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ABSTRACT

A  discussion  of  some  of  the  issues  and  problems  associated

with  program  evaluation  in  the  mental  hea.Ith  field  is  pl.esented.

A fifty  item  Client  Sa.tisfac±ion  Survey  is  administered  to  clients

at  the  Foothills  Mental  Health  Center  of  Caldwell  County.     These

items  are  divided  into  five  caLtegoiies  of  impl`ovement:     symptom

allevia.tion,  interpersonal  effectiveness,  rna.rriage  and  family  ad-

justment,   schoo`1  and  .employment  adjustment,  and  self-concept  and

self-management.     Responses  al`e  I.ecorded  in  percentaLges  on  Likel.t-

type  scale  in  a.ddition  to  mean  scores  for  the  five  categories  of

improvement.    Results  ;re  presented  in  tabular  for.in and  are  dis-

cussed.    Responses  indicate  genel.al  satisfaction with  services

I`eceived  and  aL  moderate  degree  of  pel`ceived  improvement  on  the  part

of  the  clierit.     A  demogl.aphical  bl`eakdoi^m  of  mean  scores  is  also
..

pl`esented  a.long  with  termination  informa.tion.    A pl'oposal  for  a

prospecti.ve  progl.am  ev;1uation  approa.ch  is  included.

VI



REVIEW  OF  THE   LITERATURE

Substantia.1  funds  al.e  allocated  ea.ch  year  for  the  delivery

bf  mental  hea.1th  services,  yet .there  is  a.  rna.rked `paucity  of  I.eli-

at;le  informa.tic>n  I.egarding  the  costs  and  effectiveness  of  these

services  (Eilswo.rth,1974).     A  1969-1972  survey  by  the  Na.tional

Institute  of Mental  Health  repol`ts  that  only  2.2-2.7¢  of  staff

time  was  devoted  to  research  and  evaluation,  which  is  well  below

the  recomnended  5  to '10  per  cent.     In  a.ddition,  only  22  per  cent

of  center.s  I'eport  data  on  outcome  relative  to  goals,  and  35  per

cent  of  centers  repol`t  informati6n  on  client  satisfaction  (Win-

dle  and  Volkman,1973).     As  th.e  issue  of  prof.essional  accountabi-

lity  to  the  community  and  funding  agencies  is  assuring  increasing

priority,  the  dema.nd  for  sound  programs  designed  to  determine  ef-

fectiv.eness  of  program  impact  on  the  coinmunity,  effectiveness  of

direct  services  upon  recipients,.  and  the  efficiency  of  resource

utilization  continues  to  grow  (Cooper,   1973).

There  have  been nun6rous  obstacles  to  the  successful  implement-

tati6n  of  evaluation  programs.     One  sour.ce  of  I'esistance  typica.lly

ema:nat.es  from  clinical  staff  who  might  fear`  that  their  efforts  may

not  be  dem6nstrably  effective  (Ellsworth,1974).     Too  often,   clini-

cia.ns  function und;r  the  assumption  that  whatever  transpil.es  d.uring

a  thel`apy  session  is,  by  definition,  therapeutic  (Lermal.d  and` 'Bern-

stei.n,1971).     This  attitude  may  be  understaLndable  in  the  light  of

the  d6aLrth  of  outcome  studies  demonstl.ating  the  efficacy  of  pl.o-

1onged  psychothera.py.     In  reviewing  o`utcome  studies,   Cross,   (1964),

Bergin  (1966),  :nd  Eysenck  (1952)  have  questioned  the  pl.overi  effi-

cacy  of  psychotherapy.                                                                                    '.
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Another  source  of  r`esistance  to. pl.ogran  evaluation  somet,imes

c,omes  from  me.ntal  Bealtn  administrators,     According  to  Ellsworth

(1974 ),   the  absenc.e  of  concrete  evidence  erinances  adlninistl.ators'

sense  of  security  in  programs  whi.ch  have  been  promoted  as  certain

successes.     Also,   even  when  the  evalu;tion  data  is  available,  many

administrator.s  still  elect  to  exercize  control  based  upon personal

conviction  and  tradition,  rather  than  on  data  which  shows  whic.h '

approach works  best.     In  spite  of  the  fact  that  huhdl.eds  of  programs

have  been  evaluated,  program mediocl`ity  is  still  perpetuated.    As

Mechanic  (1974),  point.s  out,   too  often  evaluation  efforts  turn  out
•t,o  be  chips,  wibh which  administrators  "play  political  poker  with

countel'feit  currency. "    Many  administrators  respond  to  evaluation

efforts  by  the  approach:     "Damn  the  'data  and  full  speed  ahead."

(Walker,1972).     Accordingly,   if  mental  health  professi.onals  do  not

become  aware  of  problems  asso;iated  with  comparative  studies  of

different  approa`ches,   "admiri.istrative  fiat"  will  dictate  pl`ogram

decisi~6ns.'    (Walker,1972).

Many mefital  health  professionals  place  a  high premium  on  their

autonomy  in  determining  the  best  treatment  for  their  clients.    This

potential  source  of  resistance  can be  circumvented  by  the  tactful

employment  of  constructive  feedback  to  aid  the  practicioner  in making

the  best  possible  trea.tment  decision.     FI`om  the  outset,  it  should  be

made  clear  to  clinicians  that  it  is  not  their  professional  competency
"  or  dedication  which  is  being  evaluated,  I`ather  a  specific  treatment



approach.     (E11swol`th,1974).     Evaluation  should  be  considered  as  a

p,rocess  of  continuing  education  I'ather  than  a  regulatory  function

(Mechanic,1974 ).

Once  these  traditional  obstacles  have.been  surmounted,   the  eval-

uation  reseal`cher  faces  many  potential  pitfalls.     One  major  problem

of  evaluation  of.  outcomes  is  determining  what  data  is  to  be  collected

and  fl.om  whom..    Typically,   da.ta  has  been  drawn  from  clients,   their
\

families  and  significant  others,  in  addition  to  therapist'  reports.

However,   Carr  and  Whittnebaugh  (1¢69)  report  significant  discl`epancies

among  these  sources  as  to  treatment  effectiveness.    Patient  testimony

is  obviously  the  best  source  for  measuring  subjectively  felt  discom-

fort  or  distress,  but  clients'  repol.ting  of  behavioral  or  community

adjustment  has  not  been  reliable  (Paul,1967).     One  method  of  obtaining

valid  and  reliable  infol.nation  I.egarding  the  client' s  community  and

behavioral  adjustment  has  been  expounded  by  Ellsworth  (1974)  in  his

Personal  Adj.ustment  and  Ro`les  Skills  Inventory  (Pars).     This  approach

involves  obtaining  information,  on  a  pre  and  post  basis,   fl.om  fa.mily

members,  significant  others,   employers,  and  others  qualified  to  I`ealis-

tically  assess  the  client's  cormunity  adjustment.    However,  othel`s

question  the  us;  of  family  testimony  based.on  the  premise  that  some

family  situations  are  pathogenic  in  nature,  and  I.eports  in  impl.ovement

from  the  familys'  persective  may  actually mean  that  the  client  is

sicker.     (Lennard  and  Bernstein,1971).     Nfany  iesearchers  caution

against  employing behavior  in  a  treatment  setting  as  a  critel`ia  for
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+reatment  effectiveness  because,  typically,  this  behavior  fails  to

generalize  to  a  cormunity  setting  (Sirmett,  £i.  ±|.,1965. )    This  also

introduces  the  potential  problem  of  the  therapist  introducing  his  'own

v;1ues  as  standal.ds  for  improvement  (Lermard  and  Berns'tein,1971 ).

Other  cormon  threa.i,s,  to  valid  and  I`eliabl.e  outc6me  studies  are

enunel`ated  by  Ellsworth  (1974).     Regression  to  the  mean  is  a  pheno-

menon  which  one  can  generally  expect  when  dealing  wit.h  behavior  which

is  statistica.1ly  infrequent.     One  must  also  consider  possible  confound-

ing    from non-specific  effects  such  as  therapist  Jariables  or  client

variables  which  can  have  a  gI'eater  influence  on  outcome  than  any  paLrti-

cular  treatment.     Initial  cliff-erences  in  adjustment  as  .well  as  data  loss

from  salnple  a.ttl.ition  must  also  be  considel`ed.     Thus  it  can  be  seen  tha.t

the  problem  of  criteria  for  treatment  effectiveness  rema,ins  the  scourge

of  evaluation  I`esea,rch.

A new  subjective  appl.oa,ch  to  outcome  eva`1uation  has  recently  been

advocated  by  Guttentag  (1973)..   She  maintains  that  much  evaluation  re-

sea-rch  has  been maligned  because  it  fails  to  fit  within  the  confines

of  the  ''classical  experimental  straight  jacket."    She  postulates  an

untenable  analogy between  an  independent  variable  and  a  tl.eatment  pro-

gram.   . Typically,  an,.evaluation  reseal'cher  does  not  formulate  hi's  ov\rn

hypothesis;  I'ather  program  goals  genera.Ily  dictate  what  he  investigates.

Too  often,  the  evaluation  researcher  has  little  control  over  complex

variables  in  a  social  context.     (Mechanic,   1974.     Futhermore,  ramdomi-

zation. is  often  difficult  as  one  ca.rmot  control  who  enters  and  who  leaves



+treatment.     Weiss  (1974.)  concurs  and  states  tha.t  randomization  must

ofteri be  sacrificed  on  the  ''altar  of  operationa.1  practicality. "

Other.s  have  f`bllowed  Guttentag  in  advocating  the  impol`tance  of

subjectivity  in  evaluation  research.     Shantz  (1972)  maintains  tha.t  out-

come  I`earch  can  be  benefitted  by  taking  the  individuality  of  clients'

goa.1s  into  consideration.     James  (1969)  points  out  that  while  the  clients'

satisfaLct.ion  with  therapy  carmot  be  considered  the  primary  cl.iterion  of

ultimate  eff6ctiJeness  6f  treatment,  it  can be  a  valid  indicator  of  the

degl.ee  of  fulfillment  of  unmet  nee.ds  which  initia.lly  led  the  client  to

thel.apy.    In  line  with.this  individualistic  approach  to  evaluation  is  the

Goal  Attairment  Scale  developed  by  Kil`esuk  and  Sherman  (1968).     In  this

method,  client-specific  goals  are  negotiated  between  the  client  and  an

intake  clinician.    The  client  is  then  randomly  assigned  to  a  thel`apist  for   ,

treatment.    At  the  end  of  a  designated  period,  usually  three  months,  a

trained  independent` rater  ass6sses  the  degl.ee  of  goal  attairment;  dl.awing

informa.tion  fl.om  a  val.iety  of  sources.     The  degree  of  goal  aLttairment  is

then  converted  to  T  scol`es  which  serve  as  indices  of  tl.eatment  effectiveness.
\

One  variation  of  Goal  Attainment  Scaling  is  Contl.act  Fulfillment

Analysis  (Steinachers,1972 ).     This  appraoch  differs  from  Goal  Attairment

Scaling` (GAS)  only  in  that  goals  are  negotiated  between  client  and  thera-

pist,  and  th6I.e  is  no  random  assigrment  of  clients  to  therapist.   .This

approach would  ha.ve  its  advantages  in  sam|1,  cl`isis-iuterven.tion  oriented

centers  where  the  number  of  cliniciams  is  small  a.nd  phil6sophical  orienta-
l

Lion  is  not  disimila.r.

In  sulrmary,  obstacles  to  pl.ogl.a.in  evaluation  efforst  origina.te  on
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many  fronts:   inadequa.te  funding,  resistances  from  clinicians  and  ad-

ministratol`.s,  methodological  difficulties,  of  which  the  criteria  issue

seems  to  be  prevalent.    Recently,   evaluation  effor,bs  have  moved  away

fr'om  the  cia.ssical  experimental  design  strategy  to  a  more  individual-

ized,   subjective  appl.oach.

It  is  the  pul.pose  of  this  study  to  assess  the  degree  of  client

satisfaction  with.the  'services  received. at  the  Foothills  Mental  Health

Center  of  Caldwell  County.    Despite  the  I.ising  demand  for  accountability

and  increasing  pressur.e  fl.om  state  funding  agencies  for  program  eva.1u-

ation,  this  study  represents  the  first  step  in  the  implementation  of  an

evaluation  program  for  the  center.    The  basic  strategy  of  this  approach

I`elies  pl.imarily  on  consumer  feedba.ck  and  subjective  reporting,  .on  the

part  of  the  c,1ient,  of  perceived  improvement.    Although  this  approach

neither  circumvents  nor. rectifies  the  methodological  problems  mentioned

above,   it  will  provide  immediate  feedba.ck  to  the  staff  as  to  how  the

clients  view  services \received.

RETHOD

Subjects:    Subjects  were  clients  bf  the  Foothills  Mental  HeaLlth  Center

of  Oaldwell  County.     They.`were  divided  into  three  different  ca.tegories:

(1)  Those  clients  whose  cases  were  closed,   (2)  Clients  who  were,   at  the

time,  involved  in  individual  psychothera;y,  and  ( 3)  Psychiatl.ic  after.-

care  cl.i6nts.    Subjects  ranged  in  age  from  fourteen  to  sixty-nine  years

of  a.ge. .   There  wel.e  twenty-six  males  and  fifty-four  fema.1es  included  in

the  sample.    `A wide  I.ange  of  psychiatric  diagnoses  were  repl`esented

I,anging   from' Transient-situationa.1  disturbances  to  Chronic-schizophrenia.



Apparatus:  The  apparatus  consisted  of  a  fifty  item  Client  SaLtisfaction

Survey  (See  Appendix  A),   an  answer  sheet  (See  Appendix  8),   and  a,letter  of

explanaLtion  (See  Appendix  a).     The  survey'`was  m6deled  after  one  developed  by

the  Mobile  Mental  Health  Center,  riobile,  Alabama.     The  items  were  selected

to  elicit  infol`mation  which  could  be  divided. into  five  categories  of  im-
• pl.ovement.     In  addition,  there  was.a  category  for  termination  information

and  a  general  I'eaction  category.     CI.itel.ia.  for  inclusion  into  impl.ovement

categories. were  as  follows:

•    ..       "( i)``.Sympt;in  Alleviation  (Items  2,   9,   21,   28,   33,   35,   46).

Criteria  for `.inclusion  into  this  category  included  some  of  the

symptoins  most  commonly  encountered  in  a  clinical  setting  (£±..

anxiety,  tension,  depression,   somatic  compla.ints,  insomnia,

.   loss  of  appetite,   etc. ).

(2)  Interpersonal  Effectiveness  (Items  3,   20,   36,   38,   41j

42,  48).     Criteria  for  inclusion.  into  this  category  included

skills. for\ effective  interpersonal  relationships  (£+a.  trust,

self-disclosure,  risk-taking,  i. ).  These  items  deal  with

interactions  wi`th  people  other  than  the  immediate  family.

(3')  Afarriage  or  Family
'

Adj`ustment  (Itmes  4,16,   23,   39,

49,   50) ..... Criteria.  for  inclusion  into  this  category  included

abi|itie;, to  deal  with problems  and  interpel.sonal  skills  within

aL  marital  or  familial  situation.

(4)  Employment  or  School. Adjustment  (Item  11,19,   37,   40j

44).     Criteria.  for  inclusion  into  this  category  were  fac.tors

specific  to'  school  or  employment  adjustment  (£±. ,  grades,  atten-

darice,  absenteei-sin,  produc,tivity,   sa.tis faction  with  situation,  £±i. ).
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(5`)    Self-Concept  and  Self-hthnagement  (Items  5,13,14,15,

25,   26,   32).     Criteria  for  inclusion  into  this  category  consisted
• of  feelings  about  self ,  as  well  as  abilities  to  cope  with  daily

stresses  (£±.  ability  to  handle  problems,  alcohol  and  dr;ig  use,

self-concept,  hospitalization,  etc. ).

The  followin,g  ca.tegories  were  designed  to  elicit  termina,tion  informa-

tion  and  general  I'eaction  to  services:

TerminaLtion  Information (Items  10,17,   27,   43,   45).

This  category  contained  information pertinent  to  termination

( e.g.  unila.teral  withdrawa.1,  mutual  agl.eement  to  terminate,

dissatisfaction  with  sel'vices,  etc. ).

Genera.i  Reaction  to  Services (.Items  1,   6,   7,   8,   12,   18,

22,   24,   29,   31,   34,   47,   49).     This  was  a,  ca.tch-all  category

designed  to  asses.s  a  wide  range  of  clients'  reactions  to  ser-

vices  offered. (e.g.  mechanics  of  operation,   expense,   subjective

fee.1ings  aLbout  seeking  services,   Pea.ctions  to  therapist,  genel.al

satisfaction,   etc. ).

There  were  five  possible  responses  to  the  items  on  the  sul.vey.:

Strongly  Agree,   Agree,   Dig.agree,   Strongly. Disagree,   Does  Not  Apply.     These

responses  were  number  coded  on  the  answer  sheet  to  facilitate  tabulation

(See  answer  sheet  in.tAppendix).
`r.



As  there  wa.s  no  empirical  validity  deter.mined  for  the  categories,   as-

sigrment  of  items  into  categories  wa.s  essentia.Ily  on  the  basis  of  face

validity  and  operational  definition,  with  the  real  possibility  of  overlap

among  categories.    However,  a.s  this  instl.unent  was  de;igned  for  only  one

usuaLge,  the  author  and  the  sta.ff  of  Foothills  Mental  Health  Center  felt

tha.i  the  caLtegories  would  yield  valuable  informa.tion pertinent  to  the

needs  of  the  center.
'J.

\

Procedure:  Fifty  terminated  ca.ses  Were  chosen  a.t¢ I.andom  from  the  files.

The  Client  S.atisfaction  Survey,  answer  sheet,  letter  of  explanation,  (See

Appendix  C.)  and  an  addressed,   stamped  envelope  wel.e  mailed  to. each  of  these

former  clients.     Clients  under  thirteen  year..s  of  age  were  excluded  from

the  sample.    Telephone  contact  was  attempted  with  those  who  had  failed  to

return  the  survey after  three  weeks,  and  again  at  a.  six-week    interval.

Termination  informa.tion  was  ga.th6red  from  this  source.

The  survey  waLs  also  administer.ed  a.t  the  center  to  those  clients  who

Were  under.going  individua.i  psychotherapy.    The  critel.ion  for  inclusion
\

into  this  group was  that  the  client must  have  seen  a  therapist  for  at

least  three  sessions.`    If  the  thil.d  visit  occul`ed  during  the  coul'se  of  the

study,  the  client  was  included  in  the  sample.    As  younger  children would

have  had  some  difficulty reading  the  items  on  the  questionaire,  an  arbi-

tra.ry  cut-off  age  of  thirteen was  e:tablished.    This  precluded  evaluaLtion

of  childl.en  and  youth  services,  but  this  will  be  done  at  a.  later  date.
i

Surveys  were  a.dministered  to  all  clients  in  this  ca.tegory  during  the  period

hfarch  15  -April  15,  1974.
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The  survey  was  a.Iso  administered  to  those  clients  being  seen  on  an

after-care  basis.     Clients  in  this  category  were  seei.ng  one  of  i)he  two

staff  psychiatrists for  a.  brief  period,  usua.Ily  for  medication  review  and

support.    Although  these  clients  usually  saw  a  nurse  or  a  social`worker

pl`ior  to  seeing  th'e  psychia.trist,  they  were  not  considel'ed  participants

in  psychothera.py.    As  with  the  psychothera.py  clients,' questionaires  were

administered  to  aLll  a.fter-care  clients  seen  during  the  period  of  March  15-

Apl.il  15,   1974.

Two  units  of  measul.ement  wel.e  employed.     One  wa.s  the  actual  percent-

age  of  clients  form  the  thl`ee  groups  agreeing,  disagreeing,  i.--with  the
\

statements.     The  other  was  a  mean  score    fol`  the  five  categories  mentioned

above.     This  was  obtained  by  aver.a.ging  the  number  codes  for  items  within

a  pal.ticular  category.    Standal`d  devia.tions  were  also  calculated.    In  cases

where  items  were  negatively  worded,  the `nunber  code  was  I`.eversed  before

aver.aging.     For  example,   a  "one"  was  changed  to  a  "four",   a   .`''two"  to  a

"three",   etc.    A  mea.n  score  of  one  would.repl`esent  a  maximum  positive  and

favorable  response;  whel.eas  a  mean  of  ''four"  would. indica.te  a  maximum  un-

favorable. or  negative  I.eaction.     Inter.mediate    I.eactions  would `be  represent-

ed  by  means  between  one  and  four;   the  lo.wer  the  mean,   the  more  faLvorable  the

I`esponse.     The  mean  scol.e  was  used  only  for  the  five  ca,tegories  of  impl.ove-

ment  and  not  for  termination  or  general  I.eaction  da.ta.
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`           The  overall  response  percentages  to  ea.ch  item  on  the  survey  for

the  three  groups  are  given.     (See  Table  1).    A  vast  majority  of  clients

(75-100%)  seemed  to  be  satisfied  with  the  mechanics  of  operation  (£±.
`expense,   impl`essions  of  i.herapist,   sta.ff  co-opel.ation,  etc. ).     There  also

seemed  to  be  no    indication  that  clients  were  embarrassed  by  seeking

services,  and  most  indicated  that  they  would  recommend  the  sel.vices  to

their  friends  who  were  having  diffi6ulties.     The  medication  item  (#22)

revealed  that  85  per  cent  of  after-care  clients  state'  that  they  benefitted

from medication,  while  70%  of  psychotherapy  participants  said  the  term  did

not  apply.    For  the  most  part,  responses  tended  to  run  in  a  similar  direc-

tion  for  all  three  gI.oups.

Mean  scores  and  standard  deviations  for  the  five  improvement

categories  are  given  for  ea.ch  of  the  three  groups.   (See.  Table  2).      All

groups  indicated  improvement  in  the  five  areas 'by  inprovement  categories.

Psychotherapy  participants  achieved  lower  means  on  all  categories,   except

school  and  employment  adjustment,  but  the  difference  was  very  slight  and

could    possi.bly  be  an  artifact  of  the  instrument.     There  is  extremely

little  varia.tion w`ithin  groups  on  the  five  categories.    Standard  devia-

Lions  show modera.te  dispersion  and  seem  to  indicate  an  internal  consist-

ency  of  responses  within  categories.  . After-care  responses  reflected  the
''

smallest  amount  of  variance.

Information  regarding  termination  is  given.   (See  Table  3).     Only  one-

fifth  of  this  sample  returned  the  questionaire  (11  out  of  50. )      Approxi-
\

mately `75  per  cent  of  clients  disagl`eed  with  the  statement  that  they

stopped  tl.eatment  beca.use  they  felt  they  were  making  no  progress..
\/

','
\
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Approximately  65  per  cent  agreed  tha.t  termina.tion  occured  with  mutual

consent  of  thel.apist  and  client.    Everyone  di§agl.eed  that  tel`mination

occured  because  of  unfair  tl.ea.tment  of  the  client.    Approximately  27  per

cent  agreed  that  termination  occurred  because  the  therapist  unila.terally

determined  that  his  gel.vices  were  no  longer  needed.    .
..

Mean  scores  of  improvement  categories  for  all  groups  combined  are

given  in  a  demogl.aphic  arrangement  according  to  sex,  mar.ital  status,  and

educationa.llevel.   (See  Ta.ble  4).     Single  males  with  a  college  educati.on

seem  to  show  substantially mol'e  improvement  on  all  categories  than  do

their  countel`parts  with  less  education.    For.married males,  the  difference

in  not  obvious,  although  those  with  a.  College  educa.tion  seem  to  show

slightly more  improvement.   ` For  mar.I.led  a.nd  single  fema.1es,   those  with

college. education  showed more  improvement  on  a]most  all  categories  with

only  small  differences  between  gramma.r  and  high  school  educated  females.

For  divorced  fehales,   those  with  gI`armar  school. education  showed  Sub-

stantially mol.e  inprovemeut  than  those  with high  school  or  colleg.e  educa-

ti6n,

DISCUSSION

The  results  of  the  survey  strongly  indicate  that  a.  va.st rijor-

itv  of  clientsi favorably  view  the  services  offered  by  Foothills  Mental

Healt`h  Center  of  Caldw6ll  County.    A  large  majority  of  clients  (75-80%)
`indicated  a  significant  degl.ee  of  improvement  in  five  a.reas:     syHiptom

alleviation,  interpersonal  effectiveness,  marriage  and  family adjustment,
•,
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school `and  employment  adjustment,  and  self-concept  and  self-management.

Whether  this  improvement  is  flirectly  attributable  to  therapists '  effol.ts

or  to  some  other  factor  carmot  b.e  determined  with  this  instrument.    A

more  tightly  controlled  outcome  study  would  be  requil.ed  to  establish  a

causa.llink  between  therapy  a.nd  improvement.    Also,  clients'  reporting  of

impl.ovement  cannot  be  unquestiona,bly  a.ssumed  to  be  va.lid  as  was  mentioned

in the  literature  I.eview.

Thel.e  al`e  many procedul`al  difficulties  inherent  in  this  type  of

approa.ch  to  evaluation.    hthny  of  the  terminated  cases  were  difficult  to

locate  a.nd  aL. Ia.I.ge  rna.jority  (four-fifths )  failed  to  return  the  question-

ail`e,  even  after  two  telephone  cQnta.cts.    This  introduces  many  possible

biases  for  this  pa.rticular  group  of  clients  (£±.  chara.cteristices  of

people  who  return  questionaires,  characteristics  of  those  who  leave  an

area  after  expel.iencing  difficulties,  chara.cteristics  of  those  having

telephones,  £±i. )'.    Therefore,  the  validity  of  improvement  scores  for

terminated  cases  must  remain  suspect.

Although. an  approach  of  this  type  contains  many  potential  weakness-

es,. it  is  the  fir.st  att.empt,  of  any  sort,  made  to  evaluate  gel.vices  which

have  been  in  opel.ation  for  over  four  years.    Also,  in  addition  to  the  use-

ful  information  obta.ined,  this  study  ha.s  enabled. the  authol`  to  become

falniliar  with  a  variety  of  different  approaches  to  program  evaluation and

concomi-ban.I  problems.     Ii'rom  among  these  different  appl`oaches,   the  author

has  selected  a  method  of  program  evaluation  which  will  serve  as  an  integral

and  ongoing  part .`of  the  opel`a.tions  a.t  Foothills  Mental  Health  Center.    The

methodology  of  this  approach  is  formulated  in  the  epilogue.
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A  DEscRlpTION  OF   THE  RETHODOLOGy  OF  TEE   CONTRAOT   FULFILnfflNT  ANAI.¥`sls
VARIATION   OF  GAOL  ATTAIRENT   SCALING:   A  MODEL  FOR

EVALUATION   OF  DIRECT   SERVICES   OF  A
I  COMMUNITY  RENTAL   I.IEAI.TH   CENTER

After  the  initial` Social  histol`y  is  obtained  at  intaLke,  the

clierit  and  thel.apist  will  negotiate  goals  for  thera.py.    Typically,  these

goals  al`a  related  to  problem  area.sJ  in  the  clients'  life  and  aLre  usually\

included  in  one  of  the  following  a.I.eas:

AgI.ession
Alcohol/dl.ug  abuse
Anxiety/depression
Educa t i. on
Fami.I.y/marital
Interpersonal  relationships  and  social  activities
Legal/financial
Living  arrangement s
Physica.1  complaints
.PsychopaLthological  symptoms
Semality
Suicide

Once  the  clients',   problem  areas  are  mutually  agreed  upon,  they  a.I.e

enumerated  in  terms  of  expectations  of  treatment  success  -  ranging  from

the  most  \mfa.vorable  outcome  likely  to  the  most  favorable  outcome  likely.

There  are  pl'ovisions  on  this  guide  for. weighting  the  various  scales  as  to

goal  priorities.    T`he  stated  goals  will  be .client-specific  and  should  be

made  as  precise  a.nd  quantifiable  as  pgssible.    A  gel.ies  of  workshops  will

be  conducted  at  the  center  to  tl.aim  staff members  in  the  effective  tech-

niques  of  goa.i  scalihg.     The  Program  Eva.1uation  Project  has  made  a  wealth

of  material  aLvailaLble  fof  assista.nee  in  delinea.ting  I'easonable  and  realis-

tic  expectations  for  clients  with  specific  presenting problems.
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'         `Therapist  will  complete  one  of  these  guides  for  each  of  his/her
\ clients.    At  the  end  of  a  designated  time  period  (probably  thl`ee  and

six  months  iuterva.1s),  a  random  sample  of  goal  expectations  will  be
`selected  from  each  therapists'   case  load.     For  obvious  reasons,   the

therapist  will  not  ]mow beforehand  which  goal  scales  will  be  selected.

A pair  of  independent  follow-up  interviewers  will  be  hired  to  conduct

the  follow-up  interviews.    Upon  employment,  they  will  be  thoroughly

instructed  in  the  proper` techniques  of  scoring  goal  attainmerit.    AgaLin,

in.   Kiresuk...and.his  staff  at  the  .Progran  IivaluaLtion  PI'oject  have  pro-

vided  excellent  progrirmed  instructional  materi'als  to  a.ssist  the-  follow-

up  interviewer.. in  his  tasks.   . Naturally,  strict  provisions  are  made  to

assure  the  confidentiality  of  the  follow-up  interview.    In many  cases,

it  will  be  necessa.ry  to  elicit  ihforma.Lion  from  sources  other  than  the

client  (e.g.   employer,   spouse,   family  members,   teacher..s,   significant

other.s,  i. ).`   This  will  not  be  done  without  the  wl.itten  pel`mission  of

the  client.

Once  the  Goal  Attairment  Follow-Up  Guide  has  been  scored,   the

resul'tant  r;w  scol.e  is  converted  to  a  T-score  designed  to  have  a.  normal

distribution  with  a.  mean  of  50  and  a.  standa.rd  deviatic;n  of  10.     To  facili-

bate  statistica.1  procedures,  a  conversioh  key  is  provided  by  the  Program

EvaLluation  Project.     Once  the  Goal  Attairment  Scale  has  been  calcula.ted,

it  is  easily  convel`ted  into  a  percentile  ranJ{i.ng.

The  possible.`uses  of  this  type  of  data  are  many.     It  can  be  used  to

compare  the  relative  efficacy  of  different  treatment  approaches  to.  differ.=

ent` presenting.  problems.    It will  pl.ovide  valinable  information  as  to  the
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overall  effectiveness  of  services  offered  by  the .center.    It  will  provide

some  objective  feedba.ck  ito  individual  thel`apists.`    It  will  offel`  informa-

tion  as  to  which presenting  pl.oblem  or  combina.tion  of  problems  presents

the  most  difficulty  ln  goal  attairment.     It -will  assist  decision-makers

in    deciding  which  progl.ams  work  best  and  which  programs  need  emphasis.

It  will  provide  a means  of .comparing  client  variables  to  goal  attairment.

OJ

'

1,
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I.    hfor  thel.apist  seemed  genuinely  concerned  and  willing  to  help  me.

2.     I  am  n6t  as  nel.Jous  si.nee  coriing  to  the  Mental  Health  Center..

3.     I  cab  get  along  better  with  people  since  coming  to  the  Mental  Health  Center.

4.     I  am more  willing  to  take ]ny  share  of  the  responsibility  for  family  problems.

5.     I  can  handle  lny  problems  bettel`  since  coming  to  the  Mental  Health  Centel`.

6.     I  was  not  helped  by  coming  .to  the  Mental  Health  Center.

7.     I  had  to  wait  too  long  before  I'eceiving  help  at .the  Mental  Health  Center.

8.     I  was  .embarl`assed  by  coming  to  the  Mental  Health  Centel`.

10.   I  stopped  coming  to  the  Mental  Health  Center  beca.use  I  felt  I  was  not  making  any
progress.

11.  hfy  grades  in  school  have  improved  since  coming  to  the  Mental  Health  Centel'.

12.   Services  at  the  MentaLI  Health  Center  are  too  expensive.
`,`'

13.   I  drink  leg-i  alcohol  since  coming  to  the  Mental` Health  Center.

14.  I  use  fewer  no.n-prescription  dl`ugs  since  coming  to  the  Mental  Health  Center.

15.   I  have  had  to  be  hospitalized  fol`  net.vous  or  emotional  problems  since  coming  to  the
Menta.1  Health  Center.

16.   I  a.in  a.ble  to  handle  family problems  better  since  coming  bo  the  Meinal  Health  Center.

17.   I  stopped  coming  to  the  Mental  Health  Center  becaLuse  my  thera.pist  and  I  aLgreed
that  I  no  longer  needed  the  services.

18.   I  would  recommend  the  MentaLI  Health  Center  to  ny  friends  who  halve  emotional  or
net.vous  problems.

19.   I  get  ;long  better  in ny  wol`k  since  coming  to  the  Mental  Health  Cent.er.

20.   It  is  easier  for  me  to  make  friends  since  coming  to  the  Menta.1  Health  Center.

21.   I  wol`ry  less  since.coming  to  the  Mental  Health  Center.
•\

22.  The  medicati6ri  I  received  at  the  Mental  Health  Center  has  helped me.

23.  I  feel  better  about  my marl'iage  since  coming  to  the  Mental  Health  Center. .

24.  I  felt  ny.therapist  would be  aLvailable  after-hours  if  I  needed  him.
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25.   It  is  easier  for  me  to  make  deQisians..since  coming  to  the  Meutal  Health  Cent`er.

26.   I  like  nyself  better  since  Coming  to  the  Mental  Heal.th  Center.

27.   I  stopped  coming  to  the  Mental  Health  Center  beca.use  I  felt  I  wa's  getting  better.

28..  hfy  appetite  has  improved  since  coming  to  the  Mental  Health  Center.

29.   I  would  I`ecommend  .the:.Mental  Health  Center  to  ny  friends  who  ha.Je  an  alcohol  or
drug  pl.oblem.

30. '1  a.in more  likely  to  openly  discuss  my  pl.oblems  sihce  coming  to  the  Mental  Health
Center ,

Y

31.   I  would  hesitate  to  return to  the  Mental  Health .Center  in  the  future.

32.   I  arm more  likely  to  face  ny  problems  since  coming  to  trie  Mental  Health  Center.

33.   I  am  able  to.sleep  better  a.t  night  since  coming  to  the  Mental  Health  Center.

34.. I  Could  have  solved  my  probleins  just  as  easily  without  the  a.id  of  the Mental  Health
Center.

\

35.  I  feel  better  physically  since  coming  to  the  Mental  Health  Center.

36.People  seem  more  friendly  towards  me  since  coming  to  the  Mental  Health  Center.

37.   I  get  aLlong  better  in  school  since  coming  to. the  Menta.i  Health  C'enter.

38.   I  take  an  active  part,in more  activities  since  coming  t6  the  Mental  Health  Center.

39.   I  undel`stand  my  pa.I`ents  better,``since  coming  bol,the  Mental  Health  Crmtel..

40.   I  am  mol`e  prodrictive  in  iny  work  since  coming 'to  the  Mental  Health  Center.

41.   I  a.in more  understanding  of  others  since  coming  to  the  Mental  H:alth  Center.

42.   I  am more  likely  to  express  my  feelings  since  coming  to  the  Mental  Hea.1th  Center.

43.   I  stopped  coming  t.o  the  Mental  Health  Cente-r  because  I  was  tl`eated  unfairly.

44.   I  miss  fewer  days  of  wol`k  or  school  since  coming  to  the  Mental  Health  Center.

45.   I  stopped  coming  to  the  Mental  Health  Center  because  ny  therapist  told me  I  no
longer  neede  his  services,  although  I  felt  thaLt  I  did.

1

46.   I  have  more  energy  since  coming  to  the  Mental  Health  C6nter.

47.  The  clerical  st'aff  and  secretaries  seemed  friendly  and willihg  to  help.

48.   I  am mol`e  tI.usting  of  others  since  coming  to  the  Mental  Hea.1th  Center.
...

49.   I  am  more  undel`standing  of  ny  childl.en  since  coming  to  the 'Mental  Hea.1th  Center.

50.   I  feel  closer  to  ny. family  since  cowing  to  the  Mental  Hea.Ith  Centel`.
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FooTHILI.s  RENTAL  HEALTH  CENTER  CLIENT  chTlsFACTloN .SunvEr

ANSWER   SHEET

I.    Infol.nation:    Please  furnish  the  following  information:

AGE :                       SEX                              MARITAL  STATUS I.AST   GRADE   COMPLETED

11.     Please  I.ea.d  each  statement  on  the  sul`vey  and  place  One  of  \the  following  numbers
beside  the  appl.opria.ted  number  on  the  answer  sheet.     Plea.se  make  no  marks  on  the
survey  sheet  containing  the  statements.

4-If  you  STRONGLY  DISAGREE  with  the  statenent.
\

3-  If  you  DISAGRin  with  the  statement.

2-  If  you ±£EEE with  the  statement.

1-  If  you  STR6NGIJY  AGREE  with  the  statement.

0-  If  the  statement  DOES  NOT  APPLY  to  you.

ExrmlE:     If  you  strongly  disagl.ee  with  item number  one  on  the  survey,  you would
Pla.ce  a  4  beside  number  one  here  on  the  answer  sheet.    .Ex:    (i)  '

\

1.()

2. (_)
3. (_)
4.'(              )

5.  (_)`
6-)'
7 . ' ( _)
8. (_)
9. (_)

10. (_)
11. (_)
12. (_)
13.   (            )

14.   (            )lL-
•     15.(_)

16. I-)
17.  (_)

• .18.  (_)

19.  (_)
20. . (_)
21.  (_.)
22. (i)
23. (i)

'

24.  (_)
25. (_)
26. , (i)

27.    (            )

28.  (_)
29. (_)
3o.  (_,`
31. (i)
32.    (             )

33.  (_)
34.   (             )

35.   ,(             )

36.  (_)
37.  (_)
38. (_)
39.    (            )

40. (_)
41.  (_)
42. (_)
43. (_)
44. (_)
45.  (_)
46.    (              )`

47. (_)
48. (_)
49.   (            )

50.   (            )
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Deal.

The  staLff  at  Foothills  Menta.1  Hea.Ith  Center  of  Caldwell  County  is  eager  to
provide  the  best  of  possible  sel.vices  to  our  clients.    Scmetimes,  in  order  to
do  this,  ire  need  to  ask  the  help  of  our  clients  in  seeing  how you,  our  formel`
clients,  I.egard  our  services.    We  would  be  extl`emely  grateful  if  you  could  take
the  time  to  fill  out  the  enclosed  questiona,il.e  as  truthfully and accurately  as
possible.    All  responses  will be  kept  strictly  confidential,  a.nd no  one will
]mow  who  answel`ed  wha.t  questi,ons  in  what  ways.     PleaLse  place  all  responses  on   .... ``.
the  gI'een  answer  sheet  according  to  the  following .instructions:

If  you  STRONGLY  DISAGREE  with  an item on  the  survey,. place  a  i ty  the  appropriate
number  on  the  gI.een  answer  sheet.

If  you  DISAGREE  with  aLn  item  on  the survey,  place  a 2 by  the  appropriate  number
on  the  gre.en answer. sheet.

If you AGREE with  an  item  on  the  survey,  place  a 2 by  the  appropriate  number  on
IE5igre.em.answersheet.

If  you  STRONGLY  AGREE  with  an  item on  the  sul.vey-,L place  a i by the  appropriate
number  on  the  gI'een  answer  sheet.

If  the  item  ^cOES  NOT  APpri  then  plaLce  a i by the  appropriate number  on  the  green
answer  sheet.

For  exa.mple,   if  you  STRONGLY  DISAGREE  with  item  number  one  on  the  sul.vey,  you  would
place  a  one  by  number  one  on  the  gI`een  aLnswer  sheet.     EX.   1. (  a   )        Plea,se  do  the
same  for  all  fifty  items  on  the  survey.    You need not make  any marks  on  the  survey
containing  the  fifty  statements.    When you have  finished,  please  place  the  gI.een
aLnswer  sheet  in  the  stanped-Self  addressed  envelope  and  place  in  the  nearest  rna.il  box.

Aga.in,  we  aLre  greaLtly  appreciative  of  your  willingness  to  help  us  ih our  efforts  to
improve  our  sel.vice  to  the  conmunity.    We  look  forward  to  your  response.

Very  sincerely yours,

Steve hayml.d
Clinical  Psychology  Intern

Ehclosur6s:  01ieat  Satisfaction Survey,  Green Answer  Sheet,  and  Self-Addressed,  Stamped
Envelope.  '


