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ABSTRACT

Psychiatric day care has expanded in a manner 
similar to that of Community Mental Health, of which day 
care is a part. Both have flourished in the past two 
decades. Since its inception in the early 1960's, day 
treatment has been deemed appropriate for a wide range of 
patients. This thesis details a study of the effectiveness 
of day treatment for chronic mental patients from a low 
socio-economic background. It was found that while the 
patients were able to attain specific behavioral goals, as 
a group their pathology did not lessen. Furthermore, changes 
in patient pathology and attitude toward their treatment 
were statistically unrelated to the attainment of the goals. 
These findings are discussed in terms of measurement in 
mental health evaluation research and in terms of day care 
as a treatment for chronic mental illness.



CHAPTER I
INTRODUCTION

One of the significant developments in the mental 
health field in this country was a change from centralized 
mental hospitals to community-based treatment delivery.
The federal government granted money in the early 1960's 
for community mental health to provide for greater utili
zation of mental health treatments. One treatment modality 
which benefited from this new emphasis was psychiatric day 
care, which is the subject of this thesis.

Dating it from the initial federal grant, the
community mental health movement is now a maturing 17 years
old and has been studied extensively in the literature.
The day care center, however, has received relatively
little attention from researchers, with even less attention
being given to evaluation of it as an effective treatment
modality. Furthermore, as Austin and others noted (1976),
the studies which have been done tend to be:

descriptive and anecdotal reports of programs,
(giving) information about the characteristics 
of the patients accepted or rejected by the day 
care centers, and data on rehospitalization rates. 
Although these reports provide a valuable baseline 
of descriptive and process information, they cast 
little light on the immediate treatment outcomes 
and clinical effectiveness of day care programs.



The lack of studies evaluating immediate -treatment 
effects, particularly with low socio-economic, chronic 
patients as subjects, is the motivation of this paper.
Ratings of pathology and attitude were taken of a chronic 
patient population at the beginning of a 90-day psychiatric 
day care treatment. At this time the patients also set 
specific behavioral goals which they would have liked to 
have reached within the time frame. At the end of the 90 
days the ratings of pathology and attitude were again taken 
as were ratings on the.patients 1 goal attainment. No 
specific hypotheses were formed before the data collection, 
rather the focus was on merely monitoring changes in the 
patients' symptomatology, attitudes, and goal attainment 
following the three months of the treatment.

This design has several interesting features - such 
as eliminating the many uncontrolled variables of a long 
term follow-up study. But perhaps its most intriguing 
feature is its ability to contrast the three indices used 
for treatment evaluation. This, too, is a topic in this 
paper.

Summarizing, this thesis reports on patient changes 
following treatment at a psychiatric day care center with 
a low socio-economic, chronic patient population. Three 
differing devices for assessment were used in the evaluation.
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A History of Day Hospitalization 

and Literature Review 
As noted, day treatment is young and so its history 

is brief. Kramer (1962) traces its origins to 1933 when 
the First Psychiatric Hospital in Moscow had a day hospital 
associated with it. Its creation is rummored to have been 
spurred by the Soviet Union's lack of money for inpatient 
hospitals at that time (Conwell, 1964). The effect of this 
innovation on Western psychiatry was negligible.

The first day hospital in the West was opened by 
Cameron in 1946 in Montreal (Cameron, 1947). Cameron 
reasoned that partial hospitalization lessened the stigma 
of mental illness for the patient and also kept the patient 
in the flow of society, thereby reducing his chances of 
loosing additional social skills and becoming too dependent 
on the hospital. Furthermore, Cameron said that returning 
home at night offered the patient opportunities to utilize 
the socialization skills he had learned during the day.

In the United States, the Yale Psychiatric Clinic 
set up a partial hospitalization plan, including day 
hospitalization, in 1948 (Kramer, 1962). The Menninger 
Clinic followed in 1949. In spite of this, the concept of 
day care was generally ignored for over a decade, at which 
time its growth accelerated. In 1963, 85 day care programs



existed in the U.S. (Conwell, 1964). This was up from 
eight total partial hospitalization facilities in 1958. In 
1968, 140 day care programs were estimated to exist 
(Glasscote, et al., 1969).

This growth is attributable to several factors, 
but one of the major ones is the early belief that partial 
hospitalization would one day replace the inpatient insti
tution (Zwerling, 1962; Harris, 1957; Mendel, 1968). This 
hope was fueled by Zwerling and Wilder (1964) when they 
demonstrated that two thirds of all referrals for psychi- 
tric hospitalization could function in a day hospital 
setting. Given this expectation, the literature from the 
1960's to the middle 1970.'s emphasizing the increased utili
zation of day facilities proliferated. Glasscote et al. 
(1969) noted that many day facilities operated below 
capacity and Voineskos (1976) noted that although rapid 
expansion was called for as early as 1958 by the American 
Psychiatric Association, this type of growth had not 
occurred. Thus, while partial hospitalization and day 
treatment had grown, they had not grown fast enough for 
some observers.

Several factors contributed to this relatively 
slow increase. As Beigel and Fender wrote (1970), confusion 
existed about: a) the purpose of the facility; b) who should
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be admitted; and c) what treatment should be used. Debate 
on the answers to these questions.continues today =

Different writers attributed different purposes to
day programs, but there was a common thread of viewing them
as centers for treatment of patients who require more help 
than an outpatient clinic usually offers, but who do not 
require full time observation. Daniels (1964) gave six 
functions to a day hospital:

1) as a definitive treatment center for many 
patients now treated in the full-time hospital;
2) as a gradual transition when discharge from
the full-time hospital is likely to result in
increased symptoms or regression;
3) as a transition into a full-time hospital 
when patient and family cannot tolerate total 
separation;
4) as a training center to re-establish work 
patterns and to facilitate rehabilitation;
5) as a treatment center for patients who 
after a course of individual therapy need 
additional treatment emphasizing interpersonal 
relationships and social factors; and
6) as a treatment center where contact with 
family is maintained and made the focus o-f 
treatment.

Meltzoff and Blumenthal(1966), on the other hand, listed 
only three "long-range goals: 1) forestalling of hospital
ization; 2) facilitation of community readjustment; and 
3) improvement of clinical status." Finally Voineskos 
(1976) saw six uses for day care: 1) as an alternative
to inpatient hospitalization for those who are severely 
afflicted; 2) as a transitional treatment between inpatient



and outpatient care; 3) as a center for rehabilitation of 
chronic patients; 4) as a center for maintenance of chronic 
patients; 5) as an alternative to, or an extension of, 
outpatients treatment; and 6) as a place where diagnostic 
information can be gathered.

Just as views on the goals of day treatment have 
varied, so have the types of patients deemed acceptable 
for admission. Wilder, Levin and Zwerling (1966) found 
acute psychotics acceptable for treatment. On the other 
hand, Glaser (1972) said that patients suffering acute 
distress are best treated on inpatient wards to attain 
equilibrium in their lives. Craft (1959) found that, 
internationally, day hospitals were used for schizophrenia, 
manic-depression, other psychoses, personality disorders 
and neurosis. He went on to note that in his opinion 
neurotics responded best. Chronic psychiatric patients 
were studied in a day hospital by Lamb (1967) and he found 
this group to be amenable to treatment. A 1970 study .by 
Beige1 and Fender at Mount Sinai Hospital in New York 
City found that the majority of the patients who completely 
utilized treatment were depressive neurotics (19% of the 
patient population), with the second largest group being 
chronic schizophrenics who had an acute exacerbation (18%) 
followed by chronic schizophrenics without acute attacks 
(10%). Perhaps the most general statement of who may be



able to work well in day treatment was offered in 1962
by Steinman and Hunt. They wrote:

Criteria for admission are 18 or older, psychiatric 
illness considered too severe for treatment on a 
fully ambulatory basis, and absence of a predominately 
organic component. Patients also need residence 
and transportation arrangements which make possible 
the commuting involved. Patients with suicidal or 
aggressive tendencies are accepted when they have 
families who appreciate the dangers and agree to 
take the necessary precautions.

Opinions on the maximally effective treatment in 
a day hospitalization setting also have been offered in 
the literature. Beigel and Fender (1970) cited one author 
who "stated the goal of treatment in a day hospital should 
be social readjustment rather than the resolution of 
internal conflicts and that group therapy is the method; 
individual therapy should not be used to any extent." 
Therapeutic activity groups were advocated by Wilder, Levin 
and Zwerling (1966) who also advocated a treatment strategy 
including individual, group and family therapies. Finally, 
Austin et al. (1976) found in a literature review that many 
therapeutic models have been used including ”traditional, 
individual and group therapies, multimodel group therapy, 
paraprofessional and volunteer involvement, storefront 
operation, therapeutic community, and behavioral-educa
tional, structured programs." The most popular of these 
models is some form of therapeutic community.



In recent developments in day care and community 
mental health, the main issue is the failure of deihsti- 
tutionalization for chronic patients„ For at least some 
patients, release from a mental hospital into the community 
apparently can have tragic consequences Such as homeless
ness, arrests, poverty and an intensification of their 
emotional difficulties„ Wrote the President's Commission 
on Mental Health (1978), "Deinstitutionalization, 
ostensibly intended to assist the chronically mentally 
disabled by taking or keeping them out of large, under
staffed, public mental hospitals and permitting them to 
be cared for in the community, has fallen short of its 
goal.... It is now widely acknowledged that deinstitu
tionalization has, in fact, often aggravated the problems 
of the chronically mentally disabled."

Bachrach (1979) questions whether "we are now 
finding that we are ready to face the question of whether 
institutionalization, is as bad for all patients as we 
thought two decades ago." She favors a return to hospital
ization for some patients and a reexamination of community 
mental health focusing on the complete duplication of 
hospital's functions in the community. Similarly, Ashton 
(1978) believes that community care is less effective, and 
he believes that for some patients it never will be effec-
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tive, even if facilities are expanded„ Furthermore, he 
notes "it is possible for patients to acquire institu
tional-type secondary handicaps in the community as in 
the hospital," In his article he says that in Britain 
released patients often end up either doing nothing or 
accumulating around day treatment centers,

Outcome Studies
There are several salient factors in psychiatric 

day care outcome research. One is that nearly every study 
reports that the patients' treatment is successful, A 
second prominent factor is that the experimental methodo
logy varies considerably. Criterion measures range from 
clinical opinion to rehospitalization rates to psychological 
tests. Subject populations cover every diagnostic category 
and these are variously studied as homogeneous diagnostic 
categories or as a grouped, or "mixed", diagnostic subject 
population. Formal statistical designs employed include 
pre-post testing at specific intervals or at discharge, 
longitudinal designs, matched group designs and no formal 
design at all, relying instead on anecdotal evidence.

The third obvious characteristic of the outcome 
studies is an emphasis on comparing inpatient and outpatient 
treatments. This design is especially prevalent in the 
earlier studies. In many evaluative studies, the researcher
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needs a population for comparison to his experimental group, 
thus allowing the calculation of certain common statistical 
tests. Inpatients have formed an obvious second population 
for this purpose in many day care research projects.
Besides, such a design gave the early researchers the 
ability to show that the new treatment was at least as good 
as the old one, while costing less. However, such studies 
can lead one to overlook important possibilities. Cawley 
and Kelly (1978) wrote, "Recent reports in the literature 
on psychiatric treatment have documented the relative 
effectiveness of day treatment as an alternative to inpatient 
care. Too often, reaction to these reports has focused on 
competitive aspects of these two treatment approaches 
rather than on the potential of day care as a complement 
to full hospitalization."

Given the prevalence of these comparative studies, 
the following literature review is divided into a section 
of contrasting groups and a section of other studies. In 
both sections the high frequency of reported success and 
the many differences in experimental design are obvious.

Contrasting Groups
In one of the first day treatment studies, Smith 

and Cross (1957) found that 73% of their neurotic patient 
population was improved at six and at twelve months after
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discharge at both a day care and an inpatient facility. 
Improvement here was based on global psychiatric judgment.

, Kris (1958) using discharge, rehospitalization and the 
Wittenborn Rating Scale as measurement devices, reported 
that his psychotic population had improved, and was much 
better than a comparable inpatient population.

Zwerling and Wilder injected independence into 
their subject selection in 1964 by randomly assigning a 
mostly acute psychotic population to a day care center and 
to an inpatient facility. Several criteria were used to 
measure improvement. Global clinical ratings placed 81% 
of the day patients in an improved category. Also, it 
was noted that 66% of the day patients completed the 
treatment with a minimum of temporary transfer to an 
inpatient facility, 39% completing the program with no 
need for transfer at all. This was considered a landmark 
study by some researchers as demonstrative of the feasa- 
bility of day treatment for most of the problems commonly 
seen on inpatient wards. In a two year follow-up on this 
same population, Wilder et al. (1966) noted that the long
term gain by the day care and inpatient populations was 
about the same, with 85% of both groups not having a 
readmission during the years following the cessation of 
treatment.
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Another study comparing day care to inpatient 

hospitalization was done by Washburn and Vannicelli (197-6)'. 
They concluded that the mostly psychotic population they 
studied had improved, especially when Compared to the 
improvement shown by inpatients„ They used a battery of 
psychiatric rating forms, several family and community 
questionaires and some other indices to evaluate the patients 
every six months for up to two years.

Patients on an inpatient ward who matched patients 
who were already in a day care setting on sex, age, diagnosis 
and severity of illness formed the control group for Fink, 
Longabaugh and Stout (1978) . Following treatment they 
found no difference between the groups on 52 variables, 
including clinical outcome, role functioning dnd symptoms.

Also in 1978, Penk, Charles and Hoose matched 
inpatients to day care patients by age and by a psychia
trist's opinion of the patients' problems and their 
severity. A pre/post design covering two months used the 
Personal Adjustment and Role Skills scale to measure changes 
in pathology and instrumental role activity. The data 
showed both groups as symptomatically improved and the 
day care group more improved in role skills than the 
inpatient group. Furthermore, more day treatment patients 
were able to find employment.
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Herz, Endicott and Spitzer (1971) randomly assigned 

patients to day care and inpatient programs. Using a 
pre/post design with the Psychiatric Status Schedule and 
the Psychiatric Evaluation Form to measure pathology and 
role functioning, they found the day care group more 
improved on virtually every index. Patients treated in 
day care also had fewer rehospitalizations after discharge 
and more time before rehospitalization for those who 
required it. .

Equivalent groups for day and inpatient conditions 
were formed by psychiatric opinion for a 1972 study by 
Michaux et al. Here the MMPI and the :inpa.tie.nt Multi
dimensional Psychiatric Scale (measuring excitement, 
conceptual disorganization and impaired functioning) were 
given at admission and at release. Paranoia, conceptual 
disorganization, hyperactivity and impaired functioning 
decreased more for the inpatient sample than the day care 
group. Day care did have a higher K scale on the MMPI at 
the discharge testing, indicating social recovery. The 
authors interpret this study as indicating that the many 
schizophrenics in their samples responded better to the 
structure of the hospital.

Following this study up the next year (1973)
Michaux et al. were able to contact 92% of the patients in
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the original study and again rate them on the criterion 
measures. At two months, the same factors differentiated 
the groups but there was less difference between them.
Day care scores had improved and inpatient scores had 
decreased. At one year, there was no difference between 
the treatments, but 78% of the day care patients who were 
head of their households were employed whereas only 52% 
of the inpatients had work. The authors concluded that day 
care takes longer to be effective but that it is more 
enduring and is a superior social adjustment treatment.

Finally, Washburn, et al. (1976) randomly assigned 
subjects to inpatient and day care conditions. Some of 
the indices in this huge study involving pre/post measures 
at - six, twelve and 24 months were the Psychiatric Status 
Schedule (for pathology) the Psychiatric Evaluation Form 
(for pathology), the Family Adjustment Questionaire (for 
social adjustment),, the Community Adjustment Questionaire 
(for social adjustment) and attempted social roles. The 
project showed the day care group surpassing the inpatient 
group in community adjustment and in decreased pathological 
symptoms.

Other Studies
Studies of day treatment without a comparative 

inpatient treatment are far less frequent than those using
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inpatients. The reasons for this have been discussed 
previously.

Of the studies of this type which have been 
performed, Canton and Hagest (1962) conducted an early one 
using psychotic patients as subjects. With clinical 
judgment as the criterion for evaluation, they concluded 
that nearly all of their patients had improved. Also 
in 1962, Zemlick and McMillan judged that the social 
and vocational adjustment of the acute psychotics they 
studied had improved enough to say that 69% of their 
sample was better. Zemlick and McMillan also mentioned 
that the patients' MMPI scores had improved, but they gave 
no details.

With clinical judgment and several psychiatric 
rating scales as criteria in a pre/post design, Meltzoff 
(1966) reported effective treatment with a chronic schizo
phrenic population. The next year. Lamb (1967) used day 
care staff ratings on symptomatology and social readjustment 
with a mixed diagnostic population to claim that 67% 
of the patients were improved.

Employing psychiatric interviews and working ability 
as criteria, Niskanen reported that about one half of his 
sample had improved by the end of his initial study. In 
a follow-up four years later, he noted that 77% of the
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patients initially rated as improved continued to be rated 
so and 40% of those initially judged as not improved were 
now better.

A unique study in terms of criteria and size was 
reported by Davis, Lorei and Caffey in 1978. Prior, to 
data collection this team constructed a 24 item form which 
allowed them to rate patients’ progress on nine treatment 
goals in a three month pre/post design. The nine goals 
basically covered decreasing symptomatology, increasing 
socialization and increasing self-care skills. At the 
end of three months, 90% of the sample of 1410 patients 
with mixed diagnoses at 34 V.A. day facilities was found to 
have decreased frequency of hallucinations, delusions 
and other severe symptoms. However, many still were 
anxious and withdrawn and most were not economically 
self-supporting.

Finally, Guidry et al. (1979) tabulated the number 
and length of rehospitalizations for a mean of 1080 days 
before and after the start of a group of patients' day 
treatment. He found 31% of his psychotic patients were 
rehospitalized after they started day care (versus 71% 
before) with a length of stay one-fourth of what it was 
before the treatment.
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Concluding, outcome evaluations of day care mostly 

have reported patient improvement. However, many studies, 
especially the early ones, had problems in methodology.
In a critique of Community Mental Health studies (including 
day care) Braff and Lefkowitz (1979) wrote: "The greatest
deficiency of the studies reviewed was in the area of 
research design. Less than one-third of the outcome studies 
could be considered truly experimental. Characteristically, 
the non-experimental studies failed to adequately differ
entiate patient samples, establish base rates for comparison 
purposes, establish appropriate follow-up periods, assess 
level of functioning subsequent to termination from the 
program, describe the content of treatment and employ 
standardized assessment measures."

Part of. the difficulty in evaluation is that day 
programs are so dissimilar, varying in "goals of treatment, 
administrative affiliation, staff, patients and treatment 
modalities (making) generalization about the effectiveness 
of treatment difficult, if not impossible" (Moscowitz, 1980) .. 
This same author further notes that "Day hospital program 
evaluation appears to suffer from all of the difficulties 
of psychotherapy outcome studies and mental health treat
ment effectiveness in general."



CHAPTER II
METHOD

This study was concerned with the effects of the 
day care program on the functioning of its patients. 
Specifically, decreases in patient symptomatology and 
increases in patient instrumental role behaviors and posi
tive attitude toward hospitalization were tested. Prior 
to the start of a 90 day treatment program, patients were 
evaluated on the extent of their pathology, using the 
Minnesota Multiphasic Personality Inventory, on their attitude 
toward mental illness hospitalization, using the Colorado 
Psychiatric Hospitalization Attitude Scale, and on their 
behavioral goals for the treatment period, as set by the 
patient and staff. Using these same patients and measures, 
post-treatment changes were noted at the end of the 90 
day cycle.

Setting
The setting for this research was the Partial 

Hospitalization (day care) Program of a large general 
hospital in a low socio-economic, primarily Mexican- 
American section of Tucson, Arizona. The day facility was

18
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free standing so treatment was not conducted on an inpatient 
ward as it is in some programs„

According to the day center *s self-description 
(Gilman, 1976) , the program was part of a tripartite of 
affiliated mental health services which also included the 
inpatient ward of the general hospital and an outpatient 
clinic. The goal of offering these services was to provide 
a spectrum of treatment intensity and to insure a continuity 
of mental health service for the catchment area patients.
In this system, the Day Hospitalization Program treated 
those patients who required more than weekly care but who 
did not require constant care. It functioned as a facility 
for the prevention of hospitalization or rehospitalization 
of some patients and as a transitional facility for other 
patients who had been hospitalized one or more times.

The patients were primarily referred by two psychia
trists, one at the affiliated inpatient ward and the other 
at the outpatient clinic. These physicians based their 
judgments on the appropriateness of the patient, given 
their knowledge of what the day program had to offer. Some 
referrals were also made by agencies other than these two.
In these cases, the Day Hospitalization Program Director, 
a psychiatric social worker, interviewed the patient to 
determine his appropriateness for the treatment. If at
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that time he was deemed appropriate for the facility's 
treatment, he was admitted for a short trial period.

Subjects
Of the 40 patients on the day hospitalization rolls, 

twenty attended consistently enough to be included in the 
study. Sixteen of the twenty completed some of the measures, 
but only nine had complete pre/post testing. Goal attain
ment ratings were obtained on all sixteen subjects. The 
CPH yielded thirteen complete sets of data and twelve 
complete sets were obtained on the MMPI. Patients' refusal 
to take one or both of the tests at either measurement stage 
and patients leaving the program during the cycle account 
for the inconsistencies in the number of subjects for the 
different measures.

Demographic data on these 16 patients were taken 
from the hospital records. The information taken included 
age, sex, place of birth, marital status, number of previous 
marriages, number of children, education, occupation, work 
status, ethnicity, number of previous hospitalizations and 
diagnosis. The demographic breakdown is provided in 
Appendices 1 through 12. It is noteworthy that the sample 
has 10 females and 6 males, one half were born in Tucson, 
about 50% were never married, 81% were in social class V
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(as determined with the -criteria of Hollingshead and 
Redlich, 1958) and 56% were Mexican-American.

Finally, this patient population consisted mostly 
of chronic psychiatric patients. Kirk (1976) has proposed 
a measure of chronicity using the variables of employment 
status, multiple hospitalizations, the last hospitalization 
being over 90 days and a psychotic diagnosis. Of these, 
information on all but the length of the last hospitali
zation was available in the patients' records. Schizo- 

" phrenia was the primary diagnosis in 63% of the cases. The 
rest were some form of depression. More than one previous 
hospitalization was recorded in 69.3% of the cases, with a 
mean of 3.5 hospitalizations for the group. Unemployemnt 
was also high, with 87.5% of the sample lacking a job. 
Consequently, this sample can be said to have the charac
teristics associated with chronic mental illness.

Instruments
The three change criteria in this study were the 

MMPI, the CPH and goal attainment. The MMPI was used as 
the measure for psychopathology and its change. It has 
the advantage of being an often used and often researched 
personality inventory. Also, as Bergin (1971) noted in an 
overview of therapeutic outcome studies, "certain MMPI
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scales repeatedly yield evidence that they are able to 
detect client change." These scales are D, Pt, Sc, and to 
a lesser extent Si, K and E s „ Bergin went on to write that 
"no other paper-pencil measure of psychopathology based on 
self-report offers anything better to the researcher,"

The second measure used was the Colorado Psychiatric 
Hospitalization Attitude Scale (Kahn et al,, 1963) - This . 
paper-pencil test taps the patients1 attitudes toward the 
facility, its activities and its staff. ' Underlying its use 
was the assumption that a patient's attitudes toward these 
affect the amount and type of his improvement. Five factors 
were scored from this test. These factors were described 
by the authors of the test as (Kahn and Jones,1963);

1) Authoritarian control and non-psychological orien
tation - this factor appears to measure a tendency
to view the hospital as an external source of control 
and restriction over behavior in which the control 
is manifested through non-psychological means. 
Accordingly feelings and emotions should be suppressed 
while matters of custodial care are important. The 
patient is passive as to cause, cure and control 
of his illness.
2) Negative hospital orientation - this factor 
reflects a view of the hospital as a place which 
is restrictive and penal. Patients scoring high 
on this scale feel victimized.
3) External control, cause and treatment - this 
factor reflects an orientation which views the 
hospital as imposing external control and restriction. 
Causes of illness are seen as physical or the result 
of the doings of others.
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4) Mental illness and treatment as physical - 
hospital.supplies regressive dependency - this 
factor focuses on physical treatment, passive 
dependency needs, and secondary gain potential 
which is seen as carrying a stigma.
5) Letdown of control for therapeutic gain - this 
is a bipolar factor which at one extreme views the 
hospital as a place where one can temporarily release 
one's emotions to achieve some future benefit without 
fear.

The final measure was goal attainment. The goals 
were specific behavioral competencies to be attained during 
the 90 day cycle and were part of the treatment program 
already existing at the day care center at the time of the 
study. The model used was loosely imitative of one devised 
by Kiresuk and Sherman (1968) known as Goal Attainment 
Scaling (GAS) where behavioral objectives are set as 
expected, better than expected and worse than expected.
These are then monitored over a predetermined span of time. 
GAS has been reported as therapeutic (Hart, 1978? Calsyn, 
1978) as well as being used for program evaluation (Austin, 
et al., 1976).

The goal-setting and attainment program at the day 
care center of this study was not as extensive as GAS. 
Instead, the patients and staff psychologist set individual 
90 day goals during group sessions. Some of these goals 
had all three levels used in GAS (worse than expected, 
expected, better than expected) and some had only an expected
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level. Because of the inconsistency in the setting of the 
levels for goal attainment, for evaluation at the end of 90 
days the investigator merely asked each patient if he had 
met his goals. The same procedure was then used in having 
a staff member rate each patient on the goals.

Procedure
The pre- and post-tests were given at the day care 

center during a week at the beginning of the cycle and a 
week at the end of the cycle. The MMPI was administered 
first and the CPH second. The tests were read aloud by 
the investigator to those patients who were not able to 
complete the forms themselves. As mentioned, the goals 
were set at the beginning of the cycle by the patients 
and the staff psychologist. The investigator took ratings 
on their attainment at the cycle's end.

The pre/post design implied the use of a correlated 
samples t-test on the MMPI and CPH data. Use of this 
statistic gives an indication of changes over treatment in 
the patients' symptoms and attitude toward hospitalization.

As a check on the consistency with which changes 
in pathology and attitude covaried over patients, a 
correlation was calculated for the two measures. To do 
this, several quantities first had to be calculated. For 
the.MMPI, total change scores were calculated for each



25
patient. These were the sum of pre/post differences on each 
patient, using the T scores on the protocol to make the 
scales equivalent.

A similar method was used for the CPH, except the 
scales on this test first had to be made roughly'1 equivalent. 
That is, scale V has a range of only eight possible points, 
whereas scales I and II have ranges of 24 possible points. 
Thus, the sum of differences in raw scores for each patient 
would give greater importance to scales I and II than to
scale V. Consequently, weights were assigned to scales

y
III, IV and V so that they, too, could have a range of 24 
points. Then the pre/post differences for the scales for 
each patient were summed, yielding a change score.

Finally, ranks were assigned to the MMPI changes 
and to the CPU changes, then Spearman's rho was calculated 
on these ranking of the nine patients with both MMPI and 
CPH protocols. Rho .was used because the CPH scores can not 
be assumed to be on interval scales, making the nonpara- 
metric statistic as good as the more difficult and restric
tive Pearson correlation coefficient for this data.

Independent ratings on goal attainment by the patient 
and a staff member were obtained, and these are to be 
reported simply as percentages. Furthermore, to. check on 
the degree of concordance on the independent rating of
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the goals, the proportion of agreement between the raters 
was tested against chance (p = .50) using the normal approxi
mation to the binomial. The idea behing this is that the 
only two possibilities are agreement or disagreement and 
so by chance the raters would have agreed 50% of the time.

Finally, to see if the patients showing improvement 
on the tests were also meeting more goals than those who 
didn't show improvement, four chi-square tests were performed. 
For the MMPI, patients' scores were divided into two groups. 
One had lower total MMPI scores and the other had higher 
scores. Two chi-square tests were calculated on this MMPI 
data, one for MMPI change versus goal attainment - staff, 
rating. The same design was used to test goal attainment 
and CPH change.



CHAPTER III
RESULTS

The first analysis was designed to show changes 
in MMPI scores following therapy = Table 1 shows the mean 
MMPI scores for the pre- and post-tests„ Figure 1 gives 
a composite MMPI profile of the subjects prior to and 
following the 90 day cycle. It is clear that the patients' 
MMPI protocols were extremely high and many of them could 
be considered invalid. These scores not only show severe 
pathology, but might also reflect confusion and disinterest 
in the exam.

Table 2 shows the results of the dependent t-tests 
on this data., The Mf and Si scales showed p-values less 
than .05, while the other scales showed little or no change. 
Symptomatology, then, decreases little while the patients' 
social behavior seem to have improved.

The pre- and post-test means for the CPH are given 
in Table. 3. Except for Factor II (negative hospital orien
tation) , these scores are similar to those of eight other 
hospital populations studied with this test (Kahn and Jones, 
1969). Factor II is considerably less for this day hospital 
sample.

27
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Table 1. Mean MMPI Scores Before and After Treatment

Scale Pre-Test Post-Test

L 52.42 46.08
F 104.67 96.08
K 40.50 40.98
Hs 62.33 63.17
D 76.00 73.98
Hy 59.50 59.25
Pd 77.50 77.83
Mf 60.83 55.0,8
Pa 87.0.8 84.17
Pt 79.98 78.17
Sc 98.50 95.67
Ma 73.17 75.25
Si 68.98 .63.92
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Table 2. Results of Dependent t-Tests for MMPI Data

Scale t-Value p-value

L 1.86 .10>p>.050
F 1.45 .25>p>.100
K - .043 p > .500
Hs - .038 p>.500
D .233 p>.500
Hy .147 p>.500
Pd - .088 p> .500
Mf 2.26 .05>p>.025
Pa .817 .50>p>.250
Pt .594 p > .500
Sc .631 p>.500
Ma - .515 p>.500
Si 2.26 .05>p>.025
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Table 3 - Mean CPH Scores Before and After Treatment

Factor Pre-test Post-test

I 16.16 16.19
II 6 .62 7.77
III 8.92 8.27
IV 11.85 10.35
V 3.73 3.88

Table 4. Results of Dependent t-Tests for CPH Data

Factor Pre-test Post-test

I .350 .50>p>.25
II — . 908 . 25>p>.10
III 1.525 .10>p>.05
IV 1.207 .25>p>.10
V — .230 ,50>p>.25
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The values obtained from dependent t-tests on the 

CPH factors are given in Table 4. All of the factors failed 
to achieve p-values of .05 indicating that the changes in 
hospital attitude were small. Also, the changes in Factor 
II (negative hospital orientation) and Factor V (letdown 
of control for therapeutic gain) were opposite of the 
direction assumed to show improvement.

Investigating whether the same patients were 
improving on both pathology and attitude, Spearman's rank 
correlation between difference scores on the tests was 
calculated (see Procedure section). The obtained rho was 
.567, .10 > p (rho) > .05. While not achieving significance, 
there clearly was an association between scoring either 
high or low on both tests.

Table 5 gives the percentage of goals rated as 
attained by the patients and the therapist out of 35
total goals for the patient sample of 16. All of the
patients had at least two goals for the cycle and two 
patients had more than two goals. The staff ratings are 
obviously quite a bit higher than the patients' self-ratings. 
However, this gap decreased considerably when the staff 
and patient ratings were reexamined in terms of the pro
portion who met no goals (Table 6).



Table 5. Percentage of Total Number of Goals Rated as 
Attained by Patients and Staff

Rating

"Table 6

Rating

Patients Staff

Attained 

Not Attained

Percentage of Patients Rated as Having Met No 
Goals - Patient and Staff Ratings

Patients Staff

Attained 

Not Attained

62.50% 81.25%

37.50% 18.75%
-- - - - - - - - - - - - - - i

40.00% 77.14%

60 .00% 22.86%
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Rater concordance was evaluated using the proportion 

of agreement tested against chance with the normal approxi
mation to the binomial= The raters agreed in 25 out of the 
35 total goals, yielding a z equal to 2.535, p = ,0057.
Thus, agreement this high is rare just by chance leading 
to the conclusion that there was high reliability between 
raters, This may seem odd given the discrepancy between 
the percentages on goals attained, but the fact that when 
a patient rated a goal as not attained the staff always 
agreed accounts for most of the difference (28.57% of the . 
ratings fall in this catagory).

Table 7 shows the obtained cell frequencies for 
patient self-ratings on goal attainment and therapist 
ratings on goal attainment versus total change scores on 
the MMPI. The chi-square values for both of these is 0,00 
p > .05. This of course is precisely what is expected 
merely by chance, indicating that goal attainment and 
MMPI changes are essentially unrelated.

Table 8 shows the obtained cell frequencies for 
CPH change scores versus patient and therapist ratings on 
goal attainment. The chi-square value for patient ratings 
is .03, p > .05. As with the MMPI, the relation between 
goal attainment and CPH scores barely exceeds chance, 
indicating that with respect to CPH change goal attainment



Table 7. Chi-square Table for MMPI Change
Vs o Goal Attainment

Patient Patinas

MMPI
Change

Decrease

Increase

Amount of Goals Met 
None Some
3 6

I—1 3

•Staff Ratings

MMPI
Change

Decrease

Increase

Amount of Goals Met 
None Some



Table 8. Chi-square Table for CPH Change
Vs. Goal Attainment

Patient Ratings

CPH
Change

Decrease

Increase

Amount of Goals Met 
None Some

Staff Ratings

CPH
Change

Decrease

Increase

Amount of Goals Met 
None Some
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or non-attainment is equally likely. Also shown is the

2chi-square for therapist ratings of goals. Here, X = .01, 
p > .05. This, again, is very far from being significant.



CHAPTER IV 
.DISCUSSION

This section ofv the thesis has three main parts.
One is a discussion of the results from this study in terms 
of changes in the patients. A second is a discussion of 
this as an evaluation study. The third part consists of 
some general remarks about mental health treatment for 
chronic psychiatric patients.

Patient Change 
Based solely on the measures, it is concluded that 

the patients did not improve during the cycle. On the
I

MMPI, changes on only two scales reached statistical signi
ficance , neither of which was a pathology scale. Of the 
remaining scales, the probabilities associated with the 
observed changes were quite large, indicating that any 
observed changes were likely due to random factors rather 
than mental health improvement. That this occurred is not 
altogether surprising since the patients were primarily 
"chronic," a word which implies a long-standing illness 
with little hope for recovery. In this light, the 
significant changes on the sexual identity and social
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inhibition scales, although not directly showing mental 
health improvement, could be considered an achievement for 
the patients and for a program which had the resocialization 
of the patients back into the community as a primary goal.

While the lack of improvement on the MMPI is the 
most important main finding of this study, that the CPH 
showed a similar lack of change is nearly as interesting.
One would expect that the day center's deinstitutionalized 
atmosphere would inspire an increase in positive feelings 
about the - treatment. That no such increase occurred may 
reflect a feeling on the part of the patients that any 
mental health treatment, including a deinstitutionalized 
one, is confining, authoritarian and not to be trusted. An 
alternative hypothesis is that the patients' attitudes were 
already fairly positive about the treatment modality at 
the pre-testing, thus not allowing much room for improvement 
at post-testing. That their mean scores on four of the 
factors at both pre- and post-testing were similar to the 
scores of other patient populations, but their negative 
hospitalization orientation mean is roughly half that of 
the other populations lends credence to this interpretation.

The third evaluation measure, goal attainment, was 
the only one to show patient improvement. Nearly everyone 
met one goal and, at least by the staff ratings, most of
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the goals were met. As with the two MMPI scales showing 
change, that the patients showed goal attainment is 
encouraging from the standpoint of it showing a degree of 
resocialization which, again, was a major treatment goal. 
However, change on a few goals does not indicate overall 
improvement, especially in the light of the severely 
pathological MMPI profiles. It is with this last point in 
mind that is is concluded that overall patient improvement 
was minimal, at best.

Evaluation
As a package of evaluation measures, the MMPI, CPH, 

and goal attainment offered an interesting combination.
The MMPI and CPH are traditional paper-pencil tests which 
measure the relatively global concepts connected with 
pathology and attitude toward hospitalization. The goal 
attainment measure, on the other hand, is part of a newer - 
emphasis on observation and the reduction of psychological 
variables into behavioral catagories. So, these three 
measures offer a contrast between old and new psychological 
perspectives on measurement in terms of mode of measurement 
(paper-pencil versus observation), in terms of the variables 
measured (emotional versus behavioral) and in terms of the 
quality of the measured variables (global versus specific).
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The MMPI and CPH are related by the theory that a 

patient with a positive attitude toward his treatment has 
an increased chance of symptom improvement. This theory 
received some empirical support on the chronic day hospital
ization sample of this study. The trend of the same 
patients showing improved scores on both scales is evidenced 
in the moderate, positive Spearman correlation coefficient. 
Although it is difficult to specify the variable underlying 
a correlation, in this case a good candidate would be 
individual patients' trend toward general improvement. In 
short, if a positive change occurred on one test for a 
patient, it likely occurred on the other, too.

While the MMPI and the CPH change scores were related, 
goal attainment was not related to the change scores on 
either of these measures. This dissimilarity is highlighted 
in the four chi-square tests done on the variables of goal 
ratings and direction of test change. All of the chi-squares 
fell far below the values needed to show dependence between 
the measures. In fact, the probabilities associated with 
these tests are such that independence between goal attain
ment and the other two is indicated. That is, patients 
who attained their goals were equally likely to either show 
improvement or deterioration on the tests. This is 
surprising since it is reasonable to expect that patients
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who have an improved attitude and a decrease in pathology 
are more likely to attain goals. That this was not the 
case can be examined in two ways from an evaluation 
perspective.

The first is that the MMPI and the CPH' are the best 
of the three evaluation devices and goal attainment is 
invalid for the purposes of evaluation research. The two 
paper-pencil tests showed agreement in terms of the direction 
of patients' change in this study. Also, they measure 
symptomatology and attitude, positive •changes in which, it 
can be assumed, indicate treatment effectiveness. Further
more , their successful use in other mental health studies 
indicates an amount of validity for their use in this study. 
Finally, given their standardized forms, these tests can 
be considered to be objective measures for all patients, 
including chronic psychiatric day care patients.

Goal attainment, on the other hand, can be considered 
to be spurious. Many variables enter into the setting and 
attainment of the goals, including the staff's evaluation 
of the patient, the patient's self-evaluation, the amount 
of reinforcement the patient receives at the hospital and 
in the community for the attainment of his goals and the 
difficulty level of the goals. . This last factor alone can 
be the difference between achievement and failure. In this



study the goals ranged from "smiling six times a day" to 
"becoming a magician" (this latter goal was thrown out 
before the data analysis)„ Obviously, the first of these 
is easier than the second for most patients. So, the 
range of difficulty of goals alone can make it either easy 
or difficult to produce a positive evaluation. The 
standardized nature of the MMPI and the CPH eliminate 
such problems.

The second way to view the discrepancy between the 
tests and goal attainment is to assert that goal attainment 
gave a better assessment of the treatment program. Some 
of the patients in this study were discharged at the end 
of the treatment cycle and goal attainment was the only 
measure to provide an indication that any patients were 
substantially improving. Furthermore, the treatment 
program focused on attaining enough behavioral competence 
to be able to function in the community and avoid rehos
pitalization. Goal attainment is sensitive to the behavioral 
changes necessary for social competence to be achieved 
and so is more in line with the philosophy of the treatment 
and thus more responsive as an evaluation device in this 
setting. Decreasing pathology and having a positive 
hospitalization orientation are desireable but not essential 
to the main behavioral treatment objective.
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The molecular nature of the goals, then, can be 

said to be sensitive to the individual needs of the patients 
and so show improvement when it occurs. The opposite 
can be said about the MMPI and the CPH in that they are 
not designed, to measure change on the basis of needs of 
an individual patient. These tests are designed for the 
measurement of a few dimensions which are not necessarily 
the ones relevant to an individual patient's progress in 
the day care center. If this is true, then it is no 
wonder that these tests indicate little overall change in 
the sample. They simply are hot designed to tap the 
relevant dimensions for successful treatment at a day 
care center with a population showing the kinds of problems 
exhibited in this sample.

Both of these views on the measures used in this 
study have solid points. The MMPI and CPH are objective, 
but insensitive to many variables. Goal attainment is as 
sensitive as possible to many possible dimensions indicating 
patient improvement, but is nearly worthless as an objective 
measure because too many factors can influence the setting 
of, the nature of and the resolution of the goals. To this 
investigator, the dilemma of which criterion is best, is 
insoluable.
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In a general overview of evaluation studies, this 

problem of criteria is but one of the problems spotlighted 
in this study, but which are common in this type of research„
This study had a small, unequal sample size across
measures, indicating problems with the control of both 
subjects and extraneous variables. This is a problem 
encountered often in the literature. This study also had 
no control-group, lending its finding vulnerable to possible 
confounding by uncontrolled factors in the patients' 
environment. The problem of finding a control group has 
almost obsessively occupied investigators in previous 
research. Bias may have leaked into the data here in the 
judgments on goal attainment, there possibly being a "pull" 
to look good on an evaluation. Again, this type of error
could occur in any evaluation research .which asks for
judgments and even can occur as response sets on the 
objective measures. So, there are many problems with this 
and other evaluation studies. But, as Cowen (1978) wrote, 
"The choice for investigators in this field is often 
between doing far less than ideal research or no research 
at all."

Remarks
Finally, the extremely high MMPI profiles lead to 

some general comments about community, mental health and



chronic psychiatric patients„ The patients in this study 
had severe forms of pathology which were immutable during 
the admittedly short period of time spanned by this study. 
However, many of these patients had been receiving mental 
health treatment for years before the MMPI was given to 
them in this study and still the profiles were extremely 
poor. Thus it can be concluded that not only the day 
program, but other mental, health programs had failed to 
lessen the severity of the problems of these patients.

This inability to lessen pathology seems to account 
for the problem summarized as (Editorial, 1978) "We have 
indeed managed to move tens of thousands out of the state 
hospitals, but we have not been equally successful in 
helping many of these persons become established in the 
mainstream of community life." While Community Mental 
Health can provide food, supportive treatment, shelter 
and jobs, until the main problem affecting these patients, 
their pathology, can be understood, CMH will not be able 
to move patients into the "mainstream of community life" 
or be able to claim anything but the smallest of successes. 
There must be a greater emphasis on research- into the 
etiology of these patients1 problems and less emphasis on 
the much smaller problems caused by institutionalization.
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APPENDIX 1 
AGE DISTRIBUTION IN THE SAMPLE

Age Frequency %

0-19 0 0.0
20-29 6 37.5
30 — 39 4 25.0
40—49 4 25.0
5 0—6 9 2 12.5
Total 16 100.0
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APPENDIX 2 
SEX DISTRIBUTION IN THE SAMPLE

Sex Frequency

Male
Female
Total

6
10
16

37.5
62.5 

100,0
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APPENDIX 3 
MARITAL DISTRIBUTION IN THE SAMPLE

Marital Status Frequency %

Single 7 43.8
Married 3 18.8
Divorced 3 18.8
Widowed 3 18.8
Separated 1 6.2
Total 16 100.00
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APPENDIX 4 
LEVEL OF EDUCATION IN THE SAMPLE

Education Frequency %

0-8 4 ' 25.0
9-12 7 43.8

13 and up 5 31.2
Total 16 100.00
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APPENDIX 5 
OCCUPATION DISTRIBUTION IN THE SAMPLE

Occupation Frequency

Unskilled Worker 12 75.0
Semiskilled Worker 1 6.3
Skilled Worker 2 12.5
Lesser Professional 1 6.3
Total 16 |- 100.00
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APPENDIX 6 
WORK STATUS IN THE SAMPLE

• • • • ' <  .

Work Status Frequency

Employed 
Unemployed 1 
Total

2

14
16

12..5
87.5

100.00
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APPENDIX 7
DISTRIBUTION OF SOCIAL CLASS 

IN THE SAMPLE

Social Class Frequency

I 0 0.0
II 1 6.3
III 1 6.3
IV 1 6.3
V 13 81.3
Total 16 100.0
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APPENDIX S'
ETHNIC DISTRIBUTION IN THE SAMPLE

Race Frequency 1

Caucasian 5 31.5 .
Mexican-American . 9 56.3
Black 1 6.3
Oriental 1 6.3
Total 16 100.0
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APPENDIX 9
DISTRIBUTION OF PLACE OF BIRTH IN THE SAMPLE

Place of Birth Frequency %

Tucson 8 50.00
Other than Arizona 6 37.50

in the U.A.
Mexico
Burma
Total

1
1

16

6.25
6.25 

100.00
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APPENDIX 10
PRIMARY DIAGNOSIS DISTRIBUTION IN THE SAMPLE

Diagnosis Frequency %

Paranoid Schizophrenia 5 31.25
Other Schizophrenias 5 31.25
Depression . 6 50.00
Total 16 100.00
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APPENDIX 11
DISTRIBUTION OF THE NUMBER OF HOSPITALIZATIONS

IN THE SAMPLE

Number Frequency %

0 2 . 12.50
1 3 18.75
2 ' 1 3 inr-00H

3 3 18.75
4-7 2 6.50
8-11 3 18.75
Total 16 100.00

X
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