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CHAPTER 1

Introduction

As a result of federal legislation in the early and middle 1960's,
there has been an extensive growth in community mental health centers.

The needs of the mental health field have been so acute and broad in
scope that new programs have been designed and implemented without a
substantial basis in theory, research, or even practical experience.
Developing a mental health program on the mere hope that it will be a
contribution can no longer be afforded, either morally or financially.
Mental health centers must become accountable for solving social problems

through planned action. This requires effective program evaluation to

discriminate between those programs having unexpected and undesirable
nsequences n . which are, indeed, helpful.

In Oregon, there is an active program for evaluation of mental health
services. Instruments and methods are being developed to measure the
impact of the mental health services upon an individual's quality of
life. The concept of quality of life (Bigelow & Brodsky, Note 1) in-
corporates adjustment from both social and individual points of view.

This is particularly appropriate to community mental health work which
is intended to foster the health of both individuals and communities.

Today most mental health centers are offering therapies to foster
better marital and family relations. The rationale for these was re-
stated in the 1978 report for the President's Commission on Mental
Health. In the last decade, there has been an increasing emphasis on

the use of family (conjoint) therapy, rather than individual therapy in

treating marital and family problems (Olson, 1970). The theoretical



framework for conjoint therapy has been developed without empirical find-
ings and the theory, in fact, is not at all systematic. There remains a
need for a clear, tested rationale of family therapy for people having
marital and family problems.

The present study follows on a previous evaluation research project,
done in the Spring of 1978 at the Yamhill County Mental Health Program in
McMinnville, Oregon (Bigelow, Chesla, & Brodsky, Note 2). This project
used the Oregon Quality of Life Questionnaire, an instrument being
developed in the state of Oregon, to measure the outcomes of psycho-
therapy offered at the Program. The results showed an overall improve-
ment in the quality of 1ife of clients, but there was also a significant
decrease in spouse role adjustment. This negative finding may be
explained by a number of factors. First, changes experienced by clients
in individual therapy may have caused difficulty in the marriages second,
the instrument may fail to measure important aspects of marital adjust-
ment which may have improved; and third, the marital adjustment may have
"gotten worse before it got better" (i.e., the follow-up interval was
too short). Gurman (1978) states that some cases of deterioration in
therapy outcomes may reflect an intermediate stage of the therapeutic
process.

To explore these possibilities, the present study was an effort to
evaluate comparatively the effects of conjoint therapy and individual
therapy on the quality of 1ife of the individuals involved. This study
was also an effort to broaden the conceptualization of spouse role ad-
justment as a specific area of the quality of life theory and to develop

a more complete spouse role adjustment scale. In addition a longer



follow-up interval was used to determine if the individuals had "worked
through" the intermediate stage of therapy to an improved level of ad-
justment.

Review of Literature and Theoretical Formulation

In the following section, selected literature on the dependent and
independent variables is reviewed. The dependent variables are the

client's quality of life, and spouse role adjustment. Development of

the concept of quality of 1ife as a measurable mental health variable

is examined including the status of information prior to this work and
the reasoning behind the choice of this variable as a multidimensional
measure of psychotherapy outcome. The concept of spouse role adjustment
ijs centered on the ability of an individual to satisfy his/her hierarch-
jcal set of needs (Maslow, 1943) within a marriage. Research on the

independent variable, type of therapy (conjoint and individual) for

marital and family problems is also reviewed. The methodology employed
in the empirical studies, their measuring instruments, the groups of
subjects that received these therapies, and their findings are presented.
Throughout the review, the theoretical formulations of these concepts and
treatment modalities are developed.

The Dependent Variables

Quality of life. Mental health professionals, behavioral scientists,

and students of the humanities have devoted much effort to conceptualizing
and measuring the quality of individual experience, in the clinic, in
natural settings, and occasionally in the experimental laboratory. The
work in clinical settings has typically involved small numbers of subjects

and unsystematic conceptualization, making it difficult to generalize the



findings. There have been, however, a few national studies in which a
developing trend in the conceptualization of quality of life can be dis-
cerned.

The concept of quality of 1ife, used in the Oregon evaluation
research program, is an outgrowth of the trends evidenced in the national
quality of life surveys, together with some ideas taken from role and
exchange theories. The four major national surveys, reviewed below,
take the concepts of quality of 1ife from a basic notion of happiness,
through affect associated across life areas, to more substantive concerns,
aspirations and satisfactions, to satisfactions of needs within physical
and interpersonal domains.

The first major study of quality of 1ife from the point of view of
mental health, based on a probability sample of the American population,
was carried out in 1957 by Gurin, Veroff, and Feld (1960). This national
survey, requested by the National Commission on Mental Illness and Health,
defined its major objectives in the following terms:

a survey of the mental health of the nation,
designed to investigate the level at which
people are living with themselves - their
fears and anxieties, their strengths and
resources, the problems they face and the
ways they cope with them. (Gurin, Veroff,

& Feld, 1960, p. 3)

This study clearly had a mental health orientation and the measures
used reflected the authors' attempt to conceptualize and assess the
psychological health of their respondents. Their questionnaire asked
for a report of any previous "breakdown" or need for psychological

counseling, it presented a checklist of "psychiatric symptoms", it in-

quired into various forms of "worry", and included a single question



asking the respondent to report how "happy" he was--very happy, pretty
happy or not too happy. This represents a rather sketchy notion of
quality of 1ife as consisting of aberration, distress, and service
utilization. A more comprehensive concept was needed.

This study was followed by a number of others similarly concerned
with the epidemiology of mental health, most of them based on Timited
samples and not directiy related to quality of Tife. In 1961, however,
Bradburn at the National Opinion Research Center initiated a program of
research intended to establish national norms and trends for mental
health-related behavior by means of periodic national surveys. In their
initial study based on population samples in four midwestern communities,
Bradburn and Caplovitz (1969) took as their basic measure of well-being
the response to the Gurin et al. question: "Taking all things together,
how would you say things are these days--would you say you are very
happy, pretty happy, or not too happy these days?" In his second volume
Bradburn pursued this theme and extended the concept of positive and
negative affect into the realms of marriage and work (Bradburn, 1969).
However, it is quite apparent that mental health consists of more than
positive and negative affect.

The third major study (Cantril, 1965), was massive, comparing data
on life satisfaction collected in 13 different nations (including the
United States). Cantril used a device known as the "self anchoring
striving scale". Cantril asked the individual to think of the "best
1ife" and the "worst 1ife" and to place himself at the point he thought
he presently stood on a ladder ranging between these extremes. The step

at which the person placed himself is Cantril's critical measure or the



"anchor". The interviewers were encouraged to draw out their respondents
as to their hopes and fears regarding the future, and these open-ended
comments were used to identify their concerns. Although Cantril tends

to use the terms "happiness" and "satisfaction" interchangeably in his
report, his emphasis is not on affective states as Bradburn's was, but

on aspirations, needs, and satisfactions. This is a more substantive
view of quality of 1ife. His book is primarily devoted to a comparison
of the concerns and satisfaction levels of the people in the various
countries which he sampled.

Campbell, Converse and Rodgers (1976) published the fourth major
study in the development of the concept of quality of life. Thus far
the concept of quality of 1life had developed from general well-being to
well-being across various areas of 1ife to substantive concerns and
satisfactions. Most of the previous studies of Tife experience had
asked their subjects to describe their life as a whole without attempt-
ing to assess specific areas. Campbell, et al. focused upon the sense of
satisfaction and dissatisfaction that the subjects in their national
sample said they drew from 12 critical "domains" of 1ife, such as their
marriages, their jobs, and their housing. The study reports on these
individual domains, their relationship to each other, and their respect-
ive contributions to the overall quality of life.

Campbell, et al. define the quality of 1ife experience mainly in
terms of the satisfaction of needs, although needs are not the organiz-
ing feature of their conceptual framework. As reported elsewhere
(Campbell and Converse, 1972), they were originally attracted to MasTow's

theory of a hierarchy of needs (1943) and would have liked to have



developed their study around his system of classification. The decision
to inquire around the "domains" of 1ife, instead of Maslow's needs, came
because some of the variables in Maslow's theory, e.g. self actualization,
are difficult to operationalize in language suitable for a national study.

Dalkey (1972) and Bateson (1972) disagree with Campbell, et al.,
(1976) that quality of life is defined by physical variables, such as
"domains" of 1ife. They propose that what people care most about are
not episodes or things, as such, but the patterns and setting of their
personal relationships.

Bigelow and Brodsky (Note 1) have chosen to develop their conceptual
framework around Maslow's needs. They have also incorporated Campbell's
"domains" and the personal relationships which Dalkey and Bateson em-
phasize. Bigelow and Brodksy carry forward the concept of quality of
life by describing the adjustment of individuals to their environments
in terms of role and exchange notions. Adjustment is viewed as an inter-
action consisting of (1) obtaining one's needs through opportunities
which the environment offers (satisfaction), and by (2) using one's
abilities to meet demands of the environment (performance). Meeting the
environment's demands is the price of access to the opportunity structure.
Adjustment, therefore, is seen from both the points of view of the in-
dividual and society. It is the simultaneous conditions of need satis-
faction and satisfactory performance within one's environment.

Bigelow and Brodsky (Note 1) describe adjustment--the exchange of
performance for satisfaction--in terms of role theory. Their view of
human behavior is that much of one's effort is directed toward meeting

the expectations of other people in a manner which is also rewarding to



oneself. These expectations are clustered into roles: self roles, inter-
personal roles, productivity roles, and civic roles. To the extent such
expectations are met, the individual is 1ikely to have his needs satis-
fied. The adequacy of his role performance has important consequences

for himself as well as for others. When role expectations are not met,
maladaption becomes quite apparent to all concerned.

The concept of quality of life, from a mental health perspective,
has shifted over time from general well-being, to affect regarding
specific areas of life, to concerns and satisfactions across all areas
of life, to satisfaction of needs in specific physical domains of life,
to satisfaction in personal relationships, to a concept of satisfaction
and performance (of needs described by Maslow) and performance (according
to the norms of the community and expectations of "significant others")
across the range of roles in which people must function to be considered
mentally healthy or adjusted. In order to evaluate the effectiveness of
any treatment program, one must have some operatiohalized idea of what
one expects to see changed. This concept of quality of life--that
quality of life, adjustment, and mental health, consist of satisfaction
and performance in social roles--is the outcome variable which the pre-
sent evaluation research project and the evaluation of the state mental
health division has used to assess treatment impact. The present project
has attempted to refine the Quality of Life concept by examining one of
the roles, the spouse role, in greater detail.

Spouse role adjustment. One of the major problems in finding a

measure of spouse role adjustment is that the conceptualization of this

dependent variable--marital adjustment, marital happiness, marital



jnteraction, marital satisfaction, marital success, etc.--has been so
inadequate (Waller & Hi1l, 1951; Kirkpatrick, 1963; Lively, 1969). Over
300 articles in which marital adjustment, or a related concept, is the |
dependent variable have been identified by Spanier (1976). He argues

that it would be most fruitful to direct efforts at clarification of

the problems in definition, conceptualization, and measurement. It is
unrealistic to think that a single measurement of marriage adjustment

will be satisfactory for all purposes but it would be desirable to
develop a set of measures of different dimensions of marital adjustment
related in a meaningful way, which could be used for a variety of research
purposes. Such measures should emerge from a conceptualization of marital
adjustment that might be useful for diagnosis and prediction, as well as
for analysis of the outcome of therapy.

In this section, therefore, the literature on marital adjustment is
discussed within a conceptual framework, emphasizing Maslow's hierarchy
of needs and the Quality of Life concept of the relation of performance
and satisfaction within need areas. The basic notion of exchanging
performances for satisfactions is described. Then the needs as they are
found in man are described together with the marital performances that
meet the needs, and some of the appropriate therapeutic interventions.

Marriage can be considered an arrangement which provides an oppor-
tunity for two individuals to satisfy their needs, each one through the
other's performances. Spouse role adjustment occurs when the abilities
of the partners are such that each can meet the other's expectations
and fulfill the other's needs. An individual's cognitive, affective and

behavioral abilities enable him/her to exhibit a motivated, appropriate
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performance or response. In clinical practice, the mental health pro-
fessional often is concerned with the variable of the individual's
abilities. For example, the therapist restructures cognitive abilities
by insight therapy for the classical neurotic, or administers psycho-
tropic medication to the chronic schizophrenic to improve his/her affect-
jve ability. The therapist may also improve behavioral abilities, e.g.,
communication training.

Maslow (1943) conceptualized human needs arranged in hierarchies of
prepotency. That is to say, the appearance of one need usually rests on
prior satisfaction of another, more prepotent need. The lowest level

needs are the basic or physiological needs. These include food, shelter,

medication, and sex. In a marriage there are arrangements to satisfy
these needs. These arrangements are changing as a result of new concepts
in female sexuality, changing work roles, the Women's Liberation Movement,
and the "population explosion", with its implications for childbearing
as a rationale for marriage (Laws, 1975). The need for sex, which is
usually paired with the higher need for affiliation and sometimes with
esteem and self actualization, is generally arranged as to the frequency,
fashion, and time in which it will be satisfied. These basic needs, as a
preoccupation or probiem area, usually only emerge as such when they have
been thwarted, such as in a medical illness. When the basic needs are
satisfied, other higher needs emerge as our major concerns.

The need for safety is another basic need. It is expressed in the
desire for orderliness and undisrupted routine. This need can be satis-
fied in a marriage by a trusting re]ationshib in which no harm will come

to one's self and valued possessions. It can also be met by the degree
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to which one spouse is predictable and reliable in the expectations of
the other. Problems in adjustment can arise here, especially with the
neurotic, who has feelings of impending disaster. Often his/her expect-
ations of the spouse are unrealistic.

The next hierarchial set of needs are those of affiliation. If both
the physiological and safety needs are fairly well gratified, then there
will emerge the love, affection and belongingness needs. In our society
the thwarting of these needs is the most commonly found cause for malad-
justment and more severe psychopathology. Furthermore, this set of needs
is often best satisfied by means of a well adjusted marriage.

Many of the marital adjustment scales focus on the variables involved
in meeting these needs. For example, Blood and Wolfe (1960) include
companionship, understanding, lTove and communication in their comprehen-
sive study of marriage. Although communication is an important means of
meeting affiliation needs, communication is necessary for meeting all of
the needs gratified through the marriage. Adequate communication is
needed to satisfy even the most basic needs, such as the acquisition of
food or the organization of the home. In this study, the investigator
makes the assumption that communication is not an end in itself, but a
means to very specific ends.

Sex can be viewed as a purely physiological need. But ordinarily
sexual behavior is multi-determined. Sexual behavior is also instrumental
to the satisfaction of the love and affection needs. In a well adjusted
marriage, the performance of one spouse fulfills the expectations of the

other for meeting his/her love, affection, and sex needs, and vice versa.
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The need for self-esteem is defined as a need for a stable, firmly
based, high evaluation of oneself. These needs are expressed through the
desires for self-confidence and achievement. In a marriage these needs
can be satisfied through respect and positive feedback from the spouse.

Over 30 years ago, Maslow (1942) stated that the best marriages in
our society seem to be those in which the husband and wife are at about
the same level of self-esteem or in which the husband is omewhat higher
in self-esteem than the wife. Although the status of women has changed
in this time, it still remains that one's self-esteem depends upon the
power one has, and is accorded, to make choices. Power is, in part, a
measure of one's worth. Marriages with equal power are conducive to
good adjustment because both spouses derive equal self-esteem. This study
assumes equal power to be not an end in itself but a means to a specific
end, self-esteem.

In the clinical setting, one continually is confronted with clients
whose self-esteem needs are not met. They typically are unassertive and
are unable to stand up for their own rights, including those within their
marriage. There are measures of power and decision making in many of the
martial adjustment scales (Blood & Wolfe, 1960). In the present study it
is assumed that power and decision making are indicators of self-esteem.

The need for autonomy arises after both the needs of affiliation
and self-esteem have been dependably gratified. This need is expressed
in the desire to be independent and to have a private space for self-
growth. The need for autonomy differs from lower needs in that it is not
as dependent on the physical and social environment for opportunities to

be satisfied. The point of view in this study is that there can be
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problems in a marriage when this need does not emerge simultaneously for
both spouses. The emergence of the need for autonomy may be delayed if
one has not satisfied lower needs. Under these circumstances, a spouse
may not be able to understand the desires for autonomy in his/her spouse.
We can see improvement in some marital cases, when the spouse who is not
yet motivated by autonomy needs is helped to grow or when both are enabled
to see the emergent nature of their conflict. Most measures of marital
adjustment do not include estimates of autonomy.

The need for self actualization is at the top of Maslow's hierarchy

of needs. It refers to the desire for self-fulfillment. As mentioned
previously, others have not used Maslow's classification because of the
difficulty in operationalizing the term. Self actualization is not a
state one can attain. According to Maslow (1954, p. 54), "the average
individual might be satisfied in perhaps 85% of his physiological need,
70% of his safety need, 50% of his affiliation need, 40% of his self-
esteem need and 10% of his self actualization need."”

Self actualization consists of a "peak experience" (Maslow, 1968),
both in the sense of rarity and high satisfaction. The peak experiences
are episodes or moments in which one is more fully him/herself. Not only
are these the happiest and most thrilling moments, but they are moments
of greatest maturity, individuation and fulfillment. As one meets more
of his needs for self actualization, he/she has more peak experiences.
Maslow saw it as a style of life for a few gifted individuals.

Self actualization is indicated by behaviors aimed at, or experiences
of, achieving a personal standard of excellence, or ARETE (Pirsig, 1974,

p. 377). Participation in activities and social processes in which one
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continually experiences a fresh sense of appreciation is an indicator of
self actualization. Some may experience this appreciation by communing
with nature, others through their children, for a few through great

music, and for some it lies in a challenging, growing, fﬁ]fi]]ing intimate
relationship with a peer (Maslow, 1950). Marriage can provide such oppor-
tunities for self actualization.

Obviously, it is unrealistic to think that a marital relationship
could fulfill all need for self actualization. In marriages where there
is a self actualizing style of 1ife, it is not unreasonable to think that
both spouses will share some of these peak experiences together and will
support one another in pursuing this highest of need satisfactions. While
we are unlikely to encounter a marital problem focused on the self
actualization area, the facilitation of an occasional peak experiencé
will add a great deal to the perception of satisfaction in a marriage.

Fulfilling one's needs at one level gives rise to new demands. The
more marital partners yearn for fulfillment of higher order needs, the
more frustration and failure may occur in functioning at a higher Tlevel.
Farson, Hauser, Stroup, and Wienwe (1969) believe that some basically
good marriages fail. Any marriage in which this sort of discontent
emerges should be regarded as having a good prognosis because the
marriage also has the capacity to develop abilities and change expecta-
tions and opportunities so as to meet the emergent needs. Although this
type of failure in marriage may bring clients to the mental health clinic,
it is more likely that the majority of maladjusted marriages that are
seen involve unsatisfied lower needs, such as safety, affiliation, and

self-esteem.
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In summary, the concept of spouse role adjustment presented here
consists of having one's needs met by one's spouse's performances, and
vice versa. Physiological, safety, affiliation, esteem, autonomy, and
self actualization needs of each partner are met by the other partner
using his/her cognitive, affective, and behavioral abilities in the
spouse role performances that are expected of him/her. Mental health
treatment can improve adjustment by improving insight into the relation
between performance and satisfaction; insight into the pattern of pre-
potency in emergence of the needs; and communication to facilitate per-
formances, affective capacities, and behavioral abilities to make specific
performances.

The Independent Variable: Type of Therapy

Conjoint therapy. In this section, the Titerature on conjoint

therapy for marital and family problems is reviewed. An attempt is made
to integrate the concepts of conjoint treatment, although Tittle con-
ceptualization has, in fact, been put forward. Increasingly sophisti-
cated studies (in terms of better theory, better measures, and better
research designs) of the effectiveness of conjoint treatment are des-
cribed and the evidence is weighed.

Although studies with experimental designs, in principle, yield
more valid conclusions regarding outcomes, non-experimental studies
contribute at least speculative knowledge. This section of the review
of the literature focuses on those studies, many of them non-experimental,
which involve the conjoint method of marital and family therapy.

In the philosophy of conjoint therapy, the family is viewed as a

system (Haley, 1962). Conjoint therapy, ideally, involves seeing the
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family together during all the sessions. In practice individual sessions
are used in addition to joint sessions. Involving family members in
therapy causes them to jointly confront the issues. It differs from
individual therapy by shifting the perspective from intrapersonal pro-

cesses to the dynamic relationships of the individual with his/her en-

—

n the

vironment. following paragraphs, the psychological implications
of seeing the family together are described in terms that relate to the
needs of individuals and how they are met using the quality of life theory.

The empirical study of marital and family therapy outcome is a
relatively recent phenomenon. Of the roughly 75 investigations found,
over 80% have been reported in the last 10 years (Gurman, 1972). In his
review of outcome research on marital therapy, Gurman (1972) noted that
most studies were methodologically weak and based on extremely small
samples. He concluded that "although the practice of marital and
family therapy has been with us for some time, the empirical investiga-
tions of this important area of clinical service are sti]T at the
earliest stages of developement.” Others who have undertaken to review
the Titerature, such as Olson (1970), Wells, Dilkes, & Trivelli (1972),
Goodman (1973), Beck (1975), and Wells (1978) have also stressed the
meager research literature in the field of marital and family therapy
and the many methodological weaknesses of what is available. So the
tested theoretical basis of marital and family therapy would seem
sketchy and shaky.

One of the largest studies to investigate marital therapy was con-
ducted by Beck (1966) at the Family Service Association of America. It

was one of the few studies which has been undertaken to describe
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systematically the conjoint marital therapy technique. While this study
was not an empirical investigation of the effectiveness of the conjoint
method, it was one of the first and best to survey marital therapists
regarding their judgment about the relative value of the conjoint
approach for both diagnosis and treatment of marital problems and under
which conditions conjoint therapy is most useful. This project collected
responses to 60 open-ended questions, resulting in 9,000 pages of mat-
erial which were content analyzed. As a result, a major monograph
(Couch, 1969) was published. The outcome criteria included change in
presenting problems, in client's approach to problem-coping, in family
relationships, and in individual family members. The results showed
that the therapists' ratings of change were statistically significant
for conjoint therapy, while the clients' ratings were just shy of
statistical significance. These findings, at least, establish the con-
sensus of professional opinion. The open-ended technique increases the
1ikelihood that anything of significance, which was apparent to the
subjects, was included. The quantification in such studies, however,

is always suspect because it involves the subjective judgments of the
quantifiers. This results in problems of validity.

The report on family therapy of the Group for Advancement of
Psychiatry (GAP, 1970) is a descriptive study of 312 family therapists.
Although the questionnaire data were not obtained from a random sample
of family therapists, the report does provide a general overview of the
field. It attempted to determine who was practicing family therapy, who

the clients were, what goals the therapists had in treatment, what
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conceptual frameworks were used and the ethical problems they encountered.
The results of the study showed that 40% of the therapists were social
workers and 40% were psychiatrists and psychologists. As the therapists
began to learn more about the families of their patients, they began to
see more clearly that the patient usually came from a disturbed family.
Thus, they assumed the family is a causal factor in the etiology of
individual psychopathology. At least, we might conclude, the family
system is implicated in individual pathology and therefore ought to be
included in treatment, probably conjointly. This is consistent with the
theoretical formulation described earlier in the present paper--adjustment
results from the interaction of the individual and his environment.

The following goals were judged by the therapists to be of primary
importance: (1) improved communication, (2) improved autonomy and in-
dividuation, and (3) improved empathy. These goals seem related to the
two themes of the quality of life theory--the needs of the individual
for autonomy and individuation and the means of meeting those needs by
jmproving communication and empathy.

The GAP report further differentiated two conceptual frameworks
used in therapy. One emphasized the alteration of behavior by using
communication theory and objectively measuring changes in behavior.

This is an intervention which could contribute to the means by which
individual spouse's needs are met by the performance of the other. The
second approach focused more on altering the subjective feelings of
family members. The latter is an intervention that most therapists
practicing individual therapy would make. This intervention would seem

most difficult with all the family members present. Most family
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therapists were found to fall between these two positions.

Ehrenkranz (1967) compared 15 conjoint interview treated couples
with 17 couples treated either individually or concurrently. She found
numerous significant differences in technique, counselor "stance” and
behavior, husband and wife variations as to how committed they were to
their marriage, and generally that very different things can and do
occur in different forms of marital therapy. However, no follow-up
outcomes were studied.

To this point, the literature suggeststhe family is a system and is
jmplicated in individual pathology. Conjoint therapy deals with the
family together by jointly confronting issues, using communication and
empathy-building in what family therapists, at least, believe to be a
more effective modality than individual therapy. The empirical basis
for conjoint therapy theory is weak.

The majority of studies of marital and family therapy do not involve
control groups and use a global rating as the primary outcome measure.
These global ratings are mostly from self-reports of the patients. The
overall success rate is 66% (Wells, Dilkes, & Trivelli, 1972; Gurman,
1972; Beck, 1975). It is interesting to compare these ratings to
similar global ratings of uncontrolled studies of individual psycho-
therapy which reported similar success rates with or without therapy
(Eysenck, 1952; Frank, 1961).

These studies fail to provide convincing evidence of the outcome
of therapy in three respects. First, they do not indicate what happens
to comparable groups in the absence of treatment. Second, they fail to

take into account that improvement may have been reported for some reason
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other than real gains, such as a wish to please the therapist or a need
to feel that the substantial investment was worthwhile. Third, they do
not show how or why such improvements occurred, if they did. Answers
to the first issue require control groups. Answers to the second re-
quire sensitive measures of outcomes with skillful questioning about
changes. Answers to the third require strong conceptual frameworks to
explain the relationship between the variables. Of the three deficien-
cies, the absence of conceptual frameworks is the most pressing. One
cannot decide what to measure withdut a framework, nor can one meaning-
fully interpret any difference found (no matter how strong the research
design) without a statement setting out the relevant variables and how
they are supposed to interrelate.

Minuchin, Montalvo, Guerney, Rosman, and Schumer (1967) attempted
to assess more adequately the outcome of family therapy. They treated
12 families who had a juvenile delinquent and used a matched control
group of 10 families, having no delinquent children. Both groups were
tested prior to therapy using the Family Interaction Appreciation Test
and the Wiltwyck Family Task, an observational measure. The families
in the experimental group were given the same tests at the conclusion
of therapy and there was also a clinical evaluation of treatment. How-
ever, no post tests were given to the control group families.

Both measures focus on the actual interaction of the family members
which is quite different from the traditional self-report measures. The
pre vs. post scores on the Family Interaction Appreciation Test showed
some improvement. This measure has been tested for its reliability and

validity. The Wiltwyck Family Task, which showed no change, was
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developed for this study and has not been standardized. Since there is
a measured pre-posi difference for the experimental group, but none for
the control, the inference that change was due to treatment can be
challenged.

Wells et al., (1972) state the major flaw of this study is a fail-
ure to match the control group on the most vital variable, presence of a
delinquent child. While this study has some methodological weaknesses,
it begins to look at interaction.

A systematic study of family therapy outcome and process was per-
formed by Sigel, Rakoff, and Epstein (1967). In their study, 20 families
received conjoint'fami1y therapy. There was no control group. Two
measures were used. Ratings based on the family's interaction style
were made by the therapist after the 2nd, 6th, and 12th sessions. After
every session a questionnaire, the Family Category Schema, was also com-
pleted by the therapists and other therapists rated their reports for
change in the family. These therapists' ratings of change were later
combined to measure the outcome of the treatment. They found no relation-
ship between fhe success of the treatment and the interaction scores at
any of the three points during treatment. This study exemplifies the
shift in the direction of studying interaction processes but does not
tell us much except, perhaps, that better concepts and measures are
needed to reflect changes.

Wells (1978) reports on a large-scale (N=275), carefully designed
study conducted at McMaster University in Hamilton, Ontario, where
moderately disturbed children and adolescents were treated with short-

term systems oriented family therapy. This study, though uncontrolled,
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used multiple outcome measures at termination of treatment and six-month
follow-up which included therapist and client improvement ratings, Goal
Attainment Scaling, and recidivism. Seventy percent were reported im-
proved at termination by the therapists and the same proportion of
client-rated improvement was found at follow-up. The less subjective
measures also show substantial change. It is unfortunate that much of
the work of the McMaster group is still unpublished, but their employ-
ment of the Goal Attainment Scaling demonstrates that outcome measure-
ment can be quite specific and concrete for a non-behavioral family
therapy.

A major advance in marital and family therapy outcome research in
the past few years has been the appearance of a number of studies in
which a comparison was made with an "untreated" control group (Alexander
& Parsons, 1973; Katz, Krasinski, Philip, & Wieser, 1975; Klein, Alexander,
& Parsons, 1975). These controlled studies of therapeutic outcome
attempted to compare the consequences of formal therapy with "spontaneous
recovery". Most of these studies, however, have been unable to estab-
lish definitive findings. This may be due to the unidimensional measure-
ment employed. Alexander and Parsons (1973) and Klein, et al. (1975)
used the amount of recidivism and Katz, et al. (1975) employed an ob-
servation of family interaction at pre and post therapy. These measures
are unidimensional in that only one behavioral measure was used to deter-
mine outcome.

If conjoint therapy is to become firmly established as a method for
therapeutic treatment, it must obviously demonstrate superiority in

specific areas of outcome, relative to other available treatments. There
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are a number of ways a therapy can be superior other than showing the
greatest amount of improvement. A therapeutic approach might be equal
to an alternative approach in producing improvement but could be super-
jor in efficiency or in preventing deterioration.

Three studies have centered around comparing conjoint therapy as
either an adjunct or an alternative to psychiatric hospitalization.
Rittenhouse (1970) dealt with adult patients, while Wellisch, Vincent,
and Ro-Trock (1976) treated adolescents.

Rittenhouse (1970) randomly assigned 72 subjects, all meeting
criteria for admission to a state hospital, to either conjoint family
therapy given in the home or a therapeutic milieu approach given in the
hospital. Multiple measures of individual pathology, family and comm-
unity functioning and readmission rate were assessed at 3, 6, and 12
month follow-up points. The conjoint family therapy group did signifi-
cantly better in avoiding readmission to the hospital than the control
group. The other results were insignificant.

Langsley, Machotka, and Flomenhaft (1971) randomly assigned 300
families with an identified patient judged to be in need of hospitaliza-
tion, to either outpatient family crisis therapy or to hospitalization
and standard treatment. Measures included social and personal function-
ing scales, as well as rehospitalization rates at base line, termination,
6 month, and 18 month follow-up. Final follow-up indicated that fewer
of the family crisis therapy group were subsequently hospitalized, or
if hospitalized, their stay was markedly shorter. Unfortunately, both
Rittenhouse and Langsley confound the independent variable because in

both studies subjects in the outpatient family therapy groups required
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hospitalization, so the findings cannot be regarded as evidence for the
singular effectiveness of family therapy.

Wellisch's work (1976) represents one of the best designed compara-
tive studies of family therapy outcome currently available. Twenty-
eight hospitalized adolescents were randomly assigned to either family
therapy or individual therapy. Measures at pre and post treatment looked
at a number of family interaction and communication variables based on
client self-reports and blind ratings of videotaped sessions by indepen-
dent judges. Differences in the groups were found to significantly
favor family inpatient treatment ‘as superior to individual inpatient
treatment. The hospital studies could be interpreted as showing that
conjoint treatment generates family support, as well as improved inter-
action and communication, for the identified patient, and thereby pre-
vents the need for additional hospital care.

Almost no research exists comparing the outcomes of different forms
of marital and family therapy in outpatient settings. Cookerly (1973)
compared six forms of marriage counseling: individual interview, in-
dividual group, concurrent interview, concurrent group, conjoint inter-
view, and conjoint group. This was a pilot study of 773 former marriage
counseling clients of 21 marriage counselors. The procedure involved a
search of a clinic's inactive files recording all marriage counse1ing
cases involving at least three sessions and judging which of the six
forms of marriage counseling predominated. Next, the center's post-
counseling follow-up data were used to judge the client outcome into
six categories, ranging from "divorced, poor" outcome to "married, good"

outcome. The results suggest that different outcomes in marriage
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counseling can be expected when different forms of marriage counseling
are used. This study provided statistical support for the superiority
of conjoint over individual and concurrent forms of treatment for
marital maladjustment, except in special circumstances, such as couples
obtaining divorces, and in situations requiring reduction of individual
psychopathology. These findings are highly tentative because there were
no controls for factors as age, type and severity of problem, socio-
economic status, length of marriage, etc.

Altogether, the research and theory on conjoint therapy seem to in-
dicate the importance of interaction between the spouses. The research
suggests that communication and the generation of support are critical
aspects of that interaction and ones that therapy may be able to influence.
There is consensus as to the utility of conjoint therapy. However, there
is no clear, systematic concept of what marital therapy is or how it is
related to marriage adjustment. The absence of convincing evidence
favoring conjoint therapy, then, is hardly surprising. Such evidence
awaits a clearer conception of both marital adjustment and conjoint
therapy, and of course, good measures and a good research design.

Individual therapy. The effect of psychotherapy on the untreated

spouse is commonly noted in clinical practice; the allusions in the pub-
lished literature to such effects are too numerous to catalog here.
However, the number of investigators who have set themselves the specific
task of studying the effects of psychotherapy on the untreated spouse is
rather Timited. Perhaps the best example of the few studies done on the
adverse effects on the spouse of change in the patient is provided by

Kohl (1962). Kohl studied 39 marital partners of inpatients treated
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with psychotherapy at the Payne Whitney Psychiatric Clinic over a 10
year period. These cases were chosen for study because in every in-
stance it had been necessary to include both partners in the total plan
of treatment before the patient's improvement or recovery could be
achieved and maintained. Several major types of pathological reactions
among spouses of patients were found to occur in response to the patient's
jmprovement: recurrence of alcoholism after a prolonged period of
abstinence, threats of divorce, resentment expressed toward the therapist
as well as toward treatment itself, and depression associated with acute
anxiety.

Kohl's report is particularly important for it is one of the few
attempts to study the effect of psychotherapy on the spouse. Further,
if there is not conclusive evidence for the effectiveness of conjoint
therapy, we have here at least, strong evidence for the adverse effects
of individual treatment. There are several shortcomings to Kohl's study
however, which leave crucial questions still unanswered. First, only
those partners whose illnesses or sabotaging attempts brought them to the
therapist's attention were studied. Since no attempt was made to look
at the spouses of patients in general, the conclusions that can be
drawn are limited. Obviously the cases studied are extreme examples,
but the question is left unanswered as to whether or not some form of
martial upheaval is the routine result of individual psychotherapy.

While Kohl was mainly interested in adverse reactions in spouses,
there is some evidence to indicate that positive gains in the patient
during therapy may spread through the family system, including not only

the spouse but children and grandparents as well. Fisher and Mendell
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(1958) studied 10 patients and various members of their families over
periods of several years. Both patients and family members were evalua-
ted by means of a clinical interview and projective tests before therapy
and after marked improvement was noted during treatment. Clinical eval-
uation seemed to clearly indicate that significant changes in the

patient (as judged by the therapist and the examining psychologist) are
accompanied by clearcut changes in the other family members. The major
shortcomings in this study lie in the difficulties inherent in the inter-
pretation of clinical data: problems of subjectivity, reliability and
validity of projective tests.

In short, we are left with a very unclear picture of the impact of
conjoint therapy and a contradictory picture of the impact of individual
treatment on spouses. What is needed is a better theoretical formulation
of marital and family therapy, better instrumentation to measure the
changes which occur in therapy, and better research design.

Summary and Purpose

The importance of developing adequate instruments for the measurement
of psychotherapy outcomes is crucial in mental health program evaluation.
Although the conceptualization behind the Quality of Life Questionnaire
is convincing in general, much work needs to be done in developing these
ideas and their operationalization; so that the questionnaire will be a
reliable and thoroughly valid measure of treatment outcome. The investi-

gator has chosen to focus on spouse role adjustment. Aspects of spouse

role adjustment have been discussed in a conceptual framework based on
Maslow's theory. These variables--needs and how they are met--consider-

ably expand the conceptualization of spouse role adjustment currently
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used in the Oregon Quality of Life Questionnaire.

Marital and family outcome research is in an early, developmental
stage. Comparative studies are needed to determine "What treatment, by
whom, is most effective for this family with that specific probiem and
under which set of circumstances?" (Paul, 1967). The cited studies find
that individual therapy may have deleterious effects, especially on
patient's spouses, when treating marital and family problems, but individ-
ual treatment may also have beneficial impacts upon clients which spread
to other members. It is unclear from the evidence whether conjoint
treatment has any impact, although clinician opinion and the theory
of conjoint approaches suggest impacts on communication, empathy, individ-
uation, and autonomy.

The purpose of this study is three-fold: (1) to determine if in-
dividuals go through an intermediate stage of deterioration during the
process of treatment for marital and family problems, (2) to further our
conceptualization of spouse role adjustment by developing a scale to
measure that adjustment and (3) to determine whether a difference exists
in the effect of conjoint therapy and individual therapy on quality of
life and more specifically spouse role adjustment.

Hypotheses

Hypothesis 1 ~ Clients show improvement a year after admission to treat-
ment by reporting quality of 1life as better than before
treatment.

Hypothesis 2  Clients show improvement, whether having received conjoint
or individual therapy, in spouse role adjustment by re-
porting an increased satisfaction and performance in basic,
safety, affiliation, self-esteem, autonomy, and self-
actualization need areas.
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Hypothesis 3  Conjoint therapy has a greater impact on quality of life
than individual therapy.

Hypothesis 4  Conjoint therapy has a greater impact on spouse role ad-
justment than individual therapy.
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CHAPTER 11
Methods

Yamhill County is located in the northwest part of Oregon's Willamette
Valley, in a rural atmosphere 45 minutes from downtown Portland and 30
minutes from the state capitol. Of the 50,000 people who reside in the
county, many commute to these metropolitan areas. While the general
economy is agricultural, there has been new industrial development in the
last decade.

The clinic of the Yamhill County Mental Health Program in McMinnville,
Oregon was the setting of this study. The mental health program is a
multiservice agency which handles an annual caseload of 700-800 clients.
Services to clients with mental and emotional disturbances are directly
provided by the county-operated clinic. Other services, such as the
alcohol and drug programs, are provided by subcontract.

The clinic staff of two part-time psychiatrists, one psychologist,
and six social workers, handle an annual caseload of 400-500 clients.
Adult individual therapy, marital and family therapy, child guidance,
and hospital follow-up are the basic services provided. One social
worker does most of the intakes and the psychiatrists supervise the
medications and do some therapy. However, the major portion of the
therapy is conducted by five social workers and the psychologist. The
latter is also responsible for all the psychological testing.

The six primary therapists, three male and three female, range in
age from 27 to 40 years. Four of the therapists are married and three

of these have children. All of the therapists have master's degrees from
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accredited universities. Their work experiences range widely. One
therapist was a faculty member of a social work school for 10 years, at
one extreme, and one is a new graduate, at the other. They have worked
with marital and family problems for an average of five years and they all
offer help with marital and family problems using both individual and
conjoint technigues.

The theoretical orientation of the therapists seems to be over-
whelmingly eclectic. When pressed as to the most frequently used theory
in their clinical practice, systems theory was mentioned by the social
workers, along with communication and problem solving techniques. Most
also use gestalt and transactional analysis techniques.

Therapists make the decision whether conjoint or individual therapy
will be offered and clients may be assigned to therapists accordingly.
They begin where the client is. For example, if a client is presenting
intrapersonal issues the therapist will begin individual therapy, whereas,
if the client presents interpersonal issues, a conjoint approach will be
used. All of the therapists agree that this is their rationale for using
an individual versus conjoint approach. It is assumed that their philoso-
phical approach to clients changes with the type of treatment (i.e., when
doing conjoint therapy, they focus on interpersonal issues and use
appropriate techniques), as outlined in the review of literature.

While each therapist offers both individual and conjoint therapy,
four of the social workers stated that they are more comfortable with
conjoint therapy. They believe it is harder but more challenging and
rewarding for themselves. One therapist stated she is more comfortable

with individual therapy unless she is a co-therapist in conjoint therapy.
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The psychologist stated that she is more comfortable with individual
therapy and believes more of the conjoint family therapy clients are
assigned to the therapists with more expertise and interest. |

There is no structured supervision of therapy in this clinic for
either individual or conjoint therapy. However, the therapists use each
other freely for consultation. None of the therapists have ever attended
a family therapy institute but conferences and workshops are paid for by
the clinic depending on the annual budget. The types of conferences
attended are decided upon by the interest of the therapists, although
financial constraints seem to be the determining factor in which con-
ferences are actually attended.
Sample

This study was conducted from the period of April through July, 1979.
During this period, 110 new cases were opened at the clinic. Less than
half of the cases presented marital and/or family problems. A conven-
jence sample was used: the first 30 clients who entered the clinic
after the study began and who fit the criteria for selection were asked
to participate in this study as the intake group. There is no reason to
suppose that these 30 clients would differ systematically from a random
sample of clinic clients meeting the same criteria. The criteria for
selection required that each subject had a marital or family problem
jdentified either by the client or therapist and, in the opinion of the
therapist, was contracting for a period of therapeutic intervention as
opposed to an evaluation. Of the 110 marital and family cases, 32 met
the criteria and two refused to participate in the study. This group of

30 cases will be hereafter referred to as the intake group.
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Time restrictions prevented a longitudinal study. Hence members of
intake and follow-up groups were selected from different cohorts at diff-
erent time periods. The follow-up group consisted of an equal number of
clients admitted to treatment from March to July, 1978. The criteria for
selection of the follow-up group included that the subject had a marital
and/or family problem as identified either by the client or therapist,
and thatthe subject had had at least six therapy sessions in the last
year. Of the 140 cases opened during the period of March to July, 1978,
only 43 met the criteria for selection primarily because of the six session
Timit. Three refused to participate in the study and nine were unable to
be contacted because they had moved without Teaving forwarding addresses.
The remaining 31 clients will be hereafter referred to as the follow-up
group.

Since this study followed a research project conducted in the Spring
of 1978, an attempt was made to include clients who were subjects from
this previous study. The Oregon Quality of Life Questionnaire (except
the new Spouse Role Adjustment Scale) had been administered at intake
on these subjects. Of the follow-up groups, only seven subjects who had
participated in the earlier project had received six sessions of treat-
ment and were, therefore, eligible for this study's follow-up sample.
These seven subjects provided an opportunity to compare intake and follow-
up measures on Quality of Life on the same subjects.

Since the presence of a marital or family problem is not always
clearly stated in the clinical records, the problem of selecting subjects
with marital and family problems was dealt with in the following manner.

A1l subjects assigned to the intake group were clients with marifa]
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problems according to therapist assessment. Further, all subjects assign-
ed to the follow-up group had marital problems in that they received
(1) marital counseling or family guidance, both of which are addressed
to marital problems and use either a conjoint or individual method, or
(2) child guidance with parental involvement which is addressed to pro-
blems which the investigator has assumed related to marital problems.
As Satir (1964) has so clearly stated:

The parents are the architects of the family and

the marriage relationship is the key to all other

family relationships. When there is difficulty with

the marital pair, there is more than likely probliems

in parenting. (Satir, 1964, p. 1)
Not all difficulties in parenting indicate a marital problem, so when
there were doubts as to whether a marital problem existed or not, thera-
pist opinions were obtained.

The intake and follow-up groups are similar in many ways and, there-
fore, perhaps comparable. A comparison of the two groups is found in
Table 1. The major differences are in the "physical Tiving situation",
"Jength of marriage", and "number of years in the community" variables.
These variables indicate a pattern of difference between the two groups.
Members of the follow-up group, although not older in age, have longer
marriages, have been in the community longer, and more often live in
single family dwellings, all of which indicate the follow-up group to
be more stable as compared to the intake group. It would appear that
the more stable clients are more likely to come six sessions, and
therefore, have a better chance of being included in the follow-up

group. Less stable subjects originally in this group at intake have,

presumably, succumbed to selective attrition.
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TABLE 1

Demographic Comparison of Intake and Follow-up Groups

Intake Follow-up

Characteristic (N=30) (N=31)
Mean Age (Years) 33 36
Women 82.8% 80%
Ethnic Group (% White) 89.7% 96.8%
Living with Spouse 86.2% 83.9%
Type of Therapy Received

Individual Therapy 16 17

Conjoint Family Therapy 14 14
Mean Number of Therapy Sessions Received i i1
Physical Living Situation

Single Family Dwelling 75.9% 96.8%

Apartment 17.2% 3.2%

Other 6.9% 0
Mean Length of Marriage (Years) 7.5 12.8
Subjects with 2 or More Marriages 11 10
Amount of Education

Less than high school | 6 3

High school graduate 7 12

More than high school 17 1P
Mean Annual Household Income ($) $15,116 $16,200
Mean Years in Community .3 7.4

*Note: The 2 therapy sessions are an intake session and diagnostic
session.
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Design

This study used a naturalistic, separate sample, pre-post therapy
comparative group design. There is no reason to believe persons admitted
in 1978 differ significantly from those admitted in 1979. Therefore, the
intake and follow-up groups could have been, in effect, randomly selected.
However, the six session criterion for inclusion in the follow-up group
may have resulted in differences between the intake and follow-up groups
which threatens the validity of inferences drawn from comparisons between
them. In fact, there are some differences between the groups on demo-
graphic variables.

The follow-up group was further divided into two subgroups, depend-
ing on the therapy received, either conjoint or individual. The involve-
ment of only one spouse (even when children were involved) constituted
individual therapy. If both spouses were involved, therapy was defined
as conjoint. Clients were selected from the files. Fourteen had re-
ceived conjoint and seventeen had received individual, treatment programs.
Procedure

Each subject in the intake group was contacted after two visits to
the clinic--the intake interview and the first session with the therapist
(which is considered a diagnostic session). At this time the therapist
explained the evaluation study to the client and either introduced the
investigator, or told the client that the investigator would be in con-
tact by phone. Therapist contact, prior to the interview, allowed the
therapist a chance to identify any subjects who would be adversely
affected by the interview. The preliminary contact by therapists also

reduced the uneasiness of being approached by an outsider. The
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investigator believes this procedure accounts for the small number of
refusals. This approach also made the intake and follow-up groups more
comparable because it excluded those subjects who fit the criteria for
the study but who did not follow through for evaluation. Unfortunately,
this screening procedure has decided drawbacks. The selection and
approval of the therapists could 1imit the generalizability of the find-
ings.

The follow-up group was contacted by mailing a letter signed by the
individual therapist explaining the evaluation study (see Appendix A).

The data were collected through a structured interview by the investi-
gator and took place at a location which was convenient for the subject:
clinic, public facility, or subject's home. Interviews were conducted
with one spouse only of each family. The investigator was trained and
monitored by the Program Impact Monitoring System (PIMS) Project under
the direction of Dr. Bigelow of the Oregon Division of Mental Health
(Brodsky & Bigelow, Note 3). The training and monitoring have been
found to yield reliability in excess of 95%, even using interviewers
without professional training and experience (Stewart & Olson, Note 4).

Data Analysis

Parametric statistics were used to analyze the data. Psychometric
properties of the Spouse Role Adjustment Scale were assessed using the
techniques developed by Scott (1960) with his homogeneity ratio and
coefficient alpha (Cronbach, 1951). These techniques were used to
determine concurrent and construct validity. The hypotheses were tested
by using a one-way analysis of variance to compare the intake with

follow-up groups and individual with conjoint therapy groups.
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CHAPTER III
Measures

Oregon Quality of Life Questionnaire

The Oregon Quality of Life Questionnaire (0QLQ) was used to collect
the data. The questionnaire includes measures of functioning in four

broad areas of adjustment: personal, interpersonal, productive, and

[=1)

civic. The instrument is based on the concept that mental health is the

degree of adjustment between the individual's abilities and needs and the
demands and opportunities of his situation. When a person receives ser-

vices from a "helping agency", improvements in these areas are expected.

The Oregon Quality of Life Questionnaire is used to measure the improve-

ment.

The questionnaire is a self-report instrument in the form of ques-
tions with fixed alternative responses. Questions are asked about each
area in a standard way and responses are presented, chosen, and recorded
in a uniform fashion. This strict uniformity is absolutely crucial to
the usefulness of the resulting data. Data gathered in this way can be
used to compare the improvements realized by different groups of clients.

For the past two years, the Oregon Quality of Life Questionnaire
(0QLQ) has been administered to clients at various mental health pro-
grams in the state of Oregon. Data have also been collected on a normal
sample. Presently, psychometric analyses are being done on the scales
to determine their reliability and validity. To date, these results are
unpublished. However, the analyses indicate a high degree of homogeneity
and concurrent validity of the measures in the four areas in the sense that

the scale scores are able to discriminate between intake, follow-up and
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community samples.

The following is a description of the scales comprising the 0qQLQq.
The scale scores for each 0QLQ scale are distributed over a range of
0 to 100, with 100 representing the highest level of mental health. For
an examination of the questionnaire the reader is referred to Appendix B.

Personal Adjustment Scales

Affective status: The most widely recognized aspect of mental

i11ness is feeling badly; of mental health, feeling well. This scale
measures emotional status from a sense of well-being, at one extreme,
to distress, at the other.

Independence: The abilities to meet day to day responsibilities,

cope with ambiguity and conflict, and make decisions are tapped in this
scale.

Interpersonal Adjustment Scales

Friend role: Adapting to the social environment requires effective
interaction. In addition, interaction satisfies the individual's affil-
jation needs. This scale measures frequency of interaction with casual
social contacts and the degree of pleasure or uneasiness experienced in
these relations.

Close friend role: Close friendships provide more substantial

satisfactions and require greater skill. The scale assesses the ability
to establish and maintain intimate relationships, together with the en-
joyment of them.

Spouse role: This six-item scale measures the amount of energy

invested and satisfactions derived from spouse role performance.
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Parent role: Adequacy in the parent role is a highly valued mental
competency. This scale assesses involvement in children's activities,
ability to meet their needs, and personal feelings of adequacy and en-
joyment.

Social support: An aspect of mental health is the ability to

mobilize support during situational crises. The amount of help available
from family, friends, and community is assessed.

Adjustment to Productivity Scales

Employability: Movement toward full productivity depends on improve-

ments in employability. Job locating skills, ability to handle stressful
work or to relate to co-workers, and willingness to engage in additional
job training are assessed. This scale, therefore, is sensitive even to
improvements falling short of actual employment.

Job adjustment: Poor work, conflict with fellow-workers, and dis-

satisfaction are aspects of reduced mental health. Performance, satis-
faction, and enjoyment are assessed.

School adjustment: Productivity includes working at improving

skills and knowledge through education. For those enrolled in classes,
items assess adequacy of work, interest level, problems in meeting re-
quirements and interpersonal conflicts.

Other productive activity: After other productive activities (e.g.,

work), or in the absence of work, the individual's remaining time can be
spent in fulfilling, satisfactory activities. Involvement in creative
or self-improving activity, or in activities which benefit others is

assessed.
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Civic Adjustment Scales

Negative consequences of alcohol use: Mental health is adapting
effectively and satisfactorily to community expectations. This scale
assesses the negative consequeﬁces resulting from alcohol use. Negative
consequences are seen in the areas of emotional disturbance, health,

S LW

Negative consequences of drug use: The negative consequences of

drug use are assessed in the above mentioned areas.

Spouse Role Adjustment Scale

An additional set of 77 questions developed by the investigator was
added to the six question spouse role adjustment section of the Oregon
Quality of Life Questionnaire, using the same standard format and pre-
sentation, except for five open-ended questions. The spouse role data,
however, were analyzed separately from the quality of life data.

The procedure used in the development of the Spouse Role Adjustment
Scale (SRAS) continues in the tradition of Terman (1938) and Locke and
his colleagues (1958, 1959). The present scale, however, is the pro-
duct of a process which attempted to go beyond the procedures used by
Locke, his colleagues, and the develiopers of other marital adjustment
scales (e.g., Burgess & Cottrell, 1939; Nye & MacDougal, 1959; Blood &
Wolfe, 1960; Orden & Bradburn, 1968; Bienvenu, 1970; Spanier, 1976), by
deriving the items of spouse role adjustment from a conceptual framework
based on Maslow's hierarchy of needs. The process is described below:

1. A1l items used on the scales reported in the literature for
marital adjustment and related concepts were jdentified and duplicates

were eliminated, thus providing for further analysis a list of items
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previously used at Teast once.

2. These items were classified by the investigator on the basis of
the six needs in Maslow's need hierarchy: basic needs, safety needs,
affiliation needs, self esteem needs, autonomy needs, and self actual-
jzation needs. (Examples of the items in each need area are found later
in this section.) The majority of the items taken from the previous
scales were assigned to the affiliation and self esteem variables. It
appears that previous researchers have, in practice, taken the view that
the majority of the needs met in marriage would be expected to fall into
these categories.

3. In an initial screening process, items were screened as to their
content validity by the investigator, paying particular attention to those
jtems which showed the most discriminating power in the previous marital
adjustment scales.

4. The items were rewritten with fixed alternative responses and in
a form designed to focus on (1) the degree to which the individual reports
his/her needs are satisfied, and (2) the performance of the individual
toward meeting the needs of his/her spouse. An example of this satis-
faction and performance form is the following. For need satisfaction:

In the last month, how affectionate has your spouse been to you? Very
affectionate-Quite affectionate-Slightly affectionate-Not at all affect-
jonate. For performance: In the last month, how affectionate were you
to your spouse? Very affectionate-Quite affectionate-Slightly affect-
jonate-Not at all affectionate. New items were developed to tap areas

of adjustment overlooked in previous measures such as in the areas of

autonomy and self actualization.
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The following is a list of the scale scores and examples of items
from each of the need areas. For further examination the reader is re-
ferred to the conceptual framework presented in the review of literature
and to Appendix C for a copy of the scale.

Basic Needs: The basic need scale is comprised of five satisfaction
and five performance items. The scale scores for satisfaction are 5 to 20,
with 20 reflecting better adjustment. The scale scores for performance
are 5 to 20 and the combined scale scores (which include both satisfact-
jon and performance items) are 10 to 40. An example of the type of
question is the following. In the last month, how satisfied were you
with the amount of money your spouse brought in? Very satisfied-Satisfied-
Dissatisfied-Very dissatisfied.

Safety Needs: This scale is comprised of 14 items, seven satisfaction

and seven performance. The scale scores are 7 to 28 for satisfaction and
performance. Combined, the score range is 14 to 56. An example of a
performance type of question in this area is the following. In the last
month, how reliable were you toward your spouse? Very reliable-Quite
reliable-Slightly reliable-Not at all reliable.

Affiliation Needs: Twenty-eight items comprise this scale. The

scores for the l4-item satisfaction and 14-item performance subscales
range from 14 to 56 and the combined score js 28 to 112. An example of
a satisfaction type of question is the following. In the last month,
how well did your spouse understand you and the things you said? Very
well-Well-Poorly-Very poorly.

Self Esteem Needs: This scale is comprised of 10 items. Scale

scores for satisfaction and performance subscales each range from 5 to



43

The following is a list of the scale scores and examples of items
from each of the need areas. For further examination the reader is re-
ferred to the conceptual framework presented in the review of literature
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Dissatisfied-Very dissatisfied.

Safety Needs: This scale is comprised of 14 items, 7 satisfaction

and 7 performance. The scale scores are 7 to 28 for satisfaction and
performance. Combined, the score range is 14 to 56. An example of a
performance type of question in this area is the following. In the last
month, how reliable were you toward your spouse? Very reliable-Quite
reliable-S1ightly reliable-Not at all reliable.

Affiliation Needs: Twenty-eight items comprise this scale. The

scores for the 14-item satisfaction and 14-item performance subscales
range from 14 to 56 and the combined score is 28 to 112. An example of
a satisfaction type of question is the following. In the last month,
how well did your spouse understand you and the things you said? Very
well-Well-Poorly-Very poorly.

Self Esteem Needs: This scale is comprised of 10 items. Scale

scores for satisfaction and performance subscales each range from 5 to
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20 and combined they range from 10 to 40. An example of a performance
type of question in this need area is the following. In the last month,
how good did you seem to make your spouse feel about him/herself? Very
good-Quite good-S1ightly good-Not at all good.

Autonomy Needs: This scale is comprised of eight items. The com~

bined scale score is 8 to 32. Scale scores for satisfaction and perfor-
mance are each 4 to 16. An example of the type of question in this need
area is the following. In the last month, how much did your spouse go
out without you? A great deal-Quite a bit-A little-None.

Self Actualization Needs: Two items comprise this scale. Scale

scores for satisfaction and performance are 1 to 4. Combined scores are
2 to 8. The following is an example of this type of question. In the
last month, was your spouse an interesting person to be with? Very
interesting-Quite interesting-Slightly interesting-Not at all interest-
ing.

Open-ended Questions: These five questions were asked to elicit

in the subject's own words (1) how they would evaluate their marital
relationship, (2) what problems brought them to the clinic, (3) what
they were hoping would result from the program, (4) what happened at the
program, and (5) what difference did the program make to their relation-

ship.
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CHAPTER 1V
Results
This chapter is in two parts. The first examines the psychometric
properties of the Spouse Role Adjustment Scale, which was developed and
pilot tested in this exploratory study. The second part is a testing of
the hypotheses, using both the Oregon Quality of Life Questionnaire and
the Spouse Role Adjustment Scale as measures of change.

Instrument Reliability and Validity

The psychometric analyses of the Spouse Role Adjustment Scale (SRAS)
included 18 subscales derived from the spouse role measure. Each of the
six need levels (Maslow's)comprising the SRAS were regarded as having
two subscales: (1) items which focused on individual need satisfaction
and (2) items which focused on the individual's performance to satisfy
the needs of his/her spouse. In addition, the satisfaction and perform-
ance scales were combined in each need level. Because of this study's
interest in producing a comprehensive measure of the concept of spouse
role adjustment, the reliability and validity of the SRAS was determined
for each of the component scales.

The subscales were tested for homogeneity by means of Scott's (1960)
Homogeneity Ratio (HR). The HR represents the degree to which the
researcher has defined the variable with sufficient precision; it backs
up face validity. Mathematically, the HR is the average level of inter-

jtem correlation and is represented as:

2 2
GT—-—EOi
HR

2 2
{Zoi} ——ZGT
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2 ‘ 2
where o is the variance over subjects total scale scores, o is the

variance over all items, and Zoi is the sum of the item standard devia-
tions over all items.

A Homogeneity Ratio of .000 represents an average inter-item
correlation of zero, whereas the maximum level of +1.00 could be reached
only if items were perfectly correlated. The optimal range of this HR
is from .15 to .30. Below .10, scales lack sufficient coherence to be
adequate measures of a unidimensional construct; above .75, scales have
excessively redundant items. The subscales of the SRAS had HR's (bottoms
of Table 2 to 5) ranging from .138 to .536 which indicates adeduate
homogeneity. The autonomy satisfaction subscale is the least adequate.
The self actualization satisfaction and performance subscales are single
items, therefore HR's are not appropriate.

Instrument reliability was estimated from the formula known as

Cronbach's Coefficient Alpha (1951):

where k is the number of items in the test, Oy js the variance over sub-
jects in total test scores, ci is the variance over subjects in scores

on each item, and Zoz is the sum of item variances over all items. The
magnitude of o depends on (1) the homogeneity of the test (average inter-
jtem correlation) and (2) the length of the test. To decrease sources

of irrelevant variance, such as social desirability, reversed jtems were
included in SRAS. It should be pointed out that when efforts are made to

decrease irrelevant variance, the Coefficient Alpha will actually be
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lowered, but will be closer to the "true trait score" (Scott, 1968).

In order to claim that a scale measures the intended construct only
(here, a specific need), it is necessary to show that the scale yields
scores different from the scores of scales intended to measure the other
contructs (other specified needs). If several subscales are similar
except that they are supposed to measure different constructs, one may
compare the correlation coefficients (Pearson's r) between the subscales
with their respective reliability coefficients (). To the extent the
latter exceed the former, each subscale may be considered distinguishable
and thus having discriminant validity (Scott, 1968).

In Table 2, the intercorrelations (r) of the combined subscales,
which include both satisfaction and performance in each need area, are
presented along with the Alpha Coefficients along the diagonal. Upon
comparing the magnitudes of the Pearson's r with the Alpha Coefficients
of each pair of subscales, it may be concluded that the scales are found
to discriminately measure different constructs except in the case of the
combined esteem subscale. The combined esteem scale is confounded with
both the combined safety and combined affiliation subscales, which in-
dicates that the items on the esteem scale are more closely correlated
with these other scales than they are to each other.

Table 3 compares the satisfaction subscales. The safety satisfaction
subscale is confounded with the affiliation satisfaction and the esteem
satisfaction scales. Here again, as in Table 2, the esteem need level
is confounded with safety and affiliation. This is repeated in Table 4
where esteem performance was again confounded with safety performance and

affiliation performance. This finding points to the difficulty in
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TABLE 2
Psychometric Properties of the Combined

(Satisfaction and Performance) Scales

Need Areas

Basic Safety Affil. Esteem Autonomy Self-act.
Basic (.768)
Safety RE () (.888)
Affiliation .751 .841 (.927)
Esteem .702 .862 .907 (.783)
Autonomy A2] -.057 -.185 -.172 (.610)
Self-
actualization 743 ¥ AL .812 .756 -.041 (.698)
Homogeneity
Ratio 253 .404 .326 271 +165 .536

Note: Cronbach's alphas in the diagonal, Pearson's correlation r in

the columns.
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Psychometric Properties of the Satisfaction Scales
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Need Areas
Basic Safety Affil. Esteem Autonomy Self-act.
Basic (.765)
Safety .663 {.833)
Affiliation .620 .870 (.895)
Esteem .654 .865 .892 (.764)
Autonomy .164 .021 -.015 -.026 (.387)
Self-
actualization .642 .709 .742 .754 -.065 (.000)
Homogeneity
ratio 395 .445 .398 .401 .138 .000
Note: Cronbach's alphas in the diagonal, Pearson's r in columns.
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TABLE 4

Psychometric Properties of the Performance Scales

Need Areas

Basic Safety Affil. Esteem Autonomy Self-act.
Basic (.581)
Safety .508 (.740)
Affiliation 655 .705 (.832)
Esteem .431 .636 .734 (.564)
Autonomy -.003 -.050 -.318 -.193 (.506)
Self-
actualization .447 .499 .648 .463 -.166 (.000)
Homogeneity
ratio 222 PBe £ 270 .208 .205 .000

Note: Cronbach's alphas in the diagonal, Pearson's r in columns.
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distinguishing self-esteem from affiliation and safety needs in marriage.
We mean that one cannot measure independently things called safety, affil-
jation, and esteem; somehow they are all bound up together. It may be
that the level of one's self-esteem has a bearing on one's ability to
satisfy and provide for the safety and affiliation needs in a marriage.
Also in Table 4, the basic performance subscale is confounded with the
affiliation performance subscale. It may be that to meet one's spouse's
basic needs, one must first be able to meet the spouse's affiliation
needs, especially communicating with him/her.

Similar analyses are presented in Table 5 comparing the subscales
of SRAS across both the satisfaction and performance areas. Three scales
are confounded: (1) the safety performance with affiliation satisfaction
and safety satisfaction, (2) esteem performance with safety satisfaction
and affiliation satisfaction, and (3) autonomy satisfaction with autonomy
performance. It may be that (1) in order to provide safety for one's
spouse one may first need to have one's safety and affiliation needs met,
(2) in order to promote one's spouse's esteem, one's safety and affilia-
tion needs must be satisfied by one's spouse, and (3) in order to have
one's needs for autonomy satisfied, one must provide room for the spouse
to be autonomous.

From the comparison of the correlational coefficients (Pearson's r)
and reliability coefficients (a), it appears that spouse role adjustment
is a global phenomenon made up of subcomponents of which only some have
been distinguished. Further refinement of these scales would be needed
to determine what dimensions of marital adjustment can be discriminated

by a measure Tike SRAS.
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Psychometric Properties of the Satisfaction and Performance Scales

Need Areas
Basic Basic Safety Safety Affil. Affil.
Sat. Per. 5at. Per. Sat. Per.
Basic Sat. (.765)
Basic Per. 457 (.581)
Safety Sat. .663 442 (.831)
Safety Per. .592 .508 .830 (.740)
Affiliation Sat. .620 472 .870 .756 (.895)
Affiliation Per. .605 .665 .704 .705 .826 (.832)
Esteem Sat. .654 .443 .865 .723 .892 .738
Esteem Per. .324 .431 .594 .636 .624 .734
Autonomy Sat. .164 .256 .021 025 -.015 .044
Autonomy Per. .003 -.003 - -.160 -.050 -.299 -.318
Self actualiza-
tion Sat. .642 .506 .709 .643 .742 657
Self actualiza-
tion Per. .525 447 .545 .499 673 .648
Homogeneity ratio  .395 .222 .445 .339 .398 .270
Esteem Esteem Autonomy Autonomy Self-act. Self-act.
Sat. Per. Sat. Per. Sat. Per.
Esteem Sat. (.764)
Esteem Per. .524 (.564)
Autonomy Sat. -.026 -.014 (.387)
Autonomy Per. -.261 -.193 JA424 (.506)
Self actualiza-
tion Sat. .754 .420 -.065 -.097 (.000)
Self actualiza-
tion Per. .620 .463 143 -.166 .536 (.000)
Homogeneity ratio  .401 .208 .138 205 .000 .000

Note: Cronbach's alphas

in the diagonal, Pearson's r in columns.
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The original expectation was that a well-adjusted marriage would
provide the opportunity for an individual to satisfy all these needs. In
Tables 2 to 5, there is a high positive correlation among all the scales,
but one. This suggests that all the need areas (but one) are important
in spouse role adjustment. However, autonomy seems to be independent of
other aspects of marital adjustment. Autonomy is negatively but insign-
ificantly correlated with all other SRAS subscales except the basic sub-
scale (Table 2 to 5). That is to say, one may be autonomous whether or
not one has a well-adjusted marriage.

The psychometric analyses presented here seem to indicate that
spouse role adjustment is a global phenomenon with some subcomponents
which can be discriminated by SRAS and some which cannot. Autonomy
seems to be a quite distinct aspect of marital adjustment. Further
analyses (e.g., factor analyses), scale development, and application to
other subject populations (e.g., non-clinical) may result in adequate
discrimination of the dimensions of spouse role adjustment proposed in
this study.

In short, the reliability of the scales seems adequate and therefore
these scales can be used as measures of spouse role adjustment. The
scales do have face validity and content validity, although criterion
validity and construct validity have not been established.

Tests of the Hypotheses

The first hypothesis is that clients show improvement a year after

admission to treatment by reporting quality of life as better than before
treatment. The appropriate test of this hypothesis is a one-way analysis

of variance (t-test) of the difference between measures at intake and
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follow-up on the same subjects or on comparable groups. A one-way
analysis of variance was computed for the difference between the intake
and follow-up groups in the present study, although there is no assurance
that the two groups are, in fact, comparable. No significant differences
were found between the intake group, which has had no treatment, and the
follow-up group, which has experienced treatment over at least six
sessions (Table 6). There were trends toward improvement in all adjust-
ment areas except spouse role and social support. This hypothesis,
therefore, is not supported by the data.

Data at intake and at follow-up are not from the same subjects. It
js possible that selective attrition, for example, may account for the
lack of difference between intake and follow-up. That is, clients who
improve as a result of treatment may do so prior to six sessions, or, on
the contrary, those clients who get worse may drop out of treatment with-
in six sessions.

A further test of the hypothesis that treatment has an impact on
quality of 1ife can be made by comparing intake and follow-up scores for
those seven subjects on whom both intake and follow-up measures were
taken. Table 7 indicates that six of the seven subjects did not improve,
which is consistent with the findings in Table 6 and with the results of
a previous study (Bigelow, Chesla, & Brodsky, Note 2). Therefore, we can
have further confidence in the negative results.

The previous study done at Yamhill County clinic, which used a three
month follow-up, discovered a significant negative impact on Spouse Role
Adjustment. One of the purposes of the present study was to determine
if this deterioration would be reversed over a longer follow-up period

(i.e., one year). Table 8 compares scores at intake, three months, and
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TABLE 6

Comparison of Intake and One Year Follow-up Groups on 0QLQ

Scales Intake X N Follow-up X N p

Personal Adjustment
Affective Status 55.26 (30) 59.53 (31) 0.381
Independence 65.42 (30) 70.83 (31) 0.150

Interpersonal Adjustment

Friend Role 74.07 (30) 75.81 (31). 0.645
Close Friend Role 64.29 (28) 65.29 (30) 0.857
Spouse Role 62.07 (29) 58.06 (31) 0.485
Parent Role 71.67 (24) 73.57 (28) 0.660
Social Support 73.56 (30) 10.32 (31) 0.424
Adjustment to Productivity
Employability 70.60 (26) 76.04 (27) 0.139
Job Adjustment 82.99 (12) 82.77 (22) 0.970
School Adjustment 81.67 (5) 85.42 (2) 0.649
Other Productive Activity  30.93 (30) 31.90 (31) 0.725
Civic Adjustment
Negative Consequences
of Alcohol 94.50 (19) 97 .56 (23) 0.254
Negative Consequences
of Drugs 98.04 (19) 98.46 (19) 0.553

Note: Range of X = 0 to 100.

p less than .05 needed for differences to be significant.
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TABLE 7

Comparison of Intake and One Year Follow-up 0QLQ Scores for Same Subjects

(N=7)
Number Number Mean Mean
Worsened Improved Intake Follow-up
Personal Adjustment
Affective Status 4 3 45.32 57.95
Independence 1 4 56.25 63.69
Interpersonal Adjustment
Friend Role 1 4 69.45 75.96
Close Friend Role 0 6 53.97 71.43
Spouse Role 6 1 50.00 50.00
Parent Role 2 4 51.43 58.10
Social Support Vi 5 60.96 68.57
Adjustment to Productivity
Work at Home 2 5 57.14 60.95
Employability 1 4 67.50 71.63
Job Performance 1 ah 8324 7917
Other Productive
Activity 1 ) 26.19 27.78

Note: Insufficient data were availble to determine School Performance,
Alcohol, and Drug Scores.
*Two subjects, in addition, were employed at follow-up who had not

been employed at intake.
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TABLE 8

Comparison of Trends of Improvement Over One Year For
Yamhill and Statewide Client Samples on 0QLQ

Intake 3 Month 1 Year
Scales X N X N ‘ X N p

Personal Adjustment
Affective Status

Yamhill 49.43  (69)** 52.95 (33) 59.53 (31) 0.043*
Statewide 54,32  (640) 61.18 (109) 57.30 (91) 0.002*
Independence _
Yamhill 62.93 (68) 58.59 (32) 70.83 {313 0.016*
Statewide 63.92  (609) 69.08 (107} 67.21 (85) 0.005*
Interpersonal Adjustment
Friend Role
Yamhill 71.32  (68) 68.86 (33) 75.81 (31) 0.210
Statewide 70.02  (622) 73.51 (108) 72.85 . (88) 0.058
Close Friend Role
Yamhill 61.28 (64) 58.52 (30) 65.19 (30) 0.357
Statewide 59.05  (563) 63.60 (98) 57.72 (82) 0.056
Spouse Role
Yamhill 61.42  (54) 46.76 (18) 58.06 (31) 0.055
Statewide 63.74  (347) 62.32 (46) 58.21 (65) 0.188
Parent Role
Yamhill 65.97  (48) 68.80 (25) 73.57 (28) 0.124
Statewide 69.32  (291) 71.36 (54) 72.54 (59) 0.302
Social Support
Yamhill 67.65 (68) 64.12 (34) 70.32 (31) 0.363
Statewide 66.11 (616) 66.23 (108) 62.70 (89) 0.294
Adjustment to Productivity
Employability
Yamhill 71.11  (53) 71.73 (2B) 76.04 (27) 0.261
Statewide 70.48  (546) 74.36  (99) 69.89 (72) 0.020*
Job Adjustment
Yamhill 78.16  (29) 76.47 (17) 82.77 (22) 0.372
Statewide 76.25  (324) 79.58 (61) 74.38 (47) 0.171
School Adjustment
Yamhill 75.46  (9) 64.29 (7) 85.42 (2) 0.294
Statewide 71.95  (41) 72.22 (15) 67.26 (7) 0.824
Other Productive Activity
Yamhill 31.15 (61) 28.82 (32) 31.90 (31) 0.525
Statewide 29.75 (624) 32.98 (107) 29.25 (90) 0.052
Civic Adjustment
Negative Consequences
of Alcohol
Yamhill 94.52  (27) 95.92 (9) 97.56 (23) 0.445
Statewide 87.99  (434) 95.45 (47) 86.96 (64) 0.010*%
Negative Consequences
of Drugs
Yamhill 98.14  (29) 98.18 (11) 98.46 (19) 0.974
Statewide 94.60 (425) 98.20 (63) 93.80 (53) 0.092

Note: Range of X = 0 to 100. *Statistically significant difference.
**Indicates 1978 and 1979 intake subjects.
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one year follow-up using both the data collected in the present study and
that collected by Bigelow, Chesla, and Brodsky (Note 2).

In Table 8 no statistically significant differences were found among
the intake, three month, and one year follow-up groups in the Spouse Role
scale. It is interesting to note that Spouse Role Adjustment of clients
at intake for Yamhill is similar to that of a statewide client sample, as
are the one year follow-up scores.l Only the three month Yamhill follow-
up seems particularly out of line with the statewide sample. Either
marital adjustment among Yamhill clients "gets worse before it gets
better" or the three month finding is spurious. It is unlikely that the
Yamhill Mental Health Program has, in fact, a negative jmpact on marital
adjustment. However, the Spouse Role measure does not reflect any
positive impact.

It appears that all programs have a positive impact on Personal
Adjustment. These data lend some support to the hypothesis that treatment
has an impact on quality of life. However, these significant differences
emerge only when both intake samples (from the present and previous
studies) are merged.

The second hypothesis is that clients show improvement, whether

having received conjoint or individual therapy, in Spouse Role Adjustment
by reporting an increased satisfaction and performance in basic, safety,
affiliation, self-esteem, autonomy, and self actualization need areas.
The old Spouse Role scale did not reflect any improvement due to treat-
ment. One of the purposes of this study was to see if a more complete
assessment of spouse role adjustment would reveal improvement in need

areas that the old scale did not. The appropriate test of this hypothesis
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is a one-way analysis of variance (t-test) of the difference between
measures at intake and follow-up on the same subjects or on comparable
groups. A one-way analysis of variance was computed for the differences
between the intake and follow-up groups on the SRAS, although there is
no assurance that the two groups are, in fact, comparable. In Table 9
only one need area seems to have been affected by treatment.

The performance of subjects in the autonomy need area improved
significantly. Curiously the autonomy scale in Tables2 to 5 is negative-
1y and only slightly correlated with the other spouse role scales which
suggests that autonomy is not a component of global spouse role adjust-
ment, i.e., people may be more or less autonomous in their marriages
regardiess of their general adjustment in the marriage. Furthermore,
treatment appears to focus in on this unique aspect of marital adjust-
ment whereas there is no impact on the more generally emphasized aspects
of spouse role adjustment, such as affiliation or self-esteem needs.
This is consistent with the goals of the clinicians, as reported to the
investigator. It may be that treatment offered at the clinic can do
nothing helpful for a marriage but enable the individuals to become more
autonomous in the marriage.

The seven subjects, who had both intake and follow-up measukes taken
and who were found not to have improved in six of the seven cases, gave
detailed descriptions of the impact of treatment. Of the six cases that
did not improve, one was due to divorce and the others had long term
relationship problems in which they reported that their therapy either
focused on alleviation of child behavioral problems or promotion of in-

dependence of one of the spouses, not on spousal interaction to increase
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Comparison of Intake and One Year Follow-up Groups on SRAS
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Scales Intake X N Follow-up X N p
Basic Needs

Satisfaction 15.44 (28) 14.99 (27) .604

Performance 15. 2% (28) 14.83 (28) .548

Combined 30.65 (28) 29.70 (27) .456
Safety Needs

Satisfaction 22.47 (30) 21.78 (31) .527

Performance 22.30 (30) 22.38 (31) .974

Combined 44 .77 (30) 44 .10 (31) 714
Affiliation Needs

Satisfaction 35.13 (30) - 1 6] (31) .299

Performance 36.37 (30) 34.43 (31) .206

Combined 71.50 (30) 67.54 (31) 235
Self-Esteem Needs

Satisfaction 14.23 (30) 14.10 (31) .863

Performance 15.04 (30) 14.03 (31) .076

Combined 29 2 (30) 28.13 (31) .349
Autonomy Needs

Satisfaction TS (30) 11.97 (31) .138

Performance 11.47 (30) 13.00 (31) .006*

Combined 22.60 (30) 24 .97 (31) 011*
Self Actualization Needs

Satisfaction 2.50 (30) 2.39 (31) .598

Performance 2,37 (30) 2.Y7 (30) .337

Combined 4.87 (30) 4.60 (30) .469

Note: *Statistically significant difference.
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satisfaction or performance of basic, affiliation, or esteem needs. Sub-
jects reported effects of treatment such as: "I was encouraged to do
what I wanted." "I started looking at living my own life instead of
confining myself at home." "It helped me cope with a husband who makes
me out of control, so he can be in control.” "I learned how to handle
guilt and become more independent." "It made me stop drinking, stop
spending money and work on the problems together instead of me making
all the decisions." Most of the comments offered by the subjects in-
dicated improvements in the area of autonomy which seems to be consis-
tent with the treatment focus as reported by subjects, and by the
therapists, and seems to be consistent with some of the statistical
findings.

Treatment in and of itself whether conjoint or individual does not
have a beneficial effect on spouse role adjustment except in the area of
autonomy. However, it remains possible that some forms of treatment are
helpful while others are not. The review of the literature indicates
that the dynamics and expected outcomes of conjoint therapy are very
different from those of individual therapy with marital and family pro-

blems. Therefore, the third hypothesis predicts that conjoint therapy

has a greater impact on quality of 1ife than individual therapy.

One test of this hypothesis would be a t-test of the difference
between two change scores, one for conjoint and one for individual treat-
ment. However, such a test would require the same subjects pre and post-
treatment, which this study does not have. A test which is appropriate
to the design of this study is a one-way analysis of variance comparing

intake with individual follow-up with conjoint follow-up groups, although
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we have no assurance that the groups are, in fact, comparable.

Table 10 reflects the relative impact of individual and conjoint
therapies. Conjoint therapy had a positive effect on Independence
whereas individual therapy had no effect. Hypothesis 3 is confirmed in
this area. In other areas of quality of life there did not seem to be
differential treatment impacts.

The fourth hypothesis is that conjoint therapy has a greater impact

on spouse role adjustment than individual therapy. The appropriate
statistical test for this hypothesis is similar to that for Hypothesis

3. A one-way analysis of variance comparing intake and individual
follow-up and conjoint follow-up groups was computed on the SRAS data,
although we have no assurance that the groups are, in fact, comparable.
The data in Table 11 support this hypothesis only in the area of autonomy.
It appears that conjoint treatment increased autonomy, but did not have

a greater impact on marital adjustment in other areas, as measures by

SRAS.
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Impact of Individual and Conjoint Therapies as Measured on 0QLQ

Group Means

Follow-up
Scales Intake Individual Conjoint p
Personal Adjustment
Affective Status 55.56 (30) 56.60 (14) 61.94 (17) 0.490
Independence 65.42 (30) 64.29 (14) 76.23 (17) 0.037*
Interpersonal Adjustment
Friend Role 74.07 (30) 73.81 (14 77.45 (17) 0.718
Close Friend Role 64.29 (28) 63.25 (13 66.67 (17) 0.846
Spouse Role 62.07 (29) 60.71 (14 55.88 (17) 0.648
Parent Role 71.67 (24) 68.89 (12 77.08 (16) 0.282
Social Support 73.56 (30) 67.62 (14 72.55 (17) 0.503
Productive Adjustment
Work at Home 56.55 (29) 60.95 (14) 64.31 (17) 0.340
Employability 70.60 (26) 74.21 (12) 77.50 (15) 0.273
Job Performance 82.99 (12) 81.82 (11) 83.71 (11) 0.942
Other Productive
Activity 30.93 (30) 27.77 (14) 35.29 (17) 0.138
Civic Adjustment
Alcohol 94.50 (19) 97.50 (10) 97.60 (13) 0.519
Drugs 95.55 (19) 97.12 (9) 99.67 (10) 0.555

Note: p is the significance of the difference among the three groups

using a one way analysis of variance test.

difference.

*Statistically significant
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TABLE 11

Impact of Individual and Conjoint Therapies as Measured on SRAS

Group Means

Follow-up

Scale Intake Individual Conjoint p

Basic Satisfaction 15.44 (28 14.15 (13) 15.77 (14) 0.366

Basic Performance 15.21 (28 14.38 (14) 15.29 (14) 0.503

)
)

28)  28.23
)

Basic Combined 30.65 (13) 31.06 (14) 0.225
Safety Satisfaction 22.47 (30 21.717  (14) 21.83 (17) 0.818
Safety Performance 22.30 (30) 22.36 (14) 22.29 (17) 0.998
Safety Combined 44.77 (30) 44.07 (14) 44,12 (17) 0.935
.Affiliation Satisfaction 35.13 (30) 33.42 (14) 32.84 (17) 0.573
Affiliation Performance 36.37 (30) 33.62 (14) 35.10 (17) 0.357
Affiliation Combined 71.50 (30) 67.04 (14) 67.95 (17) 0.487
Esteem Satisfaction 14.25 (30) 14.21 (14) 14.00 (17) 0.968
Esteem Performance 15.04 (30) 13.64 (14) 14.35 (17) 0.140
Esteem Combined 29.25 (30) 27.86 (14) 28.35 (17) 0.620
Autonomy Satisfaction 11.13 (30) 10.86 (14) 12.88 (17) 0.010*
Autonomy Performance 11.47 (30) 12.86 (14) 13.12 (17) 0.021*
Autonomy Combined 22.60 (30) 23.71 (14) 26.01 (17) 0.008*
Self Actualization Sat. 2.50 (30) 2.50 (14) 2.29 (17) 0.691
Self Actualization Per. 2.37 (30) 2.14 (14) 2.19 (16) 0.626
Self Actualization Comb. 4.87 (30) 4.64 (14) 4.56 (16) 0.763

Note: p is the significance of the differences among the three groups
using a one way analysis of variance test. *Statistically significant

difference.
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CHAPTER ¥
Discussion

The research reported in this thesis is part of an ongoing evalua-
tion program in the state of Oregon. One objective of this program is
to develop a comprehensive measure of mental health and to test the
quality of 1ife theory upon which it is based. The Oregon Quality of
Life Questionnaire (0QLQ) has been administered to approximately 1,000
persons of various known groups. Psychometric analyses, although not
completed, indicate substantial homogeneity, concurrent validity, and
reliability in excess of 95%. It is anticipated that this ambitious pro-
gram will result in a quite adequate measure of mental health.

The psychometric data on the SRAS indicate that the conceptualiza-
tion and measures possess content validity, but the alpha coefficients
and interscale correlations suggest that satisfaction and performance
may not be independent in the various need areas. Spouse role adjustment
is to some extent an undifferentiated global construct (cf., the con-
founded relationship between self esteem and safety), but with some
fairly distinct components (e.g. autonomy). It also appears that satis-
faction of one's own needs may not be distinguishable from satisfaction
of one's spouse's needs.

For purposes of this study the reliability of the SRAS scale scores
are adequate and therefore, these scales are used as measures of spouse
role adjustment. The scales appear to have face validity and content
validity, although criterion validity and construct validity have not

been established.
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The outcome data and the investigator's impressions are that marital
therapy, whether individual or conjoint, does not affect the marriage,
other than by improving the autonomy of the clients, thus making the
clients less dependent in their marriages. This could be interpreted in
two ways: either the therapy at this clinic is not marital therapy, or
therapy aimed at the marital dyad actually does not change the relation-
ship but only the individuals. These findings are tentative because of
some threats to the internal validity of the study which will be dis-
cussed below.

The major methodological threat to the internal validity of this
study is its failure to assure equivalent groups for pre and post observa-
tions and for the two treatment modalities. The assumptions were made
that (1) order of admission to the clinic and (2) case assignment to
treatment modalities are essentially random. These assumptions cannot
be proven, and, in fact, there is some reason to doubt the degree of
randomness in these processes, which would be required by a true experi?
mental design. Clinicians did screen clients for the study and assigned
them to treatment modalities. However, few clients were screened out
and no systematic bias in assignment to treatment conditions could be
ascertained.

A more serious doubt exists as to the equality of intake and follow-
up groups. There is no reason to question the randomness of order of
admission. However, there is a problem with selective attrition. It
was necessary to set out a criterion of six sessions of treatment in order
to insure the possibility of treatment effect. There are only two ways

to preclude the inequality of intake and follow-up groups, with the
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criterion in place. One is to, post hoc, eliminate all subjects from
the intake group who did not subsequently receive six sessions. The
second is to study the same subjects at both intake and follow-up. The
latter procedure was in fact done for seven subjects, although it was
not possible to collect the SRAS at intake for these seven subjects.

The results of these intake follow-up paired observations are consistent
with the larger group scores.

The focus of this study was on how individuals meet their needs in
a marital relationship. This focus may have missed some important
phenomena in marital adjustment...phenomena upon which the clinic may
have had impact. Furthermore, self-reported performance may not coincide
with the observations of the other member of the marital dyad (whose
needs are satisfied by that performance).

The design of this study called for the comparison of individual
and conjoint marital therapies. One of the major assumptions was that
conjoint marital therapy addresses more the interpersonal relationships
within the marital dyad by picking out patterns of interaction, making
the partners aware of those patterns, and changing the patterns so that
the partners meet each others' needs more fully. On the other hand,
individual therapy was assumed to focus more on intrapersonal issues.

It was assumed that when therapists changed from individual to conjoint
therapy, they changed their focus accordingly. In naturalistic, evalua-
tion research one does not have control over the implementation of in-
dependent variables such as treatment modalities.

The threats to the internal validity of the study have been dis-

cussed above. While the findings are somewhat tentative due to these
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threats, it still seems plausible that mafita1 therapy has affected only
autonomy within the marital relationship. Earlier it was suggested that
either the therapists did not actually implement conjoint marital therapy,
as the design assumed, or conjoint marital therapy does not, in fact,
change relationships within a marriage. The prevailing belief about
marital therapy is that it does improve (1) communication, (2) autonom)
and individuation, and (3) empathy (GAP, 1970). It seems most likely,
therefore, that the clinic is not improving communication which would be
reflected in our affiliation and self-esteem scales. Perhaps this

aspect of conjoint marital therapy is not being implemented in the

clinic.
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CHAPTER VI

Summary, Conclusions, and Recommendations

Community mental heaith programs are accountable for solving social
or personal problems through planned action. However, evaluation tools
and ways of measuring the effects of therapeutic programs are still in
the developmental phase. This research effort was aimed at developing
a concept and a measure of spouse role adjustment which one would expect
to be affected by marital treatments. A concept based on Maslow's need
hierarchy and a general quality of life theory was formulated. It was
predicted that conjoint marital therapy would have a greater impact on
and individual's quality of life, generally, and marital adjustment,
specifically, than would individual marital treatment. A previous eval-
uation study in this clinic using a shorter measure had found deteriora-
tion in marital adjustment three months after intake. Therefore, this
study applied a more comprehensive measure at one year after intake. The
study was carried out in a community clinic to establish the effects of
marital therapy as it is actually practiced in the field.

Spouse role adjustment is to some extent an undifferentiated con-
struct, but with some distinct components, e.g. autonomy. The Spouse
Role Adjustment Scale developed for this study has substantial reli-
ability, face validity, and content validity, although criterion and
construct validity have not been established.

Hypothesis 1 stated that clients show improvement a year after
admission to treatment by reporting quality of 1ife as better than
before treatment. This was not confirmed. Hypothesis 2 was that clients

whether having received conjoint or individual therapy, show improvement
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in Spouse Role Adjustment by reporting an increased satisfaction and
performance in basic, safety, affiliation, self-esteem, autonomy, and
self actualization need areas. This hypothesis was not supported by the
data except in the autonomy need area. Hypothesis 3 predicted that

of 1ife than individual

conjoint therapy has a greater impact on quality

£

therapy. This hypothesis was confirmed only in the Independence area.
The fourth hypothesis was that conjoint therapy has a greater impact on
spouse role adjustment than individual therapy. The data support this
hypothesis only in the area of autonomy.

The marital therapy offered at this clinic, whether individual or
conjoint, does not affect the marital relationship, other than by in-
creasing the autonomy of the clients. It seems 1ikely that the clinic
is not improving communication, as one expects as a part of conjoint
therapy. Perhaps this aspect of conjoint marital therapy is not, in
fact, being implemented at the clinic.

On the basis of the present study, the following recommendations
can be made:

1. The SRAS should be factor analyzed to identify the discriminable
components of spouse role adjustment. It is 1ikely that two or three
factors will emerge from this analysis.

2. The SRAS should be applied to other subject populations, to
establish criterion and construct validity.

3. It is important to have same sample, pre and post designs, which
premit repeated measures analysis. This can be accomplished by ongoing
evaluation research projects in mental health centers, which facilitate

the collection of pre and post measures, separated by a sufficient span
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of time, on the same subjects, and within common conceptual frameworks
and basic instrumentation.

4. Selection criteria for subject samples in applied settings
should be (a) very thoroughly operationalized, (b) clearly related to the
conceptualized independent variable, and (c) once accepted by the clinic,

5. Random assignment to treatment condition is not often possible
in clinical settings. Therefore. one should attempt to capitalize on
chaotic assignment, being aware of the hazard of subject-treatment inter-
actions.

6. Selective attrition is a certainty in clinical samples. Same-
subject designs, where members of the intake group are lost or fail to
meet criteria for inclusion in the follow-up group, can produce compara-
ble pre and post comparison groups. However, this solution results in a
restriction of generalizability.

7. Marital therapy is a highly specialized clinical practice. If
clinicians claim to deliver marital therapy, they ought to clearly state
its goals and practice the tenets of marital therapy. This can be
accomplished through seminars and workshops in marital therapy techniques.

8. Actual treatments delivered should be analyzed to see if conjoint

therapy differs from individual therapy.
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WMental Health Program

Doug Thwaite, ACSW Yambitl County TELEPHONL: 472.937)

Program Director Ext, 258

McMINNVILLE, OREGON 07128

Dear

In order for us to effectively evaluate how our services are helping
our clients, we need your help. We would like some of your time to

do what we call a "follow-up” interview. We do this with a sample

of all clients who have come to our program. The information gathered
will be used to help make our services more relevant and effective.

Within the next several days Nancy Price, from our office, will be
contacting you personally to further explain the study. If you are
willing to participate, she will ask you some questions about how you
have been getting along and how you spend your time. The interview
takes about 90 minutes and is completely confidential. We would really
appreciate your help.

Thank you for your cooperation.

Sincerely,
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Oregon Quality of Life Questionnaire



Oregon Quality of Life Scale Composition
A. Personal Adjustment

Affective Status (22 items)
Items 01-01 to 01-22 on pp. 1 to 2.

Tolerance of Unpleasant Affect (4 items)
Items 02-01 to 02-04 on p.3.

Basic Need Satisfaction (9 items)
Items 03-01 to 03-09 on pp. 3 to 4.

Independence (8 items)
Items 04-01 to 04-08 on p. 4.

B. Interpersonal Adjustment

Friend Role (6 items)
Items 05-01 to 05-06 on p. 5.

Close Friend Role (3 items)
Items 06-03 to 06-05 on pp. 5 to 6.

Isolation (9 items)
Items 06-02, 07-01 to 07-05 on pp. 5 to 6.

Spouse Role (4 items)
Items 08-01 to 08-04 on p. 6.

Parent Role ( 5 items)
Items 09-01 to 09-05 on p. 7.

Social Support (5 items)
Items 10-01 to 10-05 on p.7.

C. Adjustment to Productivity

Work at Home (5 items)
Items 11-01 to 11-05 on p. 8.

Employability (8 items)
Items 12-02 to 12-09 on pp. 8 to 9.

Job Performance (8 items)
Items 13-02 to 13-09 on pp. 9 to 10.

School Performance (8 items)
Items 14-03 to 14-10 on p. 10.

Other Productive Activity (6 items)
Items 15-01 to 15-06 onm p. 11.

D. Civic Adjustment Scales

Alcohol (10 items)
Items 17-02 to 17-11 on p. 12.

Drug (10 items)
Items 18-02 to 18-11 on p. 13.

80
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Oregon Quality of Life Questionnaire (1979)

Department of Human Resources

ese questions ask about how you have been feeling in the past week. Pleasant and
pleasant feelings of several different Kinds are covered.

In the past week, how often have you 1£g££ the time 01-01
felt very restless, unable to sit :ipﬁten
still, or fidgety? Lzéeuenaﬂ imes

| none of the time
In the past week, how often have you all the time 01-02
enjoyed your leisure hours (evenings, 3 0ften
days off, etc.): ‘2 sevenal times

“jnone of the time
Ta the past week, how often have you yall the time 01~-03
felt preoccupied with your problems Zoiten
(can't think of anything else)? 2hevenal times

{none o4 the time
In the past week, how often have you dall the time 01-04
been pleased with something you did? .19612"

KL several times
_{ hone of the time

In the past week, how often have you jﬁgﬂﬁ the time 01-05
felt unpleasantly different from every- ;1p6ten
one and everything around you? 2 several times

“j none of the time
In the past week, how often have you yald the tume 01-06
felt proud because you were complimented? :ipéian

A several times
| none of the time

In the past week, how often have you all zthe time 01-07
felt fearful or afraid? goften

asevernal times

[ hone of the time

In the past week, how often have you all the iaume 01-08
felt that things were 'going your way'? 304ten

2several tomes

“{ hone of Zhe time

In the past week, how often have you all the time 01-09
felt sad or depressed? 3 often

2 sevenal times

[ hone of the time
In the past week, how often have you fall the Lume 01-10
felt excited or interested in something? 3 often

gseveral tumes

[ none of the time

July 1979
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In the past week, how often have you 4all the time 01-11
f¢lt angry? 3opten

25sevenal times

| hone of the time
In the past weck, how often have you yalt the time 01-12
felt that life was going just about right 3often
for you? Zseveral times

QL none of the time
Tn the past week, how often have you gall the time 01-13
felt mixed-up or confused? 3often

asevenal tumes

| nhone o the time
In the past week, how often have you 4all the time 01-14
felt tense (uptight)? 304ten ’

adevernal times

j none of the time
In the past week, how often have you fatl the time 01-15
felt good about decisions you've made? Joften

Jseveral Limes

_(none of the time
In the past week, how often have you Yall the time 01-16
had trouble sleeping? ofen

2Aevernal times

_jnone of the time
In the past week, how often have you 4 all the time 01-17
felt like you've spent a worthwhile day? j_oﬁ,ten

24evenal Limes

jnone of the time
In the past week, how often have you _x)f_au Zhe time 01-18
had trouble with poor appetite, or inability 3 often
to eat? 24evenal Limes

pnone of the time
In the past week, how often have you Y all the time 01-19
felt serene and calm? 3 often

aseveral times

“J hone of the time
In the past week, how often have you fatl the Time 01-20
had trouble with indigestion? Joften

24evenal times

L hoie of the time
In the past week, how often have you yfakl the time 01-21
found yourself really looking forward __g_oﬂien
to things? 2 evenal times

| none of the time
In the past week, how often have you all the time 01-22
had trouble with fatigue? 3 often

23evenal times

"y none 04 Zthe time
Did make any difference to the way 5 gheatly improved Lt 20-01
you feel? Amproved it

3n0 efpeck

made Lt wonse

_l_made At much wonse
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2rybody has unpleasant feelings sometimes: we wake up depressed, get upset or frustrated
frightened. These questions ask how much difficulty you have had recently in handling

:s¢ unpleasant feelings.

tow much difficulety have you had handling great digfcculty 02-01
feelings of depression? 2 50me d{fficulty
J no diffdculty
Tcw much difficulty have you had handling 3areat difficulty 0Z=02
peing upset? 2some digficulty
[ ho difficulty
How much difficulty have you had handling 3aneat diffieulty 02-03
frustration? 24s0me difficully
_L_‘VLO d,(.éé»ccu,&ty
How much difficulty have you had handling 3great difficulty 02-04
being frightened or shaken up? 2s0me difiiculty
, _J no difficulty
Has _made any difference to how you S greatly Amphoved i% 20-02
handle unpleasant feelings? Amproved Lt
gho effect
2 made it wonse
g made it much worse
25¢ questions ask about your living situation, eating, income, transportation, and
dical cave. The purpose is to see 1f these needs are met to at least a minimum
vel i satisfaction.
How satisfied are you with your home--its state Yveny satisfied 03-01
of repair, amount of room, furnishing, warmth, _Iéaiiéﬁied '
lighting, etc.? éldiééaiibﬂied
[ veny dissatisfdied
How satisfied are you with your home, considering .jﬁve&y satisfied VIEHE
the amcunt of privacy, your neighbors, security, ;Zﬁaiibéied
etc.? 2 dissatisfdied
vy dissatisfied
Did affect your living situation? Sgreatly improved 4% 20-03
Amproved 4L
3no efpect
g made it wonrse
y made it much wonse
This question asks about how well your income fveny adequate 03-03
covers things you must have--food, medicine, 3 adequafe
celothing, ete. How adequate is your present g&ﬁnadequaie
income for your present needs? _jvery dnadequate
Are you worried about your future income covering o ternibly wornied 03-04
the things you must have? Jlguiie worried
2 sLightty worrnied
1 not at all worrlied
Did affect the adequacy of your goatly Amproved it 20-04
income? o Amproved A%
sno effect
2 made Lt worse
g made it much wonse
Can vou get around town as you need for work, can't get around at all 03-05

shopping, medical appointments, visiting, etc. ?

Swith much difficulty
Qwith Little difgicubty

(with no difficulty

TV TATIN
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pid __ affect your ability to get around Lancatiy (mproved 20-06
the community? _f_jmmcvcd o g
3 ne cffect
made <t wonse
g made &t much worse
“in the 1ast month, have you had difficulty 2404 03-06
getting medical care? j ho
Do you have a regular or family doctor? ayes 03-07
_L_no
Do you have medical insurance? 24es 03-03
. ne :
Do you know where to get emergency medical 24es 03~09
help? ) ho
Did affect your medical care? S'grneatly -Amproved 4L 20-47
Amproved At
3no effect
& made Lt wonse
p made it much worse
hese questions ask how you handle making decistons, dealing with conflict, asserting
ourself, ete.
In the last week, how did you find shopping, Yvery easy 04-01
paying bills, preparing meals, and generally 3 fainly easy
looking after your basic necessities? ghrathen difficult
jverny digpLoeult
...and how enjoyable was it? 4very enjoyable 04-02
3 fainly enjoyable
2fainly unpleasant
“j very unpleasant
In the last week, how often did you go out? jtmone than 3 times 04-03
32 on 3 Limes
i é_OVlC‘_Q
_L_VLQUQA
When you receive broken merchandise, poor service, ijan't do it at alt 04-04
lor are overcharged, how hard is it for you to 3veny hand
'complain to the store, dealer or company? aa Little hand
g not hand at all
When you want to join a conversation (e.g., at a Yecan't do 4t ald 04-35
party) how hesitant do you feel about doing so? :Lyenq‘hebizant
astiakily hesitant
g hot at all hes{tant
When you are treated unfairly by someone you know jtgan't do it at akk 04-06
well (family, close friend) how difficult is it 3veny difficult
for you to tell them so? 28Lightly difficult
ot difficult
How confident are you in the decisions you make $yuife congident 04-07
for yourself (what to buy, where to live, what 3 s0me. congdidence
to do, etc.)? 20ittle confidence
| ho congidence
How often do you put off making important decisions 5Lg£wayé 04-08
until it is too late? 3 often
aoceasdonally
_pneven
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Hd affect your ability to make Sareatly amproved £& 20_pg
lecisions, deal with conflict, and assert your- _ﬁ_&mp’wued L1t
elf? gno effect

Qz__made {(t wense
Lmado Lt much wonse

P e d -—

e quc—:etion‘é ask how you have been getting along with people in the last week.

(n the past week, how many times have you ¢ymone than 3 times 05-01
spoken with neighbors? 32 on 3 times
20nce
_,_neuen
In the last week, how often have you spoken ¢-mone than 3 times 05-02
sith people you saw at work or school or cther _3_—_2 on 3 times
daily activity? 2 once
J__VLQUUL
Do you feel that people avoid you? 4 all the time 05-03
3 often
2 oceasionally
_L_neU?}L
Do you feel that people are not nice to you? datl the £ime 05-04
3 often
2 occasionally
_,_HQUQJL
How comfortable de you feel being around people? Yveny U.ncomﬁo)‘btabﬁe 05-05
§ uncomfortable

2 comgontable
") very comgortable

Last week, how often did you get to places feverny day 05-06
where you could meet new people? J_Aeveﬂaﬂ times
2_0}1(‘.0_
{ not at atk
Did affect how you get along with £ greatly amphroved 44 20-09
people? _y_bnpnoued it ‘
’ gno effect

2made At worse
_,_made Lt much wonse

hese questions ask how you have been getting along with your close friends recently.

How easily do you make close friendships? dean't do it at all 06-01
swith much difficulty
2ith a Little di ffLculty
_jquite eas4ily

Do vou have any close friends? 2yes 06-02
. J_VLO
_(Ij‘ Iryesn)
in rhe last week, how much of your free time did ial(',mub/t alf 06-03
you spend with close friends talking or doing g about hat4
things together? aveny Little
g none
In the last month, how many times have you had _ltquite often 06-04
contact by visit, phone, or mail with friends who _§ several times
live outside ? Jonce

] not at all

a0
4
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jow much trouble have you had in your close ¥« great dead 06-05
friendships? 3 quite a bit
oga Little
J_H.OHQ
Did make a difference in your close S gheatly {mphoved Znem 20-10
friendships? _,{'an)wved them
_3no efpect
made them wohrse
[ made them much wornse
ese questions ask how you have been getting along with your family recently.
What is your marital situation now? § Living together as maviied 07-01
navied and Living
togethen
separated
divonced
widowed
"y never maviied
How many people live in the household with you? __ages 0-5 07-02
(give numbers) ___6—17
__18-64
__65+
Are there any children living with you for whom Qyes 0/-03
you are responsible (by birth or otherwise)? qho
In the last week, how much of your free time dalmost all 07-04
did you spend with the people with whom you j_abOut Wﬂ
live, talking or doing things together? 2veny Little
_{ none
In the last month, how many times have you had more than 3 Zimes 07-05
contact by visit, phone, or mail with family LZ oh 3 Ltimes
members who do not live with you? Sonce
ot al atd
—(Tf married or living as married)
In the last week, how often have you gotten eveny day 08-01
very angry with your spouse? 3often
20nce or twice
__l_vw_UQ)l,
In the last week, how often did you go out of Hall the time 08-02
your way to be nice to your spouse? soften
24evernal Limes
_Z__VLQUUL
In the last month, how much have you enjoyed ia great de:ai 08-03
your spouse's company? Jquite a bit
20 Little
_fnot at atk
How well are you getting along with your spouse? _i‘mjuj we Ll
o . 08-04
gwell
2 poorty
| veny poorky
Did _affect your relationship with Sgreatly improved Lt 20 -11
your spouse? & improved Lt
3no effect

made Lt worse

) _,__made At much wonse
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(14 £iving with and nesponsibfe fon rhitdren)
How much have vou been involved with your o¢a great deat 09-01
children's activities recently? a fot
2 a Little
[ hnot at akk
How much difficulty have you had meeting your 4a gheat deat 09-02
children's demands for your attention recently? 3a Lot
aa Litthe
Jnone at all
Tn the last week, how many conversations did mofie than 5 09-03
you have with your children? ;12 ok 3
iOHQ
) hone
How much have your children annoyed you recently? g%é grheal deal 09-04
' w Lod
2a Little
pnot at all
How much have you enjoyed your children's léﬂ great deat 09-05
company recently? aa Lot
2a Litthe
pnot at all
pid make any difference in the way goreatly Amproved L% 20-12
vou get along with your children? Aimproved Lt
gno effect
a2 made 4t wonse
—_— _pmade it much wonse
here are some things we share with family and friends; some things we can count on
-hem for. These questions ask about your family and friends, as you see them nouv.
When something nice happens to you, do you want afwass 10-01
to share the experience with your family? :Lpﬁten
2 Sometimes
_J_neven
When something nice happens to you, do you want always 10-02
to share the experience with your friends? often
2 sometimes
_L_HQU(’JL
How much would your family be of help and support j&a gheat deal 10-03
if you were sick, or moving, or havimg any other a Lot
kind of problem? 2a Little
WAk
How much would your friends be of help and support :tq great deal 10-04
to yeu if you were sick, or moving, or having any a £ct
other kind of problem? au Litdle
_phene
How much would anyone in the community, other #a great deal 10-05
than family and friends, be of belp and support 3a eq
to you if you were sick, or moving, or having a4 Little
any other kind of problem? | none
Did affect the help and support you L greatly Lncreased LL 20-13

feeliyou can count on from family, friends, and
others?

increased A%

3no effect
2 made Lt wonse
_Lmade At much wonrse
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oy P . B ; T, o N . o ban e
grz quuniions cteg about Your eIneriar e with work at bome, ov e 0D, JnGE Tk

chiead

n the last week, how well have you kept up with

jtpumpfctvﬂg done 11-01
vour share of the housework (cleaning, laundry,

quite well

shopping, errands)?

2 fainly weld

— pnet at all
How much of the househcld money management (paying :tqff 11-02
the bills, budgeting) do you do? ;ipWéI
20 Little
) ] hone
How much of the shopping for the household do all 11-03
you do (groceries, furnishings, supplies)? 3 most
2a Little
_jnone
In the last month, how much time did you spend itpevenaf'dayb T1-04
fixing or changing things conmected with your s a day on 40
home (roof, redecorating, yard work, plumbing) 2an houn on 40
or car? | hone
About how many hours per day do you usually _ﬁmone than 3 11-05
spend preparing meals for the household? _3_7 to 3 hours
2an houn on Less
) hone
Did __ affect your work in the home? & greatly Amproved 4% 20-14
¢ Amproved L%
8 no effect
made AL worse
4_made it much wonse
These questions concern looking for a job. Even if you are not looking for a job,
the questions ask about how you would feel.
Do you feel you have any of the responsibility o214 12-01
for getting an income for your household? qho
r’—(ff ”yes")
!
| How good urn impression do you feel you would make :ﬁye&y good 12-02
in a job interview? =lgood
_8_])00}2.
qverny jaleloxt
How serious are any emotional problems you may very Aemdiouws 12-03
have which would make it hard for you to find 3 pretty serious
work? 2 4 Laghtly senioud
_pnot at all serious
How comfortable do you feel going out to look thompﬂeteﬂg 12-04
for a job? :Lguite
i»ﬂO-t et atil
How hard is it for you to stick to a job when :tpan't do £t at all 12-05
it becomes unpleasant or boring or stressful? 3 veny hard
g a Little hard
_Lnot at all hard
If you had a chance to get more job training, lﬁnot intenested 12-0¢
how willing would you be to get it? jléfighiﬂy willing
2 hainly willing
g veny willing

Tulv 1079



9 89

itow comfortable do you feel working with other Yot at all compor table 12-07
j\()ﬂ\’)](‘? _3 6('(("(8{!

2 quede

1 completely
This r,';ur.‘tth;n Lyt apout activities that you mone than 3 12-08
espoially enjoi. Please name some of your 5_2 on 3
hobbies and special interests. aone

'LVL(‘HL’
Please name some ol the ways you would Took _gmore Than 3 1Z2-09
for a job. 32 013

aone

) hone
Did _________ make a difference in how easy it smade £t much easien 20-15

would be for you to get a job? made Lt easien

3ho effect
z_made it handen
_pmade it much harden

ese quaations ask about your work on the job.

Are you employed? Y full-time 13-01

2 Annegulanly
_jnot employed

~(If employed)

In the last month, how much time did you miss _n,t_aeve}uz,?, days 13-02
from work? 3a day on wo
: 2 an hour on A0
[ hone

In the last month, how much difficulty did you 4a great deal 13-03
have in doing your work? wquite a bit
2a Little

_LVIO ne.

How did you feel about the quality of the work verny good 13-04
you did? , 3 good

2 bad

) very bad

How much conllict have you had with people a gheat deak 13-05
while you were working? 3 quite a bit :
2a Little
&L_VL(H'IQ

How interesting is your work? 4Hverny internesting 13-06
3 modenately
2 sightly
| At's boring

“Tn meneral, how much do you like your job? o neally Like 4t 13-07
el S ¥
2don' T Like 4%
) hate it

In the last month, how many times did people more than 3 times ‘ 1308
complain about your work? &2 on 3 times
once
| hot at all
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say good things about your school work?

,3_2 on 3 times
onee
_L_not at all

10 90
Tn the past manth, how many Cimes did people meve thae 5 tdmes 13-09
sy pood thilngs about your work? 32 01 3 times
2 once
[ net at al!
Did o ——_ atfect the way your job went &q'wat@u (mproved Lt 20-16
last month? _iimpnoved it
3ne effect
2 made {t wornse
{ made {f much worse
wree questions are about how things are going at school.
Are you enrolled in school, night classes, job A full-Lime 14-01
training, etc.? 3 halg-Ltime
2 Less than Y Lime
__L!’l()
How many hours did you spend in any other informal 20+ hous 14-02
studying, reading for job promotion, correspondence 38-20 hows
courses, home extension, etc.? 21-7 hours
| none
—(If evrolled in school)
In the last week, how many classes have you missed j‘_aLE week 14-03
from school? 3 a day or 40
20ne or two classes
_[_none
In the last week, how well have you kept up _4completely 14-04
with vour school work? 3 quite welk
2 fainly well
ot at atk
How satisfied are you with the work you did for Yerny satisfied 14-05
your classes last week? 3 quite
2a Little
) not at all
in the last week, how many times have you had #more than 3 times 14-06
problems with people at school? 32 on 3 Limes
once
_L_VLOYLQ
In the last week, how interesting was your #uery interesting 14-07
school work? ' 3 moderately
258ighthy
’ J_VlCLL‘ at alk
| In general, how much do you like being in o neally Like 4% 14-08
school? 3 Like £
gdon't Like L
| hate it
In the last week, how many times did anyone j_mone. thon 3 times 14-09
i complain about your school work? 3 7 or 3 times
20nce
Jnot at all
in the Jast week, how many times did anyone imo&e than 3 times 14-10

Oy
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pid heln vou get into, or back into, SSHes . 3p=1%
r Famy in, mdhonll | he
Did  affect the way school has gone Syneatly improved <t 20-18
for you? _lf_im;m(Jued i1

_3no efject

2made {& wonse
_tmade {t much wonse

ene questions ask about some of the ways you spend your time when you are not working
the Jjob, at home, or at school,

In the last week, how much time did you snend 20+ howvs 15-01
actively participating in recreation and 356-20 houwns
sports? 21-7 hours
_L_VIOVLQ
In the last week, how much time did you spend _‘t20+ hours 15=02
on vour hobhies (or creative pursuits, e.g., 3 8-20 howns
music)? 21=7 houna
. _1_710”2
Of the TV watching you did last week, how much 20+ houns 15=83
time did you spend on really interesting programs? 8 §-70 hourns
Fi- houts
_p none ONA
In the last week, how much time &id you spend 420+ hours 15-04
window shopping? 3 8-20 houns
: 21-7 houns
_I_VIOVI.Q
Volunteer work is anything you do for someone :£20+ houns 15-C5
else, on a fairly regular basis, that you don't 8 8-20 hows
get paid for. 1In the last week, how much time 21-7 houns
did you spend on volunteer work? | none
Not counting any time for which you were paid, 20+ hours 15-06
how much time did you pass which you felt was 8-20 houns
boring and useless? 21-7 houns
i_nOVlQ
Regarding the activities we've just talked Smade 4t much mone Aatisfactory 20-19
about, did affect how you spend _tmade Lt mone satisfactony
your time? _&no effect

2 made (& Less satisfactory
 made it much Less satisfactony

ese questions are about any contact you, personally, may have had with police,

surts, ete., in the last month. We are not interested in any wrong-doing--only

1 controt with legal agencies.

Have you had any contact with legal agencies? Pz 16-01
J R

~(If "yes”, what kind of contact did you lhave in each of the following areas...)

Traffic-related _._?_,_ycz.s 16-02
: J_VLO

Drug-related LYCh 16-03
_LVIO
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Alcohol-reliated Ayes 16-04
_L_Vl()
“Vielence—related 24eb 16-05
‘L—n(}
Thel t-related AYes 16-06
o
Civil action (being sued) 24¢eb 16-07
jno
Commitment hearing (regarding 24es 16-08
vour mental health) { no
: 20-20
pid _~ affect any of your legal S greatly reduced them
difficulties? 4 neduced zhem
3no egpect
2 incnreased them
1 greatly increased them
hese _questions are about drinking alcoholie beverages. »
Have you had anything alcoholic to drink in Ayes 17-01
the last month? Qo
—(If "yas")
Pecple sometimes have problems with using alcohol. The following questions ask
about problems you may have had with aleohol in the last month.
-Have you had problems with “{'_U?jul Aevene Fa fav 17-02
controlling your driuking? 3a Lot _{ hone
Problems with controlling your Yveny sevene 2a few 17-03
hehavior because of drinking? 3d Lot . _{ nhone
Problems with your feelings (guilt, _‘tue)ty sevene 240 few 17-04
anger, depression) because of drink- ma Lot _{hone
ing?
Problems with your health because of __ll-_veluj sdevere 2a fow 17-05
drinking? ' 3a fox | none
Probl('ems'with your parents because # veny severe 20 few o NA 17-06
of drinking? 3a kot _{_hone e
Problems with your friends because Yveny severe 20 few NA 17-07
of drinking? sa Lot _{none L
Problems with your spouse because dveny severe 24 few NA 17-08
of drinking? sa Lot | hone o
Problems with your children because iveng Aevene 24 gew NA 17-09
of drinking? wsa Lot qnone L
Problems with your job or school #veny sevenre 20 few 17-10
becanse of drinking? 3a Lot [ hone
Problems with your other activities — #very severe 24 few 17-11
because of drinking? sa Lot | hone
pid affect any problems _ggnewtﬁg neduced them 20-21

neduced them
3 ho effect
2 <ncreased them
| greatly Anereased them
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sac questions are about drugs.

Have you used any drugs oY medication of any kind,  Z2Ueb 18-01
including prescription, over—-the-counter, and Jnho
street drugs in the last month?

(If "yes")

Voo le somotimes have rroblems with the use of drugs or medications. The following
guestions asx about prublems you may have had with drugs in the last month.

Have you had problems with 4 veny severe 2a few 18-02
cortrolling veur use of drugs? ga Lot | none
troblems with controlling your qeny severe 24 6@0 18-03
behavic: because of drug use? ga Lot _jnone
Problems with your feelings (guilt, vy sevenre aa few 18-04
anger, depression) because of drugs? 34a Lot _J none
Problems witn vour health because of Y veiy severe 20 few 18-05
drug use”? 3a Lot _( hone
Probre—;:;‘x}?’yﬁoﬁgza;e;;ts because of iumq sevene 20 how O NA 18-06
drug use? 3a Lot _gnone
Problems with your friends because of & very sevene xa few QNA 18-07
drug use? 5a fot _| hone
Problems with your spouse because of _tj_veﬂ.q Aevene 2a few o NA 18-08
dreg use? 3a Lot | none =
Problems with vour children because 4 venry sevine 2a few 18-09
of drug use? 3a Lot { hone _Q_NA
Problems with your job or school § very sevene 240 few 18-10
because of drug use? sa Lot _ghone
Problems with your other activities — gvery severe 2a few 18-11
because of drug use? ga Lot 4 hone
Did .. . affect any problems you ig.nea,tﬁy neduced them - 20-22
you may have had with drug use? ’qc_neduced them

ne epfect

2 increased them
| gheatly increased fthem

T By o e s 4 2 i« o——— b s 41\ o

-

S o the following apportunities crict where you live. These questions ask which
o1 have wcal in the last month.

Lyes  done 19-01
OIMOAG, St poolds., e, )
TTn The tres. bowling alleys, and nther EXTIRE T15-07]
ep- vt inment ?
T e e e TS T T
o Wil BTUBET 2 % o s 8 W muie w 5 o5 v ow oag.d %LU _§A0 19-04
ity PRS- Bt s M ow omdls s v o o L2006 _(BO 19—0"53
T R R W BT B 19-06
MUsSeUmS? o« « « « o s o+ e s 4 e = 4 & e 8 e = 2yes  {no 19—07j
HeTEaTm? o oo » 2 w2 « « F o & y o = @ & &0 & o2 HEE _(no 19-04
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‘ood stamps? o . . . . 5 A-4es I we 15-09
jocial Security? o - P L | ho 19-10
sublic transportation (buses, etc.)? . y . S | ne 19-11
sqlvation Army or other hostel and meal
services? o e e e e e e 2105 | ne 19-1
Countv health department? Y 2408 | no T9-T7
Family planning? . « .o . 24yes [ no 19=1a
Alcohol and drug abuse programs? . . . . . . GLYes { no 19-13
Lhildren's services? . . ; . Q2yes ]no 19-16
State hospital? . . . N 2yes | no 19-17
Counseling/guidance services (doctor, -
church, etc.}? o B m 2yes _Ino 19-18
University health service (speech, hearing,
etc.)? 5 ) ey o B e g =l 2yes | Ko 19-19
Single Parents' Club? . S ; . g2yest  (no 19-290
Weight Watchers? . . . ¢ PR : 2uyes [ no 19-21
Alcoholics Anonymous? o % 9. - . Y2 (no 19-22
Big Brother or other "buddy" programs? . 2yes [ no 19-23
Legal Aid? . . . . . 2 A g ¥ s 5 2 !/eh { ho 19-24
County Juvenile Department? Srrre Bk : AAAgngA [ no 19-25
Advocate groups (tenants' association,
Consumers' Protection, Civil Liberties,
Women's Rights, etc.)? ? b B P . Ryes _fno 19-26
Vocational Rehabilitation? . P 2Yyes  {no 19-27
Oregon State Employment Service? . . . @ . 2Yyes o 19-28
Manpower Development and Training? . A:éyeb [ no 19-29
Sheltered Workshop? . o - Y g . gyes | no 13-30
Private employment counseling/placement
Berwitkbals |} s 8 8w s : S2Yyes [ no 19-31
Community college? . . : 3 9 e 2yes (o 19-32
Night school? . . « « « . F R 2Yes _{no 19-33
University classes? . 3 2 2.4es _{no 19-34
__Ennrinuing educaton? . . P . o2yes | no 19-35
. Business or vocational school? . . . . 5 . 2yes | no 19-36
Public school? . . . . . . . Qgyes [ no 19-37
Experimental college? a e 2o . ;:zyeA _{ no 19-38
Special interest groups (e.g., science
fiction society)? . 2 24eh | no 19-39
o g Syes  { no 19-40
o (e 24es | no T9-4T
o o Z . . g2Yesr | no 19-42
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n counselon may have done some 04 the things Listed below. These questions ask how
pful you feel these things wene. -
v ]
| your counselor listen to you? [No = 0] % h?@%gﬁﬁpéuﬂ 214
)yid listening have an effect?[No = 3] 3 no effect o NA
las listening helpful or harmful? Feomiduk =
lelpful = 4 or Very Helpful = 5 2. h ul
{armful = 2 or Very Harmful = 4 4 very haumg
21-
1 your counselor care about you? [No = 0] —15—' zﬁyéﬁiﬂpﬂd 21-02
yid caring have an effect?[No = 3] e ng effect o NA
Jas caring about you helpful or harmful? _Ea/unﬁu,ﬁ Sl
i~1pful = 4 or Very Helpful = 5 =z e
jarmful = 2 or Very Harmful = 1 L vy hasung
21-
1 your counselor encourage you? [No = 0] —i zgﬁgﬁffé&péu’z 63
Did encouraging you have an effect?{No = 3] 2 no efdect B NA
Was encouraging you helpful or harmful? Mﬁuﬁ
Helpful = 4 or Very Helpful = 5 2. W)
Harmful = 2 or Very Harmful =1 /_ very haamg
d your counselor tell you about things (jobs, community & very hefpgul 21-04
rvices, relating to people, how one's mind works)? 4 helpful
p; = 0] ; no effect _© NA
Did telling you about things have an effect? [No = 3] z ful
Was telling you helpful or harmful? Helpful = 4 or Very / very hanmgul
Helpful = 5 Harmful = 2 or Very Harmful = 1 v T
) v =
d your counselor attempt to calm your worries? [No = 0] —% hdgﬁuli P8
Did calming your worries have an ‘effect? [No = 3] — ano effect o NA
Was attempting to calm your worries helpful or harmful? “hamful =
Helpful = 4 or Very Helpful = 5 —':— very hamgul
Harmful = 2 or Very Harmful = 1 - T
d your couselor set limits for you? [No = 0] 2 }i&ng P B8
Did setting limits have an effect? [No = 3] =2 no effect o NA
Was setting limits helpful or harmful? .:L_%a)‘lmﬁu,z -
Helpful = 4 or Very Helpful = 5 = very hanmful
Harnful = 2 or Very Harmful = 1 L Y ' g
‘f no counselor, mark NA = 0] AT
? v : 22~
d your counselor have an effect on your problem? [No =3] = hﬁgéﬁ%@pﬁu 01
15 the counselor helpful or harmful ? ia nIg effect o NA
Helpful = 4 or Very Helpful = 5 2 hanful =
Harmful = 2 or Very Harmful = 1 z very hamful
22-0
If no friends, mark NA = 0] _?/: Zg/}égézﬂdpéu £
id friends have an effect on problem? [No = 3] - Vl’g effect o NA
Was it helpful or harmful? _%a)ml ok e
Helpful = 4 or Very Helpful =5 2 haung
Harmful = 2 or Very Harmful =1 | veny hanmgul -
2L
id you receive medications supplied by ? [No = 0] 1 z%yéﬁ%ﬁpﬂuﬂ el
Did medications have an effect on the problem? [No = 3] L. n)g e fect o NA
Were the medications helpful or harmful? 2 ful ==
Helpful = 4 or Very Helpful = 5 = ;
Harmful = 2 or Very Harmful = 1 4 e ” fut
o you have any religious associations? [No = 0] ’i; Zggéfpéd Z2=1a
Did religious associations effect your problem? [No = 3] S nlg edfect o NA
. Were religious associations helpful or harmful? Tl =
Helpful = 4 or Very Helpful = 5 = §
Harmful = 2 or Very Harmful = 1 4 very hawmful
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Did you have a counselor in other programs or a prlvate ii veny hQEpéuE 22-05
counselor? [No = 0] 4 helpgul
- Did other counsclor(s) have an effect? 3 ne effect O NA
- Were other counselor(s) helpful or harmful? 2 hanmgul
Helpful or Very Helpful? Harmful or Very Harmful? =, very harmgul
Did the passing of time have an effect on the problem? & veny helpjul 22-06
[No = 3] "4 helpfuk
- Was the passing of time helful or harmful? 2 no effect
Helpful = 4 or Very Helpful = 5 2 haumful
Harmful = 2 or Very Harmful =1 /_veny haumpul
Did you '"drop in" to ? [No= 0] & very helpgul 22-07
- Did "dropping in" have an effect on the problenp? [No= 3] 4 helpful
- Was "dropping in' helpful or harmful? 3 no effect o NA
Helpful = 4 or Very Helpful = 5 & hamful
Harmful = 2 or Very Harmful = 1 ya V?le harmgul
v helpful
Did keeping busy have an effect on the problem? fg:hgzgﬁuzzpn 22-08
[No = 3] e
- Was keeping busy helpful or harmful? 3 noéigéeCt
Helpful = 4 or Very Helpful = 5 e ) wl
Harmful = 2 or Very Harmful = 1 £ Y . 6
Did being with people have an effect on the problem? %? ze&géuﬁﬂpﬁuﬁ 22-09
[No = 3] T 3 no effect
- Was being with people helpful or harmful? a/‘? 6&26
Helpful = 4 or Very Helpful = 5 ~ very haamful
Harmful = 2 or Very Harmfwnl =1
Did you do physical activity? [No = 0] & very helpgul 22-10
- Did the activity have any effect on the problem? [No=3] o hedLpgul
- Was the activity helpful or harmful? 3 no effect o NA
Helpful = 4 or Very Helpful = 5 a 6u,@
Harmful = 2 or Very Harmful = ; veny hanmgul
verny helpful
If no family, mark NA = 0] i hd}gﬁuﬂ Pé 22-11
Did your family have an effect on the problem? [No = 3] g no effect o NA
- Was the effect helpful or harmful 2 haamful =
Helpful = 4 or Very Helpful = 5 = very harmful
Harmful = 2 or Very Harmful = ==
Did you attend group meetings at ? [No = 0] & very helpful 22-12
- Did the group meetings have an effect? [No = 3] o heﬂpéw@
- Was the effect helpful or harmful? 3 no effect g NA
Helpful = 4 or Very Helpful = 5 2 hamful
Harmful = 2 or Very Harmful = 1 ) very hanmgul
[If no family doctor, mark NA = 0] & very helpgul 22-13
Did the family doctor have an effect on the problem? [No=3] 4 helpful
- Was the effect helpful or harmful? 3 no effect 0 NA
Helpful = 4 or Very Helpful = 5 _:Q_Ta/unéul
Harmful = 2 or Very Harmful =1 ] very hammgul
v h ul
Was there anything else that had an effect? -i; hi%gﬁuigpé 22-14
[No = 0. If yes, write it down.] - o NA
e bl ok bt 2 e ©
Eopan = g AR e S 7] very hanmful
Harmful = 2 or Very Harmful =1 A 4 g

y 1343
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B il ions aetk abond the serpioe yoan receioed al .

1id you have any difficulty finding out about 7 ég¢ﬂ% _LHU 23-01
)id vou have any difficulty getting into _ ? 2yes | no 23-02
then you came to the program, did the receptionist make you o2 yeb | no 23-~03
‘eel comfortable?

Jas the waiting room satisfactory--its comfort, privateness, _2Y¢s _[no 23-04
juietness, etc.?

Jas your first contact with a counselor satisfactory (when 2 Yes [ no 23-05
vou discussed why you had come, etc.)?

Was your counselor's attitude toward you satisfactory? 2yes _Jno 23-06
[1f no medications, mark NA = 0. If yes, then ask:] 2yes _|no 23-07
Wdas the process of getting medications satisfactory?

Was vour counselor accessible to you--could you get to 2yes _{nc 23~US
vour counselor when you needed to?
[1f there was no individual counseling, mark NA = 0. L yes _Jno 23-09
If yes, ask:]
were the individual counseling sessions with your counselor
satisfactory?
[If there were no group sessions, mark NA = 0. If yes, ask:] 2Yes | ne Z=g T

We?e the group sessions you had with counselors and other
clients satisfactory?

July 1979
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Did you have any trouble with appointments because of 2 Yes JLnO 23-11
distance or time of the appointment, etc.?
Was the attitude of staff toward you, as a client, 2 Yyes _Lno 23-12
satisfactory? '
[If interviewee is still participating in program, mark o2-Yeb JLnO 23-13
Ni = 0. 1If not participating ask:]
Was the decision to'end your participation in the program
at made in a satisfactory way?
Are you satisfied with the way you are (were) charged? 2yes _Jno 73-14
Did you get the kind of service you wanted? a2 yes _lno 23-15
If you were to seek help again, would you go back to 2yes | no 23-16
?
Do you have any comments, criticisms, or suggestiohs about ?
Adyes t no

July 1979
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Spouse Role Adjustment
A. Basic Needs

Satisfaction (5 items)
Items 24-01 to 24-05 on p.l

Performance (5 items)
Items 24-37 to 24-41 on p.4

Combined (10 items)
Items 24-01 to 24-05, 24-37 to

B. Saféty Needs

Satisfaction (7 items)
Items 24-06 to 24-12 on pp.l,2

Performance (7 items)
Items 24-42 to 24-4% on pp.4,5

Combined (14 items)
Items 24-06 to 24-12, 24-42 to

C. Affiliation Needs

Satisfaction (l4 items)
Items 24-13 to 24-26 on pp.2,3

Performance (14 items)
Items 24-49 to 24-62 on pp.5,6

Combined (28 items)
Items 24-13 to 24-26, 24-49 to

D. Esteem Needs

Satisfaction (5 items)
Items 24-27 to 24-31 on p.3

Performance (5 items)
Items 24-63 to 24-67 on pp.6,7

Combined (10 items)
Items 24-27 to 24-31, 24-63 to

E. Autonomy Needs

Satisfaction (4 items)
Items 24-32 to 24-35 on pp.3,4

Performance (4 items)
Items 24-68 to 24-~71 on p.7

Combined (8 items)

Scale Composition

24-41 on pp.l,4

24-48 on pp.1,2,4,5

24-62 on pp.2,3,5,6

24~67 on pp.3,6,7

Ttems 24-32 to 24-35, 24-68 to 24-71 on pp.3,4,7
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sLightly Zense

In the last month, how well did your spouse keep &4 very well 0 NA 24-01
up with his/her share of household chores? 3 weld T

_2 poorky

_1 very poonly
In the last month, how satisfied were you 4 veny satisgdied 24-02
with the division of household chores like _3 datisgied
cooking, cleaning, house repair, yardwork, 2 dissatisfded
laundry, etc.? 1 veny dissatigied
In the last month, how satisfied were you with 4 very satisfded 24-03
the amount of money your spouse brought in? 3 satisfdied

_Ld,{')sl.sa,t{'/sﬁéed

1 very dissatisgdled
In the last month, how satisfied have you been 4 very satisgied 24~04
withk the way your spouse generally managed 3 satisfded
family money? 2 dissatisgied

1 verny dissatisgied
In the last month, how well were your sexual 4 veny well 24-05
needs satisfied by your spouse? 3 well

2 poonty

1 veny poorly
In the last month, how afraid were you that 4 very agraid 24-06
your spouse was going to physically hurt you? 3 quite afraid

2 slightly agraid

1 not at all afraid
In the last month, how often have you felt 4 all the time 24-07
your spouse placed you in a dangerous position g often
(e.g., driving dangerously, ignoring safety 2 several times
measures, not locking doors, provoking others, 1 none of the time
etc.)?
In the last month, how reliable was your 4 very neliable 24-08
spouse toward you? 3 quite nreliable

2 sbightly neliable

1 not at all neliable
In the last month, how comforting was 4 veny comgorting 24-09
your spouse toward you? ‘3 quite comforting

2 sLightly comfornting

1 not at all comforting
In the last month, how quarrelsome was _4 veny quarrelsome 24-10
your spouse toward you? _3 quite quatiels ome

2 slughtty quarrelsome

_1 not at all quarrelsome
In the last month, how temse did your 4 very tense 24-11
spouse seem toward you? 3 quite tense

2

A

not at atl tense



with you?
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In the last month, how frustrated did your 4 very frusthated 24-12
spouse seem to be with you? 3 quite frustrated
2 sghtty frustrated
1 not at all frustrated
In the last month, how affectionate has 4 verny afgectionate 24-13
your spouse been to you? 3 quite affectionate
"2 slightly affectionate
1 not at all affecticnate
In the last month, how much of his/her 4 almost alk 24-14
free time did your spouse spend with you? 3 about halg
2 veny Little
1 none
In the last month, how well did your spouse 4 very well 24-15
seem to understand you and things you said? 3 welk
2 poorly
1 very poorly
In the last month, how much did your spouse 4 a great deal 24-16
talk with you about your sexual relationship? 3 quite a bit
2 a Litthe
1 not at alk
In the last month, how much did you enjoy 4 a great deal 24-17
your spouse's company? 3 quite a bit
2 a Little
1 not at alt
In the last month, how much did your spouse 4 a great deal 24-18
talk with you about things you are interested i | quite a bit
in? 2 a Little
1 not at all
In the last month, how loving was your spouse _4 very Rovdng 24-19
toward you? _3 quite Loving
_2 sightly Loving
“1 not at atl Lovding
In the last month, how irritable was your _4 very Oyvi/tabf.e 24-20
spouse toward you? _3 quite Uvz,('.»ta.f?ﬂe
2 sLightly iwnitable
1 not at atl iwitable
In the last month, how impatient was your _4 very dmpatient 24-21
spouse with you? _3 qudite Ampatient
“2 sbightly dimpatient
1 not at all impatient
In the last month, how angry was your spouse _4 very angry 24-22
3
7
1

quite angry
slightly anghy
not at atl angry
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How many of your spouse's friends are your _3 moxre than 1'd Like 24-23
friends as well? 2 as many as 1'd Like

1 Less than 1'd Like
In the last month, how much of your spouse's _3 mone than‘I’d Like 24-24
social activity have you shared in? 2 as much as 1'd Like

1 Less than 1'd Like
In the last month, how many of your spouse's _3 mone than 1'd Like 24-25
hobbies or special interests have you shared _2 a5 many ab 1'd 2Zike
in? _1 Less than 1'd Like
In the last month, how much has your spouse 4 a great deat 24-26
seemed to withdraw, sulk, or deliberately 3 quite a bit
avoid speaking to you? 2 a Little

1 none
In the last month, how often did your spouse _4 all the time 24-27
seem to go out of his/her way to be nice to 3 often
you? 2 several Limes

1 never
In the last month, how much respect did 4 oa gneat'deaﬂ . 24-28
you feel your spouse showed toward you? _§_qu£te 4 bld

2 a bittle

_1 none
In the last month, how good did your spouse _4 very good 24-29
make you feel? 3 qudte good

"2 slightly goed

1 not at all good
In the last month, how much of the family _ﬁ_aﬁmoét atl 24-30
decision-making did you have a part in? ~3 about half

_2 very Litile

_1 none
In the last month, has your spouse been _4 a great deal 24-31
insulting and unpleasant to you? 3 quite a bit

2 a Bitite

_1 not at alk
In the last month, how free did you feel to _4 veny free 24-32
do the things you want, without your spouse? 3 quite gree

2 sLightly gnree

“1 not at all gree
How many of your friendships are dependent. _4 all most atl 24-33
on your spouse? —3 about hatf

_2 veny few

~1 hone



toward your spouse?

|l ol >

quite neliable
sLightly neliable
not dit all reliable
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In the last month, how much did you go out _4 a great deak 24-34
without your spouse? 3 quite a bit
2 a Little
1 none
In the last month, how many of your hobbies _4 almost all 24-35
or interests were dependent upon your _3 about half
spouse? _2 very few
"1 none
In the last month, was your spouse an _4 veny dnternesting 24-36
interesting person to be with? _3 quite interesting
2 sRightly 4interesting
_1 not at all interesting
In the last month, how well did you keep _4 veny weld 0 NA 24-37
up with your share of household chores? 3 well
_2 poorky
_1 very poorly
. In the last month, how satisfied in general _4 very satisfied 24-38
was your spouse with the division of house- _3 satisgded
hold chores like cooking, cleaning, house 2 dissatisgied
repair, yardwork, laundry, etc.? _1 veny dissatisfded
In the last month, how satisfied was your 4 very satisfded 24-39
spouse with the amount of money you brought 3 satisgied
in? 2 dissatisgied
1 very dissatisfied
In the last month, how satisfied has your 4 veny satisgied 24-40
spouse been with the way you generally 3 éqﬁAéLed
managed family money? ’ ) dxzs/sa,t(‘,bﬁmd
1 very dissatisfied
In the last month, how well did you seem _4 very well 24-41
to satisfy your spouse's sexual needs? 3 well
_2 poorly
_1 very poorly
In the last month, how afraid did your _4 veny apraid 2442
spouse seem to be that you were going _3 quite agradid
to physically hurt him/her? 2 slightly afriad
_1 not at all agraid
In the last month, how often have you _4 all the time 24-43
placed your spouse in a dangerous position 3 often
(e.g., driving dangerously, ignoring safety _2 several Limes
measures, not locking doors, provoking _1 none of the time
others, etc.)?
In the last month, how reliable were you very neliable 24-44



your spouse?

quite Loving
sLightly Loving
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In the last month, how comforting were you _4 very comforting 24-45
toward your spouse? 3 quite comfonting
2 sbightty comforting
1 not at all comforting
In the last month, how quarrelsome were you _4 veny quarnnelsome 24-46
toward your spouse? _3 quite quamnnelsome
_2 slightly quarrelsome
_1 not at all quarrelsome
In the last month, how tense were you _4 verny Lense 24=47
toward your spouse? 3 quite Zense
"2 slightty Zense
1 not at all fense
In the last month, how frustrated were you 4 veny 6nuétnazed 24-48
with your spouse? 3 quite frustrated
“2 slightly grustrated
"1 not at all frustrated
In the last month, how affectionate were you _4 very agfectionate 24-49
to your spouse? _3 quite afgectionate
~2 sLightly affectionate
1 not at all affectionate
In the last month, how much of your free _ﬁ_aﬁmoét all 24-50
time did you spend with your spouse? ~3 about half
2 very Little
"1 none
In the last month, how well did you under- _4 very well 24-51
stand your spouse and things he/she said? 3 well
: _2 poorly
1 veny poorty
In the last month, how much did you talk _4 a great deal 24-52
with your spouse about your sexual _g_quite a bit
relationship? iR Litthe
1 not at all
In the last month, how much did your spouse _4 a great deal 24-53
seem to enjoy your company? "3 quite a bit
: 2 a tittle
1 not at all
In the last month, how much did you talk _4 a great deal 24-54
with your spouse about things he/she is _é_quiie a bit
interested in? 2 a Little
_1 not at all
In the last month, how loving were you toward _4 verny Loving 24-55
3
2
i

not at all Loving
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In the last month, howirritable were you 4 veny innitable 24-56
toward your spouse? 3 quite innitable

"7 slightly initable

T not at all innitable

In the last month, how impatient were you 4 very dmpatient 24-57
with your spouse? 3 quite dmpatient

"2 slightly dmpatient

1 not at all dmpatient
In the last month, how angry were _4 veay anghy 24-58
you with your spouse? 3 quite angry

_2 slightly anghy

1 net at all angry
How many of your friends are your spouse's 3 mexe fhan 1'd ke 24-59
friends as well? "2 ar maiy as 1'd Like

"1 Less than 1'd Like
In the last month, how much of your social Ll than 1'd Like 24-60
activity has your spouse shared in? —2 as much as I'd &ike

"1 Less than 1'd Like
In the last month, how many of your hobbies _3 moAe han 1'd Like 24-61
or special interests has your spouse shared & as much as 1'd £ike
in? : 1 gess rhan T'd Like
In the last month, how much have you with- ;ﬁ_a great deal 24~62
drawn, sulked, or deliberately avoided 3 quite a bit
speaking to your spouse? 2 a {ttle

1 nene
In the last month, how often did you go out 4 afd the Lime 24-63
of your way to be nice to your spouse? _i_oéien

2 several times

1 nevex
In the last month, how much respect did _4 a great deal 24-64
you show for your spouse? 3 quite a oLt

2 a tittle

_1 nene
In the last month, how good did you seem 4 very goed 24-65
to make your spouse feel about him/herself? "3 quite good

“ slightiy good
"1 net at all geod

In the last month, how much of the family _A_atmobt abl 24-66
decision-making did your spouse have a part _ 3 about half
in? o very bittle

o]k none



Page 7 ‘ 107

In the last month, have you been insulting 4 a great deal 24-67
and unpleasant to your spouse? T3 quite a bit

2 a Little

_1 not at all
In the last month, how free did your spouse 4 veny gree 24-68
seem to feel to do things he/she wanted, "3 quite gree
without you? _2 slightly free

_1 not at all free
How many of your spouse's friendships are 4 abmost abl 24-69
dependent on you? "3 about half

2 veny few

1 none
In the last month, how much did your spouse 4 a great deal 24-70
go out without you? "3 quite a bit

"2 a Little

"1 none
In the last month, how many of your spouse's 4 almost atbk 24-~71
hobbies or interests were dependent on you? ~3 about half

; _2 very few

_1_ none
In the last month, were you an interesting _4 veny interesiing 24-72
person for your spouse to be with? 3 quite 4interesting

_2 slightly interesting

_1 not at all Ainteresting

How many times have you been married? 24-73
(enter actual number)

What is your annual household income? 24-74
00 = $0-499 Y475
01 = $500-1,499
02 = $1,500-2,499
03 = $2,500-3,499
04 = $3,500-4,499
05 = $4,500-5,499
06 = $5,500-6,499
07 = $6,500-7,499
08 = $7,500-8,499
09 = $8,500-9,499
10 = $9,500-10,499

and so on
99 = $98,500 and above
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How would you evaluate your relationship in your own words?

Describe the problem which brought you to the mental health program?
What did you hope would result from going to the program?

What happened to.you at the program?

What difference did the program make to your relationship?

108

24-76

24-77

24-78

24-79

24-80
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Yamhill County Mental Health Program
consent Form for OQLQ
Intake Interview

I, ‘ , herewith agree to serve as a subject in the
investigation named, “An Evaluation of the Effects of Conjoint Therapy and
Individual Therapy on Spouse Role Adjustment” by Nancy L. Price under the
supervision of Dr. Florence Hardesty. The investigation aims at comparing
quality of life and more specifically spouse role adjustment before and after
treatment. The procedures to which I will be subjected are an interview before
and after treatment which will focus on questions regarding:

How 1 am feeling.

How I am getting along with family and friends.

How work is going.

Whether I am haviﬁg any difficulties with alcohol and
drugs.

Whether I have had any recent contact with the law.

Participation in this interview is completely voluntary.

I understand I am free to refuse to answer any guestion
I do not wish to.

I understand that I can stop the interview if I wish.

Withdrawal from participation in the study at any time
will have no effect on my relationship with or treatment
at the Yamhill County Mental Health Program.

The information obtained will be kept confidential and
will not become part of my mental. health center record.

Anonymity will be ensured by the use of code numpers.

Information will not be released to anyone for any other
purpose. ‘

I may benefit from these procedures by becoming more aware of my social adjust-
ment. There are no risks for me. Nancy pPrice has offered to answer any questions

I might have about my participation in this study.

.——-———.___._-_...———__—____.——._————_————_——.——_—-_—_————————.-———_—_—_—_..._..

I have read or listened to the above information regarding the
interview and I am willing to proceed with the interview.

I give my permission to allow the information collected in this
interview to be used for research purposes only.

Date:

Signature:

{(Witness)
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Yamhill County Mental Health Program
Consent Form for OQLQ
Follow-up Interview

p = , herewith agree to serve as a subject in the
investigation named, "An Evaluation of the Effects of Conjoint Therapy and
Individual Therapy on Spouse Role Adjustment" by Nancy L. Price under the
supervision of Dr. Florence Hardesty. The investigation aims at comparing
quality of life and more specifically spouse role adjustment before and after
treatment. The procedures to which I will be subjected are an interview before
and after treatment which will focus on questions regarding:

How I am feeling.
How I am getting along with my family and friends.

Whether the services helped me.

How work is going.

Whether I am having any difficulties with alcohol and
drugs.

Whether I have had any recent contact with the law.

Participation in this interview is completely voluntary.

-1 understand I am free to refuse to answer any guestion
I do not wish to.

I understand that I can stop the interview if I wish.

Withdrawal from participation in the study at any time
will have no effect on my relationship with or treatment
at the Yamhill County Mental Health Program.

The information obtained will be kept confidential and
will not become part of my mental health center record.

Anonymity will be ensured by the use of code numbers.

Information will not be released to anyone for any other
purpose.

I may benefit from these procedures by becoming more aware of my social adjust-
ment. There are no risks for me. Nancy Price has offered to answer any questions
I might have about my participation in this study.

_-._.—_.___—___—_.___———-—————_——_—__.—_—.———_——-.————-————————_-—.————_———.

I have read or listened to the above information regarding the
interview and I am willing to proceed with the interview.

I give my permission to allow the information collected in this
interview to be used for research purposes only.

Date:

Sigpatures:
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Most mental health centers offer therapies to foster better marital
and family relations. Centers must become accountable to discriminate
between therapy programs having unexpected and undesirable consequences,
and those which are, indeed, helpful. The present study follows on a
previous evaluation research project which showed a significant decrease
in marital adjustment after therapy. This negative finding may be explain-
ed by a number of factors. First, changes experienced by clients in
individual therapy may have caused difficulty in the marriage. Second,
the instrument may fail to measure important aspects of marital adjust-
ment which may have improved. Third, marital adjustment may have “gotten
worse before it got better".

To explore these possibilities, the present study was an effort to
evaluate comparatively the effects of conjoint therapy and individual

therapy on clients’ quality of 1ife. This study was also an effort to

broaden the conceptualization of spouse role adjustment and to develop a



more complete spouse role scale. In addition a longer follow-up interval
was used to determine if the individuals had "worked through" the inter-
mediate stage of therapy to an improved level of adjustment.

This study used a naturalistic, separate sample, pre-post therapy
comparative group design. Sixty subjects with marital and/or family
problems were selected from different cohorts at different time periods
from a mental health center's population. Data was collected by a
structured interview using the Oregon Quality of Life Questionnaire and
a newly developed Spouse Role Adjustment Scale, which are based on
Maslow's theory of needs. Both instruments are reliable and have content
validity. Further tests of validity are in process.

Two types of statistics are used to analyze the data. The psycho-
metric properties of the Spouse Role Adjustment Scale are assessed using
Scott's homogeneity ratio and Cronbach's coefficient alpha to determine
construct validity. To some extent spouse role adjustment is an undiff-
erentiated global construct, but with some fairly distinct components.

The hypotheses are tested by using one-way analyses of variance to
compare the intake with the follow-up group and the individual with the
conjoint therapy group. It appears that the marital and family therapy
offered at this clinic, whether individual or conjoint, does not affect
the marital relationship, other than by increasing the autonomy of the
clients. It also appears that the conjoint therapy, more than individual

therapy, might improve a client's autonomy in a marriage.





