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ABSTRACT

This study was designed to compare the commitment to
psychiatric therapy of two groups of Mexican American>mental health
clients who were treated ﬁnder'two different mandatdfy recording
systems in two different time periods, the problem-oriented record
system, Jun;—August 1979, or the goal-oriented record system, June-
August 1980. More specifically, this study sought to answer the
following question: Will the incidenée of broken and cance1ed
appointments among Mexican American clients be significantly greater
in a goal~oriénted systeﬁlthan in a problem—oriented.system?

The collec;ion of data for this study'inc;uded deﬁbgréphic
characteristics of the Mexican Amefican mental health client such
as age, sex, family size, aqd annual income. In addition, each
client's record of broken énd canceled appointments was analyzed;
Several analyses were conducted-to provide information concerning
the effectiveness of the two types of record keeping systems and to
determine what demographic variables might be related to the incidence
of broken and.canceled appointments.

In summary, the results show that there was no significant
difference.in the incidence of broken and canceled appointments among
Mexican American mental health clients under the early goal-setting

recording system and the problem-oriented recording system.
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CHAPTER 1
INTRODUCTION

The successfulbdelivery'of quality care by a community
méntal health center depends upon many factbrs. One important
factor is the use of a recording system which can clearly-communicate
the sefvice.providedu ‘To be helpful the recording system should

, ‘ . ‘ _ o
document the treatment provided, the rationale for treatment selection,
a descripﬁion of the course of theraéy, and observations of treatment
Quﬁcome@ A recording sysFeﬁ can~alsorbe a means of evaluating the
effectiveness or ineffectiveness of treatment by reporting the
therapist's judgment and observations of client outcome.

The documentation of the treatment outcome through a recording
system becomes a mattef of paraméuﬁt importance in ageﬁcies.that are
publicly funded. It is not sufficient for a community mental health
c;nter to claim that it is helping people in order to receive funding.
or accreditation. The agency must provide written evidencé of its
interventions. 1In addition, documentation serves as legal protection

- for the staff and the agency should a client‘complain of vidlation
of rights during provision of services.

The specifics of what is included in community mental health
center records are usually dictated by the purpose and negds.of.the

agency, and the demands of regulatory bodies such as state and federal

agencies and the Joint Commission of Accreditation of Hospitals. For



example, data requirements might include the client's name, age,
address, marital status, sex, race or ethnicity, date of birth, name
and address of the client's next of kin, and the name of the counselor
or therapist. An additional element often recorded is the therapist's
assessment of the client. In this assessment, a determination must

be made of the client's needs, strengths and resources, and the
services needed. Tﬁis includes an evaluation of the presenting
problem(s); the diagnostic formulation, including clinical evidence
and social history suéporting the diagnostic formulation; a lisﬁ of
medication used by the client; a summary of the evaluator's observa-
tions of the.client;'progress notes, which should include a summary

of the contact and the type of contact (iwe,} individual, group,
telephone, emergency ); and a discharge summary which includes .

a summary of treatment, prognoéis, reasons for termination, and a
description-of client status at the time of terminatiom.

The use -of an effective recording system in a community mental
health center is'esseﬁtial for éeveral other reésons. Wﬂile recording
provides evidence of what transpires in treatment and documents the
treatment being provided, this information is kept available'to the
bstaff, the cliegt, fundiﬁg sources, and regulatory bodies. Thus,
recording is a means pf cbmmuniéation for all those involved in the
care of ehe client. 1In multi—disciplinary:set;ings the record becomes
the most essential mgéns of communicating client information between

" the disciplines invqlvedih the client's care in the event of the

therapist's absence, so that treatment can be provided based on



information in the record. Likewise, when a client needs to be
transferred to'alnew progrém component, the record can be trans-—
ferred as well. The recogd is a tool for monitoring the care of_.
the client which substantiatéslthe intervention method. At the.same
time, the recora documents the progress or lack of progfess the
client is making in treatment, which may indicate the need to
reevaluate the treatment plan. | |

A plan may be problem-oriented, goal-oriented, or both.
Since its inception in 1969; a mental health center in Tucson,
Arizona, whichvis‘fhe setting for this study, has. operated-under the
prbblem—oriented recor@ system (POR). POR is a sysfematic method of
organizing patiént records. The POR system is ''problem-oriented"
in- that each of its component$ focuses on the Client's problém(s),'
This method of recording'was deveioped by Dr. Lawrence Weed (1968)
in order to apply the scientific method to the medical-recording
system. It is intended. to bring order and cﬁhesion, and serve as
an efficient form of communication. lUltimafely, he hdpéd that a
systematic recording system would result in improved quality of care.

The problem-oriented recording system is avmeaﬁs by which
to record collected data. Thé data bése includes information about
the problems preseﬁted by the client, and>progress notes reflect
the progress of the client‘in treatment which is addressed to the
"problems listed. With the POR, information is retrieved quickly,
f#cilitating the review of records for chart audits. fhis chérting
method is desiéned to provide. an accurate feflection of the client's

current status.



Although the PbR brings order and cohesion to the record-
keeping through its systematic approach, reguiatory bodies.often
demand a more explicit kind of recording system that includes reports
of patients' participation.in their treatment, and specifidatibn of
the steps taken to alleviate the present problems.

To comply with regulatory bodies such as the Joint Commission
of Accreditation of Hospitals and the Nationmal Institute of Mental
Health, the communityrmental health center under study aaded a goal-
oriented record system to the problem-oriented record systém in
June 1980. The ne& combined system is designed to add clarity to
the record through therédﬁition of clear treatment goals. According
to the guidelines, each goal must be measurable, address the problem
in the problem list, and be targeted for achievement within a specified
time frame.

The goal-oriented record system, in conjunction with the
problem-ofientéd record system, appears to satisfy both internal
program needs and external regulatofy needs by providing documentation
of actions and reported outcomes of client treatment. The intent ig
that the system will also provide some measure of the quality of
services offered.

The goal-oriented syétem used by the center has the following
requirements not found in the problem—oriented record system: (1) the
client is initially confronted with his/her problems and the goals of
therapy which must be established within fourteen days of initiétion
of therapy; (2) all goals are stated in measurable terms and have a

specified time limitation for completion; (3) clients and/or their



families are parties to the goal—setfing process; this is documented
in the record by signatures of the therapist and client.

- Although a goal-oriented record system is not. a method of
therapy, it may force the therapist to be very direétive early in

: :

therapy. Therefore, to be able to record all the pertinent informa-
tion that both systems require, the therapist must pressure the
client to identify and verbalize his/her individual'problem(s) within
fourteen days of the beginhing of therapy."'The pressure upon the
client to set goals early in therapy may create a néggtive effect
in the first stage of therapy. According to Wolberg (1977, p. 488),
"The cultivation of the proper working relationsﬁip-between patient
and thérapist is indeed the primary objective of the first treatment
phase. -

In a setting with a client population that is 45 percent
Mexiéan‘American,ithere is a special need to assess the impact of
early goal-setting on this cultural group. Chavez (1979, p. xii)
states that '"Many Mexican Americans continue to attach verguenza
(shame) to receiving treatment for mental illness. They are too
proud and sensitive to expose their personal problems to outsiders."
Nevertheless, she states, 'Mental health practitioners continue to
utilize theif familiar diagnostic tools with an unwarranted con-
fidence that people from different socioeconomic or cultural orienta-
tion will respond similarly'when disturbed. The assumption is that
both the Mexican Americén client and-the therapist wili view problems
from the same frame of reference;ail will have similar expectations

for problem resolution."



Ramirez (1979) points‘out that when dealing with Mexican
American mental health clients, the initial sessions of therapy are
most crucial if the therapist’é aims are toward the client staying
in-therﬁpy° He suggests that during the initial sessions the
client's positive cultural attributes beracknowledged, and that once
a good working relationship has been established, based on trust,
respect and eqﬁality, the therapist can begin dealing with problematic
areas. When the client's cultural and individual needs are considefed,
the client is more likely to return for future therapy sessionms.

Burruel and Chavez (1974), in addressing the needs of the
"Mexican American ﬁental health clients who may be experiencing family
problems, suggest that tiﬁe_is an important féctor in therapy. They
point out that in Mexican American families, discussion pf’feelings -
and open communication is not commonplace and that it ﬁay therefore
‘take a longer time for these clients to become accustomed to this
type of communicaﬁion° In the Mexican American culture, it is not
proper to t;lk about family problems to individuals outside of the
family. To do so means to compromise loyalty to the family, and it
may take a long time to arrive at this points Because of this view,
diaénosis and goal-setting wili often require twice as much time as
with Anglo clients (Boulette 1975).

Since early goal-setting requires identification and verbaliza-—
tion of problems by the client early in théfapy,.thisvmethod may be
inappropriate forvthe Mexican American mental‘health clients. The
invéstigator will study the commitment to therapy 6f Mexican American

clients by comparing the incidence of broken and canceled appointment



rate in two time periods in the same clinic, one period before and one
period after the initiation of a system of early goal-setting. For
the purpose of this study, the frequency of broken and canceled.

appointments will be a measure of clients' commitment .ta.therapy.

Statement of the Problem

Client édmmitmgnt to therapy sessions is an important factor
in effective treatment outcome. However, the effect upon Mexican
American clieﬁts of early goal-setting in therapy when .a goal-oriented
recording system is utilized has not been noted by the investigator
in the published literature. 1In a coﬁmunity mental health center
Wiﬁh a\45 peréent Mexican‘American population, early goal—setting
may Be incongruent with ciient expect#tions of_what.arerappropriate,
acceptable.demands in therapy.

The Mexican American culture may view early goal-setting as
cénfusing‘and insensitive. If'this-is true, Mexican Americans may
resist further treatment and demonstrate their resistance by failing
to return for further counseling sessions. If a recording system is
imposing demands upon both therapists and clients and thereby driving
clients away from treatment, a serious problem may result because

-

clients will not get the_help they need.

Statement of the Purpose

Minimal information is available in the literature related
to the effect of early goal-setting on continuity in therapy for
mental health clients-in a community mental health center. No

information was- found regarding Mexican American clients.



The purpose of this study is to answer the question: 'Does
early goal-setting in psychiatric therapyvincrease the incidence of
broken and canceled appointments among Mexican American clients?'

The study was conducted in a community mental health center
with a sample of Mexican American clients. The effect of early
goal—setting on this §ample's commitment to therapy was measured by
taBulating,the brbkén'andbcanceled appointments by means of a retro-

spective chart audit.

" Definition of Terms

For the purbose of ciarity and éonsistency'within this

study, the following definitiong are provided;

1.. Commitments: ,The'degree of cooperation in therapy as mgasured
by the-réte of broken>and.canceled appointmentée,

2. gggl:A The aim, the outcome, or end product to be accomplished
as a result of treatmenﬁ; i.e., what the therapist and
client are trying té achieve.

3. Broken Appointment: The non-compliance of the client when the

client and the therapist agree to a specific time and date
to resume thefapy and the client does not appear and makes
"no effort to contact the therapist to reschedule the

appointment.

4? Canceled Appointment: On the agreed date and time for the
therapy thé client does noﬁ appeaf, but does notify the
therépist or the clieﬁt and reschedules another appointment.

J. Client: A pérson who receives tfeatment in a community mental

health center.



6. Problem—Oriented Record System: A medical record keeping system
that provides client demographic characteristics, client

problem list, progress in therapy, and outcome of therapy.

7. Mexican American: Clients who identify themselves as Mexican
American when completing the intake form at the clinic which

is the setting for the study.

8. Goal-Oriented Record System: ,A medical record keeping system that
provides clear treatment goals. These goals are stated in
measurable terms and have a time 1imitétion for completion.

In addition, the clients and/or their.families are parties
to the goal-setting process and this is documented in the

record by a signature of the therapist and the client.

" Conceptual Framework

Accordihg to Wolberg (1977, p. 488), '"The cultivation of‘the
proper working relationship between patient and therépist is indeed
the primary objective of the first treatment phase. Without a working
relationship, the patient will noé resolve basic resistance to the
meaningful resolution of his/her prbblems.”

When investigating the cause of treatment failure, Wolberg
(1977, p. 488) stages, '"We often find that the pafient has been unablg
‘to take advantage of the benefits of therapy because of his anxiety
or because of the refusal to make any effort on his own behalf on the
basis of an infantile magical expectancy. . . . What is basically
lacking in the therapeutic situatioﬁ,‘and what probably has been

missing from the inception of therapy, is the proper kind of working
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relationship between the patient and the therapist. This relationship
,ideally is a'unique interpersonal experience in which the patient -
‘feels a quality of warmth, trust, acceptance, and understanding such
as he has never before encountered with any human being."

The length of time required to establish a working relation-
'ship ". . . will depena’upon the skill of the therapist and also on
the intensity of resisﬁanqe exhibited by the client" (Woiberg 1977) .
‘Respect for the client's resistance is a way of expressing tolerance.
Therefore, Wolberg (1977, p; 498) states; "The therapist must be
content at the start of therapy to moverat.as slow or as rapid a
pace .as the pétient may dictaté:”

' Goal-setting within fourteen days of initiation of therapy,
as defined By the goal—oriented record system, may not allow the
client and therapist to develop a working relationship at a pace
,thé client needs. According to Freedman, Kaplan and‘Sadock (1976),
forcing tﬁe ciient to recognize problems befofe a trustful relation-
éhip has been established can increase resistance. This resistance
can be clinically manifested by avoiding therapy or canceling future
appointments.

Figure 1 shows the three phases of therapy and the differeﬁce
in the development of the client—therapist relationship between a
p—o (problem-oriented) and a g-o (goal-oriented) system. The first
phase of therapy consists of the develoément of a working relatio@—
sﬂip. In Phase I, warmth, trust, acceptance, and'understanding are
developed between the‘client and therapist. Once the clienﬁ experi-—

.

ences these emotions, the therapist may move to Phase II.
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PHASE 1 PHASE II ' PHASE III
‘Development of . Working Phase Termination Phase
Relationship ‘

KEY: X = Time of goal setting

L e = g-o system ‘

= p—-0 system

| = termination of therapy

{

Fig. 1. Three Phases of fherapy in Problem—-Oriented Versus Goal-

Oriented Systems (Based on Wolberg 1977)-.

In Phase II the therapist encourages the client to identify
and‘verbali;e his/her pfoblems and to find solutions to alleviate
them (i.e., goal-setting).

In Phase I1I, alleviation of problems is achieved, resulting
in termination of therapy.

The goal-oriented system, as illﬁstrapea in Phase I, requires
the least amounﬁ of time to develop a working relationship between
the. client and the therapist since the goals must be set in the
first éhase. The settiﬁg of goals in such an early stage results

in premature terminatioﬁ of therapy in the first stage as illustrated

by a | on the figure.



Assumptions

The investigatof made four assumptions concerning this study:
1. The client cannot progress unless there is commitment to therapy.
2. The therapist is not discouraging the client from keeping
scheduled appointments..’ |
3. Broken and canceled appointments are a measure of client
resistance and/or'commitment to ﬁherapyx
4. The therapist isrconsistept,in recording broken and caqceled

appointments in the client's record.

Limitations
The following liﬁipationS'are acknowledged in this study:

L. ;ittle generalization canAbé done since data collection was

 vdone in only one community'mental health center.

2. In‘a.retrospéctive study, thé researéhef-lacks control over
thé.definiﬁion and measurement of the variables being
studied, as well éé the setting‘and the subjects.

3° Data were collected during one time period before the implementa-
tion of the goal-oriented record system, and one time peried
after the implementatioh—of the system. This method does
not allow for identification of change of patterﬁs over time
and may result in spurious conclusions based upon one-time

sampling.

12



CHAPTER II
REVIEW OF THE LITERATURE

A recording'system that can provide clear communication

_ betweenrstaff'and reflect the services providéd‘is of pafémount

_importanée iﬁ a community mental health center. This recording

system neéds to yield information about client'data, reasons for
treatment, and specific steps in administering client treatment,
in order to account éor'the services provided..

Presently, the mental health system is incurring great
'controveréy and debate about the kind of recording systéﬁ that
.should be in opefation. While in the past mental healthvpro;
fessionals were concerned predominantly with clinical issues
relatgd to- the delivery of services, they no&'find themselves
preoccﬁpied with the law and politics of meeting the demands of
external regulatory bodies as they relate to rgcording systems
that specify quality care.

Standards for the purpose of delivering quality care in
gommunity mental health facilities have been established by the
‘Joint Commission on Accreditation of Hospitals (JCAH) and the
Arizona State Standards for Behavioral Health Centers. The
standards are aimed at provi&ing a{ﬁniform basis for professional
tréétment so that the treatment may meet the needs of the clients

" the most appropriate setting, and for the proper length of time.

13
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The JCAH is not the only regulatory body suggesting standards.
for quality care. Legislators, who appropriate money for.the
mental health system, are also demanding standards of treatment.
Kopolow (1976) and Riedel, et al. <1974) suggest the relative
inability of mental health professionals to demonstrate the
effectiveness of treatment through a recording system. They note
tha; to demopstrate the rélationship between a hyﬁothesized
etiology of care of m;ntal illness and the client's response to
treatment through a recording system is not an easy . matter.

Standards that dan measure thé quality of care in commﬁnity '
mental health centers through a rgcording'éystem have notvbeen
developed appropriately. . According to Menninger (1977), there is a
great need to revise the criteria that défine the treatment and the
outcome of treatment for psychiatric patients° He believes that
this set of criteria should be developed not-in accordance with
the medical model, but by members of the psychiatric discipline and
other mental health professionals who are dealing with mental health ~
clients, to bétter define quality care as related to psychiatric
treatment. Therefore, recording systems concerning mental illness
need further'study in order that people engaged in mental health
services gain more understanding of what constitutes effective( )
treatment and outcome since in psychiatry the individual differences’
are very important, compared to the practice of general medi;ine;

Publicly funded mental health centers require the utilization

of a recording system which can reflect the treatment and the treatment

outcome for the client in a positive manner. This is the only means

14



to assure funding continuation. While the reflecfion of treaﬁment
dsing a medical model may be easily recorded, the outcome criteria
fbr quali;y in‘the psychiatric context require a s&stematic and
comprehensive look at the outcome consequences of a vafiety of
interventions. As Menninger (1977, p. 480) states: "A pérson's
ége, physical.health, level of intelligeﬁce, socioeéonomic valqe
system, genetic predispositions, and set of total life experiences
all—intefact fo form a unique individual.' Thus, a more complete
picture of the client is needed to judge the outcome of treatment.
Becauéé outcoﬁe criteria for quality care for psychiatric clients
do not include this total picture,'ﬁhe guidélines provided by

funding sources often place restraints on psychiatric treatment.

Problem-Oriented Record Svstem

The Problem-Oriented Recofa'(POR) System .is used by many
hospitals and other.health care facilities. fhis system, developed
by Dr. Lawrence Weed in 1968, permits the recording of'pétient data
in a systematic way.

Mead (1971), in his writings, suggested that ié is easier to
test memory thap'to evaluate pei‘formance° He criticized the teaching
of students in the medicalrfield, stating that if students were
taught to make use of problem-oriented recording, it would put them
in a real situation where they may search for real ;olutions to the
pfoblems° This method, which would help the students to observe,
could at the saﬁe time help them to develop confidence in finding

solutions to problems. He also points out that the POR system teaches
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the coupling of basic science to real clinical situations when the
need- for information arise;° Also, it would yield opportunities
to find answers to basic questions éf research from clinical
activit_ies°

When Antoniou, e; al. (1979); in a study of forty-two student
hospital.doctors, asked them about their experience with the POR
system, a majority (76 percent) favored this method of recording.

The reasons cited were the de-emphasis of disease entitites and

the emphasis on the conventionél and customary note‘taking} thus
p?oviding a more holistic approach to the patient. The authors
wefe convinced that ﬁhe POR leads to a better understanding of the
patient's medical, soéiai’and‘personal difficultiess The students
who critiéized the POR system referred to the tedious amount of time:
needed to write all the féllow—up notes under the problem headings
of subjective, objective, énalysis and  plan. While Antoﬁiou, ep al.
support this system as—aAproper'method of recording, théy also
acknowledge that the method is time-consuming. They note that the
extra efforts are rewarded by an increase in efficiency of persons
engaged in the treatment of mental illness.

Hofind, et al. (1979) endorse the POR as a method of docu—
menting patient care as to the patient's problem because POR provides
the opportunity to document aspects éf care which other systems do
- not provide. ‘They point out that the POR also includes mechanismé
for documenting teaching plans and results, as well as the evaluation

of the care provided. They cite another very important factor, that

POR helps identify discharge planning. They believe that the POR
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provides a logical way of reviéwing_a chart to analyze the treatment
given. However, they also believe that identifying pfoblems is not
sufficient, and that modification of the system is needed to in;o;~
porate problem—éolving téchniquesa

‘Because compliance with the rules of keeping records is an
aspect of assurance of quality, community mental health centers
' ac£pss'the countryvhaveAadopted the POR system to documénf care
given to the population served as measured by chart audits.
Stephéng, et al. (1973) and McIntyre, ef al. (1972) state that the.
POR is supported by many physicians, not only in hospitals but also
"~ in general practice, as Fhe kind of recdrding that prqvides a satis-—
factory and comprehensible framework for case notes. This system is-
viewed as a practidal method to deal with the demands of recording .
important data in regard to ﬁlients;

In assessing the.POR system as a basic tool for patient
care, Weed (1969) suggested that to work effectiveiy at the
community level, the system must be implemented through a comprehen-
sible system of. communication. Standar&s for such a system must be
.fixed so that problems and progress ofvpatients can be defined.

He Believes ﬁhat the medical record should serve the pétient as

well as medical personnel. The recording, then, must represent the
events and the decisions made,vso that errors.can be detected and
corrected, and.continuity of care may be provided. Weed (1969) also
points out thatbthrough the operations system of the POR, the clienfs’
pertinent data can be reviewed in sequence, thus providing a better

assessment of>medical standards which can be properly applied. He
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cites numerous advaﬁtages of the POR, from the general management
aspects of health care systems to the area of fiscal planning,
organization by resources,-and measurement of efficiené&, in
addition to the'effective;von—going education of the medical student.
However, he.brings to the readers' attention that the POR, with its
up-to-date and precise data as a means of cemmunication, will not by
itself lead to the best medical practice. Without precision and
form, good care is diffiCulf to give. Gahan (1976) suggests that,
when interacting with clients receiving psychiatric care in mental
health centers, if the levéls of functioning of the clients are low
.due to the inability to.cope with the environment, a 1i;t of problems
cannot be sufficient to ;anage a'casé° ‘Gahan (1976) notes that when'
clients in such settings finally decide to receive some sort of help
or assistance, they often feel like helpless viectims. - The suégestion
in this instance is to make use of the problem—soiving approach in
order for the client to have some control énd responsibility for
himself and his problems.

while the POR may help the clinician in a mental health
center to channel his efforts toward helping the client identify his
érobleﬁs and record them in a éroblem list, the record system does
not provide the client's participationvin goal setting or problem
gsolving, nor does it provide the specifié steps to meet these goals
with a time frame that may yield effective treatment such as is

"demanded by federal and state funding agencies -as well as the JCAH.
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Goal-Oriented Recording System

For the purpose of reflecting a more accurate record system
of client treatment and its positive outcome, the Goal-Oriented
Recording (GOR) System was suggested as a measure of quality
assurance which could.be reviewed through a chart audit. While the
POR yields a list of problems, the GOR provides a list of goals to
alleviate the listed problems. These goals need to be éperational
as well as resolvable Within.a specifip_time frame..
| In the center studied, guidelines provided to the clinician
state that the goals must be stated (recorded)_by the fourteenth
day. This suggests a very active‘participat§on by the client early
in therapy. Sydney (1977)Asuggests thatvforcing.the client to set
goals related to the problems under discussion early in therapy may
be too much to ask; The possibility exists thatvéarly goal-setting
may mobilize defense me;hanisms, such as denial;'p:ojection and
externalization of inner conflict; this may be reflected through
avoidance behévior manifested by brokenrappointments.

There is minimal information available in ;He literature
regarding Ehe'GOR system. Some stgdieé (Garwick 1974; Miller, et al.
1974; and Jones, et al. 1973) have indicated thét in some instances
wheré the client is construgting his treatment plan and treatment'.is
goal—oriénted, the client generally p;ogresses faster than if he
takes a passive role. Dyer and Unried (1977) suggest that effective
goal—settiﬂg is a Vital parf of the couﬁseling activigy once the
Irelationship between the client and the counselor has been established.

The client's achievement, or lack of it; based on the goals set,
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becomes a standérd for assessing counseling effectiveness in every
stage of the process.

- Swaringen, et 31. (1977) suggest that for psychiatric
practitioners, goal-setting is generally accepted as an important
component of tﬁerapeutic.strategy. They also point out that a
goal-oriented treatmenﬁ appréach to therapy may be more appropriate,
not oniy for the psychiatric client but also the subacute and chfbnic
physical disease population. This would suggest that when goal-
oriented recording is used, it allows the. . opportunity to add the
client's strengths and environmental resoufces. In éddition, when
the goals are specific and understood by both the client and staff,
client involvement in the treafment is increased. They add that if
the goals are realistic and reasonable, the staff may‘be.more willing
to use all fossible resources for their aéhieVement. They continue
that by stating specific reasonable goals in the treatment plan,
clinic practice can be bettefvevaluated,,thus affording the oppor-
tunity to change or improve the treatment plan based'oﬁ needs.

Gagliano, et al. (1975), in a study involving a geriatric
population and the importance of record keeping, observed various
methods of recording° When‘reviewing problem and goal—ériénted systems,
they suggest that extensive record keeping would be required if the
patient's observable problems were recorded, in order to generate
treatmeﬁt goals in a treatment plan. Therefore, in préctice, either
problem-oriented or goal-oriented recording could be used, the
authors said, since problem-oriented records tend to drift toward a

goal concept anyway, and because problems are usually stated in only
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sufficient detail to serve aé a guide to treatment. The authors'
experience with both kinds of recording systems, when studying 143
state hospital patiehts whose mean age was seventy-four years, led
‘them to prefer the problem-oriented system in the treatment of
geriatric patients, because these pgtienté seem to have numerous
physical problems. The authors discourage the use of both systems
simultaneously, due to the e#treme amount of recording that would
be required, but éuggest that the system be selected which clinicians
felt would Ee suitable to the particular care.

In order to provide for the éuture'as well as current needs,
Spano (1976) presented a paper about an éperational model to help
achieve accountability for sdcial workers in health care. This
- paper dealt witﬁ recording systems that céuld reflect services pro-
vided, feedbaék feports to the staff, and summary reports to hospital
administrators. The strucﬁure of Spano's operational model had a
framework derived from management by objectiﬁes,>and was compésed
of the following~elements; (1)'3 transaction-based management
information system; (2) service definitionmns develoéed by the
Southern Regional Educational Board; (3) problem identification and
record-keeping with problem-oriented medical records; and (4) outcome
evaluation through Goal-Attainment scaling. The author believes,
when using all‘its components in a recording system, this operational
framework will reflect the involvement.and‘accountability of the
staff in the treatment of the client by social workersrin health

care.
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.Swaringen, et al. (1977), Gagliano, et al. (1975), and
Spano (1976) agree.in some areas. They agree thatrthe problem-
oriented system helps organize pertinent data which can help the
staff to obtain a total,picture of therclient. From these data, a
care plan can be developed. The authors seem to agree that the
goal—oriénted recording system helps the staff set goals for a
positive outcome, in;luding active participation by the client in
" his treatment.

However, no information was found in the literature to
substantiate a positive outcome if the POR and GOR systems are
used simultaneously, mostly because the goal—briented recording
system demands that the therapist helﬁ verbalize the client's
problems and set goals to alleviate them early in treatment. In
the instance of the Study Center, these goals must be stated by
the fourteenth day of therapy.

In addition; the literature studied does not yield any
information about th; utilization of these two systems in a variety
of ethnic populations and the potential resistance to therapy, as
measured by keeping appointments or ﬁét keeping them, and the
feelings by clients ﬁhat their problems or conditions were
insoluble, etc., or that the goals set were too difficult. These
problems, which might result from the use of both systems or either

of them, are questions to be addressed in this study.
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Broken and Canceled:.Appofntmentsiand:
Mexicahn ‘Americdn Mental Health Glients

In th{s'sﬁudyg.Ehé&i;Qgégiéafgf“Wés}ﬁﬁagié'ﬁd:cife(the
effects of early goal-setting in thé goal-oriented record system,
specifi;ally in the area of broken and canceled appoihtments with
the Mexican American mental health clients. This section contains
relevant areas such as the Mexican American and psychotherapy,
low utilization of mental health services by the Mexican American,
client dropout, and factors in brokeh and canceled appointments by
various ethnic groups.

The goal-oriented record system, as mentioned in Chapter I;
is not a method of psychi;tric therépy. However, this system demands
thaf the ¢lient verbalize his/her problems, set goals to alleviate
the presenting problems in meagurable terms, and enéure that this
is recorded in the client's chart by the fourteenth day of initial
therapy session. The Mexican American culture may view early goal;
setting as insensitive. If this is true, Mexican Americans may
resist further treatment and demonstrate this resistgnce by failing .
to return for further counseling sessions.

According to Wolberg (1977), psychiatric therapy consists
of three stages. The first stage consists of the development of a
working relationship'betWeen the client and the therapist. In
Stage I1I, the therapist encourages the client to identify and

verbalize his/her problems and to find solutions to alleviate the



problems. Stage III, alleviation of problems, is achieved, resulting
in termination of therapy. While Wolberg (1977) Jdid not specify
how long these three stages should last, setting goals by the
fourteenth day of initiation of therapy, as defined by the goal-
oriented reco;disystem, may not allow the client and therapist to . -
develop a working relationship at a pace the client méy need.
Forcing the client to recognize problems before a trustful relation-
ship has been established can create resistance. This resistance
can be clinicélly manifested by avoiding therapy or. canceling

future appointments (Freedman 1976). Stage I in therapy is also
stressed by Castro (1977)3 whoe points out that getting-to know the
client through probing into~tﬁe nature of the client's problems as
he/she sees them and probinérinto the client's babkgroﬁnd requires
maximum sensitivity by the clinician. Castro (1977) further
spegulateg that the Spanish speaking client may drop out of

gherapy if time is not aliowed to establish a trusting relationship
in order to set the stage for mobilizing the client's favorable
expectations.

Burruel and Chavez (1974) also stressed the need to>allow
time in the first stage of therapy with the Mexican Américan
population. Boulette (1975) suggesgs fhat_when Working with the
Mexican American mental health client, the client may need twice
as much time to develop a relationship than an Anglo client, due

to cultural ldyalty and different value system.



25

Cuitural loyalty and a differeﬁt.valué'system could
.be a factor in the expectancy of services by the Mexican American
.mentai health client and the rate of broken and canceled appoint-
ments. Chavez (1975) suggests,fhat the Mexican Ayerican Bear§
the basic norms and expectationskfrom two sources; the first
source she bélievés cémes directly from the env%ronment, such as
the immediate.family and the extended family. As socialization
progresses, the Mexican American .is exposed to the broader societal
‘expectations, norms and value system of the majority cuitufe,
thus yielding the.possibility of a dual culture, which may have
contradictory expectations of mental health services in some
‘areas. Chavez (1975, p. 25) states; "If he abides by one set of
expectations, he may be sanctioned by one group but ostracized by
the other. This dual socialization may have some effects on his
expectations when reéuesting mental Bealth-services.” ‘Miranda
(1976) points out that .while mental health specialists have become
increasingly aware of the ﬁsychological adjustment problgms of thé
Spanish speaking population in society, it isrrécognized that
mental health services are still inadequate for this population.
This is demonstrated 5y the low success outcome and the high dropout
rate.

Karno (1966; p- 519)Aasserted that "The Mexican American's
rélative'éassivity; aeferehce, and polite inhibited silence are
poor equipment for successful engagemént in psychotherapy."
However, these speculations werenot based on extensive research

findings. Chavez (1975) and Lorion (1974) suggest that the low
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utilization of mental health services by the Mexican American may
not be an indicator of poor verbal skills, but rather an incon~
gruency between what this group needs and expects, and what is
gffered. Thus, increasing awareness of practitioners about the
Mexican Americén culture and adequate time to develop a workiné
relationship wéuld yield a more favorable treatment outcome or
S

Jutilization rate. Padilla et al. (1975), in addressing the low
utilization rate ana the high rates of bremature termination by
Mexican American'mental'heél;h clients, suggests that culture-
bound values such as behavior .as observed By mental health practi-
tiomers and tHe lack of pndefstanding toward this culture coul&vbe~
. a éontributiné.féétor to the low utilization of services and
premature terﬁination. ‘Howéver, énothér.reason for low utilization
of services could be that the Mexican American often.uses more
traditional.sourﬁes to deal with psychological prob%emé. Other -
sources ‘that might be of moré familiarity are: physicians, a relative
or compadre, or a priest/minister (Carlosand Keefe [19%6]),

- To briefly summarize, there are'vériations in knowledge
of the Mexican American.in mental health; In reality, therefore,

not much is known about the Mexican American mental health client

commitment to therapy when early goal setting is used.



CHAPTER III
METHODOLOGY

This chapter includes a description of the design, setting,

stddy sample, and methodology used in this study.

Design

fhis was an.ex posﬁ facto Study comparing the incidencé
of broken aﬁd canceled appointments by ﬁéxican American mental
health ciients, in two time periods as'an indication of client's
personal commitment to-therapy°

The investigator wishes to ascertain whether Méxican/
American mental health clients have less commitment to .therapy under
a goal-oriented record system thén under‘a problem-oriénted record.v
system by comparing the number of appointments broken and canceled
by the clients. |

In this study, the dependent vgriable was the client's
personal commitment to therapy, which was operaﬁionalized as the:
recorded incidence of broken and canceled appointments. The

independent variable was early goal-setting in the goal-oriented

record system.

Setting

A community mental health center in Tucson, Arizona was
the setting for this study. The center serves a catchment area of

apbroximately 154,000 individuals. The ethnic breakdown of the
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population is as follows: 45 percent Mexican American, 42.l percent
Anglo, 4.7 percent Native American, 4.2 percent Black, and 3.1 percent

others.

Study Sample

Criteria for the selection of the subjects in this study were:

1. Mexican American.

2. Males and females, ages 18-60 years.

3. Clients must be receiving services during the periods of June to.
August 1979 (25), and June to August 1980 (25), forming the
sample for this stud}'r° The population pool consisted of thirty

. clients in the 197§ period and thirty-eight clients in the 1980
period. From this popula;ion pool, twenty-five clients wére
selected for each of'the two time periods. |

4, Mentalxhealgh clienté without substancé abuse.

5. No missing data in'éliént record.

" The colleétion of data for this study was done through
computer-run re;rospective chart audit. A computer program was used
not only as a form'to géneréte the clients' pertinentiinformation Bﬁt
also as a'forﬁ‘to insﬁre‘maximum confidentiality. Originally, there
was to be a systematic sample using every second élement, chésen
from a sampling frame cbmprised of Mexican American adult intakes
intoe the mental health center studied. ‘However, since the population.
pool as so small, a randémrgample was used instead, numbering each

element using a table of random numbers.



_Data Collection

" The data consisted of dependent measures of the number of
broken and canceled appointments. - The demographic variables included:
(1) age; (2) sex; (3) annpal family income; and (4) family size (thé
number of individuals comprising the family unit). The continuous
variables of income, family size and age &ere post—~coded into cate-
gorical variables. Age was broken down into the categorieg of:

(1) 18-25 years; (2) 26-35 years; (3) 36-55 years; and (4) 55-60 years.
Income was categorized as: (1) $C—$999; (2) $1000-$3999; (3) $4000-
$7999; and (4 ) $8000 or more. . Similarly, family size was broken down
into: (1) one individualj (2) two individuéls;‘(B) three individuals;
(4) four individuais; and (5)'five or more individuals..

The incidence: of broken and canceled appointments in relation
to the demographic characteristics.of age, sex, income, and family
size was displayed in crosstaﬁ matrices. Statisticalf,analyéis test
of signifiéance wés used to determine the significance between the

two time periods.

Protection of Human Subjects

The study was submitted to and approvéd_by the University
of Arizéna Human Subjects Committee. It was determined that human
subjects were not at risk (see Appendix A for letter of épproval).
Permission to conduct the study at the community mental health center
was obtained in wrifing'(see Appendix B) from the Director of Program

Evaluation and the Executive Director.
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Data Analysis’

Percentage and freduenCy énaiysis of broken and canceled
appointments ‘was performed as well as analysis of the‘demographic
characteristics of the sample population and the total population.
The demographic characteristics of the sample and the population
pool were compared in order to determine if the sample selected
was representative.

A chi-square test of significant was performed to
ascertain whether there was a statistically significant difference
in the incidence of broken and canceled appointments of Mexican
American clients under thé two types of recording systems (problem-
.oriented record system, 1979, vs. goal-oriented record system, 1986)°

To determine the relationship bétwéen the incidence of'
lbroken and canceled appointments and the demographic variables of
age, sex, famil? size, and annual income, several chi-square tests

of significance were conducted.
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CHAPTER 1V
ANALYSIS OF DATA

Agencies that receive public funding must document the
treatment outcome and the treatment that is used with their
patients. The use of recording systems provides the means for
Vsuch documentation. One such recording system 1s the goal-oriented
recording system, which wés designedlto meet the standards of the
Joint Commission on Accreditation of Hospitals and the Arizona
State Approval Standards for Behavioral Health Centers. Goal-
oriented recqrd keepiﬁg systems document goal;setting in therapy
by requiring that the client’s problems and goals éf'therapy be
written in the record within fourteen days of initiation of
therapy. The goals are to be sﬁated in measurable terms and com- .
pleted within a specified period of time. In order to insure
‘that the client and/or the family.participate in the goal-setting
-process,,the éignatures of both the therapist and the client(s)
are required in the record.

There has been 1ittie investigative attention given to the
question of the impact of rapid and early goél—setting in compliance
with accountability of record keeping demands upon the therapist's
relationship with Mexican American clients. However, as noted in
Chapter II, in the literature review, the goal-oriented recording

system may be inappropriate for Mexican American mental health
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clients. Given thatvthere ére many community mentél health centers
which serve large Mexican American populations, it is imporfant to
evaluate the effects of a goal-oriented record keeping s&stem, which
includés mandatory early goa%—sgtting; upon the retention of Mexican
American clients in therapy.,|

The purpose of th;s study was to compare the commitment to

therapy of two groups of Mexican American clients who were treated

under  two different mgndatof§ recording systems in two consecutive
time periods (the problém—oriented'or the goal-oriented recording
systems). Mofe specifically, this study sought to answer the
following question: Will the incidence of broken éﬁé canceled
appointments among Mexican American clients be significaﬁtly
greater ip é goal—ériented system than in a problem-oriented system?
The present study was an ex post facto study comparing the
incidence of broken and can;eled appointménts in two timé periods’
as an indication of the personal commitmeﬁt of Mexican American
clients to therapy in a goal-oriented system. The study was
conducted in a mentallhealth center in Tucson, Arizona, which had
utilized a pfoblem—oriented recording system for éleven years and
in June 1980 changed to the eariy goal-setting recording systém°
The purpose of this study was to ascertain whether Mexican American
clients had less commitment to therapy under a goal-oriented
recording system than under a problem—oriented'recording system.

This objective was met by comparing the incidence of broken and

canceled appointments under the two types of recording systems.
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In the present study, the dependent variable was the client's
_'persénal commitment to'therapy; operationalized as the recorded
incidence of broken and canceled appointments. The independent
variables were early goal—sétting in the goal-oriented recording-
system and problem solving in the problem—oriented recording system.

The.squects were selectea in aécordancg with the foliowing
criteria: (1) The sﬁbjects must be Mexican American; (2) They must
:be»between thé agesrof eighteen and sixty years; (3) They must be
clients who were receiving serviCes,reither during the period of
June to August 1979 kproblem—oriéntea record keeping system clients)
or during the period of June to August i980 (goal—ofiented record
keeping system clients). The population pool consisted of thirty
clients.in the.19?9 period and thirty-eight.clients in the 1980
period;' From this population pool, twenty-five clients were
selected for eaéh of the two time i)eriods° Originally, there was to
be a systematic sample.using every second element, chosen frém a
sampling frame comprised of Mexican‘American adult intakes into
the clinic.. Howevér; since.the population pool was so small, a
random sample was used.instead, numbering each element using a:
table of random numbers.

.The demographic characteristics included in this study wérg:
(1) age; (2) se#; (3) annual family income; and (4) family size,
defined as the number of individuals comprising the family unit.
The continuous variables of income, fémily size, andrage were post-—

coded into categorical variables. Age was broken down into the’
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oategories of: (1) 18-25 years;'(Z) 26~35 years; (3) 36-55 years;
and (4) 56—60 yeorég-’lncome was categorized as: (a) $0-$999; |
(2) $1000-$3999; (3) $4000-$7999; and (4) $8000 or more. Similarly,
family size was broken down into: (1) one individual; (2) two
individuals; (3) three individuais; (4) four individuals; and

(5) five or more individuals.

The demographic char;cteristics of the samp}e and the
population pool were compared in order to determine if the samples
selected were representative. For each_following table, the
populations represént'all Mexican American intakes into the adult
program af éhe mental heélth center studied for the periods of June.

to August 1979 and June to August. 1980. The samples were chosen

randomly from the two population pools.

Demographic Characteristics

Table 1 provides the comparison of the sample and population

under the two recording systems (1979 and 1980) for the variable

ageQ The percentages for the 1979 sample aod the population'are
similér for all four'age groupse. However, for the 1980 data, the
modal disﬁfibutioo of age categories differs between the sample and
.the population in one category only. When compared to the figures
for the client population, the 1980 sample showsvﬁalf the number of
suojects in the 18-25 years ca:eéory. Thus, the>l979 sample age
distribution appeérs more .representative of the client population

.than does the 1980 sample.



Table 1. Comparison of Age Distribution Between Sample and
Population in Two Time Periods (1979 and 1980).

Problem-Oriented Problem— and Goal-Oriented
Recording System Recording Systems
1979 1980
Age . Number Percent Number Percent
Category 3 P S s 3 P S 3
18 - 25 8 9 32.0 | 30.0 3 10 12.0| 26.3 -
26 — 35 8 10 32.0 33.3 10 13 40.0 34.2
36 - 55 6 7 24,0 | 23.3 9 12 36.0 31.5
56 - 60 | 3 4 12.0 | 13.3 3 3 12.0 8.0
Total 25 30 100.0 | 99.9 25 38 100.0 | 100.0
KEY: S = Sample
P = Population

Table 2 on the following page shows that the 1980 sample

is representative of the sex distribution in the population pool.

This is less true for the 1979 sample where the sample contains

fewer males and more females than does the 1979 population.




Table 2. Comparison of the Sex Distribution Between Sample and
Population in Two Time Periods (1979 and 1980).

- Problem~Oriented Problem- and Goal-Oriented
Recording System ’ Recording Systems
1979 1980

Sex . Number Percent Number Percent

Category '[—5T 3 5 P 5 P S P
Male 9 13 36.0 | 43.3 @l 6 16.0 | 15.8
Female 16 17 64.0 56.7 21 - 32 - 84.0 84.2
Total 25 | 30 | 100.0|100.0]| 25 | 38 100.0 | 100.0

KEY: S = Sample
P = Population o i

Table 3 preseﬁts a comparison of the sample and population
for thé variable annual income. The 1979 sample and population
percentages are similar. The 1980 data also provide evidence
that the sample is representative of the populatioﬁ since the

percentages for the sample and population are similar.




Table 3. Comparison of Annual Income Distribution Between Sample

and Population in Two Time Periods (1979 and 1980).

Problem-Oriented
Recording System

Problem— and Goal-Oriented

Recording Systems

1979 1980
-lIncome Number_ Percent - - Number Percent '
.Category 7 3 P S P S P
$ 0 - $999 3 3 12.0 10.0 5 8 20.0 21.0
$1000~$3999 9 | 10 36.0 | 33.3 8 | 10 32.0 | 26.3
$4000-$7999 6 8 24.0 26.7 8 13 32.0 | .34.2
$8000 or more 7 ] ' 28.0 30.0 4 ,7 16.0 18.5
Total 25° 30 -100.0 | 100.0 25 ‘38 100.0 {100.0
KEY: S = éample
P = Population

In summary, comparison of the demographic variables of

age, sex, and income between the sample and the population for

each time period studied (1979 and 1980) indicated that the

Mexican American sample was representative of the population pool

of Mexican Americans in the mental health center.

Uncontrolled InFeracting Variables -

When the two samples are'compéred with each other (1979

vs. 1980), some differences were noted which_may interact with the

treatment and may influence commitment to therapy. The most

notable discrepancies were as follows:

In the age category of
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18-25 years, the 1979 sample had almost three times more subjects
thén the 1980 sample, aﬁd was therefofe a more youthful‘sample°
Also, the ratio of males to females was slightly higher in the

»l979 sample (1:1.7), compared with the 1980 sample (1:5.2). ‘In
terms of income, there were no large discrepancies (over 15 percent)
between the two groups. In summary, the 1979 sample was propor—

tionately younger and had a higher ratio of males to females.

Broken and Cancelled Appointmerts in 1979 and 1980

The frequency of broken and cancelled appointments under
the two different recording systems (problem-oriented recording
system, 1979, vs. goal-oriented recording system, 1980) appeared to

be similar. This was confirmed by a chi-square test of statistical

difference which was not significant (X2 = .306, df = 1, p = .58).

Table 4. Frequency of Broken and Canceled Appointments in 1979

and 1980.
FREQUENCY
Problem—Oriented Problem- and .Goal-
Appointments Recording System Oriented Recording
1979 Systems, 1980
Broken Appointments : 16 16
Canceled Appointments 12 16
Total Appointments | 19 {76
X2 = .306, df = 1, p = .58
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Broken and Canceled Appointments
According to Demographic Variables

Broken and canceled appointments (BA/CA) in each sample
were summated to provide an overall index of commitment to therapy.
- Since there was some question regarding the potential interaction of
 the demographic Variables‘bf age, sex, fémily size, and annuél
income upon commitment to therapy, these independent variables
were separately analyzed in relation to the dependent variable
(BA/CA) .

Table 5 presents the summary statistics for these
analyses of the relationship between the dependent variable
(BA/CA) and each of the Hémographic variables. _Iﬁ Table 5, thé
raw data describing the préportion of BA/CA's to total appoint—
ments is given as well as its calculated per;ehtages. Thus, for
the age gfoup of 18-25 years under the 1979’problem—oriented
recording system, 14 percent of the 84 total appointments were
canceled or broken (n = 12). Correspondingly, of these 84
appointments, 86 percent of the apéqintments were kept (n = 7).
Since the total number of 'scheduled appointments was not equal for .
each group, all of the analyses were based on the percentage
reflecting the proportion of BA/CA to total scheduled appointments,
thereby decreasing any bias that might be introduced into the data
és a result of unequal number of scheduled appointments émong the

groups.



Tabie 5. Proportion and Percentage of BA/CA Under Problem~Oriented
Recording System (1979) and Problem~ and Goal-Oriented
Recording Systems (1980) for Age, Sex, Family Size and
Annual Income. ‘
Problem—-Oriented Problem— and Goal-Oriented
Recording System Recording Systems
- 1979 ~ 1980
Proportion of Proportion of
BA/CA to Total BA/CA to Total
Demographic Percentage Number of Percentage! Number of
Characteristics | of BA/CA Appointments : Appointments
Age: 18-25 14 12/84% 32 7/22
26-35 13 4/38 17. 13/79
36-55 19 9/47 13 7/55
56/60 10 2/21 28 5/18
X2 = 9.84, df = 3, p < .02
Sex: Male 10 6/61 4 1/25
Female 21 24/115 21 13/149
X2 = 1,95, df = 1, p = .16
Family Size: 1 26 8/31 24 17/70
2 7 2/29 30 11/37
3 27 14/51 0 0/0
4 13 2/16 20 1/5
5 or more 7 4/57 6 3/53
X2 = 42,94, df = 4, p < .0001
Annual Income:
$0~-$999 30 7/23 19 5/27
$1000-$3999 26 15/57 18 10/56
$4000-$7999 15 5/30 30 14/47
$8000 or more 5 3/63 4 1/25
X% = 8.88, df = 3, p < .05

The numerator corresponds to the raw' frequency of total broken and
canceled appointments, and the denominator is the total number
of appointments that were scheduled.
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Table 5 shows that the percentage of BA/CA's was higher under
the 1980 recording system for the aée ranges of 18-25, 26-35, and
56-60 than Gnder the 1979 recordiﬂg system, and lower in‘the 1980
system as compared to the 1979 Fecording system. This difference
was significant (X2 = 9.84, df = 3, pf  .02), indicating that
there was a significént relationship between the client's age
and the incidence of BA/CAW Table 5 shows that females had a
higher incidence of BA/CA for botﬁ recording systems than did
.malesa Howéver, these diffe¥ences were not significant (X2 = 1.95,
df =1, p = .16). Family size showed a significant relaﬁionship
with the type of recording‘system used (X2 = 42.94, df = 4; p < ,OOCI)o
In families that consisted of only one individual (the client) and
in families of five or more, there was no significant difference
between the type of recording system and BA/QA‘S° However,  in
families With two and four inaividuals there was a higher incidence
of BA/CA's in 1980 but a lower incidence-for families withvthree
individuals° vOn the variable annual income, for thosevclients with
no- income of those earning between-$1060 and $3999,1there was a
lower incidence of BA/CA‘Q under problem~ and goal-oriented
recording systems than under problem—drignted recording system.
However, for individuals earning between $4000 éﬁd'$7999, the
incidence of BA/CA's was higher under the problem- and goal-
oriented recording system, while it was the same for earnings of

$8060 or more. The degree of significance in BA/CA's between 1979



and 1980 according to income was significant (X2 = 8.88, df = 3,

v

p € .05). The implication of the above data and the data shown

in previous tables is discussed in Chapter V.
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. CHAPTER V
CONCLUSIONS AND RECOMMENDATIONS

Recording systems that can reflect the kind of éervice
provided in a community mental health center are of great
importance for accreditation of the éenter‘as well as funding
purposes. Recording systems are also a form of quality assurance.
This study waé designed to obtain informatioﬁ related to the
effects of?ea;lngoal—setting as diéfated by. the -godl-oriented
fecord keeping system.

_Although the goal-oriented recording system is not a
method of théfapy; it forcés the therépist to be directive and
time limited from the beginning of the;apy. With the goal-oriented
record system, the client is initially confronted with his/her
problems and the goals of therapy; which must be stated within
fourteen days of initiation of therapy. The goals of theraéy must
be recorded in measurable terms and have a specified time for éom—
pletion. When the measurable objectives are jointly established,
they are written in the.client's record and co-signed by both
parties, the therapist and client. rThe goal-oriented record
system requires a person who is verbal and willing to work on his/her-
problems as well as place a high degree of'trustron the therapist
early in‘therapy. |

Early goal-setting as required by the goal-oriented

recording system is in need of investigative attention. There'is
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very little information on whgther early goal-setting is an effective
type of recofding system: This is especially true with Mexican
American clients. What little research that has been done with
_early goal-setting ana Mexican Americans has shown that this type
of s§stem is not effécpive because Mexican Americans are considered
ﬁo need more time to adjust to the clinical setting (Chavez 1979;
Burruel, et al. 1974; Boulette 1975; and Ramirez 1979). The
significanée of this study is that it provides a determination of
whether the goal-oriented recording system is as effecﬁive as the
ﬁroblem—oriented recordiﬁg system in a community mental health
center with>a.45 percenﬁ Mexiéan'Americén_clientele.

The purpose of this study was to compare the commitment to
thefapy of two groups of Mexican American clients who were treated
unaer'two different mandatdry recording systems in two consecutive
time periods (the problem—oriented recording system and the goal-
oriented recording system). More specifically, this stud& sought
to answer the following question: Will the incidence of broken
and canceled appointments among Mexican American clients be
significantly greater in a goal-oriented system'than in a problem-
oriented system?

In this study,>the dependent variable was the client's
personal commitment to gherapy, which was operationalized as the
recorded incidence of broken and canceled appointments. TBe

independent variables were early gdal—setting’in the goal-oriented
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record keeping system and the problem solving in the problem;oriented
recording.system;

The assumptions underlying this study were as fqllows:
(1) Ehe ciient could not progress unless there>was commitment to
therapy; (2) the therapist was not discouraging thé client from
keeping scheduled appoiﬂtments; (B)Hbroken and caﬁceled éppointments
were a measure of client resistanée or commitment to therapy; and
. (4) the therapist was .consistent in recording broken and canceled.
appointments in the client's record.

The collection of data for this study included.demographic
characteristics of the Mexican American mental health client such
as age, sex, family éize, and. annual inqomeo. In addition, each
client's record of canceled and broken appointments was'analyzed°

Several analyséS‘Were conducted to pfovide information
concerning the effectiveness of the two types of record kéeping
systems and to determine what demographic variables might be
related to the incidence of brokgn and canceled-appointmeﬁts for
Mexican American mental health clients. The first analyéis'that
was conducted was a chi—square test §f significanCe%x;ascertain
whether there is a statistically significan;\difference in the
incidence of broken and canceled appointments of Mexican American
clients under the two types of recording systems. Results from the
chi-square test demonstfated that there was no significant differénce
in the incidence of bréken and can;eled appointments under the
goal-oriented and prdblemsoriented recording systems (X2 = .306,

-

df = 1, p = .58). Thesenresults can be interpreted as indicating

- 45



that the Mexicaq American méntal health client has the same amount of
commitment to therapy under the goal-oriented recording system as
under the problem-oriented recording system.

The lack of significance between the two types of recording
systems is inconsistent with the results recorded in other studies.
For examéle, Karno (1966) and Boulette (1975) indicate that Mexican ‘
American clients do not function successfully‘in psychiatric therapy.
Further, Burruel and Chavez (1974) suggest that Mexican American
mental health clients need more time in therapy than Anglos, Sincé
there was no siénificant difference under the two recprdihg systems,
it appears that the Mexican American mental health client ié success—
fﬁllystayingﬁhmtheragytnder both record kgeping systems This
resulﬁ also suggests that Mexican American mental health clients
may not need more time in psychiatric therapy to establish a working
relationéhip with -the thérapist.'

To determine the differences between the two time periods

according to the demographic variables of age, sex, and annual income,

sgvéral chi-square tests of significance were conducted. For the
variable of age, results showed significant differences between the
two recording systems; where the frequenéy of broken and canceled
appointments ﬁas higher under the goal-oriented recording system for
the age ranges of 18-25, 26-35, and 56-60 years, and the frequency
of broken and.canceled é?pointments was lower for the age range of
45-55 years (9‘4 .02). Tﬁe &ariable of sex, however, was not

significantly related to the type of recording system (p = .16).
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In general, females had a higher incidence of broken and canceled
apbointments under both récgrdiné systems. The yariable of family
size was significantly related to broken and canceled appointment
frequency (p € .0001). 1In families with only éne individual or
more than five individuals, ;here was no difference under the two
typés of recording systems. Families With-tﬁo or four individuals
had a higher incidence, and families with thréé—individuals had a
lowerlincidence of brokenvand canceled appointments under the goal-
oriented reco;d keeping system. Annual income was also significantly
related to the incidencevof broken and canceled appointments (p < .05);
Surprisiﬁgly, there was a lower incidence of broken and canceled
. appointments iﬁ the‘$0—$999 and $1000-$3999 groups than in the
higher income gfoupsm‘ This résult ofiannual income is incénsistent
wiﬁh Peterson (1976), who points out that lower-class indiviauals
are less likely to keep their appointments.

In summafy, the résults showed that there was no éignificant
difference in the incidence of broken and canceled appointments
among Mexican Americaﬁxmental health clients under the goal—oriented'r
recording system and the problem—orieﬁted recbrding system. This
finding suggested that Mexican American mental health clieﬁts were as
committed to thérapy regardléss of whiéh type ofirecording system
was used. Further, the findings from the analyses of the relation-
ship betweén.thé incidence of broken and canceled appointments and
the dembgraphié variables/indicated that age, income, and family

size all influenced the patient's commitment to therapy, depending
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on the type of recording syétem that was ﬁsed. A Mexican American‘
"mental health client's commitment to therapy under the goal-oriented
recording system was therefore probably influenced by a combination
of variables includiﬁg socioeqonomic{factors, family size, and age..
Several limitations must be kept in mind in interpreting
‘and generalizing the study‘srfindiﬁgs. First, this was a retro-—
spective study and the data were cof?ected during a short pgriod
- of time under ea;h recording system, one time period before the
implementation of the goal-oriented recording system and one time
period after the implementation of the system.‘ This method does
not allow for the identification of change in patterns over time
and the pbssible result of spurious coﬁclusions based upon one-time
sampling. Another limitation of this study was the collection of
data in only one community meﬁtal health center. .Also acknowledged
in this‘study was the lack of control over the definitions and
measurement of the variables being studied,_the setting, and the
sub jects bécagse of the retrospective nature. Finally, the small

number of subjects that were available for study precluded the use

of more complex analyseé of the data.

Recgmmendations and Nursing Implications
The results of this study showéd'that the variables of age,
sex, family size, aﬁd annual income can affect how often a Mexican
American mental health client breaks or cancels apbointments. Thus,
these variables should be considered in establishing treatment

programs for Mexican American mental health clients. Considerably



more research must be conducted to determine: (1) whether Anglos and
' Mexican American mental health clients differ in their commitment

to therapy in a program with early goal—settiﬁg, and (2) what other
variables (e.g., time of appointment, transportation problems,
languége barriers) may influence a mental health client's commitment
" to therapy.

Nursing, as well as otheridisciplinesrwhich work with
different ethnic groups, must be cautious when interpreting the
a?ailable literature, especially aé_it relates to the Mexican
American mental health client. Often the literature may give an
impression that may not necessarily represent’a group in its-
bést interests.. For exaﬁple, the literature reviewed for this
study reflecting the.Mexican American mental health client (e.g.,
Karno 1966) suggests that Mexican Americans may be'poor candidates
for psychiétric therapy because.of their relative 'passivity' and
"polite inhibited silence.'" Boulette (1975) points out the need
to be less rushed with Mexican Ameriéan mental health clients
“during psychiatric therapy. Similarly, Burruel and Chavez (1974)
stress the need to keep a slow pace with this ethnic group if the

goal is to keep the client in therapy.

The point to be stressed here is that a client's individual
expectancies and needs must ‘bé considered when dealing with the
‘Mexican American mental health client, rather than by evaluating

their needs from the generalizations made about Mexican Americans.
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Much more systematic research about the Mexican American mental
health client is needed before serious conclusions about treatment

can be drawn and recommendations for treatment can be made.
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