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ABSTRACT 

Satisfaction with mental health services has long been considered 

an important measure of treatment effectiveness. It, has, however, 

received limited attention from researchers, especially in recent years. 

The purpose of this study was to develop and test a measure of 

satisfaction with the partial hospitalization programs offered by 

Psychiatric Management Resources. The assumption behind the design of 

the instrument is that satisfaction is defined not only by the extent to 

which the provision of a service met consumers' expectations, but also 

how important the service was from the perspective of the consumer. The 

Consumer Satisfaction Questionnaire, 8 item version, (CSQ-8) was 

included as a measure of convergent validity. The CSQ-8 and other 

instruments had thus far succeeded in measuring general satisfaction. 

The Index of Consumer Satisfaction with Mental Health Services 

(ICS/MHS), used in this study, was able to reliably index satisfaction 

with 13 aspects of treatment that consumers felt were important. Scores 

on the ICS/MHS were highly correlated with the CSQ-8. This instrument, 

although more labor intensive than the CSQ-8, is able to provide 

information that can be used to design and modify treatment programs so 

that they are better able to meet the needs of consumers. 
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Chapter 1 

Introduction 

This chapter is divided into five sections. First, the value and 

validity of studying consumer satisfaction with mental health services 

will be addressed. The statement of the problem will follow, 

identifying the lack of a reliable measure of consumer satisfaction with 

mental health services as the major reason for conducting this study. 

Thirdly, the significance of this study will be examined in terms of 

clinical, practical, and theoretical usefulness. Fourthly, the 

limitations of this study will be addressed. The last section is a 

summary section to review the major points. 

Context of the Problem 

The study of consumer satisfaction with mental health services has 

been endorsed by many evaluators and has become a standard practice of 

providers (Elbeck & Fecteau, 1990; Ellsworth, 1975; Hargreaves & 

Attkisson, 1978; Larsen, 1979; Larsen, Attkisson, Hargreaves & Nguyen, 

1979; Lebow, 1982, 1983b; Lehman & Zastowny, 1983; Margolis, Sorenson & 

Galano, 1977; McPhee, Zusman & Joss, 1972; Patterson & Marks, 1992; 

Prehn, 1990; Roberts & Attkisson, 1983; Sorenson, Kantor, Margolis & 

Galano, 1979; Windle & Paschall, 1981; Zusman & Slawson, 1972). The 

literature surrounding this topic describes five distinct but related 

approaches. 
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First, consumer satisfaction has been shown to be a valid 

dimension of consumer care that contributes to the well being of the 

consumer and speed of recovery (Donabedian, 1966, 1980; Ware and Davies, 

1983; Ware, Davies-Avery, & Stewart, 1978). It is consistent with the 

shift in health care from the medical model to one of prevention and 

rehabilitation (Zax & Cohen, 1976). 

Second, consumer satisfaction has been cited in law and policy 

governing program evaluation as a valid measure of treatment 

effectiveness. Legislators demonstrated their position that consumers' 

satisfaction could be enhanced by directly involving them in the design 

of mental health programs. The Comprehensive Health Planning and Public 

Health Services Amendments of 1966 required that consumer 

representatives sit on the advisory boards of state planning agencies 

(Margolis, Sorenson, & Galano, 1977). The Community Mental Health 

Centers Amendments of 1975 (Title III of Public Law 94-63) mandated the 

evaluation of mental health services as a separate area within the 

public health service delivery system and named consumer satisfaction as 

a valid index of program effectiveness (Edwards, Yarvis, MueLler, & 

Langley, 1978; Margolis, Sorenson, & Galano, 1977). The most recent 

legislation affecting the evaluation of mental health programs was the 

Omnibus Budget Reconciliation Act of 1987 (P.L. 100-203). It shifted 

the focus of health care quality assurance programs to include outcome 

measures as well as measures of structure and process (Prehn, 1990). 

Third, the measurement of consumer satisfaction is ethically sound 

in that it provides opportunities to reduce waste in program design, 

maximizes efficacy of treatment, and helps to ensure the right of 
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consumers and the public to demand accountability from the programs they 

support (Bene-Kociemba, Cotton, & Fortang, 1982; Elbeck & Fecteau, 

1990; Essex, Fox, & Groom, 1981; Patterson & Leach, 1987; Sorenson, 

Kantor, Margolis, & Galano, 1979; Windle & Paschall, 1981). 

Fourth, consumer satisfaction studies have been cited as a 

critical measure of program effectiveness(Ware and Davies, 1983; Ware, 

Davies-Avery, & Stewart, 1978) and impact the continued licensure and 

accreditation of mental health programs (Elbeck & Fecteau, 1990; 

Micheletti & Shlala, 1989; Prehn, 1990). 

Fifth, the delivery of health services with the view of the 

consumer as customer has recently been identified as important in light 

of studies showing that seventy percent of the gross national product is 

generated by service industries (Cina, 1989). This includes 

rehabilitation (Patterson & Marks, 1992) and the recent shift to managed 

care models, focusing upon service quality and customer satisfaction as 

the two primary areas of interest (Patterson & Marks, 1992). 

Statement of the Problem 

Studies of consumer satisfaction with mental health services have 

been plagued by conceptual, methodological and analytical shortcomings. 

Despite numerous attempts, investigators have not produced a standard 

definition of satisfaction nor a consistently reliable means to measure 

it (Bene-Kociemba, Cotton, & Fortang, 1982; Corrigan, 1990; Elbeck & 

Fecteau, 1990; Lebow, 1982, 1983b, 1983a; Lehman & Zastowny, 1983). 

More research is needed to develop a measure of satisfaction that is 



reliable across settings and samples (Corrigan, 1990i Lebow, 1982, 

1983a, 1983bi Lehman & Zastowny, 1983). 

Significance of the Study 
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The results of this study suggest that the instrument may have 

clinical, practical, and theoretical usefulness. The primary purpose of 

this study was to develop and test the accuracy, reliability, and 

validity of an instrument designed to measure the level of satisfaction 

that psychiatric consumers feel regarding the mental health services 

they receive. The instrument showed good reliability and validity and 

could be tested across settings and populations, ultimately contributing 

to the development of a universally accepted definition of satisfaction. 

The information about satisfaction with mental health services, 

gathered from the clientele of Psychiatric Management Resources (PMR) , 

could be useful for conducting a larger scale evaluation of PMR's 

existing partial hospitalization programs and may suggest immediate 

enhancements to increase program effectiveness. These results may be 

generalizable to other types of treatment beyond partial 

hospitalization. 

The instrument may help to improve program evaluation. Present 

day program evaluation usually involves the development of a separate 

questionnaire for each evaluation. This lack of standardization results 

in duplication of effort and a lack of comparability of results. 
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Limitations of this Study 

This study was exploratory in nature. The content of the 

instrument was comprised of information gathered from taped interviews, 

existing scales, and items, developed by the author, that were felt to 

be theoretically sound. Because this is a new instrument, there is a 

risk of including erroneous items or omitting important items which may 

negatively effect the instrument's accuracy, validity, and reliability. 

There is also the possibility of method variance due to the data being 

collected solely by pencil and paper method. 

The design of the instrument includes the both likert scale items 

and paired comparisons. This design has demonstrated reliability in a 

study of the job satisfaction of nurses (Stamps and Piedemont, 1986). 

The instrument used in the present study used items from the Consumer 

Satisfaction Questionnaire, 8 item version (CSQ-8) (Attkisson & Zwick, 

1982) . The CSQ-8 has demonstrated reliability for measuring consumer 

satisfaction with mental health services. The language of the items and 

the scales have been modified to allow them to be used with the Index of 

Consumer Satisfaction with Mental Health Services (ICS/MHS). The 

modification of established scales, by adding new items or rnodifying 

existing items, can pose a threat to reliability. Although the modified 

CSQ-8 items showed an improvement in reliability, further study should 

address the impact of these changes to the CSQ-8. 

It is not the author's purpose, at this time, to attempt to 

construct or test a theoretical model of satisfaction. Through the 

generation of new scales that measure specific factors contributing to 



satisfaction, the results of this study may contribute to such a study 

in the future but would not, in and of themselves, provide a large 

enough sample to justify or validate such an analysis. 

Summary 

16 

This chapter identified the need for the proposed study. The 

validity of the concept of satisfaction was discussed as it relates to 

consumer well being, effectiveness of treatment and as a timely subject 

to be studied in light of the shift to more competitive managed care 

service delivery systems. Further, the lack of a universally accepted 

and reliable definition of satisfaction with care points out the need 

for more study in this area. Finally, the limitations of this study 

were discussed. 
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Chapter 2 

Review of the Literature 

Introduction 

This chapter reviews past studies of consumer satisfaction with 

mental health services and consumer satisfaction with health care in 

general. These studies attempt to both measure and define consumer 

satisfaction with services. At the end of this chapter there is a brief 

summary of the main points of the studies reviewed. 

In reviewing the literature on consumer satisfaction with mental 

health services, there was a reduction in the number of studies in 

recent years. The majority of studies on consumer satisfaction with 

mental health services were conducted in the late 1960's through the 

late 1970's, following the passage of legislation recommending the study 

of consumer satisfaction as a valid measure of treatment effectiveness 

(i.e. The Comprehensive Health Planning and Public Health Services 

Amendments of 1966 and The Community Mental Health Centers Amendments of 

1975). The Omnibus Budget Reconciliation Act of 1987 also coincides 

with an increased interest in studying consumer satisfaction with mental 

health services. There have only been a few studies published in this 

area so far this decade. 



18 

Definition of Terms 

Satisfaction is defined as "acceptable", "convincing" or 

"sufficient". The verb "to satisfy" is defined as "to supply fully or 

completely". The noun "satisfaction" is defined as "the fulfillment of 

a need or want" (Roget, 1984; Webster, 1976). In the study of consumer 

satisfaction with mental health services there has not been widespread 

agreement on an operational definition of satisfaction (Eriksen, 1991; 

Gutek, 1978; Larsen, Attkisson, Hargreaves, & Nguyen, 1979; Lebow, 1982, 

1983a, 1983b). 

Direct and Indirect Measures of Satisfaction 

In the interest of providing such a definition, Lebow (1982, 

1983a) describes both a narrow and a broad operational definition of 

consumer satisfaction as it relates to mental health services. In the 

narrow definition, satisfaction is defined by the extent to which mental 

health services meet the needs, wants and desires of consumers (Lebow, 

1982). Factors named in other studies such as availability of services, 

accessibility of care, quantity and quality of contact with staff, 

adequacy of treatment and milieu, confidentiality and respect, symptom 

relief and satisfaction with process and outcome are included in this 

definition (Corrigan, 1990; Greenfield & Attkisson, 1989; Harty & 

Horowitz; McIntyre, Farrel, & David, 1989). 



Lebow's (1983a) broader operationalization of satisfaction 

incorporates measures that correlate highly to satisfaction and are 

indices of satisfaction. These measures include 

client global rating of outcome, complaints about the 

praise for treatment, suggestions for improvement, multi

dimensional descriptions of ward milieu in inpatient and day 

treatment such as the Ward Atmosphere Scale (Moos, 1974); 

multi-dimensional descriptions of phenomenology of reaction 

to treatment, such as the Therapy Session Report (Orlinsky & 

Howard, 1975); descriptions of reaction to the therapist, 

such as the Barrett-Lennard Scale (Barrett-Lennard, 1962) 

and studies inquiring into what was found to be helpful and 

what was valued in treatment." 
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These indirect measures of satisfaction, although highly correlated to 

direct measures of satisfaction, measure general satisfaction with 

health care service delivery systems instead of the level of 

satisfaction that consumers feel with the services that they themselves 

were provided. So, although there is a correlation between direct and 

indirect measures of satisfaction, there is not a strong conceptual 

relationship between them (Gutek, 1978; Pascoe, Attkisson, & Roberts, 

1983). This distinction exists in other studies of consumer 

satisfaction, conducted in medical and human service settings. In these 

studies, consumers consistently rate the health care that they 

themselves were receiving more favorably than they rated health care 

providers or health care service delivery systems (Albert, Kosa, 

Haggerty, Robertson, & Heagarty, 1970; Andersen, Kravits & Anderson, 
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1971; Strickland, 1972; Rivkin & Bush, 1974; Ware snyder & Wright, 1977; 

Gutek, Lau, Majchrzak, Allen & Tyler, Note 1; Katz, Gutek, Kahn, & 

Barton, 1975). Corrigan (1990) , in his review of the literature, found 

that many studies report a relationship between satisfaction and that 

which is in the consumers best interest. However, McEvoy and colleagues 

(1981) found that only forty percent of consumers had fair insight into 

their disease, inferring that what was in the consumers best interest 

was best determined by professionals. Ware (1983) states the opposite 

supporting the idea that other's reports of consumer satisfaction are 

far different than the consumer's own ratings of satisfaction and that 

consumer satisfaction is an important aspect of treatment. 

Another indirect and less obtrusive way that investigators have 

tried to measure consumer satisfaction with mental health services has 

been through the use of outcome criteria (Edwards, Yarvis, Mueller, & 

Langley, 1978; Hargreaves & Attkisson, 1978). This includes measures of 

utilization such as the level of satisfaction of consumers' families 

with treatment (Grob, Eisen, & Berman, 1978), compliance with treatment 

(Hargreaves, Showstack, Flohr, Brady, & Harris, 1974), number of 

sessions attended or missed (Attkisson & Zwick, 1982), continuance of 

treatment until a mutually acceptable discharge date, and punctuality 

for appointments (Distefano, Pryer, & Garrison, 1980; Larsen, Attkisson, 

Hargreaves, & Nguyen, 1979). In his review of the literature, Lebow 

(1983b) found that the correlations between satisfaction and outcome 

variables were statistically significant. However, the outcome 

variables co-varied and the correlations were not able to explain their 

relationship to each other. 
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A third indirect measure of consumer satisfaction is the use of 

archival data such as hospital or clinic charts and discharge summaries. 

These measures are problematic because they were not designed to measure 

satisfaction exactly and are subject to the biases inherent in 

evaluating an attitude from an external source (Lebow, 1982b). Some 

studies, however, have found a relationship between satisfaction and 

diagnosis. Getz, Fujita and Allen (1975) found lower levels of 

satisfaction in psychotic and drug addicted people than in people 

suffering from depression. Ciarlo (1975) found that people diagnosed as 

antisocial or psychosomatic had lower levels of satisfaction than did 

people diagnosed as having problems with "emotional distress" or 

alcoholism. Distefano, Pryer, & Garrison (1980) found lower levels of 

satisfaction in drug abusing versus non drug abusing consumers. Richman 

and Charles (1976) found lower levels of satisfaction in suicidal versus 

non suicidal users of emergency services. Levois, Nguyen, & Attkisson 

(1981) found that more disturbed clients were less satisfied than less 

disturbed clients. In addition to diagnostic differences, Attkisson and 

Zwick (1982) found that outpatients were more satisfied than inpatients. 

Theoretical and Methodological Problems 

Researchers have recognized the need for a theoretical framework 

for measuring consumer satisfaction but a model has yet to be developed 

(Lehman & Zastowny, 1983, Stamps & Piedmonte, 1986). Waltz, Stickland 

and Lenz (1991, p. 2) advocate the use of theoretical models to 

increase the accuracy, comprehensiveness, and parsimony of the 
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measurement process. The continued absence of a theoretical framework 

for describing consumer satisfaction with mental health services 

encourages instruments that are empirically generated, such as the 

Consumer Satisfaction Questionnaire (CSQ) (Attkisson & Zwick, 1982), the 

User satisfaction Survey (Love, Caid, & Davies, 1979), and the 

Evaluation Ranking Scale (Pascoe & Attkisson, 1983). These instruments 

demonstrated good reliability but contain error and bias inherent in 

research that utilizes strictly quantitative methods to generate items. 

Waismann and Rowland (1989) used a Q Sort to help severely 

psychiatrically disabled individuals prioritize their treatment needs, 

but the authors, rather than the subjects, determined the categories of 

choice. Lebow (1983) summarizes the types of satisfaction research 

conducted as: 

"(1) The poorly controlled study of satisfaction at a 

facility. 

(2) The well controlled study of psychotherapy or 

psychopharmacology utilizing satisfaction as a peripheral 

measure (often assessed through a single item). 

(3) The well-controlled study of satisfaction." 

The Consumer Satisfaction Questionnaire (CSQ) measured 

satisfaction with mental health services reliably but failed to use 

standardized scales or account for method variance (Attkisson & Zwick, 

1982; Lebow, 1983a; Nguyen, Attkisson, & Stegner, 1983). There are two 

versions of the CSQ, one containing eight and the other eighteen items. 



The shorter version of the CSQ performed as well or better than the 

larger version and is consistent with the statistical preference to 

"explain more with leas" through the elimination of redundant items 

(Essex, fox, & Groom, 1981; Nunnally, 1978). 
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The Patient Satisfaction Questionnaire (PSQ) (Ware, Snyder, wright, 

& Davies 1982) measured consumers' satisfaction with medical care. This 

scale used standardized scales, weighted items equally, used subscales, 

generated items theoretically and empirically, and used statistical 

methods to determine construct validity. It is an example of what must 

change in the measurement of consumer satisfaction with mental health 

services in order to increase the reliability and validity of such 

measures. The PSQ also included fifty-five items. Despite its 

methodological integrity, it is probably too lengthy to be adapted for 

use with many people suffering from chronic mental illness and its 

content is geared for the evaluation of satisfaction with medical 

treatment. 

Stamps and Piedmonte (1986), in a study of the work satisfaction 

of nurses, proposed that the measurement of satisfaction hinged upon two 

questions. The first was "What is important to you?" and, second, "How 

satisfied are you with it?". In prior attempts to measure the 

relationship between satisfaction and importance, Pascoe and Attkisson 

(1983) concluded that people in their samples could not distinguish 

between satisfaction and importance. Subjects in these studies were 

asked to "rank order" items based upon importance and satisfaction. 

Waismann and Rowland (1989) concluded that consumers with severe 

psychiatric disabilities were able to rank their treatment needs, but 
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the range of items was chosen by the authors. Stamps and Piedmonte's 

(1986) approach is based upon the assumption that satisfaction and 

importance are dependent upon each other. A person can be quite 

satisfied with different aspects of his or her treatment, but their 

treatment may not be addressing things that are important to them or 

addressing things that they see as unimportant. Stamps and Piedmonte, 

(1986) asserted that it was also important to know how important factors 

were in relation to each other. By combining this information, they 

were able to construct a more meaningful measure of satisfaction. Their 

methodology entailed combining theoretically and empirically generated 

likert scale items, that asked about subject's satisfaction with their 

work environment, with the data from a "paired comparisons" list. The 

paired comparisons list asked subjects to rate the relative importance 

of aspects of their work environment. The result was an index of l)What 

is important in the work environment?, 2)How important are these in 

relation to each other?, and 3)How satisfied are you with each? 

Summary 

Studies of consumer satisfaction and satisfaction with mental health 

services are hindered by both a lack of an accepted definition of 

satisfaction and a means to accurately and reliably measure it. 

Attempts have been made to define and measure satisfaction by measuring 

outcomes or aspects of service provision that are thought to be related 

to it, both directly and indirectly. However, this approach has not 

produced reliable or stable results. 
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Other attempts have used instruments that were flawed in design, 

resulting in distortions in variance due to redundancy and bias. Still, 

other attempts were plagued by methodological problems, such as using 

others opinions or archival data to measure consumer's satisfaction. 

The common problem that all of these prior studies had was a lack of a 

conceptual model. 

Stamps and Piedmonte (1986), while not producing a conceptual 

model, are somewhat closer to a general model of satisfaction. Their 

variables were based in the feedback of their subjects. The items in 

the instrument were tested for reliability and their use in the 

instrument was based upon their contributing in a meaningful and non

redundant way to the instrument. Their methodology included combining 

likert scale items with a paired comparisons list to measure the 

satisfaction of nurses with their jobs. The results yielded information 

about what nurses thought was satisfying about their jobs and what they 

felt was important in their work environment. Combining importance with 

satisfaction is key in Stamps' and Piedmonte's (1986) work. This same 

methodology will be used in this study to produce an instrument to 

measure the satisfaction of mental health consumers with their treatment 

services. 
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Chapter 3 

Methodology 

Sample Population 

The instrument, a paper and pencil questionnaire, was completed by 

51 consumers admitted to the Partial Hospitalization Programs of 

Psychiatric Management Resources in Tucson, AZ, Phoenix, AZ, Santa Ana, 

CA, Denver, CO, Batesville, AR, and Conroe, TX. A total of 220 

questionnaires were mailed. The number of questionnaires mailed to each 

site was contingent upon the number of clients that attended the program 

each day. The following describes the number of questionnaires sent to 

each site and the number returned: Conroe, TX, 30 sent/2 returned; Santa 

Ana, CA, 60 senti 10 returned; Batesville, AR, 30 senti 5 returned; 

Phoenix, AZ, 50 senti 3 returned; Denver, CO, 50 senti 13 returned, with 

3 discarded because they were so incompletely or incorrectly filled out 

as to render them unusable. There were 21 questionnaires completed at 

the authors site, Tucson, with 2 incomplete questionnaires discarded. 

The anonymity of subjects was assured through the use of 

identification numbers assigned to each subject, with the names 

associated with the identification numbers available only to this 

researcher. This process of assuring anonymity was explained in writing 

at the beginning of each instrument package and, if necessary, 

communicated verbally to each subject before he or she began to complete 

the instrument. 
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Instrument Development 

The development of the instrument was a four step process. These 

steps were: 1) The gathering of qualitative data. Ten consumers, who 

were admitted to the Partial hospitalization Program of Psychiatric 

Management Resources, were interviewed on tape. Each subject 

participated in a structured interview regarding the level of 

satisfaction and importance that he or she felt toward their treatment. 

The interview questions were evaluated by four experts, including two 

faculty members at the University of Arizona, the Vice President of 

Clinical Operations at PMR and The Clinical Director at Project Employ, 

a local psycho-social/vocational rehabilitation agency. 2) Each of the 

taped interviews was transcribed and analyzed to identify common themes 

regarding the interviewees' satisfaction with the mental health services 

they received, 3) Based upon an analysis of the taped interviews and 

review of the research in this area, likert scale items were formulated 

and a list of paired comparisons was generated. The list of paired 

comparisons was based upon the dimensions of mental health services that 

the interviewees thought were important. The existing CSQ-8 was combined 

with the new likert scale items and the paired comparison list to create 

the instrument develop~d for this study, the Index of Satisfaction with 

Mental Health Services (ICS/MHS). The CSQ-8 items were modified to 

allow them to be used with the same standardized scale as the other 

likert items. 4) The new instrument was submitted to a panel of four 

experts in order to evaluate face and content validity. Content 

validity was evaluated using the Content Validity Index (Lynn, 1986). 
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The panel of five experts consisted of a statistical consultant in the 

Computation Center at the University of Texas at Austin, the Clinical 

Director at Project Employ, the vice President of Clinical Operations at 

PMR, a Faculty member in the Nursing Department at the university of 

Nebraska, specializing in instrumentation, and the Assistant Medical 

Director at the Tucson site of PMR. 

Gathering of Qualitative Data 

Interviews were conducted to gather data for the 

construction of items. These interviews were taped, transcribed, and 

analyzed for content. 

Subjects 

Ten clients were interviewed on tape to provide data from which to 

form items and scales to measure their level of satisfaction with the 

services they received and to measure how important each consumer felt 

the various aspects of their treatment to be. Seven males and three 

females were interviewed. The racial cultural breakdown of the males 

was as follows: four white (one physically disabled), one African

American, one Hispanic, one naturalized former citizen of Poland. The 

females consisted of two white and one of Chinese decent. Each subject 

signed a consent to participate in the study, guaranteeing anonymity. 



Interview 

The interview consisted of ten questions. Follow up questions, 

additional explanation of questions, and prompts for elaboration of 

answers were included when deemed appropriate (see appendix A). 

Analysis of Interviews: Item and Scale Construction 
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The interviews were transcribed and the text analyzed by this 

investigator to determine common themes and trends regarding what the 

subjects found important about their treatment and how satisfied they 

were with it. Statement that dealt with common themes were grouped into 

thirteen different areas. The areas that the consumers expressed common 

concern with were: Meaningful Group Therapy Sessions, Meaningful 

Treatment Plans, Having Good Staff Members, Having Good Structure (in 

the design of the program), Having a Meaningful Daily Schedule, Having a 

Feeling of Belongingness at the Program, Having Good Transportation 

Services, Having Enough Individual time with my Care Coordinator 

(Primary Therapist), Having Enough Individual Time with my Program 

Psychiatrist, Having a Good Meal at Program, Having Access to the Nurse 

When Necessary, Having the Program in a Safe Neighborhood, and Having 

the Program in a Nice Building. Items for the instrument were generated 

based upon these statements made by the consumers. The items were 

grouped into scales designed to accurately measure the above mentioned 

areas. Having good Transportation Services, Having Enough Individual 

time with my Care Coordinator (Primary Therapist), Having Enough 
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Individual Time with my Program Psychiatrist, Having a Good Meal at 

Program, Having Access to the Nurse When Necessary, Having the Program 

in a Safe Neighborhood, and Having the Program in a Nice Building were 

used as 1 item scales. This was supported by statistical analysis, 

which showed the items could not be combined in a combination that was 

statistically or theoretically useful or meaningful. Used individually, 

these items were shown to be clearly correlated to Total Satisfaction 

(see table 6). 

Item Construction and Scoring 

The likert items were all worded in a positive direction, although 

the literature supports the use of equal numbers of positively or 

negatively worded items, in order to avoid response set bias (Kerlinger, 

1986; Nunnally, 1978). This was done to make the instrument easier for 

the subjects to complete. This was seen as appropriate by the reviewers 

because of the problems with cognition and concentration that commonly 

are part of the symptom profile of people with serious mental illness. 

Items were scored on a five point scale with the following range of 

responses: "STRONGLY AGREE", "AGREE", "SORT OF AGREE", "DISAGREE", 

"STRONGLY DISAGREE". This is seen as a reasonable rangEl of responses in 

terms of the sample and maximizing reliability estimates (Nunnally, 

1978). The content of the items in the CSQ-8 was modified in order to 

facilitate the use of a standardized scale throughout the instrument. 

This modification was used to facilitate statistical analysis and 

interpretation, reduce distortion of variance due to method variance and 



to generally make the instrument easier for subjects to understand 

(Kerlinger, 1986; Nunnally, 1978). 
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The second part of the instrument used paired comparisons to 

rank the level of importance that subjects ascribed to different aspects 

of treatment. The list of paired comparisons asked subjects to choose 

one aspect of treatment over another in terms of how important it was 

to them. The aspects of treatment listed, in order of importance, were: 

Having Good Staff, Having Meaningful Groups, Having Meaningful Treatment 

Plans, Feeling Like I Belong, Having Good Structure in the Program, 

Having a Fulfilling Daily Schedule at Program, Having Enough Individual 

Time with my Care Coordinator, Having Enough Individual Time with my 

Program Doctor, Having a Ride to and from Program, Being Able to See the 

Program Nurse When I Need to, Having Program in a Safe Neighborhood, 

Having a Good Meal at Program, and Having the Program in a Nice 

Building. 

Based upon these preferences, a weight was computed using the 

methodology described in Stamps and Piedmont's study of job satisfaction 

in nurses (1986). All of the 13 aspects of treatment from part 1 of the 

instrument are compared to each other in a list of paired comparisons. 

To compute the number of paired comparisons needed the formula n(n-1)/2 

is used, rendering 78 paired comparisons for this study. The 

computation,of the weighting coefficients uses the following four step 

procedure: 

1) A table is constructed that frequencies that each component was 

chosen over its matched pair 



2) Each cell value in the table is then multiplied by its 

reciprocal, in this case 1/51 or .0196. 
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3) Z scores for each of the cell values are computed using Edwards 

(1957) Z matrix of normal deviates. Values below the diagonal 

(less than .500) are negative and indicate smaller weightings for 

importance. Values are obtained by matching the first 2 digits 

from step 2 in the left column and the third digit in the row 

across the top of the table (see figure 1). Each column of values 

is averaged to obtain the overall weighting for each aspect of 

treatment. 

4)A constant of 3.1 is added to all coefficients to eliminate 

negative signs and facilitate statistical analysis and 

interpretation. This figure is chosen as -3.090 is the most 

negative value on the Z table. 

Please see table 1 to view the coefficient weighting process for the 

data in this study. 
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Instrument Testing 

The instrument was completed by 51'consumers, who were admitted to 

the Partial Hospitalization Program of Psychiatric Management Resources 

in Tucson, AZ, Phoenix, AZ, Santa Ana, CA, Denver, CO, Batesville, AR, 

and Conroe, TX. Statistical analysis included testing the reliability 

of the instrument via Cronbach's Alpha as well as item to item, item to 

scale, item to total, scale to total, and scale to scale correlations. 

This was done to test the usefulness and reliability of items and 

scales. 

Summary 

This instrument was developed using a four stage process. First, 

subjects were interviewed on tape via a standard interview process that 

has been approved for validity by a panel of experts. Second, the 

interviews were transcribed and analyzed to examine common themes 

related to consumer satisfaction with mental health services. Third, 

this information was used to formulate new likert scale items and a list 

of paired comparisons. Fourth, the CSQ-8 was included in the instrument 

for comparison purposes (Attkisson & Zwick, 1982). The new instrument 

was reviewed by another panel of experts. 

After the instrument was completed and approved, it was 

administered to 51 subjects, clients admitted to the Partial 

Hospitalization Program of Psychiatric Management Resources. The data 



from the instrument was gathered and analyzed for the results and 

discussion sections of this dissertation. 
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Chapter 4 

Results 

Introduction 

The instrument was tested on 51 consumers, admitted to the Partial 

Hospitalization Program of Psychiatric Management Resources in Tucson, 

AZ, Phoenix, AZ, Santa Ana, CA, Denver, CO, Batesville, AR, and Conroe, 

TX. The data was analyzed to establish the reliability of items and 

scales and to assess the level of importance and satisfaction consumers 

felt regarding their treatment. The item and scale analysis included 

the assessment of the item to item, item to scale, item to total, scale 

to scale and scale to total correlations. An analysis was also 

performed to assess the items and scales in terms of their performance 

relative to the CSQ-8. 

Research Questions 

1) Is the instrument reliable and valid? 

The reliability estimate for all items was .936 and .8572 for 

scales, computed using Cronbach's Alpha. The mean inter-item 

correlation (item to item) was .2781. The mean within scale inter-item 

correlation was .3870. The mean item to total correlation was .519. 

The mean within scale item to scale correlation was .7088. The mean 

scale to scale correlation was .3565. The mean scale to total 



correlation was .6351. These reliability estimates are within 

acceptable limits. 

37 

Validity was assessed by having experts rate the face validity of 

items and by having experts rate the content validity of items using the 

Content Validity Index (Lynn, 1986). The Content Validity Index (CVI) 

is designed to allow experts to rate the items in a scale based upon 

their opinions regarding the relevancy and succintness of the items. 

There are four choices available to rate each item. They are: 1) Not 

relevant, 2) Unable to assess relevance without item revision or item is 

in need of such revision that it would no longer be relevant, 3) 

Relevant, but needs minor alterations, 4) Very relevant and succinct. 

Items lnust receive a mean rating of at least 3 to be considered for 

inclusion in the scale being rated. All the items rated met criteria 

for inclusion in this instrument. 

2) Based upon the results, how satisfied are the subjects with the 

mental health services they are receiving? 

a)Are the consumers' ratings of satisfaction evenly distributed or 

are the results skewed negatively, so that there is a 

preponderance of positive ratings as happens historically with 

studies of consumer satisfaction? 

The traditional method of estimating subject's level of 

satisfaction with mental health services can be estimated by examining 

the unweighted satisfaction scale scores. The mean scale score for Part 

1 of the instrument, which are the unweighted scale scores, is 4.052, 
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with 5 being the highest possible satisfaction score. This high mean 

score seems to indicate that the clients feel quite satisfied with their 

mental health services (see figure 1). This is consistent with the 

positive bias that has plagued past studies of consumer satisfaction 

with mental health services. Past studies have shown that subjects rate 

the overall mental health service delivery system, an indirect measure, 

more negatively, but their own services, a direct measure, more 

positively. Rather than a clear and usable measure of client 

satisfaction , these results may indicate that consumers are more 

reluctant to express their dissatisfaction with the services they 

receive and more willing to criticize "the system". Stopping the 

analysis at this point renders an incomplete result that is of 

negligible value. 



Figure 1 

Distribution of Mean Unweighted satisfaction Scores 
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The satisfaction of subjects as measured with the Ics/MHS also 

indicates that more subjects are satisfied with their partial 

hospitalization program than are dissatisfied, but the distribution of 

levels of satisfaction is more normalized than using the unweighted 

scores. This is because the results are interpreted based upon subjects 

comparative ratings of services, rather than rating each service, 

individually, according. to a scale with specific anchors. The mean 

score for general level of satisfaction as 12.56, with tho median at 

12.72, and a standard deviation of 1.59. However, Stamps and Piedemonte 

(1986), recommend using the overall measure of satisfaction more as a 

measure of individual levels of satisfaction than as a measure of group 

satisfaction. Scores below the fiftieth percentile indicate probable 

dissatisfaction with services. In this sample, the indication is that 

almost half the sample indicates mild to strong overall dissatisfaction 

with their program. 

3) What are the aspects of mental health services that consumers think 

are important? 

a)How important are these aspects of mental health services in 

relation to each other? 

b) Can consumers tell the difference between how satisfied they 

are with services versus how important different aspects of 

service are to them? 

The aspects of mental health services that consumers find 

important was computed using a list of paired comparisons. The list of 



41 

paired comparisons asked subjects to choose one aspect of treatment over 

another in terms of how important it was to them. The aspects of 

treatment listed, in order of importance, were: Having Good Staff, 

Having Meaningful Groups, Having Meaningful Treatment Plans, Feeling 

Like I Belong, Having Good Structure in the Program, Having a Fulfilling 

Daily Schedule at Program, Having Enough Individual Time with my Care 

Coordinator, Having Enough Individual Time with my Program Doctor, 

Having a Ride to and from Program, Being Able to See the Program Nurse 

When I Need to, Having Program in a Safe Neighborhood, Having a Good 

Meal at Program, and Having the Program in a Nice Building. 

Consumers ratings of what they think is important in their 

treatment versus how satisfied they are were notably different. Pascoe 

and Attkisson (1983) concluded that the subjects in their study, people 

with serious mental illness, were not able to distinguish between 

satisfaction and importance. Their methodology required that subjects 

rank order items rather than choose between pairs of items. It may be 

that using paired comparisons simplifies the task of ordering items, for 

sUbjects. 

Finally, the scores for satisfaction that used the weighting 

coefficients for importance were different from both the uncombined 

scores for satisfaction and importance. This supports the idea that 

people with mental illness are able to distinguish between satisfaction 

and importance relative to their treatment. 

Table 2 and figure 2 display how consumers prioritized aspects of 

treatment according to importance, unweighted satisfaction scale scores, 

and the index of satisfaction that combines satisfRction and importance. 
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Table 2 

Mean Scale Scores and Ranking * for Aspects of Treatment by Importance, 

Unweighted Satisfaction Scale, and Index of Consumer Satisfaction with 

Mental Health Services 

Aspects of Index of 
Treatment, Consumer 

Importance Aspects of Ranked by Satisfaction Aspects of 
Scale Treatment, Unweighted Unweighted with Mental Treatment, 
Weighting Ranked by Satisfaction Satisfaction Health Ranked by 

.. _ .... _ ....... _ ...... _ ....... ::'.~::.~::~~:._ ... ~.~~~:~.:~ ..... ~.c;:~~ ...................... ~.~_'?:.: ..................... ~ .... ~:.c;:~~ ............... ~.~_~ ... ~::'.:.: ..... . 
Good Staff 3.621 13 4.255 9 15.407 13 
Meaningful 
Groups 

Feeling Like 
I Belong 
Meaningful 
Tx Plans 

Good 
Transpor
tation 

Good Program 
Structure 

Enough Time 
with 
Psychiatrist 

Access to 
Nurse 

Meaningful 
Daily 
Schedule 
Safe 
Location 

Enough Time 
With 
Care 
Coordinator 
Nice Bldg. 
Good Meal ............................... 

3.429 

3.306 

3.394 

2.911 

3.262 

3.169 

2.890 

3.249 

2.817 

3.174 
2.397 
2.629 

12 4.197 7 14.354 

10 4.314 11 14.261 

11 3.999 4 13.233 

5 4.460 13 12.993 

9 3.922 5 12.792 

6 3.941 6 12.486 

4 4.255 10 12.297 

8 3.703 2 12.030 

3 4.216 8 11.876 

7 3.510 1 11.140 
1 4.353 12 10.434 
2 3.804 3 10.001 

* 13= highest level of importance and/or satisfaction 

12 

11 
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9 
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2 
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Figure 2 

Ranking of Mean Scores for Importance, Unweighted Satisfaction Scales, 
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4) How do items from the existing CSQ-8 perform using a standardized 

scale? 
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The reliability coefficient for the CSQ-8, using the original, 

non-standardized scale, in a study of 3,120 subjects, was .87 (Nguyen, 

Attkisson, and Stegner, 1983). In the present study, with 51 subjects, 

using a standardized scale and some modification of items to accommodate 

the standardized scale, the reliability coefficient was .9001. An item 

analysis of both these instruments indicates that the instrument 

performs at least as well, using a standardized scale. A comparative 

analysis of the performance of the original CSQ-8, the CSQ-8 modified 

for this study and the Ics/MHS can be viewed in table 3. 
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Table 3 

Comparative Reliability and Item Analysis of Original CSQ-8, CSQ-·8 

Modified for this Study, and ICS/MHS 

CSQ-8 CSQ-8 ICS/MHS 

(Nguyen, Attkisson, with Standardized 

& Stegner, 1984) Scale and Modified 

Items 

Alpha .87 .9001 .8572 

Mean Inter-item .47 .5422 .3637 

Correlation 

Maximum Inter-Item .65 .7788 .7395 

Correlation 
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5) Is satisfaction correlated with attendance and compliance? 

In this study, there did not appear to be a significant 

correlation between satisfaction and either attendance at program or 

number of groups attended per day. Attendance and participation were 

correlated to the Ics/MHS at .1986 and -.0115, respectively. Attendance 

and participation were correlated to the CSQ-8 at .2026 and .0355, 

respectively. The only scale that was correlated to attendance in a way 

that could infer a meaningful relationship was with a single item scale, 

"The program is located in a safe part of town". This may indicate that 

clients who reside in or attend program in locations they consider 

unsafe are less likely to miss program or leave in the middle of the 

program day. 

Summary 

The item and scale analyses of the instrument indicate that the 

instrument is reliable and that the items are not redundant. Experts, 

using the Content Validity Index (Lynn 1986), indicated good content 

validity. The subjects responses bore out the idea that answers to 

satisfaction surveys regarding mental health services are positively 

biased, but including ratings of importance attenuated this bias and 

gave a more useful measure of satisfaction. Contrary to previous 

research (Pascoe & Attkisson, 1983), the data indicated that subjects 

have different views of what they find satisfying versus important in 

their treatment. Comparison of the original CSQ-8 to the version used 
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in this study, that included use of a standardized scale and some 

modification of items, indicated that these changes improved the 

reliability of the CSQ-S. Satisfaction, as measured in this study, did 

not correlate significantly with attendance or participation. This may 

have been due to the strata of subjects being sampled as, in a smaller 

and less comprehensive pilot study, many of the subjects were more 

compliant, overall, and there was not a lot of variance in their 

attendance and participation. 
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Chapter 5 

Discussion 

Introduction 

The variable measured in this study was the level of satisfaction 

that the clients in a partial hospitalization program felt regarding the 

program. Satisfaction was defined in terms of how well the program met 

clients' expressed expectations of what each aspect of treatment should 

provide and how important each of these aspects were to the clients. 

The other questions that were addressed in this study were directed 

toward the statistical integrity of the instrument and the practical 

value of the data. This chapter discusses the usefulness of the 

definition of satisfaction, followed by an interpretation of the data, 

with recommendations for how the interpretation of the data might be 

used to improve the services at the programs that participated in the 

study. 

Usefulness of the Definition 

Defining satisfaction in terms of degree to which expectations 

were met and level of importance ascribed to the service proved to be a 

practical and measurable way to assess the level of satisfaction that 

consumers of mental health feel towards the services they receive. The 



data yield information that can be used to assess either the level of 

satisfaction that is felt by an individual or a group. 

Interpretation of the Data 
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The overall level of satisfaction for the subjects, as measured by 

the IeS/MHS, indicates that forty-nine percent felt mild to strong 

dissatisfaction with their program (see figure 3). This is a very 

general interpretation of the data. Stamps and Piedemonte (1986) 

cautioned against over interpreting this figure with their measure of 

job satisfaction in nurses. The author echoes their concern in that 

this is a pilot test of this instrument. It is more prudent to state 

that IeS/MHS mean scores for aspects of treatment should be examined to 

determine how subjects rated the importance and satisfaction of each 

aspect of treatment, especially those IeS/MHS scores that fell below the 

scale mean (see figure 3). Stamps and Piedemonte (1986) suggested some 

general guidelines for the interpretation of data that have been adapted 

for use in this interpretation of the data. Recommendations for 

interpreting data are based upon the level of satisfaction and the level 

of importance ascribed to each aspect of treatment (see table 4). Each 

aspect of treatment will be addressed in order of satisfaction score 

according to the score attained in the IeS/MHS. The IeS/MHS score will 

be analyzed in terms of how much importance was attributed to each 

aspect of treatment as well as the level of satisfaction that was felt, 

apart from importance. Lastly, recommendations will be suggested, based 

upon this analysis. Importance, Unweighted satisfaction, and IeS/MHS 



scores are ranked from 1-13, with 13 being the highest level of 

importance and satisfaction (see table 2). 
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Figure 3 

Distribution of Mean Total Satisfaction (ICS/MHS) Scores 
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Table 4 

Practical Means of Interpreting Data from ICS/MHS 

j 
I High Satisfaction Score ' Low Satisfaction Score 

I I I I 
r-------------r---------------------T--------------------1 

High Importance j No need for change to I Need for change I 

Score 

I j I 

I . d' d I . d' d l' I I program ~n ~cate . j ~n ~cate. C ~ents I I 
I I I 
I I I 
I Successful aspects of this j needs are not being met. 
I I 
I I 
I treatment component may be I 
I I 
I 
I examined so that they can 
I 
I 
I be generalized to other 
I 
I 
I aspects of treatment 
I 
I 
I milieu. 
I 

~------------4----------------------+--------------------1 
I Low Importance j No urgent need for change I Change to program may be 
I I 
I I 
I Score indicated. This aspect of I indicated. Further 
I I 
I I 
I treatment or milieu may be ,investigation needed. 
I I 
I I 
I considered for reduction I May indicate lack of 
I I 
I I 
I or elimination to better I awareness or insight into 
I I 
I I 
I utilize resources. I needs. 
I j 
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Having Good Staff 

This scale addresses concerns that subjects had about staff 

treating them with respect, demonstrating empathy, and being able to 

manage groups and crises effectively. Subjects ranked this aspect of 

treatment highest (13) on the importance and Ics/MHS scales. The 

satisfaction scale rank was 9. This can be interpreted to indicate that 

the subjects are satisfied in an overall sense with the staff, but to 

explain their lower unweighted satisfaction scores, the distribution of 

Ics/MHS scores should be examined. The distri~ution of responses 

indicates that the mean Ics/MHS score, in this case, is not a useful 

indicator of levels of satisfaction. The distribution of scores is bi

modal and indicate that nearly 55% of subjects fell below the mean score 

for this scale. The clear division of subjects that felt satisfied 

versus dissatisfied is evident in the distribution of responses. So, 

although the mean is not a useful measure here, the scale is apparently 

tapping some strong feelings about satisfaction with staff (see figure 

4). This data would indicate an examination of how staff are conducting 

groups, the level of clinical supervision that staff are receiving, and 

the general clinical competence level of staff, in terms of managing the 

groups. 
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Figure 4 

Distribution of rCS/MHS Scores for "Having Good Staff" Scale. 
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Having Meaningful Groups 

This scale addresses subjects' feelings about the relevancy of 

group content, in terms of how the content rel,tes to individual 

treatment plans and the degree to which the groups accommodate and 

encourage participation. The rCS/MHS and importance ranking for this 
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aspect of treatment was 12 and the satisfaction ranking was 7. The mean 

rCS/MHS score was again less useful than looking at the distribution of 

scores (see figure 5). The largest proportion of subjects (54.9%) 

scored this area at or below the mean and there was another cluster of 

subjects that scored this area highly, again a bi-modal distribution. 
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There was a substantial dip in frequencies between these 2 clusters. 

This makes the use of the mean as an indicator less accurate. Although 

scores indicate that subjects felt this area to be important, their 

scores for satisfaction indicate that their expectations are not being 

met. Appropriate action here would be to find out what groups the 

dissatisfied subjects are attending and examine these groups in terms of 

their content and relevancy to treatment plans. The styles of group 

leaders should also be evaluated in terms of their ability to provide an 

environment that encourages participation. 



Figure 5 

Distribution of ICS/MHS Scores for "Having Meaningful Groups" Scale 
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Feeling Like I Belong 

This scale addresses subjects' expressed need to feel that, in 

program, they are part of a larger community and have a chance to 
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interact with others. Subjects rated this scale highly in terms of the 

Ics/MHS and satisfaction scales (11) and also for importance (10). The 

results indicate that this aspect of the treatment milieu is important 

to subjects and that they are satisfied with the feeling of 

belongingness at their program. This is an area that may be examined in 

order to see why it has been successful in meeting subjects' needs so 



that the methods used to meet subjects' needs may be used in other 

treatment components. 

Meaningful Treatment Plans 
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This scale addresses subjects' participation in the formulation 

and updating of their treatment plans as well as their feeling that they 

understand their plan and can track their progress with it. The 

distribution of scores indicates 2 modes, 1 lower than the mean and one 

higher than the mean, with the mean carrying a large percentage of 

subjects, as well (see figure 6). This aspect of treatment was ranked 

10 on the Ics/MHS and 11 on the importance scale. However it was ranked 

4 on the satisfaction scale. This indicates that subjects feel this 

aspect of treatment to be important, but a decided majority are 

marginally to strongly dissatisfied with their level of participation in 

the treatment planning process. These results indicate a need for an 

examination of how and to what extent subjects are involved in the 

treatment planning process. 

------------



Figure 6 

Distribution of Ics/MHS Scores for the "Having Meaningful Treatment 

Plans" Scale 
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Good Transportation Services 

This was a 1 item scale that queried subjects' satisfaction with 

the transportation services provided by their program. It receives a 

score of 9 on the Ics/MHS, a 5 on the importance scale and a 13 on the 

satisfaction scale, indicating that it is the service that subjects 

found to be the most satisfactory. There does not seem to be a need for 

changing this service, but perhaps this component could be evaluated 

more in depth to determine what about this experience the subjects found 

satisfying in order to export these features to other aspects of the 

treatment milieu. 

Good program Structure 

This scale addressed consistency, predictability, and safety in 

the treatment environment. The distribution of scores indicate that the 

majority of subjects are not satisfied with the structure of their 

program. It received a score of 8 on the Ics/MHS, a 9 on the importance 

scale, and a 5 on the satisfaction scale. The high level of importance 

ascribed to this aspect of treatment, compared to its relatively low 

satisfaction score, indicate that the program day should be evaluated in 

terms of con~istency in scheduling and staffing patterns. 
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Enough Individual Time with Psychiatrist 

This 1 item scale addresses subjects' estimation of whether or not 

they feel they see their program psychiatrist often enough. The 

distribution of scores indicates that most subjects are satisfied with 

the amount of time that they spend with their program psychiatrist. 

This scale received a 7 on the ICS/MHS and a 6 on both the importance 

and satisfaction scales. This supports the interpretation of the 

distribution, indicating that subjects are satisfied with the amount of 

time that they spend, individually, with their psychiatrist. 

Enough Access to the Program Nurse 

This 1 item scale addresses subjects' satisfaction with having 

enough access to the program nurse. The distribution was similar to the 

distribution for individual time with subjects' program psychiatrist. 

Subjects ranked this a 6 on the ICS/MHS, a 4 on the importance scale, 

and a 10 on the satisfaction scale. These results suggest that subjects 

are quite satisfied with the amount of access they have to the program 

nurse, although it does not seem to be too important to them. In this 

case, it may be that a reduction in use of nursing personnel could be 

considered. 
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Meaningful Daily Schedule 

This scale addresses subjects' concerns with having a daily 

schedule of groups that is neither boring nor overstimulating. subjects 

expressed a need to have relevant and non-redundant groups. There was a 

fairly normal distribution of scores. This was ranked as a 5 on the 

Ics/MHS, B on the importance scale, and 2 on the satisfaction scale. 

These results suggest subjects find this an important aspect of 

treatment that they do not find satisfactory. Recommendations would 

include examining the content of groups to assess redundancy, evaluating 

groups to see that all group members are participating, ensuring that 

the program day provides sufficient break time between groups, and that 

the program environment doesn't afford an excess of "down time". 

Safe Location 

This 1 item scale addresses subjects' concerns that their program 

be located in a "safe part of town". This scale was ranked 4 on the 

Ics/MHS, 3 on the importance scale and B on the satisfaction scale. 

This indicates that subjects were satisfied with the locations of their 

programs, but that it is relatively unimportant to them. 

Enough Individual Time with Care Coordinator 

This 1 item scale addresses subjects' satisfaction with the amount 

time they spend, individually, with their Care Coordinator. Subjects 
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ranked this scale 3 on the ICS/MHS, 7 on the importance scale, and 1 on 

the satisfaction scale. This item is the aspect of treatment that 

subjects were least satisfied with. Tho results indicate that staffing 

patterns and program schedules should be re-evaluated to include 

increased client access to Care Coordinators. 

Having program in a Nice Building 

This 1 item scale addresses subjects' satisfaction with the 

physical environment of the program. This was ranked 2 on the ICS/MHS, 

1 on the importance scale, and 12 on the satisfaction scale. These 

results indicate a high level of satisfaction with the program 

environments, although it seems it was the least important aspect of 

treatment that was measured. The results do not suggest that any 

changes be made in this area. 

Having a Good Meal at Program 

This 1 item scale addressed clients expressed need to have a good 

meal during the program day. It was ranked the lowest (1) on the 

ICS/MHS, 2 on the importance scale, and 3 on the satisfaction scale. 

This suggests that subjects were not overly concerned about the meal, 

relative to other aspects of treatment and were satisfied with meals as 

they are presently managed. 
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Usefulness of the Data 

The information yielded from the data can be used to help evaluate 

the satisfaction that consumers feel toward their mental health 

services. Accordingly, administrators can use the results to help to 

design programs that better meet the needs of their clients. This can 

help to increase the engagement and retention of clients in treatment, 

traditionally a problem with the seriously mentally ill population. The 

measurement of discreet aspects of the treatment milieu helps to provide 

information that can be used to recommend changes to specific parts of 

programs, rather than just a measure of general satisfaction (see table 

4). The prioritization of treatment components allows decisions about 

making changes to programs to be based upon consumers' needs. Finally, 

this methodology may be used to generate measures of satisfaction that 

can be used in other types of programs, beside partial hospitalization 

programs. 

Limitations of the Instrument 

The most obvious limitation of this instrument is its size. With 49 

likert items and 78 paired comparisons, it is considerably larger than 

the 8 items in the CSQ-8. Its large number of items also increases the 

level of difficulty for subjects completing it. Completion time for 

subjects varied from 15 minutes to 1.5 hours, with some subjects needing 

a break. 



64 

Correlation with Attendance and Participation 

The instrument did not show a significant correlation to 

attendance or participation in program. The author suggests that this 

may have occurred because of the sample size and because the instrument, 

being somewhat labor intensive for subjects and data collection 

assistants, was completed mostly by motivated and "compliant" clients. 

Because the subjects sampled were mostly "compliant" clientele, their 

attendance and participation were consistent. It logically follows that 

there was not significant variance in the percentage of attendance and 

participation for a correlation to satisfaction to be found. Secondly, 

in that the study was conducted as a dissertation and not as a program 

evaluation, the response rate was considerably lower than it would have 

been if it had been corporately sponsored by PMR. The response rate 

was, overall, about 10% of the mailed questionnaires. Outcome studies 

have been done as a way to evaluate program effectiveness at PMR and 

typically involve at least 50% of PMR's client population, about 400 

people. 

Statistical Performance 

The major potential threat to statistical integrity is that the 

high total item alpha (.936) and scale alpha (.8572) are due to 

redundancy of items. However, as can be seen in table 6, the mean 

inter-item correlation was .2781, for all items and .3637 for the 

scales. The maximum inter-item correlation was .7862, for items and 
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.7395 for scales, well within acceptable limits. The total scale score 

for the rCS/MHS is strongly correlated (.8719) to the CSQ-8, that, 

although modified for this study has been shown to be a demonstrated 

reliable measure of general satisfaction with mental health services. 

Table 7 shows that the minimum correlation of the single item scales to 

the total rCS/MHS score was .3247, the mean was .5537, and the maximum 

was .6367, also indicating a meaningful and non-redundant relationship. 

The correlations between scales (see table 8) also suggest that, 

although they are related, they are measuring different aspects of 

satisfaction with treatment. The minimum inter-scale correlation was 

.1939, the mean was .3813, and the maximum was .4905. 
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Table 5 

Reliability and Item Analysis of Scales 

Scale Name Alpha Scale to Total 
Satisfaction 

______________ C=orrelation 

CSQ-8 

Index of Consumer 
Satisfaction: 

.9001 

All Items .9360 

Meaningful Groups .8817 

Meaningful Treatment .8047 
Plans 

Good Staff .7622 

Good Structure in .6588 
the Program 

Meaningful Daily 
Schedule 

Feeling of 
Belongingness 

.6535 

.6467 

.8719 

mean= .519 

.7832 

.8251 

.7599 

.6305 

.6483 

.7337 

Mean Scale Inter-item 
Correlation 

.5422 

.2781 

.4578 

.3802 

.4424 

.2605 

.2391 

.5420 
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Table 6 

Correlation of One Item Scales to Total Satisfaction Score (ICS/MHS) 

------------'._-.,--------------------
Item Name 

The program provides good transportation 
services. 

I spend enough individual time with Care 
Coordinator 

I see my psychiatrist at the program 
often enough. 

The lunches here are good. 

I see the program nurse when I need to. 

The program is located in a safe part of 
town. 

The program is in a nice building. 

Item to Total 
Satisfaction Correlation ---------------_._----

.6367 

.5872 

.5849 

.5993 

.5879 

.5558 

.3247 



Table 7 

Inter-scale Correlations 

Scale Name 

CSO-8 

Total Satisfaction 

Index of Consumer Satisfaction: 

Meaningful Groups 

Meaningful Treatment Plans 

Good Staff 

Good Structure in the Program 

Meaningful Daily Schedule 

Feeling of Belonginess 

The program provides good 
transportation services. 
I spend enough individual time with 
Care Coordinator 
I see my psychiatrist at the program 
often enough. 
The lunches here are good. 

I see the program nurse when I need 
to. 
The program is located in a safe part 
of town. 
The program is in a nice building. 

Mean Correlations 

.5866 

.6456 

.4905 

.3847 

.4664 

.3456 

.3939 

.4862 

.3884 

.3248 

.3243 

.3325 

.3397 

.4863 

.1939 
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The data in this study support the idea that people with serious 

mental illness distinguish between importance and satisfaction. Pascoe 

and Attkisson (1983) reported that their subjects seemed unable to do 

this. It may have been that their methodology, rank ordering the level 

of importance of components of treatment was too difficult for subjects 

to understand or complete. The use of paired comparisons involves 

prioritizing the importance of treatment components one pair at a time 

and is probably a less cognitively involved process because the subject 

doesn't have to prioritize all the components at the same time. 

Conclusions 

The Ics/MHS appears to perform reliably as a valid measure of how 

satisfied clients are with their partial hospitalization program. The 

mean Ics/MHS scale scores would probably put to their best use as 

measures of individual satisfaction. The group mean scores are useful 

as program evaluation tools, but the distribution of scale scores and 

the level of importance and unweighted satisfaction scale scores should 

be examined to assess their contribution to the Ics/MHS score. 

The inclusion of the measurement of importance in this scale 

proved to be valuable. It adds a dimension to the interpretation of 

data that allows recommendations for program changes to be made based 

upon the prioritized needs of consumers rather than solely upon their 

level of satisfaction with existing services. It helps to answer the 

question of how to improve deficient services, add needed services, 

reduce allocation of resources to less necessary services and eliminate 



unneeded services. This improves not only the quality of the services 

provided, but the efficiency with which programs are run . 
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Appendix A 

Interview Questions for Querying Consumer's Satisfaction with Mental 

Health Services 

1) What does it mean to say that something is important? 

2) What does it mean to say that something is satisfying? 

3) What things do you think should be important parts of any day 

treatment program? 
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4) What do you think are the most satisfying parts of any day treatment 

program? 

5) What are the most important parts of this program, for you? 

6) What are the most satisfying parts of this program, for you? 

7) Are there any parts of this program that are really not necessary? 

8) What things should this program be doing that it is not doing? 

9) How would you improve this program? 

10) If you were in charge of a day program and you could make it any way 

you wanted, what would you be sure to include in it? 
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