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Anticipated Benefits of Care (ABC): psychometrics
and predictive value in psychiatric disorders
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Background. Attitudes and expectations about treatment have been associated with symptomatic outcomes, ad-
herence and utilization in patients with psychiatric disorders. No measure of patients’ anticipated benefits of treatment
on domains of everyday functioning has previously been available.

Method. The Anticipated Benefits of Care (ABC) is a new, 10-item questionnaire used to measure patient expec-
tations about the impact of treatment on domains of everyday functioning. The ABC was collected at baseline in
adult out-patients with major depressive disorder (MDD) (n=528), bipolar disorder (1=395) and schizophrenia
(n=447) in the Texas Medication Algorithm Project (TMAP). Psychometric properties of the ABC were assessed, and
the association of ABC scores with treatment response at 3 months was evaluated.

Results. Evaluation of the ABC’s internal consistency yielded Cronbach’s a of 0.90-0.92 for patients across disorders.
Factor analysis showed that the ABC was unidimensional for all patients and for patients with each disorder. For
patients with MDD, lower anticipated benefits of treatment was associated with less symptom improvement and
lower odds of treatment response [odds ratio (OR) 0.72, 95% confidence interval (CI) 0.57-0.87, p=0.0011]. There was
no association between ABC and symptom improvement or treatment response for patients with bipolar disorder or
schizophrenia, possibly because these patients had modest benefits with treatment.

Conclusions. The ABC is the first self-report that measures patient expectations about the benefits of treatment on
everyday functioning, filling an important gap in available assessments of attitudes and expectations about treatment.
The ABC is simple, easy to use, and has acceptable psychometric properties for use in research or clinical settings.

Received 29 April 2009; Revised 11 August 2009; Accepted 15 August 2009 ; First published online 29 September 2009

Key words: Attitudes, benefit of treatment, bipolar, depression, outcome expectancies, predisposing, psychometrics,
schizophrenia.

Introduction Positive expectations about recovery were related
to better health outcomes in 15 of 16 studies span-
ning myocardial infarction, cardiac surgery, chronic
pain, alcoholism, and other disorders and surgeries
(Mondloch et al. 2001). Positive expectations of treat-
ment effectiveness also predicted improved outcomes
in depression (Sotsky et al. 1991; Krell et al. 2004), bi-
polar disorder (Gaudiano & Miller, 2006) and schizo-
phrenia (Martin et al. 1977 a, b). Studies of the placebo
effect, a positive expectancy about improvement, have

Patient expectations about treatment are of substantial
importance to clinicians and researchers given their
potential impact on health-care utilization, adherence
and clinical outcomes (Martin et al. 1977a,b; Sotsky
et al. 1991; Adams & Scott, 2000; Mondloch et al. 2001;
Krell et al. 2004; Gaudiano & Miller, 2006 ; Anglin et al.
2008). Expectations are of particular interest because
they are modifiable and related to behavior change

(Andersen, 1995). provided intriguing support for theories that highly

active neurobiological processes, including brain re-
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pectations (Enck et al. 2008; Howland, 2008). Patient
expectations about improvement are therefore a
promising area for outcome research.
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The importance of health-related attitudes and be-
liefs has also been highlighted in several models of
health services use. The Behavioral Model (Andersen
& Aday, 1978; Andersen, 1995) proposes that the use
of health services for health improvement is associated
with: (1) predisposing characteristics such as demo-
graphic, social structure and health beliefs; (2) per-
sonal, family and community enabling resources; and
(3) perceived and objective need. The Health Belief
Model (Rosenstock, 1966, 1974; Janz & Becker, 1984)
similarly proposes that individuals evaluate a health
behavior’s feasibility and efficaciousness through an
estimate of perceived benefits in reducing their sus-
ceptibility to or severity of illness, weighed against
the psychological, physical, financial or other costs or
barriers associated with the behavior. The balance of
benefits and costs influences the likelihood of taking
action regarding health care (Becker et al. 1977).
Predictors of health-care utilization, however, have
focused on barriers to service such as availability, ac-
cessibility or insurance status; psychological barriers;
exposure to mental health services; and patients’ atti-
tudes toward mental illness (Alvidrez, 1999) rather
than on expectations about treatment.

There are assessments available that evaluate be-
liefs and attitudes about health, illness, treatment and
medication (Weinman ef al. 1996; Horne & Weinman,
1999; Petrie et al. 2007), or general expectations about
improvement (Devilly & Borkovec, 2000). There are
also patient-rated questionnaires that evaluate the
perceived benefits of specific interventions, such as
mammography (Beaulieu et al. 1996; Finney &
Iannotti, 2001; Petro-Nustas, 2001), Pap smear screen-
ing (McFarland, 2003) and breast cancer screening
(Meana et al. 2001). However, patient expectations
specifically about the potential for improved func-
tioning associated with treatment is an important
factor in understanding both treatment seeking and
treatment outcome and this area has been minimally
investigated.

Health-related quality of life, including patient
perceptions about daily functioning, is increasingly
understood to be a crucial health outcome (Trivedi
et al. 2006), but currently no validated tool is available
for use with psychiatric or general medical disorders
that assesses expectations about the impact of treat-
ment on domains of everyday functioning. An assess-
ment identifying these perceived benefits of treatment
would be a useful contribution to both health services
and outcomes research.

The Anticipated Benefits of Care (ABC) was devel-
oped for use in research or clinical settings for popu-
lations with medical or psychological conditions, and
was first used (previously called the Patient Percep-
tion of Benefits) in the Texas Medication Algorithm
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Project (TMAP; Gilbert et al. 1998; Rush et al. 1999,
2003). This report uses data from TMAP for patients
with major depressive disorder (MDD), bipolar dis-
order and schizophrenia to evaluate the psychometric
properties of the ABC, including its ability to predict
outcome in these samples. The following questions
were asked:

(1) What is the factor structure of the ABC?

(2) What is the reliability and validity of the ABC?
(3) Does the ABC have adequate psychometric prop-
erties for use in clinical and research settings ?

(4) Is the ABC associated with symptom response?

Method

TMAP compared the clinical and economic impact of
algorithm-based medication treatment combined with
clinical support and a patient/family education pro-
gram to treatment as usual for patients with psychotic
and non-psychotic MDD, bipolar disorder and schizo-
phrenia treated in 19 public sector mental health
clinics in Texas. The rationale and design of the study
and description of the samples and treatment assign-
ments are reported elsewhere (Rush et al. 2003).
Participants were enrolled from March 1998 to April
1999 and treated for up to 2 years. Algorithm-based
care for the three disorders was provided in four
separate clinics each and the seven remaining clinics
provided treatment as usual only. Each clinic provid-
ing algorithm-based care for one disorder also pro-
vided treatment as usual for a second disorder.

Institutional Review Boards at the University of
Texas Southwestern Medical Center and the Univer-
sity of Texas at Austin approved and monitored the
study. All participants provided written informed
consent prior to study entry.

Participants

Participants were at least 18 years old with clinical
diagnoses of psychotic or non-psychotic MDD, bipolar
disorder or schizophrenia as determined by their
clinician, based on the DSM-IV. Sufficient symptoms
needed to be present to initiate a new medication or
intolerance or inadequate benefit to a prior medi-
cation, requiring a switch from or augmentation of a
current treatment. In treatment as usual, study entry
was permitted with a medication change or a 24-item
Brief Psychiatric Rating Scale (BPRS-24; Ventura et al.
1995) score within one standard deviation (1 s.n.) of
the mean for the algorithm group (Rush et al. 2003).
Inclusion criteria were broad and exclusion criteria
minimal.
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Of the 1421 evaluable participants who completed
at least one follow-up assessment, 1370 completed all
10 items of the ABC (528 with MDD, 395 with bipolar
disorder and 447 with schizophrenia) and were used
to evaluate the assessment’s psychometric properties.

Assessments

Participants” anticipated benefits of treatment were
assessed at baseline with the ABC, a 10-item ques-
tionnaire used to measure patient expectations about
whether they will see improved functioning if they get
needed care (see Appendix 1). Each of the 10 items is
rated on a scale of 1 to 5 with anchor points ‘strongly
agree’, “agree’, ‘neutral’, “disagree” and “strongly dis-
agree’. Thus, higher scores indicate more negative
expectations about the benefits of care. Scores can
range from 10 to 50.

Research outcome assessments were conducted
every 3 months for up to 2 years by independent,
but unblinded, research coordinators who were not
involved in treatment. Primary outcome measures
were the BPRS-18 (Ventura et al. 1993) for schizo-
phrenia, the BPRS-24 for bipolar disorder (Ventura
et al. 1995), and the 30-item Inventory of Depressive
Symptomatology — Clinician-rated (IDS-Cj,; Rush et al.
1996, 2000; Trivedi ef al. 2004 b) for MDD.

Response was defined by a 50% reduction in the
baseline IDS-Cj, score for MDD, a 50 % reduction from
baseline BPRS-24 score for bipolar disorder, and a
25 % reduction from baseline BPRS-18 score for schizo-
phrenia.

Data analyses

Descriptive statistics were provided for sample base-
line demographic and clinical characteristics. The
internal consistency of the ABC was assessed by
Cronbach’s a (Cronbach, 1951), item total correlations,
and item means.

The number of factors present in the ABC was de-
termined by parallel analysis (Horn, 1965). Typically,
the number of factors is determined by the number
of eigenvalues >1. In parallel analysis, the number of
factors is determined by the number of eigenvalues
greater than would be expected to arise by chance. As
eigenvalues measure the strength of the correlations
among the variables, eigenvalues derived from data
with no correlations among the variables represent
those arising only by chance. To determine how large
these chance eigenvalues are, we generated 1000
simulated datasets (using the same number of ob-
servations and items as our dataset) consisting of
normally distributed random numbers, where corre-
lations between all variables are expected to be zero.
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Then principal components analysis was applied to
each simulated dataset and the eigenvalues from each
analysis were averaged together. The number of fac-
tors in our dataset was defined by the number of
eigenvalues that was larger than the average number
derived from the simulated data eigenvalues.

The ABC’s validity was evaluated by computing
correlations between the ABC and symptom measures
at baseline along with sociodemographic and clinical
baseline characteristics. The ability of the ABC to in-
dependently predict outcomes even after adjustment
for other covariates was examined using analysis of
covariance (ANCOVA) to assess the effect of baseline
ABC on change in symptomatic outcome from base-
line to month 3. Covariates were selected using a
previously described procedure (Suppes et al. 2003;
Miller ef al. 2004; Trivedi et al. 20044) and included
baseline symptom severity, years of education, family
size, disposable income, black race (yes/no) and
Hispanic ethnicity (yes/no). In addition, length of
illness was used as a covariate for the group with
MDD, and age and gender were used as covariates for
the groups with bipolar disorder and schizophrenia.

The ability of the ABC to predict treatment response
was also examined. A logistic regression model was
fit with baseline ABC and the covariates listed above
to predict response status at 3 months for each dis-
order. For both the ANCOVA and logistic regression
analyses, the model was first fit with terms for treat-
ment group and treatment group by ABC interaction.
As these terms were not significant, they were deleted
and the models were fit using data from all treatment
groups combined.

Item response theory (IRT) methods (Hambleton
et al. 1991) allow us to explore the relationship be-
tween scores on the ABC and the unobserved (latent)
construct the ABC was designed to measure. Speci-
fically, IRT methods were used to compute the test
information function (TIF; Birnbaum, 1968) of the
ABC for each disorder. For each item of the instru-
ment, IRT models (called item operating characteristic
curves) were fit that relate the probability of choosing
each level of response (from 1 to 5) to the construct of
anticipation of benefits. The construct is scaled so that
0 represents its average level and each unit increase or
decrease represents a change of 1 s.p. in the construct.
The Samejima graded response model (Samejima,
1997) was used for the item operating characteristic
curves because it was the most appropriate model
for instruments, such as the ABC, that have ordered
categorical responses. The “information’ depicted by
the TIF is determined by the precision with which
the ABC can estimate the construct. A plot of the TIF
shows the precision of the ABC in estimating antici-
pation of benefits across all levels of this construct.
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Table 1. Baseline characteristics overall and by group®

Bipolar
All MDD disorder Schizophrenia

Variable (n=1370) (n=>528) (n=395) (n=447)
Age (years) 41.0 (10.8) 42.0 (11.1) 40.1 (10.5) 40.7 (10.7)
Years of education 114 (3.1) 11.2 (3.1) 12.3 (2.8) 10.9 (3.1)
Length of illness (years) 15 4(11.7) 155(12.,5) 13.2(11.1) 17.1 (10.9)
Quality of life .7 (1.6) 3.1(1.5) 4.0 (1.6) 4.2 (1.6)
SF-12 Mental 34 3(11.5) 29.4(10.0) 36.0(11.7) 38.6(10.8)
SF-12 Physical 414 (119) 38.7(12.0) 41.7(119) 44.3(11.0)
ABC 20.5 (7.4) 20.5 (7.4) 19.8 (7.7) 21.2(7.1)
BPRS (18-item) 41.0 (10.0) 41.3 (8.9) 40.2 (10.0) 414 (11.0)
DAI 18.1 (9.6) 18.3 (8.8) 19.0 (10.2) 17.0 (9.8)
Side-effects (SAFTEE) 11 4(54) 12.9 (4.8) 11.8 (5.4) 9.3 (5.5)
DAST 2 (3.4) 2.1 (3.5) 2.1(3.1) 2.4 (3.3)
MAST 1(7.9) 4.7 (7.5) 5.4 (8.2) 5.4 (8.2)
Female 62.7 78.6 69.4 38.0
Employed 18.7 18.0 26.2 13.1
Living alone 22.7 20.9 24.6 23.2
Race

White 49.5 52.5 61.3 35.6

Black 15.8 20.3 8.9 16.6

Hispanic 33.3 25.9 28.6 46.1

Other 1.3 1.3 1.3 1.3
Marital status

Never married 35.0 20.7 29.3 56.9

Married 22.5 27.0 26.0 14.0

Separated 10.5 13.9 9.4 7.4

Divorced 28.1 33.3 31.9 18.7

Widowed 3.9 51 3.3 2.9
General medical conditions

0 39.6 35.2 359 479

1 26.1 26.5 25.8 26.0

2 34.3 38.3 38.2 26.2

MDD, Major depressive disorder; SF-12, Short Form Health Survey; ABC,
Anticipation of Benefits of Care; BPRS, Brief Psychiatric Rating Scale; DAIL
Drug Attitude Inventory ; SAFTEE, Systematic Assessment for Treatment Emergent
Events; DAST, Drug Abuse Screening Test; MAST, Michigan Alcohol Screening Test.

Values are given as mean (standard deviation), or percentage.

2Sums do not always equal 1 because of missing values. Percentages are based
on available data.

The TIF is therefore useful for determining at what
level of anticipation of benefits the instrument is most
sensitive and for comparing sensitivity across dis-
orders for all levels of anticipation of benefits. All IRT
models were estimated using Multilog for Windows
(Thissen, 2003).

Results

Baseline characteristics are summarized overall and
by group in Table 1. The sample had a mean age of
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41 years, was 63 % female, and about half of the par-
ticipants were black, of another non-white race, or
Hispanic.

Exploratory factor analyses

The method of parallel analysis showed that the ABC
was unidimensional for all patients, and also for
patients with each disorder. For all patients, the aver-
age two largest eigenvalues using the simulated data
of 1.13 and 1.09 were compared to the two largest
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Table 2. Item means and item total correlations (r) for all participants and by disorder

All MDD Bipolar disorder Schizophrenia

(n=1370) (n=>528) (n=395) (n=447)
Item Mean r Mean r Mean r Mean r
Manage problems at home 191 0.72 1.87 0.72 1.88 0.78 1.99 0.61
Earn a living or go to school 2.41 0.64 2.43 0.64 2.29 0.68 2.50 0.62
Enjoy things that interest me 1.95 0.79 1.98 0.76 1.90 0.78 1.97 0.68
Feel good about myself 1.97 0.80 1.94 0.76 1.92 0.77 2.04 0.76
Handle emergencies and crises 2.08 0.76 2.07 0.75 1.99 0.75 2.15 0.73
Get along with my friends 2.14 0.71 2.15 0.70 2.07 0.71 2.20 0.67
Get along with my family 2.11 0.68 2.18 0.69 2.05 0.71 2.07 0.67
Control my life 1.97 0.79 1.92 0.79 191 0.80 2.08 0.75
Do things on my own 1.99 0.78 1.99 0.77 191 0.80 2.08 0.74
Make important decisions 2.00 0.80 1.97 0.80 1.92 0.80 2.10 0.76

MDD, Major depressive disorder.

eigenvalues using the real data of 6.41 and 0.78. As
the first real eigenvalue was much larger than would
be expected by chance (i.e. 6.41 compared to 1.13) and
the second real eigenvalue was smaller (i.e. 0.78 com-
pared to 1.09), only one factor was deemed to be
present. This factor explained 85.6 % of the variability
of the data for the sample as a whole. For depressed
patients, the largest simulated data eigenvalues of
1.22 and 1.16 were compared with real data eigen-
values of 6.28 and 0.85, which also showed the ABC to
be unidimensional. This factor accounted for 83.5%
of the variance. For bipolar disorder (simulated eigen-
values of 1.26 and 1.18 compared to real eigenvalues
of 6.97 and 0.71), one factor accounted for 88.8% of
the variance. For schizophrenic patients (simulated
eigenvalues of 1.24 and 1.17 compared to real eigen-
values of 6.03 and 0.80), the single factor accounted for
84.0% of the variance.

Internal consistency

Internal consistency as measured by Cronbach’s a
was very good for all patients (a=0.91); and for those
with MDD (a=0.90), bipolar disorder (a=0.92) and
schizophrenia (0.90). Item total correlations were also
good (> 0.6) for all items for each disorder (Table 2).

Item means

The mean ABC total score for all patients was 20.5
(s.0.=7.4). The means for MDD, bipolar disorder and
schizophrenia were similar at 20.5 (s.0.=7.4), 19.8
(s.0.=7.7) and 21.2 (s.0. =7.1) respectively. Item means
ranged from slightly less than 2 to 2.5 (Table 2). In
terms of the anchor points, the average patient rated
each item somewhere between “agree’ and ‘neutral’.

https://doi.org/10.1017/5003329170999136X Published online by Cambridge University Press

Correlation of the ABC with related measures

The ABC was not a surrogate measure for symptoms
as shown by the modest correlations between ABC
and symptom measures at baseline (Table 3). The
ABC’s correlation with the BPRS-18 was 0.22 (p=
0.0000) among MDD patients, 0.10 (p =0.0484) among
bipolar disorder patients and 0.15 (p=0.0015) among
schizophrenic patients. The correlations between the
ABC and measures of quality of life and function
at baseline were also low in all groups, ranging from
0.02 to 0.18. The ABC did not correlate highly in any
group with age (0.04-0.11), years of education (—0.06
to —0.08), income (—0.07 to —0.03), length of illness
(—0.05 to 0.08) or number of concurrent general
medical conditions (0.10-0.17).

Prediction of outcome

The ABC was used to determine if it could indepen-
dently predict change in symptom status and response
at 3 months after adjustment for the covariates de-
scribed earlier.

Continuous outcomes

For MDD patients, the ABC at baseline was associated
significantly with a change in IDS-Cs, after adjustment
for covariates. Each 1-point increase in the ABC re-
sulted in a worsening of IDS-Cj, scores of 0.2 points
[95% confidence interval (CI) 0.06-0.37] at 3 months
[F(1, 458)=7.6, p=0.0061]. For bipolar patients, the
baseline ABC was not significantly associated with
symptom change on the BPRS-24. Each 1-point in-
crease in ABC resulted in a worsening of BPRS-24
scores of 0.1 point (95% CI —0.05 to 0.24) at 3 months
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Table 3. Correlations with baseline characteristics

MDD Bipolar disorder Schizophrenia
Variable Correlation p value Correlation p value Correlation p value
BPRS (18-item) 0.22 0.0000 0.10 0.0484 0.15 0.0015
BPRS (24-item) 0.08 0.1344
IDS-Cs 0.20 0.0000
Number of GMCs 0.17 0.0001 0.14 0.0050 0.10 0.0371
Age 0.11 0.0129 0.05 0.3445 0.04 0.3721
Years of education —0.08 0.0527 0.06 0.2149 —0.06 0.2446
Gender 0.01 0.7579 —0.09 0.0655 —0.03 0.5452
Income —0.04 0.3189 —0.03 0.5036 —0.07 0.1795
DAST —0.07 0.0938 —0.02 0.6820 —0.06 0.1884
MAST —0.09 0.0411 —0.02 0.7625 0.04 0.3981
SF-12 Mental —0.09 0.0455 —0.02 0.7630 —0.11 0.0282
SF-12 Physical —0.16 0.0003 —0.12 0.0202 —0.04 0.4350
Length of illness 0.08 0.0865 0.03 0.5073 —0.05 0.3229
Drug attitude inventory —0.13 0.0025 —0.22 0.0000 —0.20 0.0000
Quality of life —0.13 0.0026 —0.12 0.0176 —0.18 0.0001

MDD, Major depressive disorder; BPRS, Brief Psychiatric Rating Scale; IDS-Cj, 30-item Inventory of Depressive
Symptomatology — Clinician-rated ; GMC, general medical condition; DAST, Drug Abuse Screening Test; MAST,
Michigan Alcohol Screening Test; SF-12, Short-form Mental Health Survey.

Table 4. Baseline Anticipation of Benefits of Care (ABC) scores and treatment response at 3 months

Responder Non-responder Odds of treatment response®
Disorder n Mean (s.0.) n Mean (s.D.) pvalue OR CI p value
Major depressive disorder 62  17.7 (6.4) 440 21.0 (7.4) 0.0004 0.72 0.57-0.90 0.0042
Bipolar disorder 68 189 (6.4) 313 20.1 (8.1) 0.1736 0.87 0.71-1.06 0.1589
Bipolar disorder — depressive 16  21.2(7.8) 75 20.8 (8.5) 0.8474 0.75 0.48-1.17 0.2018
episode
Schizophrenia 194 21.3(7.7) 232 20.9 (6.5) 0.5127 0.99 0.85-1.15 0.8507

s.D., Standard deviation; OR, odds ratio; CI, confidence interval.

20Odds of treatment response given for a 5-point change in baseline ABC score.

Response was defined by a 50 % reduction in the baseline Inventory of Depressive Symptomatology — Clinician-rated
(IDS-C) score for major depressive disorder (MDD), 50 % reduction from baseline in the 24-item Brief Psychiatric
Rating Scale (BPRS-24) score for bipolar disorder, and a 25 % reduction from baseline in the 18-item BPRS (BPRS-18) score

for schizophrenia.

[F(1, 340)=1.7, p=0.1972]. Bipolar patients initially
presenting in a depressive episode also demonstrated
a non-significant worsening of BPRS-24 score at
3 months with BPRS-24 scores decreasing by 0.08
point (95% CI —0.24 to 0.40) [F(1,73)=0.3, p=0.6002]
for each one-point increase in ABC. Similar results
were obtained for schizophrenic patients, where each
1-point increase in baseline ABC resulted in a
worsening of BPRS-18 scores of 0.04 points (95% CI
—0.08 to 0.16) at 3 months [F(1,383)=0.4, p=0.5387].
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Binary outcomes

Table 4 shows the mean baseline ABC scores for
responders and non-responders at 3 months. For de-
pressed patients, non-responders had significantly
higher (i.e. more negative) baseline ABC scores than
responders. Table 4 also shows how the odds of re-
sponse at 3 months change for each 5-point increase in
ABC. For depression, baseline ABC was a significant
predictor of response status at 3 months. For each
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Test information

Theta

Fig. 1. Test information functions for the Anticipated
Benefits of Care by disorder: ——, Major depressive
disorder; - - - -, bipolar disorder; - , SCZ, schizophrenia.

5-point increase in ABC, the odds of response were
lowered by a factor of 0.72. The ABC was not associ-
ated with response in patients with bipolar disorder
or schizophrenia, or in patients with bipolar disorder
presenting in a depressive episode.

TIFs

Figure 1 shows the TIF for MDD, bipolar and schizo-
phrenic patients. In this figure, “theta’ represents a
unitless measure of anticipation of benefits estimated
from the IRT model. Theta is scaled so that zero rep-
resents an average level of anticipation of benefits,
+1 represents 1 s.0. above average (i.e. lower antici-
pation of benefits), and —1 represents 1 s.p. below av-
erage (i.e. greater anticipation of benefits). It can be
seen that the precision of the ABC is relatively better
for patients between 1 and 2 s.n. above average in theta
(i.e. below average in anticipation of benefits). This
makes it somewhat more effective at distinguishing
degree of concern among patients with more concerns
about anticipated benefits of treatment. The instru-
ment also provides somewhat greater sensitivity for
bipolar patients than MDD and schizophrenic pa-
tients.

Discussion

The ABC has acceptable psychometric properties and
clear utility in evaluating patient expectations about
the benefits of treatment on everyday functioning. It
has very good internal consistency and is unidimen-
sional for patients with MDD, bipolar disorder and
schizophrenia. The ABC is relatively independent of
disease severity and is not associated with age, years
of education or length of illness. With only 10 items in
a Likert format, the ABC measure is a straightforward
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self-report, easy for clinicians to administer and score
and for patients to understand and complete.

More negative anticipation of the benefits of care
was significantly associated with treatment non-
response for participants with MDD. Positive expect-
ancies about treatment outcome have been related to
improved treatment outcomes in depression, bipolar
disorder and schizophrenia (Martin et al. 19774,b;
Sotsky et al. 1991; Krell et al. 2004; Gaudiano & Miller,
2006) and across chronic illnesses (Mondloch et al.
2001). Placebo response rates have been reported as
35%, 32% and 24 % in recent reviews of clinical trials
with patients with depression, bipolar mania and
schizophrenia respectively (Sysko & Walsh, 2007;
Girardi et al. 2009 ; Leucht et al. 2009). However, in this
study, anticipation about the benefits of treatment
on functioning was not related to symptom change
or treatment response in bipolar or schizophrenia
patients or bipolar patients presenting in a depressive
episode.

It is possible that the link between more negative
anticipated benefits of care and treatment non-
response among depressed patients is related to the
cognitive features of MDD, such as negative and
pessimistic attitudes about self, others and the future.
These cognitions are difficult to resolve during treat-
ment and may disrupt a patient’s ability to effectively
manage behavioral symptoms of depression, such as
passivity and inactivity (Gortner et al. 1998), or their
engagement in their own treatment and self-care
(Fournier ef al. 2002), contributing to a poorer out-
come. These cognitions may not play the same role in
bipolar disorder or schizophrenia, where more nega-
tive anticipation about treatment’s effect on function-
ing does not seem to be related to symptom outcome.
Negative and pessimistic thoughts may also be less
prominent in the bipolar group, given the inclusion of
patients with mania and mixed symptoms in addition
to those with depression, and may be less consistently
present in bipolar patients presenting initially with a
depressive episode. However, the association between
depression symptom severity at baseline and negative
expectations about treatment outcome among the
patients with MDD was low.

Finally, in this highly socio-economically disad-
vantaged group with substantial severity and persist-
ence of illness treated in public sector clinics (Suppes
et al. 2003; Miller et al. 2004; Trivedi et al. 2004a),
treatment response was the exception rather than the
rule in all three groups, with particularly modest gains
in the bipolar and schizophrenia groups (Suppes et al.
2003; Miller et al. 2004), which may have made it
more difficult to identify an association between
anticipation of benefits and symptom improvement or
treatment response in the bipolar and schizophrenia
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groups. Attitudes such as skepticism, concerns about
the overuse or harmfulness of antidepressants, and
ambivalence about persistence in medication treat-
ment have been associated with medication non-
adherence or discontinuation in depressed patients
(Brown et al. 2005; Aikens et al. 2008; Warden et al. in
press). Positive expectancies about symptom improve-
ment were related to treatment retention in bipolar
patients (Gaudiano & Miller, 2006), and perceived
benefits of treatment were related to adherence in
schizophrenic patients (Adams & Scott, 2000). In this
sample, however, although percentage adherence to
medication was not reported, patient anticipation of
the benefits treatment would have on everyday func-
tioning was not related to treatment attrition in any of
the groups (data not shown).

There is no other measure currently available that
assesses patient expectations about the impact of
treatment on domains of functioning. The ABC fills a
current gap in available assessments. It can be used in
research evaluating the association between antici-
pation of benefits and adherence, health outcomes or
health-care utilization. It can also be used in clinical
settings to identify specific negative expectations

Appendix 1. The anticipated benefits of care

about treatment, which may be modifiable with clin-
ician intervention.

There are several limitations of this study. The
ABC’s sensitivity to change over time and its per-
formance in predicting utilization or quality of life or
function was not assessed. Its association with symp-
tomatic outcomes or treatment continuation in less
psychosocially disadvantaged groups and in groups
with other psychiatric disorders or medical illnesses
has yet to be determined.

Attitudes and expectancies are important in re-
search and clinical practice given their association
with symptomatic outcomes, adherence and utiliz-
ation (Andersen, 1995; Gaudiano & Miller, 2006;
Warden et al. 2009). The ABC is the first assessment
that measures the anticipated benefits of health care on
everyday functioning, filling an important gap in
available assessments. It offers the first opportunity to
measure one of the factors patients may weigh in
balancing costs and benefits of a treatment being
considered. It is valid in patients with varied psychi-
atric disorders. Assessment of its association with
outcome and utilization in less disadvantaged samples
is needed.

Please indicate if you agree with each of the following statements:

Strongly

agree

Strongly

Agree  Neutral Disagree  disagree

If T can get the help I need from a doctor,
I believe that I will be much better able to ...

1. manage problems at home 1
. earn a living or go to school 1
. enjoy things that interest me 1
. feel good about myself 1
. handle emergencies and crises 1
. get along with my friends 1
. get along with my family 1
. control my life 1
. do things on my own 1
1

O 00 NI O U1 & W N

—_
o

. make important decisions that affect
my life and those of my family

NRNONNNNNNNNN
W OW W W W W W W W W
N NG SO N OO N SO SO
[SIIRS IS BEC IS IS IS BN BN e !

This scale is in the public domain and can be copied and used at no cost, but acknowledgment of this publication is

appreciated.
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