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Outcome Evaluation of a Short-Term Mental
Health Day Treatment Program

Janice L Howes, PhD', Heather Haworth, MSW>, Paul Reynolds, MB, BCh, FRCP®, Marie Kavanaugh, MSW*

Objectives:To determine whether a structured, 6-week mental health day treatment program was meeting its
objectives and to examine the program'’s effectiveness with specific patient groups.

Method: Self-report questionnaires focusing on psychiatric symptoms, assertiveness, stress management, and
social functioning were completed by patients directly prior to admission (pretest), at discharge (posttest), and at
4-month follow-up. Clinician ratings, including the DSM-1II-R Global Assessment of Functioning (GAF) scale,
were collected. Ninety-one participants completed pre- and posttests, and 51 completed the 4-month follow-up.

Results: The majority of the participants displayed affective disorders or adjustment disorders. There was
significant reduction in psychiatric symptoms and improvement in assertiveness, social functioning, and stress
management from pretest to posttest. These gains were maintained at follow-up. All diagnostic groups responded
similarly, except the bipolar disorder group.

Conclusion: These data indicate that the program was meeting its objectives and offer strong support for the
usefulness of short-term day treatment for a wide range of patients. The bipolar group performed differently
compared with the other subsamples. The reliability of the GAF scale and when it may be most useful are discussed.

(Can J Psychiatry 1997;42:502-508)
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M ental health day treatment programs have proved lesscare reform and the rationalization of services, greater em-
costly than inpatient programs (1-3) and show compa- phasis is being placed on partial hospitalization programs.
rable or better outcomes relative to inpatient or outpatient Reviews of the literature, however, indicate that programs are
programs for many psychiatric patients (2,4-6). With health underutilized (1,7,8). A lack of clarity in the definition of the
appropriate clinical population, the purpose, the usual length
of stay, and the program elements of partial hospitalization
(1-4,8), as well as referral clinician bias and lack of
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Participants

Ninety-one participants voluntarily completed the pretest
and posttest evaluations; 51 completed the 4-month follow-
up questionnaires. An additional 35 completed the pretest but
chose not to complete the posttest survey. The basic demo-
graphic data of the participants who completed the pretest
only were similar to the group who completed pre- and
posttests, with the exception of a higher percentage of women
in the former group.

Table 1. Number of patients reporting history of specific problems

Patients
reporting problems

N %
64 73
40 46
27 31
36 42
43 51
16 19
31 35
21 26
48 59
39 49

Variable

Past hospitalization
History of suicide attempts
Drug abuse

Alcohol abuse

Alcohol and/or drug abuse
Sexual abuse

Physical abuse The average age of the pretest—posttest sample (n =91; 47
men and 44 women) was 35.53 years (standard deviation
[SD] =11.78), and average educational level was 11.95 years
(SD =2.33). Seventy-seven percent of these subjects were not
employed, and 57% lived with family members or friends.
Forty-three percent of the participants were single, whereas

demographic information. The Health Services Research28% were married. Further sample characteristics are
Group (13,14) stresses that research should attempt to identifyncluded in Table 1. Sixty-eight percent had been admitted to

the elements of care that have a clear influence on outcome "€ Program on a transitional basis, 17% as an alternative to
and Hoge and others (15) have concluded that more reliableNospitalization, 8% for thorough assessment, and 7% for
methods are needed to identify the unique program elements2ther reasons. The mean number of medications at the time
which create therapeutic change. Finally, Mason and othersOf admission was 2.32 (SD = 1.59, n = 81). Only 10% of the

(9) recommend that measures of symptom severity and leve|S@mple were not taking medication at the time of admission.

of functioning should be included to assess outcome. The mean age of the follow-up sample (n = 51; 24 men

The day program examined in our study is an intensive, @1d 27 women) was 36.90 years (SD = 12.56), and their
6-week, group-based program for adults with psychiatric average educational I(_evel_ was 12.16 years (SD =2.41). The
problems. The objectives of the program are to reduce overtMean number of medications at admission was 2.26 (SD =
psychiatric symptoms, develop coping strategies, and im- 1-47, n = 47). Only 13% of the follow-up sample were not
prove communication skills, ability to handle relationships, t@king medication at the time of admission. On all other
and overall functioning. The purpose of our study was to demographic yarlables examined, the follow-up sample was
determine if the program objectives were being met, to assesgenerally equivalent to the pretest—posttest sample.
the program’s effectiveness with different patient groups, and
to examine whether clinical changes were maintained at
4-month follow-up.

Other trauma
Family history of alcohol problems
Family history of psychiatric admissions

Procedures and Tests

The participants completed a series of self-report question-
naires directly prior to assessment for admission to the pro-
gram (that is, pretest). The second series of questionnaires
was completed in the final week of the program (that is,
posttest). The third series of questionnaires was mailed to
participants approximately 4 months following discharge.
The response rate was 56% at 4-month follow-up. The pretest
and posttest phase was piloted on a small group of participants
prior to conducting the present study.

Method

The Mental Health Day Treatment Program

Participants were referred by a psychiatrist, had stable
accommodation, and were able to identify treatment goals.
The only exclusion criteria were acute psychosis and active
substance abuse. At pretest, the following self-report questionnaires were
administered: 1) the Symptom Checklist-90-Revised
(SCL-90-R), a general measure of psychological distress
(16); 2) the Rathus Assertiveness Schedule (17); 3) the Stress
Management Questionnaire, constructed by the authors and
focused on patients’ use of adaptive and maladaptive coping
strategies; and 4) the Social Functioning Questionnaire, con-
structed by the authors and focused on patients’ ratings of

At any one time, 12 to 17 adult patients attended the
6-week, goal-specific, group-based program daily. The group
structure (that is, goal setting/goal review, assertiveness,
stress management, health and lifestyle, community, fithess
and leisure groups) was open, with patients constantly admit-
ted and discharged. A strong community orientation was
insured by a treatment focus on work, volunteer, or leisure

functioning, routine home visits, and involvement of family,
social network, school, and employer. The staff was multidis-
ciplinary.

their social functioning in 7 areas.

Clinicians (psychiatrist and case coordinators) were
trained before they performed independent DSM-III-R GAF
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Table 2. Summary of primary Axis | and Axis Il diagnoses (DSM-1II-R) at admission, discharge, and follow-up
Pretest—posttest sample

Admission Discharge Follow-up sample at discharge

Diagnosis N % N % N %
Axis | diagnosis

No diagnosis 5 5.9 13 15.3 6 13.0

Adjustment disorder 17 20.0 18 21.2 10 21.0

Bipolar disorder 10 11.8 11 12.9 7 15.0

Depression 28 329 17 20.0 13 28.0

Anxiety disorder 13 15.3 11 12.9 5 10.0

Other 12 14.1 15 17.6 6 13.0
Axis Il diagnosis

No disorder 60 71.0 50 59.0 31 66.0

Personality disord&r 25 29.0 35 41.0 16 34.0

#Personality disorder or traits.

ratings at pretest. This scale has been shown to be modestlwithin-group differences. The size and characteristics of our
reliable and valid (18), and itis useful as a measure of problem sample allowed us to examine between-group differences
severity and functioning (19,20). For a subsample, an objec-within the sample (for example, gender differences, differ-
tive rater (that is, an external, independent psychologist with ences among diagnostic groups), and these findings are
access only to referral information) interviewed patients and briefly summarized. A conservative error rate of 0.001 per
rated them on this scale. At pretest, extensive demographiccomparison was employed fotests, analyses of variance,
information, including diagnosis, history of physical and and correlational statistics.

sexual abuse, and alcohol or drug abuse, was collected in a

structured manner by the case coordinator. Pretest and Posttest Findings

At posttest, patients completed the SCL-90-R, the Rathus Diagnoses.The DSM-III-R diagnoses for the pre-
Assertiveness Schedule, Stress Management Questionnairdest—posttest sample on Axis | and Axis Il are presented in
and Social Functioning Questionnaire. Participants also com-Table 2. These diagnoses were generated by the psychiatrist
pleted the Self-Efficacy Stress Management Questionnaire,and case coordinator according to DSM-III-R criteria. We
in which they predicted how frequently they would use each have grouped diagnoses on Axis | by type of disorder. At
of the 13 strategies in 4 months’ time. Participants also rated admission, the majority of patients displayed either an adjust-
their overall functioning at discharge compared with mentdisorder or a depressive disorder (that is, major depres-
admission on a 9-point Likert scale. Finally, patients com- sion, dysthymia, depressive disorder). This was also the case
pleted the User Satisfaction Questionnaire, which consistedat discharge, but depression was diagnosed less frequently.
of one general item (7-point Likert scale) and 10 specific The frequency of no diagnosis on Axis | increased from
items (5-point Likert scales) focused on the helpfulness of admission to discharge. Although only 5 participants met
specific components of the program (for example, assertive- criteria for substance abuse (included in the “other” diagnosis
ness group). Clinician ratings on the GAF scale were again group), 51% (see Table 1) had a history of alcohol and/or drug
independently completed by the case coordinator and psy-abuse.
chiatrist. The objective rater interviewed a subsample of the _ 0 I .
participants at posttest. None of the raters had access to their, O AXIS II, 29% of the sample met criteria for personality

pretest GAF scores at the time of the posttest evaluation. Theif(;r?; or d'f‘?jl‘fiyid marlfﬁf'j tralt_s on at;in;ssmn, whereast
case coordinators and psychiatrist completed the Overall ™~ "° d so at discharge. The majority of these cases me

- : - criteria for personality disorder. It is noteworthy that at ad-
Functioning Rating for each participant at posttest. mission, the majority of patients (n = 59) displayed an Axis |
At4-month follow-up, patients completed the SCL-90-R,  diagnosis only, 21 participants had both Axis | and Axis I
Rathus Assertiveness Schedule, Stress Management Questiagnoses, and 4 had only an Axis Il diagnosis. The frequen-
tionnaire, Social Functioning Scale, and Overall Functioning cies were similar at discharge. Thus it was not possible to
Rating. examine a personality disorder group in absence of Axis |
disorder.

Results . .
Self-Report Questionnaire®n the SCL-90-R, there was

Results are presented for the pretest and posttest sampla significant reduction in the mean Global Severity Index and
and then for the follow-up sample. Because the study lackedmean Positive Symptom Index from pretest to posttest assess-
a no-treatment control group, our primary focus was on ments {=9.76,P < 0.001 and = 8.69,P < 0.001, respec-
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Table 3. DSM-III-R GAF ratings and consistency data
DSM-III-R GAF rating$

Pretest Posttest
Raters Mean SD Mean SD N 2-tailettest
Psychiatrist 45.65 5.13 63.11 6.91 76 -19%33
Case coordinator 47.86 6.89 59.61 10.61 7 —9'v9
Objective rater 50.06 5.96 60.20 7.29 35 -9%76
Consistency of GAF ratings
Rating pairs Mean for rater 1 Mean for rater 2 N r 2-tailedt test
Axis V pretest
Psychiatrist versus case coordinator 45.79 48.21 75 0.17 €2.70
Psychiatrist versus objective rater 46.15 50.56 52 0.19 4586
Case coordinator versus objective rater 47.91 50.43 53 0.21 292
Axis V posttest
Psychiatrist versus case coordinator 63.12 59.55 74 0.56 3.42b
Psychiatrist versus objective rater 62.44 60.36 36 0.40 1.44
Case coordinator versus objective rater 60.54 60.29 37 0.42 0.14

3GAF ratings are 90-point scales; a score of 60 indicated moderate, 50 serious, and 40 major difficulties in social, psychological, and occupational functioning (20).
PP < 0.001;%P < 0.01;%P < 0.05.

tively). The mean Global Severity Index scores are depicted On the User Satisfaction Questionnaire, participants felt
in Figure 1. On the Rathus Assertiveness Schediemean  satisfied with the program (mean + SD = 5.98 +1.24, n = 90).

scores significantly increased from pretest to posttest ( Most aspects of the program were rated as helpful, but goal-
-9.17,P < 0.001) (see Figure 2). setting group, assertiveness group, talking to patients, and

. . o talking to staff were rated as most helpful.
On the Stress Management Questionnaire, participants

generally reported significant increases in their average use  With respect to overall functioning, patients rated them-
of adaptive coping strategies and significant reductions in S€/ves as improved (7.28 +1.40, n = 86). Following comple-
their use of maladaptive strategies from pretest to posttest,ion Of the program, 78% of the participants were referred for
For example, on a 5-point Likert scale measuring frequency outpatient treatment, the majority to psychiatrists.

with 1 = “never” and 5 = “all the time,” subjects recorded the Clinician RatingsAs illustrated in Table 3, the clinicians
following mean results: relaxation—pretest 3.14, posttest rated participants more highly on the DSM-III-R GAF scale
3.66,t = —5.25,P < 0.001; focus on what has helped be- at posttest relative to pretest. The objective rater also noted
fore—pretest 2.91, posttest 3.56; —5.50,P < 0.001; drink improvement in the smaller subsample that he rated.

alcohol—pretest 1.94, posttest 1.26,5.65,P < 0.001; keep The data for the consistency of GAF ratings were variable.
feelings to self—pretest 3.63, posttest 2.93; 5.28,P < At pretest, the raters displayed poor interrater reliability, but
0.001. Patients subjectively reported significant reduction in at posttest, interrater reliability was improved, albeit limited.
their use of medication (pretest 2.78, posttest 1£975.39, With respect to overall functioning, case coordinators and the
P < 0.001). It is noteworthy that the mean number of medica- psychiatrist rated patients as improved at the end of the
tions did not differ significantly from admission to discharge, Program (6.98 +1.22 and 7.16 + 0.90, respectively).

but 20% of the sample were not taking medications at dis- ggacted Between-Group Comparisons

charge compared with 10% at admission. o .
The pretest and posttest findings reported for the entire

On the Social Functioning Questionnaire (7-point Likert sample were robust and were replicated within subgroups
scale), participants reported no difference in the amount of (that is, male and female samples, diagnostic groupings). The
time they spent with family from pretest to posttest, but they male and female samples were equivalent on most of the
reported a significant increase in the time spent with friends demographic variables and on pretest mean scores, with the
(t=-0.21,P > 0.05 andt = —4.31,P < 0.001, respectively).  exception of education. Both men and women significantly
The mean ratings of their ability in 7 areas of social function- improved on most measures from pretest to posttest, and each
ing, including their overall level, increased significantly over 9ender mirrored the overall group effects.
time. Most mean posttest ratings were at their usual or better The mean scores for the adjustment disorder, depression,
level on all dimensions, except for ability to handle intimate anxiety disorders, and other disorder groups (based on Axis |
relationships. diagnoses) improved significantly from pre- to posttest, with
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Figure 1. Mean Global Severity Index scores on SCL-90-R at pretest, Figure 2. Mean scores on Rathus Assertiveness Schedule at pretest,
posttest, and 4-month follow-up. posttest, and 4-month follow-up.

occasional exceptions, on all major dependent variables. Theactually reported (namely, relaxation, talking to someone,
bipolar disorder group (n = 10) responded differently, how- exercise, time management, thinking about what has helped
ever. Although some of the bipolar scores on specific vari- before). They also predicted at posttest that they would think
ables improved from pretest to posttest, the differences wereabout stress and worry less at follow-up than they actually
not significant. The only exceptions to these findings were reported. Finally, on the Social Functioning Scale, the partici-
the psychiatrist's and case coordinators’ GAF ratings (that is, pants maintained the improvement observed from pretest to
bipolar patients were rated as displaying significantly im- posttest at the follow-up assessment.
proved functioning at posttest). The objective rater's GAF
scores indicated only a trend. These data suggest that theéDiscussion
bipolar patients were perceived differently.

Usefulness and Value of Program

Follow-up Findings o o o
Participants reported significant reduction in symptoms,

Diagnoses.The dlstrlbut|oq of Axis | 'dlagnoses for the. increased adaptive coping strategies, and improved assertive-
follow-up sample, based on discharge diagnoses, was similar

i ; ness and communication skills, social functioning, and
to that reported earlier for the entire sample (see Table 2). overall functioning at the end of the program. These results

Self-Report Questionnaire$he follow-up findings for support the usefulness of our intensive 6-week program. The
the SCL-90-R (Global Severity Index) and Rathus patients’ reported improvement was supported by clinician
Assertiveness Schedule are included in Figures 1 and 2 ratings, aswell as by an external, objective rater. Other studies
respectively. The follow-up sample maintained the signifi- have also reported reduction in acute symptomatology
cant changes observed from pretest to posttest for the entirg(15,19,21,22). The data also indicate that those participants
sample. who chose to participate at 4-month follow-up (56%) main-

On the Stress Management Questionnaire, there were nc)talned the changes. These findings are consistent with Piper

L ) - ) and others’ (21) follow-up results for patients with serious,
significant differences between the participants’ reported use long-term psychiatric problems
of the 13 strategies from posttest to follow-up. Comparison '
of participants’ Self-Efficacy Stress Management Question-  Improvement in functioning was replicated within sub-
naire responses at posttest to their responses at 4-montlyroups (that is, males and females, different Axis | diagnostic
follow-up revealed that participants expected they would use groups), and this attests to the usefulness of the program with
5 strategies significantly more often at follow-up than they a wide range of patients. A noteworthy exception was the
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bipolar group, which did not show significant improvement. Examination of the consistency of the ratings at pretestand
It may be that our program is not as well suited for bipolar posttest revealed poor interrater reliability at pretest and
patients as it is for those with adjustment, depressive, andimproved interrater reliability at posttest. The interrater
anxiety disorders, and changes are needed to meet the needgyreement obtained at posttest is generally consistent with
of the bipolar group more adequately (that is, more emphasispast findings (18). One possible explanation for poor inter-
on symptom reduction and behaviour containment, less focusrater reliability at pretest is that this scale is difficult to use
on personal effectiveness training). Also, the bipolar group reliably when the clinician does not know the patient well and
was a more chronic group (that is, had a longer psychiatric has access to only limited information. The psychiatrist and
history) and may require a longer rehabilitation program.  case coordinators knew the patients better at posttest, which
was also the objective rater's second interview with each

: . atient. These findings raise questions about the reliability of
rogram elements. The goal-setting and assertiveness grou .
prog v g 9'OUPH 6 GAF scale and about when it may be most useful (for

were rated as most helpful by the participants. It is in these samole. in onoing ther where the clinician knows th
groups that patients were expected to set and meet goals, {§*@mpie, In ongoing therapy where the clinicia ows the

identify interactional problems, and to work on changing their patient Wel.l orlwhen the (?Iinician has been .”"?“”ed to use this
behaviour through role play and practice in their home and scale and is given occasional refresher training).
community life. The interactions with other patients and staff gyggested Program Improvements

in which new behaviours and skills were practised were also
rated as positive aspects of the program.

The findings of our study support the value of specific

Our program evaluation has generated the following ideas
for program improvements: 1) ongoing program evaluation
Patient Characteristics to inform staff whether the program is meeting its objectives;

) . 2) brief reassessment during the program to better identify

Our patients were generally young to middle-aged, and atients having problems and to implement individualized
there was a balance of men and women. The most frequentyategies to improve their functioning; 3) booster sessions on
admission diagnoses for our sample were adjustment andy y,onthiy basis after completion of the program to maintain
depr_esswe disorders. These results :are consistent with paséhange; 4) quantification of individual treatment goals upon
studies (19) and reflect our program’s focus on short-term ,ymission so that these can be objectively evaluated: 5) more

treatment of acutely distressed patients. The majority of our ¢4t with alcohol and drug treatment programs because of
patients did not display either personality disorders or marked the high incidence of past substance abuse: and 6) review of
personality traits, and most of those who did displayed an approaches with bipolar patients.

Axis | diagnosis. The low incidence of personality disorder
limits our conclusions concerning the value of this program
for individuals with personality disorders and may have con-

tributed to our positive outcome data. It is noteworthy, how- Although our study has several strengths (for example, use

ever, that Piper and others (21) evaluated an 18-weekst standardized tests and clinician ratings, pretest—posttest
intensive day program and reported that their patients with design with follow-up), it is important to acknowledge the

affective and personality disorders showed significant im- |imitations. One major limitation was the lack of a no-treat-
provement. Further, Dufton and Siddique (19) reported & ment control group. Thus we were unable to address the issues
higher incidence of personality d|sorder. in thglr evalqatlon of of spontaneous recovery or improvement and treatment effi-
a 7.55-week average stay program, in which patients re-5cy as objectively as we would have liked. The acute nature
sponded positively. of our sample’s problems and our program mandate, which

Given that 68% of the patients in our sample were admitted Necessitates a 2-day response time for inpatient referrals,
from inpatient psychiatry, often reducing the length of inpa- precluded the use qf awaiting .|ISt control group. _Second, not
tient stay, and that an additional 17% were admitted as an?@ll day program patients participated by completing the post-
alternative to inpatient hospitalization, the potential cost sav- test and then the follow-up. Our sample may, therefore, have
ings of short-term day programs are noteworthy in this time P€en biased. An increased response rate may have been

Conclusions

of health care reform. obtained by making the completion of the questionnaires
mandatory, but this would raise ethical issues. Finally, al-
DSM-III-R GAF though we used clinician ratings on a limited basis, our data

The GAF scale (20) was selected as a standardized meas>' ¢ primarily based on patient self-report measures.

ure to allow us to collect clinician ratings, as well as an Our study, as well as past research (4—-6,19,22), indicates
objective rating by a psychologist not involved in the pro- that focused, short-term day programs are beneficial, espe-
gram. The average improvement from pre- to posttest ratingscially as a transition from inpatient to outpatient treatment. It
in our study was somewhat larger than observed in pastalso supports continuation and expansion of short-term pro-
studies (22). grams with specific treatment targets.
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5.
Clinical Implications 6
* Thefindings support the usefulness of intensive, short-term day
treatment programs for a wide range of psychiatric patients. 7.
¢ Patients maintained clinical gains from posttest to 4-month
follow-up. 8
* Modifications to day hospital programs may be required for '
patients with bipolar disorder. 9.
Limitations
L . 10.
* The lack of a no-treatment control group limits our conclusions.
* Although we used clinician ratings on a limited basis, our datd 11.
were primarily based on patient self-report.
12.
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Objectifs :Déterminer si un programme de traitement de jour structuré en santé mentale d’une durée de 6 semaines
a atteint ses obijectifs et examiner I'efficacité du programme auprés de groupes de patients spécifiques.

Méthode :Les patients ont rempli des questionnaires d’auto-évaluation, axés sur les symptdomes psychiatriques,
I'assertivité, la gestion du stress et le fonctionnement social, juste avant leur admission (prétest), lorsqu’ils ont
recu leur congé (post-test) et au moment du suivi, 4 mois apres le traitement. On arecueilli les évaluations réalisées
par des cliniciens, notamment I'Echelle d’évaluation globale du fonctionnement (EGF) du DSM-III-R. Quatre-
vingt-onze participants ont rempli le prétest et le post-test, et 51 participants ont rempli le questionnaire de suivi.

Résultats :La majorité des participants manifestait des troubles affectifs ou des troubles d’adaptation. Entre le

prétest et le post-test, les symptédmes psychiatriques ont beaucoup diminué, et 'assertivité, le fonctionnement social
et la gestion du stress se sont améliorés. Ces gains s'étaient maintenus au moment du suivi. Tous les groupes
diagnostiques ont réagi de facon analogue, sauf le groupe du trouble bipolaire.

Conclusion :Ces données révélent que le programme a atteint ses objectifs et contribuent largement a confirmer
l'utilité du traitement de jour de courte durée chez un large éventail de patients. Le groupe du trouble bipolaire
a obtenu un résultat différent de celui des autres sous-échantillons. La fiabilité de 'Echelle d’EGF et le moment
ou elle risque d’étre la plus utile font I'objet d’'une discussion.
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