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General Introduction to the P.E.P. Report 1969-1973

The P.E.P. Report 1969-1973 focuses on the various findings and activities of the Program Evaluation

Project. It is being published in pamphlet form, with one pamphlet for each chapter.

As of January, 1974, the Program Evaluation Project is funded by a three year collaborative grant

with the Mental Health Services Division of the National Institute of Mental Health. The purpose of the

grant is to emphasize the coordination and dissemination of information on a variety of program evaluation

methodologies. Currently, it is expected that the title of the organization will be charged to the Program

Evaluation Resource Center during 1974.

Further information on the Goal Attainment Scaling methodology an6 program evaluation is available in

other written and recorded materials from the Program Evaluation Project office.
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GOAL ATTAINMENT SCALING TIMELINE, 1969 to 1973

November, 1968

January, 1969

February, 1970

March, 1970

April , 1970

May, 1970

July, 1970

October, 1970

November, 1970

December, 1970

February, 1971

March, 1971

April, 1971

July, 1971

August, 1971

September, 1971
December, 1971

March, 1972

November, 1972

February, 1973

October, 1973
December, 1973

Publication of Kiresuk and Sherman arti-
cle on Goal Attainment Scaling.

Dr. Cline at the Department of Psychiatry,
Univerity of Minnesota Medical School
implements Goal Attainment Scaling wiLh
cooperative client/therapist follow-up
guide construction.

First application of Goal Attainment Sc:ling
at Hennepin County Mental Health Service in
the comparison of four treatment modes.
Interjudaing of Goal Attainment Follow-up
Guides begins.
First Goal Attainment Scaling reliability
study implemented by Program Evaluation
Project.
Adult Occupational Centr- (for mentally re-
tarded adults) begins i, _mentation of Goal
Attainment Scaling for evaluation, staff
training and management.
Experimental follow-ups for Hennepin County
Mental Health Service cllents begins.
Regular follow-up of clients begins at
Hennepin County General Hospital Mental
Health Service.
Cooperative study with Dr. Moe on client vs
therapist goals is begun.
Intensive content analysis program for Goal
Attainment Follow-up Guide is begun.
1,000th Goal Attainment Follow-up produced
by Hennepin County Mental Health Service staff.
100 Follow-un interviews completed for Program
Evaluation Project.

Videotape of Intake at Mental Health
Services is recorded.
Goal Attainment Scaling used to set admin-
istrative objectives for the Crisis
Intervention Center.
200 follow-up interviews completed for the
Program Evaluation Project.
Implementation of clinical Goal Attainment
Sc)ling at the Crisis Intervention Center is
begun, client and therapist jointly develop
Goal Attainment Follow-up Guide as CIC starts
operations.
2,000 Goal Attainment Follow-up Guides com-
pleted at the Hennepin County Mental Health
Service.
Dictionary & Index of Goal Attainment Scaling;
Programmed Instruction in Goal Attainment Scal-
ing; and Intake Procedures Manual are developed.
Program Evaluation Forum held.
500 follow-up interviews completed for Program
Evaluation Project.

Feedback of outcome intocmation to therapists
at Hennepin County Mental Health Service is
begun.
Publication of Garwick, Lampman article on Goal
Attainment Scaling Content Analysis.

1,000 follow-un interviews completed for Program
Evaluation Project.
Goal Attainment Scaling Workshop held.
End of first Proaram Evaluation Project four-year
Grant sequence.
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Background on Goal Attainment Scaling.

Goal Attainment Scaling is a methodology
for developing personalized, multi-variable,
scaled descriptions which can be used for either
therapy objective-setting or outcome measurement
purposes. Originally developed as an assessment
approach for individual clients in a community
mental health milieu, Goal Attainment Scaling
has since been arylied to goal setting for both
individuals and organizations across the whole
spectrum of human services.

The Goal Attainment Scaling concept was
first proposed in a 1968 article by Drs. Kire-
suk and Sherman (Kiresuk and Sherman, 1963).
The methodology was then implemented by the
staff of the Program Evaluation Project which
was directed by Dr. Kiresuk and funded by the
National Institute of Mental Health. The Pro-
gram Evaluation Project staff has undertaken a
variety of efforts to examine the feasibility,
reliability and validity of the basic Goal At-
tainment Scaling approach. The investigation of
new possibilites and variations of Goal Attain-
ment Scaling has continued through the efforts
of both the Program Evaluation Project staff and
persons in other agencies.

This chapter begins with an overview of the
core of the Goal Attainment Scaling methodology.
The second section discusses the characteristics
of utilizing the Goal Attainment Follow-up Guide
for assessment purposes. The final section
briefly outlines some of the major possibilities
which have been implemented or suggested for
varying the basic Goal Attainment Scaling format
while retaining the basic Goal Attainment Sca-
ling approach.

I. Basic Goal Attainment Scaling Procedures.

Designed for great flexibility, Goal Attain-
ment Scaling is neither a specific set of instruc-
tions, nor a particular collection of pre-speci-
fied scales. Instead, it is a combination of an
ideology, a type of record-keeping, and a series
of techniques. The basic future-oriented, real-
ity-testing approach on which Goal Attainment
Scaling is based, duplicates in part the informal
goal setting so often used by effective therapists
and educators. In brief, Goal Attainment Scaling
involves four steps:

a. collection of information about the
person or organization for which
goals will be scaled;

b. specification of the major areas
where change would be feasible and
helpful;

c. development of specific predictions
for a series of outcome levels for
each major area; and

d. scoring of the outcomes as they
have been achieved by the time of
a later follow-up interview. 7
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(Even this fourth step is not essential to all
uses of Goal Attainment Scaling. In some settings
Goal Attainment Scaling has been used only to plan
therapy and help the client set goals, so that the
follow-up interview is not held and scoring is not
carried out.) Roughly the same procedures are
utilized when using Goal Attainment Scaling with
organizations. (See chapter on Using Goal Attain-
ment Scaling with Organizations in P.E.P. Report
1969-1973 for more specialized suggestions for goal
setting for groups or organizations.) These four bas-
ic points will be discussed in greater detail below.

A. The Collection of Information.

From the client's statements, reports from
the spouse, from other agencies, from relatives,
from friends and from any other available informa-
tion source, a pool of information is accumulated.
In the original Program Evaluation Project staff
research at the Hennepin County Mental Health
Service Adult Outpatient unit one or two fifty-
minute interviews plus examination of the client's
information forms were the mo.,t common sources of
knowledge for the clinician. In other settings,
however, different schedules have been used for
information collection. For an inpatient set-
ting, information may be collected through rec-
ords and contacts with the client over a period
of several days.

B. Designation of Problem Areas.

The information collected about the client
will often be a relatively amorphous mass of
facts. This pool of information could be analyzed
in a variety of ways, but Goal Attainment Scaling
is based on separating the mass of facts into a
series of "problem areas." These problem indi-
cate areas where an undesirable set of f viors
should be minimized, or where a favorabit. et of
behaviors should be increased. The most signifi-
cant, relevant problem areas should be selected
for inclusion.

The Goal Attainment Scaling selection 5f
problem areas may be carried out by a profe',-
sional working alone, by the client, by both
client and professional working together, by the
family of the client and the professional, or
through other possibilities. The procedures
should be varied to meet the needs and capabil-
ities of the agency. '7or example, if client par-
ticipation is highly valued by the agency, then
the client should be involved in the development
of the problem areas.

The specified person(s) will seltP! the prob-
lem areas most relevant to the client or organi-
zation involved. Each of these problem areas will
be used to develop a continuum or scale of behav-
iors individually tailored to the client. In Fig-
ure 1, a completed form for the recording of the
problem areas appears. This form is called the
Goal Attainment Follow-up Guide, and each vertical
scale represents a scale of outcomes related to a
problem area for a client.



In Goal Attainment Scaling as used in the
Program Evaluation Project research, there is no
upper limit on the mmber of scales to be prepared
for each client. The Follow-up Guide in Figure I
has only four completed scales, but others could
have been added. If necessary, a second or even
third form could also be used if more than five
scales were desired. The highest number of scales
known to have been constructed for one individual
is ten. For organizations, from 10 to 60 scales
have been utilized on the Goal Attainment Follow-
up Guide. It is recommended that at least three
or four problem areas be chosen, although a few
clients may have only one or two scales.

Once the problem areas have been picked,
each should be given a title. This title is de-
signed to focus the attention on the problem areas
of someone inspecting the follow-up guide. Each
title should summarize a problem area in a few
words and should be placed in the blanks acrosF
the top of the follow-up guide. The title may be
abstract, theoretical or vague. This possibility
is mentioned to emphasize that though the titles
may be abstract or generalized, the remainder of
the descriptions on the follow-up guide should be
relatively specific and objective. In Figure I,
the titles selected are Employment, Self-Concept,
and Interpersonal Relationships.

FIGURE I

When titles have been selected for the cli-
ent's follow-up guide, a numerical weight can be
added to each scale, beside the title. The
weighting system utilized by the Program Evalu-
ation Project staff to indicate the relative im-
portance of the scales does not incorporate any
pre-specified weights, but allows any one or two-
digit number to be used. The higher the number
used in the weight, the more significant the scale
is, relative to the other scales. In Figure I,
the weights selected are 10, 15, 5, 8, so that
Scale 2 for the problem area "Self-Concept" with
the weight of "10" is seen as the most important.

The title box can also be used to indicate
any speci:1 sources of information for the scale.
Special information sources might include "speak
to spouse," "contact police department," "employ-
er should help score this scale," and so on.

C. Predictions for Each Problem Area.

Goal Attainment Scaling operates within a
time frame or time limit and all outcomes should
be linked to this time frame. Thus, all Goal At-
tainment predictions should refer to specific
outcomes at a specific target date.in the future.
In the original research at the Hennepin County

GOAL ATTAINMENT FOLLOW-UP GUIDE

sour
ATIAINNENT
awns

SCALE NEAVINGS AND SCALE WEIGHTS

SCALE 1: EmplOYMEGt
(Interest in work)
self-report

(wi - 10)

SCALE 2: Self-concept
(physical apnearance)

Patient interview
(w: 15)

Interpersonal Relation-
sous 3:ships iin train.

ing program as ,udged by
recentionist)(do not
score 013 " 5 ) if he
does not go to training
oronram.

scALE 4:Internersonal
relationshins (reoort of
client's sPouse)

(w4 -, e )

No friends and no close
friends (i.e. "close"
equals friends with
w hich he can talk about
serious, intimate topics
and Oio he feels ike
his company .

saws S:

(vs - )

moss unfavoriblo
treataent
ouecwne
thought Ilkoly

Client states he does
not want to ever work
or train for work.

Client 1) has buttons
missing from clothes
2) unshaven (buc'sa s
he is growing beard 3)

dirty fingernails 4
shoes unshined (if
.... .: ., -. ..

lever spontaneously talk;,.
to anyone. May answer
f sooken to.

b.

less than
xpected
occess
vith trestxrnt

Client states that he
may want to work "some-
day (a year or more
later) but not now, and
no training,

shine) 5) sock- don't
match. -

nontweously talks tc
his own th,raoists or
clseworkers, but no otheibut
clients.

One n who is a
friend or acquainsance

not a close friend.
4 of the above 5
conditijis.

c.

expected level
of
treatment
SUCCC.2

Client states that he
might be interested in
working within the next
12 months, but only if
no training is required.

3 of the above 5
condition:,

Spontaneously talks to
therapists, caseworkers
and one other client,

Two or r,ore persons who
are friends, but not
close friends.

t.

W thanIO
expected
BUCceSs
vIth treatment

Client states that he
might be interested in
worVing within the next
12 months and training
for nO more than 30
work days.

2 of the above 5
conditions,

Spontaneously talks to
therapists, caseworkers
and 2 to 4 other clients.

One close friend, but
no other friends.

et.

cost unfavorable
treatment
outcome
-thought likely

Client states that he
might be interested in
working within th next
12 months. Will ain

for as many days as are

necessary.

One of ne alp.ne 5
conditions.

Spontaneously talks to
therapists, caseworkers
and 5 or more other
clients.

One or more close
friend, plus one or more
other friends or acouain
tances.
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Mental Health Service, clinicians constructed the
foll ow-up guides and were allowed to set their
oWn time frame for the follow-up guide. The most
common option was the Program Evaluation Project-
sUggested schedule of a follow-uo interview six
months after the time the Goal Attainment Follow-
uP.GUide was constructed. In the Hennepin County
Crisis Intervention Center, where clinicians and
clien ts worked together on most scales on the
foll ow-up guides, the follow-up interview was
usually scheduled for from one to three weeks af-
ter the construction of the follow-up guide.
Currently,, under the new evaluation system being
devel oped for the Hennepin County Mertal Health
Service Outpatient Unit, follow-ups u, therapy
effectiveness are held three months after the
folloW-uo is constructed. In a special study at
the Hennepin County Mental Health Service Day
Treatment Center, clients are constructing fol-
low-Up guides to be followed-up four months
later. In short, the Goal Attainment scales
should be constructed to be applicable to a
future follow-up interview, and the length of
time between follow-up guide construction and
the follow-up intgrview should be adjusted to
suit the needs of the individual agency. (See
chapter on Follow-up Goal Attainment Scaling in
P r.E.. Report 1969-1973.)

With the problem areas selected and the date
of the follow-up interview established a series of
Predi ctions about the client's outcomes should be
made. For each problem area, a number of vari-
ables are probably applicable as sources of mea-
surement of outcome. The person (or group) con-
structing the Goal Attainment Follow-up Guide
should select a variable for each problem area--a
variable which is maximally useful for indicating
treatme nt outcome and which can be efficiently,
cheapl Y and reliably measured at the time of fol-
low-up. (See Figure II.)

FIGURE!!

Hypothetical Field of Infonsation Collected About the Client on the Follow-up Guide in Figure I

Variable ,fl
.CIBLEI4 AREA 1

opeilr,d inco7
EMPLOYMENT

variable a
.lOterest in *ore

1-StleCtee 71
Scale el

Variable 2A

'Physical aPfearance"

PROBLEM AREA 2

SELF-CCMCEPT

PROBLEM AREA 1

INTERPERSONAL
RELATIONSHIPS

Variable 2C
'Number of worthwhile

self-accomplishments
listed'

Variable 28
"Positive statements
about self'

selected for
Scale e2

Variable 3A
'Number of activities
shared with others out-
side training program.

Variable 38
ifurber of close --_,
friends'

Variable 3C
"3umber of persons
client says he likes"

Variable 30
"SPontaneous conver-
nations in
program'

FS-eleccaleedof3O-r1 FeTec:tieed,f4ori
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For each variable, a range of outcomes is
possible at the time of follow-up. These outcomes
should be presented in accord wi't the descrip-
tions along the left edge of the Goal Attainment
Follow-up Guide. (See Figure I.) These five de-
scriptions range from the "most favorable outcome
thought likely" to "more than expected level of
outcome" to "expected level of outcome" to "less
than expected level of outcome" to the "most unfa-
vorable outcome thought likely." Judgment of the
persons constructing a follow-up guide is used to
assign a part of the range of a variable to each
of these five levels. These five levels with be-
haviors assigned to them comprise an individually
developed continuum or scale for each variable
relevant to the client.

The key level for predictive purposes is the
middle or "expected" level on each variable's
five-point scale. The expected level presents the
best and most realistic prediction possible of the
outcome which will have been reached by the client
by the date of the follow-up interview. The ex-
pectations ought to be pragmat:c, so that the ex-
pected level of each scale reflects what outcome
actually "could" be attained by the follow-up
date, not necessarily what "should" be attained.

The estimate of the "expected" outcome ought
to be independent of the client's curent level of
functioning. As a matter of fact, fcr some very
regressed or chronic clients, the most accurate
and realistic expectation might be that they would
have deteriorated by the time of follow-up, so
that their level of functioning when the follow-up
guidc is constructed might be better than the ex-
pected level of outcome. Of ccu^se, it is hoped
that such cases are rare, but Goal Attainment
Scaling is based on obtaining the best prediction
possible so that the clinician is not penalized by
being forced to set over-optimistic goals for very
difficult clients.

Theoretical
Probability
of Outcome
Occurring
By Tire of
the Follow-
up Interview

FIGURE III:Outcome Probabilities

-Lowest Probabilities of Occurrence

Highest
Probability

of
Occurrence

Mbst Un-
favorable

Expected
Less than Level of More than Most
Expected Outcome Expected Favorable

Goal Attainment Follcw-up Guide Levels



The expected level is usually developed
first. The expected level of outcome should be
tne most likely outcome. The other outcome lev-
t.lq, wnich should be constructed after the expec-
tec level, should be less likely to occur.

Toe client's level of functioning at the time
the follow-up guide is developed can be noted on a
separate, standard ierm. (See Figure IV.) This

form, called the "Client's Status at Intake" is
intended to show the level on each scale on the
Goal Attainment Follow-up Guide which is equiva-
lent to the client's current functioning. When
:he initial level of functioning is known, the
Goal Attainment Change score can be calculated
after the level of functioning at the time the
follow-up interview is scored. (See chapter on
Goal Attainment Change Score in the P.E.P. Report
1969-1973.) Thus, at least two different kinds
of effectiveness measures can be collected from
the Goal Attainment Scaling system:

a. Whether or not the "expected" levels
of outcome are reached.

b. Whether or not change occurred.

Experience with Goal Attainment Scaling sug-
tnat an experienced follow-up guide con-

structor is able to complete the Goal Attainment
Follow-up Guide in 15 to 30 minutes. If the fol-
low-up guide is constructed jointly with the
client, the process will require more tirre but
tnere is greater opportunity for therapeutic in-
teraction. At the Hennepin County General Hospi-
'Al Mental Health Service, clinicians of all dis-
ciplines have constructed follow-up guides and
:lave predicted outcomes fairly accurately. More

than one third of the scales scored at follow-up
were scored at the "expected" level, with another
one third of the scales scored above that level.

The types of Problems and clients which are par-
ticularly difficult to predict are being studied
by content analysis methods of the Project staff.
(See the chapter on Clinicians Ability to Predict
Outcomes in the P.E.P. Report 1969-1973.)

D. The Follow-up Interview.

At Hennepin County General Hospital Men-
tal Heal,.i Service study, the fol:ow-up guides are
preparec by one clinician, while a different clin-
ician undertakes therapy. The follow-up inter-
views are carried out by still other persons, who
are not part of either the Mental Health Service
staff or the regular Program Evaluation Project
staff. The bulk of the interviews have been car-
ried out by master's degree Social Workers, but
bachelor degree Social Workers, Registered Nurses,
and undergraduates majoring in the social sciences
have also participated as follow-up interviewers.

The Program Evaluation Project follow-up in-
terview begins with a standardized series of ques-
tions about the client's satisfaction with the
services received. (See chapter on Consumer
Satisfaction in the P.E.P. Report 1969-1973.)
Then the follow-up interviewer, without actually
showing the follow-up guide to the client, will
ask questions designed to lead to enough infor-
mation to score the scales on the Goal Attainment
Follow-up Guides. Other agencies using Goal
Attainment Scaling IvIve used different proce-
dures and follow-up workers, with a variety of
backgrounds, including therapy teams, psychi-
atric aides, and secretaries. The interviewer
should score the most appropriate level of each
scale on the follow-up guide, and the follow-up
results are then collected by the Program Evalu-
ation Project staff. These procedures are de-
scribed in "Interviewer Procedures for Scoring
the Goal Attainment Follow-up Guide" (Audette
and Garwick, 1973).

FIGURE IV: For the Client in the Goal Attainment Follow-up Guide in Figure I

Client Status at Intake

To facilitate the retention of the "level at intake" data, please complete this
form for each Goal Attainment Follow-up Guide, using the following format.

Indicate the "level at the time of intake" with an asterisk in the appropriate
cell for each scale completed. If the client's "level at intake" does not
appear on a scale, put an asterisk in the cell marked "O.N.A." Any additional
comments concerning the client's "level at intake" should be indicated on the
reverse side of this form.

Scale 1 Scale 2 Scale 3 Scale 4 Scale 5
Much less than
expected

Much less than
exoected

Much less than
expected

Much less than
expected

Much less than
exoected

Less than
expected

Less than
expected

Less than
expected

Less than
exoected

Less than
expected

Expected Expected Expected Expected Expected
More than
expected

More than
expected

More than
expected

More than
expected

More than
expected

Much more than
expected

Much more than
expected

Much more than
exoected

Much more than
ex ected

Much more than
expected

D.N.A. D.N.A. D.N.A. D.N.A. D.N.A.
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II. The Goal Attainment Score.

The most commonly used Goal Attainment score
is based on the Kiresuk-Sherman formula, and is
calculated based on the weights assigned to each
scale and the level of outcome attained for each
scale as is shown in Figure V. Thi! formula is
used to produce a single summary score for each
Goal Attainment Follow-up Guide r n a mean of 50
and a standard deviation of 10 tls a correction
for the possibility of differing variances among
the variables on the scales. Two manuals giving
the Goal Attainment scores without calculation
are available (Baxter, 1973 and Garwick and
Brintnall, 1973).

G.A.S. = 50 +

1/ +0-p)Ew.,12 p(Ewi)2
i=1 i=1

FiguN V

10 E wixi
i=1

where

xi is the outcome score on the ith scale
of the Goal Attainment Follow-up Guide,

wi is the relative weight attached to the
ith scale,

p is a weighted average intercorlelation
of the scales, and

n is the number of scales on the Goal
Attainment Follow-up Guide.

The basic Goal Attainment score converts
the -2 to +2 values presented on the accompanying
diagram to a score with a theoretical range from
15 to 85. A simplified "Scale-by-Scale" score
can also be calculated by directly using these -2
to +2 outcome values.

FIGURE VI: The Values of the Level of 2
Single Goal Attainment Scale

Much less likely
than thought

Less than expected

Expected

More than expected

Much more than
thought likely

-2

0

+1

+2
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If a summary score with a -2 range is desired,
the mean value can De determined, or a special-
ized formula, developed by Sherman and shown in
Figure VII, can be used.

Figure VII:

G.A.S. = 50 + C Exi
1=1

where C is a constant
dependent only upon n:

TABLE OF COMPUTATIONAL CONSTANTS, p = .3

number of scales, n = 1 2 3 4 5
computational constant, C = 10.00 6.20 4.56 3.63 3.01

The scores based on the follow-up Goal At-
tainment Follow-up Guide can be used for feedback
to either administrators, supervisors, clinicians
or clients. (See the chapter on Feedback in P.E.P.
Report, 1969-1973.) The basic Goal Attainment score
reflects "whether or not the treatment accomplished
what it was expected to accomplish." Thus, the
Goal Attainment score is probably most valuable as
a comparative measure, not an absolute measure. In
the next section, a few new possibilities for pro-
ducing or scoring the Goal Attainment Follow-up
Guide are presented. Botn procedures and type of
score used should fit the agency.

III. Varieties of Goal Attainment Scaling.

The Goal Attainment Scaling methodology has
been continually expanded ever since it was ini-
tiated. Part of this expansion is based on new
and better knowledge of the way in which the Goal
Attainment methodology operates. Another portion
of this expansion is possible because of the de-
velopment cf new ideas and forms, such as, the
Guide to Goals One format or the idea of collabora-
tive client-therapist follow-up guide construction.

Actually, the title of this section is
somewhat misleading, for there am not clear-cut
"varieties" or specific variations of Goal At-
tainment Scaling. Instead, there are several
points within the Goal Attainment Scaling pro-
cess where procedures can be varied and options
can be .added. Thus, there is a whole speck um
of applications and "variations" of Goal Attain-
ment Scaling and the scores produced which can
be used to meet the specific needs of agency
clients, administrators and clinicians.

The four major steps within the Goal At-
tainment Scaling process were listed in Section
I. Some recent possibilities for varying Goal
Attainment Scaling within each of these steps
will be discus'ed below. (See chapter on the
Varieties of Goal Attainment Scaling in the
P.E.P Report 1969-1973 for a more exhaustive
list of possibilities.)



A. The Collection of Information.

Many clinicians exprgss interest in chan-
ging the Goal Attainment Follow-up Guide as new
information about the client is accumulated.
Some persons have suggested that the follow-up
guide be altered when new problems appear or
when earlier problems disappear. It is recohi-
mended that such alterations of the Goal At-
tainment Follow-up Guide be undertaken only on a
systematic b:Isis, if at all. For example, if an
agency staff decides to permit the alteration of
the follow-up guiee, they should only be altered
within a given time after the original construc-
tion.

Short-term goals could, however, be repre-
sented on special forms. One Possibility is
shown in Figure VIII. With this form, the clin-
ician may indicate short-term goal changes with-
out destroying the predictive value of the ori-
ginal long-term Goal Attainment Foilow-u) Guide.

FIGURE VIII:

B. Designation of Problem Area.

Some agencies may wish to specify some
types of problem areas which should he scaled
for all clients. A criminal justice agency, for
instance, may wish to have "Re-arrest" uSed as
the basis for a scale for all of its parolees.

It may be useful for record-keeping pur-
poses to outline a number of general types of
problems. Each type could be given a number.
When a problem area is selected, its number
could be inserted at the top of a scale. These
numbers are easily data-processed and enable an
agency to get a rapid survey on the general
types of problems being confronted by its cli-
ents.

C. Predictions for Each Problem Area.

The Guide to Goals, One format is a pro-
grammed version of Goal Attainment Scaling de-
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signed to lead the user through step-by-steo de-
velopment of a useful Goal Attainment Follow-up
Guide (Garwick, 1972). This format has been ap-
plied to the Hennepin County Day Treatment Cen-
ter, where clients appeared to be able to pro-
duce their own Goal Attainment Follow-up Guides
with a mean of about five minutes of assistance
from the clinical staff. A group of these Goal
Attainment Follow-up Guides have been scored at
follow-up and the results indicate a fairly high
degree of reliability. If the clients can set
their own predictions, the possibilities for
cost-saving in evaluation with Goal Attainment
Scaling are considerable.

D. The Follow-up Interview.

As commented earlier, one of the most strik-
ing developments in Goal Attainment Scaling
utilization has been the popularity of clinical
uses where the interactional aspects of the Goal
Attainment Scaling process are emphasized more
than evaluative uses. One survey suggested that
of all the agencies considering Goal Attainment
Scaling utilization, fifty-two per cent were
interested in the non-evaluative uses where the
follow-up and scoring are not stressed. (See
chapter on Dissemination, Consultation, and
Utilization in P.E.P. Report 1969-1973.)

The dynamics of using Goal Attainment Sca-
ling in this way have not been extensively stu-
died by the Program Evaluation Project staff.
However, the interactional, reality-testing fea-
tures of developing the Goal Attainment Follow-
up Guide as part of therapy may be eventually
as important as program evaluation with Goal
Attainment Scaling.

Conclusion.

Further instruction on Goal Attainment
Scaling may be obtained from various chapters of
the P.E.P. Report 1969-1973 and from manuals such
as the Programmed Instruction Manual (Garwick,
1973). The Newsletter Compendium may also be
helpful (Brintnall, 1973). For more information,
please write to Ms. Joan Brintnall, Program Eval-
uation Resource Center, 501 Park Avenue South,
Minneapolis, Minnesota 55415.
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