
including explanatory notes alongside the visual feedback to
explain its nature and purpose better. A small number of respond-
ents also reflected on the concept itself, noting that completing the
scale could be emotionally triggering.

Table 3. Results of the patient-caregiver survey

Opinion about the TGI-P
scale, N (%)

Total,
n = 50

Patients, n = 25
Caregivers,

n = 25

UK
n = 12

US
n = 13

UK
n = 13

US
n = 12

Understandability of aim

Yes, very clear 34 (68) 7 (58) 7 (54) 13 (100) 7 (58)

Somewhat clear 16 (32) 5 (42) 6 (46) 0 (0) 5 (42)

Not clear 0 (0) 0 (0) 0 (0) 0 (0) 0 (0)

Understandability of
instructions

Very easy to follow 40 (80) 10 (83) 11 (85) 13 (100) 6 (50)

Easy to follow 8 (16) 2 (17) 2 (15) 0 (0) 4 (33)

Neutral 2 (4) 0 (0) 0 (0) 0 (0) 2 (17)

Confusing 1 (2) 0 (0) 0 (0) 0 (0) 0 (0)

Level of confidence when
filling the scale

Yes, completely 38 (76) 7 (58) 11 (85) 12 (92) 8 (67)

Somewhat 12 (24) 5 (42) 2 (15) 1 (8) 4 (33)

No, I needed help 0 (0) 0 (0) 0 (0) 0 (0) 0 (0)

Length of filling out

Less than 5 min 36 (72) 10 (83) 9 (69) 8 (62) 9 (75)

5–10 min 13 (26) 2 (17) 4 (31) 5 (38) 2 (17)

More than 10 min 1 (2) 0 (0) 0 (0) 0 (0) 1 (8)

Easiness of filling out

Very easy 31 (62) 6 (50) 8 (62) 11 (85) 6 (50)

Easy 16 (32) 5 (42) 5 (38) 1 (8) 5 (42)

Neutral 3 (6) 1 (8) 0 (0) 1 (8) 1 (8)

Difficult 0 (0) 0 (0) 0 (0) 0 (0) 0 (0)

Very difficult 0 (0) 0 (0) 0 (0) 0 (0) 0 (0)

Difficulties during filling out

No difficulties 48 (96) 11 (91) 13 (100) 13 (100) 11 (91)

A few minor difficulties 2 (4) 1 (8) 0 (0) 0 (0) 1 (8)

Many difficulties 0 (0) 0 (0) 0 (0) 0 (0) 0 (0)

Understandability of
wordinga

Question 1 – Positive
symptoms

3 (6) 1 (8) 0 (0) 2 (15) 0 (0)

Question 2 – Hostility
symptoms

1 (2) 0 (0) 0 (0) 1 (8) 0 (0)

Question 3 – Manic
symptoms

4 (8) 2 (17) 0 (0) 2 (15) 0 (0)

Question 4 – Addiction
symptoms

3 (6) 1 (8) 0 (0) 1 (8) 1 (8)

Question 5 – Sleep
symptoms

1 (2) 0 (0) 0 (0) 1 (8) 0 (0)

Question 6 – Negative
symptoms

1 (2) 0 (0) 0 (0) 1 (8) 0 (0)

Question 7 – Self-harm
symptoms

5 (10) 1 (8) 1 (8) 2 (15) 1 (8)

Question 8 – Depressive
symptoms

1 (2) 0 (0) 0 (0) 1 (8) 0 (0)

Continued
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Finalisation of the TGI-P scale patient and informant versions

Following analysis of participant feedback from the survey, the
patient and informant versions of the TGI-P scale were finalized
through targeted refinements. While the total number of items
remained unchanged, several questions were reworded to improve
clarity, address commonly reported challenges, and reduce perceived

complexity. Notably, the phrasing of each itemwas adjusted to begin
unanimously for patients with: “In the past week, how severe were
your symptoms/experiences of…,” and for informants with: “In the
past week, how severe were the symptoms/experiences of the person
you provide care for in terms of….” These revisions aimed to anchor
responses more clearly within a defined time frame and to improve
interpretability across both TGI-P user groups. The refinementwas a
collaborative work involving all members of the development team.
Details of wording changes are in the Supplementary Material.

In response to concerns about the clarity of the visual output, the
introductory texts were also revised to better explain the scale’s
purpose and how results are used. For patients, the updated instruc-
tion now reads: “The TGI-P scale is designed to provide a global
overview of your symptoms and mental health experiences over the
past 7 days. Please read each question carefully and rate how severe
these symptoms and/or experiences have been for you onaverage during
the past week, using a scale from 1 (not at all/normal) to 7 (extreme). If
you did not experience a particular symptom, please select 1. Your
responses will be plotted onto a symptom map, creating a clinical
footprint of your current state – helping your care team better under-
stand your overall symptomprofile and areas thatmay need attention.”

For informants, the corresponding version states: “The TGI-P
scale is designed to provide a global overview of the symptoms and
mental health experiences of the one you provide care for over the
past 7 days. Please read each question carefully and rate how severe
these symptoms and/or experiences have been for the one you provide
care for on average during the past week, using a scale from 1 (not at
all/normal) to 7 (extreme). If they did not experience a particular
symptom, please select 1. Your responses will be plotted onto a
symptom map, creating a clinical footprint of their current state –
helping the care team better understand their overall symptom
profile and areas that may need attention.”

The final pen-and-paper versions of the TGI-P patient and
informant scales are in the Supplement.

Discussion

Summary of key findings

The findings based on the user satisfaction/feasibility study support
the usability, acceptability, and clarity of the TGI-P patient and
informant scales.Most participants found the tool quick and easy to
complete, with clear instructions and appropriate response options.
The visual symptom map was well received, and the scale was
generally preferred over traditional tools. Presenting the symptom
composition, as opposed to using a composite score (which is a
commonmethod for summarizing scalemeasurements), may allow
clinicians to describe individual symptoms more clearly to patients
and caregivers. This approach is especially relevant when the TG-P
is filled out regularly and, therefore, symptom evolution is tracked
via the change of the symptom map; the closer the shape moves to
the middle, the less severe the symptoms are. Results of the survey
also support this by showing that patients and caregivers have a
clear preference for visual output.

The findings suggest that the TGI-P scale is broadly acceptable
in terms of emotional and cognitive load, though slight emotional
responses and perceived burden among some participants warrant
attention in future implementations. Indeed, one third of the
patients felt slightly triggered when completing the scale, which
might require attention, particularly in case of vulnerable individ-
uals. All in all, the results suggest preliminary feasibility of using the
scale in everyday practice.

Table 3. Continued

Opinion about the TGI-P
scale, N (%)

Total,
n = 50

Patients, n = 25
Caregivers,

n = 25

UK
n = 12

US
n = 13

UK
n = 13

US
n = 12

Question 9 – Cognitive
symptoms

1 (2) 0 (0) 0 (0) 1 (8) 0 (0)

Question 10 – Anxiety
symptoms

1 (2) 0 (0) 0 (0) 1 (8) 0 (0)

Evaluation of scale response
options

Very appropriate 43 (86) 9 (75) 13 (100) 11 (85) 10 (83)

Somewhat appropriate 7 (14) 3 (25) 0 (0) 2 (15) 2 (17)

Not appropriate 0 (0) 0 (0) 0 (0) 0 (0) 0 (0)

Evaluation of visual output

Very helpful 29 (58) 6 (50) 7 (54) 10 (77) 6 (50)

Somewhat helpful 20 (40) 6 (50) 6 (46) 3 (23) 5 (42)

Not helpful 1 (2) 0 (0) 0 (0) 0 (0) 1 (8)

Overwhelmingness

Not at all overwhelmed 37 (74) 8 (67) 11 (85) 10 (77) 8 (67)

Slightly overwhelmed 13 (26) 4 (33) 2 (15) 3 (23) 4 (33)

Very overwhelmed 0 (0) 0 (0) 0 (0) 0 (0) 0 (0)

Burden

Not at all burdensome 43 (86) 10 (83) 12 (92) 12 (92) 9 (75)

Slightly burdensome 7 (14) 2 (17) 1 (8) 1 (8) 3 (25)

Very burdensome 0 (0) 0 (0) 0 (0) 0 (0) 0 (0)

Emotional trigger

Not at all triggered 34 (68) 7 (58) 9 (69) 10 (77) 8 (67)

Slightly triggered 15 (30) 4 (33) 4 (31) 3 (23) 4 (33)

Very triggered 1 (2) 1 (8) 0 (0) 0 (0) 0 (0)

Comparison to other scales

Much better 16 (32) 2 (17) 2 (15) 9 (69) 3 (25)

Better 22 (44) 7 (58) 6 (46) 4 (31) 5 (42)

About the same 11 (22) 3 (25) 5 (38) 0 (0) 3 (25)

Worse 1 (2) 0 (0) 0 (0) 0 (0) 1 (8)

Much worse 0 (0) 0 (0) 0 (0) 0 (0) 0 (0)

Future improvements

Shorter formats 25 (50) 4 (33) 4 (31) 9 (69) 8 (67)

Simpler wording 18 (36) 6 (50) 3 (23) 7 (54) 2 (17)

Clearer instructions 9 (18) 4 (33) 1 (8) 2 (15) 2 (17)

Other 2 (4) 0 (0) 1 (8) 0 (0) 1 (8)

aonly ‘No’ answers displayed.
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The role of TGI-P in advancing measurement-based care
through triangle of care

The present findings align with growing interest in incorporating
patient and informant perspectives into psychiatric care [24]. Pre-
vious research highlights the value of multi-informant ratings,
particularly in chronic mental illness, where insight and symptom
variability may impact clinician-only assessments [17, 18]. Patient-
and informant-reported tools can capture subjective distress, iden-
tify unmet needs, and improve engagement in care [21]. However,
common concerns with these tools include complexity, emotional
burden, and questionable alignment with clinician assessments
[22]. The TGI-P patient and informant versions address many of
these limitations by being brief and intuitive. Additionally, the
visual output of the TGI-P, a symptom map, provides a novel
way to describe clinical states and also an opportunity to discuss
areas that need further support with patients and informants
openly. By comparing the three versions of the TGI-P, with just
one look, clinicians have the ability to get a comprehensive picture
of the symptom complex the patient experiences from multiple
perspectives, which can also be tracked over time and put into the
context of treatment changes.

Limitations

Several limitations must be acknowledged. First of all, the present
study was a user satisfaction/feasibility study, which cannot provide
information on validity and reliability. Therefore, proper psycho-
metric testing is underway, focusing on reliability, construct valid-
ity, and inter-rater agreement with clinician-rated versions. Second,
the survey sample was relatively small and limited to the UK and
US. Third, the high average educational attainment may have
positively biased results regarding scale clarity and usability. Edu-
cation is an important factor when analysing feasibility and user
satisfaction as higher educational attainment may increase the
likelihood of favourable results. Fourth, patients and caregivers
were not matched, so that results could not be compared. Fifth,
psychiatric diagnoses were self-reported, and no external verifica-
tion was obtained. Finally, the TGI-P scales are symptom-focused.
However, to provide a broader, transdiagnostic assessment plat-
form of meaningful clinical outcomes that can inform care, several
additional TGI scales are being developed concurrently. These
include the TGI – Adverse Events, TGI – Functioning, TGI –

Caregiver burden, TGI – Satisfaction with Life, and TGI – Satis-
faction with Care scales. Except for the TGI Satisfaction with Life
and TGI Satisfaction with Care scales that are patient-rated only, all
other TGI scales are developed as a clinician, patient and informant
version.

Future research

Future research is needed to establish the validity and reliability of
the TGI-P scales. Such studies will need to include large and diverse
populations, and test the implementation of the TGI-P Patient
and/or TGI-P Informant versions across different treatment set-
tings. To this end, psychometric validation of the TGI-P patient and
informant versions together with the TGI-P Clinician version is
currently ongoing, including assessment of reliability, construct
validity, and inter-rater agreement with clinician-rated versions.
Longitudinal data collection will further help evaluate the scale’s
sensitivity to change and its utility in routine monitoring as part of
clinical care. In addition, the impact on overall satisfaction with

care and cost effectiveness of treatment when routinely implement-
ing TGI-P is a future research consideration [25].

Conclusion

The TGI-P patient and informant scales were developed to offer a
brief, transdiagnostic tool suitable for routine clinical use. Designed
to complement the clinician-rated version, these two companion
scales empower patients and informants to contribute to the under-
standing of symptom severity across 10 domains. The visual output
of the TGI-P may support shared understanding and decision-
making between clinicians, patients, and families. With proper
validation, the TGI-P scales (alone or together with the additional
TGI scales that are being developed) are hoped to help bridge the
gap between time-consuming measurement-based research data
collection in selected patient samples and scalable and informative
MBC implemented as part of real-world psychiatric practice.
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