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ABSTRACT

THE CONSTRUCT VALIDITY OF A SELF-REPORT
INSTRUMENT IN MENTAL HEALTH
EVALUATION
By

Lorraine LaFerriere

Research in mental health evaluation has evolved primarily
during the last twenty years, with attention focused on issues of
methodology and design (Campbell and Stanley, 1963; Kenny, 1975) and
more recently on issues of measurement (Waskow and Parloff, 1975;
Erickson, 1975; Ellsworth, 1975). An emerging consensus suggests
that evaluating mental health programs requires more than traditional
length-of-stay and rehospitalization measures; measures of how the
patient is functioning socially and psychologically are necessary
to determine whether patients truly benefit from treatment. Less
consensus appears around what measures should be used, and whether
they should be based on the client's own report of his functioning,
or a clinician's or significant other's report

This study is an examination of the validity of a client's
self-report instrument in mental health evaluation. The study was
part of a larger effort to pilot test a set of procedures and instru-
ments in outcome evaluation, jointly sponsored by the Michigan

Department of Mental Health and the Urban Institute. In 1977-1978,
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the pilot was implemented in five community outpatient units and two
inpatient units. Several hundred outpatients and inpatients were
asked to complete pre- and post-treatment questionnaires about their
psychological and social functioning, and to name a "significant
other" who would complete similar questionnaires. Clinicians rated
the clients' symptomatic disturbance at intake. A random sample of
several hundred community residents also completed the self-report
instrument.

A substantial portion of the eligible populations, especially
inpatients, did not complete questionnaires at intake and/or at
follow-up. Data loss analysis indicates the subjects completing
questionnaires were less disturbed and were of a higher socioeconomic
status than subjects not completing questionnaires. Thus, the
generalizability of the findings are limited to the healthier
portion of inpatients and outpatients.

The primary instrument in this study, the Brief Symptom
Inventory (BSI), was selected for its ease of administration, poten-
tial applicability for outpatients as well as inpatients, and the
well established psychometric properties of its parent instrument,
the SCL-90 (Derogatis, 1977). In examining the construct validity
of the BSI for evaluation purposes, three criteria were established
--whether the scores (a) differentiated between inpatients, out-
patients and community residents; (b) were congruent with other
measures of symptom disturbance; and (c) were sensitive to pre- and

post-treatment changes in symptom disturbance.




Lorraine LaFerriere

Results of the study indicate the BSI has construct validity
for women, but not for men. Most of the validity criteria were
satisfied for female outpatients and inpatients. By contrast, male
inpatients did not report significantly more symptoms than male out-
patients, nor did either sample of men report a lessening of
symptoms after treatment. The correspondence between the BSI and
reports of symptoms by clinicians and significant others was greater
for outpatients than for inpatients, with the lowest correspondence
being for male inpatients.

Investigation of the validity of the BSI is confounded with
other possible factors, including possible inherent sex differences
in the experience and/or reporting of symptoms; methodological ques-
tions regarding measurement of change; and some evidence that
symptomatic disturbance may be more salient factors for women
seeking and benefitting from treatment than men. Further research
is necessary to examine these issues in more depth.

The evidence from this study suggests that while the BSI may
be a valid instrument for use with outpatients, it is not valid
for use with inpatients. The construct validity of this scale is
strongest for female outpatients, and weakest for male inpatients.
The combined results of a high percentage of data loss and the lack
of instrument validity for males render this self-report model
inappropriate for evaluating the effectiveness of mental health

services.
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INTRODUCTION

State and community mental health treatment programs are
serving an increasing number of people experiencing a variety of
emotional and behavioral problems. In order to provide these serv-
ices, state and federal agencies have been increasing the funds avail-
able to these treatment programs, with the expectation that effective
services will be provided to the treatment recipients. Many of these
agencies, however, are not able to measure the effectiveness of their
programs. Objective and quantifiable evidence of the impact of
treatment is not routinely available to persons administering,
funding and evaluating the programs.

A well-designed evaluation system can provide information for
a variety of decisions. At a minimum, the type and degree of disturb-
ances and problems characteristic of the population served can be
known. Hypotheses regarding the impact of certain types of treatment
for certain types of client problems can be generated. Successive
tests of these hypotheses will bring the evaluator closer to measuring
the "true" effectiveness of the treatment program. This information
can help identify which programs appear to be successful and not
successful in treating certain types of clients. When the evaluator
has identified those program variables influencing the less desirable

outcomes, the programs can be re-designed to improve an evaluation



system. If the instruments are not appropriate for the population
being assessed, if their psychometric properties are questionable, or
if completing them is too time consuming or confusing, the entire
evaluation system is in jeopardy. The selection of the instruments
is one of the most important steps in designing an evaluation system.

Current research in outcome evaluation (Waskow and Parloff,
1975; Erickson, 1975; Ellsworth, 1975) suggests that outcomes should
be meaﬁured on a variety of dimensions, primarily including the social
and psychological functioning of the clients. No one single instru-
ment has emerged as a "best" measure for outcome evaluation; often,
the use of several measures completed by different informants familiar
with the client's functioning is ideally recommended.

The recommended composite of evaluation instruments typically
includes a report from the client about his or her emotional state.
Client self-report instruments, especially symptom checklists, are
seen as easy to complete and score, and as allowing clients to report
systematically on a variety of psychiatric problems (Derogatis, 1974;
Schainblatt, 1978). Questions remain, however, as to which instru-
ments are most appropriate for Qhat types of clients; research efforts
to date have not systematically addressed this issue.

Given the lack of consensus regarding which instruments are
most useful in measuring the effectiveness of mental health programs,
the instruments selected for a system should be pilot tested and then
assessed according to criteria relevant to their intended use. Unless

this step precedes the actual utilization of the evaluation data, the




evaluator will not be able to determine whether the results reflect
the strengths or weaknesses of the instrument or the actual outcome
of treatment.

The usual approach to assessing an instrument is to investi-
gate its psychometric properties. If reasonably high reliabilities
are established for an instrument and it meets some validity criteria,
the instrument becomes commercially available and may be used for a
variety of purposes. Its use may or may not relate to the original
purpose(s) for which it was designed. This approach to selecting an
instrument is not sufficient to insure the instrument is used in an
appropriate context.

This study is an assessment of the validity of an instrument
selected for use in a pilot project evaluating mental health treatment
programs. The instrument, the Brief Symptom Inventory (BSI)
(Derogatis, 1977) is a 53-item questionnaire measuring the self report
of the respondent's psychological symptoms. The BSI was selected for
this study for several reésons. First, it incorporates many of the
advantages of its parent instruments, the SCL-90 (Derogatis, 1977)
and the HSCL (Derogatis et al., 1974), which have estainshed relia-
bility and validity properties, and have been used extensively in
psychological assessment research. The BSI has the advantage of being
shorter than the SCL-90 and includes more symptoms manifested by both
outpatients and inpatients than the HSCL. Finally, the BSI is an
instrument similar to those being used or recommended by many state
and federal agencies developing mental health evaluation systems. As

such, it is representative of an approach to mental health evaluation



that could be incorporated into the evaluation of hundreds of pub-
licly funded mental health programs

In assessing the BSI, this study addresses several questions
relevant to establishing the instrument's construct validity. Does
the BSI accurately assess the client's psychological symptoms at
intake and follow-up? Does it differentiate among groups of people
with inpatient, outpatient or "normal" status? Is the symptomatic
disturbance measured by the BSI congruent with the clinician and a
significant other's report of the patient's symptomatic distrubance?
Does the BSI reflect change that would be predicted on the basis of
clinical experience and prior research?

This study is one step in assessing an evaluation system being
pilot tested by the Michigan Department of Mental Health. Other
aspects of the pilot--the social functioning and client satisfaction
measures, the feasibility and cost of administering the system and
the efficiency of the procedures--are being assessed in separate
studies. The evaluation model used in this pilot was tested in out-
patient and inpatient units in Clinton, Eaton and Ingham counties to
determine whether it is an appropriate model to implement on a state-
wide basis. Several hundred inpatients, outpatients and non-patients
were tested at pre- and post-treatment intervals. The system incor-
porated many of the design features recommended in national reports
of evaluation strategies; as such, it parallels several other states'
efforts to develop statewide evaluation systems.

The results of this inquiry will further refine the informa-

tion available to evaluators regarding the selection of appropriate




instruments for evaluating treatment programs. It will explore the
usefulness of the instrument with regard to particular aspects of the
evaluation system and identify the types of patients and symptom
disturbance measurable by this instrument. The large sample of out-
patients, inpatients and non-patients available to test these issues,
as well as the multiplicity of instrumentation in this study, should
provide uniquely valuable information in the design of an evaluation

system.



LITERATURE REVIEW

The literature relevant to this study is drawn from several
different areas of inquiry. In order to test one aspect of an eval-
uation system, the design of the entire system must be theoretically
and practically sound. The validity of the BSI in measuring treat-
ment outcome is intricately related to the other aspects of the
system--in particular, the selection of a multiple core battery of
instruments and the methodology used to assess the impact of treat-
ment.

The results of previous psychotherapy outcome research are
also relevant to this project. An awareness of outcomes of other
studies assessing the effectiveness of both outpatient and inpatient
programs places this study in better context. If one assumes treat-
ment programs help some people and do not help others, the question
becomes, "How do you design a system which measures that change?"
Reviews of previous studies measuring treatment effectiveness are
helpful in the formulation of hypotheses and subsequent analysis of
the results of this study.

The literature review begins with a discussion of the Brief
Symptom Inventory, its history, development, and psychometric proper-
ties. The approach to establishing the validity of the BSI is then
discussed. Following the discussion of the validation of the BSI is
a review of literature relevant to designing an evaluation system,

6



particularly selecting the instruments and controversial methodologi-
cal issues in measuring change. Finally, the results of other out-
come studies, including psychotherapy research and inpatient treat-

ment programs, are reviewed.

The Brief Symptom Inventory

History and Development

The Brief Symptom Inventory has developed over a number of
years in conjunction with efforts to establish a reliable and valid
method of assessing psychological symptomatology through a patient
self-report mechanism. These efforts can be traced to the Cornell
Medical Index (Wider, 1948) and the "Discomfort Scale" (Parloff,
1953). The Clinical Psychometrics Research Unit at John Hopkins has
extended this work into the development of the Hopkins Symptom Check-
list and the SCL-90-R (Derogatis, 1971, 1972, 1974). Each of these
instruments has refined and improved the self-report of psychological
symptoms as an assessment tool.

The Brief Symptom Inventory (BSI) is a brief form of the SCL-
90-R. The subject is instructed to indicate on a five-point scale
how much he was bothered by a 1ist of 53 symptoms during the last
week. The responses range from "not at all" to "a great deal." The
53 items on the BSI are those items which had the highest factor
loadings on the nine primary symptoms scales of the SCL-90-R. The
BSI takes approximately ten minutes to complete, and was designed for
use with the debilitated patient who cannot complete the 90-item

SCL-90-R and for use in a mental health clinic where the number of




clients seeking treatment precludes a more lengthy psychological
assessment.

The BSI measures symptomatic disturbance along the same nine
primary dimensions and three global indices as the SCL-90-R. The
primary dimensions are: Somatization, Obsessive-Compulsive, Inter-
personal Sensitivity, Depression, Anxiety, Hostility, Phobic Anxiety,
Paranoid Ideation, Psychoticism. These symptom dimension scores pro-
vide a profile of the nature and intensity of the patient's symptoms
along standard, clinically recognizable classifications of psycho-
pathology. The scores also provide discrete information about
significant details of the patient's condition, including his suici-
dal tendencies, expérience of guilt, and aggressive or violent
thoughts.

Three global indices of symptomatic disturbance are also
derived in scoring the BSI. The General Severity Index (GSI) is the
average symptom score and is the best single indicator of the dis-
turbance level. The Positive Symptom Total (PST) equals the number
of symptoms endorsed. The Positive Symptom Distress Index (PSDI)
measures the intensity of symptom distress when all zero responses
(no disturbance) are eliminated.

Derogatis (1977) reports several advantages to using a psy-
chological self-report instrument. The primary advantage is its
reflection of the patient's experience of psychological distress.
This subjective report of the patient's perception of his inner-state
is unique and valuable information for the clinician and researcher.

Other advantages of the self-report symptom checklist include ease



of administration, the minimal professional time required for assess-
ment, and actuarial methods of scoring and interpretation.

The self-report symptom inventory has a variety of potential
uses. The SCL-90 has been used as a screening instrument to deter-
“mine need for mental health service (Craig and Abeloff, 1974) and as
a standard source of information regarding the clinical status of a
patient. Derogatis also reports that the self-report inventory has
become a frequent means of operationally defining "normality" versus

"abnormality" (Derogatis, 1977).

Psychometric Properties

Although the reliability and validity of the BSI has not been
formally tested, these properties of the SCL-90 have been established.
Because the BSI is a subset of the most critical items in the SCL-
90-R, the psychometric testing of the parent instrument is relevant
"to establishing reliability and validity propertfes of the BSI. This
relevancy is supported by evidence of correlations ranging from .92
to .98 on the similar symptom dimension scores of the BSI and SCL-
90-R (Derogatis, 1977).

Both the internal consistency and test-retest reliability of
the SCL-90 for outpatients have been established with coefficients
ranging from .77 to .90 (Derogatis, Rickels and Rock, 1976; Derogatis,
1977; Edwards, 1977). The high internal consistency coefficients
indicate the homogeneity with which the items selected to represent
each symptom construct actually reflect the underlying factor. The
stability of the report over time was established by the high cor-

relations between the reports of 90 outpatients assessed twice during
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a one-week interval. A recent study assessing the reliability of
five self-report symptom inventories for a nonpatient and outpatient
sample concluded that the SCL-90 approaches perfect reliability in
terms of internal consistency and test-retest reliability (Edwards,
1977).

Several studies have explored different aspects of the
validity of the SCL-90. A major study of the concurrent validity
compared scales of the "90" with similar scales of the MMPI (Derogatis,
Rickels and Rock, 1976). MMPI clinical scales, as well as Wiggins
content scales and Tryon cluster scales correlated highly (range from
.40 to .75 with a sample of 219 symptomatic volunteers) with compar-
able SCL-90 scales. Similarly high correlations were found in a con-
current validation study of the "90" with the Middlesex Hospital
Questionnaire (Boleloucky and Horvath, 1974).

~ The discriminative validity of the "90" has been investigated
in two studies of medical patients judged to be likely to manifest
psychological symptoms. Both Craig and Abeloff (1974) and Abeloff
and Derogatis (1977) found that cancer patient's symptom profiles on
the "90" were similar to these of psychiatric patients. A study of
clinical depression among participants in a methadone maintenance
program found the scales of the "90" to discriminate between the
depressed and non-depressed groups (Weissman, et al., 1976).

Construct validity of the "90" was investigated to determine
the correlation between the operations of measurement and the theo-
retical constructs which they purport to measure. Derogatis and

Cleary (1977) completed a study in which factor scores on the nine
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primary dimensions (sample of 1,000 outpatients) were rotated and
compared with hypothesized structure of the "90". The match between
the theoretical and empirical structures was quite high, thus estab-
lishing supportive evidence for the construct validity of the SCL-
90-R.

Unfortunately, the reports on the validity and reliability
of the "90" have been limited primarily to studies using outpatient
and nonpatient samples. One report (Derogatis, 1977) found SCL-90
scores gathered on 200 inpatients were two standard deviations above
the nonpatient sample, but did not systematically assess the discrim-
inant validity of the "90" with inpatients. The validity of the "90"
in measuring treatment effectiveness also has not been established.
Although Derogatis (1977) reported that inpatient scores fell about
one standard deviation (measured against community norms) from admis-
sion to discharge, similar reports on change scores for outpatients
have not been reported.

These studies indicate substantial reliability and validity
of the SCL-90 in assessing outpatients' and nonpatients' self-report
of symptomatic disturbance. Derogatis' initial reports suggest the
SCL-90 is valid for inpatients, but this has not clearly been estab-
lished, particularly as an instrument sensitive to pre- and post-
treatment change in symptomatic disturbance. Because these investi-
gations of the psychometric properties of the "90" serve as a proxy
measure for the reliability and validity of the BSI, they bear on
this study's construct validation of the BSI. Particular attention

must be paid to whether the BSI is valid for inpatients, and is
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sensitive to pre- and post-treatment differences in the inpatient

and outpatient populations.

Factor Structure of the SCL-90

Investigations of the factor structure of the SCL-90 began
with factor analysis of the original 58-item HSCL (Derogatis, Lipman,
'Covi, Richels, 1971, 1972). These studies revealed that depression
and anxiety factors accounted for the bulk of the variance, and had
factorial invariance across social class and psychiatric diagnosis.

The SCL-90 was created by the addition of 32 items concerned
with symptoms of more serious psychopathology to the HSCL. Derogatis
and Cleary (1977) found the "90" to have factorial invariance across
sex on all nine of its primary symptom dimensions. Lipman, Covi and
Shaprio (1977) identified eight similar factors in a study involving
chemotherapy of depressed patients.

A recent study by Hoffman and Overall (1978) was prompted by
their concern that previous factor studies of the "90" had been con-
ducted on patients selected for symptoms of anxiety and/or depression.
Using a clinic population unselected for diagnosis and representative
of an outpatient population, they found the rotated factors of the
“90" to be quite similar to the responses of anxious or depressed
patients. They found the Depression, Somatization and Phobic Anxiety
factors to be the most clearly defined, and most consistent with other
work on the HSCL and SCL-90. However, the large portion of the
variance accounted for by the first unrotated factor and the high

intercorrelations among factors suggest that the "90" measures more
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of a general complaint or general discomfort dimension than distinct
dimensions of psychopathology. Therefore, they recommend limiting
the use of the SCL-90 to its measurement of global disturbance level,
rather than individual symptom scales.

Investigation of the factor structure of the SCL-90 has
direct bearing on the present study of the validity of the BSI.
Because no studies of the factor structure of the BSI have been
reported, the structure must be assumed to be no better defined than
that of the "90". Therefore, the global measures of disturbance on

the BSI will be the primary focus of this analysis. Symptom scale

scores will be reported for information purposes, but their validity

will not be considered in-depth.

Construct Validation

The validity of the BSI must be established with respect
to the purpose for which the BSI is being used. As Nunnally (1967)
described in his basic text on psychometric theory, "a measuring
instrument is valid if it does what it is intended to do. . .one
validates not a measuring instrument, but rather some use to which
the instrument is put" (p. 75). Cronbach (1970) reiterated this
practical approach to validation in suggesting the essential question
is "How valid is the interpretation I propose for this test?"

Several different types of validity are described by Cronbach
(1970), each of which asks a different question:

(1) Criterion validity: how do measures of some valued

performance (criterion) relate to the test score?
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(2) Content validity: do the observations truly sample

the universe of tasks or the situations they are claimed
to represent?

(3) Construct validity: how can scores on the test be

explained psychologically? Does the test measure what
it is said to measure?
Whereas criterion-validity is often established through single exam-
inations of the correlation between test scores and certain outcome
criteria (e.g., later performance on a job), construct validity is
established through a long-continued interplay between observation,
reasoning and imagination.

Construct validity is described by Anastasi (1968) as a
comprehensive concept of validity that includes content and
criterion-oriented validity; it is a broad, enduring and abstract
kind of behavioral description and, as such, requires the gradual
accumulation of information about the test from a variety of sources.
The following description of construct validity by Anastasi (1968)
is applicable to the current investigation of the BSI as a tool for
evaluating mental health services:

The theoretical construct measured by a test can be defined
in terms of the operations performed in establishing the
validity of the test. Such a definition would take into
account the variables with which the test correlated sig-
nificantly, as well as the conditions found to affect its
scores and the groups that differ significantly in such
scores. . . It is only through the empirical investigation
of the relationships of test scores to other external data
that we can discover what a test measures (p. 122).

Three common methods of establishing construct validity cited

by Magnusson (1966) are also highly applicable to the BSI:
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1. The study of differences between groups which should differ
according to the theory for the variable;

2. The study of how the test results are influenced by changes
in individuals or environment which, according to the theory,
should respectively influence or fail to influence the
individual's positions on the continuum; and,

3. The correlation between different tests which are assumed
to measure the same variable (p. 131).

These three aspects of establishing construct validity are
utilized in the present investigation of the validity of the BSI.
Using Magnusson's criteria to determine whether the BSI is a valid
instrument for assessing pre- and post-treatment symptomatic dis-
turbance of outpatients ana inpatients, the BSI should:

1. Discriminate among inpatients, outpatients and nonpatients
who are likely to have different levels of symptomatic
disturbance;

2. Be sensitive to pre- and post-treatment differences in
symptoms of outpatients and inpatients; and,

3. Bear a direct relationship to other measures of sympto-
matic disturbance.

Thus, the construct validity of the BSI will be assessed by
testing a series of hypotheses about symptom disturbance of recip-
ients and non-recipients of mental health services, rather than
according to a single measure of correlations between test scores
and criterion scores. The hypotheses described above are further
developed in reviewing research findings regarding pre- and post-
treatment clients' reports of symptoms and their relationship to

other measures of symptom disturbance. Methodological issues in
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evaluation research, as well as the results of psychotherapy outcome

research also provide quidelines for the current investigation.

Designing an Evaluation System

The issues inherent in evaluating the outcome of mental
health treatment programs have received increased attention in the
psychological literature in the past several years. An increasing
number of academics are addressing themselves to the issues of how
to design a system that is sensitive to the objectives of the treat-
ment program and also produces valuable information to the planners

and policy-makers for mental health programs.

Instrument Selection

Several authors have recently discussed the need for develop-
ment of more relevant outcome measures for evaluating hospital
treatment programs than traditional statistics measuring length of
treatment and return to treatment or relapse (Erickson, 1975; Speer,
1976; Lick, 1973). The objective of mental health treatment programs
is not to treat people for a short or long period of time, or to
prevent them from returning to treatment at a later time. Measures
must be used which report whether the patient's psychological and
behavioral functioning improved as a result of treatment.

As Erickson (1975, p. 526) suggested, outcome measures should
reflect the objectives of the treatment program:

In summary, it appears that patient movement statistics

are so full of fallacies and are so difficult to interpret
meaningfully, especially in brief-stay settings, that they

must be regarded as useless or misleading if taken by them-
selves. Efficiency and effectiveness depend on the time
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needed to reach goals. The optimal treatment period depends

on the needs of the patient and the resources of the program

in question. At this point, patient movement statistics are

as dated as bed census statistics as a basis for computing

cost effectiveness. We can no Tonger bypass the direct assess-
ment of improvement in the psychosocial functioning of patients
admitted to our care.

A report by the National Institute of Mental Health recently
recommended that outcomes of mental health programs be measured with
a battery of instruments focused primarily on client distress and
social functioning in the commdnity (Waskow and Parloff, 1975). A
group of NIMH consultants noted for their contributions to psycho-
therapy research were asked to select a core battery of instruments.
In doing so, they stressed the importance of selecting instruments
that could be used for comparing outcomes across a variety of treat-
ment approaches and with a variety of patient populations. Included
in their recommendations for outcome measures were the Hopkins
Symptom Checklist (HSCL) (Derogatis, et al., 1974) and the Personal
Adjustment and Role Skills Scales (PARS) (Ellsworth, }975). Regarding
the HSCL, Waskow said "Clearly a battery must include a measure of
symptomatology from the perspective of the patient" (p. 253); he went
on to point out that the PARS offers "an extremely important per-
spective to tap, especially if one is interested in the community
adjustment and in the overt social behavior of the patient" (p. 258).

The HSCL is a symptom checklist very similar to the BSI,
the major difference being that the BSI measures symptoms in a wider
range of areas (e.g. the BSI includes paranoid and psychotic symp-

toms). This difference makes the BSI more relevant for an inpatient

population; the NIMH report was concerned primarily with measuring
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outcomes for an outpatient population. In a comparable vein, the
report suggested the PARS might be more appropriate for former
inpatients than for an outpatient neurotic population. Ellsworth
(1975) reported, however, wide use of the PARS for both outpatient
and inpatient populations. Thus, the selection of the BSI and PARS
as core instruments in this study is congruent with the NIHM recom-
mendations, although somewhat adjusted for use with an inpatient and
outpatient population.

Measures of client satisfaction with service have also been
recommended (McPhee, 1975) as an essential part of an evaluation
system. These measures provide information about the client's per-
ception of the impact of treatment on their problem, and a geﬁera]
measure of their overall satisfaction with the treatment program.

In addition, assessing the family burden arising from the patient's
i1lness has been included in recommended evaluation instruments
(Arnoff, 1975). As an increasing number of patients are being
treated and maintained in the community rather than hospitals, it is
necessary to assess the impact of this shift on the patient's family.

Measures of patient satisfaction with service and of family
burden are included in the present study. The full comp1ement of
outcome measures, including symptomatic disturbance, role functioning,
satisfaction with service and family burden reflects the complexity
of treatment objectives of mental health programs. Although these
measures may not inter-correlate in a way that offers a simple

definition of treatment success, the support for using a multi-
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variate outcome measure is convincing (Erickson, 1975; Waskow and

Parloff, 1975; Speer and Tapp, 1976).

Selecting an Informant

The choice of informants, the person providing the informa-
tion about the patient, is an important factor in the design of the
evaluation system. This choice is often intertwined with, or imbedded
in, the selection of the instrument, as the instrument is designed
to measure a certain person' perspective on the patient's function-
ing. There are arguments for and against the choice of the patient,
therapist, significant other (patient's friend or relative), or
research interviewer as the informant. Empirical analysis of these
alternatives offers some guidance, but the ultimate choice is more
determined by the question "Who wants to know what information at
what cost and for what purpose?" (Maguire, 1977).

The client may be the best provider of information regarding
his subjective state and feelings of distress or well being, but the
validity and reliability of their reports of behavioral adjustment
are questionable (Ellsworth, 1968; Paul, 1966; Carr and Wittenbaugh,
1969). Advantages of having the client provide information regarding
his subjective discomfort include the low expense in obtaining this
information (especially in a brief, self-report measure) and its
relevancy in determining whether the client felt better as a result
of treatment (Schainblatt, 1977). Disadvantages include the possible
distortion of reporting due to a patient being too distressed to

complete the questionnaire or excessively defending against
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acknowledging his problems. Others argue that patients seeking
treatment should not be burdened or alienated by having to complete
a questionnaire that is designed to evaluate the agency rather than
directly assist the patient (Maguire, 1977).

In traditional settings, the therapist is regarded as the
most qualified to evaluate the outcome of treatment. Ideally, the
therapist is the most sensitive and objective observer of the patient
and the extent to which he/she improves over the course of treatment.
Therapists' ratings of improvement have frequently been used as
measures of outcome, as evidenced by their use in 65 percent of the
165 studies reviewed by Luborsky, et al., (1971).

Arguments against therapists' ratings include the high cost
of using professional time to evaluate treatment, especially in public
mental health agencies where therapists are excessively burdened with
record-keeping related to accountability and evaluation requirements
(Maguire, 1977). A strong bias against using therapists' ratings
also exists among administrators who believe therapists will inflate
their ratings in order to present a better picture of their efforts.
This problem is highlighted in Garfield et al.'s report (1971) that
therapists' ratings show more improvement than pre- and post-
difference scores on client self-report inventories, such as the
MMPI. Finally, a strong argument against using therapists' ratings
at discharge was raised by Ellsworth (1968) when he found them to be
unrelated to measures of post-hospital adjustment.

Significant other ratings are being used more frequently as

their reliability and validity has been demonstrated, particularly
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in assessing patient adjustment in the community (Ellsworth, et al.,
1968). Depending on the data collection procedures, this approach
can be less expensive and burdensome than collecting the same infor-
mation from patients and/or therapists. Disadvantages of this
approach center primarily around the high data loss which occurs
either because the patient has no significant other to designate, or
because the significant other fails to respond to the questionnaire.
Especially with mailed questionnaires, data loss has been as high as
40-60 percent of the respondents (E11sworth, 1975).

Using a research team to conduct evaluations, usually by
direct patient interviews, is an expensive but highly desirable
approach. Trained interviewers can get highly reliable, objective
and in-depth information about patient functioning. The high costs
of hiring and training research interviewers makes this an infeasible
option unless a significant portion of an agency's budget is allo-
cated for evaluation purposes.

Empirical comparisons of the different perspectives offers
1imited guidance in selecting an informant. Carr and Wittenbaugh
(1969) found 1ittle agreement among patients, families and therapists
about treatment effectiveness. Other research (Ellsworth, 1975)
suggests patients' and their significant others' ratings of sympto-
matic disturbance are positively correlated at a statistically sig-
nificant level at intake and at follow-up. The correlations between
the ratings were higher at follow-up than at intake.

Garfield, Prager and Bergin (1971) systematically examined

the relationships among eight different outcomes, inc]udihg
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therapists, client and supervisor global ratings of improvement, and
clients, therapists and supervisors pre- and post-treatment ratings
of client disturbance. The global ratings of change by the different
informants tended to correlate with one another, and to reflect more
change than the pre- and post-ratings of client disturbance. The
authors recommended as sensitive indexes of change, the client's
self-report of depression on the MMPI, and the therapist's global
rating of improvement. They also suggested that difference scores -
may be more objective measures of change than global improvement
ratings, as the latter requires a retrospective judgment about change
over time which is highly susceptible to measurement error.

‘In a critique of the Garfield et al. (1971) study, Fiske
(1971) and Luborsky (1971) argued that the use of raw change scores
may have unduly influenced their results. They suggested adjusting
the difference scores to control for the influence of the pre-test
score on the difference score. Luborsky (1971) also defended the
use of global improvement scores as having strong face validity; the
client or therapist may recognize that the client has changed in ways
that are quite significant, but this appears as a minor and insig-
nificant change on a questionnaire tapping may different dimensions
of behavior. Clearly, the instrument used for the evaluation must
be sensitive to patient change; the time period encompassed by the
MMPI is probably too broad to pick up the uneven fluctuations in
patient functioning.

Each of the authors reviewed in this section came to the

same conclusion regarding the selection of an informant--multiple
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measures offer more information than measures from a single informant.
Given the lack of intercorrelations among measures by different
informants, however, the conclusions drawn from the outcome studies
must be specific to the outcome criteria employed. Thus, one measure
might indicate a positive outcome while others do not. While using
multiple outcome measures does not simplify the task of the evaluator,
it is a realistic reflection of the complexity of outcome measurement

and the developing technology in evaluation research.

Selecting a Follow-up Period

Measuring outcome at a point after completion of treatment
is essential to determining whether treatment had a lasting impact.
Few studies of outpatient psychotherapy describe how outcome varies
according to the timing of the follow-up (Luborsky, 1971; Meltzoff
and Kornriech, 1970). Erickson (1975, p. 529) addressed this issue
more directly in his review of outcome studies in mental hospitals,
when he wrote:

The shorter the follow-up period, the easier it is to

get complete data but the more uncertainty there is as to
whether the patient has had an adequate trial period. As
the follow-up period grows longer, it becomes harder to
determine whether a relapse is due to a deficiency in the
hospital treatment program or to unforeseen crises.
The impact of following up inpatients at different points in time is
not clear from the research. In general, following up patients from
one month to one year after discharge indicates chronic patients are

typically restored to a marginal pre-morbid level of functioning

(Davis, Diritz and Pasamanick, 1972; Ellsworth, et al., 1968). When

- e i e
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patients have improved, symptom reduction is more apparent than
improvement in social functioning (Ellsworth, et al., 1968).

As Schainblatt (1977) noted, there appears to be no rational
basis for selecting a follow-up period in designing an evaluation
system. Including change measures for both inpatients and outpatients
in the present study further complicates the issue, as outpatient
treatment usually does not have as definite an ending point as the
inpatient's discharge.

The follow-up times selected for the present study were three
and six months after treatment was initiated. This allowed for a
comparison of adjustment levels of inpatients and outpatients at two
points in time after intake. Given a short average length of treat-
ment in the outpatient and inpatient units in the study, most patients
should have completed treatment by the first or second follow-up

times.

Data Loss

Related to the follow-up issue is the loss of data due to the
difficulty of contacting patients at follow-up. Ellsworth (1975)
described this problem as one of the most serious threats to the
validity of evaluation research, especially with a mailed-
questionnaire follow-up. When a significant percentage of patients
are not included in the follow-up, the conclusions regarding outcome
are limited by the extent to which the "lost subjects" differ from

the entire subject population.
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Schainblatt (1977) has proposed several procedural techniques
to minimize data loss. They include repeated contact of subjects who
fail to respond to initial mailed questionnaires, including telephone
interviews of subjects. These recommendations have been incorporated
in the present study in order to maximize the return rate and mini-

mize the data loss.

Methodology

If patients' conditions are assessed at intake and at a
selected follow-up period, the study has incorporated a "one group
pretest-posttest design." Campbell and Stanley (1963) concluded
that while this design is better than no evaluation at all, it is
subject to erroneous conclusions, as it fails to control for threats
to internal validity. Any measure of change between the pre- and
post-test may be due to history, the occurrence of other change-
producing events; or maturation, the biological or psychological
processes which systematically vary with time; or testing, the effect
of subjects taking a test more than one time.

Another major threat to internal validity which has been
discussed extensively in evaluation methodology literature is

statistical regression. This is the tendency of persons who have the

most deviant scores (high or low) from the mean to regress toward the
mean on second measurement. Presumably, the more deviant the score,
the larger the error of measurement it contains. Campbell and

Stanley (1963) suggested that regression effects are more apparent
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for groups selected for their extreme scores than for groups selected
for independent reasons which happen to have an extreme mean.

The strongest methodological correction to the "one group
pretest-posttest design" is to control for threqts to internal valid-
ity by randomly assigning patients to a treatment (experimental) and
no-treatment (control) group. With random assignment, the effects
of maturation, history, testing, and statistical regression are con-
trolled. However, this technique is often unacceptable to adminis-
trators of public mental health programs who feel responsible for
providing service to all persons requesting it. While true experi-
ments might be possible for evaluations of one-time, innovative pro-
grams, they are infeasible for evaluation of ongoing programs.

The non-equivalent control group design has been recommended
as an alternative to randomly assigning subjects to an experimental
and control group (Campbell and Stanley, 1963; Speer and Tapp, 1976).
Although this design does not provide as strong a control for threats
to internal validity, it provides a reasonable and feasible a]ﬁerna-
tive to the more stringent random-assignment design. This strategy
involves taking pre- and post-test measures on subjects from an
available, intact group which may or may not be equivalent to the
treatment group on relevant variables, such as socioeconomic status,
initial level of disturbance, etc. For example, Speer and Tapp

(1976) recommended comparing test scores established for non-patient
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population with a patient population to assess the impact of treat-
ment for the patients.]

Critics of this design (Campbell and Erlebacher, 1970;
Campbe1l and Boruch, 1975) have argued that using a non-equivalent
control group biases the measure of a treatment effect. They con-
tend that different rates of maturation and regression to the mean
(presumable "better" rates for the non-equivalent group) will under-
estimate the gain to the experimental group resulting from the
treatment.

Kenny (1975, p. 346) described the problem as follows:

Given these pre-treatment differences on the dependent

variable, interpreting a difference between the experimental
and the control group on the post-treatment measure becomes
problematic. To interpret a post-treatment difference one
must examine the magnitude of the pre-treatment difference,
and that difference or perhaps some adjusted difference can
be used as a baseline to judge the post-treatment difference.
At issue is whether pre-treatment differences should increase,
decrease, or remain stable if there is no treatment effect.

In order to measure the treatment effects in the non-
equivalent control group design, Kenny recommended one of four sta-
tistical analyses: (a) analysis of covariance; (b) analysis of co-
variance with reliability correction; (c) raw change score analysis;
or (d) standardized change score analysis. Alternatively, Nunnally

(1975) suggested that using analysis of covariance partials out the

effects of pre-test differences or post-test differences. Instead,

]This type of comparison may be possible with the current
data set, as measurement on a nonpatient sample will be taken at
two points in time concurrent with pre- and post-treatment measures
on the patient sample.
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he recommended examining the interaction of the two groups with pre-
test and post-test measures.

Measuring change, whether among treated or untreated subjects,
is a problematic area which has stirred great controversy among
methodologists. Cronbach and Furby (1970) argued against the use of
gain scores however they might be adjusted or refined because "such
scores are systematically related to any random error of measure-
ment" (p. 68). They point out that if raw difference scores are used,
the difference between the "pre" and "post" test scores is related
to the "pre-test" score. The portion of change that is a function of
the initial level of adjustment must be removed. Different statis-
tical techniques are recommended for this purpose. Meltzoff and
Kornreich (1970) have suggested the transformation of initial and
final scores into standardized scores. Ellsworth (1975) recommended
using residual change as a means of removing the correlation between
the pre- and post-test scores with the difference score. Others con-
tend that residualized gain scores use "observed scores" rather than
"true scores" in the residualization, and argue in favor of a "true
score change" formula for measuring change (Luborsky, 1971; Cronbach
and Furby, 1970). For the type of design used in the current study,
however, Cronbach and Furby (1970) have recommended using a signifi-
cance test on the difference between sample means to describe the
magnitude of the treatment effect.

Unfortunately, few real 1ife examples comparing the alterna-
tive methodological approaches described above appear in the evalua-

tion literature. The controversy surrounding the use of
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nonequivalent control groups has been discussed entirely with respect
to evaluation of the Head Start Project (Campbell and Erlebacher,
1970), rendering the above arguments applicable only to the evalua-
tion of an educational program for disadvantéged children. The
methodological issues may be quite different in evaluating a mental
health program; for example, the concept of maturational rate of
subjects with respect to learning is dissimilar to the fluctuations
in psychological distress of mental patients.

The controversy surrounding the measurement of change also
has failed to produce applied studies of how outcomes differ when
various statistical techniques are applied to the analysis.

Ellsworth (1975) offered a rare demonstration of the high correlations
between pre-hospital adjustment and uncorrected outcome and gain
scores, and how residual change scores give "base free" measurements
of change. He pointed out that if two tréatment programs are equally
effective but one has initially more disturbed patients assigned to
it, gain score analysis will favor that treatment program. If out-
come scores are used, the treatment program with better adjusted
patients would be favored. Using residual change scores would
reflect treatment differences rather than group differences in

initial adjustment scores.

Previous Outcome Studies

Studies testing psychotherapy outcomes are reviewed by
Luborsky (1971), Meltzoff and Kornreich (1970), and Erickson (1975).

These reviews provide information concerning the results that might
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be expected from an evaluation of mental health treatment programs.
As such, this information should be valuable in structuring and
critiquing the design of an evaluation system.

Concerning the effectiveness of treatment programs in general,
Meltzoff and Kornreich (1970) concluded:

Far more often than not, psychotherapy of a wide

variety of types and with ‘a broad range of disorders has
been demonstrated under controlled conditions to be accom-
panied by positive changes in adjustment that significantly
exceed those that can be accounted for by the passage of
time (p. 175) . . . Reviews of the literature that have
concluded that psychotherapy has, on the average, no
demonstrable effect are based on an incomplete survey of
the existing body of research and an insufficiently
stringent appraisal of the data . . . On the contrary,
controlled research has been notably successful in
demonstrating significantly more behavioral change in
treated patients than in untreated controls. In general,
the better the quality of the research, the more positive
the results obtained (p. 177).

Luborsky (1971) was concerned primarily with what factors,
including attributes of the patient, therapist, and treatment modal-
ity, influence the outcome of psychotherapy. He reviewed 166 studies
of the outcomes of outpatient psychotherapy with adult patients under-
taken from 1946-1969. In his introduction, he suggested that
patients, as a group, will improve in treatment, but that individual
patients may or may not improve, depending on certain factors. Iden-
tifying those factors is the focus of his article.

The level of pathology prior to treatment was reported in
14 out of 28 studies to be inversely related to outcome. In these
14 studies, the healthier the patient at intake, the greater the
change reported at the end of psychotherapy. Of the other 14 studies,

13 reported no significant relationship between initial level of



31

disturbance and change, and one study indicated that sicker patients
changed more in short-term treatment. Meltzoff and Kornreich (1970)
reported a similar discrepancy in studies relating initial disturb-
ance level to outcome. An equal number of studies found a positive,
negative and no relationship between pre-morbid state and outcome.
These results were applicable in studies of schizophrenia and
inpatients, as well as psychoneurotics and outpatients. They offered
the following explanation of this diversity of findings:

Severity of maladjustment can be looked at clinically in

terms of symptom intensity, duration, pervasiveness or
extent of interference with contemporary life; or it can be
viewed more broadly as the balance of functional assets and
liabilities in an individual's 1ife compared to some esti-
mate of his potential. Some investigators simply define it
operationally in terms of psychometric performance. It is
easy to see why different research orientations to the
meaning of severity can lead to different results and dif-
ferent approaches to prognosis (Meltzoff and Kornreich, 1970,
p. 218).

Luborsky (1971) and Meltzoff and Kornreich (1970) reviewed
several studies which indicated the presence of strong affect, pri-
marily anxiety and depression, was related to change. Similarly,
the number of complaints endorsed on problem checklists was a posi-
tive factor. Both of these findings suggest the patient who reports
more affect or complaints is asking for help, and thus is probably
more ready to change than patients reporting no problems.

Luborsky (1971) reported other patient factors associated
with positive change were patient's intelligence, motivation for
treatment, younger age and higher educational achievement. Meltzoff

and Kornreich (1970) reached a different conclusion regarding the

relationship between patient factors and outcome. They pointed out



32

the lack of adequate controls in these studies and argue that studies
demonstrating a positive relationship between patient factors (age,
IQ, marital status, education and social class) and outcome of treat-
ment have confounded the variables. They suggested further research,
controlling for intervening variables affecting these relationships,
should be conducted before definitive conclusions are drawn.

Luborsky's review concluded that treatment factors generally
were not strongly associated with outcome, except that combined forms
of treatment (e.g. group plus individual therapy, pharmacotherapy
plus psychotherapy) were more effective than single forms of therapy.
Again, Meltzoff and Kornreich's review concluded that these rela-
tionships have not been sufficiently demonstrated. They argued that
the methodological weakness in studies comparing individual and
group treatment precludes drawing conclusions regarding their rela-
tive effectiveness.

Luborsky acknowledged that the outcome criterion being
reported affects the results of the study. Most studies he reviewed
tended to use only therapist's gross improvement ratings; these
studies tended to show greater improvement than those using pre- and
post-treatment difference scores on client self-report inventories.
While therapist's rating of improvement has been criticized often as
a biased measure of change (Garfield, Prager and Bergin, 1971), it
is one of the few criterion measures which tends to have consistent
significant correlations with other criterion measures (Fiske, et

al., 1964; Garfield, et al., 1971).
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In his review of outcome studies in mental hospitals,
Erickson (1975) highlighted the importance of the type of measure
used as the criterion for success. He criticized the use of tradi-
tional length-of-stay and return-to-hospital statistics as outcome
measures, as they are more reflective of hospital administrative
policy than successful or unsuccessful patient adjustment. Similarly,
he warned against equating discharge with successful adjustment.

The lack of correlation between measures taken in the hospital and
post-hospital adjustment (Ellsworth, et al., 1968) is evidence of
the fallacy in using discharge rates as an outcome measure. The
patient's functioning at discharge is not necessarily predictive of
how he will be functioning several months after discharge. This
indicates that neither the fact of discharge nor the level of func-
tioning at discharge are satisfactory outcome measures.

Psychosocial measures of adjustment when the patient has
returned to the community are recommended as outcome measures of the
effectiveness of treatment (Ellsworth, 1975; Erickson, 1975). If
made in addition to discharge measures, follow-up measures give
information about whether the patient maintained or built on gains
made in the hospital.

Erickson's review (1975) concluded the improvement in patient
functioning after discharge is usually limited to regaining a mar-
ginal, pre-morbid level of functioning. Chronic patients had poorer
outcomes than acutely disturbed persons without prior hospitalizations.
Some studies found patients wh6 were married and employed steadily

prior to hospitalization also had better outcomes.
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Inpatient outcome studies indicate improvement in symptomatic
disturbance is more likely than improvement in role skills or psycho-
socia],béhaviors (Ellsworth, et al., 1968; Pasamanick, et al., 1967).
Employment following hospitalization is rarely improved over pre-
morbid functioning, and most discharged patients will not be working
full time at follow-up (Anthony, et al., 1972).

Erickson (1975) concluded that most treatment programs,
regardless of the type of intervention, have not been able to
resotre marginally functioning patients to a normal, community level
of psychosocial functioning. Meltzoff and Kornreich (1970) also
pointed out that in several experimental studies demonstrating posi-
tive outcomes, the gains of the experimental group were either tem-
porary or later matched by advances in the control group. This
suggests hospital treatment programs either fail to produce long-
term change in patients or the illnesses which repeatedly bring a
patient to the hospital are a continuous phenomenon with recurring
elevations in symptomatic and behavioral disturbances. While both
explanations undoubtedly have merit, the long-term follow-up of
patients suggests the latter explanation has more implications for
the evaluation of outcomes. If the most successful and innovative
inpatient programs have been unable to produce long-term improvement
in patient functioning, expecting traditional inpatient programs to
effect Tong-term patient gains is unrealistic.

Drawing generalizations from the outcome literature is com-
plicated by the lack of uniform, intercorrelated outcome measures

and the variability in patient characteristics prior to treatment.
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Outcomes clearly reflect interactions between the type of hospital
treatment program, aftercare services and patient factors such as

diagnosis, chronicity and sex. Erickson (1975) recommended future
studies become more specific in relating the type of treatment and
patient characteristics necessary to achieve the desired treatment

objectives within a certain time period.



METHOD

Description of the Study

This study involved testing a series of hypotheses relevant

to determining the validity of the BSI. The data were collected as
part of a pilot evaluation project sponsored by the Michigan Depart-
ment of Mental Health, in conjunction with the Clinton-Eaton-Ingham
County Community Mental Health Board and St. Lawrence Hospital.
The study design originated in an Urban Institute proposal (Schain-
blatt, 1977), and was subsequently modified by Tocal and state par-
ticipants in the project. The purpose of the pilot project was to
assess the feasibility, cost and utility of a system to monitor the
outcomes of state-supported mental health treatment programs.

The pilot evaluation project was conducted in seven local
inpatient and outpatient units. The pilot was designed to collect
pre- and post-treatment information about a patient's psychological
symptoms and social functioning, family burden and patient satisfac-
tion with service. Overlapping information was provided by three
different informants: the patient, his or her clinician, and a
"significant other" designated by the patient. A non-patient sample
was tested with identical self-report instruments and procedures,
thus creating a quasi-experimental design with a nonequivalent

control group.

36
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Subjects

A11 adults beginning outpatient or inpatient treatment from
August 1977 through October 1977 in several outpatient and inpatient
units were eligible to participate in the study. The agencies par-
ticipating in the study were: Ingham Community Mental Health Center,
Clinton County Counseling Center, Eaton County Counseling Center,
Mason Mental Health Center, Capitol Area Counseling Center, St.
Lawrence Inpatient Unit, and New Riverside Treatment Center. In
addition to the outpatient and inpatient samples, a random sample
of 825 community residents in the Clinton, Eaton and Ingham counties
were asked to complete the BSI in October, 1977 and again in April,
1978. Approximately 80 percent of these residents completed the BSI
in 1977; information is not currently available on the second
administration in 1978.

The demographic characteristics of the inpatient, outpatient
and nonpatient populations in the study are shown in Table 1. All
three populations had more women than men participating, with the
majority of each group under 40 years of age. Most people had been
or were currently married.

The outpatient population had a racial composition similar
to the residents (8 percent nonwhite), but the inpatient population
had a greater percentage (16 percent) of nonwhites. Outpatients
and inpatients generally had less education, poorer emp]oyment status
and lower incomes than the resident population. The greatest

differences among the groups was in their prior use of mental health

»
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Table 1.--Demographic Characteristics of Community Residents and
Clients in Tri-County Study.

ggEnggtgl OQutpatients Inpatients
n = 825 n==615 n = 198

Sex

Male 37% 34% 43%

Female 63% 66% 57%
Age:

18 - 29 40% 52% 38%

30 - 39 24% 29% 26%

40 - 49 14% 12% 17%

50 - 59 11% 5% 6%

60 - 69 6% 2% 7%

> 70 5% 1% 6%
Marital Status:

Never Married 24% 26% 30%

Married or Remarried 62% 40% 38%

Widowed, Separated

or Divorced 14% 35% 32%

Race:

White 94% 92% 84%

Nonwhite 7% 8% 16%
Education:

High School (grades 0-12) 53% 64% 80%

College (grades 13-16) 35% 33% 18%

Graduate (grades 17 and

above) 12% 4% 3%

Employment:

Currently Employed 56% 51% 30%

Unemployed 2% 15% 28%

Not in Labor Force 42% 34% 27%

Other 0% 0% 15%
Income:

$0 - $3,999 11% 37% 31%

$4,000 - $7,999 15% 15% 18%

$8,000 - $11,999 18% 15% 17%

$12,000 and above 56% 32% 34%
Previous Mental Health Serv:

Previous Qutpatient 5% 41% 18%

Previous Inpatient 1% 11% 47%

Current QOutpatient 2% - -

None 92% 48% 35%

]Includes residents of Clinton, Eaton and Ingham counties who
agreed to participate in Community Norm Survey conducted by Depart-
ment of Mental Health in October, 1977.
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services, 6 percent of the residents, compared to 52 percent of the
outpatients and 65 percent of the inpatients, had had prior mental

health treatment.

Instruments

The symptomatic disturbance of patients was measured by the
Brief Symptom Inventory (Derogatis, 1977), the short form of the SCL-
90-R, a self-report inventory for symptom patterns of psychiatric
and medical patients (Derogatis, Rickels, and Rock, 1976). The
major reliability and validation studies have been done on the SCL-
90-R, although the correlations on the identical symptom dimensions
of the two scales range from .92 to .99 (see Literature Review for
more information on the SCL-90).

The BSI consists of 53 items that the respondent is asked
whether he/she was bothered by during the past week. Responses are
on a five-point scale, ranging from "not at all" to "extremely".

The BSI measures psychological symptoms along nine primary dimensions:
Somatization, Obsessive-Compulsive, Interpersonal Sensitivity;
Depression, Anxiety, Hostility, Phobic Anxiety, Paranoid Ideation,

and Psychoticism. Three global indices of disturbance are calculated:
the Global Severity Index (GSI), which combines information on the
numbers of symptoms and intensity of perceived distress; Derogatis
cited the GSI the best single indicator of the current level or

depth of the disorder. The Positive Symptom Distress Index (PSDI)

is a pure intensity measure, corrected for the number of symptoms.

It functions as a measure of response style, indicating whether the
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patient is "augmenting" or "attenuating" symptomatic distress in his
style of reporting. The Positive Symptom Total (PST) is the number
of symptoms the patient reports as positive (Derogatis, 1977).

The Brief form of the Hopkins Psychiatric Rating Scale
(B-HPRS) was used to measure the clinician's perception of the
patient's symptomatic disturbance. The long form of the HPRS was
designed by Derogatis (1977) to be the "psychiatrist's version" of
the SCL-90-R. The first nine symptom dimensions of the HPRS are an
analogue to nine dimensions on the BSI and SCL-90-R. The B-HPRS was
designed by Derogatis for use in the present study; the changes were
some minor alterations in the item-descriptors and an elimination of
eight additional dimensions on the HPRS. Thus, the B-HPRS includes
the same nine symptom dimensions as the BSI, and one Global Pathology
Index scale ranging from "absent" (0) to "extreme" (8) pathology.

The HPRS is designed to be used by psychiatrically sophisti-
cated clinicians (e.g., psychiatrists, psychologists, psychiatric
nurses). Each dimension of the.scale is defined on the form and
represented on a seven-point scale ranging from "none" to "extreme".
Three of the seven points on each dimension are further defined by
brief clinical descriptors.

Because the HPRS has only recently been developed and is not
yet commercially available, formal psychometric properties are not
developed. The inter-rater reliability of the B-HPRS was not formally
tested; however, two hour training sessions on the instrument were

held with all clinicians participating in the study. This allowed
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clinicians to discuss the scale and their orientation to completing
it, and to rate several sample clients.

Client social functioning was measured on the Personal
Adjustment and Role Skills (PARS) questionnaire (Ellsworth, 1975).
The PARS is a 61-item questionnaire completed by the patient's
designated significant other (usually a family member or friend).
Although the same form is administered to males and females, factor
analyses indicate the items load differently for men and women.

Thus, there are nine primary dimensions for men: Interpersonal
Involvement, Depression-Agitation, Anxiety, Confusion, Alcohol-Drug
Abuse, Household Management, Relationship to Children, Outside Social,
and Employment. For women, the Depression-Agitation and Anxiety
dimensions are collapsed into one dimension, Depression-Anxiety, thus
creating eight dimensions for women. The respondent is asked whether
the patient has, during the past month, been a certain way or per-
formed a certain function. The responses are on a four-point scale,
ranging from "rarely" to "always", except on the Social and Employ-
ment djmensions, in which the responses describe a certain type of
activity, such as "stayed at home this past month" to "often involved
in outside activities."

The PARS has been developed over the past ten years, and
has been refined in five amended versions. It has been used with
hundreds of inpatients and clinic clients in extensive research
projects. The psychometric properties of the PARS are well estab-
lished. The reliability estimates for the PARS test-retest stability

range from .66 to .95. The internal consistency (alpha) estimates



42

ranged from .67 to .94 for hospital patients and .73 to .91 for clinic
clients. Validity properties have been established indicating high
agreement between ratings by significant others and patients; demon-
strations of the instrument's ability to reflect different rates of
change for female and male patients and to predict whether the

patient is likely to have been hospitalized or seen at a clinic have
also been made as part of the validation of this instrument (Ellsworth,

1975).

Data Collection

The data collection was handled by the service agency and
the Department of Mental Health (DMH). At the community mental
health centers, the secretaries and receptionists were trained to
administer the consent forms and BSI questionnaire to incoming clients
prior to their first intake session. At the inpatient units,
psychiatric nurses and aides administered the consent forms and BSI
questionnaires normally within 48 hours of admission. This informa-
tion was then transmitted to the DMH data coordinator, who logged
the data, and sent the PARS questionnaire to the designated signifi-
cant other. The DMH data coordinator was also responsible for
mailing questionnaires to the significant other, clients and former
jnpatients at the three and six-month follow-up.

The B-HPRS was completed at the time of the patient's intake
by the clinician in the outpatient units, and the psychiatric nurses

and social workers in the inpatient units.
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The study of non-patient residents in Clinton, Eaton and
Ingham counties was contracted to a private research firm, Westat,
Inc. in Rockville, Maryland. They provided trained interviewers who
made telephone contact with 1,000 randomly selected residents. The
respondents were asked if they were willing to receive a mailed
questionnaire (identical to that completed by the patients) and to
provide socio-economic information on the telephone about themselves.
Eight hundred and seventy four persons agreed to participate; 75
percent of those people returned the completed questionnaire. A
second questionnaire was sent to these residents at a time concurrent
with the six-month follow-up of the patient sample.

Most of the procedures for collecting data were developed by
the Urban Institute consultants to the project. These procedures
were designed to maximize the response rates and minimize the costs
of data collection. In order to test the impact of a three and a
six-month follow-up on response rates and costs, a random sample of
half the outpatients were not followed up at three months. All
inpatients were followed up at three months; all outpatient and
inpatient subjects were followed up at six months. Table 2 shows
the number of subjects who returned questionnaires at each point in

the data collection process.

Hypotheses

In examining the BSI's validity in measuring the effective-
ness of mental health treatment programs, several hypotheses are

proposed as criteria for establishing construct validity, and are
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Table 2.--Number of Subjects With BSI, PARS and HPRS Questionnaires.

Inpatients Outpatients

Intakes During Study Period 202 617
Subjects with BSI

Intake 122 518

Three Month Follow Up 49 160

Six Month Follow Up 48 287
Subjects with PARS

Intake 41 247

Three Month Follow Up 29 84

Six Month Follow Up 18 161
Subjects with HPRS

Intake 167 326

Discharge 105 N/A

tested. These hypotheses reflect previous research findings on how
a valid self-report measure of symptoms should function with a
psychiatric and non-psychiatric population.

The first question regarding the BSI's validity is whether
the self-report scores differentiate groups of individuals who, on
the basis of independent criteria, would be expected to report sig-
nificantly different levels of disturbance. The three groups par-
ticipating in this study are differentiated by their inpatient,
outpatient or nonpatient status. Each group should report severe,
moderate or mile symptomatic disturbance respectively. If the BSI
is a valid self-report instrument, its scores should reflect these

group differences.



Hypothesis 1:

Hypothesis 2:

Hypothesis 3:

Hypothesis 4:
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Inpatients will report significantly greater
symptomatic disturbance than outpatients and
nonpatients at intake.

Outpatients will report significantly greater
symptomatic disturbance than nonpatients at
intake.

At intake, inpatients will score higher on the
psychoticism scales (7-9) than outpatients
and nonpatients.

At intake, outpatients will score higher on
the neuroticism scales (1-6) than the non-
patients.

The second major area of construct validation of the BSI

v is its relationship to other measures of symptom disturbance. The

Personal Adjustment scales on the PARS (completed by the significant

other) and the Hopkins Psychiatric Rating Scale (completed by the

clinician) provide independent measures of the patient's symptomatic

disturbance.

Hypothesis 5:

Hypothesis 6:

Hypothesis 7:

Hypothesis 8:

At intake and follow-up, inpatient self-
report of symptomatic disturbance will have
a significant, positive correlation with the
significant other's report of the patient's
symptoms.

At intake and follow-up, outpatient self-
report of symptomatic disturbance will have
a significant, positive correlation with the
significant other's report of the patient's
symptoms.

At intake and follow-up, the correlation
between the significant other's rating and
patient's self-report of symptomatic dis-
turbance will be higher for outpatients
than inpatients.

At intake, the self-report of outpatient
symptomatology will be positively correlated
with the clinician's rating of symptoms.
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Hypothesis 9: At intake, the self-report of inpatient
symptomatology will be positively correlated
with the clinician's rating of symptoms.

Hypothesis 10: At intake, the correlation between the clin-
ician's rating and the patient's self-
report of symptomatic disturbance will be
higher for outpatients than inpatients.

The last area of investigating the construct validity of the
BSI is determining whefher the scores differentiate between pre-
and post-treatment levels of symptomatic disturbance. The instru-
ments sensitivity to changes in patient's symptoms is an important
factor in establishing its validity as a tool for evaluating treat-
ment effectiveness.
Hypothesis 11: Inpatients will report significantly less

symptomatic disturbance at follow-up than
at intake.

Hypothesis 12: Outpatients will report significantly less
symptomatic disturbance at follow-up than
at intake.




RESULTS

Subject Participation Rates

The participation rates for subjects completing BSI ques-
tionnaires and other informants completing PARS and HPRS question-
naires are given in Table 2 (page 44). Many of the patients who
began treatment at the participating outpatient and inpatient centers
did not complete questionnaires at intake and follow-up. This data
loss raises the question of representativeness of the data collected
for the sample of subjects who did participate in the study. Of
concern is whether the study gathered data from a biased sample of
subjects who were substantially different from patients not parti-
cipating in the study.

As shown in Table 2, 202 inpatients and 617 outpatients
began treatment during the intake period of the study. About 60
percent of the inpatients and 85 percent of the outpatients completed
a BSI at intake. Of the patients not completing an intake question-
naire, most simply refused to do so. A smaller portion were unable
to complete the BSI because they were too disturbed to do so, or
were inadvertently omitted from the study because they were over-
looked by the staff handling the intake procedures.

After the intake BSI was completed, subjects were asked to
sign a consent form giving permission to be sent a follow-up ques-

tionnaire and designating a significant other to be sent a PARS

47
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questionnaire at intake and follow-up. Most of the subjects com-
pleting the intake questionnaire agreed to receive a follow-up
questionnaire. Only about half of these subjects were willing or
able to name a significant other to receive a PARS.

The actual follow-up return rates are also shown in Table 2.
For the three-month follow-up, about 160 outpatients and 49 inpatients

returned a completed BSI.]

The six-month follow-up yielded 287 out-
patient and 48 inpatient BSI questionnaires. Thus, of the subjects
eligible to participate in the study, 24 percent of the inpatients
and 47 percent of the outpatients completed intake and six-month
follow-up questionnaires. A smaller percentage of inpatients (13
percent) and outpatients (18 percent) had completed BSI question-
naires at intake, three and six months.2
Data loss was also significant for the PARS and HPRS (see
Table 2, page 44). Many patients were unable or unwilling to desig-
nate a significant other, and the PARS questionnaire return rates
for significant others was also low. Clinicians completed HPRS
questionnaires for about 80 percent of the inpatients and 50 percent
of the outpatients. The Tow percentage of completed HPRS's for out-
patients was due to poor staff cooperation at one community mental

health center; other centers had about 75 percent completion rates

for the HPRS.

]For reasons outside the control of the author, a random
sample of only one half of the outpatients was followed up at three
months.

2The Urban Institute report on the project (Schainblatt,
1979) gives a more detailed description of response and consent rates.
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There are two different samples of subjects in this study--
the sample completing intake questionnaires and the sample completing
intake and follow-up questionnaires. The extent to which each sample
is representative of the entire incoming population of inpatients

and outpatients is discussed below.

Representativeness of Intake Sample

The first issue--whether the intake data is generalizable to
all outpatients and inpatients beginning treatment at the partici-
pating facilities--was examined with a series of chi-square tests
on the demographic and diagnostic variables of subjects completing
and not completing a BSI at intake (see Table 3). When comparing
the demographic characteristics (sex, marital status, employment,
education, annual income, age, ethnic status, etc.) of the sample,
significant differences emerged on one variable, annual income. Out-
patients completing an intake questionnaire had significantly higher
incomes than outpatients not completing a questionnaire. For the
inpatient sample, a larger percentage of patients completing an
intake questionnaire were not married than among the non-
participating patients.

Demographic variables are usually considered in determining
generalizability because they have an assumed relationship to the
mental health of the patient sample. More direct measures of disturb-
ance level collected on the sample include previous mental health

1

service, diagnosis, PPB objective, and the clinician's rating of

1This variable is information routinely collected by the
Department of Mental Health and reflects the clinician's assessment
of the primary treatment objective at intake.
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Table 3.--Demographic Characteristics of Subjects Completing and Not Completing an Intake

Questionnaire.
OUTPATIENTS INPATIENTS
CHARACTERISTICS Intake Questionaire was Intake Questionnaire was
COMPLETED  NOT COMPLETED  COMPLETED  NOT COMPLETZD
(n=506) (n=82) (n=110) (n=72)
Sex: X% = .05 X% = .98
Male 344 36% 40% 49%
Female 66% 04% 60% 51%
Ethnic Status: XZ =1.24 X2 = .79
white 93% 39% 86% 79%
Non-White 7% 12% 14% 21%
Marital Status: x% = 3.05 X% = 6.44*
Married ay 31% 30% 48%
Not Married 59% 69% 70% 52%
Employment: Xz = .21 XZ = .01
Employed 51% 34% 35% 36%
Unemployed or Not in Labor 49% 47% 85% 64%
Force
Education: X% = .07 X% = .01
High School 64% 63% 80% 80%
College 36% 37% 20% 20%
2
Previous Mental Health Service: (= = 6.02* X2 = §.36%
None 50% 37% 297 18%
Previous Inpatient 5% 15% 52% 39%
Other (outpatient, etc.) a0% 434 19% 14%
Annual Income: X% = 5.89% X = 2.30°%
Less than $4,000 or
Public Assistance 36% 45% 33% 32%
$4,000 - 11,999 30% 34% 38% 29%
$12,000 or more 34% 213 29% 33%
PPB Objective: X2 = 7.82%
Psychosocial Adjustment 31% 70%
Crisis Resolution 9% 15% Mot
Rehabilitation/Habilitation 3 10% Available
Maintenance 2% 5%
Diagnosis: X% = 4.33 X% = 392
Mentaily retarded or
Organic 3rain Syndrome % 3% 3% 1%
Psychosis 10% 6% 32% 25%
Neurosis 39% 31% 39% 64%
Age: x% = 5.3 1 = 4.98
18-39 80% 72% 58% 81%
40-59 16% 13% 250 21%
60 or older 154 10% 3% 18%

3n these categories, missing data rasulted in the samole size being reducaed to
n=55 and n=35 for ths Completed and Not Ccmpleted groups respectively.

*
p <.05.
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symptomatic disturbance on the HPRS. Statistical tests were con-
ducted on these measures to determine whether the participating sub-
Jjects were more or less disturbed at intake than the entire popula-
tion.

For the outpatient sample, a chi-square test revealed sig-
nificant differences between subjects completing and not completing
an intake questionnaire on two of the four initial disturbance level
variables--previous mental health service and PPB objective (see
Table 3). The differences indicate that the group not completing a
questionnaire had more previous mental health treatment and had a
treatment objective of crisis resolution, rehabilitation/habilitation
or maintenance more frequently than the group completing a question-
naire. The "not completed" group also had a higher percentage (16.0
percent compared to 9.8 percent) of persons with a diagnosis of
psychosis than the "completed" group, although this difference was
not statistically significant. Unfortunately, too few outpatients
not completing a questionnaire were rated on the HPRS to compare the
differences on this measure of intake disturbance level (see Table 4).

In summary, the outpatients participating in the study had
less previous mental health service, different PPB objectives and
lower incomes than outpatients not participating in the study. These
findings suggest that the outpatients participating in the study at
intake were from a higher socio-economic class and were less dis-
turbed than those outpatients not participating. Feedback from the

staffs administering the questionnaires further supports this
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Table 4.--HPRS Scores of Subjects Completing and Not Completing A
BSI at Intake.

BSI Completed BSI Not Completed t-Test
Outpatients
Males 3.6 (n=105) 3.6 (n=5) -
Females 3.4 (n=202) 3.5 (n=13) _
Inpatients 4.44 (n=116) 4.72 (n=57) -0.94
(p=.35)
Males 4.04 (n=45) . 4.86 (n=28) -1.78
(p<.05)
Females 4.69 (n=71) 4.59 (n=29) 0.26
(p=.79)

conclusion; they reported often not administering the intake ques-
tionnaire to patients who seemed particularly upset or in a crisis
state. v

The information regarding the representativeness of the
inpatient sample at intake is contradictory. Although the staff
administering the questionnaires reported that the inpatients par-
ticipating in the study were the better adjusted, less disturbed
portion of the inpatient sample and were not representative of the
entire inpatient population, the measures of initial disturbance
level are ambiguous.

One measure of previous mental health service revealed sta-
tistically significant differences between the inpatients partici-
pating and not participating in the study (see Table 3). The par-

ticipating group had a greater percentage of persons with previous
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hospitalizations. This finding is somewhat questionable, however,
as there was a high percentage of missing data (about 50 percent)
for the treatment objective and diagnosis variables.

The HPRS rating (see Table 4) of inpatients indicates the
males not participating were more disturbed than those participating.
This difference was statistically significant t(72) = -1.78, p<.05 .
Among the female outpatients, however, there were not significant
differences in the HPRS ratings.

On the basis of the intake measures of disturbance level of
inpatients, it appears that the male inpatients in the study were
less disturbed than the male inpatient population in general. The
female inpatients in the study do not appear to be a biased sample
of inpatients. However, the high percentage of missing data and the
statements of staff administering the questioﬁnaires cast some doubt

on the validity of this conclusion.

Representativeness of Follow-Up Sample

The second issue is whether the subjects who provided follow-
up data were a representative sample of all outpatients and inpatients
beginning treatment at the participating units. Chi-square tests
were performed on the demographic and intake characteristics of out-
patients and inpatients who completed and did not complete follow-up
questionnaires (see Tables 5 and 6). Separate analyses were com-
pleted for the subjects completing three and six-month question-

naires.
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.Table 5.--Characteristics of Outpatients Returning and Not Returning
Follow-Up Questionnaires.

3-MONTH FOLLOW-UP 6-MONTH FOLLOW-UP

CHARACTERISTICS Returned Did Not Returned Did Not
MHQ Return MHQ MHQ Return MHQ
Number of subjects 152* 465* 264* 351*
Sex: Male 26% 37%** 27% 39%%*
Female 74% 63% 73% 61%

Annual Income:
Less than $4,000 or

Public Assistance 36% 38% 35% 40%
$4,000 - 11,999 25% 32% 31% 28%
$12,000 or over 40% 30% 34% 31%
Ethnic-Status:
White 93% 91% 92% 92%
Non-White 5% 9% 7% 8%
Marital Status:
Married 46% 38% 42% 38%
Not Married 54% 62% 58% 62%
Education:
High School or Less 58% 65% 62% 64%
College or Graduate 42% 35% 37% 35%
Employment:
Employed 57% 50% 53% 50%
Unemployed or Not
in Labor Force 43% 50% 46% 50%
Other 1% 0% 0% 0%
Age: 18 - 39 86% 80% 84% 80%
40 - 59 13% 18% 15% 19%
60 or Older 2% 3% 3% 1%
Previous Mental Health
Service:
None 55% 46% 50% 47%
Previous Inpatient 4% 14% 8% 13%

Other 4% a1% 42% 40%
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Table 5.--Continued.

3-MONTH FOLLOW-UP 6-MONTH FOLLOW-UP

CHARACTERISTICS Returned Did Not Returned = Did Not
MHQ Return MHQ MHQ Return MHQ

Clinician Rating of
Symptoms at Intake: (a) (n=93) (n=232) (n=152) (n=173)
13%

None 6% 9% 8%
Mild 42% 47% 43% 47%
Moderate 37% 40% 40% 39%
Severe 9% 7% 9% 7%

Client Report of
Symptoms at Intake: (b) (n=151) (n=367) (n=264) (n=254)

None 20% 18%** 14% 23%**
Mild 49% 41% 45% 41%
Moderate 30% 32% 36% 28%
Severe 1% 9% 5% 9%
PPB Objective:
Psychosocial 87% 77 %** 80% 80%
Crisis Resolution 5% 12% 12% 9%
Rehabilitation 6% 9% 6% 9%
Maintenance 1% 2% 1% 3%

*
Sample sizes are lower where indicated.

*k
Statistically significant differences between categories

2, p <.05).

(X

(a)Ratings are Global Pathology Index on HPRS (0-1 = none,
2-3 = mild, 4-5 = moderate, 6-8 = severe).

(b)Reports are General Severity Index on BSI (0-.99 = none,
1.00-1.99 = mild, 2.00-2.99 = moderate, 3.00-4.00 = severe).
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Table 6.--Characteristics of Inpatients Returning and Not Returning
Follow-Up Questionnaires.

3-MONTH FOLLOW-UP 6-MONTH FOLLOW-UP

CHARACTERISTICS Returned Did Not Returned Did Not
MHQ Return MHQ MHQ Return MHQ

Number of subjects 44 ]57*‘ 43 158*
Sex: Male 30% 47 %** 40% 44%
Female 71% 53% 61% 56%
Annual Income: (n=18) (n=67) (n=20) (n=65)
Less than $4,000 or
Public Assistance 6% 40%** 20% 37%
$4,000 - 11,999 55% 28% 40% 33%
$12,000 or over 39% 31% 40% 31%
Ethnic Status:
White 86% T71%** 86% 72%
Non-White 5% 18% 9% 17%
Marital Status:
Married 35% 37% 34% 38%
Not Married 65% 62% 66% 62%
Education:
High School or Less 95% 75%%* 82% 79%
College or Graduate 6% 25% 18% 22%
Employment:
Employed - 27% 31% 37% 28%
Unemployed or not
in Labor Force 59% 55% 56% 56%
Other 14% 15% 7% 17%
Age:
18-39 62% 64% 75% 61%
40-59 27% 22% 19% 25%
60 or older 12% 14% 7% 15%
Previous Mental Health
Service:
None 27% 37% 28% 36%
Previous Inpatient 49% 48% 46% 49%

Other 24% 16% 26% 15%
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Table 6.--Continued.

3-MONTH FOLLOW-UP 6-MONTH FOLLOW-UP

CHARACTERISTICS Returned Did Not Returned Did Not -
MHQ Return MHQ MHQ Return MHQ

Clinician Rating of

Symptoms at Intake: (a) (n=39) (n=129) (n=37) (n=131)
None 5% Q%** 8% 3%*x*
Mild 5% 23% 8% 22%
Moderate 64% 37% 62% 38%
Severe 26% 36% 22% 37%

Client Report of

Symptoms at Intake: (b) (n=42) (n=72) (n=39) (n=82)
None 7% 18% 10% 16%
Mild 33% 32% 31% 33%
Moderate 31% 30% 33% 29%
Severe 29% 20% 26% 22%

* .
Sample sizes are lower where indicated.

**
( 2 Stgtistica11y significant differences between categories
X®, p<.05).

(a)Ratings are Global Pathology Index on HPRS (0-1 = none,
2-3 = mild, 4-5 = moderate, 6-8 = severe). .

(b)Reports are General Severity Index on BSI (0-.99 = none,
1.00-1.99 = mild, 2.00-2.99 = moderate, 3.00-4.00 = severe).

For the outpatient follow-up sample (Table 5), significant
differences were found between outpatients returning and not return-
ing a questionnaire at three months on Sex, Previous Mental Health
Service, Client Report of Symptoms at Intake (the General Severity
Index on the BSI) and PPB Objective. These differences indicate
the three-month outpatient sample underrepresented males and persons

with (a) previous inpatient service, (b) a self-report of severe
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symptomatic disturbance and (c) a PPB objective of crisis resolu-

tion or rehabilitation. Tests on intake characteristics of the six-
month outpatient sample revealed statistically significant differences
on only one variable--the client's report of symptoms at intake (the
General Severity Index on the BSI). This difference indicates the
six-month outpatient sample underrepresented persons reporting no
symptoms and severe symptoms and overrepresented those with mild

and moderate symptoms.

For the inpatient sample (Table 6), significant differences
were found between inpatients returning and_not returning a question-
naire at three months on Sex, Annual Income, Ethnic Status, Educa-
tion and Clinician Rating of Symptoms at Intake {Global Pathology
Index on the HPRS). These differences indicate the three-month
inpatient sample underrepresented men, persons with incomes below
$4,000, non-white persons, and persons with mild and severe symptoms
at intake, and overrepresented college-educated persons. For the
six-month inpatient sample, only one characteristic--Clinician
Rating of Symptoms at Intake--was significantly different for
responders and non-responders. This difference indicates the six-
month inpatient sample underrepresented persons rated by clinicians
as having mild and severe symptoms.

As summarized in Table 7, the sample of outpatients and
inpatients who completed both intake and follow-up questionnaires
does not appear to be entirely representative of the entire incoming
population. Both the outpatient and inpatient samples underrepre-

sent men and persons with severe symptomatology at intake. The
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six-month sample shows less bias on a variety of demographic vari-
ables than the three-month sample. For the outpatients, this may
have been due to the reduced sample size at three months resu1ting

from a follow-up of only half of the consenting outpatients.

Validity: Differentiation of Groups

The first four hypotheses deal with the extent to which the
BSI reflects the differences in symptomatic disturbance expected for
self-differentiated groups, i.e., inpatients, outpatients, and non-
patients.

Hypothesis 1: Inpatients will report greater symptomatic
disturbance than outpatients at intake.

Analysis of variance tests confirmed that inpatients scored
significantly higher at intake on all global and dimension scores
than outpatients (see Table 8). A main effect was also found for
sex, with females scoring significantly higher than males. Signifi-
cant interaction effects between sex and inpatient/outpatient status
were found on three dimension scales (Somatization, Obsessive-
Compulsive and Psychoticism) and on two global scales (General
Severity Index and Positive Symptom Distress Index).

These results indicate that inpatients do report signifi-
cantly more symptomatic disturbance at intake than outpatients, but
this finding is stronger for females than male inpatients. Table 9
shows the breakdown of BSI intake scores for males and females. A
t-test comparing inpatient and outpatient scores by sex reveals that

female inpatients have significantly higher scores at intake than
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Table 8.--Brief Symptom Inventory Intake Scores for Inpatients and

Outpatients.
F-TEST SCORES FOR
. . MAIN EFFECTS/
Inpatients Outpatients
n=121 n=518 INTERACTION
a Status/
Status™ Sex Sex
BSI Dimensions:
1. Somatization 1.18 .81 20.9* 11.0* 5.45%
2. Obsessive-
Compulsive 1.79 1.37 17.8* 8.3 6.9*%
3. Interpersonal :
Sensitivty 1.71 1.45 6.7* 19.8* 2.3
4. Depression 2.04 1.69 11.5% 17.8*% 3.3
5. Anxiety 1.90 1.62 9.0* 22.9* 2.2
6. Hostility 1.44 1.17 8.2* 12.1* 2.1
7. Phobic Anxiety 1.18 .78 22.7* 11.2* 3.1
8. Paranoid Ideation 1.64 1.24 16.3* 7.5* 2.5
9. Psychoticism 1.65 1.23 21.5% 13.2* 6.2*
10. Additional Items 1.92 1.41 25.1* 10.8* 2.9
BSI Global Scores:
1. General Severity
Index 1.63 1.27 23.7* 21.2* 5.8*
2. Positive Symptom
Total 32.93 29.46 8.8 17.7* 0.4
3. Positive Symptom
Distress Index 2.42 2.11 23.6* 16.7* 3.7*
*
p <.05

dstatus refers to inpatient versus outpatient status.
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female outpatients, but that male inpatients do not have signifi-
cantly higher scores at intake than male outpatients. This finding
was true for all global and dimension scores.

Hypothesis 2: OQOutpatients will report greater symptomatic
disturbance at intake than non-patients.

This hypothesis was confirmed. As illustrated in Table 9,
outpatients scored higher on each of the BSI global and dimension
scores than the nonpatient community sample. These differences
were statistically significant (t-test, p<.05) for both males and
females.

Hypothesis 3: At intake, inpatients will score higher on the

psychoticism scales (7-9) than outpatients
and nonpatients.

As shown in Table 9, inpatients scofed significantly higher
than outpatients and nonpatients at intake on the scales reflecting
psychotic symptoms (Phobic Anxiety, Paranoid Ideation and Psy-
choticism). For the Psychoticism scale (#9), there was a signifi-
cant interaction effect between in/outpatient status and sex. This
interaction indicates that the difference between inpatients and
outpatients was greater for female than male inpatients.

Hypothesis 4: At intake, outpatients will score higher
on the neuroticism scales (1-6) than the

nonpatients.
This hypothesis was confirmed for both males and females.

Qutpatients scored significantly higher on the dimension scales
reflecting neurotic symptoms (Somatization, Obsessive-Compulsive,
Interpersonal Sensitivity, Depression, Anxiety and Hostility) than

the nonpatients. Outpatients also scored higher than the
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nonpatients on scales 7-9, the psychoticism scales. These differ-
ences were statistically significant (t-test, p<.05) for both males

and females on all dimension scales.

Validity: Concurrence Between Measures

Hypotheses 5-10 also address the issue of the BSI's con-
struct validity by examining the concurrence between the BSI and two
other measures of symptomatic disturbance, the Hopkins Psychiatric
Rating Scale (Brief Form) and the symptom scales of the Personal
Adjustment and Role Skills questionnaire.

Hypothesis 5: At intake and follow-up, inpatient self-report
of symptomatic disturbance will have a signifi-

cant, positive correlation with the significant
other's report of the patient's symptomatic

adjustment.

The correlation between inpatient scores on corresponding

symptom scales is shown in Table 10. The General Severity Index on
the BSI was compared with the Overall Symptomatic Disturbance score
on the PARS. Each of the dimension scales on the BSI that has a
comparable measure on the PARS was compared with its corresponding
scale on the PARS.

At intake, correlations between inpatient scores were gen-
erally quite Tow. None of the correlations were significant at the
.05 level. The most important relationship, that between the global
measures of symptomatic disturbance on the PARS and BSI (line 1)
was .23, indicating a positive but non-significant relationship.

At follow-up, the correlation between measures was higher

than at intake. Four of the seven correlations were statistically



65

‘60" >d ‘u :om;omm*

*[9° ¢t’ ve: uoLssaadaq
-uotrje3 by A3a1xuy d1qoyd £
x08° *69° 00° uotssauadaq
-uotjezLby f19Lxuy -9
*¥8° ¥8G° 9¢° uoLssauadag
-uotjel by uotrssaddag °g
8¢°- PYAN eL- JUSWSA | OAU] A3LALyLsuas
Leuosaaduadjug Leuosaaduajul
*0L° 0z° 20° uoLsnjuo) wsLI130Ydhsd ‘g
(g=u) (g=u (2L=u
8G" 86" v0" - (ALup satey)
K39txuy faxuy 2
oy’ x86° €2’ dueqanysig ("1°S°9) x°pur
J13ewol3dwhs | [e4dAQ A1149AS [eadudy °|
(g=u) (LL=u) (gg=u)
sjuaijedu] sjuatjedug sjuaijedug SY¥vd 1S9
dN-M01704 dN-M01104 DIVINI sa|eds bulpuodsauuo)
HINOW-XIS HINOW-334HL

"SYvd pue 1S§

3yl U0 S3|BIS ddURQUN}SL] OL3ewo}dwAs U0 S3400G Judljedu] UIIMIIG SUOLIL|BAUA0)--°0| 3lqel






66

significant at the three-month follow-up (n=17). At the six-month
follow-up, in spite of a sample size decrease] (n=8), four of the
seven correlations were significant. The global measures of sympto-
matic disturbance (1ine 1) were significantly correlated at three
months (r = .58, p<.05). The same correlation at six months was
positive but not significant (r = .40, p = .18), perhaps due to the
small sample size.

Correlations between intake and follow-up scores on the PARS
symptom scores were generally low, but significant (r = .38, p< .05
for outpatients; r = .36, p< .05 for inpatients). The low correla-
tions indicate significant others reported different levels of
symptoms at follow-up than at intake.

In summary, the inpatients' report of symptomatic disturbance
was not strongly related to their significant others' report of
symptomatic disturbance. The correspondence between reports was
greater at follow-up than at intake.

Hypothesis 6: At intake and follow-up, outpatient self-
report of symptomatic disturbance will have
a significant, positive correlation with the

significant others' report of the patients'’
symptomatic adjustment.

In general, this hypothesis was confirmed at intake and
follow-up. As shown in Table 11, the global measures of symptoms on

.34,

the BSI and PARS had significant, positive correlations of r

r =.29 and r = .30 at intake, three and six months respectively.

]Samp1e size decreases resulted from the small number of
patients with completed BSI and PARS questionnaires.
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At intake, six of the seven correlations were statistically
significant. At three months, three of the seven were significant,
and at six months, five of the seven were significant.

Hypothesis 7: At intake and follow-up, the correlation
between the significant other's rating and
patient's self-report of symptomatic dis-
turbance will be higher for outpatients
than inpatients.

This hypothesis was confirmed at intake, when there was a
stronger statistical significance for the correlations between out-
patient scores than inpatient scores (see Tables 10 and 11). At
intake, almost all of the outpatient correlations were statistically
significant, whereas none of the inpatient correlations were sig-
nificant.

At follow-up, the correspondence between PARS and BSI
measures was about equally strong for outpatients and inpatients.
Tﬁe global measures were significantly correlated for both inpatients
[r(17) = .58, p <.01] and outpatients [r(70) = .29, p < .01] at
three months. At the six month follow-up, the global measures of
PARS and BSI were: [r(119) = .30, p < .01] for outpatients, and
[r(8) = .40, p = .17] for inpatients. Although the correlation
was higher for inpatients, the difference failed to reach signifi-
cance, possibly due to the small sample size (n=8) for inpatients.

Hypothesis 8: At intake, the self-report of outpatient

symptomatology will be positively correlated
with the clinician's rating of symptomatology.

This hypothesis was generally confirmed. The corresponding

global measures of symptomatology--the General Severity Index on
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the BSI and the Global Pathology Index on the HPRS--were correlated
at statistically significant levels for both males [r(106) = .35,
p <.05] and females [r(215) = .40, p < .05].

As Table 12 illustrates, the dimension scores on the HPRS
and BSI were significantly correlated for males on all the dimensions
but one, Obsessive-Compulsive, which was correlated at the .07 level.
For females, six of the nine dimensions were significantly corre-
lated; the Obsessive-Compulsive, Paranoid Ideation and Psychoticism
scales had positive, but not significant, correlations.

Hypbthesis 9: At intake, the self-report of ihpatient

symptomatology will be positively correlated
with the clinician's rating of symptomatology.

This hypothesis was generally confirmed for female inpatients,
but not for male inpatients. The global measures on the HPRS and
BSI were significantly correlated for females [r(66) = 21, p <.05],
but not for males [r(44) = .16, p <.05].

The dimension scores showed a somewhat erratic pattern of
correlations for male inpatients (see Table 12). Three of the nine
scales (Somatization, Depression and Anxiety) had significant posi-
tive correlations. Hostility had a significant negative correlation
[r(44) = -.33, p <.05]; the other scales had low positive and
negative correlations.

For female inpatients, six of the nine scales had signifi-
cant positive correlations, with Paranoid Ideation, Psychoticism

and Phobic Anxiety correlating around the p = .10 level.
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Hypothesis 10: At intake, the correlation between the clini-
cian's rating and the patient's self-report
of symptomatic disturbance will be higher for
outpatients than inpatients.

This hypothesis was confirmed for the male subjects in the
study. As described above, the correlations between the two scales
were consistently positive and statistically significant for male
outpatients. However, male inpatients had erratic positive and
negative correlations which generdlly were not statistically signi-
ficant.

For female subjects, the correlations between the General
Severify Index (BSI)and the Global Pathology Index (HPRS) were
slightly higher for outpatients [r(215) = .29, p <.05] than for
inpatients [r(66) = .21, p < .05]. However, this difference was not
statistically significant (p = .72). This finding, and that of an
equivalent number of dimension scales being significantly correlated
for both inpatients and outpatients, suggests that the hypothesis
was not confirmed for female subjects.

Thus far, the BSI appears to satisfy several of the validity
criteria for outpatients and nonpatients. Outpatients had signifi-
cantly higher scores than nonpatients on all of the BSI scales.
Outpatient reports of symptomatology were significantly correlated
with clinicians' ratings of symptomatology at intake. They were
also significantly correlated with the significant others' report
of clients' symptoms at intake, three- and six-month follow-up.

The BSI meets some, but not all, of the validity tests for

inpatients. Inpatients had higher scores on all of the BSI scales
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than outpatients, but the difference was statistically significant
only for females. The self-report of s&mptoms was significantly
correlated with clinicians' ratings for females but not for males.
Inpatient BSI scores were not correlated with significant others'
ratings at intake, but had many significant correlations at three-
and six-month follow-up. The BSI appears to meet certain validity

for female but not male inpatients.

Sensitivity of BSI to Change

Hypotheses 11 and 12 examine the relationship between BSI
scores at intake and follow-up. The central question is whether the
BSI is sensitive to change in an outpatient and inpatient population
between intake, three and six months.

A balanced design Analysis of Variance progrqm] was used to
examine these hypotheses in order to provide simultaneous tests of
three main factors--time, patient status, and sex. The analyses
required that all subjects have BSI scores at intake, three and six
months. Thus, the sample size is significantly reduced from that
in previous hypotheses where only BSI scores at intake were examined.
The sample size for the predictive validity hypotheses was 27
inpatients and 113 outpatients.

Hypothesis 11: Inpatients will report greater symptomatic

disturbance at intake than at (three or six
months) follow-up.

]BALANOVA User's Manual (Frankmann, 1978).
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Hypothesis 12: OQutpatients will report greater symptomatic
disturbance at intake than at (three or six
months) follow-up.

These hypotheses were confirmed for inpatients and outpatients.
Significant main effects between scores at intake, three and six
months were found for inpatients and outpatients on all global and
dimension scores except the PST, Positive Symptom Total (see Table
13). AsTable 13 illustrates, inpatients and outpatients had
significantly lower BSI scores at three- and six-month follow-up
than at intake. The reduction in symptom disturbance was most sub-
stantial between intake and three months, although symbtoms did
continue to decrease between the three and six-month follow-ups.

When male and female scores are analyzed separately for out-
patients and inpatients, the women's scores changed more than the
mens. Females reported more symptoms at intake than males, and also
reported more change at follow-up than males. The different rate of
change for females was reflected in the finding of significant inter-
action effects (p <.05) between sex and time on three of the four
global scales (the General Severity Index, Grand Total and Positive
Symptom Total) and interaction effects approaching significance
(p<.10) on the dimension scores for Interpersonal Sensitivity,
Depression, Anxiety and Psychoticism. These findings indicate that
the BSI is more sensitive to change among females than males,

regardless of their patient status. Most of the BSI scales reflected

a pre- and post-treatment difference in symptoms for females. This
finding was not true for males, for whom three of the global scales

do not reflect significant reduction in symptoms after treatment.
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No significant main effects were found between inpatients
and outpatient scores for this sample of inpatients (n=27). This
finding is in contrast to the significant difference between inpatient
and outpatient scores at intake in testing Hypotheses 1-4. A larger
sample size (121 inpatients and 518 outpatients) was used to test
Hypotheses 1-4. The larger sample size included more symptomatic
inpatients (GSI = 1.63 for 121 inpatients, compared to GSI = 1.49
for this sample of 27 inpatients). As discussed in the section on
Data Loss, when the inpatient sample is limited to only those sub-
jects with a BSI at intake, three and six months, some of the more
disturbed inpatients are eliminated from the sample. Thus, the sample
of inpatients available for this analysis is only a small portion of
the original inpatient population; the generalizability of these

findings are, therefore, quite limited.
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Table 13.--ANOVA of BSI Scores--At Intake, Three and Six Months.

INPATIENTS OUTPATIENTS

Three Six Three Six .

Intake  wonths  Months Months  Months

Intake

General Severity Index

Males 1.17 .91 A 1.10 .95 .84
(n=11) (n=27)

Females 1.81 .81 .60 1.22 .84 .74
(n=16) (n=86)

Total 1.49 .86 .65 1.16 .89 .79
(n=27) (n=113)

Significant Main and Interaction Effects: Time (F(2)=14.90, p=.00)
Sex/Time (F(2)=3.00, p=.05)

Grand Total

Males 61.0 48.00 37.64 58.19 49.96 44.48
Females 94.31 43.25 31.63 63.86 43.98 39.06
Total 77.66 45.63 34.63 61.02 46.97 41.77
Significant Main and Interaction Effects: Time (F(2)=14.67, p=.00)
Sex/Time (F(2)=2.94, p=.05)
Positive Symptom Total
Males 26.36 26.00 23.33 23.85 27.14 25.56
Females 35.00 24.17 24.44 27.20 22.70 23.64
Total 30.68 25.08 23.89 25.52 24.92 24.60

Significant Main and Interaction Effects: Sex/Time (F(2)-2.85, p=.05)

Positive Symptom Distress Index

Males 1.96 1.65 1.41 1.96 1.75 1.78
Females 2.49 1.82 1.55 2.02 1.68 1.56
Total 2.23 1.73 1.48 1.99 1.72 1.67

Significant Main and Interaction Effects: Time (

F(2)=14.23, p=.00)
Sex/Time (F(1

)=4.56, p=.03)
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Table 13.--Continued.

INPATIENTS OUTPATIENTS
Three Six Three Six
Intake Months Months Intake Months Months
Somatization

Males .61 .53 .42 .56 .53 .36
(n=11) (n=27)

Females 1.11 .56 .36 .72 .56 .49
(n=16) (n=86)

Total .86 .55 .39 .64 .54 .42
(n=27) (n=113)

Significant Main and Interaction Effects: Time (F(2)=5.20, p=.01)

Obsessive-Compulsive

Males 1.19 .93 .91
Females 1.91 .90 .73
Total 1.55 .91 .82

1.24 1.14
1.33 1.00
1.29 1.07

.90
.89
.89

Significant Main and Interaction Effects: Time(F(2)=7.82, p=.00)

Interpersonal Sensitivity

Males 1.20 1.14 .80 1.29 .99 1.09
Females 2.1 .09 .81 1.42 .98 .86
Total 1.66 1.06 .80 1.35 .99 .98
Significant Main and Interaction Effects: Time (F(2)=8.28, p=.00)
Depression
Males 1.61 1.41 .88 1.56 1.28 1.28
Females 2.45 1.20 .80 1.64 1.10 .93
Total 2.03 1.30 .84 1.60 1.19 1.11
Significant Main and Interaction Effects: Time (F(2)=13.28, p=.00)
Anxiety
Males 1.46 1.00 .89 1.36 1.10 .99
Females 2.12 .89 .73 1.65 1.01 .95
Total 1.79 .94 .81 1.50 1.05 .97
Significant Main and Interaction Effects: Time (F(2)=14.39, p=.00)




77

Table 13.--Continued.

INPATIENTS OUTPATIENTS
Three Six Three Six
Intake Months Months Intake Months Months
Hostility
Males 1.30 1.16 .76 .99 - .97 .91
(n=11) (n=27)
Females 1.43 .74 .59 1.15 .78 71
(n=16) (n=86)
Total 1.37 .95 .68 1.07 .87 .91
(n=27) (n=113)

Significant Main and Interaction Effects: Time (F(2)=6.03, p=.00)

Phobic Anxiety

Males .68 .49 .40 .76 .59 .54
Females 1.36 .55 .38 .68 .4 .44
Total 1.02 .52 .39 .72 .50 .49
Significant Main and Interaction Effects: Time (F(2)=9.68, p=.00)
Sex/Time (F(1)=4.27, p=.04)
Paranoid Ideation
Males 1.22 .75 .76 1.00 1.02 .75
Females 1.71 .69 .63 1.20 .95 .79
Total 1.47 .72 .69 1.10 .98 77
Significant Main and Interaction Effects: Time (F(2)=8.76, p=.00)
Psychoticism
Males 1.27 .95 .75 1.21 .97 .90
Females 1.85 .76 .38 1.20 77 .67
Total 1.56 .85 .56 1.21 .87 .79

Significant Main and Interaction Effects: Time (F(2)=14.37, p=.00)
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Table 13.--Continued.

INPATIENTS OUTPATIENTS
Three Six Three Six
Intake Months Months Intake _ Months  Months
Additional Items
Males 1.23 .80 .55 1.10 .91 .77
Females 2.19 .95 .63 1.30 .86 - .69
Total 1.7 .87 .59 1.20 .89 .73

Significant Main and Interaction Effects: Time (F(2)=16.19, p=.00)







DISCUSSION

On the basis of prior research, three criteria were estab-
lished as the basis for examining the construct validity of the BSI:

1. scores will differentiate between inpatients, out-

patients and community residents;

2. scores had concurrence with other measures of symptoms;

and,

3. scores were sensitive to pre- and post—treatment.

differences in symptoms.

The self-report symptom scores collected on a sample of out-
patients and inpatients prior to treatment and at follow-up were
measured against these criteria. The criteria were largely satis-
fied for the outpatients, but the findings were more ambiguous for
the inpatient sample. These results suggest the BSI has construct
validity for an outpatient, but not an inpatient population. This
section reviews these findings, discusses alternative theoretical
explanations for them, and finally relates them to the larger issue
of designing an evaluation system for measuring treatment effective-

ness of mental health programs.

Generalizability of Results

In considering the validity tests in this study, it is

important to clarify the extent to which these findings are

79



80

generalizable to the range of inpatients and outpatients typically
seen at public mental health facilities. Clients participating in
this study were a sample of all outpatients and inpatients beginning
treatment during a three month period at several outpatient and
inpatient units. However, the sample of subjects completing BSI
questionnaires was not entirely representative of the inpatient

and outpatient populations at these centers. As described in the
RESULTS section, the subjects participating in this study were less
disturbed at intake and had higher socioeconomic characteristics
than the agencies' populations. These biases resulted from the more
disturbed and Tower socioeconomic persons not completing question-
naires at intake and follow-up. Thus, the results of this study
are not generalizable to the participating agencies' "typical" out-
patient or inpatient populations. Rather, these findings regarding
the BSI's validity apply to a somewhat healthier and higher socio-
economic class population than is usually seen at an outpatient or

inpatient unit.

Tests of Construct Validity

For the outpatient population, the BSI appears to meet
several of the criteria for construct validity. Outpatients scored
significantly higher on all BSI scales than the community residents.
The outpatients' self-report of symptoms was significantly corre-
lated with the clinicians' rating of symptoms on an analogue scale,

the HPRS. In addition, the BSI ratings were significantly



81

correlated with the significant others' rating of symptoms on the
PARS. This finding held up at intake and both follow-up periods.

Although the BSI had strong validity properties for an out-
patient population, these findings did not hold up for an inpatient
population. For the inpatients, validity of the BSI was established
in part for females, but not for male inpatients. When outpatient
and inpatient BSI scores were compared, BSI scores were significantly
higher for inpatients than outpatients. When sex was controlled for,
however, this finding held up for women and not men. Thus, female
inpatients reported significantly more symptomatology than female
outpatients, but the male inpatients did not report significantly
higher symptoms than male outpatients.

A similar sex difference was found in the relationship
between inpatients' BSI scores and clinicians' ratings. The scores
were significantly correlated for female inpatients but not male
inpatients. Thus, the correspondence between clinicians' ratings
of symptoms and patients' self-reports was greater for female
inpatients than male inpatients. These two findings suggest the BSI
js a valid instrument for female inpatients, but not male inpatients.

The correspondence between the inpatients' self-report of
symptoms and their significant others' ratings was quite low,
especially at intake. The comparisons of global BSI and PARS
symptom scales revealed positive but nonsignificant correlations
at intake and follow-up. Only the correlation at three-month follow-
up achieved statistical significance. The small sample size for this

analysis undoubtedly contributes to the low significance level of
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these correlations. Unfortunately, the small sample size precluded
separate analyses for male and female inpatients. Thus, it is not
known whether the lack of va]idify established earlier for male
inpatients was also true in comparing inpatients' BSI and PARS
scores.

To determine whether the BSI is sensitive to pre-post treat-
ment change, the difference between scores at intake and follow-up
was analyzed for those outpatients and inpatients who completed an
intake, three and six-month follow-up questionnaire. When analyzed
together, inpatients and outpatients had significantly lower scores
at follow-up than intake. When sex and patient status were con-
trolled for, however, the analysis revealed different patterns of
change for males and females, outpatients and inpatients.

Although inpatients and outpatients as a group had signifi-
cantly lower symptomatology at follow-up than at intake, there was
a significant interaction effect between sex and time on most of the
global scales. Females had algreater pre-post treatment reduction
in symptoms than males, regardless of patient status. This finding
may have been due to the women having higher intake scores than men,
thus allowing for a greater reduction in symptoms at follow-up.
These results suggest once again, however, that the BSI is a more
valid instrument for females than males.

The inpatient samp]e] used in this analysis did not have

significantly higher intake scores than the outpatient sample,

]Due to the requirement that only subjects with complete data
sets (i.e., intake, three and six-month questionnaires completed) be
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indicating this inpatient sample was an even less disturbed sample
than that used in the first two tests for construct validity. Given
this, the finding of insensitivity to pre-post treatment differences
is generalizable only to the least disturbed portion of the inpatient
population, i.e., those inpatients most closely resembling outpatients
on intake measures of symptomatic disturbance.

In summary, the BSI meets most of the established tests for
construct validity for the outpatient sample, thus suggesting it
may be an adequate instrument for measuring outpatients' symptoms
before and after treatment. The BSI does not appear to be sensitive
to pre- and post-treatment differences in symptoms for male out-
patients, however, and thus may not be valid for this population.

If the BSI is used to evaluate outpatient program effectiveness,
caution should be used in generalizing any findings to an entire
outpatient population. The most disturbed members of the population
may be unwilling or unable to complete the BSI, thus 1limiting the
external validity of the evaluation results.

This study indicates the BSI is not a valid instrument for
measuring inpatient symptoms before and after treatment. The major
problem in using the BSI is the high percentage of data loss,
resulting in only 20 percent of the population completing pre- and
post-questionnaires. This sample appears to be the less disturbed

members of the inpatient population.

used for this analysis, the sample size was significantly reduced
from that used in the previous analyses. This was especially true
for the inpatient sample, which was reduced to 11 males and 16
females.
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For those inpatients who do complete the BSI, it appears to
be a valid measure of symptoms for females but not males. Males do
not report greater symptoms than their outpatient counterparts, nor
do they report a reduction in symptoms after treatment. They also
report themselves as being less symptomatic than do their clini-
cians. Thus, the BSI fails all of the tests for construct validity
for male inpatients. By contrast, it meets most of the tests for
female inpatients. The only exception to this was a lack of cor-
respondence between self and significant others ratings at intake.
The small sample size of inpatients available for this analysis
limits the strength of these findings, and suggest the need for

further testing with a larger sample size.

Alternative Theoretical Explanations

This study found clear differences in men and womens'
responses to the BSI. Females consistently report greater symptoma-
tology than males; this occurred among all three groups of subjects--
inpatients, outpatients and community residents. The BSI failed to
meet any of the criteria for construct validity for male inpatients,
and yet, satisfied most of the criteria for female inpatients. This
section considers alternative theoretical explanations for these

findings.

Interpretation of Sex Differences

Other studies of self-report inventories have also found sex

differences, usually in the direction of women reporting more
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symptoms than men. Many scales, including the SCL-90 and the MMPI,
have incorporated different norms for men and women in their scoring
systems (Derogatis, 1977; Welsh and Dahlstrom, 1956). Several
studies on different MMPI scales have shown women (including clients
and normals) reporting more symptoms than men, particularly anxiety
and depression (Welsh and Dahlstrom, 1956). In their extensive
review of psychological studies of sex differences, Maccoby and
Jacklin (1974) found consistent evidence of greater anxiety among
females than males; these studies were conducted on non-patient
adults and children.

Maccoby and Jacklin (1974) question whether women are
actually more symptomatic than men. They point out that the scales
used in these studies were not validated against behavioral or phy-
siological measures of anxiety. They also cite some evidence that
males tend to be more defensive than females, and have higher "lie"
scale score (Sarason, 1960), and suggest that girls may be condi-
tioned to admit weakness more readily than boys.

Clearly, more research is needed to determine whether the sex
differences found in this study and others reflect true differences
in the level of symptomatology between men and women. To the extent
this study has used independent, objective measures of symptoms (see
Discussion section, Concurrence Among Informants), the evidence on
this question is mixed. For the outpatient sample, no significant
differences occurred between men and womens' symptoms either in the
clinicians' or significant others' ratings. And yet, outpatient

females rated themselves as more symptomatic than did the male
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outpatients. Among inpatients, females rated themselves as more
symptomatic than males, as did also the clinicians and significant
others.

Several problems arise with this analysis. First, the com-
parisons are made between ratings on different sets of subjects (see
Tables 10, 11 and 12). Sécond]y, inter-rater reliability of HPRS
ratings was not established across clinicians participating in this
study. And, finally, the lack of concurrence among different raters
and the low absolute values of the correlations between measures
must be considered. Definitive evidence that women are truly more
symptomatic than men would have to be shown in a study designed
more particularly to address this issue than the current study.

If women seeking treatment are more symptomatic than men,
the issue becomes whether an instrument such as the BSI should be
used to evaluate the effectiveness of treatment programs. Men may
be seeking treatment for reasons other than severity of symptoms;
indeed, results of thié study indicate male inpatients report sig-
nificantly more social functioning problems (e.g., handling their
occupations) than either male outpatients or female inpatients (see
Appendix A). Social functioning problems may be the more salient
factors for men seeking inpatient treatment, and symptomatic dis-
turbance more salient for women. More research is necessary to
address this issue, but current information indicates the BSI alone

is not an adequate evaluation instrument, particularly for men.
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Measuring;Changg

Analysis of the change in symptoms from intake to follow-up
indicates women change more than men. This was true for outpatient
women, as well as inpatient women. The question arises whether this
finding was a statistical artifact resulting from the higher intake
scores of women. Greater intake scores would allow for more change;
this might occur as a regression to the mean, the tendency of deviant
scores to move closer to the mean on second measurement.

Campbell and Stanley (1963) described regression to the mean
as a serious threat to validity of an evaluation study not using
equivalent control groups. They suggested, however, that regression
to the mean is more likely to occur when groups are selected for
analysis on the basis of their deviant scores.

Regression effects are thus inevitable accompaniments of
imperfect test-retest correlation for groups selected for
their extreme scores whenever encountered. If a group
selected for independent reasons turns out to have an
extreme mean, there is less a priori expectation that the
group mean will regress on a second testing, for the
random or extraneous sources of variance have been
allowed to affect the initial scores in both directions
(p. 11, Campbell and Stanley, 1963).

In this study, groups were not selected for analysis because
of their extreme scores, and thus, the expectation of a significant
regression-to-the-mean factor should be Tower. There is substantial
evidence, however, that the amount of change reported is directly
related to the initial scores. Several studies have reported this

and recommend adjusting for the portion of change that is a function

of the initial level of adjustment (Ellsworth, 1975; Meltzoff and
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Kornreich, 1970). The "best" method for this adjustment is still
being debated (Kenny, 1975; Nunnally, 1975; Cronbach and Furby, 1970)
and is discussed more thoroughly in the Literature Review.

One frequently recommended technique for controlling for
initial scores is analysis of covariance (COVARAN). This study did
not use COVARAN to partial out the effectS of pretest differences on
posttest differences. Nunnally (1975) recommended this technique
not be used in quasi-experimental designs because

(a) COVARAN does not control for variables which correlate

with both the pretest and posttest variables;

(b) a cardinal assumption regarding equivalent within-

groups regression slope is frequently violated; and

(c) there is disagreement about how to adjust statistical

parameters of COVARAN to take account of measurement
error.

The approach recommended by Nunnally (1975) is to examine
the interaction of treatment conditions with comparison groups,
using a within subjects, repeated measurement factor. Statistical
tests are then performed on all main and interaction effects to
determine the significance of the treatment effect and how it inter-
acts with different groups of subjects over time. This approach was
utilized in the present study, although other methods of examining

change should be undertaken in future studies.
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Treatment Effectiveness

Related to the issue of measuring change is whether or not
change actually did occur. A plausible alternative explanation for
the findings of less change among males than females is that treat-
ment was less effective for men than women.

In their review of psychotherapy research, Meltzoff and
Kornreich (1970) concluded

There is no clear relationship between the sex of the
patient and the outcome of psychotherapy. Most studies
report no differences. It is typically an incidental
finding rather than one upon which research has focused.
Much of the data comes from surveys with fallible criteria
measures and uncertain experimental conditions (p. 236).

On other measures of change in the present study, there
is conflicting evidence whether males change less than females. In
responding to a client satisfaction questionnaire at follow-up,
males and females had similar responses to questions about how much
they had changed as a result of treatment (see Appendix B). Ratings
on measures of social functioning indicate a substantial portion of
men improved (40 - 50 percent, depending on the informant) in their
social functioning after treatment. Further analysis of this issue
is needed, using composite measures of change (e.g., analyzing
change on symptomatic disturbance and social functioning and client

satisfaction measures) to determine if men seek treatment and benefit

from treatment in different ways than women.

Concurrence Among Informants

Evidence on the correspondence among different raters (self,

clinician and other) indicates greater agreement exists among
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measures of symptoms for outpatients than inpatients. Although
statistically significant, the correlations were low and once again
suggest more correspondence between the BSI and other measures for
females than males.

The ambiguous results of this study are not surprising,
given that other studies of the relationship between patient, thera-
pist and significant other ratings have had mixed results. Carr and
Wittenbaugh (1969) found 1ittle agreement among patients, families
and therapists about treatment effectiveness. By contrast, two
other studies (Ellsworth, 1975; Fontana and Dowds, 1975) found sig-
nificant correlations between patients' and significant others'
ratings at intake and follow-up. In both studies, the correlations
were significantly higher at follow-up (range from .50 to .69) than
at intake (.20 - .22). It is interesting to note the similarity
between these studies and the present in their findings of stronger
relationships between ratings at follow-up than at intake. This
indicates patients and their significant others have more discrepant
views of the patients' symptomatology when the patient enters the
hospital than when he has completed treatment.

There were two main differences between the present study
and those by Ellsworth and Fontana and Dowds. Their studies had over
200 subjects, thus possibly rendering the low intake correlation
statistically significant (an equivalent correlation in the present
study was not significant). In addition, their studies used the
same scale (PARS) for both the patient and the other. Their use

of the same scale, and the possible similar response set this would



91

engender, might lead to a greater correlation between patient and
others' report of symptoms than was found in the present study.

In summary, several theoretical arguments may be raised as
alternative explanations to the findings in the present study. Sex
differences on the BSI may be due to mens' tendencies to experience
and/or report fewer symptoms than women. Findings of greater change
among women may occur because the measurement of change has not con-
trolled for womens' higher intake scores. On the other hand, men may
change less because the treatment is less effective for them, or
because social functioning problems are more salient factors in their
treatment than symptoms. Different measures and different informants
also raise questions about which are most appropriate for what types
of analyses.

Further research is needed to answer definitively the above
questions. The evidence in the present study is that the BSI meets
tests of construct va]idity for outpatients but not for inpatients,
particularly for male inpatients. The reasons for this may be
embedded in the above theoretical positions; the issue§ are con-
founded with one another and need further exploration. For whatéver
reasons the BSI fails certain tests of validity, its use as an

evaluation instrument with inpatients must be seriously questioned.

The Evaluation System

The adequacy of a state-wide evaluation system based on a
self-report instrument should be assessed separately from the

validity of the questionnaire. The data collection procedures and
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instruments used in this pilot study together comprise a system
for evaluating treatment outcomes. Other procedures and instruments
have been pilot tested in other counties in Michigan (Clifford,
1978; Ihlevich, 1979) and will be compared with results of this
pilot to develop a possible state-wide strategy for evaluating
mental health services in Michigan. A

The extent of data loss in this study raises questions about
the adequacy of an evaluation system built on a self-report instru-
ment. About 40 percent of the inpatients and 20 percent of the out-
patients did not complete intake questionnaires. One report on this
project by the Urban Institute (Schainblatt, 1978) suggests the con-
sent rates might be improved by having better trained data collectors
in the outpatient units and by having more staff resources committed
to collecting data in the inpatient units. Rates might also be
improved if agencies had more of an incentive to have clients com-
plete questionnaires. In the current study, many of the staff par-
ticipating in the study did not believe the information being col-
lected would be useful to them, and cooperated with the study pri-
marily because it was mandated by the Department of Mental Health.

These modifications might result in somewhat higher question-
naire completion rates at intake. The fact remains, howevef, that
large portions of the client populations, especially among inpatients,
will be unable or unwilling to complete questionnaires about their
psychological and social functioning prior to beginning treatment.
The experience in this pilot also indicates many clients are unwilling

or unable to complete follow-up questionnaires as well. Only
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one-fourth of the inpatients and one-half of the outpatients eligi-
ble for this study completed both intake and follow-up question-
naires. The additional problem of lack of instrument validity for
those inpatients who do complete the questionnaire argues against
the sole use of a self-report model to evaluate mental health ser-
vices, especially for the inpatient programs.

The self-report model for evaluating mental health programs
for outpatients does appeér to have validity for the healthier, less
disturbed portion of the outpatient population. If care is taken
not to generalize the results of the evaluation to the entire out-
patient population, the information provided with the self-report
model does appear to be useful. In selecting a state-wide eval-
uation system, however, it is important to be able to compare the
effectiveness of different types of programs with the entire range
of clients using the services. When the primary objective of public
mental health programs is to find cost-effective alternatives to
inpatient hospitalization (i.e., outpatient, aftercare and partial
hospitalization programs), the evaluation system should allow com-
parisons across these programs. Because of its limited applicability
to more seriously disturbed inpatients and outpatients, the self-
report model would not provide for these inter-program comparisons.

An evaluation system based on a clinician's rating of psy-
chological and social functioning constitutes a viable alternative
to a self-report model. Having clinicians complete standardized

assessment instruments at intake and discharge would insure complete
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coverage of both an inpatient and outpatient pobU]ation. In a
separate paper, the clinicians' rating system is recommended as the
“preferred alternative" for a state-wide evaluation system (LaFerriere,

1979).

Recommendations for Further Research

In examining the validity of the BSI, several important
issues arose concerning the development of a system to evaluate
mental health services. In addition, the finding of sex differences
in the self-report of symptoms raised several interesting questions
for further research. Some of these issues might be explored with
the current data set; others would require additional data to be
collected.

First, the question around measuring change and treatment
effectiveness needs to be explored further. When the "follow-up"
data for the community norm sample (i.e., the repeat administration
of the BSI at a time concurrent with the six-month follow-up of
clients) becomes available for analysis, pre-post treatment differ-
ences for clients can be compared with change rates for a normal
sample. This quasi-experimental design utilizing a non-equivalent
control group will provide a more rigorous test of treatment versus
non-treatment effects.

Further analysis is needed to determine whether women are
more symptomatic than men, and how these differences are related to
seeking and benefitting from mental health services. A factor anal-

ysis exploring which of the social functioning and symptom
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disturbance variables are most highly associated with male and
female treatment outcomes would be very useful.

Finally, the relationship among different informants'
ratings of symptoms and social functioning should be re-analyzed
using additional data collected during a second pilot phase of this
project at the Michigan Institute for Mental Health. The increased
sample size from this data set might permit analysis using only
those outpatients and inpatients who had self-ratings as well as

clinician and significant other ratings.

Conclusions

In pilot testing an evaluation system based on a client
self-report instrument, this study found the Brief Symptom Inventory
to be a valid instrument for use with female outpatients and
inpatients. For these populations, the BSI met three essential
criteria for construct validity--differentiation between groups of
inpatients, outpatients and nonpatients; congruence with other
measures of symptomatology; and sensitivity to pre- and post-
treatment differences in symptoms. By contrast, the BSI did not
meet the essential validity criteria for males. Male inpatients
did not report significantly more symptoms than male outpatients,
nor did either sample of men report a lessening of symptoms after
treatment. The correspondence between the BSI and reports of
symptoms by clinicians and significant others was greater for out-
patients than for inpatients, with the lowest correspondence

being for male inpatients.
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The evidence from this study suggests that while the BSI may
be a valid instrument for use with outpatients, it is not valid for
use with inpatients. The construct validity of this séa]e is
strongest for female outpatients, and weakest for male inpatients.
The combined results of a high percentage of data loss and the
lack of instrument validity for males render this self-report
model inappropriate for evaluating the effectiveness of mental

health services.
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APPENDIX A

PARS SCORES OF OUTPATIENTS AND INPATIENTS
AT INTAKE
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PARS Scores of Qutpatients and Inpatients

at Intake
FEMALES
Average PARS Scores: Outpatients Inpatients
(n=157) (n=24)

Symptom Score

(range = 5-20%) 11.8 15.5
Role Skills

(range = 3.8*-15) 11.3 8.6
Alcohol/Drug Abuse

(range = 4-16%*) 5.4 7.4

*These scores indicate the most dysfunctiona] score.

MALES
Average PARS Scores: Qutpatients Inpatients
(n=81) (n=12)

Symptom Score

(range = 4.7-18.7*) 10.8 13.3
Role Skills

(range = 3.5*-14) 7.9 6.8
Alcoho1/Drug Abuse

(range = 5-20%*) 7.4 8.5

*These scores indicate the most dysfunctional score.
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APPENDIX B

CLIENT SATISFACTION WITH SERVICE
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Client Satisfaction with Service

OUTPATIENTS INPATIENTS
Males Females Males Females
Number of Subjects 41 1.0 12 30
Overall Satisfaction
(range: 1-5%) 4.3 4.0 3.7 3.3
Reported Change
(range: 1-5%) 4.0 3.8 4.2 3.6

*Most satisfied or greatest change reported.
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APPENDIX C

‘CONSENT FORMS AND INSTRUMENTS
Brief Symptom Inventory

Personal Adjustment and Role
Skills Questionnaire

Client Satisfaction Survey
Form
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MH-1842-R

CLIENT CONSZNT FORM
MENTAL HEALTA STUOY

We would Tfke to know how the people who use our services are feeling and how *hey are
functioning in their daily lives. We also would 1ike to know {f the services arovided
are helpful in dealing with problems. I[n order to collect this informaticn, we are
asking all clients using our services %3 sarticipate in a study. This study should
help us imorove our programs over the naxt several years. There wili be no direct,
immeafate benefits and no risks to you if you agree to participate.

A1l information gathered in this study will ce kept confidential. Tour name w11l not
be connectad with the {nformation you provide, nor will this informacion se shown %o
anyone outside the evaluation staff in our agency and the Michigan lepartment of Menzal
Health. The data collectad in this study wiil be used for statistical purcoses in the
Department of Mental Healih and destroyed within five years of its collection.

The study will fnvolve two parts. You may carticioate in one or >ech parts:

(1) A questionnaire to be sent to you at one or two later times in the year
which you would comolete and return to the Department of Mental dealth.
This questionnaire is similar 2o the Mental Health questionnaires you just
corpleted; and

(2) A questionnaire %o be sent to a person you feel knows you well and
could say how you are doing on a daily basis. This person may be a
relative (spouse, darent or child if over 14 years) or a close friend.
The questionnaire would be sent to this person now and at one or two
later times in the year. If youy wish 2o see a copy of this Juestione
naire, please ask tre secretary. A

We sincerely hope you will agree to participate in toth parts of this study, dut there
will be no penaity to you if you do not. You will receive the same sarvices wheiner you
agree to participate or not. You may withdraw your consent to participats at any time
during the study ty notifying any staff nemder at this agency. [f you have any questions
about the study, or your participation in it, please ask the secretary or your counsalor,
Thank you for your cooperation.

* L *

PLEASE (HECK THE BOX OR 30XES 3€ELOW THAT INDICATE YOUR CONSENT OR NON-CONSZNT AND THEN
SIGN YOUR NAME AT THE 30TTOM OF THE PAGE. THANK YOU.

[ agree to participate in the study described above ard have had an
oppartunity 3 have my questions answered. You may send me a question-
naire at one or two later times in the yedr at the following adcress:

Address

City Zip Code

Telephone No.

O vou may send a questionnaire to this terson who knows me well:

Name Is this person
here witn you

Address today?

City Iip Code

Telepr No.

O 1 4o not wish to participate in this study because

Te*YOUR SIGNATURE CATE




INSTRUCTIONS:

decide how much that problem bothered you during the past wcek, including today.
column heading that best describes how much that problem tothered you.
If you have been bothered by that problem a little bit durinj the lact week,
If you change your mind, erase the

"Nervousness or shakiness inside."

you would circle 2 under the second column.

first mark completely.

During the past week, how much
were you bothered by:

1. Nervousness or shakiness inside
2. Faintness or dizziness

3. The {dea that someone else can
control your thoughts

4. Feeling others are to blame for
most of your troubles

5. Trouble remembering things

6. Feeling easily annoyed or
frritated

7. Pains in heart or chest
8. Feeling afraid in open spaces

9. Thoughts of ending your life

10. Feeling that most people
cannot be trusted

11. Poor appetite

12. Suddenly scared for no reason

13. Temper outbursts you could not
control

14. Feeling lonely even when you
are with people

15. Feeling blocked in getting
things done

16. Feeling lonely

17. Feeling blue

18. Feeling no interest in things

19. Feeling fearful

20. Your feelings being easily hurt

21. Feeling that people are
unfriendly or dislike you

22. Feeling inferior to othcrs

23. Hausea or upset stomach

24. Feeling that you are watched
or talked about by others

25. Trouble falling aslcep

26. Having to check and double-

check what you do

N

0
0
0

o ©o o o

o

o o © o o o

o

*Copyright 197% Ly Lecnard leregatis,

RN

W ‘f\\\.\c NS \? » \':c\*
w e
1 2 3 4 27.
1 2 3 4 28.
1 2 3 4

29.
1 2 3 4 30.

Nn.
1 2 3 4
1 2 3 4

32.
12 3 4 33.
1 2 3 4

34.
1 2 3 4
1 2 3 4 35.

36.
1 2 3 4

37.
1 2 3 4

38.
1 2 3 4

39.
1 2 3 4 40.
1 2 3 4 41.
1 2 3 4 42.
1 2 3 4

43.
1 2 3 4 4.
1 2 3 4
1234 4

46.
12 3 4

47.
12 34 4
1 2 3 ¢

49,
1 2 3 ¢

S0.
123 ¢ g
1 2 3 4

Se.

£3.
Pn.D.

Plcase do not skip any {tems.
If you have any questions, please ask the secretary.
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B.S.I.*

Below is a 1ist of problems and complaints that people sometimes have.

During the past week, how much
were you bothered by:

Difffculty making decisions

Feeling afraid to travel on
buses, subways, or trains

Trouble getting your breath
Hot or cold spells

Having to avoid certain things,
places or activities because
they frighten you

Your mind going blank

Numbness or tingling in parts
of your body

The idea that you should be
punished for your sins

Feeling hopeless about the future
Trouble concentrating

Feeling weak in parts of your body
Feeling tense or keyed up

Thoughts of death or dying

Having urges to teat, injure or
harm someone

Having urges to break or smash
things

Feeling very self-conscious with
others
Feeling uneasy in crowds

Never feeling close to another
person

Spells of terror or panic
Getting into frequent arguments

Fecling nervous when you are
Teft alone

Others not giving you proper
credit for your achievenents

Feeling so restless you couldn't
sit still

Feelings of worthlessress
Feelir., that pconie vwill tive
acvantaje of you if you let them
0

Feolings of quile

Idea something is wrorg vith your
mind

©O O O o o o

~

r

w W W W

Read each one carefully and
Circle the nusiber under the
For example, the first problem {s
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OMH FORM NO. 1841R
PERSONAL ADJUSTMENT AND RGLES SKILLS JUESTIONMAIRE®

INSTRUCTIONS: Please describe the persor's community adjustment during the past
month by answering each question telow. Mark your arswer to each guestion by
circling the rumber under your answer choice. For exurple, in question 1, if
the person you are rating has shown consideration for you “often” during the
last month, you wouid circle 3 under the heading "often."

Agency Use Only:

Please arswer each statement below.

AN, Lty
cen. Lttt

N.Q.

NJA.

Date Comp. L_LjL]_“_L_I

DURTNG LAST MONTH, HAS HC/SHE . . . CURING LAST MONTH, HAS HE/SHE . . .
Some- Almost Some- Almost
Rarely times Often Always Never  times Often Always
1. Shown consideration for 16. Had difficulty eating
you. 1 2 3 4 (poor appetite, indi-
gestion, etc.) 1 2 3 4
2. Felt close to members
of household. 1 2 3 4 17. Been nervous. 1 2 3 4
3. Discussed important 18. Acted restless and tense. 1 2 3 4
matters with you. 1 2 3 4
19. Had difficulty sleeping. 1 2 3 4
4. Been able to talk it
through when angry. 1 2 3 4 DURING LAST MGNTH, HAS HE/SHE . . . s
one-

5. Cooperated (gone along)
when things asked of
him or her. 1 2 3 4 20. Jumped from one subject

Never Rarely times Often

to another when talking. 1 2 3 4
6. Shown interest in what
you say. 1 2 3 4 21. Just sat and stared. 1 2 3 4
7. Shown affection toward 22. Forgotten to do
you. 1 2 3 4 {mportant things. 1 2 3 4
8. ‘Gotten along with 23. Been in a daze or
other family merbers. 1 2 3 4 confused. 1 2 3 4
DURING LAST MONTH, HAS HE/SHE . . . 24. Needed supervision or
Some- quidance. 1 2 3 4
Never Rarely times O0ften
25. Lost track of time. 1 H 3 4
9. Said people don't care
abcut him/her. 1 2 3 4 26. Seemed to be off in
another world. 1 2 3 4
10. Said people treat him/
her unfairly. 1 2 3 4 OURING LAST MONTH, HAS HE/SHE . . .
Some-
11. Complained or worried Never Rarely times Often
about problems. 1 2 3 4
27. Been drinking alcohol
12. Said people try to push TO excess. 1 2 3 4
him/her around. 1 2 3 4
28. Been using drugs
13. Said life wasn't worth excessively. 1 2 3 4
living. 1 2 3 4
29. Become drunk on alcohol
14, Said things looked or high on drigs. 1 2 3 4
discouraging or hopeless. 1 z 3 4
30. Had a drinking or drug
15. Talked about being problem that upset
afraid. 1 2 3 4 family. 1 z 3 4
31. Had a drinking or drug
problem that interfered
with working. 1 2 3 4

*Copyright 1977 by Institute for Program Evaluation
Special printing by permission of IPEV 6/77






DMH FORM NO. 1841R

112

OURING LAST MONTH, HAS HE/SHE . . .

Almost Some- Almost
Never times Often Always
32. Done chores around
house. 1 2 3 4
33, Done household cleaning. 1 2 3 4
34. Prepared meals for the
family. 2 3 4
35. Done laundry, ironing
or mending. 2 3 4
36. Done grocery shopping. 1 2 3 4
37. (Mark one)

Are there usually children in the home?
; No (If "no," skip to question 44)

Yes (If "yes," answer questions 38-43)

DURTNG LAST MONTH, WAS HE/SHE . . .

Almost Some- Almost

Never times Often Always

38. Spent time with the

children. 1 2 3 4
39. Shown affection toward

the children. 1 2 3 4
40. Kept promises to the

children. 1 2 3 4
41. Been consistent in re-

acting to the children. 1 2 3 4
42. Known right thing to

do when disciplining

children. 1 2 3 4
43. Had children show

respect for him/her. 1 2 3 4

DURING UAST MOWTH, RAS HE/SHE . . .

44. Been involved in activities outside the home?

Mark one)
1

2
3
(4)

Stayed at home this past month.
Rarely involved outside the home.
Involved in some outside activities.
Often involved in outside activities.

DURING LAST MONIH, HAS HE/SHE . . .

45. Attended meetings of civic, church or other
organizations? (Mark cne)

(1) Did not attend any reeting this
past month.

(2) Rarely attended meetings.

(3) Sometimes attended meetings.

(4) Often attenaed meetings.

46. Participated in recreaticnal activities outside
the home? (Mark ore)

1) No recreational activities outside
home .

(2) Rarely paerticipated in cutside
recreation.

(3) Sometimes participated.

(4) Often participated.

47. Been employed cutside the home? (Mark one)

(1) Unemployed last month
(skip to question 51)
(2) _ Employed part time last month.
(3) Employed full time last month.
Note: If empioyed part cr full time,
please answer questions 48-50.

48. About how much take hore pay ¢id he/she earn fr-
working last month? (Do not include money fron
pension or welfare)

1 Earned jittie or no money last month.
(2) Earned less tnar $1CO per week.
(3) Between $170 and $200 per week.
(a) Over $200 per week from working.

49. From workirg, did he/she earr an adeguate amount
of money last month?

(1) Earned no money by working last menth.

(2) Earned enough to take care of
personal needs.

(3) Earned enough o partieily suppcert a
family.

(4) Earned enough to adequately support a
family.

50. 0id he/she look forward to going to work each

(Mark one)
____Not ercloyed last month.
Rarely locked forward to work.
Sometimes looked forward tc work.
______Usually looked forwarc to werb.

day?
(;)

6
(4)
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NOTE:
CERTATN ZREAS OF ALY .
PCRSCM YCU ARC RATILC FURING THE PAST HUiiTH.
BE SURE TO

95 ASK THAT YL [LDICATE WHETHER
CALSED Pm2F_EMS FCR THL
PLEASE

CuLsTiyns i

ANSWER EACLH (UESTION BELCH.

DURING THc

51.

52.

83.

5.

S6.

57.

58.

59.

a.

PAST MCNTH, =AS hE/SKE FAD PROBLEMS .

Talking end relating to you and people close
with him or her?

(1) ___ No orchlers.
(2) —_ Scme problens.
(3) Sericus problems.

If this is a problem, is it . . .
Getting worsc __ Getting tetter No change _

Feeling btau ot-.t ¢e1f or tcing angry with cthers?

1) __ MNop 5.

(2) ___ Seome ; .

(3) " Sertcus prodlens.

If this is & proviem, is it . . .

Getting worse ___ Getting better No change

Being nervcus, nct sleeping or eating well?
1) ___ No problems.

2} __ Some wichiems.

(3) —_ Seric's problems.

If this is a prenles, is it . . .

Getting worse _ Cetting better _ _ No change
Forgetting trhirgs, being confusc??

(1) __ No protiems.

(2) ___ Some problems,

(3) ____ Sericus prablers

If this is a problen, is it . . .

GCetting worse __ Getting better __ No change
Using alcchol or crups to excess?

(1) __ No problers.

(2) __ Some problews.

(3) ___ Serious proble~s.

If this is a rrotiem, is it . . .

Getting worse _  fGetting better __ No change

Doing rouser«i~ crores, launcry, cocking,
cleaning, shopping?

(0) __ Not expected.

(V) —__ No frotlen.

(2) ___ Scre pretlems.

(3) __ Serious problems.

If this is & praoblem, is it . . .

Cetting worse _ Cetting better __ No change
Relating to chil4rer ir the hore?

(6) ___ Ko children hore.

(1) __ No problen.

(2) __ Sowe crublems.

{3) ___ Serirus protiers.

If this {s a prohlen, is it . .

Getiing worse _ Cetting better __ ho change

Getting irvolvec in outside social activities?

(0) ___ hot errccted.

(1) Nc priblem,

(2) _ Scre prodlers,

(3) Se~icut problems.

If this is a crobiew, is it . . .

Cetting worse _ _Getting better _ No change _
Earning morev frur working?

(0) ___ Not er.cCted.

(1) __ nn provlen.

(2; ___ Some prodlers.

(3) " serious prevlems.

If this is a problem, is 18 . . .

Cetting worse __ Getting tetter __ No chance

HAS THZ PLRION 10U

A

L2 RATING RATSED THE FOLLOWING

PROELENT FCR ThE FAMILY OURING THE LAST MONTH?
(Circle the number uncer your answer)

60.

61.

€2.

63.

64.

65.

€b.

67.

Not at A little Quite
all bit a bit

A great
deal

Ha< she/he been
irritatle or
anqry? 1 2 3 4

Have you been

worried he/she

might hurt

thewsel f? 1 2 3 4

Have his/her

problems CAUSED

a drain on the

fanily's finances? 1 2 3 4

Have any children

in the farily bcen

upset EECAUSE of

his/ker problems

(e.g., angry,

frightened, sad)? 1 2 3 4

Have any children

in the family not

gotten erough

attention EECAUSC

OF his/rer

problems? 1 2 3 4

Have you or any

other adult in the

farily been rore

upset than usual

BECAUST of his/her

protiems? 1 2

Have j3cu or anyone
elsc in the femily
taken cver extre
cuties BECAUSE cf

his; her problems? 1

~
w
~

Have his/ncr prob-

lems [NTEPFERED

with your fanily's

activities? 1 2 3 4

PLEASE COMPLETE ThL FOLLOWING EACKGROUND QUESTIONS:

68.

69.

Today's date

kcw often did you see this person during the last
ronth?

(1) ___ Not at all.

(2) __ Once or twice during past month.

(3) __ About once a weck.

(4) __ About 3 to 5 times a week.

(5) ___ Saw daily.

(6) ___ Saw daily for 5 or more hours daily.
Wwrat {s your relationship to the person you are
rating?

(1) ___ Spouse or mate.

(2) — Parent.

(3) __ Other relative (sister. aunt, etc.)
(4) __ Friend.

(OVER)
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CLIENT SATISFACTION QUESTIONNAIRE

The following questions ask you to rate the services you received at our agency. Please circle those answers which
best describe your experience at our agency. ‘Your counselcr will not see the answers you give here. We will add
up the answers all clients give us to help us plan for future services.

1. 01d your counselor seem to understand you and your problems?

1 2 3 4 5
Never Seldom Sometimes Usually Always
understood understood . unders tood understood understood

2. Were you satisfied with how often you saw your counselor o get help with your problem?

1 2 3 4 5
Very dissatisfied Somewhat Undecided Somewhat Very satisfied
dissatisfied . satisfied

3A. You came to our agency to get help with certain problems. Has there been any change in those problems since you
first came to our agency?

-

1 2 3 4 5
A great deal Worse Same [mproved A great deal
worse improved

38. How important were the services you received at our agency in helping you with thcse problems?

1 2 3 4 H
Not important Not very important Undecided Somewhat Yery important
at all important

On the next few questions, please place a check (_\4) beside those answers whicn best describe your exparience at
our agency.

4 For each of the follqm’ng. please check whether you received the service at cur agency and kow helpful “he service
© was if you received it:

Not Received Not at all Not too Very

(Check all that apply) At this Agency Helpful Heloful Undecided Heloful Helpful
a. Group therapy . ___ 2. . & S.___ 6.
b. Individual therapy Yo 2. .o & 5. ____ 6. __
c. Family therapy oo . . 4 s. 6. ___
d. Medication . 2. __ k. M- P
e. Emergency services . 2. _ o 4. __ 5. 6. ___
f. Marital therapy “__ 2. e s 5. ___ 6. ___
g. Activity therapy . 2. . 40 5. 6. ___
h. Respite center services o ___ 2. o 4 S. 5.
1. Residential services 1. 2. 3. 4. 5. 6.

OMH Form 1343-R (PLEASE TURN OVER TO PAGE 2)
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_2-

SA. Were you referred to anuther agency by our staff?
1. YES. The agency recommended to me was

2. NO.

68. If "YES," did vou receive services at the agency referred to you?
1. Ygs 2. NO, because: (Please chack all that apply)

a. The agency is too far away.

b. My prodblem is solved.

c. I wasn't eligible for services there.

d. [ had to wait too long for an appointment.
e. I haven't gotten around to going there yet.
f. The fees are too expensive.

RARRAR

g. Other (Please explain)

6A. Are you still being seen at our agency? 1. Y€S 2. NO
68. If “NO," what were the reasons you stopped coming t0 our agency? (Pleasa creck all that ipply)

01. My counselor suggestad [ stop. {Reason:
02. 1 felt I should stop, but my counselor didn't.

03. My counselor and [ both felt that goals were met.
___ 04, My counselor left.

0s
06. [ felt my therapist was unable to help me.

v

No counselors were avajladble at the time(s) [ needed to be seen.

07. [ was sent to anotner agency for services.
08. The fees were too expensive.

09. I got tired of coming.
10. Other reasons for stopping. (Please explain)

|1

Please circle the answers below vhich best describe your feelings about our agency, 3as you did in tne first section.
7. Would you use our services again if you felt the need?
1 2 3 4 H

No, definftely not No, [ don't Undecided Yes, [ think so Yes, detinitely
think so

8. In general, how satisfied or dissatisfied were you with the services you received at our agency?

1 2 3 4 5
Very dissatisfied Sotewhat Undecided Somewhat Yery satisfied
dissatisfied satisfied

Please use the space below to share with us 2ny other suggestions, comments or observations that mignt help us plan our
services in the ‘uture. Thank you for your cooperation.

OMH Form 1843-R(1¢/77)
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