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A B S T R A C T

Global Assessment of Functioning (GAF) is a single measure of overall psychosocial impairment caused by
mental factors, constituting Axis V of the Diagnostic and Statistical manual of Mental disorders, third and
fourth versions. Despite its widespread use, several challenges and shortcomings have been discussed
the last three decades. The current article describes some of the more serious challenges of the GAF
manual, and presents a revised version more in accordance with the nature of this clinical construct.
Some crucial aspects of the understanding of GAF and general guidelines for scoring are also discussed.

© 2018 Elsevier Masson SAS. All rights reserved.

1. Background

The first standardised instrument for assessing patients overall
mental health was introduced more than 50 years ago when Lester
Luborsky introduced his Health-Sickness Rating Scale (HSRS) [1].
Later on, Endicott and colleagues [2] modified the original
instrument into the Global Assessment Scale (GAS). Both HSRS
and GAS are single 100-point rating scales reflecting overall
functioning, and are evaluated on a continuum ranging from score
1, representing the hypothetically sickest, to score 100, represent-
ing the hypothetically healthiest individual. In the third edition of
the Diagnostic and Statistical Manual of Mental disorders (DSM-III)
[3] axis V was introduced as a measure of “adaptive functioning”,
scored on a 7-point scale ranging from superior to grossly
impaired. In DSM-III-R [4], the Global Assessment of Functioning
scale (GAF) replaced this axis V for an observer-based assessment
of psychological, social, and occupational functioning. The GAF
scale was based on the GAS, although the upper range from 91 to
100 was omitted. Within DSM-IV [5], the GAF scale was extended
to a 100-point scale. In 2013, the American Psychiatric Association
[6] introduced the fifth version of the Diagnostic and Statistical
Manual of Mental Disorders (DSM–5). In this version, the axis
system was removed, and GAF is no longer an element of the DSM
classification system [7].

The GAF is intended to be a single measure of overall
impairment caused by mental factors. It’s intended use is to
communicate the level of severity and impairment, indicate the
need of professional help, and reflect improvement or change over
time. It is a generic measure, not related to any specific diagnosis.
By reflecting the level of severity, GAF provides important
additional information to the categorical diagnostic classifications,
and the extensive use of this measure over the years confirms its
importance.

The reliability of GAF scores has been proven to be acceptable,
especially under conditions when raters are experienced and
trained [8–13]. As to the validity of GAF, several studies have
focused on its associations with other clinical phenomena. Some of
these studies have found the validity to be only modest [14–16],
but other studies have found significant associations between GAF
scores and the presence of axis-II pathology, self reported
symptom distress, interpersonal problems, as well as social
functioning [9,17–18].

However, there has been, and still is, some scepticism
concerning the use of one single scale to assess both the level of
psychological symptoms and social and occupational functioning
[14,19–22]. Since these three dimensions do not always vary
together it will constitute a challenge to both the reliability of the
GAF scores and the validity of the inferences drawn from these.
This scepticism has lead to several studies of the GAF scale, and a
review by Goldman and colleagues [14] suggested the need for
different measures for different areas of functioning. As a potential
solution, they introduced the ‘Social and Occupational Functioning
Assessment Scale’ (SOFAS), which became a supplement for
further research under axis V of the DSM-IV. However, in routine
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clinical settings the traditional GAF scale is far more frequently
used than SOFAS.

In the GAF manual, ten main intervals are described by
examples of symptoms and functional impairment, separated by
“and/or” in the text. This makes it easy to form two separate
scales; one for symptoms- and one for functional impairment. A
study of such a simple split version of the traditional GAF scale
was conducted by Jones and colleagues [23], concluding that
these two separate scales had different patterns of validity. Then,
in 1998 Karterud and colleagues [24] constructed a Norwegian
version of a split GAF scale. The manual was the same as for the
original GAF scale except that the symptom- and function
descriptions were kept on different sheets and rated separately.
The validity of this split version is reported in a study by Pedersen
and Karterud [18].

In 1980 WHO published the International Classification of
Impairments, Disabilities and Handicaps (ICIDH). After some
years of revision, the International Classification of Functioning,
Disability and Health (ICF) was introduced, and later operation-
alized by the WHO Disability Assessment Schedule (WHODAS)
[25]. In several ways ICF is a reasonable alternative to GAF since it
represents a generic measure covering six different areas of
disability: Cognition (understanding and communicating), Mo-
bility (getting around), Self-care, Interpersonal (getting along),
Life activities (Household and Work), and Participation in society.
However, as it is more comprehensive than GAF, a full interview
based assessment is more time consuming. Another reason to
assume that WHODAS would not completely replace GAF as a
routine measure among mental health care professionals and
researchers is that WHODAS is merely a measure of functioning,
and not focused on the level of symptom severity. In this respect
WHODAS has some clear disadvantages compared to GAF as a
routine measure of change with respect to overall levels of
severity.

2. Challenges and shortcomings of GAF

There is still a potential for improvement of the GAF manual as
we know it today [20,26]. A qualitative study emphasized several
weaknesses of the GAF manual [26]. Clinicians reported that poor
examples and lack of continuity caused difficulties in choosing an
interval or distinguishing between intervals. Moreover, essential
misunderstandings of the nature of GAF were also disclosed. Some
raters preferred specific, clear, and unambiguous criteria, and
examples, and some wanted rules of thumbs – like that a GAF score
of 40 was a cut-off level for psychotic symptoms.

Of specific concern are several ambiguous keywords and anchor
points along the scale, which gives an unfortunate width of
interpretations, introducing decreased levels of reliability and
clinical utility. Of most concern is the lack of continuity, especially
at the low end of the scale where GAF goes from addressing general
severity to danger of hurting oneself or others (GAF levels 1–20). A
classical example of the last was seen in the report from the first
court-appointed psychiatrists in the Norwegian mass murder case
(The ”Breivik-case”), where extremely low GAF scores were given
[27–29]. Here, the psychiatrists were right with respect to the GAF
manual, but wrong according to GAF as a continuous clinical
construct. Danger of hurting oneself or others is certainly present
among people with scores higher up on the GAF scale. With
keywords such as recurrent violence and suicide attempts, the GAF
manual gives examples of behavior or symptoms that have nothing
to do with GAF. GAF is not a measure of suicide risk or violence. As
it is, the GAF manual does not represent a continuous hypothetical
clinical construct.

The GAF manual instructs raters to consider psychological,
social, and occupational functioning on a hypothetical

continuum of mental health-/illness. This implies that specific
symptoms or impairments in social functioning have to be
evaluated at a more general level of clinical relevance, and not
isolated. Moreover, each of the ten intervals of the GAF manual
should represent a gradual increase in symptom severity and
functional impairment. The keywords and examples within each
of the intervals have to be descriptive, delineating, and clinically
relevant. According to this, obvious weakness was apparent in
the current manual. Some examples were not descriptive in
respect to what GAF is measuring, i.e. ’frequent shoplifting’,
’occasional truancy’, ’theft within the household’. Some are less
delineating, such as ’occasional argument with family mem-
bers’, ’few friends’, ’no friends’, and ’acts grossly inappropriate-
ly’, or less relevant, such as ’child frequently beats up younger
children, defiant at home’.

3. A moderate, but necessary revision of the GAF manual

After years of dealing with and explaining these shortcomings
during teaching courses in GAF assessment, a group of experienced
researchers and clinicians from the Research Group for Personality
Psychiatry at the University of Oslo, and The Norwegian National
Advisory Unit for Personality Psychiatry, at the Oslo University
Hospital, Norway, recently, decided to improve the most promi-
nent shortcomings of the GAF manual. This resulted in a new,
revised split version of GAF (Appendix A in Supplementary
material), where some keywords and examples were changed
and/or replaced, so that the intervals represent a clinically
coherent continuum. This newly, revised GAF scale does not
represent a radical change or substantial shift in the meaning of the
construct. For raters who have scored GAF with an overall
understanding of its continuity, the revision represents little, if
any, practical importance. The most prominent changes are among
the descriptions and examples at GAF levels 1–30, and especially
between 1 and 20. The revised GAF manual has replaced
unfortunate phrases and examples with new, more descriptive,
relevant and unambiguous examples. Furthermore, the pedagogic
intervals are made more coherent with respect to the dimension-
ality of the GAF construct.

4. The nature of GAF and its implications for general scoring
guidelines

GAF is a clinical construct without any natural measurement
scale or unit of measurement. It is purely something we imagine,
and it is crucial that raters of GAF share the same imagination. A
common understanding of the GAF construct has therefore to be
established. Furthermore, common scoring instructions must be
made. Moreover, reliable and valid GAF scores depend not only on
the raters obtaining understanding by reading manuals or
instructions, but at least as important, on practice, clinical
experience, and on calibrating one’s ratings by discussing with
colleagues.

As it is constructed, the GAF scale represents a latent
continuous measure scored from 1 to 100, where score 1
represents the worst imaginable level of symptom severity and
impairment of psychosocial functioning, and score 100 represents
the, hypothetically, most optimal level. For such a hypothetical
scale to capture all observable variations, it is implicit that the top
(100) and bottom (1) of the scale are merely theoretical sizes. The
GAF scale includes ten intervals, but not distinct cut-off levels.
The examples and keywords within each interval should be seen
as a description of the midst point within the interval, i.e 45, 55,
65, not a description of the whole interval. The evaluations should
then focus on whether a patient’s score is at, above, or below this
score-level.
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