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A STUDY OF THE RELIABILITY AND VALIDITY
OF A SOCIAL SKILLS RATING SCALE FOR
USE WITH CHRONICALLY MENTALLY ILL
Susan J. Egeler, M.M.

Western Michigan University, 1986

The purpose of this study was to investigate the
reliability and concurrent validity of the Social Skills

section of the Day Treatment Client Assessment, a series

of rating scales used to assess behaviors of chronically
mentally ill adults. Forty-one clients enrolled in a day
treatment program formed the 4 subject groups. Each
group met for three 1-hour music therapy sessions
specifically designed to foster social behaviors. Three
observers participated in each group and rated the
clients' behaviors using the Social Skills scale. The
observers' ratings were correlated with each other to
determine the scale reliability and were correlated with
staff ratings of the same clients to determine the
validity. Results showed that the scale was both
reliable (.732 average) and valid (.628).
Recommendations for further investigation include giving
more attention to the development and standardization of
assessments sensitive to the chronically mentally ill

population,
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CHAPTER I
INTRODUCTION

Among the major presenting problems of the
deinstltutionalized chronlc schlzophrenic populatlion are the
problems of limited or 1nappropriate soclal skills and
behaviors. Although several theorles have been postulated
(Liberman, 1982; Liberman, Nuechterlein, & Wallace, 1982;
Strauss & Carpenter, 1974), 1t 1largely remains unknown why
thls populatlion has such great soclal skill deficits.
Unllke some of the other schizophrenlic symptoms such as
delusions and hallucinations, this particular problem has
not been successfully treated through the use of
psychotroplc medications; therefore, alternative methods of
treatment have been devised.

Some researchers have 1ndicated (Carrol, 1980; Monti,
Corriveau & Curran, 1982; Williams, 1980) that one of the
most successful methods of treatment for the development of
soclal skills 1s through the use of a day treatment program.
The varlety of treatment modalities used in day programming
1s structured to offer the cllent consistency in treatments
and interventions on a daily basls. These programs do not
remove the client from real-life situations and do not

relleve clients from declslon-making responsibilities, but
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rather, offers them a chance to develop s8klills that are
necessary to functlon adequately 1in soclety.

Muslic therapy 18 one of the treatments that has been
used with success 1in the modificatlon of soclal behaviors
with the deinstitutlonalized schlzophrenic population. Upon
assesslng the "needs areas" of the c¢llents, music therapy
actlivities can be structured to fit the speciflc treatment
goals of the indlividuals within the group. Muslc therapy 1s
non-threatening and often facllitates soclal interactions.
In addition, Wolfgram (1979) stated that the problems that
are revealed within the music therapy sesslon are often the
same problems that the <c¢lient displays 1In the community,
thus 1t 1s the approprilate place in which to focus and
modlfy the behavliors. Unfortunately, because delnstitution-
allzation of the chronlec schizophrenic in great numbers 1s a
relatively new concept in mental health, llttle research has
been done on the effects of music therapy wlth this
primarily low-functioning population.

In recent years, day treatment programs have been
requlred to provide an increasing amount of documentation to
Justify thelr cost effectiveness to governmental funding
sources such as the U.S. Department of Mental Health and the
Medicald program. Anthony and Farkas (1982) have 1indicated

that few standardized assessments that apply to the
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chronlcally mentally 111l population are 1n existance.
Because of the nature of the schizophrenic 1llness, most of
the existing assessments, particularly those focusing on
soclal behaviors, could not be readily adapted to fit the
population. These exlsting assessments often cover too
broad of an area, do not make the steps between behavioral
changes small enough to be reflected on a scale (although
very small changes are often of great slgnificance with
schizophrenics), and often begin above the cllents' current
level of functioning. As a result, Cohen and Anthony (1984)
Indicated that in order to provide the required information,
programs have had to devise population-specifilic methods by
which to assess clients' functioning levels on an ongoing

basis.
The Purpose of the Research

The purpose of this research 1s to conduct a concurrent

validity and reliability study on the Day Treatment Client

Assessment (DTCA), a series of 5 behavioral assessment
scales developed by the staff of Transitions Day Treatment
Program in Grand Raplds, MI, for purposes of justifying cost
effectiveness to primary funding sources. This will be done
by determining the 1inter-rater reliability and concurrent

validlity for the Soclal Skills section of the assessment by
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utilizing data collected in music therapy sessions designed
specifically to elicit soclal behaviors. Gay (1976)
descrlbes concurrent validlty as "the degree to whlch the
scores on a test are related to scores on another, already
established test administered at the same tlime or to some
other valid criterion avallable at the same time" (p. 89).
Gay describes rellablllity as "the degree to which a test
conslistently measures whatever it measures" (p. 92). It
should be noted that the intent of this study 1s not to test
the DTCA Soclal Skills Section for content valldity. It is
assumed that the scale has content valldity. It also should
be stated that thls study 1s not attempting to test the
value of music therapy as an effectlve assessment tool, but
rather, muslc therapy sessions are belng wused as an
assessment environment.

It 1s hypothesized that the Day Treatment Client

Assessment Soclal Skllls sectlion will prove to be a valid

and rellable assessment of client functioning level.
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CHAPTER II
REVIEW OF RELATED LITERATURE

The delnstitutionallzed chronic schizophrenic
population 1s beset wlth many problems that affect all
aspects of thelr 1lives. Many of these problems can be
controlled or minimized through the use of psychotroplec
(antipsychotlic) drugs, which is the single most important
and effectlve treatment for schlzophrenlc symptoms. E.

Fuller Torrey in hls book Surviving Schizophrenia (1983)

states, however, that: "Antipsychotlc drugs are not equally
effective for all schilzophrenic symptoms. Drugs are most
effectilve at reducing delusions, hallucinations, aggressive
or blzarre behavior, thinking dilisorders, and the symptoms
having to do with overacuteness of the senses" (p. 112). He
also states that "drugs are often 1less effective (or
completely lneffective) agalnst symptoms such as apathy,
amblvalence, poverty of thought, and flattening of emotions"
(p. 112). Mayer-Gross, Slater and Roth (1969, p. 275)
indicate that these symptoms that do not respond to
psychotroplc medicatlons become much more prevalent as
schizophrenla reaches a level of chronicity as opposed to
the delusions, halluclnations and thought disorders that are

more prevalent durlng the acute psychotic states and during
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early onset of schlzophrenia. In other words, a chronic
schizophrenlec comes to an "arrangement with hils 1illnes"
(Torrey, 1983, p. 68). Although the delusions or
hallucinations =still have a controlling presence, they have
become repetitive and formallzed.

The aforementioned problems are often ldentified as, or
manifested through, soclal isolation and social skill
deficits, lack of motivatlion, fear of taking risks and low
self-esteem; all of these factors are closely related and
all could be further divlided 1nto many smaller, more
specific problem areas. Behavilors that are not
significantly affected by medlications need to be addressed
by alternative methods of treatment wlthin the clients'
milieu. The combined symptoms of the disease hinder the
chronic schizophrenic from being able to function
successfully and independently in soclety.

Soclal skill deficits and inappropriate social
behaviors are often the focus of a 1large part of the
treatment in rehabillitatlon programs for deinstitutionalized
schizophrenics. Defilcliencies 1n social skllls are viewed by
many researchers (Goldsmith & McFall, 1975; Hersen &
Bellack, 1977; Liberman et al., 1982) as belng critical
elements 1in the development and continuation of the

schizophrenic disorder. They are as equally important as
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the deluslonal systems, thought disturbances and gross mood
anomalies. In addition, Liberman et al. (1982), Strauss and
Carpenter (1974), and Zigler and Phillips (1961) have
indlcated that premorbid levels of behaviors and skills are
important 1in predicting subsequent soclal adjJustment,
clinical outcome, and quallty of linterpersonal 1ife for the
schizophrenlic patlent.

Before further discussling soclal skllls as they relate
to schlizophrenla, it 1s necessary to outllne a conceptual
definition of what 1s meant by the term "social skills." In
reviewing the literature on soclal skills, 1t 1s clear that
few authors have explicitly defined the term. Definitlons
of a few of the leadlng researchers in the area of socilal
skills follow.

Liberman (1982) states that:

Social skills refer to everyday conversations,

encounters, and relationships that people have

with each other. Socilal skills 1include the

ability to give and obtain information, and to

express and exchange attitudes, opinions, and

feelings. . . . Social skills refer to the

nature and functlon of communication between

people (p. 63).

Wallace et al. (1980) determined that there are 4
elements 1n most social skill definitions: (a) The

person's 1internal state-~his feellngs, attitudes, and

perceptions; (b) the typography or rate of his behaviors
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(such as eye contact, hand gestures, volce volume, and
latency of verbal response); (ec¢) the outcome of the
interaction as evidenced by the achlevement of the
person's goal; and (d) the outcome of the ilnteraction as
reflected 1In the attltudes, feellings, behaviors, and
goals of the other participants.

In addition, Hersen & Bellack (1977) and Trower,
Bryant, and Argyle (1978) have provided comprehensive
definltions. Hersen & Bellack (1977) define soclal
skllls as the ablllity to:

express both poslitive and negative feelings in

the 1nterpersonal context without suffering

consequent loss of soclal reinforcement. Such

skill . . . lnvolves the coordinated delivery

of appropriate verbal and nonverbal responses.

In additlion, the soclally skillled individual is

attuned to the realitles of the situation and

1s aware when he 1s likely to be reinforced for

his efforts (p. 512).

Trower et al. (1978) define soclal skills as the
ability to "understand other people's use of elements of
expression, . . . convert impresslons through appropriate
verbal and nonverbal behaviors, . . . affect ([and
interpret] behaviors and feelings of others [accurately
and appropriately and], . . . influence the environment
sufficiently to attaln basic personal goals" (pp. 2-5).

To summarize, social behaviors, baslcally, 1lnclude

any 1nteraction (verbal and nonverbal) which occurs

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



between two or more people. Soclally skilled behavior is
the manner in which the interaction 1s handled.
Wilkinson and Canter (1982) state that "a behavior 1is
Judged to be soclally skilled when there 1s some purpose
or goal in the 1nteraction and the behavior 1s rewarded
by feedback or reinforcement by others" (p. 6). Eisler
(1976) determined that, 1n general, researchers have
found that 1less soclal competence was assoclated wlth
more severe symptomology. Furthermore, mentally 111
people who have demonstrated greater soclal competence
were glven better prognosls than 1less soclally skilled
individuals.

Liberman et al. (1982) state that:

There are several factors which can be

attributed to the great deficit 1n social
skllls and behaviors seen 1in deinstitution-

allzed chronic schizophrenilcs. Many
schlizophrenics have spent numerous years in
institutions. The socially isolated,

understimulating, deprived and custodial living
environments tend regularly to produce the
soclal breakdown syndrome or
institutionalism-~apathy, soclal withdrawal,
loss of self-care skills, and other negatlve
symptoms of schizophrenia (p. 15).

Liberman (1982) determined that:

Deficlenciles arise from inadequate or
inappropriate socilal learning experliences,
prior to the onset of +the 1llness; loss of
previously learned skllls, often due to disuse
or lack of practice as a result of lengthy
institutionalization, or deficiencies 1in the
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external environment's provision of role-models

whlich provide cuelng, prompting, relnforcement,

and punishment; excessive anxiety 1n soclal

sltuations; and deficits in cognitive,

information-processing skills (pp. 75-T76).

Social skills can encompass a wlde varlety of
behaviors. Much of the emphasis 1n research (Bellack,
Hersen & Lamparski, 1979; Bellack, Hersen & Turner, 1978;
Goldsmith and McFall, 1975; and Marzilller, Lambert, &
Kellett, 1976) has been given to verbal communication and
to positive and negative assertlon exclusively as belng
the primary behavior deflcits, and thus the maln focus of
tralning. Lowe & Cautela (1978), however, stated that
there are numerous soclal behaviors which do not fit
neatly 1in the assertive category and that greater
attention should be glven to a broader range of
varlables. Among these varlables are attending skills,
eye contact, faclial expression, body position and
gesturing, vocal intonation and volume, subJect content,
initiating, maintaining, and terminating conversations,
and other verbal and nonverbal behaviors. It is
important to recognize these as pertinent factors to be
conslidered in the social skllls tralning of deinstitu-
tionalized chronlec schizophrenles, primarily because many

of these behaviors need to be addressed specifically with

thlis population before they can benefit from assertion
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and verbal communicatlion training. Moore, Zlmmer and
Reld (1982), specifically addressing the soclal skill
problem of abnormal affect often seen in schizophrenics,
state that "thls outwardly obvious symptom often affects
the patlent's soclal interactlions by 1influencing others'
perceptions of him, thereby potentially interfering with
those parts of dally living which require interpersonal
contact" (p. 237). Seemingly, +this would hold true for
other soclal skill deflcits characteristic of
schizophrenia. Bradshaw (1982) inidicated that many
research studles and tralning programs assume that
clients have primary soclal skill 1levels (such as
attending skills) and begin training far above the actual
8kill 1level of many cllents, especlally those chronic
schizophrenics dlscharged to sheltered care facilities
from state hospltals.

Since any Interaction wlth another individual 1is
considered to be a soclal behavior, 1t 1s of utmost
importance that a person develops an adequate soclal
8kl1ll level 1f the interaction 1s to have a positive
outcome, The focus of soclilal skills trailning is to
provide the client with the skillls necessary for
successful interactions in any situation including work

sites, the community and relationships with others. If a
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cllent can not adequately communicate hls needs and
deslires, or if he lacks a soclal awareness of.how his
behaviors affect others, then he has left himself open to
mlsinterpretation or rejection. Wilkinson and Canter
(1982) suggest that there 18 no absolute "eriteria" of
soclal skill. Clients may respond differently 1n
separate or simllar sltuatlons, but both responses might
be consldered to be equally soclally skilled. "At 1ts
best, soclal skill training can be used to increase the
clients' behavioral repetoire and awareness of soclal
sltuations and offer him a wider varliety of behavloral
alternatives from which to choose" (p. 7). Trower (1980)
identiflies two requlrements of effective soclal skllls
tralning as belng "a knowledge of relevant social norms
and an understanding of types of soclal failure" (p.
327).

Many existing soclal skillls tralning programs have
been based on a soclal 1learning theory thaﬁ primarily
addresses clients' behaviors. Wilkinson and Canter
(1982) have complled a list of basic tralning elements
used to teach soclal skills to any population. They
determined that the procedures used in teaching social
8kills resemble those used in the teaching of any other

skill. The overall task 1s broken down into small steps
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which are taught systematically starting with the simple
and working toward the more complex. The training
elements include instruction (coaching) 1in which most of
the cogniltive aspects of soclal skills are covered,
modelling 1in which appropriate behavlior 1s demonstrated,
behavioral rehearsal (role-play) where the behavior 1s
practiced, and reilnforcement. Reinforcement takes the
form of feedback, which provides the client with
information about hls behavior, and reward which 1s
usually pralse or some approprlate lncentive. They also
suggest homework asslgnments as a training element which
provides the opportunlty for a client ¢to try out the
newly learned behaviors in real-1life situatlons.

Leading researchers have developed and tested
several baslc trailning programs which have been deslgned
to teach socilal skills specifically to chronically
mentally 111 populatilons. These programs often
incorporate the tralning elements compiled by Wilkinson
and Canter (1982) but have been developed with specilal
attention given to the specific problems and needs of the
chronically mentally ill population.

Bradshaw (1982) devised and tested a program,

Primary Attendlng and Soclalizatlion Skills Training

(PASST), based on operant conditioning combined with
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self-instruction. In thls program schizophrenics were
given tasks to learn relating to soclal behaviors which
were broken down 1nto smail sequential steps. Specific
instructions and modelling were provided by the tralner.
The schizophrenlec was then asked to monitor hls own
performance by means of self-questlioning, also taught in
detall by the trainer. Once a behavior/task had been
mastered, new tasks were added by operant chainlng and
shaping. Adequate performance was rewarded by soclal and
token reinforcement. The results showed that the PASST
program was effective in the following areas: (a)
reducing the amount of "sick talk", l.e., delusional
verbalizations; (b) improving communication skills; and
(¢) increasing attending skills. The research supports
the hypothesls that schizophrenlcs can learn
self-instructing behavior, that self-instructing behavior
can Improve task performance, and that therapy with
schizophrenics can shift from environmental manipulation
to 1internal cognitive restructuring. Unfortunately, no
results for generalization or malntenance of skills were
provided 1n thls study. This 1s a large problem area for
schlzophrenilcs which has been handled with l1lttle success
in research.

Lewis, Roessler, Greenwood and Evans (1985)
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developed a method of conversational skills tralning
(CST) consistent with the soclal skills training
methodology. It incorporated modelling, role playlng,
shaplng, and homework strategles 1in a multiple baseline
deslgn to teach functlional conversational behaviors.
This study also 1lncluded a cumulatlve practice strategy
wherein the cllent demonstrated all prevliously learned
skllls before role playing a new skill. Video tapes were
used to assist 1n learning new skllls. The results of
this study indlcated that clients who particlpated 1n CST
increased and maintalned thelr use of target behaviors 1n
a conslstent manner. However, the results also indicated
that skill generallzatlon to novel sltuatlons and people
was minimal and that additional training needed to be
done in this area. No 1long range post-test was done to
assess malntenance of skills over a long period of time.
Davis and Mathews (1981) attributed the limited
success of many soclal skills programs to the fact that
most 1nvestigators were concerned, in theory and
practice, almost exclusively wlth the participants!
behavior. They stated that "[researchers] did not take
into account key aspects of thelr subjects' internal
lives--how they went about processing and storing the

information they were supposedly being taught, and how
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the subjJects felt about interacting with other people"
(p. 142). They hypothesized that a training program
needs to affect a person's intrapsychic 1life as well as
hls behavior 1In order to be successful in producing
lasting and generalizable behavior. The authors
developed an "Integrated Curriculum" which was designed
to present information to clients regarding the
fundamental aspects of communication with other people in
a manner which maximized the chances that the information
would be 1nternalized as generalizable 1learning. They
addressed the followlng six ego psychological factors
that are commonly assoclated with schizophrenia and are
thought to 1interfere with the 1learning process: (a)
faulty defensive functioning and the attendant problem of
controlling anxlety, (b) difficulties in focusing
attention and shifting attention from one subject to
another, (c) probiems with encoding information, (4)
problems 1n maintaining solld ego boundariles, (e)
difficulties 1n retrieving learned information, and (f)
egocentric thought processes. Each of the cognitive
intrapsychic features were addressed throughout the
training in speclally designed activities and
discussions, whlle belng 1incorporated with behavioral

training of a more traditional nature utllizing
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Instructions, modelling, feedback, etec. The authors
tested thelr "Integrated Group Currlculum" agalnst two
other soclal skills ¢tralning groups, one labeled as a
"Discussion Group" and one called "A Structured Learning
Therapy (SLT) Group." The Discussion Group was designed
similarly to structured group therapy focussing on soclal
skills. The SLT group followed a more traditional model
of soclal skills ¢tralning, utilizing modelllng, role
playiqg, feedback, and generallzatlon tralning. The
results dld not 1indicate that the "Integrated Curriliculum”
was any more effectlve 1in tralning socilal skills than
elther the discusslion group or the SLT There was
significant change demonstrated in social skill 1level
only across groups over tlime, and not as a result of any
independent varilable. Although the researchers did not
provide 1ldeas as to why the "Integrated Currliculum" was
not more effective in training social skills than any
other method, +this author feels the results could be
attributed to a number of reasons. First, the training
took place over a period of only eight weeks with two
sesslons per week. Any type of skill tralning with
schizophrenics has been proVen to be most effective when
done 1in short, more frequent sessions over an extended

period of +time, with much repetition 1f necessary.
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Second, speciflc assessment results of the clients'
current levels of functlionlng were not provided, and
training may have begun at level too high for the
clients' information processing capabilities. Third, the
program may not have been adequately deslgned to meet the
needs of 1indlviduals wlthin the group and the tralning
provlided was very general as opposed to cllent-specific,”
thus emphaslizing another value of dolng level assessments
prlior to the start of ftralning.

Munchel and Corbett (1983) designed a soclal skills
tralning program combining active behavioral technlques
with verbal 1inslght techniques, simllar to Davis and
Mathews (1981). These researchers, however, took into
account the fact that the cllents function at different
levels of soclal competence, severity of pathology, and
familiarity with the group. They determined that
flexliblllity on the part of the tralners was a key 1ssue
in determining the success of the tralning group. As is
often found in a day treatment setting, the cllients 1in
this program displayed a wide variety of functioning
levels and carried a variety of dilagnoses, so the
researchers attempted to structure thelr tralning
accordingly. Prior to the start of each group, the

tralners met informally with group members (during a
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coffee break) to assess the group for relevant 1ssues of
discussion and concerns, then gulided the group toplecs and
1ssues 1In the directlion determined by the prelimlinary
observations. Video taplng and role playlng were used
extensively 1in tralnling to provide practice and feedback
with the goal of ailding cllents in gaining lnsight into
thelr behaviors. No results were reported as to the
effectiveness of this program.

It 1s speculated that an 1ndividuallzed program of
thls nature could be successful over a long period of
implementation time. However, 1t may be necessary to
assess clients' functloning levels and divide them into
Inslght~oriented groups and groups which lack insight.
It 1s questlonable as to whether 1lower functloning
schizophrenlcs can effectively be taught to have 1nsight
into thelr behaviors. Insight~oriented tralnling 1s
effective primarily with higher functioning
schlzophrenics who already have'a level of 1nsight, whilch
can be further developed and enhanced through training.
Behavioral-orlented programs appear to be more effective
with cllents who lack insight, because theilr levels of
cognltive processing and ego structure do not allow them
to comprehend and beneflt from insight-oriented

treatment. Davlis and Mathews (1981), in discussing the
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need for 1ndlviduallzed soclal s8klll programs, state
that: "We would encourage future soclal sklll tralners
to use some developmental assessments of the cognitive
capabilities of their particpants. Relying simply on
one's own 1intultive assessment 1s difficult unless the
cliiclan knows the client very well"™ (p. 151). Often
times cllents are able to present themselves as belng on
a higher functioning level than they actually are.

Other researchers have further narrowed thelr target
populations to 1nclude Just those people 1labeled as
schizophrenic. They have deslgned programs speciflcally
for teaching social skills to this population. Liberman
et al. (1982) concluded that in order for social skills
tralning to be maximally effective with schizophrenics
some conslderation of the followlng factors must occur:
"family factors, soclal situations, psychopathology,
motivational deficlts, and cognlitive attentlonal factors"
(p. 6). The authors provided a model depicting possible
interrelationships among environmental, cognitive,
psychophyslological, and behavioral variables 1in the
course of +the schizophrenlic dlsorder. The authors
heavlly emphasized that 1if soclal skills training is to
have a significant <c¢linical impact on the treatment of

schilzophrenia, it must be delivered 1in a much more
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intensive fashlion than 1s currently found in literature.
The authors also expressed a need for desligning treatment
and assessment methods to flt the speclal and unlque
needs of schlzophrenles. They believed that much more
care must be gilven to elliclting and rating the
characteristic symptoms and other criteria for the
schizophrenlc diagnoslis when selectlng thls as a target
population. They stated that, "The vast majority of
reports in the soclal sklills tralning 1llterature are
based on heterogeneous groups of psychlatric patients,
much 1less carefully dlagnosed schlzophrenics. This
clumping of apples with oranges places a llabllity on
soclal skllls training outcomes, such that possibly
important findings may be dilluted or missed altogether"
(pp. 23, 25).

In separate studies, Brown (1982); Falloon, Boyd,
and MecG1ll (1982); and Wallace (1982) each developed
Intensive soclal skills ¢training programs utilizing the
usual response acqulsition training procedures found in
other soclal skills tralning research, l.e.,
Instructions, prompts, modelling, behavioral rehearsal,
feedback and homework assignments.

Wallace (1982), using a set of stringent diagnostic

crlteria, designed an intenslve program for 1lnpatient
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schizophrenics In which treatment occurred flve days a
week, 2 to 6 hours dally, for a 9-week period. His
program not only emphasized motor responses, but also
gave equal emphasls to the cognitive skills of receiving
processing, and sending functions through the teachlng of
problem-solving technliques. His hypothesls was that "an
increase 1n problem-solvling skills would be more relevant
to forestalling relapse and/or rehospltallization than an
increase only 1n such discrete, narrowly defined behavior
as eye contact" (p. 57). The subjects 1n this study were
all living wlth relatives who were judged to be overly
critical and hostlle. The soclal skillls training group
was matched with a control group who was glven "holistic
tralning". The preliminary results ilndicated that fewer
subjects 1n the social skills training group had relapses
and rehospitalizations than in the holistic group. The
authors 1indicated a need for more longitudinal studies of
this nature to test for the relationshp between skill
level and long-term outcome, such as quallty of 1life,
that is unrelated to relapse. It 1is unclear in the study
as to whether clients' soclal sklll levels were assessed
before treatment began, a factor which could have some
bearing on the significance of the results of treatment.

Brown (1982) developed a tralning program to assist
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schizophrenlics i1in functioning 1n the community and to
provide post-hospltallization aftercare. His program
placed a stronger emphasls on instrumental skills than
dld other soclal skills tralning programs. The training
program, llke that of Wallace, was structured lntensively
beginning with a 7-week inpatlent program running 5 days
a week for 4 hours per day. The program was divided into
7 components focusing on the "life skllls" of
Interpersonal skllls, nutrition and meal planning, health
and hyglene, money management, advanced nutrition,
prevocational training, and community resources/soclal
networks. After the 1nitial T-week tralning program,
subjects were dilscharged to a halfway house whlch was
consldered to be an expanslon of the program, thus giving
the subjects a chance to utlllize thelr newly learned
skills. The goal was to further develop and generalilze
competence in dally living skills and social skills. The
primary emphasis of this study was to teach
schizophrenlcs skills that could be maintained and that
would generallze to new situations. The author stated
that:

Treatments that effect change 1in 1limlted

sltuations or for short perlods of time may be

of little usefulness to therapists pursulng the

goal of relntegrating a patlent 1nto his
family, Job, and communlty. Similarly,
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treatments that affect only those behaviliors

directly treated are 1less benefilcial than

treatments that promote a spreading of

therapeutic responses (Brown, p. 111).

SubJects' anxlety 1levels, depresslon 1levels, and
life skllls were addressed prior to the start of the
study. Unfortunately, follow-up data on thls study were
informally collected with little 1ndication as to the
effectiveness of the program, so0 no statlistically
meanlngful statement could be made about the results.

It 1s hlighly questlonable, however, that a 7-week
tralning period 1s a realistic time span 1n which to
teach all of the Iinstrumental skills 1listed in this
program,

Falloon et al. (1982) created a program 1in an
attempt to reduce family patterns that contribute ¢to
schizophrenlec relapse; namely, negative criticism and
hostllity directed at the patients by members of thelr
families., Another goal of the program was to reduce
overdependent bondlng between relatives and
schlzophrenics. The program was 1lmplemented primarily in
the homes of the patlents and consisted of weekly famlly
therapy sesslons for three months, which were gradually
decreased to 1less 1intensive monthly follow-up visits

after a 9-month period (for a total of 40 sessions over 2
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years). The authors suggested that training done
"in-vivo," that is in a naturallistic setting for the
subject, would be more 1likely to generalize to new
sltuations. The two maJor treatment strategles employed
were communication training and structured problem
solving; along wlth psychoeducational sessions for the
family, educating them on the nature, course, and
treatment of schizophrenia. PFamllies were also educated
on behavlioral technlques to enhance thelr copling skllls
for dealing with the behavioral dlsturbances often
assoclated with schizophrenlecs. The famlly therapy group
was matched wlith an individual therapy control group.
Soclal skilll assessments and varlous family communication
assessments were to be done before, during, and after the
treatment phase. Preliminary results 1ndlcated that
there may be specific beneflts assoclated with the
"in-vivo" family approach as opposed to the
individualized approach as evidenced by a smaller number
of relapses and rehospltalilzations for schizophrenlcs in
the famlly group.

There are several research defilcits 1n the design
and implementation of many of the soclal skills tralning
programs for schlzophrenics, many of whlch have been

mentioned above. Generally, training programs wlth
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schizophrenies have been implemented over too short of a
time perlod and without the 1intenslty that is needed to
be effective. Curran and Monti (1982) in a brief review
of the soclal sklills tralning programs discussed 1n thelr
book, concluded that, consldering all the factors
involved 1n schlzophrenlic disorders, 1t 1s unreallstic to
expect that a brief regimen of soclal skllls training
wlll have any majJcr lmpact on the subjJects' skill levels.
One must carefully evaluate the style and 1lntenslty in
which the soclal skills program is delivered,
particularly with schlizophrenics, because this population
often experlences sensory Input "overload", leadlng to
confusion, attention span deflcits, and problems encoding
and processing information. In addition, researchers
often overlooked the need for consistency 1in dlagnosis
and functlioning levels of subjJects when selecting a
target population for soclal skills training. Programs
need to be designed to fit the individual needs of each
subject, somethlng which <can be determined through
assessments. By having consistency 1n diagnosis and
functioning levels, programs can not only be structured
to meet the needs of all the subjects to a greater
degree, but the programs themselves will have more

validity.
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Another problem often discussed 1n soclal skills
literature 13 that of generallzation and malintenance of
the acquired skills. Thls problem has been handled with
little success thus far. Although skills are learned
successfully within the structure of the therapeutilc
training environment, follow-up research data to
determine 1if the skills are maintained for a long period
of time and are generallzed to novel situations 1n the
schizophrenles' natural enviorment are lacking. Many of
the follow-up studies that have been done have been
unsuccessful in determining that skills are both
maintalned and generalized.

Bellack, Hersen, and Turner (1976), 1in a study to
determine whether chronic schlzophrenlcs are able to
generallze learned soclal sklills to novel siltuations,
determined that, for the most part, target behavlors
generalized to novel scenes, and were malntained for at
least 8 to 10 weeks durilng the post-treatment period.
However, follow-up assessments were done subjectlvely in
role-played settings, and it was not determined 1if the
behaviors generallized +to in-vivo settings. The authors
strongly 1indicated a need for more research to be done 1in
this area in the subjJects! natural environment.

Edelstein and Eisler (1976) did a similar study and
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achleved simllar results. They also used role plays to
assess for generalization, and indlcated a need for
foilow—up assessments to be done in real life.
Simlilarly, Shepherd (1978) determined that soclal skills
could be generalized to novel situations wlthin a day
treatment environment, but once agaln 1ndicated a need
for assessing 1in-vivo generallzations. Unlike the
previously mentioned studles, Shepherd did not use role
plays to assess for generalization. RBRather, he assessed
clients wilthout thelr knowing 1n a separate settling, but
8t1ll within a protective environment.

A posslible explanation for the difficulty 1in
achleving successful generallization and malntenance of
skills 1in the schilzophrenics' natural environment was
stated by Curran and Monti (1982) in thelr review of
model programs. They stated that: "It should be noted
that there exlsts scant emplrlcal data that indicate that
the behaviors being taught ln these programs are those
that are reinforced in the patlents' natural environment"
(p. 4). Further assessment research needs to be done 1n
the cllients! natural environment away from the
therapeutlc setting in which most soclal skills programs
are 1lmplemented.

One of the weakest areas 1in the research on soclal
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skills, as 1ndicated in several of the aforementloned
studles, 1s 1n the area of sklll assessments. Accurate
assessments are 1lmportant for a number of reasons. They
provide a basellne on which to design and lmplement
tralning programs. If programs are to be successful, 1t
1s imperative that they begin at the current level of
functioning of the subjects; a factor which can be
determined only through assessments. Bradshaw (1982) and
other researchers have identified that certain training
programs have falled because the tralnlng started above
the level of the clilent.

Assessments also can be used to determine specific
need areas of the subjects, thus allowing for more
individualized treatment or training. Many programs
dealt with teaching soclally skllled behaviors very
broadly. They neglected to 1dentlfy specific problem
areas upon which to focus, thus hindering the success of
the training program. Marzillier and Winter (1978)
Indicated a strong need to look more closely at
individual patients, both in planning individual
treatment and carrylng out evaluative research. Upper,
Livingston, Connors, and Olans (1982), 1n an evaluative
study on soclal and coplng skllls tralning concluded that

1t would have been more valuable to further assess
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specifilc problem'areas to: (a) ald in planning sessions,
(b) screen out participants, (c¢) pleck out specific target
behaviors, and (d) lend to a more homogenous group.
Trower (1980), in describing a need for more accurate
assessments, stated that cliniclans often rely on
experlence and Intultion in declding what skills should
be taught, wlth the danger that the wrong or irrelevant
skllls may be selected.

Assessments can aid 1n determining the success of
the soclal skills +training programs by measuring the
changes that have occurred from the baseline (1h1tia1
assessment) at any given point during the course of the
training; and they can also be used to assess
generallzation and malntenance of sklills after completlon
of the program.

In a more general sense, soclal skills and other
functional assessments can be used 1in day treatment
programs to generate clinical data relevant to
programmatic and administrative decision making.
Increased emphasls on wutilization review and quality
assurance procedures make 1t necessary to develop
evaluatlon methods of measuring the therapeutic
effectlveness of partial hospltalizatlion programs 1n

observable, behavioral terms with clear, concise measures
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of the course of treatment and outcome clearly
identified. Abrams, Jacobs, and Leventhal (1984), in
desligning a functional assessment scale, stated that:
"Functional assessment 1s one step 1n the directlon of
interfacing clinical and administrative accountabllity.
It provides quantitative documentation of the course and
outcome of +treatment through measurable, lncremental,
functioning scores" (p. 19).

Several m;thods of assessling soclal skills have been
devised by researchers. Liberman (1982) and Wilkinson
and Canter (1982) have listed the primary methods as the
assessment 1nterview, observation in a natural setting,
self-report measures, and role plays. Added to thils 1list
are self-monitoring, observation 1n group settings, and
physiological measurements. A dilscusslion of many of
these assessment methods follows.

Although several self-report measures have been
designed and validated, self-report measures (usually in
the form of scales or inventories) can only be used
successfully with those clients who are able to report on
thelr behavior 1n soclal situations and should not be
used as a majJor source of information. They can be used
in conjunction with other assessment methods with some

degree of accuracy. Self-report assessments are most
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often 1nvalid when used with the deinstitutionallzed
chronlec schilzophrenles. This particular population lacks
insight 1nto thelr behavlors and feellings, has attention
span deflcits, mispercelves sensory input, and has faulty
cognltive processing, all of which are necessary to
accurately self-assess soclal skilll levels.

The assessment Interview, or focused clinical
interview, offers a good way of ellciting soclal and
interactional data from 1indlviduals who are able to
report on thelr behaviors with reasonable accuracy. This
method, as wlth the self-report, 1s not particularly
useful in assessing soclal skills of chronle
schizophrenlics for the same reasons stated above. An
additional self-report method of assessing interpersonal
behavior 1is that of self-monitoring. Eisler (1976)
states that: "In contrast to the other self-report
measures dlscussed, self-monitoring requires the
individual to record his behavior at specified intervals
in a highly systematic manner" (p. 383). A major
advantage to self-monltoring 1s that it permits access to
data that otherwlse would not be readlly avallable. It
is very difficult to obtaln data on an individual's day
to day soclal 1nteractions except through highly

systematic self-report procedures. This method also 1s
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primarily ineffective with schizophreniecs who lack the
motivation requlred to follow through with such a
project.

One of the most commonly used methods for both
assessling and teaching social skllls 1s +that of the
role~-play. Hersen and Bellack (1977) indicated that the
use of contrived situations has become a standard
strategy for assessment of soclal skills. Several
role-play tests have been deslgned by researchers to
assess soclal skill 1levels, few of which have been
successfully validated. Role-plays are useful 1n
assesslng both the subjective and objJective elements of
sécial behavior, Behavlors are usually observed,
recorded, and rated on behaviliorally anchored polnt
scales, although frequency counts, duratlion recording and
time sampling are also used, particularly with the more
objective behaviors. Many of the exlsting role-play
tests, such as the commonly used "Behavioral
Assertiveness Test--Revised" (BAT-R) which was designed
by Elsler, Hersen, Miller, and Blanchard (1975) to
measure soclal sklll 1levels, deal primarily wilth
components of assertive behaviors. These tests often are
not partilcularly sensltlive to the aspects of soclal

skills that do not necessarily involve assertiveness,
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such as eye -contact, conversation skills, and body
posture,

In the case of the chronle schlzophrenlc populatlon,
assertlveness 1s a concept that 1s very difficult for
them to understand and implement successfully; 1.e., it
1s often above thelr level of functioning. Thus, many of
the standardized soclal skills tests would be useless 1in
assessing skilll levels of thilis population. Bellack et
al. (1979) determined that chronic psychlatric patients
have much difficulty with the role-play format (such as
the BAT-R), and that other methods of assessment need to
be Investigated. Many of the exlsting role play
assessment tests also cover very broad, general areas of
gsoclal behaviors., With schizophreniecs 1t 1s at times
more beneflcial to 1ldentify and single out small
components of soclal behavilors and focus on those
speclfic behaviors as opposed to working on too general
of an area.

Researchers (Bellack et al., 1978; Bellack et al.,
1979; & Curran, 1978) have determined that one of the
blggest questlons they face 1n social skills research 1is
whether the role-played soclal sklill assessments
adequately represent real-life behavilors. These

researchers did studles lvestigating the external
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vallidity of role-play assessments. All advlised extreme
caution in drawlng generalized conclusions until a direct
comparison can be made between role play assessments and
in vivo observations. To summarize the findings,
Liberman (1982) stated:

Role-play tests are handicapped by a number of

methodological flaws. The most serious problem

with role-play tests 1lles 1n their 1lack of

external valildity. Since the role-playlng

situations differ 1in many ways from the
real-life sltuatlons encountered by the
patients, there 1s no assurance that what 1s

evaluated during the analogue situation . . .

reflects "real-life" behaviors (p. 71).

Bellack et al. (1979) concluded that the most
accurate and successful way to evaluate soclal skills 1is
in the subjects!' natural environment, In vivo
observation 1s the mode of data collection most strongly
advocated for by behavlior therapists. However, 1n most
cases 1t 1s not economlcal or pragmatically feasible to
observe behavior i1n the natural environment. This 1is
especlally the case with adult outpatlient clients, who
cannot be followed and observed in vivo. In addition, 1if
these cllients knew that they were being observed, they
might display behavioral changes not characterlistlc to
their standard pattern of behavior. However, 1n the case

of many deinstlitutlionalized chronic schilzophrenles, a day

treatment program may actually serve as a naturalistie
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environment. Many cllents attend such programs on a
regular basls for many years, Attending programming 1s a
part of thelr daily routine to whilch they've become
adjusted. Clients are accustomed to the structure of the
program and the types of therapeutlic activitles offered.

It has been determined by some researchers (Carrol,
1980; Montli et al., 1982; Williams, 1980) that partial
hospltallzation or day treatment programs are the 1ldeal
therapeutic setting 1n whlch to assess and address an
individual's functlonling level. Thls 1s attributed to
the fact that staff observe and interact wlth clients on
a dally basls for longer than one hour at-a time (as 1n
the case of out-patlent therapy), both formally and
informally 1In a wvarlety of situations. In addition,
staff observe and often structure clients' 1nteractilons
with each other. Partial hospltalization does not remove
clients from real-life situations, or relleve them of
declsion-making responsibility. Carrol (1980) stated
that: "Above all, partlal hospitalization 1s the best
setting in which c¢lient 1level of functioning can be
Improved because the kinds of treatment modallties used
address the 1ssue of role dysfunction and emphasize the
Importance of daily living skills" (p. 180).

In an extensive review of 31 functlional assessment
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instruments, described 1in terms of who conducts the
assessment, the presence of rellability and wvalidity
data, and a description of the cllient population on whom
the instrument was developed, Anthony and Farkas (1982),
determined that few measures of cllient skilll exlist which
have been standardlized on a severely psychlatrically
disabled populatlon. The authors also noted that the
literature lacks much specificity in the description of
the instruments (often due to limited journal space).
Cohen and Anthony (1984), in a paper on functional
assessment in psychilatric rehabilitation, stated that:
Many functional assessment 1Instruments have

been developed out of specific Institutional
needs and reflect the wunlque 1interests and

capaclitles of a particular setting. This
development has also occurred in psychiatric
rehabllitation. There is no dominant or

preeminant functional assessment instrument, a
sltuation which stimulates each settlng to
create 1ts own (p. 19).
The maJjorlty of the instruments developed have not been
tested for rellabllity or validlty because they were not
intended for use beyond the program for which they were
developed.
Cohen and Anthony (1984, pp. 22-28) 1listed several
important principals which should be considered when

creating a functional assessment 1instrument. First,

"functional assessments need to relate to an overall
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rehabllitation goal that 1s environmentally speciflc."
In other words, cllents need to be assessed 1in relation
to the environs 1in whilch they deslre to be successful.
The authors state that "effective functional assessments
are always individualized assessments"” (p. 23).
Individual needs should be kept 1n mind when developing
assessments as each cllent requilres a "somewhat" unlque
set of skills to succeed in his environment.
"Practitioners need to know how to conduct functional
assessments 1in a way that captures uniqueness regardless
of the use of any standardized instruments" (p. 24). The
authors also stated that "functional assessments need to
provide information on strengths as well as deficits" (p.
24). An effective assessment helps the c¢lient and
practioner understand both what skills the client has and
what ski1ll deflclts he has. In addition, functional
assessments need to be comprehensive. They should
address as many of the areas that relate to the focal
tople of the assessment as possible, Thils is
particularly true with the chronically mentally 111
population who has a wlide variety of problems within
select areas (such as soclal skills).

Functional assessments require that skllls be

behaviorally defined. They are also more useful when the
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skill definition has a unlt of measurement as well as a
behavioral definition. By providing a wunit of
measurement, the practitioner 1s able to accurately
measure whether the skilll 1s a strength or a deficit. It
1s also important that the behavloral unit of measurement
1s sensltive enough to enable the clinicilan to detect
small changes in behavior. Small changes are often seen
as belng very significant with a chronically mentally 111
population (with whom no behavioral change 1s seen as
being positive at times). Many of the existing
assessments are too broad to be utilized effectively with
thls population, and changes are not reflected
adequately.

Cohen and Anthony (1984) also state that "functional
assessments, whenever practical, should 1nclude an
assessment in the environment chosen for the
rehabilitation goal" (p.27). An assessment done 1in one
environment mlght not consistently correlate with
behavlor dilsplayed 1n another environment. In vivo
assessments are usually most accurate. Also, functional
assessments need to be ongolng as they are often the
basls for treatment plans and are the reason for
treatment 1nterventlions. Assessments are also used to

determine success of the treatment intervention and can
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be used as a post-treatment follow up. Finally, the
authors state that "functlonal assessments can provide
Important Iinformatlon for program development within the
agency" (p. 28), as well as provide a system for program
evaluation. Rehabllitative programs need to continuously
monitor and evaluate thelr effectlveness. As the clilent
populations change, the programs need to change to meet
the current needs of the population, factors whlch can be
determined through on-golng, accurate assessments.

In the past few years, state and federally-funded
programs such as Medlcald, which provide much of the
funding for partial hospitallzation and day treatment
programs, have begun to place 1ncreasling emphasls on
requiring programs to be able to demonstrate the 1mpact
and cost effectiveness of thelr services. Carrol and
Williams (1981) stated that:

Mental health services have enjJoyed the

security of being held less accountable due +to

the relatively 1less tanglble nature of mental

illness and 1ts treatment. However, mental

health service providers are belng asked to

Justify themselves on the basls of determining

the cost (input) necessary to provide services

that produce a measurabie amount of change 1n

clients (output) sufficient to enable them to

live satisfactorily in the community (p. 204).

As a result it has become lncreasingly more important for

programs to develop theilr own functional assessment
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tools.

Staff members of one such program in Grand Raplds,
MI, Transitions Day Treatment, a program serving
approximately 120 chronlcally mentally 111 adults 1n a
therapeutlc, rehabllitatlve setting, deslgned a serles of

rating scales (Asper, 1983) entitled the Day Treatment

Client Assessment (DTCA). The DTCA (See Appendix A) was

designed to meet the requlrements of the Medicald program
to provide documentation and justification of services in
order to receive funding. In reviewing exlsting
standardized assessments for mentally 111, 1t  was
determined that most of those avallable did not fit the
population needs of the Transitlions clientele. The
scales were often not specific enough to reflect small
changes 1n the target areas, and they often had a base
rating anchored with a behavior that was above the
clients' current 1level of functlioning. The DTCA 1s
divided into filve categories labeled as Behavior, Soclal
Ski1lls, Thought Content, Affective Functioning, and Task
Performance. Under each separate category is a list of
subJective and objective behavliors relating specificaliy
to the category title, chosen wlith the chronically
mentally 111 ecllent 1n mind. Each behavior 1s anchored

on a 7-point scale according to the severity of the
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problem with 1 belng the most severe and 7 belng llsted
as no problem. The scales were desligned with many of the
factors summarized by Cohen and Anthony (1984) 1in mind.
In addltion, it was determined by the staff at
Transitions in accordance wilth researchers (Abrams et
al., 1984; Carrol, 1980; Carrol and Williams, 1981; and
Shepherd, 1978) that rating scales and the method by
which they were implemented were not only less stressful
for cllents, but also were easler and less time-consuming
for staff to use than other types of assessments.

Each client 1is evaluated using the DTCA withln one
month of belng admlitted to the day treatment program, at
the time of +the 1nitial master treatment plan. The
client 1s then re-evaluated using the DTCA every six
months at the interdlsciplinary team meeting in whilch the
master treatment plan 1s revised. The assessment scales
are usually completed by the cllent's primary theraplst
and are revliewed by members of the treatment team.
Because the team members use up to 25 hours per week to
interact with and to observe the <client in a variety of
sltuations, assessments can be completed based on
familiarity wilith the client, and a structured interview
is not needed.

Of the five scale areas on the DTCA, Social Skills
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1s considered to be one of +the most important (See
Appendix C). The Soclal Skllls scales are the most
explicltly defined of the flve areas, wlth each scale
number havling a specific correspondling definition,
Social skill defilclts 1nterrelate with all of the other
problem areas 1n that limlted soclal skllls are both the
result of other problem areas and they also affect other
areas (such as task performance) adversely. Day
treatment programs are desligned to address problems
relating to 1nadequate soclal skills better than any
other type of treatment, by uslng a varlety of approaches
and technlques, and through the use of many therapeutic
modalities such as music, occupational, recreational, and
other expresslve arts theraples.

Musle therapy 1n particular has proven to be a very
valuable therapeutic medium with the chronic
schizophrenic population. As Wolfgram (1979) stated:

The problems that are revealed within the music

therapy sesslon are, for the most part,

identilcal to the problems the client 1s
experiencing in the community. Music therapy
provlides a non-threatening means of 1ldentifying

and worklng through these problems within a

group context; ln addition, the opportunity to

practice more effective soclal Dbehaviors 1s
practiced in these sesslons. The muslc therapy
activities introduced by the therapilst

facilitate this process (p. 142).

Wolfgram stated that muslc therapy 1s an effective
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treatment modality wlth the chronilcally mentally 111 for

the following reasons:

1. Music 1s non-threatening and generally
assoclated with positive 1life experiences.

2. Muslc faclllitates soclalization In a . . .
dliverse group (of clients).

3. Musical materials evoke c¢ommon thoughs,
feelings and experlences to which group
members can relate.

b, Music stimulates appropriate behavior and
maximal functloning when a desired musical
product 1s contingent wupon full group
cooperatlon.

5. Music provlides an approprliate outlet for
emotion an individual may be reluctant or
unable to express.

6. Music therapy activities simulate the
vocational, soclal, and recreational
situations the client willl experlence 1n
the community (pp. 140-141).

Additionally, in an article relating speciflcally to
daily l1living skills and the use of muslc therapy in a day
treatment setting, McKay (1979) emphaslzed that musiec
improves self-image through success and accompllshment,
and improves physical coordlnation, body-image, mental
flexlbillity, concentration, and attention span.

In reviewing the limlted amount of research on the
uses of music therapy with a chronlcally mentally 111
population, 1t appears that muslc therapy has primarily

been used as a treatment tool for modifying behaviors,
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Including the modiflcation of some soclally inapproprlate
or lnadequate behalvors (such as 1ncreasing attention
gspan and on-task performance, etc.). For example,
Cassity (1976) determined that psychiatric patlents
enrolled in a muslc therapy group (experimental) made
more significant gains 1In peer acceptance and group
coheslveness than those patlents enrolled in the
non-music (control) group. Music therapy has also been
used as a relnforcer for appropriate behavliors, and as a
method by which to evoke or change certaln physiologilcal
responses which can be measured (such as blood pressure,
heart rate, etc.).

Music therapy has rarely been used as an assessment
ald for measuring non-muslical behaviors such as the
psychosoclal symptoms of schizophrenia. Hadsell (1974),
In an article on the soclologlical approach of music
therapy, emphaslized the need for ongolng evaluations to
determine the current needs of the cllent as a basils for
structuring music therapy actlvities. The author does
not offer specific suggestions, however, as to how musilc
therapy can be used as an evaluative tool, or what types
of soclal behaviors can be evaluated through the use of
music therapy.

Braswell, Brooks, Deculr, Humphrey, Jacobs, and
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Sutton (1983) in a response to a requirement of the Joint
Commlission on Accredldatlion of Hospltals that actilvity
programs provide detalled assessments of c¢llents,
developed the "Muslc/Activity Therapy Intake Assessment."
The assessment was divided i1into four sections, one of
whilch, the "Attitude Survey" dealt 1largely with soclal
skills. The purpose of the Braswell et al. study was to
"investigate the psychometric properties of the Attitude
Survey" (p. 92). The data were collected from univeﬁsity
students and at the time of publication the survey had
not been used wilth the mentally 111 populatlion. A
potentlial problem with an assessment of thils nature
(self-evaluation) 1s that 1t, once agaln, has the
potential to be above many chronically mentally 111
cllents' level of functioning, rendering it invalid as an
asgessment devlise with thls population.

Keeping in mind the statements of McKay (1979) and
Wolfgram (1979) on the value and uses of music therapy in
a day treatment - setting, 1t would appear that music
therapy actlvitlies may be an 1deal setting in which to
assess soclal behalvors of the chronlcally mentally 111,
as sesslons can be structured to eliclt soclal behaviors.
Research also 1ndicates a strong need for more

standardized assessments of social skills with this
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population,
The Null Hypotheses

The hypotheses in null form are:

1. There will be no signiflicant correlation between
palrs of Judges ratings; thus, the scale wlll not have
- reliabllity.

2. There will be no signiflicant correlatlion between
the Jjudges' assessment of the cllents' soclal skills and
the staff's assessment of the same skillls; thus, the

scale will not have concurrent validity.
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CHAPTER III
DESIGN AND METHODOLOGY
Subjects

Forty-one cllents enrolled 1n Transitions Day
Treatment program for a minimum of one year formed the
subJect group for the study. SubJects were chosen for
the study primarily on the basis of how many days per
week they were scheduled to attend groups at Transilitions
Day Treatment, and whether they attended conslistently on
their scheduled days. Clients who attended less than
three days per week or who attended 1lnconsistently (less
than 25% of scheduled groups) were not selected for the
study. Of approxlimately 90 cllents who were consldered
for the study, about 50 met the attendance criterla,
Each client had been dlagnosed by a psychiatrist as being
chronically mentally 111 wlth a primary diagnosis of
schizophrenla. All clients were settled into routine,
mainly predlctable behavioral patterns. All clients had
been Institutionalized at least once during the history
of thelr mental 1llness, All cllents were stablllized on
psychotrople medlcation at the time of the study.

Clients ranged in age from about 25 to 70, were of

48

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



b9

various ethnic backgrounds, and included 39% males and
61% females. The difference between the amount of males
and females In the study can be attributed to the Ffact
that more females were attending consistently during the
hours that the study was being run. All cllents selected
had been involved in some previous muslc therapy
settings. They were asked to particlpate 1in the project,
and all signed a consent-for-participation form prlor to
the study (see Appendix B). Clients were not told that
they would be rated speciflically on soclal skills and

behaviors,
Setting

The study took place at Transitlons Day Treatment
Program 1in Grand Raplds, MI. Transltlons Day Treatment
is one of four programs administered by South Kent Mental
Health Services, a non-profit agency under contract with
Kent County Community Mental Health. As a partial day
program, 1ts purposes are to malntaln cllents 1n the
community setting and asslst them in achleving the
highest possible level of independent functioning through
structured activity programming 1in a milieu setting.
Programming 1s avallable for 120 cllents, four days per

week from 9:00 a.m. to 3:00 p.m.
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Transitions serves +the adult chronlcally mentally
111 population. The majority of the c¢llents carry a
dlagnosis of schlzophrenia or major affective disorder,
although recent admisslons 1nclude several personality
dlsordered indilviduals. Most Transitions Day Treatment
clients are referred by Transltlions Case Management
Program, another of the four South Kent Mental Health
Services programs, although referrals have also been
accepted from other mental health-related agencles 1in
Kent County.

Individual treatment plans are developed for each
client during an interdlsciplinary team meeting whilch
includes the client's case manager, the day treatment
staff, and the day treatment program supervisor.
Intervention strategles are drawn 1largely from the
behavilioral theraples, 1n addition to reality therapy,
rational emotive therapy, and cllent centered therapy.
The conslstency of the Implementation of the
Interventions 1s due largely to the day treatment staff
working as a team. Weekly progress notes on each cllent
completed as a team insure staff consistency.

The Transitions Day Treatment Program staff 1s
comprised of three occupational, two muslec, and four

recreatlional therapists, along with three other mental
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health professlionals.

Together with Grand Raplds Public Schools Community
Educatlion staff, the Transltions Day Treatment Staff
facllitate nearly 50 groups per week. Group content 1s
structured toward meetlng the psycho-soclal, educational,
emotional, physical and pre-vocational needs of ¢the
cllents, with 1ncreasling emphasls belng placed on work
therapy and 1n-vivo training of baslc skills for
Independent living and communlty awareness. Examples of
such groups are assertlon training, stress management,
basic hyglene, community action, actlive leisure, career
development, independent 1living skllls assessment and
practicum, and sexuality. Groups range in slze from 8 to
25 clients and are lead by 2 staff members. Each milieu
theraplist 1s also assligned a caseload of up to twelve
clients. Staff are responslble for weekly individual
contact with each of thelr clients as well as record

keeping and treatment planning.
Instrument

The instrument used 1in this study was the Social

Skillls section of the Day Treatment Client Assessment

(DTCA), and the accompanying number definitions for items

in the T7-point assessment scales (see Appendix C). The
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scales were designed in 1983 by members of the
Transltions Day Treatment staff in order to meet
requirements of state and federal funding sources ¢to
provide documentation and Justification of cost
effectiveness of services. No rellability or valldity
data were avallable on the DTCA prilor to this study.
Assessment areas of the DTCA 1included 5 categorles
chosen for thelr relevance to the problems most often
seen wilth the chronlcally mentally 111 population as
determlned by the day treatment staff. These categoriles
were titled Behavlor, Soclal Skills, Thought Content,
Affective Functloning, and Task Performance. Under each
separate category 1s a 1list of subjectlive and objective
behaviors relating specifically to the category title.
FEach behavilor 1s anchored on a 7-point scale according to
the severlty of the problem with 1 belng the most severe
and 7 being listed as no problem. The purpose of the
scales 1s to provlide the staff with an assessment of how
the client 18 currently functioning, what the current
need areas are, and what changes have occurred in the
cllient's funcltoning level. Treatment plan goals can be
designed by utilizing information obtained from the
assessment scales, and the scales can also provide useful

information when determining whether a partlcular
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treatment 1ntervention was successful in modifying a
specific behavior.

To meet funding program requlrements, staff members
of Transltlons Day Treatment complete the DTCA on all
clients enrolled 1n the program at the 1ndlvldual
client's 1interdilsciplinary team (I-team) evaluation
(treatment  plan). The 1nitial assessment 18 done
approximately four weeks after the c¢llent has been
enrolled in the program, at the time of the formulation
of the initial master treatment plan. The c¢llents are
re-evaluated at 6-month intervals, using the DTCA, at the
time of +the treatment plan revislion meetling. At this
meeting, previous goals and 1nterventlions are revliewed
and assessed for relevancy, and revisions are made 1f
necessary. The assessment scales are usually completed
by the cllent's primary theraplst and are reviewed by
members of the treatment team. Ratings are chosen based
on observatlion of the cllent 1in structured and
unstructured settings, and on famlliarity with the
cllent. Because the staff interact with clients up to 25
hours per week in a variety of settings, assessments can
be completed based on this familiarity and an assessment
Interview 1s often unnecessary. The assessments on the

subJects 1in this study were completed by staff members
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who have worked with the clients regularly for over one
year, thus assuring accuracy on the assessments due to

famillarity with the clients.
Procedure

The basellne assessments for the study were formed
by wutillizing the Soclal Skills section of the most
recently completed DTCA (completed within the past two
months). If a DTCA had not been completed on a client
within the past two months, a new one was completed just
prlor to the study to accommodate any changes in the
subjects' behavlors that may have occurred. None of
these assessments was completed by staff in specifiec
therapeutic groups, but was based on observations within
the total program.

Three evaluators, employed by Transltions Case
Management program who were not part of the day treatment
staff, were asked to observe each subject in three musilc
therapy groups, and complete one DTCA Soclal Skills
assessment form on each subject in each group just after
completion of the group. The evaluators each had a
minimum of a bachelor degree 1n a mental health related
fleld; e.g., psychology and soclal work; and each had

worked wilth the chronically mentally ill population for
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at least one year prior to the study. The evaluators did
not know the subJects prior to the beginning of the
study.

One week prior to the study, the evaluators were
presented with a 30-minute description of the study and
an explanation of the procedure by the author. The
evaluators were each given a packet of information to
review which consisted of the instructions for completing
the Social Skills sectlion of the DTCA, a copy of the
Social Skllls scale and the accompanying number of
definitlons, and coples of the music therapy actlvitles
which were to be used for the study (appendices C and D).
The researcher then met with the observers 2 days before
the collection of data began to review the procedures for
completing the DTCA and to answer any questions. At this
time, the participation role of the observers within the
groups was discussed. No formal +tralining or practice
sesslons using the DTCA took place,

For data collection, raters were asked to physically
Join the group and particlpate in the activities, but
were asked to limit the number of prompts and
staff-initiations directed towards the clients. For
example, in activities which required that group

participants work in palrs, the evaluators were asked to
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not seek partners, but to walt untll they were asked by
the subjects to be thelr partners. Evaluators were also
asked to refraln from volunteering informatlon or answers
in actlvitlies that required such responses until after
the cllents had particlpated. This passlve role ensured
that cllents would not be responding entirely to
staff-initlated 1interactions but would have to accept
responsibility for thelr level of actlvilty participation
and soclalization.

Due to the large number of subjects (41), the
subjects were divided randomly into 3 smaller groups of
10 and one group of 11, to enable raters to observe the
cllents more closely and accurately. Each group was
observed 3 times. Three sets of muslic therapy

- acltivitlies were desligned, each with social skills goals
as a maln objective (see Appendix D). Each of the 4
groups recelved the same activitlies 1n the same order.
Sessions lasted approximately 45 milnutes, and each began
with a warm~-up activity followed by a main activity. All
music therapy sesslons were devised and conducted by the
author of thils study, a Registered Musilc Therapilst.

Sesslons took place durlng regular group hours at
Transitions Day Treatment, in the morning Just prior to

the clients' lunch break. The sessions were held in a
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famillar group room in the agency.

Raters completed +the DTCA Soclal Skills forms
immediately following the end of the sessions, using the
scale definltions as a gulde. An average soclal skill
score for each cllent was determined after each
observation. Each client was assigned a number (1-41)
for purposes of confldentlality during the study and +to

ald in compiling the data.
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CHAPTER IV
RESULTS

The means of the soclal skillls scores for each of
the 41 subjJects were determined for each Judge. To
determline the reliability of the DTCA Soclal Skills
scale, each of the Judge's mean scores was correlated
wlth each of the other judge's mean scores,

The results of these calculations are as follows:

Table 1

Correlation Coefflclent Between Judges

Judge 1+2 Judge 2+3 Judge 1+3 Average

Correlation
.675 . 787 . 735 .732
Coefficlient

To determine the concurrent valldlity of the Soclal
Skills sectlon of the DTCA, the mean of the three Jjudge's
average scores on each cllent was calculated, and this
score was correlated with the day treatment staff soclal
skills rating of each client (taken from the most
recently completed DTCA). The result of the correlation
between observers' ratings and staff ratings was a

coefficlient of .628.
58
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The results of the analysis of the data indlcated
that the DTCA Soclal Skills scale 1s a rellable measure
of soclal behaviors when used 1n an observational
setting, as indicated by the average correlation
coefficlent of .732 for the three judges.

The results also 1indlcated that the DTCA Soclal
Skills scale 1s a valid measure of soclal behaviors, as
indicated Dby the correlation coefficient of .628. The
correlation coefficlent between the session (observer's)
ratings and the day treatment staff retrospective ratings
i1s sufficiently high to show that the two tests are valld
in spite of the different settings in whlich the test was

administered.
Summary

The results show the followlng effects on the
study's original null hypotheses:

1. There will be no significant correlatlion between
palrs of Judges' ratings, thus the scale will not have
relliability (rejected).

2. There will be no slignificant correlation between
the judges' assessment of the client's soclal skills and
the staff's assessment of the same skills, thus the scale

will not have concurrent validity (rejected).
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CHAPTER V
DISCUSSION AND RECOMMENDATIONS

It can be concluded from thls study that the DTCA
Social Skills scale 1s a rellable lnstrument for ratilng
the soclal behaviors of a chronlically mentally 111
population within a muslc therapy group 1In a day
treatment setting. The scores of the three Judges showed
a high level of consistency for the 41 subjects' soclal
8k1ll levels based on the results of the data collected
in an observational setting. One of the three Judges
consistently rated the clients 1lower than the other two,
thus lowerlng the average relilability correlation
coefficlent slightly.

It also can be concluded that the DTCA Social Skills
sectlon 1s a valid instrument for rating social behaviors
of a chronically mentally 1ll population. Although a
coefficient of .628 indlcates the presence of concurrent
validity, 1t 1ndlcates that the day treatment staff
assessments of the cllents' soclal behaviors may be less
accurate than the Judges' ratings, thus resulting 1n a
lowered correlation coefficient for validity. This may

be true considering that the inter-rater reliability for
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the Judges was sufficlently high.

Both the judges and the day treatment staff ratings
were collected by uslng the same instruments, only data
were collected 1n different settings. The lower day
treatment staff vallidlty could be attrlbuted to several
factors. Many of the day treatment staff have worked for
several years wlth the cllents used 1n this study. Day
treatment staff see clients 1In a different frame of
reference than the soclal workers who acted as Judges for
this study. Day <treatment staff have much more direct
¢client contact and address different goals than soclal
workers.Soclal workers work with a wider variety of
functioning 1levels than day treatment staff (who
primarily work with the 1lower functioning clients).
Soclal workers may see cllents who are work ready and
have families. Thus, the lower functloning clients may
appear to have more sklll deficits to the soclal workers
than to the day treatment staff who most often do not see
the upper end of the range.

It is posslble that the soclal behaviors that the
clients exhiblt are such a part of their routine
behavliors that day treatment staff elither are more
tolerant of them or do not vliew them as significant

problems; whereas "outside" observers may be acutely
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aware of these behavlors, and consequently would rate the
behaviors lower on a scale 1indicating severity of a
problem than the staff.

Another contributing factor to the lower valldilty
could be the fact that the day treatment staff have been
using the DTCA for over three years, and may have reached
a polnt where completion of the scales has become routlne
and hence, less accurate. Due to the lncreased number of
clients enrolled 1in +the program and the stringent
Medlcald and The Joint Commission on Accreditation of
Hospltals guldelines, much more team meeting time 1s
required to do the actual treatment planning, and often
minimal time goes in to the assessment completlion. Due
to the excesslve documentation requlrements, the scales
often appear to be looked at by staff as a necesslty to
fulfill requlirements rather than as a valid tool on which
to base treatment goals and 1interventlons. Staff have
often used the soclal =skills scale to assess cllents
wlthout using the accompanylng scale definitions, perhaps
relying on memory. This could also account for the
higher staff ratings. The staff members were not asked
by the researcher to change thelr method of utilizing the
tool for assessing clients prior to the study.

Some staff members reported that 1t 1s occaslonally
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difficult to be totally objectlve about the cllents
because they (the staff) think that rating a client low
in a certaln area 1s a reflection on thelr competency as
a day treatment theraplst. This is particularly true
with rating the more popular clients. Although 1t 1s not
a consclous effort on the part of the staff, a client may
recelve a higher soclal skill rating than they actually
should get because the staff enjoys working with them and
"wants" them to do well; +thus, +this deslire may be
reflected in the rating score.

A few minor problems occurred within the
methodology. Many of the clients unexpectedly dlsplayed
reslstance to particilpating in the study. It took much
effort on the part of the staff to get the cllents ¢to
glve thelr consent to particlpate. This could be
attributed to the rigidlty and routine behavloral
patterns that are characteristic to the schizophrenle
1llness. Cllents do not like to deviate from the éafe,
predictable routines that they have established. Cllents
who did attend the groups recelved coffee and a snack at
the end of each group to act as an incentlve to attend
the next group. It was less difficult to get the clients
to attend the second and third groups than 1t was to get

them to attend the first group.
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A few of the cllents also displayed a "halo effect"
in the groups, whereas 8some of theilr sacial behavlors
under normal clrcumstances may actually have been more
problematic. The presence of "guests" in the group had
the effect of ellclting more approprlate behaviors 1n
some of +the <c¢llents, although 1t appeared through
informal observation that thls dld not affect too many of
them, Video taplng the groups would have been an option,
but 1t would not have allowed the Judges to focus on
individual's soclal skllls within the groups.

Also, due to the large number of subjects needed for
the study, it would have been very difficult to select
clients with similar psychosocial levels of functioning
for the groups. Because of the dlverse range of
functioning of the clients wlithin each group, some of the
activitlies selected to dlsplay and develop soclal skills
were of limlted therapeutlc wvalue to some of the clients,
This 1s especlally true for actlvities such as "Bulld a
Bridge of Frlendship" 1in which c¢llents are asked to
utlillze abstract thought. A client who thinks concretely
has great difficulty grasping the directions and purpose
of such an activity. Although the groups did succeed 1n
elleciting soclal behaviors in all of the subjects, it 1s

questionable as to whether some of the cllients benefitted
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therapeutically from belng in some of the groups.

It was also difficult for the researcher to declde
exactly when ¢to intervene when the cllents were
dlsplaying 1inappropriate behaviors within the group.
Confrontation and intervention of 1inapproprlate soclal
behaviors most llkely occurred at a slightly slower rate
of time than under 'normal" group circumstances. Thils
would have allowed the Judges more time to observe the
behavior,

A problem that the Judges had 1n using the scale
itself and the accompanying definitions was 1n
distingulshing between the areas of assertiveness and
risk-taking. It was difflcult to 1look at one area
Independent of the other. Further research wilth this
scale might 1involve deflning the elements even more
specifically, enabling a definite distinction between the
terms assertive and rilsk-taking to be formed.

Other areas of the scale seemed very broad. Future
research could aim at further dividing many of the
categorlies Into smaller steps, enabling staff to identify
and target speciflc behavlors for change.

Another problem with a soclal skllls scale of this
type for chronically mentally 111 1s that it 1s very

difficult at times to distinguish between what 1is a
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soclally inappropriate behavlior and what 18 a psychotile
behavior. For example, durling one actlvity requilring
cllents to work 1n palrs, two actlvely deluslonal clients
formed a team. They utillized approprlate conversational
skills, assertion, and eye contact throughout the
interaction; however, the content of the conversatlion was
! totally deluslonal, as evidenced by not only overhearlng
the conversatlion, but by when the cllients took turns
Introduclng each other to the group members. What 1s
difflcult to declde 1s whether these cllients, in thelr
interactlion with each other, were dlsplaylng poor soclal
skllls. This sltuatlion could potentlally cause a Judge
to give a cllent a lower rating, unless definitlons of
soclal approprlateness were very comprehenslve and were
carefully explalned prlor to the time of the observation.
It appears that muslc therapy sesslons may be a
valld setting for assessing and/or modifylng soclal
behavlors of chronically mentally 111 aduts. Sessions
can easlily be structured to ellclt nearly any soclal
skills or lnadequacies. Music therapy is
non-threatening, deals with real-life situations
involving social iInteractlions, and can be an appropriate
outlet for frustration or feellngs which might otherwlse

be manifested through soclal lnappropriateness. It is
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difficult to determine 1if the clients' mean soclal skills
scores were Influenced by the muslc therapy sesslons
independent of the presence of observers. Little
research has been done on the effectliveness of using
music therapy as an assessment tool at the present time,
and much more research could be done in thls area. In
addition, the effort of muslc therapy on modifying
soclally 1inapproprlate behavliors of chronically mentally
111 populatlon could be studled more closely.

Further research 1s also needed 1n the areas of
assessment development and standardizatilon for the
chronically mentally 11l population. Current assessments
often begln above the clients' current 1level of
functioning and neglect to 1nclude some areas that often
are prominent problem areas for low-functionlng
schlzophrenics. Assessments often cover too broad of an
area and do not adequately reflect the minute changes
that are cruclal in recognlzing the schizophrenic
client's progress or regression,

It 1s recommended that a large program such as
Transitlons Day Treatment hire a person whose primary Job
would be to do assessments, evaluations, and dlagnoses
for a period of two to four weeks on every incoming

¢cllent, before the client 1s assigned to a primary care

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



68

worker, This would allow for rellable and valid
assessments of each client's needs, problems, and
strengths upon which to develop the treatment plans.
Unfortunately, financlal and political reality would not
allow for thls position as 1t 1s not a service that
Medicald and other funding sources recognlize as belng
billable.

In general, much progress has been made -in
understanding the treatment needs of the
delnstitutionalized chronic schizophrenic. However,
because deinstltutlionalization of large numbers of
clients 1s stl1ll a relatively new occurrence, more
research needs to be done exploring all of the
possibilities for making integration into the community
easler for the schizophrenic population as well as for

the community.
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Appendix A
DAY TREATMENT CLIENT ASSESSMENT
Date:
Client:
Assessor:

Direotions: Cirocle the number which describes the olient’s
functional level for each item. If an item is not
assessable, do not circle a number, do not wuse in
determining average.

BEHAVIOR
Severe Moderate Mild No

Item Assessed Problem Problem Problem Problem
Independence 1 2 3 4 5 6 7
Self-abusive/ 1 2 3 4 § 6 7

suicidal
Aggressive/ 1 2 3 14 5 6 7

assaultive
Manipulative 1 2 3 1 .5 6 7
Substance abusive 1 2 3 4 § 6 7
Attention seeking 1 2 3 4 5 6 7
Sexual acting-out 1 2 3 4 5 6 7
Bizarre 1 2 3 4 5 6 7
Self-stimulatory 1 2 3 4 5 6 7
Anti~social/ 1 2 3 4 § 6 7

resistive
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Behavior total socore  __ ____.__._

Behavior average score ________
(Divide total score by number of items circled)

Comments:
SOCIAL SXILLS
Severe Moderate Mild No
Item Assessed Problem Problem Problem Problem
Eye contact 1 2 3 4 5 6 7
Appropriate conver- 1 2 3 4 § 6 7
sation (topics,
voice quality)
Non-verbal communi- 1 2 3 4 § 6 7
cations
Group participation/ 1 2 3 4 5 6 7
socialization
Assertion 1 2 3 4 § 6 7
Risk-taking 1 2 3 4 5 6 7
Social Skills total score  _________
Social Skills average score _____ .

(Divide total score by number of items ciroled)

Comments:
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AFFECTIVE FUNCTIONING

Severe Moderate Mild No
Item Assessed Problem Problem Problem Problem
Appropriate to 1 2 3 4 S 6 7
situation
Verbalizes feelings 1 2 3 4 § 6 7
Selt~concept/body 1 2 3 4 3 6 7
image
Intensity/extremes 1 2 3 4 5 6 7
of expression
{manic, blunted,
depressed, etc.)
Aftective total score  ______
Affective average score _________

(Divide total score by number of items circled)

Comments:
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TASK PERFORMANCE

Severe Moderate Mild No
Item Assessed Problem Problem Problem Problem
Follows directions 1 2 3 4 5 6 7
Attention span 1t 2 3 4 5 6 7
Frustration 1 2 3 4 5 6 7
tolerance
Follow through/ 1 2 3 4 5§ 6 7
motivation
Degree of autonomy 1 2 3 4 5 6 7
Quality of work 1 2 3 4 5 6 7
Task performance total score  _____
Task performance average score _______

(Divide total score by number of items circled)

Comments:
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THOUGHT CONTENT

Severe Moderate Mild No
Item Assessed Problem Problem Problem Problem
Reality orientation 1 2 3 4 5 6 7
Association of ideas 1 2 3 4 5 6 7
Ability to abstract 1 2 3 4 S 6 7
Memory (long/short) 1 2 3 4 S 6 K4
Hallucinations 1 2 3 4 S 6 7
Delusions 1 2 3 4 5 6 7
Judgement /decision- 1 2 3 4 § 6 7
making
Thought content 1 2 3 4 5§ 6 7

(paranoid, rigid,
obsessive, irratio-
nal, suicidal, etc.)

Thought Content total score  _________
Thought Content average score _________
(Divide total score by number of items circled)

Comments:
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Appendix B

CONSENT FOR PARTICIPATION

The undersigned has agreed to willingly participate in a
project designed solely for the purposes of furthering the
education of Susan Egeler, Transitions Day Treatment Team

Coordinator.

The Project involves participating in 3, one-hour Music
Therapy groups held during regular program hours, in which there
will be three Transitions employees from outside of the Day
Treatment program acting as observers, The observers’ role is
to participate in groups and evaluate social behaviors. Data
collected will be used solely for the purpose of validating an
assessment scale,

The vundersigned may cancel this consent by notifying
Transitions Day Treatment staff in writing prior to the time of
the music therapy sessions.

The undersigned will remain completely anonymous to people
outside of the agency.

Signature of Consenting Party Date
Witness Date
Client’s name in full (Please Print) Case #
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Appendix C

DTCA Social Skills Section:
Instructions and Accompanying Number Definitions

Instructions for completing the DTCA: Social Skills Section.

1.

Read through each section of the assessment.

For each item in each section, circle the number which you
believe most accurately describes the client’s ourrent
funotioning level according to your observations in the
Music Therapy Group.

If an item within a section ocan not be assessed, do not
circle a number.

Add the total of the numbers circled in each section of the
assessment.

Determine the average for each section by dividing the total
of that section by the number of items circled (If you were
unable to assess an item, do not include it when determining
the average).
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SOCIAL SKILLS

Severe Moderate Mild ‘No
Item Assessed Problem Problem Problem Problem
Eye ocontact 1 2 3 4 3 6 7
Appropriate conver- 1 2 3 4 § 6 7
sation (topiocs,
voice quality)
Non-verbal communi- 1 2 3 4 5 6 7
cations
Group participation/ 1t 2 3 4 S 6 7
gocialization
Assertion 1 2 3 4 5 6 7
Risk-taking 1 2 3 4 § 6 7
Social Skills total score  _______
S8ocial Skills average score _________

(Divide total socore by number of items circled)

Comments:
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Corresponding Number Definitions
for Social Skills Seotion of the DTCA

Eye Contact

1. Client uses no eye contact, even upon staff request,

2. Client uses eye contact for short periods of time (less than
2-second duration) with prompting from staff.

3. Client needs more than 1 prompt to wuse eye ocontact
(continuously throughout interactions); maintains eye

contact for 3-5 seconds.

4. Client needs prompting to use eye contact. Client does not
require repeated prompts; 1is able to maintain eye contaot
for longer intervals of time.

5. Client initiates eye contact but has difficulty maintaining,.
Client frequently glances away for extended periods.

6. Client initiates eye contact. Client occasionally glances
away for extended periods.

?7. Client maintains appropriate eye contact consistently.

1. Client 1is nonverbal; will not respond to staff attempts at
conversation. Or, client is hyper-verbal; will not respond
to conversational limits. Volume is extremely loud or soft.
Topic area 1{is continuously inappropriate; e.g., sexual
content, delusional, religious, overly descriptive.

2. Client is primarily nonverbal; will rarely respond to stafft
attempts at conversing. Or, client is primarily
hyperverbal, will rarely respond to staff conversational
limit-setting. Volume is either too 1loud or too soft.
Topic area is most often inappropriate.

3. Client still shows marked impairment in quantity and quality

(volume) of speech, topic area, and interactive responses;
but will respond to staff attempts at initiating or limit
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setting for brief periods of time.

4. Client continues to need verhal prompting from staff, but is
able to display appropriate conversation for a longer period

of time.

5. Client 1is able to initiate and maintain appropriate
conversational topics. Client occasionally exhibits
deficits in one of the above stated areas which may require
some staff verbal intervention.

6. Client is able to initiate and maintain appropraite
conversational topics. Client rarely exhibits deficits and
is able to return to appropriate conversation without staff

intervention.

7. Client displays appropriate conversational skills at all
times.

1. a) Client isolates self from group/other olients; or,
bombards others with presence. b) Client exhibits
hypokinetic or hyperkinetic behaviors <(hyper-active or
under-active). c) Client exhibits extremely inappropriate
personal spacing when interacting with others. d) Client
exhibits extremely closed or open hody posture. e) Client
uses either no gestures or extreme gestures when

communicating. Client will not respond to staft attempts at
changing the behavior.

2. Client exhibits deficits in each of the above stated areas.
Client rarely responds to staff attempts at modifying the
behaviors.

3. Client exhibits deficits in each of the above stated areas,
but will respond to staff intervention for short periods of
time.

4. Client exhibits deficits in 3 or more of the above stated
areas, but will respond to staff intervention for short
periods of time.

§. Client exhibits mild deficits in 3 or more of the above
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stated areas, and will respond to statf intervention for
longer periods of time,

6. Client exhibits mild deficits in less than 3 of the above
stated areas and is able to correct behavior with minimal

staff prompting.

7. Client exhibits no problem in any non-verbal ocommunication
areas.

1. Client is totally withdrawn, does not interact with others.
Client never initiates interactions. Client will not
physically join groups and will not participate in group
activities even with heavy prompting.

2. Client spends all of time alone, does not interact with
others exocept for occasionally responding with { or 2 word
answers. Client never initiates. Client will not
participate in group activities unless continuously assisted
with 1:1 help from staff.

3. Cleint will sit with group, but will not initiate
participation in group activities. Client will respond to
staff prompts to participate, but needs prompting to
continue participation and socialization. Client has
difficulty following staff directions and making appropriate
verbal contributions.

4. Client needs staff prompting to participate and socialize
but is able to continue for short periods of time without

staff prompting. Client 1is able to {ollow simplistic
directions. Client makes appropriate verbal contributions
approximately 50% of the time. Client will interact with

other o¢lients but rarely initiates the interaction.
Attention span is short (not able to attend to tasks for

more than § minutes).

5. Client does not require staff prompting to initiate
participation, but does not always make appropriate verbal
contributions (75% or more are appropriate). Client will
interaocot with other clients. Client occasionally refuses to
join in an activity. Attention span is limited to
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approximately 10 minutes,

6. Client participates in activities without prompting, and
initiates 1interaotions with others. Attention span is 13
minutes or longer on an activity, but less than an entire
aotivity. Client has more diffioculty in verbal discussion
groups and with abstract ooncepts than on oconorete
activities. Client makes appropriate verbal contributions
and socializes appropriately oconsistently.

7. Client shows no deficits in attention span, socialization,
contributions to group, following directions, etec.

Assertion

Threatening: Situations in which clients perceive
possibility of some type of 1loss or injury to
self.

Nonthreatening: Situations in which clients perceive minimal or
no possibility of loss or injury to self.

1. Client is elther consistently aggressive or passive in both
threatening and nonthreatening situations. Client is unable
to express thoughts or feelings, or get needs met
appropriately.

2., Client is not able to be assertive in threatening

situations.
Client is able to be assertive approximately 20% of the time

in nonthreatening situations.

3. Client is able to be assertive in threatening situations

approximately 20% of the time.
Client 1is able to be assertive in nonthreatening situations

approximately 35% of the time.

4., Client is able to be assertive 1in threatening situations

approximately 35% of the time,.
Client is able to be assertive in nonthreatening situations

approximately 50% of the time.
§. Client 1is able to be assertive in threatening situations

approximately 50% of the time.
Client is able to be assertive in nonthreatening situations
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approximately 65% of the time.

6. Client is able to be assertive in threatening situations

approximately 65% of the time.
Client 1is able to be assertive in nonthreatening situations

approximately 80% of the time.

7. Client is able to be assertive in threatening situations

approximately 80% of the time.
Client is able to be assertive in nonthreatening situations

approximately 100% of the time.

A risk is an activity or situation which is perceived as
something new, different, changed, possibly threatening,
challenging, or requiring more skill.

1. Client will never initiate risk-taking or will never
participate in risk-taking activities when prompted by
staff. Or, olient takes risks continuously that may result
in injury to selt or others, or does not display good
judgement.

2. Client participates in risk-taking activities when prompted
by staff approximately 20% of the time.
Client does not initiate risk-taking.
Client takes unsafe risks or uses poor judgement
approximately 80% of the time.

3. Client partiocipates in risk-taking activities when prompted
by staff approximately 35% of the time.
Client initiates risk-taking activities 20% of the time.
Client takes wunsafe risks or uses poor judgement
approximately 65% of the time.

4. Client participates in risk-taking activities when prompted
by staff approximately 50% of the time.
Client initiates risk-taking activities 35% of the time.
Client takes unsafe risks or uses poor judgement
approximately 50% of the time.

5. Client participates in risk-taking activities when prompted
by staft approximately 65% of the time.
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Client initiates risk-taking activities 50% of the time.
Client takes wunsate risks or uses poor judgement
approximately 35% of the time.

6. Client participates in risk-taking aoctivities when prompted
by staff approximately 80% of the time.
Client initiates risk-taking activities approximately 65% of

the time.
Client takes wunsafe risks or uses poor judgement

approximately 20% of the time.

7. Client participates in risk-taking activities when prompted
by staff{ approximately 100% of the time.
Client initiates risk-taking activities approximately 80% of

the time.
Client does not take unsafe risks or use poor judgement.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



APPENDIX D

ACTIVITIES FOR MUSIC THERAPY SESSIONS

86

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



Page 87

Appendix D
Activities for Musio Therapy Sessions

Music Therapy Session 1

Introduction:

"Hey Folks, Who’s In Town?
Tell us your name and then sit down"

Goals: Increase eye ocontact
Increase group participation and on-task behavior
Increase risk-taking behaviors
Develop non-verbal communication skills

Clients are seated in a circle, and are taught the verse.
The staff leader begins by having the group recite the verse,
At the end of the verse, the staff leader stares at one group
member. When eye contact is made with the chosen member, the
client stands up, recites his name, and then sits down. The
verse is repeated again and this person then becomes the group
leader and stares at another person 1in the group until eye
contaot is established. The process 1is continued until all
group members have had a chance to introduce themselves and be

the leader.

Main Activity: “"Drawing Musical Charades"

Goals: Increase group participation with team members
Increase on-task behaviors
Increase risk-taking behaviors
Inerease assertive responses

Clients are divided into two teams. Each team decides on
ten song titles which are written down and placed in a hat. The
teams select a person to keep time. The team members each take
turns picking a song title out of the opposite team’s hat and
drawing it on a large piece of paper taped to the wall. The
team members attempt to determine the song title by what’s drawn
on the paper. Each drawing turn is limited to 2 minutes. One
point is awarded to the team for successfully determining the

song title portrayed in the drawing. The winning team is
determined by the number of points accumulated after each has 10
turns.
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Introduction: "No-Lose Musioal Chairs"

Goals: Increase group participation
Increase assertion
Increase risk taking

Chairs are set up back to back in 2 rows - one chair for
every participant. When staff starts the music, olients walk in
circles around the chairs. When the music stops, olients sit

down. Staff then removes one chair, and resumes playing music,
When music stops, clients sit in available chairs. The person
who does not get a chuir sits on someone’s lap. After each

round one more chair is taken away and participants end up
sitting on laps, wuntil all but one ochair 1is gone and all
participants are lined up on each other’s laps.

Main Activity: "This Song’s For You”

Goals: Increase so0cial interactions
Increase risk-taking skills
Increase assertion
Increase appropriate conversational topios

Group members are asked to pair up. Each is given a paper
and pencil and is asked to interview each other for 5 minutes,
writing down § things that they learned about the partner.
Clients then choose one song off a variety of albums that they
determine describes something about their partner. The pairs
rejoin into one group, and members take turns introducing their
partner to the group, telling the group what they learned about
the individual, playing the song, and explaining why it was
picked for the person. This activity continues until everyone

has a turn.
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Musioc Therapy Session 3
Introduotion: "I Like My Neighbors Who"

Goals: Increase group participation
Inorease on-task behavior
Increase independent decision-making abilities

Increase risk taking

Clients sit in a circle. A leader is chosen who stands in
the middle of the circle. The leader states a phrase such as "I
Like My Neighbors Who: wear glasses," upon which all
participants who wear glasses need to get up and switch seats
with each other. The leader also attempts to get a seat. This
leaves on person standing in the middle who then becomes the
leader. The process continues until everyone has a chance to be

in the middle.

Main RActivity: “Build a Bridge of Friendship"
Goals: Increase socialization
Increase group participation
Increase appropriate conversation
Increase assertion

Clients participate in a discussion about friendship. A
list is made of what a good friend is and 1is not. The song
"Bridge Over Troubled Water" by Simon and Garfunkle is played
and discussed (clients are given copies of the words). Clients
are then asked to select a partner. Materials are spread out in
the middle of a large table from which c¢lients are asked to
select some to build a "bridge of friendship" with their
partners. Materials may include wood pieces and scraps, paper,
glue, paints, fabric soraps, cans, trash, eto. Clients are then
given an opportunity to share their creations with the rest of

the group.
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