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Assessment Mentally 111 Patients' 
Adjustment Behaviour Both in Hospital 

and Community 

Nelly A. Mahgoub 

ABSTRACT 
The P .\ elopmental process of a new assessment tool in the field of mental 

health ' ,  described. This new instrument was called Behavioural Adjustment 
In1 e t f  , r \  (UA 130). Its aim is to provide realistic assessment of patients 
adj.tr.!~~g behaviour both in hospital and community. The new tool combines 
bo h quantitative and qualitative techniques in measurement. Standardisation 
p t w s s  of the BAI 30 achieve 100% validity for all its 30 items with 75% 
;.at e r  -rater reliability. 

rhe need to develop a tool for pa- 
tients' mental health assessment has 
becn recognised for many years. Syste- 
matic rating by nurses of disturbed and 
psychotic behaviour has been under de- 
velopment for whole century. At the 
end of the 19th century ward behaviour 
chxts were started at Phippis Clinic in 
Baltimore; in 1922, Plant published his 
"Rating scheme for Conduct"; in 1944 
Cohen, Malmo and Thale introduced 
"Norwich Rating Scale" "The Hospital 
Acjustment Scale" by McReynolds, 
Ballachey and Ferguson in 1952, and 
many others (Downing and Brockington, 
15178) 

Whilst the number of observational 
chxts and assessment instruments have 
been growing fast in the last decade, yet 
many of these attempts were constrained 
by many problems like internal-validity, 
inter-rater reliability, context of imple- 

mmtation and scoring scales. 
For these reasons a new attempt to 

develop a new instrument that would 
meet identified needs of assessment and 
co dd deal with the constraints exhibited 
th~ough the development of other tools. 
This new instrument is called Behavi- 

oural Adjustment Inventory, BAl30. De- 
scription of its conceptual Frame work, 
developmental process and implementa- 
tion will follow. 

Review of Literature 
Countless number of assessment tools 

of mentally ill patients has been devel- 
oped to solve a specific problem, i. e. 
evaluation of patients' condition; adjust- 
ment/ maladjustment, care, and progress 
in quantifiable terms that would produce 
objective outcomes. 

With objectivity being the ruling, 
many of these developed assessment 
tools focussed on the clinical and psy- 
chopathological aspects of patients 
'behaviour while others focussed on 
itemising normal/ abnormal behaviour. 

Downing and Brockington criticised 
the fragmented perception of patients' 
problems by these tools. Their research 
which compared six nursing-rating sched- 
ules to evaluate their suitability for a 
British psychiatric unit showed that most 
of these scales content corresponded to a 
wide range of psychopathology, imprac- 
tical for large number of patients and did 
not provide a full mental state assess- 
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ment. They recommended in-depth psy- 
chiatric interviews, identified criterion 
for both psychiatric and nurse-rating plus 
a multidisciplinary approach. 

Carstairs (1968)recognised the diffi- 
culties encountered by researchers in the 
field of community mental health. He 
pointed out that to understand the nature 
of these methodological difficulties, the 
researcher has to be quite clear "objective 
eva1uations"and their reality. He argued 
that innovations and persuasion force 
were the agents of psychiatric progress 
rather than the advocated therapies of in- 
sulin coma, leucotomy or psychotropic 
drugs. 

He criticised Lembau and Pascemce- 
nick's suggestion in 1957 "to focus on 
particular elements in this complex field, 
to identify specific activities and then to 
seek measurable indicators of their effec- 
tiveness" 

He did not agree either with MacMa- 
hon, Pugh and Hutchinson's attempt in 
1961 to separate "Evaluation of accom- 
plishment" and"Eva1uation of tech- 
niqueUFor Carstairs one is the logical se- 
quence of the other. 

He summarised point of view in the 
following: - 

"Theses authors are clearly dismayed 
to find that many allegedly evaluative 
studes in psychiatry have taken the pre- 
mise that the activity in question is ther- 
apeutic as self-evident and have concen- 
trated on demonstrating how 
energetically it has been deployed. 
Their papcr also illustrates another ma- 
jor problem. To meet the requirements 
of a tidy research design, they would 
like to be able to examine the effects of 
one variable at a time, or if several vari- 
ables are necessarily involved, they 
would like to be able to assign numeri- 
cal values to each variable. In practice, 
however, they find that any mental 
health programme involves a multiplici- 
ty of interacting variables, and its out- 
come may also be manifested in several 
different ways" 

The importance of subjectivity in our 

lives could deny objectivity even in hard 
scienccs; a\  certain elements of subjec- 
tivity, c. g. the researcher's experience, 
percepl ~ n ,  point of investigation, spe- 
cific i~.tcrcs~ and cxpectation are always 
includcil without questioning. However, 
rese:,rd~ers in both fields hard and hu- 

man scicnces continue to quantify their 
find. ng according to fixed measures. 

I,rookerts(1983) evaluative study of 
co.nmunity psychiatric nurse interven- 
tion is a very good example of such lim- 
itations mentioned by Carstairs. Brooker 
tried to evaluate the CPN's service in 
Bloomsbury Health District in terms of 
patient's outcomes, i. e. to examine 
whether CPN intervention related to sig- 
nificant reduction in the outcome meas- 
ures scores. He used semi-structured in- 
terview schedule which included 12 
various outcome measures reflected vari- 
ous areas of psychopathology, social 
background and CPN activities. 

Brooker acknowledged thc major prob- 
lem in his research design, i. e. lack of 
control group and the dismissal of other 
variables that influence patients' re- 
sponse to therapy. 

Similar attempts to produce a rating 
scale that could be used in the communi- 
ty for patients in the out-patients' clinics 
was conducted by Clare and Cairns(1978) 
Their structured interview schedule iden- 
tified and examined three main 'areas 
of social maladjustment and dysfunction. 
These were material conditions, social 

management and satisfaction. 
Each interview took approximately 45 

minutes to administer, and covered 
housing, finance, occupation, social 
and leisure activities and relationships 
with significant individuals in the sub- 
jectst,Jife. The schedule was 4 point 
scale, negative scoring 0-3, with O= 
satisfactory and 3= severe difficulties, 
severe dissatisfaction. 

They found problems regarding the in- 
ter-rater reliability of difcrent items; de- 
cisions about the severity of the probiem 
were very difficult to standardise and the 
use of principal component analysis 
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meant that many items were discarded. 
Nevertheless, they considered their 

tool to be comprehensive instrument 
and recommended its use for assessment 
of social maladjustment in general and 
selected population. 

The above review demonstrates clear- 
ly the difficulties encountered by many 
researcher to produce accurate instru- 
ments for assessment of patients' diffi- 
cdties and to evaluate its effectiveness. 
Irl order to understand why many of 
these attempts were not truly successful 
one should look at their approach of de- 
fining a situation, a problem and goal 
o.  aim. In each of the above studies 
there was the inherent artifact which is 
tf~eir tendency to defend"obje.tivity" and 
h2pe for generalisation. Research in 
h xd science had forced researcher in the 
field of human sciences to believe in 
such things as"objectivityn reliability" 
a ld statistical analysis to be premise of 
their study and interpretation of results. 
The study of certain phenomena should 
b: as reflective as possible, i. e. accu- 
racy is the ability to indicate the real di- 
mensions as multiple and complex as 
pxsible. 

Therefore a phenomenological ap- 
proach is necessary to adopt when exam- 
ining and conducting evaluative studies 
ill the field of mental health combined 
with the positivist procedures. This 
t~ end is not new or unscientific, on the 
cmtrary it is a way to examine the con- 
troversy in results about human behavi- 
our. 

The use both quantitative and qualita- 
t ve methods of research was recom- 
mended by a number of writers such as 
Lam and Orr(1979) and Reichardt and 
Cook (1979). Kirk and Miller (1986) 
went further, defending on the impor- 
hnce of qualitative methods, validity 
and regarded reliability as of little im- 
Fortance. They identified three kinds of 
r :liability; quixotic reliability diachronic 
rzliability and synchronic reliability. 

"Quixotic reliability" refers to cir- 
cumstances in which a single method 

of observation continually yields an un- 
varying measurement "Diachronic relia- 
bility" refers to the stability of an obser- 
vation through time and"Synchronicn 
refers to the similarity of observations 
within the same time period. 

Kirk and Miller argued that the first 
kind of reliability is trivial and mislead- 
ing, the second kind as inapplicable in a 
changing world and the third kind as 
only useful when it fails to occur so that 
the researcher will be forced to study the 
multiple and different stimulus. 

One might agree with Kirk and Miller 
that reliability is not a true criteria of the 
efficiency of certain technique or experi- 
ment, specially in the field of human 
science, but the following example may 
explain the reason behind obtaining in- 
consistent results. 

From a personal point of view consis- 
tency is not impossible task and it could 
be achieved during the assessment of pa- 
tients' behaviour. A 21 year old female 
patient was admitted for hospital care for 
treatment of Anorexia Nervosa. The 
therapeutic programme drawn for her by 
the consultant was based on the behavi- 
oural model of psychotherapy. It used 
the token theory technique. The patient 
was confined to complete bed rest and 
was deprived of all her usual personal 
freedom like seeing her family or using 
the phone or even having her own bath. 
In addition a high calorie diet was pre- 
scribed for her. Target weight increase 
every week was rewarded giving back 
some of her personal freedom. During 
the course of therapy this patient pre- 
sented a big problem for the nursing 
staff. She was not cooperative most of 
the time, but at the s?me time but at 
the same time she was very keen to re- 
ceive the rewards offered by her pro- 
gramme. She would eat the food provid- 
ed one day and refuse it the other, 
giving different excuses, e. g. it is not 
nicely cooked, cold, too much fat, 
does not like this and that etc. She 
would put weight on one week, feel 
happy for lhat progress, get her reward 
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and then regress the week after and lose 
the weight gained. Assessment of this 
patients condition using only the positi- 
vist approach will show inconsistent re- 
sults which were difficult to explain ac- 
cording to rational measures. 

However, the inclusion of in-depth 
interviewing produced qualitative data, 
that was clearly rational and consistent. 

During a series of in-depth interviews 
this patient acknowledged the problems 
she is causing and leading to the failure 
of her therapeutic programme. 

She explained that the therapeutic pro- 
gramme dealt with only one aspect of 
her problem, i. e eating disorder; the pro- 
gramme ignored why this problem start- 
ed in the first place and what she needs 
as a person. She admitted that she suf- 
fered from a conflict between two de- 
sires, one to grow up and the other to 
remain a child. Her eating problem 
served that purpose, i. e. power and 
control over her body and attracted her 
family's fiance's and hospital staffs care 
and attention. 

The therapeutic programme ignored 
the importance of that secondary regain, 
so she had to fight losing control. 

At the same time the programme rein- 
forced the conflict by treating her as a 
child who receives rewards for"good" be- 
haviour and as an adult whose weight in- 
crease improves a feminine figure. She 
saw the physical improvement as separ- 
ate from the psychological, as she 
couldn't accept her new image, all what 
she could see was"protmded tummy". 

Deep understanding of patients' adjust- 
ment strategies was very helpful to find 
the consistency in her behaviour and pro- 
duce a good rationale for changing the 
programme. The new programme was 
designed to help her (child) to control 
motives, acknowledge their presence, 
and deal with them, receive attention as 
a recognition of her abilities and person- 
al qualities, and her time to accept her 
new image as a grown up woman 

As mentioned earlier the use of quan- 
titative and qualitative methods was em- 

ployed in this study. 
A tool of assessment that assesses ob- 

servable behaviour within its context 
with specified criteria was developed and 
introduced. This tool is called the Behav- 
ioural Adjustment Inventory(BA1 30) . 
It is a positive 5 point scale 1-5; that 
range from the worst possible situation 
up to the most appropriate situation. 
No numerical values were designated for 
the movement up or down the scale. 
Scores recorded on this scale represented 
the level of progress in relation to the 
specified criteria and the attribution pro- 
cess. In social psychology the process 
of judging individuals' intentions and 
dispositions from their actions is called 
1he"Attribution Process", a theory that 
was initiated by Fritz Heider in 1958 
(Gahagan, 1975). 

In that respect the BAI 30 was con- 
cerned with assessing patients' behaviour 
within its context whether it was physi- 
cal, environmental or social. 

Development of the BAI30 

A library search in 1983 revealed the 
lack of a nursing assessment instrument 
that measures patients' adjusting behavi- 
our in both hospital and community. 

The above review showed the great 
need for such assessment tool that could 
serve as a guide line for assessing pa- 
tients' conditions, progress or regress. 
It was also very important to produce a 
comprehensive tool that would include 
many of the general areas of dysfunction, 
and yet simple to administer and score. 

The process of developing the BA130 
was completed in two years and it in- 
volved two stages: 

The Initial Phase 
The initial version of the BAL was 

100 items, two point scale (Yes/No). 
Four sections composed the BAI100, 

these were as follows: 
Section A Communication and 

social Skills 30 items 
Section B Insight 20 items 
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!jection C Self and Family Care 
30 items 

!section D Work and Recreational 
Ac.ivity 20 items 

tems of each section were selected 
from a pool of items. Section was based 
on two important factors validity and 
item election. 

Fifteen community psychiatric nurses 
wilh working experience of 4- 15 
ye;us(mean 9. 25 years) participated in 
thc process of identifying and selecting 
thc. 100 items. 

The theoretical basis of the BAIlOO 
was found in Argyle's (1975) work on 
communication, verbal and language 
and use of certain signals. 

Further work by Tower, Bryant and 
Argyle(1978) provided an outline for as- 
sessment and improvement of social 
skills. 

Pdot Work 

The 15 experienced CPNs were re- 
quested to use the instrument for assess- 
irg one of their patients in the commu- 
ntty. A procedure manual explaining 
eich item, its situational assessment 
and criteria was developed to be com- 
bined with the BAI100. Both the 
EtA1lOO and its manual were mailed to 
the CPNs two weeks in advance, to al- 
low time for comprehending the prob- 
lems and to answer any of their queries. 
They were also asked to write their com- 
rlents, time spent completing the 
forms, and any suggestion for improve- 
ment. The same procedure was repeated 
for inpatient assessment by ten nurses in 
21 psychiatric unit(Nothern General Hos- 
pital, Sheffield). 

The outcome of the pilot work were 
generally positive and encouraging. 
'They found the BAIlOO and its manual 
helpful. However some criticism was di- 
rected towards the following: 

(a) Section D only observable clearly 
In the actual work situation. 

(b) The need to avoid referring to the 
manual during assessment and the need 

for the assessment to be discret and the 
&fficulty of its continuity. 

(c) Certain items were inappropriate 
or difficult to assess. 

(d) length of time taken on the assess- 
ment (ranged form 45 minutes to 480 
minutes, mean 144. 6 minutes). 

Modification to some items were add- 
ed to eliminate ambiguity and improve 
its efficiency. 

Testing the modified BAIlOO took 
place by the researcher. Assessment of a 
sample of patients(n=22) on admission 
to hospital, discharge, and three 
months post discharge was conducted. 

Development of the Recovery 
Index 

Implementation of the BAIlOO as as- 
sessmcnt instrument proved the fallacy 
of using a two point scale for measure- 
ment. 

Decisions about the absolute presence 
or absence of  he observable items were 
often difficult and unrealistic. Intermedi- 
ate levels of function were recognised as 
being essential so that any progress or 
regress could be recorded. There fore a 
Recovery Index of a 5 point scale(1-5) 
was developed and introduced to be used 
in conjunction with the BAI100. 

The Recovery Index(R1) consisted of 
descriptive statements covering the three 
intermediate levels of functioning; thus 
each item of the BAIlOO items was de- 
tailed to fine subdivisions, amounting 
to 500 functioning levels. Although the 
RI facilitated the screening of patients' 
areas of difficulty or dysfunction and 
funding basis for therapeutic intervention 
yet a number of problems were identified 
during implementation: 

(a) BAIlOO was too long to score in 
the one initial interview. 

(b) Avoidance of on- the- spot scoring 
presented great difficulty in remembering 
the appropriate score for each item after- 
wards. 

(c) Genuine spontaneous conversa- 
tions with the patients were usually con- 
strained by the process of monitoring the 
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presence or absence of items. 
(d) Many of the items had a very sub- 

jective of normality and ignored different 
factors such as culture, race, social 
class, and individual capacities. 

(e) Other items were very elementary 
and superficial. 
(0 Although the R1 helped in identify- 

ing specific areas of difficulties yet pa- 
tients' behaviour does not always fit a 
precategorised behavioural statement. 

Therefore the need for major changes 
in the BAIlOO and its RI to produce a 
practical workable tool become grcatly 
evidenced. 
The Second and Final Phase 

The BAIlOO was considered as a pool 
of itcms from which unnecessary and ele- 
mentary items were removed. Items rep- 
resenting symptomatology were re- 
moved. Decision-making about theses 
items was based on advice given by a be- 
havioural therapist and a psychiatric con- 
sultant. The items were reduced to 65, 
with addition of another two items lacked 
in the initial BAI100. Thus in total there 
were 67 items for the new validation pro- 
cess. Ten raters were asked to evaluate 
the 67 items in relation to patients' com- 
plaints and according to a prescribed 
measurement. The raters involved in this 
evaluation were: one psychiatric consul- 
tant, psychiatric senior lecturer, a be- 
havioural therapist, one CPN, two so- 
cial workers and two staff nurses working 
in the psychiatric unit. 

The inter- rater reliability was tested 
by producing a video tape of 40 minutes 
about these patients from the unit and the 
outpatient clinic. Raters viewed the tape 
at 10 minute intervals during which com- 
pletion of the assessment forms took 
place. 

Results indicated the redundancy of 
many of the 67 items. The new BAI was 
shortened to 30 items with 5 point 
scale(1-5) with specified criteria. Further 

validation achieved 100% consistency for 
all the 30 items. 

Inter- rater reliability for the new 
BAI30 was also realised 

On this occasion four raters assessed 
four identified patients on four succes- 
sive days according to the following 
schedule: 

P= Patient 
R= Rater 
D= Day 

The Optimal objective was to reach 
100% inter-rater reliability. This proved 
very difficult to achieve for all items; on 
average the inter-reliability was 75% . 

Section A Communication and So- 
cial Skills 9 Items. 

Section B Insight 9 Items. 
Section C Self and Family Care 12 

Items. 
The BAI 30 was implemented to as- 

sess adjustment / maladjustment for 18 
patients on admission to a psychiatric 
hospital discharge and 3 months post 
discharge. 

The final testing of the BAI30 indicat- 
ed the successful development of new 
tool for patients' assessment that reflects 
realistic outcomes and produces compre- 
hensive outlook of areas of patients' dif- 
ficulties, and implement both qualita- 
tive and quantitative procedures for data 
analysis. 

Summary and Conclusions 

Evaluative studies and development of 
standardised tools of assessment in the 
field of mental health have been criti- 
cised for not being reliable or compre- 
hensive. 

Most of the developed tools focussed 
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on lhe psychopathological aspects of pa- 
tients behavioural disorders and their 
clinical progress. 

The current study presented a new at- 
tempt in that field. The new tool is 
called BAI30, composed of 30 items 
co-iering three areas of observable beha- 
viour; namely communication and so- 
cial skills; insight and personal and fam- 
ily care. Scoring is made on a five-point 
scale which ranges from the worst pos- 
sitrle situation to the most appropriate 
situation. Descriptive assessment crite- 
ria is included for each item. 

In-depth interviews with patient 
should take place prior to the employ- 
ment of the tool. 

The context of patients' behaviour I \  

examined and elements of inconsistency 
should be explored before assessment. 

The implementation of this pheno- 
menological outlook did not devalue the 
u x  of positivist techniques. 

Data analysis using both qualitative 
and quantitative measures proved to be 
N ore reflective of real performance. 

Such approach emphasised the value 
o €  accepting subjective measures and 
questioned the reality of'objectivity" in 
research. 

Finally one should not deny the fact 
that subjective measures could be mis- 
leading as well, and it is the duty of the 
rxarchers  to find means by which re- 
flective measures would be as near as 
possible to reality. 
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L'Evaluation des '\l:~lades Mentaux: 
Le Comportement a I '  IiJpital et dans la soci6t6 

Ce papier explique l'Ctude et le dCvclc )jycment d'un nouveau instrument pour 
Cvaluer le comportement d'adjustemcnl cics malades mentaux A l'h6pital et dans 
la sociCtC. Cet instrument a CtC donc no rn16" Behavioural Adjustment Inventory 
" ou BAI. La mCthode de son dkvelopl enlent a eu lieu a Sheffield Northen Gen- 
eral Hospital, U.K, entre 1982 et 198.: 1 .a cross-culturelle validation de cet in- 
strument pour la population Egypticn 11: .I CtC conduite pendant I'annCe 1985. 

Les dsultats de cette Ctude resider t d .ins l'emploi des mesures quantitatives et 
qualitatives, dans le but de produire IJII nouveau instrument qualitatif sensible et 
valide , pour Cvaluer le comportemim Jes malades. 


