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PROBLEMS CHECKLIST FOR ADULTS
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In light of the requirements for managed health care organizations to use assessment
instruments that are psychometrically sound, cost and time efficient, and theoretically
useful, the present study examined the psychometric properties of one such potential
instrument, the Personal Problems Checklist for Adults (PPCA). Designed to measure
problems in 13 areas of everyday functioning, the PPCA along with the Brief Symptom
Inventory were completed by 132 individuals in an outpatient drug rehabilitation pro-
gram. Counselor ratings on the Adjective Check List were also obtained. Results clearly
showed that personal problems as measured by the PPCA were related to self-reported
psychological symptoms and to perceptions by their counselors. The PPCA proved to
have good psychometric properties and warrants greater attention by testing psycholo-
gists given its potential to meet criteria set forth by managed health care.
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The pressures of managed care present new and
challenging obstacles to mental health professionals
(Dana, Conner, & Allen, 1996; Power & Eisenberg,
1998), especially to psychologists engaged in test-
ing. As the tenor of health care continues to grow
and change, testing psychologists are often faced
with a dilemma: Follow the guidelines and/or
restrictions set forth by managed care organizations
or deal with the assessment needs of their clients.
Recent studies have revealed that psychologists are,
in fact, reducing their testing services. Psychotherafy
Finances, a monthly newsletter for behavioral
healthcare providers, reported in a recent survey
(Fee, Practice, and Managed Care Survey, 1995)
that there was a 10% decline in the number of
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psychologists utilizing testing services as a result
of the managed care reimbursement structures. In
a more recent survey, Piotrowski, Belter, and
Eeller (1998) reported that among their respon-
dents (137 members of the National Register of
Health Service Providers in Psychology) 72% indi-
cated that their use of tests had changed in the
past 5 years due to managed care. Most of these
providers (75%) reported that they were doing less
testing, using fewer tests, or both. In their sum-
mary, Piotrowski et al. stated:

it seems clear that the majority of psycholo-
gists responding to this survey felt strongly
that managed care constraints have nega-
tively affected the use of psychological tests
in clinical practice. Accordingly, the
response of most of the respondents has
been to (a) continue to use the same type of
tests previously used, but to do less testing or
(b) do less testing, but also discard more
time-consuming tests such as projectives, 1Q)
tests, and personality inventories, in favor of
brief, easily scored, selfreport measures and
checklists. (p. 445}

Piotrowski et al. (1998) concluded that:

evaluation of patients, in the near future, will
focus more on testing rather than comprehen-
sive assessment. That is, a clinician’s selection
of tests or assessment instruments will, most
probably, focus on targeted symptoms or psy-
chological states (e.g., anxiety, depression,
hostility), as opposed to personality dynamiecs
or intrapsychic processes. (pp. 445-446)

Cost effectiveness analysis also is being applied
increasingly to decision-making at all levels of
health care delivery (Power & Eisenberg, 1998). In
order to be best prepared for these changes and to
influence their direction, testing psychologists
must demonstrate in a convincing manner the
value (economic and quality) of assessment. In
addition, they must be familiar with key expecta-
tions of case management. According to Anderson
and Berlant (1994), there are four factors which
should be noted: (a) The need for correct diagno-
sis and effective treatment; (b) The case manager’s
function of fostering the most efficient use of
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resources; (c) Decreasing costly procedures; and,
(d) Avoiding poor quality services. One way in
which testing psychologists can address the issues
of cost and quality, which do not have to be mutu-
ally exclusive, is by utilizing assessment instruments
that are psychometrically sound, cost and time
efficient, and theoretically useful. One such
instrument is the Personal Problems Checklist for
Adults (PPCA; Schinka, 1985). This assessment
instrument efficiently meets the presented needs
(cost: $40.00 per 50). It is a 208-item checklist
designed to measure problems in everyday func-
tioning. The checklist is divided into 13 areas of
functioning: social, emotions, appearance, voca-
tional, school, finances, religion, sex, legal, atti-
tude, crisis, family/home, and health/habit. The
PPCA is a brief yet comprehensive tool which pro-
vides quick and easy access to areas of struggle in
the client’s life. Despite the minimal research done
on this scale (e.g., Perry, McDougal, & Viglione,
1995), according to the test Publisher
(Psychological Assessment Resources), it is one of
the best selling instruments of the checklist series
(B. VanAntwerp, personal communication,
January, 1999),

Given the need for brief, broad-based assessment
instruments and the widespread use of the PPCA,
this study provides basic clinical data to demon-
strate the psychometric properties and utility of
the PPCA and to stimulate further development.
Using a sample of outpatient substance abusers,
this study assessed the scale’s sensitivity to
changes in psychosocial status, and its relation to
Axis [ issues.

Method

Participants

Participants consisted of 82 men and 50 women,
ages 23 to 52 years (M = 35 years) who were con-
secutive admissions to a G-week, outpatient drug
rehabilitation program between October, 1993
and July, 1995. Most had a high school diploma
and 84% were African American. These individu-
als constituted a lower socio-economic group and
many carried dual diagnoses (most secondary
diagnoses were related to affective disorders or
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were characterological). Most were alcohol (65%),
heroin (42%), and cocaine abusers (73%), with an
average of 15 years of substance involvement
(range 1-35 years). All members of the program
were volunteers, having been recommended by
local shelters and social agencies. To be accepted
to the program, an individual had to be drug free
for at least 30 days. Any usage of substances dur-
ing the program was grounds for immediate dis-
missal. On average, participants had been
unemployed for 19 months prior to enrollment
(range 1 month to over 8 years) and had their last
rehab experience 4 months previous to entering
the current program. On average individuals had
two previous detox experiences. Almost one third
(31%) were on probation at the time of entering.

Of the 132 participants who were accepted into
the program, only 99 successfully completed the
program (40 women and 59 men). These
individuals served to evaluate the test-retest relia-
bility of the PPCA. Of the 33 individuals who
dropped out of the program, 8 relapsed, 9 lost
interest, 1 had legal difficulties, 10 violated pro-
gram rules (e.g., missed several sessions, did not
comply with regimen), and the reason 5 left is
unknown. Given the variety of reasons individuals
had for leaving the program as well as the rela-
tively small sample size in each category, any com-
parisons between these individuals who
terminated the program and those individuals
who completed the program are tenuous at best.

Measures

Brief Symptom Inventory (BSI)

Developed by Derogatis (1993), this 53-item, self-
report inventory is designed to capture psychologi-
cal symptom patterns over nine primary clinically
relevant dimensions and three global indices.
Each item is responded to on a 5-point Likert scale
from 0 (not at all) to 4 (extremely). The symptom
scales include: Somatization (distress arising from
perceptions of bodily dysfunction), Obsessive-
Compulsive (thoughts, feelings, and actions that are
experienced as unremitting and irresistible),
Interpersonal Sensitivity (feelings of personal inade-
quacy), Depression (dysphoric mood and affect),
Anxiety (nervousness, tension, panic attacks, and

feelings of terror), Hostility (thoughts, feelings,
and actions characteristic of anger), Phobic Anxiety
(persistent fear response that is irrational and dis-
proportionate to the stimulus that leads to avoid-
ance behavior), Paranoid Ideation (disordered
thinking, including projective thought, hostility,
suspiciousness, and grandiosity), and Psychoticism
(withdrawal and isolation). There are 3 global
scales, but only 1 was used in this study, the Global
Severity Index, which is the sum of the nine symp-
tom clusters divided by the total number of
responses. Alpha reliabilities range from .71 for
Psychoticism to .85 for Depression. Derogatis,
Rickels, and Rock (1976) have shown the BSI to
converge well with scores on the MMPIL. Other
research has shown the BSI to be useful in detect-
ing symptomological distress in clients in a drug
treatment context (Buckner & Mandell, 1990;
Royse & Drude, 1984). Following guidelines pro-
vided in the manual, the scores from participants
in this study were evaluated relative to norms pro-
vided for the Adult Nonpatient Sample.

Personal Problems Checklist for Adulfs (PPCA)

Developed by Schinka (1985), this 208-item check-
list was designed for adults aged 18 to 60 years.
Respondents simply check those items that repre-
sent an area of distress currently being faced.
Items are grouped into 13 areas: Social (e.g., being
shy, not having close friends), Appearance (e.g.,
being overweight, having scars), Vocational (e.g.,
not having a job, job having no future),
Family/Home (e.g., children misbehaving, not get-
ting along with neighbors), School (e.g., getting
bad grades, not having good study habits),
Financial (e.g., wasting money, depending on oth-
ers for financial support), Religion (e.g., feeling
guilty about religion, failing to support church),
Emotional (e.g., feeling anxious or uptight, being
unhappy all the time), Sexual (e.g., not knowing
enough about sex, disliking sex), Legal (e.g., being
sued, facing criminal charges), Health/Habits (e.g.,
losing temper and hurting someone, having poor
eating habits), Attitude (e.g., not having any inter-
est in things, having a poor attitude toward self),
and Crises (e.g., pet dying, being robbed). This
instrument was not constructed to be a multi-scale
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inventory, rather items were selected for content
coverage on the basis of expert judge panels. As
such, no item or scale analyses were conducted.
This measure serves as a true clinical checklist
designed to provide an actuarial index of the
number and types of problems and/or stressors
being encountered by clients in their current life.
There are no current reliability or validity evi-
dence for the measure. However, we examined the
dimensional nature of this scale by scoring each
item dichotomously and summing within each of
the 13 content areas. The number of items in each
content area is indicated in Table 1.

Adjective Check List (ACL)

Developed by Gough and Heilbrun (1983), this
measure consists of 300 adjectives from which
individuals select those which are viewed as self-
descriptive. This instrument was completed by the
counselors after meeting with clients for a 20- o
40-minute pre-program interview. Although the
ACL can be scored for 35 different content scales,
for the purposes of this study, only the single
items ratings were used. These items provide a
portrait of how the client is perceived by others, in
this case professional counselors. The ACL has
been shown to be quite valid (Piedmont, McCrae, &
Costa, 1991) and the use of single item ratings
from the ACL for establishing the personological
qualities of a scale is not uncommon (Costa &
McCrae, 1992: Piedmont & Weinstein, 1993).

Procedure

Prior to beginning the treatment program, all
clients met with a counselor for a 20- to 40-minute
interview which was designed to evaluate the suit-
ability and level of impairment of each client.
Within 1 week of this initial contact, counselors
completed the ACL for each participant. Each
client was rated by only one counselor.

After the interview, clients completed the BSI
and PPCA, in random order. This was accom-
plished in one sitting either after their interview
with a counselor or on the first day of the pro-
gram. Counselors did not have access to clients’
responses to these instruments before making
their own assessments. Clients were told the
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purpose of the assessments was for program
evaluation purposes only.

The program lasted for 6 weeks. Clients were to
report 5 days a week for 6 hours a day. The pro-
gram itself provided a broad-based, multimodal
intervention. The major focus of the program was
to develop useful vocational skills, and partici-
pants worked toward finding gainful employment
by the end of treatment. In addition, participants
received individual and group counseling,
attended Alcoholics Anonymous (AA) or Chemical
Dependence Anonymous (CDA) groups, and
engaged in a number of therapeutic activities cen-
tering on personal and spiritual growth and devel-
opment. During the last week of the program,
clients were again asked to complete the battery of
materials. PPCAs collected at this point served in
the test-retest analyses.

Results

Table 1 presents descriptive statistics, both overall
and within gender, for all of the PPCA domains as
well as for an overall endorsement rate. As can be
seen, the participants endorsed, on average, 38
(SD = 22.0 for overall Total) specific problems they
were encountering in their lives at the time of
entry into the treatment program. This represents
an 18% endorsement rate. The Emotional and
Social categories had the highest number of
endorsements while Legal and School had the
fewest number of endorsements. Overall, only two
significant gender differences emerged, for the
Sexual and Attitude scales (mean effect size was
.25, suggesting a small effect), indicating that the
instrument, at least in the current sample, cap-
tures issues equally relevant for both genders.
These values may serve as useful initial reference
points for evaluating other outpatient, substance
abuse samples.

Paired t-test analyses were conducted to determine
whether PPCA scores changed significantly over
the course of treatment. These analyses were
based on only those individuals who completed
the program (n = 96). Results of these analyses
are presented in Table 2. As can be seen, there
were significant declines on all but two of the
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E:st::ﬁplfiw Statistics for the PPCA Scales Overall and Separately by Gender at Admission
Men® Women® Owerall®

PPCA Score - T Cohen's

scale range M 5D M 5D { d M 5D Alpha
Social 0-18 499 3.4 525 4.3 0.37 08 5.08 3.9 .79
Appearance 0-12 149 1.3 198 1.8 1.71 .39 168 1.5 27
Vocational 0-18 409 3.0 3.7% 35 =060 14 395 3.2 .79
Family 0-34 409 42 492 42 1.12 26 442 4.2 .80
School 0-12 1.85 2.1 1.25 1.8 -1.73 A0 1.61 2.0 71
Financial 0-12 460 24 500 24 0.95 22 476 24 .61
Religious 0-14 204 22 1.81 19 -0.64 15 195 2.1 .62
Emaotional 0-20 460 3.7 563 4.1 1.46 A3 500 39 81
Sexual 0-14 241 2.0 1556 1.5 -2.84** 65 208 1.9 57
Legal 0-10 099 1.2 095 1.0 -1.28 .29 0.89 1.1 A3
Health 0-20 346 2.7 361 2% 0.30 A7 352 279 68
Attitude 0-12 233 21 1.57 1.6 -2.52= 53 203 2.0 64
Crisis 0-12 161 1.8 161 1.9 -0.01 Rii] 161 19 .69
Total 0-208 3854 22.8 38.37 20.8 =0.04 A1 38.47 220 .45

Note. PPCA = Persanal Problems Checklist for Adults,
iy =80, by = 52, cN= 132,
< .05, #*p < 01 two-tailed.

Table 2
i Test for the Difference Between Pre- and Postiveatment Means on the PPCA

Pretreatinent Postireatment

Cohen’s Test-Retest
PPCA scale M sD M 5D ¢ d reliability
Social 525 3.9 3.66 3.9 4, 15k 41 deyibdl
Appearance .70 1.4 161 2.0 1.10 10 ST ek
Vocational 399 34 250 27 4. TTH* A8 S EH
Family 441 4.5 351 4.3 2.96% 20 i) Rl
School 1L.70 239 100 1.8 3.59%%#* 35 LGk
Financial 4.70 2.4 3.59 2.5 4.]7%h* A6 %
Religious 1.95 2.0 134 20 3154+ 29 Sk
Emotional 480 4.1 322 36 4 52w A1 G #E
Sexual 209 19 1.71 1.8 2.08% 21 5%k
Legal 0.78 1.1 065 1.0 1.15 12 AGHEE
Health 362 2% 280 2.8 2,7k 29 Lt
Attitude 2.06 2.0 1.16 1.6 4 1 (Qnws Al g
Crisis 1.68 2.0 132 1.9 1.99+ 19 HiGHsE
Total 38,56 229 28.61 26.0 4, 43%%% 40 B0FFF

Note. N'= 96, PPCA = Personal Froblems Checklist for Adulrs,
< 05, **p < 0L **=p < 001, two-tailed.
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measured domains (Appearance and Legal).
Overall, the number of personal problems
decreased from approximately 39 at pretreatment
to 29 at posttreatment, ¢ (95) = 4.42, p < .001,
Cohen’s d = .40. These data suggest that the PPCA
may be useful for documenting both the extent
and types of changes an individual experienced
over the course of treatment. However, the lack of
a formal control group preempts our ability to
conclusively determine whether these observed
changes were due to the treatment itself or were
merely the result of participants being retested.
Nonetheless, the pattern of results observed here is
consistent with changes noted in this sample in
terms of both personality and symptom experience
(see Piedmont, 1999; Piedmont & Ciarrocchi, 1999).

Correlations between the PPCA and BSI scores
are presented in Table 3. There are numerous sig-
nificant associations between the types of per-
sonal problems individuals were encountering at
pretreatment and larger types of psychological dis-
tress. Overall, the total number of problems expe-
rienced correlated significantly with all of the BSI
symptom dimensions. This suggests that problems
experienced in daily living are related to larger
psychological difficulties. Multiple regression
analyses were done using each of the PPCA scales
as the dependent variables and the 10 BSI scales
as the predictors. Adjusted R% (which adjust for
sample size and number of predictors) are pre-
sented in the last column of Table 3 and indicate
the amount of shared variance each PPCA scale
has with all of the symptom dimensions. The
Social and Emotional domains overlapped signifi-
cantly with symptom experience as well as corre-
lated with all of the BSI scales. The Health,
Attitude, and Crisis domains also broadly corre-
lated with the symptom scales, although their
overall level of association was lower. Other PPCA
domains, such as the Financial, Religious, Sexual,
and Family, had a more circumscribed pattern of
association with the BSI scales. Nonetheless, these
data affirm the reality that the types and extent of
personal problems are meaningfully related to the
extent and types of larger psychological difficul-
ties individuals may be experiencing.

132

A joint principal components analysis of the BSI
and PPCA scales was conducted to examine how
these scales load on underlying factors. Such an
analysis also helps to control for the redundancy
which exists among the scales within each instru-
ment. A principal components analysis was per-
formed on these 22 scales and a scree test
indicated that three factors should be retained and
they were orthogonally rotated. However, the two-
factor solution provided the most interpretable
findings, accounting for 54% of the total variance.
The first factor had all the BSI scales loading on it
(range was .60 to .85) along with the Emotional
and Social scales (loadings > .40) from the PPCA.
These results parallel the regression findings in
Table 3, where these two scales shared the highest
proportion of variance with the BSI. The second
factor contained all the PPCA scales (range .55 to
.74) with the BSI scales all loading less than .18.
These findings suggest that there are many reasons
why individuals experience problems in living, psy-
chological distress being only one component. The
PPCA scales appear to capture aspects of psychoso-
cial functioning non-redundant with measures of
affective distress.

In order to provide some additional construct
validity to the PPCA scales, the number of diffi-
culties experienced in each domain were corre-
lated with counselor ratings on the ACL. These
associations reflect the kinds of impressions indi-
viduals with different problems generate in
observers. These correlations also provide some
discriminant validity for the various PPCA scales
by showing that scores on the different domains
are associated with different counselor impres-
sions of clients’ personal styles and dispositions.
These results are presented in Table 4. Although
there were numerous, significant correlations
between the PPCA scales and the ACL, only the
five most positive and five most negative correla-
tions are presented in Table 4.

Looking across all domains, there are certainly
some consistencies in counselor impressions. We
noted that being seen as worrying, anxious, con-
fused, and pessimistic seem to characterize indi-
viduals having problems in a number of categories.
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Table 3
Carrelations Between PPCA Scales and Self- Ratings on the Brief Symplom Inventory (BSI) at Pretreatment

BSI scales
PPCA scale S0M 0-C I-5 DEP ANX HOS PHOB PAR PSY Total Adj R?
Social 26%* 2w LA Jgws Ak Y b ! Lk AGHeE Jqkwn 5 4 b
Appearance 06 08 A1 -.06 .05 .05 =06 05 -.04 04 07
Vocational 07 01 11 01 .03 05 10 Rir} D4 07 0
Family 22 14 A7 14 A6 22%+ A1 16 MG 19" 04
School A7 13 11 04 A3 A2 13 A1 14 A5 A0
Financial 20% 20" 20 16 25w b e 18% .20 16 2hre 03
Religious kil L 13 A0 09 9% 19+ 21* 09 13 .18% A3
Emotional e G AHew Bk Ll A Qhn T A 2w s AN ApYeEe Dokas
Sexual A1 19" 1 Ll .11 ST 16 07 22% 26%#% 20 05
Legal WAl 13 -.01 04 iy} A7 0 A4 02 12 Lg*
Health A7+ B 9% 11 21#* 3 Ll 17* 0% 20* DR L6+
Attitude 07 S0%ex S32%ws 25w BGkes Jl*e# 2peex ] 29w 4wk A
Crisis 17 11 A1 04 Q4% 25 20+ .18* 07 18% D6*
Total VDR L L R Bh Jhkkw g B4 b DT Sk 4w

Naote, N = 132, PPCA = Personal Problems Checklist for Adulis, BST seale definitions: SOM-Somatization; C-C-Obsessive-Compulsive; 1S-Interpersonal Sensitivity; DEP-Depression; ANX-
Anxiety; HOSHostility; PHOB-Phobic Anxiety; PAR-Paranoia; PSY-Psychosis; Total-Global Symptom Index, Adj #%- Adjusted R,
£ < 05, **p <01, ***p < 001.

SINPY 10 ISI[Y237) SWI|GOL] [EU0SID]
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Tahle 4

The 10 Maost Gorrelated Counselor ACL Ratings Associated With Self Reported Seoves on Each PPCA Scale

PPCA scale

Characteristic

Uncharacteristic

Social
Appearance
Vocational
Family
School
Financial
Religious
Emotional
Sexual
Legal
Health
Attitude

Crisis

generous (31), timid (.29), highstrung (.25),
confused (.23), quitting (.23)

worrying (.32), pessimistic (.28), high strung (.28),
forgetful (.27), emotional (.25)

effeminate (.27), reserved (.22), cold (.22),
sell-pitying (.21}, confused (.20)

effeminate (.33), self-pitying (.27), inhibited (.23),
meek (.21), confused (.21)

effeminate (.28), pessimistic (.21}, defensive (.19),
dissatisfied (.19), mannerly {.18)

fearful (.29), confused (.25), sclf~denying (.24),
emotional (.24), anxious (.23)

smug (.28), inhibited {.25), meek (.23),
unstable (.22}, forgetlul {.22)

unstable (.36), confused (.32), dependent (.29},
fearful (.28), complicated (.26)

tense (.30), masculine (.24), soft-hearted (.23),
complicated {.22), unconventional {.213)

whiny (.30), despondent (.29), spineless (.24},
sell-pitying (.22}, apathetic (.21}

spontanecus (.30), bitter (.28}, unstahle (.28),
complicated (.23}, talkative (.21)

dissatisfied (.33), soft-hearted (.32}, fearful (.31),
complicated (.29), wary (.29}

sell-pitying (.25), resourceful (.21), dignified (.20},
bossy (.19), rebellious {.18)

active (-.26), practical (-.24), interests wide (-.23),
tactful (-.22), optimistic (-.22})

adaptable (-.28), charming (-.25), aloof (-.22},
clever (-.22), careless (-.20)

considerate (-.28) appreciative (-.28) active (-.26)
adaptable (-.25) versatile (-.22)

reflective (-.22), cheerful (-20), good-looking (-.18),
interests-wide (-.17), witty (-.16)

adaptable (-.39), attractive (-.31), capable (-.26),
active (-.24), fair-minded (-.20)

aloof (-.38), polished (-.22), independent (-.21),
capable (-.19), adaptable (-.19)

adaptable (-.21), attractive (-.21), capable (-.20),
active (-.19), aloof (-.19)

helpful (-.29), considerate (-.27), charming (-.27),
active (-.26), independent (-.24)

adaptable (-.29), poised (-.25), aloof (-.24),
capable {-.21), versatile (-.20)

thoughtful (-.27), energetic (-.25), courageous (-.23),
reasonable (-.21), mannerly (-.19)

charming (-.30), queer (-.19), reflective (-.19),
independent (-.19), understanding (-.19)

versatile {-.23), aloof (-.22), adaptable (-.22),
charming (-.21), independent (-.21)

handsome (-.20), versatile (-.20), sell-controlled (-.17),
egotistical (-.16), considerate (-.16)

Note, N = 132, ACL = Adjective Check List. PPCA = Personal Problems, Checklist for Aduls, All ACL items correlated with FPCA scale p < .05, two-tailed.
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However, there are some distinet characteriza-
tions. For example, someone with more Social
problems was seen as being confused, timid, and
high-strung while someone with fewer Social prob-
lems appeared more active, tactful, and optimistic.
Individuals with more Vocation-related issues were
seen by counselors as being confused, evasive, and
with narrow interests, while someone with fewer
such difficulties appeared as being active, versatile,
and adaptable. Finally, individuals with many emo-
tional problems were seen as being unstable, con-
fused, and dependent, while those with few such
problems were seen as being independent, charm-
ing, and considerate. What the correlations with
the ACL and BSI show is that scores on the PPCA
have something to say about a client's larger psy-
chosocial realities. Thus an examination of a clien-
t's status in these different areas can provide
information about his/her personal style as well as
his/her larger psychological issues.

Discussion

Overall, these data provide some encouraging ini-
tial support for the use of the PPCA as more than
just an intake questionnaire. The presence of few
gender differences in this sample suggests that
the PPCA may have few adverse impact qualities
(i.e., identifying one gender as having more psy-
chological difficulties than the other) if used in
employment-related settings (e.g., Employee
Assistance Programs). However, some of the gen-
der effect sizes (e.g., for the Sexual and Attitude
scales) were quite robust suggesting that addi-
tional studies need to be conducted to establish
the reliability of these gender differences, or lack
thereof. The PPCA also showed itself quite sensi-
tive to possible treatment changes; scores on most
scales significantly changed, with an overall mod-
erately strong effect size. Correlations with the
BSI also indicated that personal problems were
differentially related to symptomological experi-
ences. In conjunction with the counselor ACL rat-
ings, these data suggest that the information
contained on the PPCA may allow one to draw
wider, clinically relevant inferences about respon-
dents. Future research may want to more closely
examine how different patterns of responses on

the PPCA may indicate specific clinical patterns
relevant to both presenting problems and treat-
ment selection. No doubt the PPCA is a brief,
efficient, and clinically informative instrument
that can help clinicians understand their clients
and document the efficacy of their interventions.

Although the PPCA can be an important tool for
client evaluation, there is no substitute for a com-
prehensive clinical assessment of a client. A multi-
modal, multidimensional assessment provides a
thorough picture of a client’s needs and motiva-
tions. There are three major areas that are mea-
sured in any comprehensive assessment plan:
symptoms, personality, and psychosocial context.
One of the first things to be addressed among per-
sons presenting for treatment is the specific prob-
lem(s) they are confronting. Usually this takes the
form of some array of presenting symptoms. It is
important to know both the type and severity of
these problems. Instruments such as the BSI are
useful in garnering such information. Then it
becomes necessary to learn more about the client
themselves. What are their motivations? What psy-
chological strengths do they possess that can be
accessed during treatment and relied upon as
therapeutic resources? What are their potential
weaknesses and liabilities? Personality assessment
can be useful for anticipating not only the course
of treatment, but also the kinds of interventions
that may be useful (see Miller, 1991; Piedmont,
1998). Finally, there is the psychosocial context.
This aspect of assessment focuses on the quality of
the the client’s environment by identifying the
specific problems in living that are operating as a
result of the client’s temperamental inclinations
and symptomological distress. Psychosocial assess-
ment, like that provided by the PPCA, can help
the therapist to pinpoint the specific aspects of liv-
ing that may need immediate clinical attention.

As noted earlier, the current health-care environ-
ment is restricting the frequency of such compre-
hensive assessments. Clinicians are now being
forced to either reduce the scope of their mea-
surement or find more efficient methods for gath-
ering the information. The results of this report
should provide some encouragement for the latter.
Although initially intended as an intake device,
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the PPCA seems to have some value beyond pro-
viding a mere description of a client’s problems of
living. These data show that an evaluation of an
individual’'s psychosocial context carries with it
larger potential psychological repercussions. As was
shown here, the number and type of problems are
very much linked to symptom experience. The
descriptive data provided here can serve as a begin-
ning foundation for constructing a useful norma-
tive sample for evaluating presenting complaints on
the PPCA by outpatient clients. This information
can potentially assist in diagnostic formulations.

Another potential value for the PPCA is as a treat-
ment outcome measure. Clinicians are facing
increasing pressure for providing greater account-
ability of the efficacy of their services. This pres-
sure is coming from not only managed care, but
from the growing consumer movement in this
country (see Consumer Reports, 1995). Potential
clients are now seeking reasonable guarantees that
the treatments provided by their therapists will
provide some relief of their symptoms. After all, it
is their personal resources of time and money that
are being invested in therapy, and they need to
know that the product they are purchasing will do
for them what it claims. As such, the need for
practitioners to document therapeutic efficacy is
growing. The medium through which such docu-
mentation can be compiled is clinical assessment.
Through assessment clinicians can show in what
ways and to what degree their interventions impact
clients. The PPCA can be one such useful instru-
ment to accomplish this. As was shown, the PPCA
appears to be very sensitive to change experienced
over the course of treatment. Significant declines
in specific, personal problems were evidenced over
the majority of content domains.

We are not recommending that the PPCA can take
the place of a comprehensive assessment battery.
Rather, as a brief, easy to administer and interpret
instrument, it can have a useful place in clinical
practice and research. The information contained
in this report shows the potential value of the
instrument for use both in diagnosis and in track-
ing the impact of treatment on client progress.
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Future research can help to establish better nor-
mative values for use in examining the level of psy-
chosocial distress and for charting the rate and
extent of improvement over treatment.
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