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The main purpose of this descriptive survey was'tq facilitéte programr,

¢

- ar

planning by’ obtaining data on, priorities, dimportance and feasibility

iy

.~ relating to servces for the treatment of the chrdnically men;ally ill by

' © , = .y

N B o - R -
the nurses, psychiatrists, psychologists and spocial workers who provide

o ’ Yy ° ’ :

inpatient, community and rehabilitation services for the chronically

'/j ' @entally ill in§N5va Scotia. The study also determined whether there were’

A}

- B .
significant differences among the profegsional -and work septing'%;oups ing. -

! > ° e ¢

[

. the way in which they rated, priorities and theoimportanée and féq%ibility
N

¢ -

fﬂ o : ’ “u
v - of services: * . :
o . - { ’
@ . ‘o &
A five point scalg questionnaire was designed and'given to all membeé&

- v

of - the four professional groups who worked” in the mental health

; facilities in Nova Scotia, Of the 540 questionnaires distributéa, 351 .

. Sy . o .

were used in the data analysis.” Frequencies, ANCOVA at» the .05 level of

[ (}
N . + ‘ . (3 .
significance and the Spearman Rank- Correlation were .used to determine the
N A 5

- FIa
v “} >
. - at » ¥ .
following resuilts, 1 o . Tt .
. B ' o s, o b !
2 3 . ’

. "Phe three most important services were (1) psychos&bial rehabilitation,

1

(2) medical and mental health careo and (3) support to family and

\ ° A N

g9mmunity, There were‘differgnces among the professional groups in the
- a N

importance ratings on two services and work setting, influenéed the

"

b
ratings on one service. The services ranked most feasible included (1)

. 4 )
. absistance yith benefits, (2) medical and mental health care and (3)
.
psychosocial  rehabilitation.:  There were differences amopg the

professional groups in the, feadibility scores on three services and work

setting affected scores with one service. . ?

¢

w
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H
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4 s ‘ Professionals expressed no preference to change theﬁ amount of ‘ time they
y <“ spent Workingﬂwith the chronically ment;lly 111, éhey did indicate that
, . . .
: ™ dthg overall priority for the chronically mentaly 111 should.heﬂincreased,
. . méspecially the emphasis on treatment i; ‘the cémmunit; *and community .

{ support services. There.was a prefefence for prierity for institutional
a

o 14

N support‘kervices to remain the same. Professionals in the inpatient and
. .
B o
‘o <ommunity setting rated four of the five 'pfiority questions higher than
. e . .
those in the rehabilitative setting. Professional groups differed in

their preferencé for changes an priority to institutional gervices.

e

o
Knowledge of differences among the professional groups can help the
]
program planner identify areas for further discussion in order to build
+ B < ~ e
. professional commitment to the implementation of program chafiges for the
i vl ] i P °
. chronically mentally ill. ., °
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, Chapter 1

Introduction

s
1

Since the 1800rs, caré of the chronically mentally ill om both sides
" - .

of” the Atlantlc Ocean has fluctuated among times of immense cruelty and

- .,

neglect,qbrléf periods of spe01allzed treatmentg and basic custodlal

Y

care, The latest period ' of chané%, over the last twenty to “thirty
. LY

years, was different because of improvements in diagnosis, psychotrogic
medicatibn and other tre%}m%nts° A11 of these have led to increased
control of symptofis. thus reducing the need for institutionalization,

i o
.
s « L33

- . . . .
Of even more significance was'tgg philosophical change in attltudgg
8 .

toward the care of the chronically mentally . ill. Loné term

r

hospitalization came to be viewed negativelf by most professionals and
8

. 4 . .
community members. -Not only wasUit costly, but loss of -comtact with

family, community and the effect of hospitalization itself were

believed to contribute to chronicity. The alternative was to treat the

patient in “the’ community and a wave of discharges from psychiatric

hospitals began in the 1950's (Bachrach, 1?79; ﬂTalbott, 1979, 1980,

Al ‘\/) p
1981; Williams ang others, 1980).

»

This new trend, called deinstitutjonalization was’ based on four

assumptions(»(Bachrach9 1979; Talbott, 1979): .

-
- >
3 [

1. Community care was the treatment of choice.

B
. . v 4
N ~

2, Community care ¢&ould ovide treatment functions as well as or

Q v

better than institutions. ,
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care of the mﬂent'ally ill. . ’

'
s . ~ o
: . »

4, Community care was 1e%s expensive. ’

- o

~ O r o -~

The results of this radical change in the treatment of the chronically

L% .
mentally ill have been a subject of analysis by both the layman and the

4

professional- in the last five years. There is general consensus that
@ . < @
. - ) ’ & !
* the goals of deinstitutionalization’ have .not been met (Lamb, 1981;

P) . °

E;achrach, 1978; Talbott, 1979). That is not to sayvthat there are not
I O .
+ fewer patiepts in instituitions as the number decreased by more than 50

s ?

per cent frdm 1950-1976 (,Léamb9 1981; Talbott, 1979; 'i‘oevg,s and Barnes,

1982)01 The chro;nically mentaliy ill in the community, however, did not

" make the gains that were. anit:icipéted., Many chrofilcally mentally 111
lived in deplorable conditions, only 10 to 30 ,per cent were employed,

: : a

roften at a less skilled job than they beld bp'rior to the-illmess, up to

50 percent were readmitted to hospital‘withiﬁ a year ‘and 60 to 70 per
LY a Q -

1

cent were readmitted within five years (Anthony, Cohen and Vitals,

n

1978). * ' : : ‘
. "\ . ‘

N ¢ N
"The community. mental health centers, which wére established to

"

5 provide services to the chronically mentally ill, used the resourtces
A ]

o
» ° ¥

for work with other populations (Lamb, 1981; Zusman and Lamb, 1977).

The fact °that the chronically ‘mentally i¥l continued to be

6

underserviced was confirmed in a recent cross-Canada’ study (Toeus and
" Barnes, 1982). They stated that "the service system for the care of the
» chronically mentally ill in Canada is severely overloaded and mental

health practitioners are having difficulty managing the number of

<
>
@

Yo
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YN . . ’
patienfs 1ooking to them for help"” (p. i¥). In other words, the

Q

program. changes that have been proposed for the chronically mentally
[ 2

v

i1l in The past have not been fﬁlly@%@gi;gented, .- . ’
) STATMENT OF THE PROBLEM L7 )

. ~ ‘ 1
) . .

The purpose, of this study }s to facilitate program planning by
) 8
- ? . ) . ek :
investigating consensus, commitment and priorities related to the
. . . q 4

services £op£the chronically mentally ill by the-nurses,® psychiatrists;
psychologists and social workers vho provide the care *in inpatient,

4 p
Ejrehabilitation and.community settings in Nova Scotia. Specifically, the

4

‘ following questions will be addressed 1n the. study:

R
» ’ e f‘?ra

1. How much of the clinjcal time of .professional caregivers is

i s

presently directed to the care of the chronically mentally ill?

* o »

- Y ¥

2. Would professional caregivers prefer to change this percentage of

a
© . 3

time? , .

E

o “ \
%

"3 . )
3. Within the resources presently available, do professional
', caregivers pelieve there should be changes din the qverall

priority given to Tinancial and human resources for the
chronically mentally i1l?

’p A3 5 -

4, Do professional caregivers believe there should be changés in the

emphasi® on treatment of the chronically mentally 1in the

comminity? T

v

. N » ®
¥ 3 ' \ )

g -
5. Do professiona regivers bhelieve there should be changes in the
. ] .
priority given.to the dévelopment of community support services

?
é -
7 “

N
for the chronically mentally ill? o

o ¢

4

v

s
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»
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-6. Do professional caregivers believe ‘thé{;ﬂe/ should be changes in the
. . : ‘ . -, .“' ‘. ' )
* priprity given' to the  development of . institytional support
o . - A(’ g ¥ ¢ .
services faér the chronically rqentgﬁ'ly( i11?
- v . B ... 4 @ °
9 v

caregivers rate the importance of *services

7. How do profesgiong

[

q o ,
associated wit a, comprehens:j@e treatment, program for the

4 . v

chronically mentally i1l? : .

[y

8. How do professional caregivers rate the fe@sibilitj(r; of servric,es

. .
I3 [ . [} @ .

' assotiated with ® a comi)rehensive treatment program * for *:the

-0
° € . o . .
- ]

£

chronically mentally 1117

.
.

-
, . w -
.

9. ‘Are the - services of a comprehensive tf”ea‘i;ment' program for the

chronigally mentally ill ‘that are identjfied as the most "
Ty ’ : y .

w® %

A -
a-," ° . - . f .
importa 'c\a»Lseqthg ones that are identified as the most feasible?

' a

@ ® Y

. ta
Where appropriate it ~'will be determined whether significapi

" differences exist among the four professiopal groups and among those
0, : o v

4oy, ’ . 6! . . z ’ ’ K . 9
who work in t?e various settings with regard to the research’ questions

o

posed. N . . L -

N

° . e . ' NEE{D FOR THE STUDY 4

@ ] .5 " "
There. is a need for change in the provision of -setvices for the
chronically mentally ill in Nova Scotia (Bayer, 1982; Crook, 1983).
Neéd assessment includes Ghe identification of the nature of a problem

and the establishment of priorities se~that programs'can be developed
N 4

to deal with it (Fishman and Neighler, 1978;‘ Warheit and others, 1974).

" v
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< [ .t .3 X . . .
P S L S U : i
.~ The -first step, assessmefit’ of thé -firoblem and the-current services
d’v % " - -~

] I L4 * ’

P ~~ . ' Iy .ot = L4
available to vtreat it bhave beed aescribed in “the literature (Bayei‘?,

“

f “ y° v

1982). The second:step, in' needs assessment, that }ﬁge description of
- v I o O ' - . s

n« DPeoples! videas about the problem and services to Treat it is less

¢ IS Ay

. réadily available 5.1}1%0 Nova Séotias "Fhis step provides important

] NS - o

. L8 L -2 - L
* information when, cheosing,- priorities, the". t{llrd » stage in ‘needs
, N

assessment {Stuart, 79). The need for a study- that will provide
Q \‘infor,‘ination ofi the bel\i¢=.>f&:,o of ~p}9fes'siona1; ;n prioriti?s and the
: iﬁlpc‘;rg?‘hce and fea'sibility of sérvices for the chromically men‘gally h'ill
wi'l‘;lA heg"fu'r-tﬁer éxplz;ined by briefly\ﬁescribiné the necessity ‘for
change °and current- kn.:)wlcedge about pro"fes%ionals' -belie:ff in these

s

©

° r
areas. > N

In Nova Scotia, respdnsibilityffor a full range of services .for the

chron:iically mentally ill is .divided between the Department of HRalth

Fe3 a

(Division of Mental‘oH'eafgth Services)' and ~the Department of Sczcial

Services (Townsend, 1982). In spite of the mandate of these two
) 5
government departments, the available resources for the chronically
o 0 . N N vt
. mentalle illb in Nova Scotia are limited d‘(Crook,’198u2). .

[

¢ [

The limitation of present resources was made more explicit in a
] »

recent .study &t one community mental. healt'hm'center in the province. .

Treatment for the chronically mentally ill consisgted. primarily of

medication which was monj'_tc_)red by the psychiatrist . Ninety per cent of

4
ther°chronic population in the study were seen an average of once a

0 .
oP

. a ! s .
month or less‘and setfenty per cent of those contacts were approximately
fifteen minutes in length. Only 25 per cent of the sample were

eniployed, most of them in unslgilled jobs (Bayer, 1982). &

il .
@ . . w

‘ - 5.
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Considering the limited resources that are presently available, it is

°

not surprising that health care professionals have been' asked to make a

-

o ® Y B
greater commitment to provide services for the chronically mentally ill
z h 6

(Fréeman, 1983). This cry for greater commitment is not only reflected

in the ©professional literature but .- also by non-professional

.
U,

u

organizations in the community. The 1982 annual meeting of the Nova

Scotia Division 6f the Canadian Mental Health Association focused on
the chronically me?tally i1l and stressed the need for a broader base
’ofuguﬁport.serviceé for the chronicaly mentally ill (Crook 1982). In
;ecognition of the present need for economic 'restraint, it was

suggested that members’ should focus on areps of the system which could

be improved (McCormick, 1983). Statements such as this emphasize the

-need for research on priority setting in Nova Scotia. .

I

The need for- clear identification of. géals wvas stressed in the
literature (Bachrach, 1974, 1978, 1979; Leighton, 1982; Leithwood,

1982; Stern and Minkoff, 1979; Winslow, 1982). Often there is no

>

agreement on specific, goals or else commitment is been made to

-

contradictory goals that may only result in dgssipatioﬁ of the limited

resources (Leighton, 1982). In other 'words, programmatic chaos can

-

3 .
result when there has been failure to formulate policy of goals and to .

"oy

“build a consensus -relating to the gGals as a preliminary step toward.a

“

major commitment (Scherl and Macht, 1979%.

!
o

In spite of the expressed importance of consensus in the literatufe
. ! .

by writers such as Jon&s (1982), Léighton (1982), and Scherl and Macht

(1979), the results of studies on consensus point to the need for

L

clarification on consensus among professionals «in Nova Scotia. The

-

7



file:///1982

. ®
s .. - 7

question’ of whether aftercare services should be delivered primarily by

-

o
practitioners who have Tower levels of professionalization, little or
. g -

3

no ' experience in psychotherapy or, who. specialize in aftercare vas’
addressed in a 1975 study in Pennsylvania, U.S.A. (ﬁubin, 1978).‘In the

sample of 192 practitioners, those with more exberiente as a

’ v

psychotherapist: tended to assign less " importance to ghé aftercdre

recommendations. Those who did more aftercare work’/or worked in units

ot ro P

specializing in aftercare tended to assign more importance to outreach
and express more optimism regarding aftercare. Nurses, psychiatrists, ,

psychologists and sgcial workers did not differ from each other on any

of the variables. @

The questionnaire used in the Rubin study (1978) was revised and used

in 1979 in Leon County, Florida, to estimate levels

.

of agreement on the

importance of aftercare by staff in a state hospital and staff in'an

-

associated community mental health center (Rubin and Johnson, 1982).

¢

Hospital staff rated the aftercare services as more importanft than did

©

s -

community staff.

v

A recent Canadian study also provided results on conlensus among

those’ responsible for the care-of the chronically mentally- ill (Toews

o

and Barnes, 1982). Thirty questionnaires were sent to key professionals

’

The 222 questionnaires that were returned answered -

-

in each province.
questions on satisfaction with the availability and quality of service,

0 ~ '(’ .
barriers to ‘"service, program needs, knowledge, professional values,

‘role of Canadian Mental Health Association; and professionals as case

o

managers or consultants. There were no differences in amny of these

areas by work atea or professional category.

&€

~

o

o

~

.
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Thep results of these three studies éuggeg; that vork setting may

1
o 1

inf;uence,the assessment of services for the chronically mentally i%;- .
@

?
J 03 M .
vhereas there may be considerable consgnsus among the four prof%ss1onal
° ' P ” Vo

»

IJgrc’mpsﬂ These results should be viewed in light of the limitations of

the studies discussed below. ~ ’ b ° e

‘o .

- 8 <

» = '

Eachvs%udy by Rubin (1978) and Rubin and Johnson' (1982f'addr€§sed

AN

N ¢
only one of the impo%éant areas, i.e., agreement among professioegls or
agreement between hospital and community staff. Sample size was very

¢ . f s
small in some cells, e.g. psychiatrists, N=11; nurses N=13; ifipatient,

°

N=18: Neither:the Rubin (1978) nor the Rubin‘and.Johnson (1982} study

addressed the need for explicitness in goals or objéctives when

3
L)

interpreting the data. The general scale ip the earlier study intluded

22 out of 32 items, yet this was treated as a single unit.. It is not
i A ¢

2

enough to know whether a broad range of services is dimportant, !
especially in times vhen resources are severely limited. Which parts

-~
'aré/considered more important than others and vhich are ‘perceived as :

\ -

S
more "feasible to attain are important in plagninéiservices that will

“increase ‘the professional's commitment as well as provide greater o

service to the chronically mentally ill, N ; El
] ax ~ %g °
Many of these limitations were addressed in the design of the study
13
by Toews and’'Barnes (1982). In their study, hovever, participants were
o

not asked to rate the importance or the feasibility of services. = The

participants were key informants rather than part of a random sample

L o
]

vhich may have increased the amount of agreement among both the
professional groups anhd workers from different settings. Only four .

3
from each of the four professional groups in Nova Scotia participated

*

[y

’ & -
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in, the Canadian study so 1t_is not possible to generalize these results
s . . <@ . . ¢ \\7}

to the professidnal population in Nova Scotia. This points to a need

for further Tesearch on consensus among the four professionals groups

in Nova Scotia, especially in the area of importance and feasibility.

g £
»

) N l’: D k b
Another¢ reason for not making the assumptiom that consensus exists

N 3

amorig the professional population an Nova Sco rel?tes te the
9 < Ey Dm
1 o o - . " .
education of professionals. ;nThe educational {nstltutions' for the four
. 3, - N 4 *

. A
professional groups in Nova Scotia 1%3 contacted to determine the

amount of theoretical and clinical *focus -on Eha/ghﬂonically mentally

b

a a

1& that 1s provided for? each’ student. The _medical program provided~
» [ A

° e

« L
the most theoretical and clinical exposure to the .chronically’ mentally

°

ill@,but minimal exposure 1in ‘the commudity setting (Munroe, 1984).
s =

Although most nursing schools focus on chromic 1llness, the special
. N 8
needs of the- chronically mentally illJ are seldom highlighted and

clinical exposure Varleusn ¥rom, student to student with little takaing

2

place in the commu%ity (Blgaikle, 1984; Brennon, 1984: Burchellf 1984 ;

-

b v ®
Hughes, 1984). The master's programs in psychology and social work do

A\
not, provide a theoretical ‘focus on the chronic mentally 111 and
a® | ,

clinical’ experience depends on the type of field placement (Carlson,
1984; Hill, 1984; Leighter, 1984), The amount of theory and experience
provided in the basic educational programs may influence consensus

among the professions &and also the commitment they have to, the

f ,

- . i 3 K} 3 3 4
provision of services for this population. Thus, it remains to be
+ a

seen, .whether a truly, representative sample of professional caregivers
<&

in Nova Scotia would @ace& priorities on the same services and be as

cohesive as the samples in the stuMf€S by Rubin (1978) and Toews and

Barnes (1982)": or would reflect the differences suggested in the Rubin

(1]
I3

4.
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and Johnson study (1982).. m\; i '

The need for commitment to the provision of services was identified

b «
o

in . the 1literature (Achilles and othei‘s\;: 1983; © Gotowala, 1982;

’ N '

‘McCormick, 1983; Rubin and Johnson-(1982); Stern <and Mintoff (1979).

Only Rubin and Johnson, (1982), however, addresAsc‘ad't‘:his Yuestion ’in

o < ¢ - e

their research. They interpreted the level «of importance attributed to

.aftercare as an indication of commitment., A moderate level of
. v , - ¥

importance was attributed to-aftercare,by community workers i.e.
. ' e o

5,95

-~

‘on a nine point scale. Hospital workers hatl \q higher rati& (6.94).

Rubin and Johnson expressed concern that ' this may really reflect a ' low

. Yevel of commitment in practice as response biases would have been-in

A

! ¢ R e . P a .
‘the direction of inflated scores (1982). The expressed need for
a . T 0

,commitment by professionals and limited research peints to the.need to

.include the concept of commitment in future research. )

o

. -
3 ¢ -

In addition to the need for answers to the 'research questions asked

4" :
in thig study, there is @' need for research that can be useful im

= .
[y

identifying related educational isst}és\.,’ Although many reasons have

~ [
been  given for Vthe lack of change in the care of the chronically

¢
// mentally 111, only rarely is education identified as a reldted, factor

(Krauss and Slavinsky, 1982; Lamb, 1979‘);\ This lack of acknmvbeggeinent
of.° educational issues not only ignores an dimportant variable in
rellatioln to consensus and commitment but makes it difficult for program
planners'.&to t.alée advantage of researchl on the implementation of% change

by educators such as Hall and Loucks (1977) and Leithwood (1982).

Failure to ppéduce anticipated outcomes is a problem shared by both

and health systerﬁ,‘ The recent focus of attention on

N . -
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: ' %
programs for the chronically mentally ill that have not been £fully
implemepted’ provide an opportunity to reexaminme this problem combining

both a health and an education. perspective.

o

.0 In conclysion, agreement by professional caregivers ip.all settings

. on the importance, feasibility of care and- on the establishment of

priorities are required if meaningful changes aré to take place in the

. care of the chronically mentally ill. The views of a represénte%Fative

-

- -]
N sample of professional caregivers in Nova Scotia on the care of the
. ¢

- a

o gpﬁbnically‘ mentally ill have not yet been obtained. Knowledge of

these 'views may facilitate program planning in the following ways:

B A

&
te

- ' - ' - -~ - N

by establishing whether there is support for' increasing the
" P

priority given in mental health services

to the chronitally

, mentalily 111l in Nova Scotia.
| ——
2, by establishing service priorities for the chronically mentally
, - 111 in Nova Scotia. ‘ .

. K R n

3. by establisﬁ%Qg the need for increased team building among the

. four professional groups. ¢ K . .
. . 1 .t
4. by establishing the need for increased team building ambng-

professionals working in different settings.
5. as a method of promoting discussion, developing consensus and
3 . ’

- establishing -service priorities among all groups copncerned with
services to tg7/£;:;:Iz;11y mentally ill, '

. . \ : )

6. by identifying educational issues relating to the planning and

provision of services for the chromically mental%g ill in NOVan

q
-
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! 7 Scotia. - @ ¢
‘ : \ ,
7. by. adding to the knowledge about views, on the care of the

B

P
t 9 2

§ N .
chyonically mentally ill by proféssionals' in a variety of
4 .

. a

’ settings. . . &

~ v
. ]

DEFINITION OF TERMS

«
N I

o

' Chronically Mentally 111, Throughout this study éhronically mentally

i1l will vrefer to persons who have one of a variety of psychiatric

. 3
A4 2]

(53
disorders (organic brain syndrome, schizophrenia, recurrent depressive

- 4 n
1

and manic depressive°disg£ders, paranoid and other psychoses and other

-

disorders that may become chronic) that interferes with their ability

'

to function in three or more of the following aspects of daily .lifes

4 personal hygiene and self- , care, self-direct{%n, interpérsonal

relationships, social transactions; learning, recreation and economic
’ 4 4]

-
f

v
. ’ % s 4 °

self-sufficiency.

Most individua%s have a history of extensive imstitutional care but
also included are those who have required only short periods of.
7 .
] \\ , '
hospitalization, treatment in the community on an outpatient basis .

only, .or who have remained in the community without any professional

services (Goldman, Gattozzi‘and Taube, 1981)6
. , }

J . .
Comprehensive Mental Health Service ,For Chronically Mentally I11. In

this study this term will refer to a mental health service fof. the

«

chronically mentally ill that includes the tweLVe*components listed in

24

sections of the questionnaire relatipng to importance and, feasibility.

. 3 N
(See Appendix A)
o 7 ° .
' &



’

e , Nﬁ)l{: provision of services to the chronically mentally ill have a

4]
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&
L 13
Professional caregivers. All Registeféﬁ:"*l‘ urses, Psychologists,

Psychiatrists and Social Workers who are employed in mental health

. P P]

facilities under the Department of Health in Nova Scotia and those
<

wi
employed in Regional Rehabilitation Centers under the Department of

@

Social Services in Nova Scotia will be called professional caregivers

in this study.

o ‘ .
Importance of Treatment Components. Importance will refer to ‘item

means and to the rank order of the twelve treatment services as

] ]
indicated by the responses to the section on ixhportancé in the

v

questionnaire. (See Appendix A)
.o L

- 3

- : ot \

Feésibility of Treatment Components: Feasibiiiﬁy,will refer to the
]

\ ' . v a .t

item means and to the rank order of the twelve treatment services as

.
N -

1nd1cated by the responses to th%ectlon on feasibility in the

- -

questlonnalre . ﬁz@ Appendlx A)

~

L]

)
e 1 -

LN ' [}
<

°

Program Planners., Alcthough few, if .%y“, . professionals® are

.
2 . * .

specifically designated as program:planners, many of those involved in.

[28 * ” N 4

»
+ ke @

potential role to play in this regard. The term proéfam planner refers

- ‘ ¥

. then to anyone who may be in a position. to influenceg or thange the

/? provision of services to the chronically ment?ally ill in Nova Scotia.

I

° 8

“LIMITATIONS OF THE STiDY

i
’ v 3y .
- '

N ¢

1. Results of, the study will be limited to persons with ,.a chronic
.mental illness’ andlmay not apply to other recipients of mental

‘health services. | A . ¢
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. 2. Generalizati%gs will . be 1limited to }?he four professional
" + o

-j
categories and may not ,apply to other profgssional and
non-professional caregivers in Novs Scotia. . C

. . \
. - <
.

N

\
)

3. Generalizationg will be limited t%_ four cdtegories of

EY
e ' A -

professional caregivers and will not extent to other categories
. F - .
q l o °

N vitdl to the délivery of .heglth services such as patients,

t .
Al ’

family, community, government.

- N

) AN OUTLINE OF THE REMAINDER-OF THE PAPER

~

e

s
¥
v .

y 9, 0 . .
consist of a review of related literature. A description, of

- e 'methdology‘and procetdures will be. presented-in Chapter 3.° Results of,

= . * The remainder o§\the s%udy will cont;in four phﬁpters. Chapter 2 will

the study will be ‘Héscribedl in Chabter %;\ followed by Jdiscussion,

a 9

summary and recommendations in Chapfér 55

.

< v

&
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Chapter 2 ' "

@3'_ REVIEW OF RELATED LITERATURE

“

B

.

Introduction

N
L4 -~
I

An appreciation of the treatment of the chronically mentally ill in the

t » BN
past is necessary in order to understand the importance of the priority
. )

given to° those with this «type of illness now and  in the future.

G a
Knowledge from the literature of the relative importance and

feasibility of each type of service in present, day treatment is

required to make the data from the present study more meaningful. This
g

review of the literature will i¢nclude a section on the treatment, of the

chronically mentally 1ill in the past and one on the treatment

appfoaches that are considered 'applicable to the present pbpulation of

o

chronically mentally ill, ;
¢ 0

, t

Treatment of the Chronically Mentally I1l: Past / &
s o . &

s

A historical overview will be presented, drawn from Canadian authors as

[ v

well as those from other countries that hpve influenced the development

of psychiatric services in Canada. This overview will be divided into
" . * ° $

sections on moral treatment, custodial c¢are, individual care, and

deinstitutionalization.

@ s,
s

Explicit descriptions of the treatment S6f chrdnic mental illness in
\ 4
the earlier history were diffig?lt to ‘find as a clear distinction

.

-
v v
"

betwe%g acute and chronic forms of illness vas nof hade,peveq though

7
) t
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references were made: to chronic forms of illness. It is assumed that

references to chrohic illness. in the literature referred to those
4 »
persons vho did not return to their former level 'of functloning after a

.
]

reasonable\period of treatment. . -

O

’
4

Prior to the nineteenth century the treatﬁint oﬁ the mentally ill was
described as #nhumane. Often the mentally ill were without resqurces

’

at all, the object. of ridicule and abuse as they wandered about the

[

countryside. Medical attention did not generally improve the treatment

’

4 -
of the mentally ill because living condzszps in institutions incduded

7

filth, darkness, isolation, poor nutrition and brutality at the- hands

of “the*keepers, Medical treatment itself 'could also be cruel because

3 I

of the use of emeﬁicij purgatives,and bloodletting in.an effort to cure

insanity. Thas’incredible inhumanity was attributed fo ignorance, fear

and the belief that mental. disease was incurable (Alexander” and
. ) . .

Selesnick? 1966; Deutsch, 1949) > : .

- . a

Moral Treatment: Early Nineteenth Ceﬁtury

>

t

Treatment of the méntally ill changed in the nineteenth century when

<

moral treatment of the insane gained momentum. Although one Frenchman,

Phillipe Pinel (1745-1826) has received most credit for this éhange in

approach, the change was much more universal, as reflected in the work

»

of ﬁincenzo Chiarugi (1759-1820) in Italy; William Tuke (1732-1822) in
b i

England; Benjamin Rush (1745-1813) . in America and Andrev Duncan

(1744-1828) in Scotland (Caplan, 1969; Henderson, 1964).

Moral treatment was based on several ideals: |
L4

i
» ! 0 4

9 i
q

1. Insdnity was believed to be curable by placing "the person in

¢

-

2

@

~

@

o
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hespital with an individual program of work and recreation, a
heavy emphasis on religious and education serviees, as well as
the supports of group.living. Attention was given to the quality

of the caregivers and the . presence of a sympathetic

superintendent.

»
[
-

)

2. The belief that human problemé were capable .0of being solved and

that the burdens of the umfortunate should be relieved.

[
’ 4 -

A
3. A scientific and medical climate that encouraged examination of

o a

mental illness as a disease to be studied by observation and

rational deduction rather than being considered divipe

=,

retribution or demonic possession. N

N A
PN - »
A

The proponents of moral treatment believed that chronicity was

possibly caused by the use of restraints, idlemess and brutality. They

"sought- therefore to manipulate the milieu ... ih order to produce

therepeutic rather than pathogenic pressure"” (Caplan, 1969: 5). The
o . /)(

emphasis was on-the prevention of chronicity rather than on special

treatment approaches for the chronic group. The chronic poéulation did

o

benefit however from those didealisti

g superintendants who took the
should not be separated in spite

of arguments by others that segzééateq programs wouyld be less expensive

A .
to run.
- °

\

The emphasis on education was janother part /of moral treépment which

*

affected the treatment of the chronic population. Formal schooling as

well as training din religion, healthy habits of life, work and

.

instil}inggigsobial skills "was intended not onlys for mental

17
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reconstitution but also to stave: off further deterioration from

intellectual’ idleness, particularly in chronic cases" (Cdplan, 1966:

.

\ ® i .

36). '

In addition to trying to improve the institutional environment for
the mentally ill, some advocates of moral treatment tried to close the

distance between institution and community by public education, thereby

»

easing the way for the mentally ill to return to the community. In

-

Scotland in particular and less frequently in England and America the

o .

quiet and less troublesome cases were boarded with fdmilies in the
¢

community (Caplan; 1966; Henderson, 1964). It is assuméd that many of

. . £ ¢
the chronic cases fit the criteria of less troublesome and benefitted

7
[y -

from this approach. ' ’ &

1
N\

The positive response to mdral treatmen€ fesulted in an emphasis on
attaining high cure rates which nega£ively affected ' the chronically
mentally ill. That is, cure rates. were oftgn published and some
instititions c:.laimed cure rates as high :':\s 95 per cent. One way to
maintain these high cure rates: was to limit the number of chronic

patients in institutions (Caplan, 1966). .

n

This trend was 'moted in Nova Scotia as wellz. In 1868 the board ofh

2 !
¢

the only mental dinstitution "in the province decided that serious
' !
consideration be "given to the type of patient which should be admitted

to the in%;itution" (Purdy, 1976: 9). This led to the establishment of

'separate municipal hospitals in Nova Scotia for the care of the

@

chronic, incurable, and indigent patient and established a pattern of
[

separate services for the chronically mentally ill in Nova Scotia that
n .

has never been completely reversed.

)

&
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In spite.of this positive period in the treatment of the mentally ill ~°.

’

and the similarity to present day goals for the treatment of the

Ad @

chronically mentallky ’illg most of the benefits "seem to have been .

.

a7

@

directed toward the treatment of the acutely ill. It appears that the
N~

chronicallx\gi}/ga@ned from this era primarily because they were in the

o

samé environment as he acutely ill, ratheér than being a prime focus of
f . o .
attention. These’ indirect benefits of moral treatment were most likely

unavailable <o many, '‘chronically mentally ill since the application of
. . .

° r

moral treatment depended a great deal on the quality of the

°

superintendent of each ingtitution. .
b
L

In conclusion, this positive treatment, era {id not have a great:

]

impact on the lives of the majority of 'the chronically mentally ill,

o LN

Moral treatment in its pure forw’was really short lived, lasting half a
century at the most. In addition, there was an emphasis on preventing
chronicity rather than treating it so that the special needs of this

u v

population were still usually unacknowledged or denied. ® /

Custodial care: Mid-nineteenth Century

54 2
N . fo-y /g.
Caplan discussed five areas of change from the mﬁ%ali?ﬁ?atment era that
g ) . Ay

helped to .develop the subsequent period of custodial c%r& (1969):/

-
< W
F

- $

1. Treatment of the insane became synonymous with\%reatment in an

.

asylum. More institutions were Built as "the mounting backlog of
. chronic <cases- in  their t\hospitalﬁ disrupted the social
osganizZation on which their therapeutic system depended” (Caplan,

i .

1969: 60).



3

2

- . v

v p 20
2. The institutions were managed by a combination of  lay and

-

- professional people.  In addition to the acutely ill, the
professional had to deal with frugal administration, political
Al
patronage and an influx of troublesome chronic patients resulting
<

in reliance on force and regimentation rather than on trust and -

persuas:fon. Within a few years the public asylums in the British
Isles. ané;l.the iInit_ed States became identified with the care of

the éhr%nically mentally ill and middle class people 'sought
. . . .
treatment elsewhere, The easy solution was to build more asylums

" B

\;Jhicfl failed to address the inability of lay and professional

caregivers’ to identify the goals for those occupying the

a

°
03

3. Moral treatment stimulated a body of legislation dealing wiﬁhj

items such as commitment, discharge, and administration that
) . B Al
affected the treatment of the chromically mentally ill., New York

<

State for example, l:eql.fired chronic cases to be "discharged to

families or poorhouses thirteen monthsgafter- admission (Caplan,
. .

1969). The British Lunacy Act of 1890, resulted in a loss of
spublic interest in improving conditiohs for the ”mental‘ly ill
(McKerracher, 1966). These laus once in place were difficuit to

modify even when it was recognized -that they had drawbacks.
3 “ .

4, The myth- that mental illness was curable which was generated.

A"
during the moral treatment era could not be maintained-as more

and more chronic cases filled hospitals. In the United States

4

this population .often included people from foreign countries with
¥

different languages and customs. The lack of consideration of

«

institutions, (Caplan, 1969; fenderson, 1964). . .

&
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S . : .
, " 'the ethnic Tactors resulted in many '"curable" patients joining
&

7
A\
the franks of the chronically mentally ill (Caplan, 1966; Williams
q?d others, 19é0), The increase of chronic cases as well as
2 { .
concern about relapses of discharged patients resulted in
yd 3 ' ’

3

disillusionment and led to a greater belief in the incurability
of mental illness. This led t6 greater fear of the mentally ill,

more isolation and longer confinement. In contrast to the

earlier period "there was little speculation at this time about
possible enviromnmental causes for relapse in discharged patients

and almost none about aftercare”™ (Caplan, 1966: 94). All of this

led to a greater backlog of chronicity, more expectations of the

institutions, poorer results, pgreater disillusionment and Iless

publié support. ; 5

5. The .moral treatment era vas built on a medical model that

3
-

emphasized the importance of the qualified’ physician. This
helped to raise the standards that had existed earlier but
‘ L

. denigrated the role’ of nonmedical people at a time when manpower

»

yas scarce, . L
L -~ s
.

R
The end result was a lov ebb in the care of the chronically mentally

ill during the second half of the nineteenth century. At the most, the

¢

5
chronic but affluent K mentally ill received custodial care in private .
M

i
institutions that was humane. The public ‘asylums were seen as

-

custodial facilities for the poor and/or racially inferior insane
1]

\
(MgKerracher, 1964). The public regarded the chronic insane’ as part 6f
a Qespised and dependent, group requiring public dole and public care,

not as a group with a disease amenable to treatment (Williams and

v

) ’ Y

'
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others, 1980). FEven their right to .public dole wvas quéstioned”a/s%

economic pressures increased. Work for the chronically mentally ill
2 ‘ A
became more a means of earning their keep rather than a part of
- N
rehabilitation. ) . k

o

Economics became increasingly important to the type of care available
because £he ¢hronically mentally ill were often caughtl in the financial
struggles . among differeni; levels of government. If communities were
?es;)onsible" for the‘irschr;nic cases, they were often kep1£ 'in local
jails br p’oorhouseqs with even 1owe*;: standards of care since that was

. LY * E\
less .expensive, than paying the cost of .asylum care (Caplan, 1969; .
. K s

Williams and others, 1980). In.Ng)va Scotia the ‘care in some municipal

- hospitals was described as kind and decent but generally the standards

did .not make them suitable for Wustadial purposes. ''Their budgets

[}

were too .small and the heterogeneous mixture of human miseries’ and

disabilities they contained were too great" (Leighton, 1982: 53). K

»

Individualized Care: Early Twentieth Cer;tury

[

This low ebb in the care of the mentally 3ill changed once more with the
' o
turn of the twentieth century and a change in thinking by the public.
N 4
The disadvantaged were seen as -objects of care whose needs were to be
»

. El ' '
attended by a benign paternalistic state. Public concern in America
. \

was stimulated by the book " A Mind That Found Itself" published b§r\

Clifford Beers in 1907 about his experiences in an asylum. This led to ‘
the formation of the National Committee for Mental Hygiene 4in 1909

which stressed educat:'%on, research on mental illness; prevention and .

., the development of mental hygiene clinics (Deutsch, 1949; Williams and

othexts, 1980). As a result of this pressure, individual programs for

o]
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eacli patient were promoted. These programs centered on work,

recreation and education. The use of physical and,drug restraint was

‘. [
>

discouraged (Caplan, 1966): . et

. -

Care of the chronically mentally 1ill was sométimes inflluenced by the

latest scientific think‘ing of that time (Leighton, 1982). The 3

'

a
classification of a deteriorated group of schizophrenia reinforced the

— o o

idea of incurability- and the need for nothing more than custodial
care. Even the excitement of Freud's theories did little for the

treatment' of the chronically mentally ill as they were not seen as.
N 1

am%nable to psychoanalysis (Leighton, 1982).

I}
%

The chronically mentally iTl were placed momg in .the foreground by,

the belief that there were very few patients who couldn't be helped in

~ * ¥
some ways. Recovery was achieved by developing assets in both patient.

\ -
and enviromment and J%sing the patient as a partner in this procesQé |
8 ° ¥

4

3

(Leighton, 1982)., Their status was also improved by the belief that
, 1
3
improvement in chronic states was thoeretically pogsible and the goal :
of treatment was to help the person deal with reali?:y and to be able to
%

adapt to changes in the enviromment. This included maximuth freedom for

the patients so fthey did not get so removed from normal life and

*

relatives did not get too accustomed to the idea of institution for the
patients. These positive changts resulted in more attention being
given to the quality and training of nonmedical personnel, the start of

occupational therapy and social work services, all of uvhich, improved

v “

institutional services for the chronically mentally ill. o,

, ' Although there vere ‘now glimpses 6‘% dew goals for the ch:&{:;@ocally
‘ i

s

! )
mentally wtfeatment for the majority of those with 4 fhronfc *

] 4
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. mental 1llness did not change. The economic impact @of two vorld vars '
and a major depression helped to keep the care at the custodial level.

. 1y
Attitudes did not change drastically in most areas and any changes in

-, ) |

treatment were directed tovard the acutely ill more often than the

R4

1

Lo chronically ill, This was noted particularly in Nova Scotia because of

the séparate treatment institutions for those with acute apd chronic

-
%

. illness (Leighton,1982). .

» ? 3 N

Deinstitutionalization: Mid Twentieth Century' . .

a hd -

The treatment of the chronically mentally ill changed once‘aéain in the
) ' ¢+1950's. The ‘beginnings of a new movement vhich was lat;r called
% deiﬁétitationaliz;tion reélly started in a wsilent and innocuous
' ‘ manner. The mental hospitals were filled to overflowfug and there was
. ~§n‘attempt to decrease the poéulation in institutions. Several factors

reinforced this silent beginning until the trickle of change became a
2

, -
torrential dovnpour resulting in dramatic decreases of 50 to 60 per

v
’

cent of the populaiions"of mentally 1ill in state and provinciai

s

A

institutions by the late 1970's (Bachrach, 1979; Talbott, 1979, 1980,

> 1{ 1: Toews aﬁd Barnes, 1982; William ‘and others, "1980; Zusman and’

-
¢

Lamb, 1977).

v
-

4

M J
~ A}

) (=4
One’ factor wvas ,the advances made in psychotropic medication which
Eid

a

-tesulted in control of the more flgr%Q*and bizarre symptoms of many

mentally ill. The removal of these symptoms reduced thé need for the

A -3
protective enviromment * of an institution and complemented the

developing philosophy?of the community mental health movement.'

©
*

' The cdmmunfty mental health advocates believed that long-term
A ) .

[ ; * v
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hospiﬁélization itself helped to produce the chronic effects of mental

illness. They also c%gémed that the community was more conducive to

minimizing chronic mental illness because, the patient was close to ,
k .

family, friends and the mainstream of life.

t
4

These popular beliefs of theé time could not have bro zht about the -

drastic reduction dimn institutional population without legislative
. ¢ » " .

support. In the United States, for example, the Community Merital

Health Center Act, 1963, made provisions for the establishment of mény

\

I3

o \
mental health centers which were to p;ovide services to the mentally

?

ill and were eventually to replace state hospitals. Legislative and

\judicial forces in the U.S. also emphasized patients rights, treatment

~

"in the least .restrictive environment and more stringent Jlegal

conditions for commitment to a hospital.
LY

%

Economics was also a factor in promoting the reduction of chronically
mentally ill in institutions. Treatment in the community was expected
by some to be less expensive and would lead to the ude of other seurces

LY

of federal funding. .

If one looks at numbers, deinstitutionalization was a great success.
In the United States in 1955, State hospitals had a census ;f 550,000.
In 1980 that number had been reduced to 170,000, a decline of GQ per
cent (Talbott, 1980). In’ Toronto, Canada "thé number of dinpatient
psychiatric beds decreased from 370 per 100,000 population in 1955 to

69 per 100,000 in 1977" (Wasylenki and others, 1981: 493)..

[l

If one looks beyond numbers, however, deinstitutionalization has been

considered a failure in ‘North America (Ashbaugh and Bradley, 1979:

o “
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Braun and others, 1981; Scherl and Macht, ' 1979; Shore and Shapiro,

S re #

1979; Talbott, 1979; Toeus and B\‘grnes, 1982; fW]asylenI%i and others, |,

©1981; Zusman and Lamb, 1977). "The net result of the m)ovement was that
’ v - +

-what had been achieved’/ was ‘- not derpstitutionalization  but

. . \ N

transinstitutionalization. s The chronic memtally ill patient had his

, . locus of living and care transferred from a 'single lousy institution to

-

multiple wretched ones" (Talbott, 19?9:,.;622), Doeinstitutiohalization
vwas frequently criticized when it was_ recognized‘that there were often o
obviously mentally i}l b{ac;plé in tl;e ,usfreets, g}:etto’s of chrox}’ically
mentally ill wex:é devel‘op'ing, theré ‘was an increase of youri‘%er

' f
residents in nursing homes and the mental health centers were servicing
. 2

™

) Y I 14
populations othet than the chronically mentall? iﬁ. > The majority of

. I3 bl
chronically mentally ill either were lost “befween’ the cracks, i.e.
3 b f

* following discharge they stopped reced "o.“}ne"nqtal health services at
" all or else they 301néd the revelving door syndrome whereby 35 to 50 .

per cent were readmitted within one yea?t ,’Sf discharge and 65 toz75 per.,
. 2 -

cent within five years (Lamb, 1981; Talbott, ‘1979). e

[y
- - .

1)

i
Although the change, from institutiondl to community care had been

. o

©

taking place for the previous thirty years, attempts to conceptualize . '

the change and analyze why it did not work have occured only recently
(Lamb, 1981). The reasons cited for failure were complex, often

interrelated and vranged from the philosophical to the practical

.

+  (Bachrach, 1978; g‘albott, 1979¢ Scherl and Macht, 1979;" Zusman and

¥

» Lamb, 1977).
P {v‘:} 9 . ‘ \ . "' y
2 s, . .
First, deinstitutionalization was a sweeping change that affected
) . L3 n

much more <théan the prévision_ of health services. Not only vere

9 F ‘
°

q

-4

?

~

1)
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patients, caregivers and government involved, but care of the patient

in the community had a direct -impact on families, communities, and '
business as well., Yet deinstitut}onalization toock place without

»

general consensﬁs of all those invoi%ed (Scherl and Macht, 1979). It

) 0
was not surprising that profgssionals, families, instiﬁutions, business

. t - ~ N o
and government agencies reacted . when . the realities of

v

. 3 . . . . — .
deinstitutionalization started to occur. It became "a process in

f

search of a policy" (Scherl‘and Macht, 1979: 600) instead of a palicy

with a well planned process.

.

- 2

Not only was there gilack of societal consensus but also lack of
planning (Bachrach, 1978,'1979; Talbott, 1979). At best, this pléhning

Yhas, often§beén naive; at WQEEEL”neglectful" (Bachrach, 1979: 387).

.

There was no testing of the basic ideals;‘(l) that community care was

'

{ =
better and (2) cost less than institutional care. It had also been

il

assumed ‘that communities would devélop the alternate resources that
were needed once the patients were in the community. The reality has
been that many patients were and still are discharged to communities

that have not developed the resources necessary for continued care

e

- 3
'

Part of the lack of planning was attributed to the ogerwhelming

' Q& “ . . - . .
naivete by the proponents of deinstitutionalization and

r

oversimplification of * the needs of the chronically mentally ill

o

(Bachrach, 1979). Even though most chronic patients within the

e

institution "had been receiving, at the most, humane and custddial* care

there segmed to be a lack of awareness of the many supportive services .

that were an automatic part dfaany“closed system such as a medical

.

« a8 a
»

~
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s

without conscious planning on the part of the patient or the majority

® . . . v 3 (3 ] \‘
of caregivers. Social, recreational, medical an’ sometimes vocatlonafg\'/

services were within arm's reach. The restricted environment of the

©

institution was identified as harmful and was accompanied by the

3
3

assumption that & less restricted environment such as the community

would autématically be more beneficial. Even if there had been no

naivete about the needs of the chronically mentally ild on the pant of

the caregivers, the development of community resources dl)d not kekp

[}

pace with the rate of increase of chronically mentally ill in
community. Not only were there not enough mental healEfl centers but
there were major deficits in the availability of other community

support services such as housing, employment and °* social

t

relabilitation. The money used 1n the ainstitutionalization of t*le

chronically mentally 111 did not follow °the patients into the
community. Even the money that had been inatially allocated for the

community developments in the earlier years of deinstitutionalization

was reduced in more recent years (Bachrach, 1979; Toews and Barnes,

1982)., " 7

- ==

In addition to lack of funds there was also naivete by' the proponents
of deinstitutioniZation about the number and diversity of agencies that
provide these community services. These agencies often had different
mandates, priorities and motivation for the provision of services to
the chronically mentally ilJi, f‘or example, most boarding homes were
established by the private sector for financial gain. The

fragmentation of services that resulted has contributed greatly to the

failure of ‘deinstitutionalization. In other words, care of the

Ay

., institution. Lodging, food, and clothing were automatically there
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"

Ehronically mentally ill has been provided by several small and

i+l

& independent subsystem$ instead of one large, integrated sysﬁ&m and” the

onys, of bringing these, fragmented servicés together into a

< e Iy fond

) comprehensive ,system has been left to patients with major ego defects,
[y 3 N

Last, but maybe of most importance, the attitudesec toward the

]
W

chronihallyﬁmentally i1l have been cited as a reason for the failure of

o

deinstitutionalization.’ Less’stigma toward mental illness did‘ﬂevelqp
but it was not completely eradicated (Lamb; 1979). Bizarre behavior: no

matter how "harmless still aroused fear_im citiZens and it" was not

4 .
;uncommon for communities to resist .the development of Vspecialized
© ]

13

- L \
housing for the chronically mentally- ill (Miller, 1982). This meant

that many mentally ill in the community did not have the acceptance by

others that was needed in order to be-integrated into the community.

~
v

Stigma was not limited to the general citizenry. The professionals
who brovided the services were also accused of having negative
attitudes &toward the chronically mentglly 111, In fgct, thé
‘chronically‘ mentally ill seemed to& recéi&e lowest prigrity in many

@ gent?rs (Brown, %982; Laﬁb, 1981; Toews and Barnes, 1982; -Zusman a;d
Lamb, 1977). "fhere is a fg?r degree of consengus novw that" community

‘ S
health planning is de facto geared toward the care of persons who can,

©

<~

for- the most part, and most of the time, look after themselves"

o (éacﬁrach, 1978: 373), While it could’be argued that the social climaté

"

of the 60's oversold the bepeficial effects of such preventive efforts
. @» 'K N

in the clinics and that the neglect of the chronic po ulation was not
24 pop

. related to staff attitudes, others suggested that the neglecﬁ_raflected

professional lack of interest in the chronically‘menta}ly ill (Donlan

)

&
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and Rada, 1976). ' ' / ;

.
‘n
4 1

Lamb (1979), postulated that most mental Health professionals thrive

v =}

) .. ’ < . . . . X s
. - +.on and encourage some depéndency+in client, relationships.. This need
i ¢ ' B

¢

n 4 « a

for' dépendencx, howeéver, is balanced by the professional’s need to

vo

v sn ¢ . . 2 . . N ' !
confirm professional competency by seeing that cliénts' ‘become -more

g 7

X ° s : a . LA N z o .
autonomous and seek higher levels Jf adaptation teo "th,ellr €nviromment.

v

When the chronic patient seems 1oci<ed;/°in a dependency trelatignship -gnd

@

i

appears‘ to make 1little .or no progress, the prqfess{pnql develops .,

a

feelings of incompetency and frustration because their own ngeds. are

1
s ¢ ]

not met. Lamb  (1979) also stated that the professionél',s
codfssat;sfactioﬁ with a prgmarty role of grati.fying chronic dependengy
. / A - .

needs and a more or less covert' moral rejection of our patient's
. ' . 3 o

surrender to passivity areaproba‘bly two of the roots of neglecg of the

mentally i11" (p. 204). )

Lo . O R4 e

H 5 - = o @ ="

From this vreview of deinstitutionalization, proponents of the

v Q " o ]

movement had many goals for the chronically mentally ill, If these

-~

goals hdd been met the chronically mentally ill would h’avé moved from

L4

Q

the. restrict'ed environment of the inst,:bi.tution to a community
environment w{wre they could once again be part of the mainstream of
life. These goals have not been met for the majority of the
"‘chronically mentally 411. The reasons cited for thes,ej—: poor results
were all related in some way to lack of planning, lack of“ resources,

a

lack of knowledge of needs and continuing negative attitudes toward the

o

chronié:ally mentally ill,

/

™
[}

S

.

0
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Summary -

‘

Treatment of the chronically memtadly ill has fluctuatgd\ over time from
- 4 »
the inhumane to the humane. At times this treatment has been a

reflection of Societal attitudes toward any form of mental illness. At

Y

other timeiﬁ it has been a reflection of, attitudes toward chronic mental

illness. Most often positive char'lges in. treatment approaches wére

beneficial to the acutely ill rather than the chronically ill. Only
v

those . chronically ill who were part ‘of the same environment as the

acutely ill were part of a new approach. That is not to say there (were .

!

0 i
not isolated exceptions to this general' pattern such as tho

idealistic® &superintendefts ' during the moral treatment era and

proponents. of community mental health. It does mean that these

Y

highlights in treatment of the &thronically mentally ill have never -

generalized to the majority of treatment environments even during

-
v

periods ' of good intentions such as occured during
4
deinstitutionalization. °It remains 'to be seen whether it is possible
[ i °
to change centuries of negléct~ so that the majority of- chronically

mentally i1l rather than a minority receive appropriate treatment.

.
.
4
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. ¢
Treatment of the Chronically Mentally Ill: Current Services
N .

v

2]

This section of the review of the literature will draw on writers,
primarily from the last inéé years, who describe services that aré
presently considered important in the care of the chronicaliy mentally
ill. Some of the ideas are not new and may apply equélly‘to other forms

of mental illmess but are being written with the special needs of the

chronic population in mind. . @

Tﬁg variety of programs directed toward care of the chronically
mehfﬁily ill, especially in the community has increased'since the 1950's.
Test and Stein (1978) reviewed the research on community programs‘for the
chronic patignt in the United States and noted that most program
development ,lacked a theoretical framework or evidence of demonstrated
efferc.tiveness° In addition, specialized programs were not universally

~

available. It was found that community sefvices most often consisted of

brief individual counselling and supervision of medication (Turkat,

[

19?1)° “ﬁl )

The difficulties encountered in providing services to tha chronic

" patient resulted in a series of working conferences convened in 1974 by

the National Institute of Mental Health in the Uhited%States (Turner and
Shifren, ‘1979), These conferences led to the developmment of the
Community Support System concept, which provided a framework fo¥
treatment of the chronically ﬁéntally i1l and new ways of funding these

services. It was found that the changes in government policy and funding
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<

patterns have resulted in increased (services for, the chronically-mentally
111 in many areas, especially partial hospitalization programs, case
management, residential programs and services for youth (Runck, 1984).

The services described in this concept have been recommended for Canadian

settings as well (Report of the Mental Health Planning Survey, 1979;
Toews and Barnes, 1982). This section will describe the Community Support

t Y , -
System concé%t, as well as each of the services ingluded in such a
system. " The current knowledge about the importance and feasibility of ”
. ° S8
each service as vreported in. the 1literature since 1978 vill .be

-

incorporated into the description.

. 3

"

A community support system was defined "as a network of caring and

¢
responsible people committed to assisting a vulnerable population to meet

!

their needs and develop their potentials without being unnecessarily

¢

isolated or:@foluded from the community"” (Turner and Shifren, 1979:1).
The guidelines .were client-oriented as détermined by the functional
< .

ébaractéristics of the chronic population. The conference members agreed

a

that communiiies should have services to help the chronically mentally
ill fulfill basic needs, provide opportunities for them to overcome the
effects of their mental disorder and to assist the community in coping

with chronic méntal illness. Specifically these services would:

1. didentify clients, whether in hospitals or in the community and
reach out to offer appropriate services to those willing <o

participate,

N
L ° [N
o

2, assist clients in applying for income, medical, and other benefits,

3., provide twenty-four hour, quick- response .crisis assistance in the
o

*

o
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least restrictive setting possible,

‘4, provide psychosocial rehabdilitation services,
- o
1

5. provide supportive services of indefinite duration,

6. provide adequate medical aﬁd mental health care,

L

7. provide back-up éypport to ‘family, friends and community members,
1 R &

8,! involve concerned community members,

° '
.

9. protect.client rights, both in hospitals and in the community and,

10; provide case management services. (Turner and Shifren, 1979:2)

Knowledge of the overall efficacy and feaUibility of the Community.

~

Support System vas limited, Bachrach (1982) built on previous outcome

revieus of Test and Stein, (1978) -and Braun, and others (1981) in

-

assessing the current knowledge of the outcomes of community support

- . 3

systems. It should be noted that these earlier. outcome reviews focused

a
s

only on the impact of aftercare, early discharge and programs providing

alternatives to hospitalization for the patignt and did not address the

impact of° community support systems on families, communities of
a3 » ¢ .

professional caregivers. It could only be concluded that community-based

a

programs provided satisfactory alternatives to hospitalization. Patients
in the community did no worse and in some ways had more positive outcomes

~~than their counterparts in hospital control groups. Community programs

Y

that were successful had adequate funding and high staff ratios.
L]

Community support, programs reduced hospitalization rates and increased

8

time spent in the community. Control of symptoms was generally equal for

‘ +

0 8

o e

-
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hospital and community groups. Psychosocial

£

35

rehabilitation

. approaches showed mixed results, either no differences between treatment

&

and control groups or a slight difference in favor of the psychosocial

treatment group. There wvas a clear indication that the clients preferred’

treatment in the community.

.

Evidence of treatment gains as a result of community programs

limited and ‘tenuous and should be interpreted . with

(Bachrach,1982). Fhese limited results wvere attributed in part

difficulties in 4ssessing outcomes.

as:;

1.

~

absence of explicitly stated research and/or program goals,

absence of adequate indices of outcomes

F

rehospitalization rates, o
E »
lack of validity of other outcomé indices,’

-~

.

lack of standardization of groups,

other

is

3

very

caution

to the’

&

These difficulties wvere identified

than

lack of standardization of time frames used in the measurement of

[
°

outcome and

°
B

[y

absence of methodongies that will measure the interactive effect

of treatment components. 0

a

Information about the feasibility of community support services vas less

frequently reported than information about the importance of these

services in spite of the fact that chronic mental illness accounted for

o

approximately 87 per cent of the.total cost of mental illness in the
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United ~ States (Scharfstein and Clark, 1978). The original notion that

community care would be less expensive has not yet been clarified. It

was found that community care was ten percent more expensive ﬁalthough the

"benefits were also greater than traditional hospital caré (Weisbrod and

others, 1980). A more recent economic analysis of three community care

- projects focusing mainly on psychosocial rehabilitation found that there

were definite economic benefits to the communlty programs;/jbut noted that

there are many gaps in the knowledge of the economlc benefits £rom

3 N

vocational rehabllltatlon' (Bond, 1984).

w

Fenton and ;\t\ners (1984) conducted a Canadizn, two year, study of

health costs and concluded that the manpower and operaﬁing costs of

~

hospital treatment is higher than home treatment and that the cost of

treatment failure in home care accounted for at least 39.1 percent of the”

.

home care cost, suggesting that community care is feasible,
) .

»

-

In other words, empirical results of studies on community support

systems are extremely limited and few interactive effects are known.
Description of programs and results published in the literature and

included in the following review of the ten services in a community

support system may have been more a statement of belief, reflection of

hope and involvement of ego than a clear indication of success based on’a
€ - AN

sound theoretical framework (Bachrach, 1982).

Identify clients and provide outreach services

4 -

-

. What is meant by identification of clients was not clarified in the

literature. The broadest interpretation would meam the identification of
. ™~

anyone in a community vho had'a chronic mental illness., A more limited

-
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] A . @

R .
interpretation would be the use of one of three methods of identification

8 n

in an American sfudy (Szymanski and others, 1982):0 : oo s

¥

o O o . 3
1. persons who have been hospitalized previously Bpd who currently. -
“ v -

; e

)

+  require outpatient care, - o .
© -
3 > ~ - ! ()Ihqs
2.. persons previously hospitalized vho arg rehospitalized .over a
. , . ¢
“ period of time, o Ce c

© 0 :
. oty i
3. diagnosed schizophrenics ‘vho were currently receiving outpatient

- »
treatment. ” ’ ="

. .~ < .
3

o

o . .

" Method 1, produced a srate 2.9 times that of methad 2, and 3.5 —times
TR v .

that of method 3. With this method, patiegts who have already "slipped

+ o

- Fd = I .
through the cracks” and are not receiving. treatment would—npot be

o
identified.. Estimates of the chronically rﬁeﬁtally "i1l in nursing homes,
9 - . e

o

B
- s

boarding homes and private homes wou':L«d be needed as well ‘as methods used

® P

in the, study by SFZyma‘.r;Aski sand otHers (1982) s

A
* ~

- o
24 ‘

- The size of the chromic population 1n, Canada Has never been definitely

o

(4] - "

a
3

I

&

o

-

determined: - ‘liland (1982:-) combinéd national data vith outcome results -

F ' . -
from limited® studies to provode "an epidemiological perspective on
s “ N . v . .

sch?izophrenia% and affective disord"ez:s" (p:242),\)1t vas suggested that

o P
.

there are 60,00 \schiZOPhrenic and 18,800 affective psychésis patients
° I v : A h. - . " *
who are disabled in Canada. Four ‘patients r‘equiré community suppgrt for

-

11

‘support.”  In"" addition,

every  patient receiving  institutional

PO Y

approximately eight percent of the population, many, vith a chronic mental

~

illness receive no treatment at all (Leighton and others, 1984). .
% w > . )

' Part of the responsibility of 'this service is to dlocate thos® in“need

.
- » -

N 4}
v \{a

v -

-



o~ mssm N S e R m e Al nmicreA Iy SR -

prd

. f ° v -

-

[y N LY v M -~ 38
t . and help then vremain id care in spité of the. :f‘act that the
e, - b . characteristics of chronic mental illness such 4s lov esteem, lov

— P -

motivation make it difficult for patients to seek out services that would’

od R

) .
help them cope waith their 1llmess. . ~\

- 3 -

s

Outgeach was discussed but a precise definition” of what was meant by
Mb 4

“ outreach vas not clearly identified in the literature. Outreach may mean

v s
5 »

. " nothisig more tha“i:tontacting patients who did not shov up for treatment
Y k24

(Turner and Shéfren, 1979). Beard, Malamud and Rossman (1978) studied the

TR v effect of outreach techniques over a nine-year period in New York. One
i ' N o « 3
° , > .
L .o “group regeived home visits, telephone and/or letter contact for two years
.7 v . . . § .
o o folloving intake into a program that included day programs, evening and

4

week-end social activities, transitional living and work opportunities.

»

[
. The control group received no reaching out contacts. The reaching out

groups ‘spent tvice as long in the community before rehospitatization and

. 40 percent fewer days in the hospital. The experimental group also
. Y - ‘ N

< e attendid the program twvice as often as the control group. In a?other
. ‘ study the discharge pqlanning of 119 chronic schizophrenicé in four
inpatient cen:cers vas rasseﬁssed over one year in order to identify the
areas of discharge planning that were most importar\xt in preventin’g

- rehospitalization (Caton and others, 1984). The adequacy of discharge

i N

planning, especially Iinkage with other agencies affected both treatment

Iy
«

‘compliance and eatly rehospitalization rates. One other study wvas 4

o
a

designed to assess utilization of community support services throughout
the United States. Only transportation to programs was reported under,
outreach and 3’.1: vas found that 30 percent of 1,471 chronically méntally

& e
i1l weve provided transportation during the month under study (Tessler

and others, 1982), ,
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The review of empiricaf results on identification and outreach services
indicate& tth services .were utilized by patients, clearly affected their
attendance rates in programs and iscreased time spent in the community
befor? rehospitatization. Although writers in the current literature
generally acknowledged that identification and outreach were important
they rarely identified specific roles and failed to ré;ognize the
feasibiiiéy implicatiéns.of this service. Epidemiological studies of the

preGalence of mental illness ranged from 20-26 percent yet the treatment

rates are seldom over one percent (Leighton, 1982, 1984). Obviously, if

prevalence rates are to be considered in planning for outreach, the cost

®
of such a program would “increase drastically,

Assist clientd in applying for entitlements

o

Assisting clients in applying for entitlements was considered important

.

because the nature of chronic mental disability often left the person

with an inability to pursue employment, to provide £for. nutritienal,
housing and medical needs and without the skills necessary to gain access

to programs where these benefits could be received. (Turner and Shifren,

1 1979).

In the one, month utilization study it was found that of 1,471

chronically mentally ill, 40 percent received medical care, 8.7 percent

received defital care, 20 percent were "helped in applying for :income
benefits and 20 percent were referrred to community resources for other

entitlemenﬁé (Tessler and others, 1982). Anderson (1982) stressed the

v

need for mental health professionals to place high priority on this

function as many mentally disabled drop requests if they are denied after

d
a

Al
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taking the initial step. ée urged professionals td_ be persistent when
. R i N

dealing witlr agencies thaﬁ‘proviae entitlements and to be specific in

° @

providing documentation.

+

- R
Mueller, Posternak and Handler (1980) stressed the need for chgnges in
the attitude of professionals so that their protective, earet%king

IS

attitudes do not encourage dependency and an expectation. of
%
non-achievement. Because of changes in benefits that precipitatéd a

financial crisis.f;r a group ,of patients in a regidential homé, a coursé
was Qesigned. to help 15 clients make their own financia%, decisions.
Topics relating to finances in six‘ areas, €.8.. resid‘entialf_home9
sheltered workshop, and government entitlements, were covered in ajtwo
year course that was originally planned for weekly -meetings over three
months. Leadgrs vere askounded at the intérestg‘aétendence, changes in
attitude, cha;E;s in ability to make financiél decisions és well as,
improvement in test results on knowledge relatin% to finances. Ac&o;ding
to the authors, the changes in the attitude of group leaders was éven°
more surprising, as the staff realized how much they contributed_ to

v

patients’ low expectation,

Provide 24 Hour, Crisis Services

£

A clear description of crisis services was mnot included in the
~

discussions in the Titerature. It appeared to include the availability
of knowledgeable staff, either in person or by ﬂhone, on a 24 hour
basis. ‘'Also mentioned were trained staff to provide services such as
@ .~

7
crisis foster homes, halfway houses, and easy sccess to hospitaiization/

(Turner and Shifren, 1979). ' C

[
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3

Little was found in the recent literature that would clarify the

importance of crisis services, either theoretically or empirically.,

3

Turner and Shifren (19793 and Talbott (1980) dindicated that the

o
chronically mentally ill were more vulnerable .to stress and often needed

care on an emergency or crisis basis, but provided no explanation for

o

this. Bachrach (1981b) and Sheets and others (1982) referred to the
increased demand made on emergency room services in general hospitals as
a result of deinstitutionalization. No statistics were included with
this statement. Chronic repeaters in the emergency seom 6fte_n have

Qrofound psychological, social angl economic problems and the need wvas

stressed..for more cooperation among agEncies to provide support for those

with a chronic mental i1llness (Munves and others, 1983). It vas &lso

found that approximately 16 percent of 1,471 clients received crisis

assistance in one month and approxfhately 7 percent had an emergency

[N

»

hospitalization (Tessler and others, 1982).

- N .

Krauss and Slavinsky (1983) stressed the importance of professionals
recognizing the need for a crisis intervention model as .part of a
framework for working with the chronically mentally ill: Many normal

developi®éntal milestones become crisis situations for the chronically
4

v

mentally ill and considering a crisis intervention model can. help to

.

identify appropriate strategies for intervention. Cesnik and Stevenson

. I

(1979) also contributed to the understanding of the,import‘jaﬁce of 24-hour

crisis assistance. They claimed that most chronic patients who came to

3

emergency room did not yequire hospitalization. In spite of this,
¢ Fequi P
Y

hospitalization often occured ‘because staff could not g0 into the

patient’'s environment to develop the support network that could prevent
’W‘A‘m‘,
hospitalization (Turner and Shifren, 1979).

o

T
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Cesnik and Stevenson (1979) stressed the importance of crisis services - b

3

o

for community relations. If these services were unavailable, those left

.

to deal with the crisis, such as general hospital staff and law

enforcement staff, developed negative attitudes toward mental health

i

agencies and ultimately toward the chronically mentally ill. The

stressful and potentially dangerous working conditions.for staff in such

a brogram Wa;falso highlighted and impiied that finding sufficient staff

to implement. thi§ type ‘;f program might be one'tfactor :atffecting7
feasibility.  Blume Yand Sovronsky (1981) reporteﬁ on a'plan thaﬁhJ; .

established a community support system in a New York.county., This .
£ “ N .

s

program uSed 8 onrcall social workers for crisis intervention in 1978 to’ :
.a . s L] N

4o 4 '

1980. Cost for all programs Wwere included in the repomt.“ Crisis ‘,

¢

. [N * A - ?
intervention cost $32.00 per contact in %?79 and was one of two programs,
1o - N < . LY N ¢

dropﬁed-by 1980. No explanation was given for the program cut but the "
€ C % ' 8 rog

[y
hd £ a

report could serve as an indication of the low priority given Bo this

-
A\ ¢ - ~ ®

»

t

function. a ’ o ) s -~
. , ) \ n§~ ’ \
N Ve N, ) ¢
Provide psychosocial Rehabilitation N o WO .

' - ' £
Psychosocial rehabilitation comprised a number of S@réices that jwere ’
called the heart of a community -sdipport program.. They most frequeptly
centered around D) dpily‘living skills, (2) social skills, (3) leisure °

[ . T ‘
activities and (4) vocational skills (Turner and Shifren, 1979). The . ’

\ & o

importance of psychosocial rehabilitation services may be related to the

' oo
fact that successful treatment within a .hospital has not necessarily been
$ . u

]
u Y
seen as an indication of successful @dju%tment to the cbmmunity as

»

measured by recidivision rate or post hospital employment (Anthony and
N 5

* \

others, '1978; Test and Stein, 1@78). In fact, emgployment rétes in

1
-~
a
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follow-up studies ranged from 10 - 30 percent (Anthoiy and others, 1978;

a

Spivack and others, 1982;“iong and Runck, 1983). The lifestyle.of 99 lbng
term patients in a Philadelphia Mental Health Qéhtéf- lacked work-task

orientation and showed more orientation toward health and socdal

Most frequently their time wvas speht listenigfg to the

radio, watching television or sleeping. They were 1mvolved ir - few?
1

@ v.

L}elationships.'

activities that took®place, in the community or irvolved friend§ (Spivack

. o

and others, ,1982). There was, in Jfact,

*

chronic patlents had” difficulty performlng basie act1v1t1es of dally

general agreement that many

1 \

~

g W

living and in forming or malntalnlng4adequate interpersonal relataonshlps

Vo M

(Coh%5 and Sokolovsky, 1978 Solomon andoothers, &980 Talbott, 41980;

'

uTurner and TenHo@r; 1978; Woodsiﬂe and Mercer, 1983). N

. v ) 3

- s

. - : .. . Y

The psychosocial rehabllltatlon club was one method of providing these

a o +

services that neceived “favourable reports in the literature (Anchor .

% s i

Mental Health Association, 1980; Beard and otherS\ 1978 Long and Runck, -
1983: Turkat and Buzzell 1982 1983 Turner and, Shlfren, 1979) In spite

of the 1mportance given these serv1ces, social and recreational outlets

o

were bne of three services leadt readily available in Canada (Toews and -

Barnes, 1982). '

+ “These clubs, often modelled after the Fountain House Prpgram in New

Y

> \ LY
York City were organized 'so that the chronically mentally 1ll were

>involved as needed contributing members of the organization rather than
o 2

as patients to be treated. Variety and compfehensiveness in programs_

were stressed sb that the members had a real’ choice in finding' a social,
. . .
vocational and/or living environment that met their needs. cT
N by} e,

B o
f N P o B \ N

Almost all psychosocial rehabilitation programs offered some type of

' . o )

& t

ot
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‘social skills training, yet a ‘review and eritique of the emﬁirical

v
@

results of programs in social skills did not reveal clear indications of
23

3

theiry efficacy (Wallace and others,” 1980). Social skills training vas

effective . in changing some verbal and non-verbal elements —in

o

interpersonal communication. These changed .behaviors did not rnecessarily
. %

< ~ e

translate into increases in the person's ability to have needs met by the

environment nor did the increased gains, in training frequently generalize
¢ ' . K . .
¥ 4
to néw situations. There were many methodological short comings in the

studies and vide variation in training methods that made it difficult ta

v 1

compare results (Wallace and others, 1980). It washsﬁggested that present:

training metﬁods may have too narrow a focus and may ignore elements that

v

3

. are essential to social skills. In additionm, pro%ramé should include

CN ‘e
z »

. . .
strategies to help the participants use the new:behavior in ‘theitr natural

[N

environment. Liberman, (1982) stressed' the inclusion of ' cognitive

» a

problem-solving strategies in & four- level hiefarchy of Social skiils

B}

~ -

.development model in areas such as ,peer and family relations; community

-

living; vocations and symptom management. .

.

In most psychosocial rehabilitation programs there was also a focus on

v
e

vocational needs centered on programs such as: ..

‘ B «

\
1. -prevocational training where the members participate ,in functions

necessary for maintenanceg of the club, LMY,
, .
N L kS
2. transitional employment, gnd 4 ‘e . ¢
L1 4
{ s S .

a

3. dindependent employment’ in the competitive markets or sheltered

vorkshops environment (Tﬁ}kat and Buzzell, 1982; Weintraub and

4

Harnois, 1981). ‘ 2
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V@mployment first.

- -

In Canada, sheltered occhpatibnal opportunitiés -were the least available

= service. Those'that were available were condidered to be low in quality
VN o ) : N

-

>
i . ”
*

(Toews and Barnes, 1982). - =, .

" - o
N

. 3

¢ > ¥ 2
The movement of members from one vocatiomal program to another was
v °

-

researched -in a program that. had been opérating since 1977 in Atlanta,

A
Georgia (Turkat and Buzzell, 1982). As ‘a result of the study it was
L

] . .
concluded -that placement into independent employment was short lived

L3

unless time had been spent in prevocational and/or transitional

.

'

i .
» )

o

The one month -utilization study of services by 1,471¢ chronically

e

Amentally‘ill revealed that 52 percent had been assessed for psychosocial
needs, 23.5 percent participated in activities for community living

skills; 17.9 percent in programs to enhance employability and 17.9

percent in sheltered workshops (Tesslers and others, 1982).

° . ¢
In other ° words the literature indicated that psychoserial

rehabilitation programs were believed to be important and were utilized.

It provided little information about the effectiveness of these efforts

~

- or about the feasibility of p}ograms that all require specialized skills

Q

on -the part of staff.

- \ -
' T

Provide Suppotrtive Services of Indefinite

\l ~— Duration v

s

a

) £ ) .
. The descripti@ﬂ[ of supportive residential and vocational services, as
1 t
. described by Turner and Shifren (1979)fand Turner and Ten Hoor (1978)
addréssed the heferogeneous nature of chronic "mental illness, for

example, some chronic patients required services for a limited period of

o

)

2
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time, others required specialized living, social and vocatiomal services
b

for the remainder of their life. Not only did the span vary widely, but

.

there has been a wide variation in the amount of living and vocational

independence that can be handled by each peréon with a chronic menéal

illness.

D .

-

Not only does this heterogeneity affect votational prograiis .but also

the 'range of living accommodation that is ?equired’if clients' need% are
¢ Y b

to be met. . In spite of alternate living arrangements being identified as

an area of great need, discharge planning.-in this area was the 1eaqﬁ(yell

~

done by professionals (Caton and others, 1984) Alternate Lliving

T
.

‘arrangement have been identified as one of the least available and most

needed ser&i&és in the recent Canadian study -(Toews and Barnes, 1982).

<

,Ii the 1980 s&;vey by Tessler and others (1982) it was found that more

’

than 50 percent of 1,471 clients lived in settings that }Fovidéd little
or nd7supgrvision i.e., private ho&es, rooming houses, boarding homes and
unsupervased apartméntsi Approximately 32 percent lived with family
members. Unfortunatély, the report did not indicate the number of

chronically mentally ill who were in a variety of supervised facilities.

s
~ *

Residential facilities which provided some type of supervision included
foster homes, halfway houses, supervised apartments and lodges. Foster
care plaéement vas described as offering the advantage of family rather

IS

thaq’psychotherapeutic care, and fagilitating a more intense relationship

.

Y a °
betveen patient and caretaker. Carpenter (1978) noted that foster _care

services need more research, corsidering the service it provided.

g
Halfvay houses were d oped to provide temporary help to the client

.

[ ¥ N

e
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in community adjustment. Carpenter's review. of the residential

°

literature indicated a wide variation in the selection of residents,

- «

staffing, programs and financing of halfway houses. Lodge accommodations

)

as developed by Fairweather (1964) differed from other living

2

1
accommodations as residents lived together and also ran a business e.g.

.

janitorial services. Both the residence and business were run with a

A

minimun of supervision by professionals. Another - alternate living

arrangement was supervised apartments, often rented by an agency or

v

. directly by a small group of patients (Benn, 1983). The sponsoring agency

.

then providedl the programs and supervision® néeded' for residents to
!

function appropriately in these apartments. o Carpente% (1978) .concluded

that [N

1. the need for a&l of these residential facilities. will ‘continue to

rise, especially the need for supervised apartments, ' .

-

2. care must be taken to ensure that alternate living arrangements are

more than low quality custodial j?re, .

3. alternate living accommodations were cheaper than hospitalization

although the report did not indicate whether program costs were

N °

inclpded in this assessment and ,

.

4, patients generally preferred alternate living arrangements in the

.

community. .

.

From the reviev of the literature on supportive residéntial and

>

/ . ;
vocational services, it was noted that stress was placed on the need for

these supportive services, whereas the

a @

feasibility quegtion was rarely

addressed. There were few indications of qualifications of staff,

-



specialized training wequired, amount of supervision given or any other

factors which gavebiudications of the feasibility of including such a
% - .

wide range of options in a comprehensive service for the chronically

> -

mentally ill.

4

139 ~

Provide Adequate Medical and Mental Health Care -

g
~
- %

-,
I3

The chronically mentally ill have physical health needs that are greater

4

than those:of the general population (Turner and Shifrem, 1979). This
means that assessment of need fgr medical and dental treatment should be
part of the total provisiom of services to thé chronically mentally ill.
This éspect of care was not well developed in the recent literature, It
is Eifficult to know whether this implies low importance given to#;he
provision of pﬁysical health care or lack of interest in researching such
an obvious area. No matter vhich explanation is appropriate the lack of
emphasis is- contradictory to the philosophy behind the putreach function
which indicated that the chronically mentally ill ﬁZd not seek out

h
services to meet their needs.

/ :
+Information on mental health care received gre4ter priority in the

literature. A review of the literature on the provision of drﬁg, milieu,

individual, group and or/ family treatmeni however, is beyond the scope
of this review, even though many articles were available. It may be safe '
to conclude that these services are coﬁsidereg important as many agencies
provided only medication and individual therapy services for the

|
chronically mentally ill (Bayer, 1982; Enzinas, 1982; Turkat, 1981).
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PROVIDE BACK-UP SUPPORT TO %‘AMILIES, FRIENDS AND

COMMUNITY MEMBERS

Support for eothers who are involved with the chronically mem‘:ally ill may

¥

inglude, (1) education, (2) family support (3) group support and/or '(4)'

respite care. OSome studies in the literature reviewed, focused only on

the impact of mental illness on people in the patient's environment. -
Q s o '0 -

Other . studies dealt with the type of support that can be given to ‘isf‘aose
involved, with the Omentaly i1l. Most often families of the chronicaI:Lly
mentgily ill witi.h a diagnosis’ of schizophrenia were used in the studies‘,
In a lf)'w‘% study, one family member of each of 92 patients showing
disability, high l:i.keiihood of\ relapse and residency in the cit}; of
Saskdtoon was asked to complete a 26 item scale of home problems., The
percentage of f;imilyh respondents who experienced problems w&t“n anxiety,

worry about odd behavior, need for excessive Companionship, interference

with social or leisure activities, adverse affect on children and an

AN

" overall sense of severe burden, ranged from- 47 to 80 (Smith, 1969j. A

o

s

more recent Canadian stu;iy found that the most frequent problem behaviors
for families of schizophrenics had to do with deficits in funétioning

whereas the problems most “difficult to manage were concerned with

ES

insight, compliance, abnormal experience and beliefs (Runions and Prudo,

198%)., Doll (1976) studied 125 families of the chronically mentally ill

¢

i, «Cleveland, Ohio and found that families will care for their disturbed

s
relative.-and express, little shame about this, but heavy emotional and

social costs accompany th3€ acceptance.

Kreisman and Joy (1974) revieved the literature  on 'the families'

v ‘

. = LR
response to mental illness in 15 atreas such as, the families' definition

4
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of the problem, effects of distance or closeness of relationship to the

30

patient, attitude toward its sick member, tolerance of deviance. It was

concluded that contradictory evidence was found in all areas. These
vesults could have reflected true difgerences but more likely reflected

the inadequacies of the research to date. s

"

n
-

¥
Even though the impact of mental illness on families and others has not

o
-

beéh adequately researched, it is .known- that 32 to 50 percent of
chronically ,men%glly ill 1live with thgir family (Gold&an, 1982);
Ffeqﬁen;ly health ‘professionals involved in patient care have failed to
recognize the family as a possible support in the treatment of patierts
or to see the family as a group in need'of specialized attention (Boyd

and others,” 1981; Lamb and Oliphant, 1978; Platman, 1983; Willis, 1982).

The past pattern of ignoring the significaﬁce of family involvement may
be changing as more family treatment models are developed and tested

(Anderson and otbers; 1980; Atwood and Williams, 1978; Boyd and others,

1981; McGill and others, 1983). In these néever, approaches the emphasis

has changed from involvement with “the family in order o change the

.

¢
pathology that may have caused, the illness to one of involvement with
that ‘family in order to provide. education  about the nature of the
illness, train the family in specific tasks that can influence the q@yrse

of the illmess and provide support for the families during a time that is -

v

known to be long and difficult (Boyd and others, 1981).

Beels and McFarlane (1982) have classified these recent models into
relatives groups, psychoeducational family therapy and behavioral family

therapy. Most approaches for the chropically mentally ill included some

-

form of initial education, followed up by problem solving and support

-
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that continuéd for pqricas ranging~ from 9 months to 2 years. Relapse ”

ates were reduced in <those models that were tested empirically

A - N

roo. , o
© " (Anderson, and others, 1980; Boyd, an® others, 1981; Leff, 1976). Keyle

. . 0 . & ¢
(1983) described a support group for friends and families of

- -

- . 0 ! . . . N
schizophrenics which consisted of °seyen_ sessipns, lasting two hours P
each. The estimated cost of the program without any volunteer

) . ~ ' ’

« < PG .
contributions was‘approximately $5,000.00. - o

1) . 3 N
[

Beels and Mac Farlane (1982) proposed that progréams involving multiple.
;":amily groups could turn-into autonomous self help grou;;s., Not all self

help groups have developed, in this ‘fashion. _In ‘fact, families of the

chronically mentally ill have 'not waited Tor the professniongl £,

[ -

recognize their needs But started Banding together in order Lo provide
) . “ \
support_for each /Gther, advocate for the rights of the ill family member

and inform professfonals of. 'their needs (Lémb- and Oliphant, 1978“; )
. . Ty .
o ° i R 4o

i3 %

Willis,1982).

‘ -

The literature on services to families of the chronically mentally 1l

was one of the.few areas under reviey vhich identified that intervention
y o *

clearly showed positive outcpmes and were economically feasible.
LS " s ’ 4

Feasibility extended to the staff as well, since skills required in sSome

family intervention models were within the repertoirq'bgf most mental

@
e

héalth professionals (Atwood and Williams, 1978; Beels and McFarlane,

*

1982; Boyd and others, 1981). <

Involve Concemunity Members

The basic purpose behind the involvement of community members was to®
” " ! -
¢ improve the links between the formal mental hea@@ system and informal

°

"

o
]
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community suppori gystems and give acknowledgement to h¢ capacity of the

community to provide services to the chronically mentally ill (Turner and

o

LN

Shifren, 1979; Turner and Ten Hoor, 1978)% Y

Community resistance to involvement can play an important role in the ~

“ . O
implementation. of this function. Community attitudes were studied in

Metropolitafi\ Toronto by Taylor and Dear (1é81). They concluded that the
gttitudesn toward the mentally ill varied significantly by life-cycle
stage and that '"personal experience of mental health care——has a
significant effect on subééquent %;titudes toward the mentally 111 and .
the ﬁrovision of mental health services" (p. 234). Therefore, the use of

volunteers such as members from churches, synagogues, schools and civic

clubs to provide social, recreational, residential and employment
opportunities not only provided needed services but also increased

acceptance of the chronically mentally ill in the community.

<

Just how mental health services get community members involved was

‘

seldom reported in recent literature. The impact of such volunteer

services on client functioning received little attention as well although

9,

i
Culter and Beigel (1978) described a program which used volunteers from

[ [

churches to help chromic patients learn survival skills, arts and crafts

1 ¢ +

and’ socialize over lunch prepared by the group. The recidivism rate‘@as
significantly veduced for those who bartiéipated regularly in “the

programy Cutler (1979)°emphasized the need to build trust a@ﬂ respect in

vthe communitly, find community leaders, involve the community in the
0 ‘ N .
planning stage, perform careful recruitment and screening of volunteers

and provide consultation and support to the volunteer program.if a useful

and feagible service was to be developed. '

el

¥
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The review of the currest literature on involvement of community
members provided inséfficient studies to conclusively determine either
the importance or feasibility of this function. The literature does,

héwever, convey a sense that this function has not been given the

- <
recognition-it deserves as one of the community support services for the

*

chronically mentally ill.

Protect Client Rights '

Turner and Shifren (1979) included-®the following in their description of
protection of client rights (1) ‘informing clients of their rights
verbally and in writing, (2) posting information on rights and grievance
procedﬁres and (3) making redress of grievances available. Talbott
(1982) and Glasscote (1978) referred to service advocacy i;e,, the
patient was providgd with adequate services and obtained access to them.

4 4

Intagliata (1982) categorized advocacy into:

<

i

1. Individual client advocacy which was provided by education of the
glient, direct intervention by the case manager, requesting
administrative support within the agency, seeking legal services

and/or the gservices of outside groups that traditionally act as

' &

‘advocates for the chronic mentally ill.

2. Systems level advocacy which was provided through recognition of

=l . * . o ; - » 3 3
gaps in services, documenting of such needs and/or joining with
y ot ©

others to act as a catalyst for the new provision of services.

“«
o S

)

In a one month study of 1, 471 clients, "19.1 percent of clients had been

0

informed of rights and grievance procedures, }xi percent had received

training in legal rights and 8.3 percent some kind of advocacy services

IS

1

<
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related to grievance or legal procedures”" (Tessler and others: 210).

5

Finally, it noted that Canadian professionals identified, "1) inadequate

fundingy 2) lack of integrated community support and care programs, 3)

peor coordination of available resources, %) negative public attitudes

~

towards people with chronic mental disorders” as the most importint

©
¢

service barriers (Toews and Barnes, 1982:32)% All of these barriers could

be included within the advocacy function and could be interpreted as‘:an

indication of the importance of advocacy and protection of clients'
’ \

[N ~

rights. '

Provide Case Management

The underlying principles of case management have been indentified for
more than 20 years (Ozarin, 1978). Labeling these principles as case
management and specifying what this meant in relation to care of the
chronically mentally ill has 'provokeci ;:onsiderable discussion in recent
years. There appeared to be complete agreement that case management was
a key element in the provision of services to the ‘chror;‘ically mentally

ill, .(Intagliata, 1982; Lamb, 1980; Lourie, 1978; Ozarin, 1978;: Schwartz

and others, 1982; Test, 1979; Turner and Shifren, 1979).

Intagliata (1982) dintegrated the key concepts found in the case
management literature and suggested that "case management is a process or
o .

\
method for ensuring.that consumers are provided with whatever services

they need in a, co-ordinated, effecti\'re‘and efficient mamner" (p. 657).

The most common objectives of case management‘jgcluded continuity of

care, enhancement of accessibility, énhancement of accountability, and an
Pl
increase in efficiency of services. It was stressed that increased

1

&
efficiency resulted 'in more cost effectiveness and’ not necessarily in a

o
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reduction of cost as case management most often led to an identification

Ky ]

of more client needs. The basic functions included in all models of case
management were: (1) assessment, (2). planning, (3) 1linking, (&)

monitoring and (5) evaluation . Other models have included: (1) outreach,

(2) direct services and (3) advocacy as case management functions.

i \
.

The use of a case manager was most frequently identified as the way to

-

implement ‘these functions. The name for this role varied, e.g. broker,

* )
enablers, program co-ordinator or resource ®manager. No matter which name

o

° : was used, their role was identified as crfdical as it ‘provided the human
link between the client and the services (Intagliata, 1982). The quality

~
of the personal commitment between-client and manager’ was described as
i S

i s . = . o
" o

the most influential aspect of case management. . R .

- R a

/

-The dimportance of this personal relationship may’ have ‘been why ZLamb

- maintained that a theral;eutic involvement” was necessary‘ to ‘prop_erly
€ v " 0 N N
. . assess a client and that the primary therapist was the appropriate{person

g

for that role. Schwartz and 6thers (19@2) questioned Lamb's po'sif:ion,

. stating that most mental health professa.onals did not have the proper
r : [\
‘ ‘ attitude or skills to perform case management functions. 'This viéw was’
) : . : ) .
not believed in Canada as nurses, .psychiatrists, psychologists, social

“ o

Soow ]

v ‘as Ibeing well suited to case manager ,tasks. Social workers and nurses

. . 3 .
I .
‘were. rated as most suited to act as case managers (Toews and Barnes,
f v N \'

. “

i - 1982). Intagliata (1982) reported that the theraplst system was found to

re“ferral, follow-up and evaluation functions. A second case management

.
, . ! 1

-
i . 7

woikers and occupational therapists were rated by a professional sample’

result in extens:we counse\lllng and assessment but neglect the l].nka.ng,

55

(1980) -advocated so strongly for the therapist —tase manager role.: He LS

<.

ot
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model used case managers who provided little or no direct service for

20-30 clients. *A third model utilized a core service team, “usually

multidgsciplinary’ which was deséribed as broader ‘in scope than the

. . o 58

B . - & .
individual model and had the advantage of constant availability of a team

member, more energy anll ideas for a difficult task and leés staff burn
out (Test, 1978). ’ ’ :

« -

) . 4 3 .
Paraprofessionals were often used in the case manager,; role. Most

.
.

systems,‘required not more than a B.A. level degree. Other systems

[

systems employed professibnals with masters- or doctoral degrees

. . (Intagliata, 1982),'Researcﬁ is not yet available as an aid in dlarifying

1
»

the education, and/or experience most\ desirable for case management. The

(Y
v

literature clearly reported the importance of case maragement yét a
project in Nova Scotia reflected the difficuties in providing case

management function when a mandate for this function has not " been

. e

established by the funding sources CCérlson, 1982). A pilot project,

a

uging a case manager for discharge planning, continuity of care and

3

co-ordination of vresources for fourteen hospitalized patients was

)

continued from January 1981 until December 1982. As a result of this

Y ° o
-~

_project it was concluded that:
v

1. some form of case monitoring seemed useful,

2. further study of case management was necessary,

-~

0 >

°

e Yo : A
3. that need for case’ monitoring was more extensive than current
. . -4
services could provide and .

. X ) .
s 8
4, cost restrictions prohibited service expansion except through a
.‘volunteer basis, . v

«
A

»
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Summary and Coméfusion

. R : L

Based on a review,of recent literature, it could be ‘stated that treatment

»
. % [y

of the chronically 'mentally ill presently requires a‘ broad interpretation

of the deinstitutionalization - process and recolnition of the

heterogeneous Hature of this .,population.” Successful treatment of the

chronically mentally ill would be enhanced by  <onsensus among those
a“. . -Q
involved in .their care as well as a commitment f.o‘ the provision of a

hd i

3 : e, \
comprehensive service that incorporates continuity of care. The priority
¥ v Ay v )

- ¥
@ a

given to writing 'and publishing material relating to ‘the chronically

0
o

~ r‘ -
mentally ill increased in the’last five years. The writings reflected a
a

concern and commitﬁent to care of the Thronically mentally ill. ‘It was
less clear whethr the ideas conveyed in the recent literature reflected

the views and/or behaviors of the many who provide direct care for this
population. In addition it was not clear whether the ideas Ffor treatment
. 3 '

produced the intended results. Empirical results on the development of

S

staff consensus, staff commitment, program outcome and'methods of program

N -

v . ]

v

development vere very Timited. NN ’ ' -
N -

)
0 .
N a

Researchers concludej that treatment’ in the community was preferred and

was as effective as ‘treatment in the "hospital. All .services were

4

o . .
described as important byt .kmowledge of independent and interactive .

effects of services were scarce. Psychotropic drugs, outreach services

>, N
= .

and supportive p;bgrams for . families had the clearest empirical
0 s

7 T

0 1S
indication of positive resuf%s, Case’” mahagement ' and psychosocial
A+ .

services’ wer§‘ described as key ones but empirical results were not
‘ .

available to support this.idea. Vocationdl and residential services were

0

described as most needed but, again empirical results were not available
0 . v . @

<

v
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o services were cheaper was dispelled. o

L4 L)
a

N . ¢ .
In conclusion, the current literature generally confirmed that services

E

for the chronically meantally i1l were dimportant and expensive but no

clear 1ndicakion, of the relative importance and féasibility of each

a 1

» servi:q“'e Was prox‘?ided.b It appears that professionals must still rely on

a

[ ® N .
v ° their belief system,-.hope and ego involvement when making decisions
todv N !

regarding vseI;vipke,s for the ch"rga'giicailcy mentally ill. Consequently

. Rnéwledge of the professional's ;fiez-{s is importam:, in order .to identify &
\ N >

-~ ‘

goéls’aﬁd@develop Jprograms 1in a vgy that increases, the pgofesz\\\?:gonals' :

» 1=

4 4 : K .
commitment , to them. Further?h ‘research regarding = the vieus of .

-
. + & fe e

professionals on the importancé and feasibility of services should be
1 N N - i )

5

N '
* [ AR

undertaken in order ,that this infoj:;nation can be included in future
< 4 'y -

.- §o, v

decision making. - . ) v N
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&
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Chapter 3 / ®

. METHODS AND PROCEDURES \

-~

The proposed study was predominately a d%scriptive survey, the main

purpose of which was to facilitate program planning by obtaining data

.

Y

\

- vwhether there were,. differences 'in the ratings among the four

e .
S

professional groups Jand amoqg the professionals who worked in the three

W8 %

' settings. . . .
A " Sources ‘of Data ° ’ N
[} b o , Y
¥ ‘ z .
r
s 9 A
Pog&latlon Lo, N o °
. \ .
q a @ D' 'Tk 2 G,;

The nursing, psychiatry, psychology‘énd social work pbpulation worked
> T o< T

. , .
. in the 18 institutions or ° agencids that

R carry - 'iéhe primary

o

[ N .
- LS °
ill ih“the province of Nova, Scotia.” These institutions were subdivided

@
=

into in‘patie‘ﬁt, rehabilitative and commun'ity settings.’ «

Plvg

) il . - AN . o
responsibility. for meptal health services for the chronically mentally
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Population by Setting o . .

I

Inpatfent Services (Department of Health). The eight inpatient services
provided in three regions ~ throughout the ,;)rovince included , two

\

psychiatric hospitals and six psychiatric units associated with gene'ral .

hospitals. Services ,-in the Fastern Region of the province were

.
1

provided by’ one psychiatric¢ hospital and one psychiatric unit in a
. \ .

general hospital. Psychiatric beds are used for short term and long

i

term &areo
@

, N
R . : w0

The mainland region of the province utilized psychiatric unifs that
were,assc}ciated with two gerneral hospitals. Both units were situated

in towns and draw on small urban and -rural communities. , These two

units wvere designated as short—term care units but one had a medium to

»

long térm care unit as well,
e .

4

~ . s
° ) >

The Metro Halifax region included the largest psychiatric hospital,
In addition to providing short and long term care to that region, this

hospital also provided specialized forensic, long-term children's and

(24 't
geriatric services for the whole province. The remaining inpatient

-

services in Metro Halifax were provided by four .psychiatric units

——

within general hospitals. , One of these four psychiatric units

specialized in children's services (Townsend, 1982).

[

o L
!

Regional Rehabilitation Centers. There were ¢ three rehabilitation

n

Y

centers ‘operated by the Department of Social Services to provide

resigdential rehabilitation for mentally retarded and“post-—mentally ill

- &

residents, ?i.\,,e., patients - vho hévl been hospitalized and no longer .

require the active treatment provided in';hospital but still require

.
* M ‘
a

PR . Go
- .
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rehabilitation in order to function in the, community. Two of these

® centers are in urban settings apd the third is in a rural setting.

More than 50 per cent of the 500 rehabilitation beds were used by the

post mentally ill (Thorpe, 1983).'

°

Community Services. There were 10 separate units under = the
o .

jurisdiction of the Department of Health providing community mental
health ,servites in Nova Scotia. Two were associated with psychiatric

hospitals, one with a children's hospital and the :reméﬁnder as

o

departments of psychiatric mental health services in general hospital

settings. Day programs were provided in five of these settings.

a

Mental health services were provided to” populations ranging from the

unhappy but mentally healthy to the chronically mentally disabled.

v
©

Population by Profession
¥

Bsychologists. Questionnaires vwere sent to approximately 60

v

psycﬁologists *who worked in 18 institutions or agencies pro&iding
s .

treatment for the chronically mentally ill in Nova Scotia. The majority

N o .

- .of psychologists worked in the community setting. A small percentage

b . e : s . . .
wdrked in the rehabilitative setting and the remainder worked in the
K N ]

L2 , ‘
inpatient setfiing. Included in this sample were those who were

&

»

“~>
employed as @ psychologist in Nova, Scotia or were on the Candidate's
r S s 4
~ < .
list for registration as-a, psychologist. Educational preparation
o™ .

*included either a master’s or a non-medical docteral degree.

A&x‘ . .
Nurses, ﬁﬁproxi@ately 350 nurses who worked in the 18 units providing

P s et

S

».care for the chronically mentally ill in  Nova Scotia were sent

N .questionnaires. Of these, the majority were employed in the inpatient

\

St * @
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‘setting, the smallest percentage in the community setting and the

4

remainder. worked in the rehabilitative setting. Each nurse in the
study was registered as a nurse in Nova S'COtj‘ji and had completed a

PR

nursing diploma, Bachelor's or Master's degree. * \

Psychiatrists. Approximately 60 psychiatrists in Nova Scotia working

v

in the 18 facilities providing care for the chronically mentally ill

. . . - ‘

were sent questionnaires. Around fifty percent of the psychiatrists
. .

worked primarily in an inpatient setting, a sm\all percent worked in the°’
‘rehabilitation ,setting and the remainder weorked primarily in the

community setting. Included in the study were all medical doctors who

were employed in a psychiatrist's position,

to the chronically mentally ill in Nova Scotia. Approximately fifty
‘percent of social workers worked in “the community setfing. Of the.
remairi\der, most worked in the inpatient setting and®a minority worked

in the rehabilitative setting. All social workers employed in a wbcial

'

- g . \ >
work position and educated at the Bachelor's, Master's or non-medical

*
o »

Doctoral level were included in the study. .

P e

Conceptual Frainewbrk ' -
1 . .

. - 1
First, a conceptual framework for the study, drawn from a review of
related mental health and education literature was used to identify

broad areas to be included in the questionnaire. In this conceptual

v

framevork chronic mental illness includes persons who suffer £rom one
. . .

of a variety of psychiatric disorders that prevent the development of

%
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their ability to function in three or more primary aspects of daily

3

lifes (1) pérsonal’ hygiene, (2) sel':E—direction9 (3) interpersonal
relationghips, .(4) social transactions, (5) learning, (6) recreation

-

and (7) zEEDnomig self- sufficiency. . They may reside only in
9 s C .

institutions, enly in the community or may move between institution and
community (Goldman- and others, 1981). Successful programming for this

populagion will be facilitated by consensus concerning proposed program

? 3
changes and. commitment by the professional caregivers in order to
hNA kY 4

-, i

provide continuit} of care for the chronically mentally ill through a
comprehensive treatment service. Key concepts to be considered by the

program planners ,involved in the care of the chronically mentally ill

N

include: (1) comsensus, (2) commitment, (3) Eogtihuity of care and (4)
° . ] .

comprehensiveness, Consensus and commitment are necessary in order to
~

o

implement a successful treétmentaprogram ‘for the chronically mentally

N o

ill. Continuity of care and comprehensiveness are necessary in order

-

to address. the wunique, heterogeneous medical and rehabilitative

-

problems associated with chronic mental illness. . "

4 o

Consensus s

» ' l
. ©

& ® 1
Consensus refers to the, development of a general -agreement within
. . . :
society (Scherl and Macht, 1979). Developing consensus in relation to
b -

, )
L]

the chronically\mentalI& i1l is difficult because so many parties are
»® * '
involved, Patiehts, families, friends, community members, government

’

O i3 o b 3 2 03 0
as well as service providers are &1l necessary in the provision of

~ .

quality care. Yet general agreement on’ concepts relating to the

- .

treatment of the chronically mentally ill is requi;ed'before goals’ can ;

¢ N . N N
be realized’ (Jones, 1982; Leighton; 1982; Scherl and Macht, 1979). The

2 12
I
. . a

13

3
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%, .

difficulties inh%rent in develéping consensus among such a diverse
group may be visualized when one considers that professional caregivers
alone may have difficulty- achie¥ing consensus among themselves because
of differences in professional preparation or work setting. If goals
for the chronically mentally‘ill are to be operationalized as intended
and not fail due to resistance by professional caregivers, consensus

among professionals must Pe developed.

i3 vl
Commitment . Z -

<«
e N

-

I &

Agreement on the importance of goals is necessary but not sufficient
for their }ﬁpleqentétion. Comm%fment to the approﬁriate plan of action
by those involved is also n;cessary (Achilles and others, 1983;
Gotawala, 1982; Jones, 1982; Stern and Minkoff, 1979;.Sybouts, 1981).
All may égree tﬁat improved serviées are needed for treatment of the
chronically mentally ill but wunless there is a willingness for
p?ofessional caregivers to become involved and a willingness to prbvide
the n essar§ resources when there is a limit to fiscal and humgn
resourcesnravailable éo all health “%ervices, then go;ls 'will not be
achieved. New programs usually vrequire changes in ‘the present
practices of professional caregivers. Imposing preconceived ideas on a
group will only antagonize the people involved. A system of two-way

ot

communication and decision making is necessary in order to bring about

I e

change in attitudes and feelings that results in commitment (Jones,
A

1982). Unless strategies.are developed to help "n practitioge?ﬁfeduce

the differences between old and nevw practices, commitment will remain

lov and serve as a major obstacle to the impleméntation of any proposed <

»

changes (Leithwood, 1982). , a

- ~ 64
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Comprehensive Services C oo -

‘
<

: @
There must be agreement on what is to be included in treatment of the

chronically mentally ill. Because of the unique and heterogeneous
medical and rehabilitative problems associated with chronic mental

°

illness, a comprehensiVe or broad épproach(is needed, - The literatufe

reflected general agreement with the ten components of a community
~

W
support system as developed by the United States National Institute‘of

Mental Health 'ip 1976. This comﬁrehensive service included,

)
‘.

- Pt Q&,)
1. identification and tracking of the target population v

3 a

u

2. assistance in applying for entitlementcs
' . Y . °
g o
3. crisis stabilization services in the least restrfictiVe setting
l,) a
v ' . .
4., psychosocial rehabtlitation services

3

5. supportive living and working services

4 4

F -
2l
E W

e
6. medical andmental health care .

<3 -

7. support 4o family, friends and community member’s

K4

© °

8. involvement of community in planning

~

9. protection of.client, and »

10. case management (Turner and Ten Hoor, 1978). é

Continuity of Care ,

-

’

Failure could still occur even when all of the above services have been

provided if the chronically mentally ill person, often with major ego
o N

19

« o
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deficits is left w1th the respons:Lblllty to ‘provide continuity among

"o 0® e *

these services. Continuity of care, i.e. "the orderly, uninterrupted .

t

L / " movement of patients among the diverse elements o the service delivery ’
o, “ a o \:'\ . = .

“\ system" (Bachrach, 1981a:1449) includes 1nd:n.vid éllzed plannlng,» the

. o .

. avallablllty of a °variety of services and t e development of a

A o K -

s interpersonal relationship with the ‘p’atient. Contihuity of care can be

@

o« . °
1 -
A} o < a

. . inpatient, rehabilitative and community services.
- ¢ © ] 3

v . ' »
N o ©

N T
! ‘ . ‘e - Instrument )

3 a « ° > Ve ° N

- v
-, for the purpose of’ thlS study. The content of the questlonnalre was ‘°"

P
@ .

: . =~ based on two sources (1) the qonceptual Lramework for

L] o L)

-
.

the mportance y .

ni’n ’

‘ ' the questionna‘ire were ‘desiéned to ellga_t percepta_on
) 3 4 s

- and feas:n_blllty of services -for the chronlcally méntaily i1l im Nova

. . Scotla. The ten cqmponents of ‘a communlty supﬁorvt service as 1(;1ent1f1ed /

Dn 7 '3
0 ° . “ ° g , i
. ) ¥ - 1

. ~ in the'-liferature were used ..as " the gulele,;. for ‘'services in the '
v . . - 4
! questionnaire. " Two'of thé “ten conponents were subdlv:Lded spec1f1ca11y

I M I ®

(1) :l_dentlficatlon and tracking 'of the target populat:ton and ¢2) i

. . tote N o 1

. - supportive living and woriing service, to facilitate assessment of .
‘. M 9 (’l 4 = e 3 ' : 0“‘ ’ .
. y : oot » M . A : . 3
; o' feagibility aild ignportance.' «Thngs resulted in the. inclusion of twelve ..
e & M i ~ ) # . ! - [ =
. - £
/ ’

. . a v o M a

4 - <
, services in the questionnaire. R N . .
" 7
s 4 . . “a - ' ” ¢ °
- ’ v [ b

» ' . 4 Lt . o 3
2V Ttems from the -qiestionnaire used im the Rubin’and Johnson study >
- N r a . .

B =a

. . e - 5 (1982) weke uteedd whege g:)oesible to provide spedific examples of tasks

.
» s 7o S ot

v
.
\

« . 4 ¢

. ) 2 . g - . .
- .+ bhav are deseyiptive of each service. The wain?end“,fohpsqn (1982) - -

- iy

[}
' o e \ . . . f '

. < ques twmazre was develemed @ ra(t the commitment of C}aep,tel Jhealth
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practitioners to tasks brelating to care of the chron%pally mentally

i11.® Criterion validity vas assessed in 1974 and reliability in 1978
P -
and 1979 on the 22-question Aftercare Orientation Scale. All except one

. o .

,of the corrected item-total correlations from studies in 1975 and 1979

were significant (p<.001).\ High internal consistency reliability was

indicated by the cosfficient alpher of .906 in 1975 and .918 in 1979.

N -

n L .
"

Twelve of the examples Qincluded“ﬁin Section A or B of the

.

questionnaire vere draun from the "Aftercare Orientation Scale" (Rubin

and Johnson, 1982). Nev examples uvere -generated for those services that
by N

weré not included in the Aftercare Origntation Scale, resulting in the

n
.

‘

inclusion of twelve services and two examples descriptive of each

service in-section A and B of the questionpaire.

» . v

. .' ’a sﬂ

The five questions in section C of the}@uéggionnaire vere designed to

reflect the commitment of profesé{;nal caregivers to improved services

.
o I

for 'the chronically menta11§ i1l in Nova Scotia. The subjects uere

. asked to give their epinion on priority using a five-point scale,
5 o :

'

5

: ‘The first draft of the questionnaire .vas subjected to analysis by

a

w Q‘ ° » . o ] . > -
‘w'members of the supervisory, ¢ommittee. E draft guestionnaire vas  sent

3
v » “ L

A v i @ . “ o .
to Tour mental health consultants-ieach -'representing one pgofe381on.
. L1 = . -

~ ,lt Yo

. These cofigultants,, ,all members "of the Division of Mental Health .

L
s ‘ . <0 » -

1 - - 2 v
. Services, ~Department of Health, Uere asked to provide feedback on’the

* PRI () « \

t
N q
I o

< Y

o ‘.!, " “b' E' -
appropriateness of the gf{ﬁ les,uthekgeqpral format and -theoclarity of «

M & ‘ '

-p .

- (L" N - - @ s 1 r
the' %uestionnaire. _ The feedback providéd by, the tonsulfant "vas;

¥ - - at -
[ [d
¥ [ . . oy - . N

ne syt . o 7 va, . .
incorporated in another revision and the questionnaire wvas again
. Lo L ? N !

0
L ’ v Vs
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revicved by thg supervisony committee, . .
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- “Computer Center at Acadia Univergity. . L

- o e e

PROCEDURE

v

The department head in each institution or agency was contacted in

order to (1) provide an accurate list of names of professional

I

" caregivers (2) enlist help in encouraging participation of staff in the

study and'(B) suggest a non-clinical staff membér who would pg villing

to assist in the delivery and collection of questionnaires.

»

A covering 1etter‘(se€'Appendix B), questionnaire and coded return
’ b}

enveldpe,vas sent to each subject. Each subject was asked to rate

-«
section A on importance, section B on feasib%}ity’ and section C on

priorities., The subjects vere asked to return the questionnaires in a
sealed envélope to the designated staff member vithin, a veek. At the

end of sthe week, the department head vas again contacted by the

- '

researcher Tto obtain the completed questionnaires,

"3,
- A:d
»

‘ ¥

Using the code on the return envelope, a list of subjects who had not
. .

Z Y
returned the questionnaire vas compiled. - A second letter (see Appendix

> »

c), questionmraire and stamped envelope was sent to all professionals

vho did not complete the questionnaire, requesting that they do so and

< o

send the results by mail directly to the,researcher. The results "vere,

then coded, .key punched®and a computer file crezted .and stored at the

- 0

. S

- Data Analysié

. o .
-
s } )

* ' ¢ » .fa’\ * a
Using pefcentages, the demograﬁﬁic'data of %1) the total grouﬂ, (2)

a
.

hid L ' k) Ll ¢
. each professional group and (3) each wvwork setting. group were
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described. The priority questions w,/:ere’ansuered\ by rating each of five N

&

priority questions on a five point scale. With each priorify question

o

the mean and’ standard deviaton of each professional .group and
worksetting group vwas determined. An ANCOVA at a* .05 level of
confidence was completed (Nie and others, 1975%). .

- -

N

. «

Each question on the tuelve services .included in the questionnaire -

o
° ’

vas rated on a five point scale for importance and feasibility. The

o

percentage of respondents that. chose each option as well as the

-

percentage that chose val‘ues_.,l or 2 and valees 4 of 5 were identified.
The services " vere then rank ordered. ~ Differences among  the ot

professional' and vork setting groups were determined by ANCOVA and the »

Student Neuman Keul Procedure at then .QS_ level of confidence (N:-.? and .
otl}ers, 1975). Based on results from o‘i;her studies (Rubim,1978: Toeus
and Barnes, 1%82) and frequency data from the Q;)resent study,' (1) sex,
(2) qualifications, (3) years of experience, (é;) ty‘;;e of empl.oyment *&g{d

(5) time wvith this’ population vere identified as “covariates for
.n s . . 2, PR + \%;-\ A‘ ) : .n
questions on priorities, importance and feasidility. .
o
s N < N N . N
8

In the Rubin study, respondents vith higher educational degrées and~ -

those with more psychotherapy - experience tended to assign less
importance to aspects of aftercare. It was also found that those vho

do more. aftercare vork assigned- more iﬁlportance to these tasks: In the f °©

Toeus and Barnes studys (1982) femalegs rated the s’erw‘r’ices -for the

. ¢ -
B LY

N, : g N ts ’
chronically menfaly ill less ‘satisfactory .than did (l:k‘%l/es’e . In .the b
a = ) » ’ - F \d' - “ ) ’ ¢ qa nﬁo
present study, 35 percent of 'tht professionals in the rehabilisation ° .
o . © . 1 ! ¢ b © Q % ¢
. q s ¢ PRI ’
settifig vorked part time. The ANCOVA -results on the covaristes cap bé ‘s
‘- ’ s . s H 1, ¢
v ‘7]“ 0 . A 4 v &
found in fppendices D,B and T. The , fﬂSpﬁearman‘ Renlt Correlotion . T
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c , T ) ANALYSIS OF DATA' - - .

> ~
)e . R . . .
N
F . . .

. ad N
, . This chapter describes the data resulfling from the statistical :

3 .
. ) - procedures outlined in Chapter 3. In order to answer research question .

3

n #

. one vegarding the amount of clinical time divected to the chronically
. ¥ .

. B * \
et mentally ill, the chapter begins uith an anabéi.s of the demographic
i o - '

. - data ;;ertaining to, each group of professional caregivers. The
[ : - . w » : .
: L. « remaining "data are. organized into four sections dealing with the
\ . , 4 o & * R “. > 2 I3
- - .« +‘research questions on priorities, importance -of servicgs, feasibility .. o
. . & -

' STy .~ « of services and relationship betyeen Simportance ‘and feasibility.. .

PR - . - ”

3 [ o v e B
% N ' ‘

. & * - a " N ' » 0

@
. Analysis of Demopraphic Data - L
, > . N . 4 - k -

s S 2 r A .

. Sl . . ' . . . ,
. Of the 540 questionnaires atha*ﬁ vere distributed, a total of 351 vere .. y
* N . ' ’ “yow y '

) returned. This repreéents a return rate'of +65 percent., - The yfropo{rtion o y

2
. . -~ -

of each ‘professiongl group on the mailing list vas compared"to those s o
S . AR ° AR
included in the study. .Each professi&n in the study was represented by, S

% 3 I N

a LIS
o . N 3 1 s i J‘ .
< - at least 30 percent of it's popu{;xtion with louvest rebresentatien from e et

« °
. - v . N v »

e? . Psychiat;y and ‘g:he highest from ﬁsychology, *The' proportion of R

13 . N

.

professional group uas approximately equél to the .

a

+ ., respondents in each
1 .' \

S tp 1.

a

. o . propostion of each prdfessional .group in the® population. The .
v K * E R b . .

= . 2 . ! ’ I3 ’ . ¢ b Yo
* demographic data of the total group,and each’ professional and werk
gmograp tal  gropp 1p P \
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' Table T I ’
a Demographic Data of Total Group N
Categories . . N Percent
A Nurses . - 231 65,8
L ‘ Psychiatrists . =~ 37! 10.5 .
Profession - - Psychologlsts 4l 11.7 .
. K R Social Workérs s 427 11.9 .
) s — . :
v Nursing Diplama 186 52.4
i ) , Bachelor's. Deg. 46 ¥B.3 -
Highest ’ Master's Deg . 62 17.5
Qualifications”, Doctorai Degp 20 5.6
o ’ s Mmdlcal Degcl,un 37 10.4
" Other. WG 1.1,
TR . Female . . 268 -75.7
..Sex, o o, Y Male ‘ 86 24.3
5 - Sa 4 ¢ .
S j ~ Inpatient 192 55.2
Setting * - Community " 96, 27.6 -
7 . e Rehabilitation . 60 ‘17,2
Fxtent of Empioyment Full time 301 - "84.8
4 . ot Part’ time 54 v15.2 .
Years of ngm 1-5 .3 4.9
L - . 6-10 B85 4 2
R 11-15 71 20,2
- . 16-35 66 20:7
"% of Time With ™ .- 125 . 59 . 30:7
.This Populatlon . " 26-50 % ¢ 29.9 -
. be e * 51-75 . 59 .18.3
' . F76-100 - R . 68 21.1
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Total Sample . .

o

The demographichdata of the ‘total group are found in Table 1. In the

s

-

total group, - the majdrity

yere

T nurses. The

4

percentage

of

i)sychiatrists, psy'pﬁologists and ‘social workers vuvere dpproximately

equal.

¥ “ e

S

«

The ratio of females to males vas 3:1. The imotient setting

“ . ; { . ¢
. o employed approxima*gely one half of the professionals. Another 27.6

. * [ . .
percent worked ‘in the comuupity setting and the remainder in the

rehabilitative setting.

)

less than 5 years of experience vhile apprdximately 21 percent had more .

a
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‘
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N
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* Nurses worked most often in an institutional settipng® ¢

B

. ' (56.6%) of any prof

than 16 years of experience.

4

»

T
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»

Approximately 35 percent of the 'sample had

Full time employees wefe in the

majorifly. Thirty percent of "t hie sample spént less than one «quarter of

their time providing care to this population vhere as onl

spént more” than three quarters of th

mentally 111, * ' ) -

4 o
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Analys:i»s of Demographic Data — Pfofessiona
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eir time vith the chroqically

Nurses. Theodemographi@ta for’ nu}%gzs\éf& presented in.Table 2. The
8 . * RN

o

nursing group vas almost completely female ~and

w
- o
, Po

' -~

representing thg smallest niwber ™ OL

setting, The, majority of nurses w«;ork'ead full time and, ha

[

nine years experiencg,

LI

° o D
chrofically mentally 111, '«

. ¥

“

.

Nentnecnc,

‘ *e

a3 LS
almost all educated at

-

. . the diploma ,1"eve1, Approximately five percent had® a master's degree.’

rith ‘nursing

y 21.1-pércent
I's

‘e

. ° T T .
dny profession in the community -

9

¢ fogy zspent the

H <& '
highgst percentage of time .,
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d an aveypage of

P
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esgion in vork directed tovard the care ‘of ’the -
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aphic Data by Professional Group
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Nuféing Psychiatry Psychology Social Work
N Z N Y/ N7 0] %

[

S| 37 5]

42

L}
3

948
5.2

% 16.7 14
307 83.3 27

. :
LY
v
L4
v >t
' b3
14 g °
)
I “ *
i
b o Demogr
1 ' 4 ¢
‘l \f
v . . s L
i Category
] ) ) ~F
. . C
! ‘ Total N -
+ b}
j . . Female | 219
[ ' . , Male : 12
t ‘ R -
: w - = Nursing Dip. 184
N Bachelor Deg.
1 . ¢ !

: . . Master Deg.
" . Ph. D.

: Medical .,
" Other » 1

fo

10

3% 156 -, - 2

—_— -—

9.6 - < 1

4,3 - W 17 ©
- - 20

: 34- 94,4 ¢ 1 n

0.4 2 5.6 0 - i-., 1

v

74

‘ . o . Inphtiient

) 155 68.0 13 37.1 12
. .35 11.0 . 20 ‘57.1 25

21,1 2 5.7 b

© . . Community
L b * Rehab. , <. 48
, ) | . . Ap ’o’, N o . .
S, P . Years of Exp. -

, 15 T 89
;T 6-15 . . 98
o >16  + 4

£39,0 3 8.1 12
43,0 11 29,7 24
©18.0 "'237 62.2 4

P ., Mo A N :
A Full "Time 190 82.3 33 89,2 36 87.8 37 .90.2
B . N . \
; ~ 6 Part Time 41 17,7 4 10.8 5, 12.2 4 9.8
, ¢ oM -" N » ; PO
. . ‘
¢ o < L—'-. o
o et " <25% Time Wity 41 20.0 16 44.4. 24 63.2 17 “ 44,0
[ ; . Chronic ° : T,
14 . I3
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‘Psychiatt\‘ists. The data for psychiatrists are preseated in Table 2. The

majority of psychiatrists "vere male and vorked most often in the

1 > ~4

?*cbmmunity —and —inpatient- seiting.- Very fev worked primarily in the

° .

. rehabilitation setting. They vere the most experienced of all the
professions, having an average of 18.4 years’ of experience.

Approximately 40 percent of their time was directed toward care of the

chronically mentally i11. ]
. o -, T

-
°

*Psychologists. The démographic data for psychologists are presented
a ! 9

13

. \
in Table 2. Of the 41 psychologists in the sample, the male/female

+ 1 ¢

.

ratio vas 2:1. Overall they had higher educational qualifications than ’

« nurses and social vorkers wilth almost one half of the sampie educated

LY
)

at the Ph. D. level. They vorked mdstly in the cormunity with about

one third in°the inpatient setting as vell. They had an average of 9.8
Jyears experience and approximatély' one third of their time vas spent‘ in

3 >

vork directed- to the care of the chronically mentally ill.

- ~

¢ Social Workers. The den;pgrapﬁic data for social vorkers are presented

> ' ) N ‘Y, “'; =y °
in Table 2. There ugre approximately tvice as many female °social
. ‘o ; ' - N * © ' !

e L3 &
u LS ¢ .
vorkers as there vere male social uvorkers. WMos tir Master's

2

* .y
fow)

degree. “, The majority worked in the community Setting Tith the smallest

K]
‘<o 4 ’

percentage .in the rehabilitative setting. As

b °

vith the other

profedsions, the major,it;r vorked full time. Social’ vgrkers had ag

.
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Analysis of Deﬁogrqphic Data -VWork Setting Group

°

I
Inpatient Setting Group. The demographic data for the group working in

the inpatient setting are found;/in Table 3. The inpatient ,sample

consisted of 80.7 percent nurses and less than 7 percent in each of the
o

] -

othe{ three professional éroups° The sample wa% Predominately female,
The majority cited a nursing 4diploma as the level of educational
gualification. Onlw 1.0 percent reported having a Ph. D. Most vorked
full time vith an aj:;;g@ of approximately 10 years experience.® On the

average, inpatient: professionals' spent 50 percent of their time

providing care to this population.
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Table 3 ,
o, Démographic Patg’by Work Settang Group
Category Inpat. Commun. Rehab.
N % N % N A
y .
Total N 197 92 60
4 ’ £ )

* “Nurses ‘ 155 80.7 25 26.0 48 80.0
Psychiatrists 13 05.8 20 20.8 02 03.3
Psychologists 12 06.3 25 26.0 04 06.7

"  “Social Uorkers ) 11 05.7 24 25.0 04 056.7
Others 01 0.5 02 02.1 02 03.3
Female 161 83.9 52 54.2 50 B84.7
ygle 31 16.1 bty 45,8 09 15.0
A 9
N A=)

Nursing Dip. 128 66.7 11 11.5 45 75.0

Bachelor Deg. 27 14,1 11 11,5 08 13.3

Master Deg. 19 09.9 38 39.6 02 03.3

Ph.D. 02 01.0 15 15.6 03 05.0

Medical Deg. 14 07.3 200 20.8 01 01.7
L] ¢ (3

Years of Exper.

~ 15 ‘ 74 38,9 30 31.6 18 30.5
6-15 78 41.1 43" 45,2 39 54,2
>16 40 20.0 22 23.2 09 15.3
Full Time 167 87.0 88 91.7 39 65.0
Part Time ° 25 13.0 08 - 08.3 21 35.0

sy C 35 20.8 5% 59.3 06 11.0
Chronics . ) °
>25% Time With 35 20.8 06 06.6 26 £8:1

Chronies

s

Y
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Community Setting. The data for professionals working in the community

setting are found in Table .3. The communipy sample had a -more even
representation’ of each professioﬁ and of "each sex. . Educational

qualifications were higher than in ‘the other werk .settings, for

w

b

4 7 . . ’ - «
_example, 15.6 percent had a Ph.D. Most worked full time and {tad an

. S
average of 11 yearso of experience. Professionals in the é’eﬁwhmunity
spent appfoximately 32 percent of their time with this populatiom.

° [3

Rehabilitation Setting Group. The data for professionals vorking in,

>

the réhabil\itativé setting are found in Table' 3. The professional staff
in the rehahilitation centers also consisted primarily of nur-ses., Few
psyc‘hiatrists worked full time in this 'setting. “Because of the high
percentage of nurses, the majority‘of staff were female e}nd educated at

the diploma level. Many more staff wvorked part time in this setting.

B ¢ ’
Ly >

The professionals had an average of nine years experience and spent 69 )

s

percent of their time involved in care of this population.
- Results Relating to Questions on Priorities
- . - s ™ " J
Priorities ! !

s

Five questions vere asked relating to priority. These questions _
related’ to (1) changes in time spent with the chronically mentally ill,
(2) ovetall priority, (3) treatment ip/ the commudity, (4) .community

services and (5) institutional services. The means and standard
4

deviations of each professional .and work setting group are found in
v Al ‘y .
Eables 49' 5, 8, 9, 10 and 11. Based on results from other studies

T A ~

(Rubin, 1978; Toeuws end Barnes, 1982) and om the ‘frequengy data from

® the present sgudy, (1) sex, (2) qualificacions, (3) years gf

-
-
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experience, (4) type of employment and (5) time wvith, this population

'

vere ‘identified as covariaﬁes. An  ANCOVA at a .05 1level of

?
significance was completed (see Appendix D, Tables 19 to 23). The

r%éﬁits of each of the five questions on priority are described below.

The ANCOVA data has been summarized in Tables 6 and 7.

- -
.

' oA

Research Question One: Percéntage of Clinical Time
%

Presently Directed to the Care of pye Chronically Mentally I11 - ¢

Table 4 presents the means and standard .deviations relating to the

‘ {

amount of clinical time that was directed by each professional and work )

5 .

setting group to the care of the chronically mentally™ill. THe total
-

group spent 49.8 percent of their clinical time in care relaf{hg to

this population. Among the four professions, nurses spent the’ highest

Sercentage of time involved in this type of care, fq}iowed-by social

N

vorkers, psychiatrists and psychologists. Those vho workéd in the

rehabilitation setting spent the highest percentage of time with this

. . §o .
pizjiiflon. Community professionals spent the least amount of time,

‘ &
s
« o

5 -
]

Research Question Two: Prefibrence for Change in
A
@ N
Amount of Clinical Time v .
i b‘ﬁ/\/y}
p .

r I ) (= -
Professionals were asked their prefereigés for changes in the amoymt, of

5

clinical time they direct toward care of this population. The resulis
of this question are presemted in Table 5. Now group indicated a
preference to decrease the amount of time that was directed toward care

of the chronically mentally ill, On”the other hand, nol group 2§pressed‘

a prefervence for increasing the ;aount of time spent working with this.

L]

e
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. ‘ s .
population. The answvers to this question could rarge from 1 to 5 yet

the mean\ foréj@ach group ranged from 3. 005“ to 3,455, indicatiﬂg a

preferenceé for no change in the:amount of timeé spent vorking with the
. S
chron‘ically mentally ill {see Table 5). Professional affiliation’ did

4

“not influence'.the scores, hovever vork setting made & significant

v

difference (see 'I‘able/ 6). The professionals in the community and

4
v

rehabilitation work setting had a greater tendency to_increase the time
spent with this pogulation than did the professionals in the inpatient

)

work se'ttipé (see Table 117)" .

,
- ’

v ) TABLE 4 : ‘ ‘

- - b

Percentage, of Present Clinical Time Related to .
-, “the Care of the Chronically Mentally I1l
~ by Profession and Work Setting

3 . - ° 4

Group . ", ' Mean 8D ‘ N

Total Group L 49,79 o, 29.69 " 351
Nurses R 56.57 - 28.71 231
Psychiatrists 39.22 25.91 . 37
Psychologists 30.05 26,92 vo4l
Social Workers 43,76 31.00 A 42 .
Tnpatient Sett. 53.55 37.32 192 - -
‘Community Sett. 32.60 . 24.69 | %
Rehabilftat. Sett. 69.02 - 29.45 60

/
. & . .

-t
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. Table 5 -

. 1 N 4

Preferences for a Change In the Percestage of Clinical

! Time Spent Work:mg With This PopuLatlon by
Profession and I«JorkSe‘tthg .

! e N

- Group o , * Mean _ /  SD R
Total 5.5 1.0% ~ 351
Nurses ° . . 3.12 . 1.12 231
Psychiatrists 3.05 . . 0.82 .- 37
Psychologists , . 3.19 ° ' 0.75 41
Social Workers 3.32 0.97° V42
i & T <. :

. Inpatient Sett, 3.00 1.17 192
Commun, Sett. »oe 30260 e 0.83 96
Rehabil. Sett. 3.45 0.7 60

A

'
o v
\ B & 6]
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) . Table 6 L. 0
¢ . N a

F Ratio of Effects of “Priority Variable on Professional
Affiliation and Work Setting When Contxollefl for. Sex,
Qualifications, Years of Experience,-Jype of .~

o Employment and Time With This Popuiation
, 7 “ @ -
Priority * . Ind. Var. - _ F Value Sign. of F
Change time ~ =~ Prof.. " .340 ~796 s
With Pat. Setting 5.235 9 - .006 a s
Priority to Prof. . 1.064 ’ ,+365 N
This Pop. , Setting v L4727 ° -.010. 2
. _ ' ‘ . ¢ -
Treat in - . Prof. 0.821 i ' .483
Community Setting ) -11.031 e . .00%za .
; s e
Community sProf. = 0.605 > 612
Services . -Setting 14.021 €001 a
Institut. Prof. 4,871 & .003 a
Services Setting , 0,383 7 - e o 732
7 - oL C .

2

a = Significant beyond .05 level g
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o ’ . Table 7 .

b4

Groups Identified as Significantly Diffementmbn

t 5 Priorities, Hsing:Stué@nt Neuman Keul - | ,
s, < Procedure (2?5) g T . ° L
Priority - &VGroup .
\ . ) °
» Inpatient Community Rehabilitation'
Chafge Time 3.01 - 3.26 + 3.45, +
Overall Priority  4.52 +'° 4,31 - 4,08 -
Treat in Comimun. 4.59 + 4.43 + &£.02 -
Commun.Services  4.78 + £,81 + 4.28 -- |
. . i Nursing Psychiatry Psychology Socdial Work
Institut. Serv. . 3.29 + 3,68 + 3.10 2,73 -

e

a= +

=

significantly higher than other groups
significantly lover than other groups

a
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Researéh Question Thbrés: Chanpes in Oyerall .
N " S )
Priority For the Gﬁ’a‘ronically Mentally 111 ’ , o
: - o

- .
b . °
’
v

With;ﬂ ‘the resoaursesd preééntly available for all m%{xlt;l healtl';,

-

"tsubjects. were asked whether ‘' the priority given to the chronically
e i P . ~

mentally iI1° should. be changed. The results of this question ~ are
o - . ' !

‘presented inj Table 8% On a Scale of I to 3, the overall ?ean -vas 4.39,

i

v i r ¥ . s
indicating that the prgfessionals believed there should be ?ap increase

«

dirf’ the priority given to the /chronically* mentally ill from.- present

’ ) - ' :
resources. Individual group means ranged from a low of 4.08 to a high

o

of &,52 (see Table 8). aPr;)fessionEi affil?iatior; did not significa‘flt]'.y
A ’

influence the assessments of ority (see Table 6). w&r?c *setting,
4 2

however, was gignificant in that the pr{)fes:s'ibnals in the in(’;éatient
setting- indicated . that "higher = priofify should e givean to the

T 3 Q 3 o

,chronically mentally\ill than ,did the professionals in the community
AN & -7
and rehabilitation setting (see Table 7). ’ .. A

-

<
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° Table 8

’ Preferenvag fors/éhanges in' Overall P‘riority Given to the
Chronically Mentally Ill by‘Prdfession.and Werk Setting

/

Group - o Means < SD ., ‘ N. N
TRl - . . 4.9 0.78 351
Nurses 4.5~ 0.73 REGR
Psythiatrists - 4.29 .09, - 37
Prychologists ~ -4,15 7 0.8 4l
* Social Workers ar 4,39 . 0.80 42
Tnpatient Sett.+ 4.5, 0.73 192
Community Sett. . 4.31 .71 <96
Rehabiit. Sett. coc f 4,08 0.91 60
s <
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Research Question Four: Changes in Emphasis on © ,
) ) ’ q .- T
Treatment in the Community ° .

. e
® s

] -

The profession%ls vere asked vhether the emphasis on treating the

®

. . . °
patient in the community sghould be changed. The resﬁts ;of this

- ¢ ¢ o

que.stion) are \p(resented in Table, 9. .The ~total group mean of 4.45

indicated that the emphasis should be increased. Choosing from & scale
of 1, meailing decrease significantly to J, representing a significant

ifcrease, the professional and vork setting group means ranged from &
1Y

low of 4.00 to a high of 4.59 (see Table 9). Profedsional affiliation

did not significantly affect these ratings vhereas the scores for work
0 v . 4 .y 4
setting groups 'werg significantly. different (see .Table 6). Those

@ . )
. 7 . . . . . .
professionals’ working in ,inpatient or community settings had a
b v

[y

significantly higher rating on the need for greater priority for

treatment in the community than did those in the rehabilitation work

setting (see Table 7). s o |

a v
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Table 9 i -
, .

. 3

Preferences for Changes in the Emphasis on
Treating ,the Patient in-the Community
by Profession and Work Setting

o LS
Group R ¢ Means . 8D N
Total _ e 4,45 0.89 351

- N2y

Nurses LY 0.89 231
Psychiatrists_ 4.00 1.22 37
Psychologists 7 4,56 0,63 © 41
Sotial Workers. .Y 4,56 - 0.67 & 42
Inpatient Sett: " 4,59 0.82 . 192
Community Sett. 4,43 0.79 26
Rehabilit. Bett L 4,02 - 1.07 ~ 60 |

-
- - « \ by 1
N -
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*  Research Quiestion Five: Changés in Community - !
T v,
a . . v . ® ¢ o
Support, Services o . ., e T @ ;
) * LA 0. . " " . .

< . - B a

. R
The professionals uvere af'sked vhether there shoild be changedt in" the’ 4
v A h v v

-~priority for the deveiopment of comun:.ty support serv:.ces for ‘the

— 8

chronlcally mentally 111 ‘ Ther results' of this questlon ate presente.d b

ux [
N - o

in Table 10. Professionals indicated that prio‘ri‘ty for community -
o e N @ N P . e
- o ~
support servicés should “be- increased (overgll mean 4.069).
' Cj . H 4 © ’ A" Tt
professional groupé had means highér than .%4.59 and there was little

v

o

B
IS [y s S

, variation among\ or within the groups (see Table 1 ). While professional

affiliation *did not affect’ the ra’tirigs o this‘ question, t‘ﬁereo vere,

a
.

4 K « 2 .
significant differences among the’scores of those professiopals working
B A ' 7 . ) S
_in different-settings.- The scores for both the inpatient and community -
, world setting, wére ‘high (lz- 87 and 4.8l respectively) whereas the

v o

. rehabllltatlorl work settlng (4. 28) was significantly lower (see Table 6

° na .

LT v . K - ‘
and 7). Althohgh the rehabilitation. work setting scores kwe*a:e\ N

[ - -

v

v
L

1 sig nlflcantl lower, an i crease‘“in emphasis oxf communit su ort
: . n -

-, 1 +
E

_systems was still indica'te‘d byq thé profess‘ionals in the rehabllltatlon .
- I

zt“ IS ' .
. . e . e ] /. i N :U
4 ~ S *

o s work setting. L . Pe T N



éréferences for Changes in~the'?riority Given
to Community Support Seivices by .
. i Profession and Work Setting

o

o

Table 10

<

Group - ‘Mean SD N
Total . 5.6 0.62 351
orses 557 "0.05 731 N
Psychiatrists 4.59 0.806 37

« Psychologists 4.83 0.38 41
Social Workers 4.80 -0.40 42 .
Tapatient Sett.. - %.78 9.56 192-

* Community Sett. 4,81 0.39 9%

Rehabilit. Sett. 4,28 0.85 T




" Research Question Six: Chaenges in Institutional Support Services

AR - - ’
the lowest of any group (mean 2.72) (see Table 11). Values for ‘the work
r-l e . . ~

\ -
) d LI o

The professionals vere also asked whether there shoudd be changes-in .

% . N v ) 5
? - ° »

3

.y a

the develé)pmen’t of instit@tional support services. for the chronically ™
5 < * ’

- g -

.-

mentally ill. The regults of this 'queséioil a.l’ég _presented in Table 11.

‘Oversll, the ‘professional and vork setting groups indicated that the

a o ¢ P} e, 4 oS e ) N o
priority for institutional support services should remain the same ..~
. st N

. . . . \

»

(mean 3,25) although there vas more variation in this responsea than in
PR . [}
other questions ‘on priorities (S.D. 1.33), Professional affiliatian did
2 & < .\., ‘ -

. o
significantly aﬁfect the scores on this question, (see Table 6). Among

+

the professional ngoupé, nurses and psychiatrists expressed the’
- : ) !
greatest need for increase in priority for ‘institutional support ;

1

L] Ly

67) and social workers ratefl that guestion

-

services (mean °3.29 and 3.

¢

% . . ‘
setting group ranged from 3.01 to 3.33 (see Table 11), reflectin;! no

o 3

' . s

significant difference amdng the work setting groups (see Table 6).

- - ~ -
v
- t

1 - - -
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: oo 0 fable 11 S
¢ "\ Preferences for Changes Im the Priority Given
° To Institutional Support Services -by ’
] Profession and Work Setting
. : ‘ S P
Group . + Means: * SD , N
. ‘ . i\ .
Total : e, 3,25 1.33 351
; NS N
Nurses c ST 3.29 1.33 231 .
~ Psychiatrists 3.68 1,23 37
Psychblogists’ 3,19 ° 1.28 o4l
Y Social Workers 2.7 1.34 42
Inpatient “Sett. . 3.31 1.43 192
Cemmunity -Sett. 3.01 . 1.19 96
Rehability Sett. - 3.33 ’ 1:12 60 ..

P4
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Overali therek vas; agreement that greater priority should be given té
. 2 o N Qu

the ‘treatment{ of :the* 'chror%cally mentally .ill. There ves also

[ £ ° . .
oV

. “agreement that there should’ be increaged e:ﬁbhasﬁ:‘é on treatment in the -

°
- ’ ~ - @ . - -~

' community. - Respondents felt there should be greater priority given to
} - o ° q " ¢ . .
Y
community services bpt priority.given to institutional services should
: @ ° [ * & [ Y
- o
. . . v e ‘ @ 4
‘remain the .same. 6 In spite of the expressed .need for greater pr'lorlty
S -, ,(1;,(5}"‘5 o :
of ser‘v_u:esq the 'group as a whole did not want'?to 1n<;rease. the time

> © .
H
. -~

spent vorking with this populsatio%n, Professiouals’k'm the-inpatien’q.
> R Foiadee oo > -G
> % 19 4 v @ o
work setting expressed less preference for an inc_geas‘e «in the time.uith
© . ° ~ ‘ . By
the chronic group than did those in other work settings. .
r >

U . P - 5 a
" 4 2 I Jh

$ ® . - » -
* ¥ Ly . 3 .. . -
The professipnals in the_ inpatient and community wmork setiing most
. \ . A . . l o < . g ’ .&a
often expressed a greater.need for increased -priority for services;than -

- v
» . ]

Cj i - .
did those in the rehabilitation setting. In only one uinstance did" the

o = - he ® )
Ral

s s 3 {
.professional affiliation affect the rating on prlorltlesu Nuznses (and

»
~

psychiatrists %had more .of a dendency to ‘increa/sé prierity . for *
x ity o

%@velopment of institutional services whereas soc1a1 vorkers "indicatell .

~
N v

»

¢ 7 e
©

the least desire to increase.priority for- 1nst1tut10nal serv1ces.

@ k]
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Research Question Seven: Importance’of Services .

,

The importance of services was determined by rating each service:-orr a

a

five point scale with one indicating a servige that was definitely not
) ! = '

. # e
important and five reflecting a service that 'was definitély important.

2 Y
-

Covariates used included (1) sex, %(2) qualifications, {(3) years of

, experience, (4) type“of employment and (5) time with thiss populatiqn,"}

Differences among the professional and work setting groups were

determined by ACNOVA and the Student Newman Keul Procedure at the .05 o

- w
-

[ v .
level of significance. Details relating to the F ratiq of. the, main
,x. .
® 4 N . . B ° !
effects, interaction, and coVariates are ravailable in Appendix E,
0, . g <
T g 0

Tahles 24 to 35, The services are listed by rank order in the summary

L2 0

of the results found in Tables 12 to 14. The percentage of respondents

_— . .,
tha% chose each option as well. as the, percentage that identified the
~ - R ~ ‘
+ 9 o, N . . N
item as not important (values %—1 amd 2) ‘and important (values 4 and 5)

. bare~ recorded in _Appéndiva_; Tables 36 to“47. Each of the twelve

>

- . h o
services \is described below. N .
. P = . .- .
. . . |

Importance Of Psychosocial Rehabilitation Services

- v
©
a

Psychosocial rehabilitation was considered the most important service
Al

,

.9
by the total -sample from mental health. facilities in Nova Scotia (ége

" Table 12). Ninety percent of the professionals rated it as impoftant

¢ N N

théreas only 0.8 percent considered it unimportant (see Table 12). The
&

»

percentage of the sample in each' professional and worksetting group
3

ES

o

that rated the service as important ranged from 78.4 percent to 93.3

.

percent (see Appendix F, Table 36) but the variation in the group

.

scores wag not significant at the .05 level-{see Table 1393).

-

<
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- ,;" Table 12 .
_ < ¥ Importance of Services by Rank and Percentage of
. Total Group_ to Choose Imp. (Option 445) or
- - ' Not Imp. (Option 1+2)
Rank " Service = % Not Imp % Imp. Mean "S.D.
v v f " . R
3 %'
* " 1 Psychosocial Rehab., 0.8 90.1 4,49 693
\ . ' '
2  Health Care ' 248 88.1 bbb . 785
3  Support to Others 1.1  88.1 ~ 4.4l ,725
'
) 4\ Residential Serv. 1.4 86.8 4,40 . 761
> 'S Reaching Out 3.9 8.0 4,35  .838
0, ¢
6  Assist With Benefits 2.8 86,0 4,27 7L
7  Protect Rights 3.9 78.0 4,23 2911 '
8 . Vocational Services 3.7 81.7 4,19 .818
9  Case, Management 2.8 — 76,4 4,16 849
1 L4 N\
‘ 10 Crisis Services 5.6 75.8 4.14 .931
' 11 Involve Community . 3.4 76,1 4,05 .838
12 Tdentify Pat. 7.4 74,7 3,99 .941

bo

=



F ratio of Main Effect of Importance Variable on Professional

<

+TABLE 13

.
e

Affiliation and Work Setting when Controlled for Sex, .

Qualifications, Years of Experience, Type of s .
Employment, and Time With This Population N o ¥
Sergien Tnd .. Var . T Value - STen. of ¥ .
\ ' o * . 1o
P:}%ho“ Rehab. ' Prof. 0.971 - ) .4o7
\ Setting ' 1.666. e .191
- o 5 '
Health Care Prof. 1.104 348
“Setting 1.380 2253
& o “ » y
Support Others Prof,” ° 1,126 339 « .
‘ Setting 0.197 .821 v
Resident. Serv. , Prof. 0.245 . .865 :;
Setting 2.807 .062
s+ Reaching Out Prof’. 5.166 t .002a
L. Setting 2.189 . W114
"Assist Benefits Prof * 0,207 .891
: . Setting 0.345 .708"
Protect Rights Prof. - 2.016 112
! . Setting ¢.115 .871 ’ 2
Vocational .Serv. "Prof. 0.215 .886 o
Setting , 2.444 e, 2089
. [\ W
) o B A M [P
Case Management Prof. . 1,440 ** ;.23
. Setting 1,484 . +228 -
& - » .
Crisis Services Prof . 0.263 .852
Setting 3.236 ; .Q4la
Involve Commun, Prof. 1.843 ©.189 ¢
' ¢ Settiqg , 1.554 , o .213
Ident, Pat. Prof ., 2.903 .033a
Setting 2,297

L4

.102

a= significant beyond .05 level

[

b

b
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— Table 14

° =

Groups Ide%tified—as.Sfénifi&antly Different on .

Importance pf Services, Using the Student

1

Nursing Psychiatry_ Psychology Sogial Work

Newman Keul Procedure(.05)a . .

Service
Ident. Pts. 4,00 4,30 + 3.68 - 4,05
> Reach Out & , 4.48 + ° 4.38 + 3.48 = 4,26 +
Inpatient Community °  Rehabilitation
Crisis.Serv, ’ 4,27 % 3.85 - 4,22 4+
a + = Significantly Higher than other Groups

Significantly Lover than other Groups

4

Importance of Medical and Mental Health Care Serviﬁgg

3

N [

g6

Medical and Mental Health services. were ranked second in importance

(sée Table 12). It vas rated important by 88.1 percent of thef‘sampled
[ 8 M

and viewed as unimportant by 2.8 percent of the sample (see Table 12).

From 81.0 to 91.7 percent of the individuals in each professional and

L}

work setting group rated this services as important (see Appendix F,

e

[}

Table 37). No group was significantly different from the other (see

Table 13).

~

w "

V


file:///ioxk

¥

Importance of Services to Support Family and Community
L S 7

o

* This service was ranked third from among the twelve services (8ee Table

12). It was rated as imbortant by 88.1 percent of the professionals and

&
Yoo

u@important by 1.1 'perEent (see Table 12). The percentage in each

piofessional and wdrk setting grogﬂ that rated it as important ranged

from 81,1 percént to 92.9 percent (see Appendix F, Tab%? 38) 'with! no
)

significant differences among the profession?l or work setting groups

(see Table 13). . ST e— -

v s .
Importance Of Supportive Residential Services
y

b

¢ »

Residential services vere also considered Yuite important, having the
fourth place rank (see Tableb12)° It was conS}dered important! by 86.8

perce;Z= of the sample whereas 1.4 percent considered it unimportant

(see Table 12). ?he‘perzentage of individuals in each group that ranked

1t as important ranged from 82.9 percent to 90.1 percent (see Appendix
F, Table 39) but there were no significant differences among the scores

of the professional and vork setting groups (see Table 13). '

Importance of Reaching Out Services
[4

) i

b

* This service was ranked fifth in importance (see Table 12). It was
considered important b§ 86 percent of the total sample whereas only 3.9

percent did ndt consider it important (see Table 12)..From 68.3 to 89.6
v [+ ‘
percent of the vespondents in each profess;Pnal and vork setting group

es,

\

psychiatrists and social workers rated this servige &ignificantly .
>

.

rated this sService as impogtant (see Appendix F, Table 40).. Nurs

’

.9
higher than did psychologists (see Tahle 14).The variatifn among the



N
A o

o >
work setting group was not ‘significant (see Table 13).
) . . - ¢

8 4
N H
K

Importance of Services to Assist Patients Obtain . \\

Benefits | T

°

. 28
Assisting patients to obtain benefits was cons:l.dered the sixth most

Lh
important service (see Table 12). Eighty-six percent of  the sample

rated it °as important. It wa§ consuiered unlmportant by only 2.8

percent df all professmnals (see Table 123 The. percentage of the’

°

sample in each professional and t«}ork setting group that ratéd the
service as importaht ranged from 68.3 percent to 91.7 percent (see
Appendlx- ¥, Table 41) Th,ere was no significant variationﬂamong the

professmnal or work setting’ groups (see Table 13). .

~ ! ’ q ‘ , v v . ' ‘
Importance of Services to Protect, Clients Rights ' .

K3

Protection of rights was rankfed 1n tlle seventh position (see Tablc; 12).
It was considered, importantqby:78,0 percent of the sample, and 3.9
pegcent of the 4sample \considerec'i it unimportant (see Table 12). The
percentage of individuals in each professional' and work setting group
that rated it as important ranged from 64.9 percent to 95.2 percent
(see Appendix F, Table 42). The differences.,‘ bet;fléen the prbfessiortal
anq' work setting group scores did not differ significantly (see Table
13). 3

~
"

Importance of Vocational Services

Voeational  Services were ranked im, the eighth position., (see Table 12),

It was rated as important by 81.7 percent of the sample whereas 3.7 .

o

", percent consided it un:"tn?})};g;)nt_ (Qseue Table 12). From 79.2 percent to

<
o

4

NG
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9

91.7 percent »f the findinviduals"'in each, group rated it as important

: v #
(see Appendix F,ﬂTable 43) but the differences among the scores of the
y .

v -
professional and work® setting groups were not statistically significant

s 3 Vd
(see Table 13). }

- "
e
..

- 4 : r o ,,f
. Importance of Case Management Services

. x . s . N
Case' Management was considered the ninth most important service by all

¢ ¥

of -the sample (see ’I‘ablé 12). It .was .congidered important by 76.4

" ¢

3 - A o .
“percent of the sample with ';’)erci:t@ges: among the profesional and work
4 v

setting groups rsanging/from 70.0 to 85.7 percent (see Appendix F, Table
4 T ’ .
44). It was considered unimportant by 2.8 percent of the sample (see
13 ' . =0
Table 12). These differences, among the' scores of the professional, and

-

work setting grotp did’not achieve a’.05 level® of sigdificance (see
ot . R <

S0

Table 13). ) a

N

N o

Importance of Twenty-four Hour Crisis Services® - .
- 7 c °

" k

Crisis services :ranked.tenth in the overall list (see Table 12). It was
, considered important by 75.8 percent of the éample and unimportant by

5.6" percent (see Table 12). The percen%:gg of the sample in %ach‘

professional 4nd work setting group that rated the service as important

[y

rgnged from 63.5 'percent to 80.8 percent (see Appendix Fi Table 45).

B 2 N
Professional affiliation did not dinfluence the ratings. on the

importance of, this service but the scores of the pork setting groups
differed significantly from each other (see Table - 13). Professionals

vorking in the community rated crisis services significantly lower thamn

.did the professionals working in inpatient or rehabilitation settings

-

(see Table 14),

N
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Importance of Services to Involve tthe Community } ‘ v

3 'Qﬂ »

» e . ° -
0 . D‘Q N . \\m o2 s y . .
This service was considered one least important, i.e., it was -~

~r;nked number 11 {see ‘Table 12).- Yet 76.1 percéht of of the tota
& . ® . poe

- sample rated it as important and only 3.4 percent rated it as

-

»

unimportar;t (see Table 12). The percentage of individuals within the

groups that rated cémmun:;Lty involvement as important ranged from 64.9

v <

peréent to 85.7 percent (see Appendix‘ F, Table !:6). The scores for each

° ~

professional and work settf.ng group did not differ significantly (gee

Table 13).

2 A}
. b

“'-Iinpartance of Services to Idemtify Clients . ) .

4 E)
s

This service was ranked the least importanf of all services (see Table .

-

12). In spite of this, 74.7 percent of  the “total. 'sample rated it as

important _(see Table 12). The percent of the sample in each

)

+ professional and work setting-group that rated ‘the service as important
ranged from 61 percent to 83.3 percent “(see Appendix F, Tables 47). .,
There was significant variation among thelprofessions in their views on ]

. I . : =

importance (see Table 13)., Psychiatrists "rated this service

° ~“

gignificantly higher than the other three professions (see Tdble 14),

Psychologists ,ratednthg service siéni}icgntly lover £han t}}e' other
professions, i.e., 61’ percent .considered it important comipéred with °
53,3 percent of the psychiatrists. ‘(see Table 25, Appqeildix E). Work N
setting did not significantly influence the ratin‘g on the importance of

’ \ B

this' service (see Tab?%l‘é)c ' . .
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_The three most important services were (1} psychosocial rehabilitation,

= &
# -

(2) médical and- mental health care, ;gﬁdé (3) support to -family and
‘ &

~gogmunity, Té:g;ﬁ Yices thakwere }ankeduieast important included (1)

4 24= hour crisji { se icds, (2) gémmun%%y invoiveﬁént, and , lastly (3) ,

b

> identification of patients. It should be_noted, however, that all

0
S

4 N ®
rated the services as important ranged from a low of 74.7 percent to.a
. i “ v P ’. .
high of 90.1 percent. -No service was considered unimportant: by .iore

a o Ve oy
° ¢
than 7.4 percent of the sample: &
® . 9 \ - 4 ‘ 3 .
A\ L »
r o <

For. the mdjority of services, professional affiliatiofi or work

’

setting did not significantly affect the ratings on, importance. There
M 4 . » . a

1 i

» &

. # . '
were exceptions, psychologists considered it less important to identify

s

patients than did the, - other ‘p?pfessions, On the other hand,

o 3 s Y

psychiatrists rated this service as more important than all the rest.

« -

P ° .
Psychologists also rated reaching out services as lpgss important than

o

~ " 4 1]
did the other three professions. Work setting influenced the rating on

- °

cribis services with the professionals in. the community setting rating
LI

o [}
o

v this sérvice as less importaht than did, those “in’ the inpatient or

!
L)

rehabilitation setting.

a2 s

(v‘ ] o

serVices were considered important. ‘The percentage of individuals that,

o

)
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" . ..., Research Question Eight: Feasibility of Services
. . ¢ ~ . N w N
' 7 q o 5, N "mar"

-~ ° - 4
The feasibility of services;was. de€ermined by ratipg each service on a
- . s oy .
5 point, scale with indicating a service that was definitely not

9 <« - °

7
. feasible @and-5 reflecting a service 'that was definitely feasible.

»

© -

Basegl on results from other studiés (Rubin:1978; Toews ahd Barnes,

1 » ©

1982) “and the frequeney data from the present -study (1) se:‘, (2)
Al 0« -
qaahflgatlons, (3) year§ of experlence (4) tgzype of employment and (5)

N

time with this populatiop were_ used as covariates. Differences among

2 A
<

the professional and work setting groups were determined by ANCOVA and

’

the StudentNewman Keul- Proceduré at the .05 level. of sig’n’ifi‘cance.

&
Details relating to the F ratio of the main effects, interaction, and
N N A

covariates are availal')le' ii} Appendix G, Tables 48 to 59. The percentage

of respondents that chose each option as well as the percentage that
I I

identified the item as not fea31ble (values 1 ‘and 2) and feasible

e . N

(values "4 and 5) are recorded in Appehdix H, Tables 60 to 71. The

servites are listed by rank order in the summary of the \results found
) 1o
’ \d -
in Tables 15 to 17. Each of the twelve serwices is described below.

N 3
o

Feasibility of services to Assist Patients Obtain Benefits - . N

°
[}

i : y I T .
Assisting patients with benefits was considered the most feasible of

all er\;ices (see Table 15).,‘On1y S?a.l percept of the population‘rated.

’

“ : A 162,

¢
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Table 15

Feasibility of Services by R@Bk and Percéntage of

.
+

“

Total Group to Choose Feas. (Option 4+5) or
, Not, Feas. (Option 142)

o

163

““*\X

Rank _ Services % Not Feas. 2 Feas. Mean SfD.
1 Assist With Benefits 5.1 86.8 4,22 1
2 ° Health Care 7.3 82.0 4,17 .93
3 Psychosociél Rehab. 6.5 79.5 4,05 .88
4 Protect Rigﬁts ‘ 9.8 68.8 3.90 1.01
5 Suppoft to Others - 10.7 68.9  3.81 .93
6  TInvolve Community 9.6 58:9 3.70 .91
7  TIdentify Pat, . 20.8 ,66.7 3.64 1,12
8  Chse Management 16.6 60.5 3.63  1.02
9 Reaghing Out '\ . 27.5 58.4 3.46 1,12
10 * Residential Serv. 22.9 52,8 3,41 1.06
11 Vocatiohal Services 2.1 NECB! 3.3% 1,06
12 Crisis Services 32,0 ° 48.0 3,31 1.17
lL
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TABLE 16

»
°

,F ratio of Main Effect of Feasibility Variables on Professional
Affiliation and Work Placement When Controlled for Sex,

Qualifications, Years of Experience, Type of

Employment, and Time With This Population 7
. Service Ind. Var. F Value Sign.of F
* Assist Benefits Prof © .568 .637
Setting . 767 465
Health Care Prof!. .096 .962
) Setting 5.971 .003a
Psycho. Rehab. Prof. o 20525 . 058
Setting, - 4,149 .017a
X 4
Protect Rights Prof. . 966 409
Setting 369 692
Support Others Prof, 1.402 0242 "
Setting .581 . 560
Involve Commun. Prof. l 4,218 .006a
s Setting 2325 ° 592
Ident.- Pat. Prof . _.169 %017
: Setting -887 «479
Case Management Prof. 1.226 » 300
’ Setting . 143, ~&°867
Reaching Qut Prof. . 776 508,
Setting ' 2151 .860
Resident, Serv, Prof. - 719 . 542
- ) Setting «337 714
Vocational Serv. Prof. . 1.060 366
Setting 3.646 .027a
Crisis Services Prof »353 . 187
- Setting 416 °  ,660-

104

a = significant beyond .05 level

“

"

.0

i
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o , ’ . Tablel? ’ e L F
Groups Iden\;lfled as Significantly leferent grg ? -
i Feasibility of Services, Using Student ° Y -
u Newman Keul Procedure (.05)a- 3
s 4 v ’ 3 -
Service Inpatient”  Comiunity Rehabilitation 0
Psych Rehab 3.96 - v 4,10 . oL k32+ Lo
Health Care  4.03 - 4,47 + 4.2 o
Vocat; Serv. %27 - 3.35 3.65 +

Nursing Psychiatry Psychology Social Work o

Involve Com. 3.69 3,38 - 4.02 + 3.78

'8 4 =Significantly\Higher tHRan Other Groups
— = Significantly Lower than Other ,Groups
- - . I}

3
1

o 3

it as not feasible and by far the majority (86.8 percent) rated it :as

W

feasible (see rIsable 15). From,81.1 to 91.7 percent of véspondents

within the groups indicated .that' assisting clients with benefits uas

t 1

feasible (see Appendix H, Table 60). No significant difiéeren\ces among

the If—ofessional or work-setting groups vere found (see Table 16).
' ’ - S
Feasibility of Services to Provide Medical and &

Q

on

Mental Health Care 2 '

L4 ¥

-

Medical and Mental health care was considered the second most feasible

service (see Tablé 15). It was considered s£easible by 82.0 percent and
<

not feasible by 7.3 percemt of the sample (see Table 15). From 77.1 to

)
90.6 percent of the individuals within the professional and vork

setting groups rated this service as feasible (see Appenfiix H, Table

°

6l). Significant differences wéfe not found ax@%’hg professional groups

-

but wvere found among the work setting groups (see Table 16). The

Y .

community professionals rated it more feasible than those in the other
e 4 '

two settings. Those in the inpatient setting rat&d this service as
l ¥ o

u. 3 - ~ < i N
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less feasible than "did those in the community and rehabilitation

' . . . o
setting (see Table'17). N R

o - . - . . “ -
- » . Q2

Feasibility Of Psychosocial Rehabilitation. - ’ . ) .
.« A "
Services. s ! ) -

-
‘ ae s -

& hd v

This' was considered the third most feasible service (se\Table 15).. It

o .

was -rated as feasible by 79°51p;rcent»and’noi f8asible by¥6.5 percent

LY

)
of the samplet(see Table 15). From 62.2 tof 88.3 ﬁérceyt of respondents

) . » e S Aoi}
wit@%n the professional anq?workpsetting groups rated this service as

¢
I3

feasible (see 'Appendix H, Table 62). No signiﬁicanttdiffer?nces vere

. found among® the professional gToups’ (see Table 16). Significant

differences were found however, among “the vork setting groups (see

B

4

Téble‘l6), Those in the dinpatient setting iated this service as less ,

fa e,

feasible than did those in.the community ox/ rehabilitation setziﬁé°. On

»

the other hand, thosg, in the rehabilitation éetting rated this segyicé

,as more feasible than did those in other @ettings'(éee Table .17). .

J - . [

Feasitility of Services to Protect Patients Riphts

L '

3

This'was ranked as the fourt@ most feasible se{yiée (see Table 15). It
was considered féasibfe by 6805 ;éfcent and not*feasible by 9.8 percent
»of-the sample (seg Table 15). The: number of individuals within the
‘ professional and work ‘setting’ groups vho raté& this service as feasible

o

ranged 'from 63.3 to 73.8 percent - (see " Appendix H, Table 63).°

o

] L4 ' 2 v
Significant differences were not found among the professional or work

. o
setting groups (see Table™16). : . .
. o . m €

3
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| ° Feasibility of Services to Family and "Community "

. o

="~ . 3

This service was ranked fifth (see Table 15). It was considered
. feasible by, 68.9 percent of the samﬁl(%. Another 10:7 percent rated it

" v . as not feasible (see Table 15). From S54.1 to '71.9 percent of the
- . * , g - -
g respondents within professional and work. setting groups rated this_

° o

Service as feasible (see Appendix H; 'fable 64). Significant differences

.among the professional and-work setting groups were not found (see

* g -

@ -

- . Table 16). . - : ~ . . "

o i \
’ - o »

S ° Feasibility of Services to Involve Community Members °

& = - -
R .

3 4 ~

! : :
» . . R
(J

involving community members rﬁ} ranked sixth -(see Table 15), It was

seen as feasible by°58.9 percent ,of the sample. Only 9.6 perceat of

1 =N ¢ o
ce 20 ’ ‘ the sample rated it as not feasible (see Table 15). The percentage of
) . T ’ .
- . réspondents rating the service as feasible within. professional and work
\ . . ) ¢ =
5 . - setting groups ranged from 40.5 to 78.0 (see Appendix H, Table'65).,

. g -
" Professiopal affiliation influenced the feasibility rates (see Table .~

»

- . 16). In other words, i)sychologists saw \it\as more feasible to involve

P

bt T e
the community than other professional groups. Psychchiatrists rated

[N

. . ¢ . .
; /,/ this service as less feasible than the professionals in other:/groups
- o

(see Table 17). No significant differences were found amdpg work

. setting groups,(see Table 16).

4

. Teasibility of Services to Identify Patients

14 ¢

Identificatiop of patients wa% ranked sevefth (see Table 15). It was
considered’ feasifile by 66.7 percent of the sample. Another 20.8

percent rvated ~this service as not feasible (see Table 15). The
~ e

% " - N . & 4:‘[
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i

%
percentage of respondents in each professional or work setting group

that considered this service to be feasible ranged from 61.0 percent to
81.0 percent (see Table 61, Appendix H). This variation was not great
enough to indicate significant differences among the professional,, or
work setting q:}@ups (see Table 16). Thev ‘intgréction of pr;fessmn by

setting “was significant (see Appendix H, Table 66)’ ‘sugge:stlng that

social workers and psychiatrists in the rehabilitation setting view

- identification of services as less importaht than did o%her

~ {

professionals. ° cooa
‘3}3&0 N * -
Q «
Feasibility of Case Management Services

» - +

~
b .

Case management was ranked eighth Esee Table mlS)a It was -considered
* 2

>  feasible by .60.5 perceﬁt of the sample. Another 16.6 percevnt

considered it \Smfeamble“(see Table 15). From 53.3 to 73.8 percent of
the respondent? within professional ar.1d work setting groups.rated case

management as feasible (see Appendix H, Table 67). The variation among
the scores of those i1n the professional and work setting groups was not

.

significant (see Tabl&@ .

'Feasibility of Reaching Out Services

Reaching out with services was ranked ninth (see Table 15). It was
&4 :a,‘l -

_rated as feasible by 58.4 percent of “the sample and considered not

feasible by 27.5 percent of the professiona?s' (s;e Table 15).
Percentages within the _professional and work setting groups that
c;onsidered this servfymant ranged from 43.9 percemt to 61.9
percent (see Appe(ni%c H, Table 68). No significant differences vere

found. among the scores of. those in the professional and work setting
7

)

Q
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groups (see Table 17). . ) Q ’

}b < /

2 o +

Feagibility Of Supportive Residential services
Q‘l " .,.‘ v 2 a‘
? . -
Residentilal service was one of the least feasible services. It waszp

~

ranked in the tenth position (see -Table 15).” It was considered not

-

feasible by 22.9 percent of the sample whereas 52.8 percent rated it as

1 t o ¢

feasible (see Table 15). The percentages -within the professional and
. ‘ {

work setting groups that rated the service as feasible ranged from 35.1

to 58,5 (see Appendix H,.Table 69). Significant differences were not

3

found among profesélonal or work settlng groups (see Table 16).
- n {) N

. ] 4

Feasibility of Vocational Services ' -

3

Th%g’service was ranked eleventh (see Table 15). More (than a quarter)of

P

the sample considered it not feasible” (26.1 percent) and only 49,1

percent rated it as feasible (see Table 15), The number of 1nd1v1duaLr\\

’

within Eheeprofe531onah:and work settlng grpups who rated thlS service ~ -

as feasible ranged from 32.4 to 65.0 percent (see Appendix H, “Table

71). Professional affiliation did not dinfluence the rating for '

Eedéibilify but significant differences were fo;nd among work ;etting
groups. (see Table 16). The proféssionals in the rehabilitation setting
rated vocational services a; more feasib}e than did the professionals
in, other settings. The professionals in the inpatient éetting rated
these services as less feasible than did those in other settings (see

v
& “

Table 17).
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+ Feasibility of Twenty-four Hour.Crisis Services

-

0
.

Crisis service was ranked tpe least feasible (see Table 15). Less than
nt
one half of the ‘professionals (48.0 percent) considered ecrisis services

2

to be feasible. A considerable ‘number (32.0 percent) rated it as not

feasible (see’ Table 15)., The percentage of individuals in each

[y

professional‘jand work setting group who rated crisis services as

4

feasible ranged from 37.8 to 53.3 pércent (see Appendix H, Table 71).
No significant differences’ among the professional and work §étting
' groups were found (see Table 16).

« l
Summary, - RS 5 \

1 . N . [
’

. . . . Y U
The services that were ranked as most feasible included (1) assistance,

M B

with benefits, (2) medical and mental health care, and (3) psychosociai

-\

rehabilitation. %;%? serv1ces cons1dere¢ "least feas1b1e were (1)

o

residential services, (2) vocational serv1ces,;’and last (3) crisis
/ 3

services. Overall scores on the feasibility scale were lover than the
N ”

.

scores ofi the importance seale. The percentages of respondents that

N . -

rated the\ services as feasible ranged from 48 to 86.8 percent. ‘The ..
percentage of respondents that rated the same services as not feasible
3 . . \ 9

" ranged from 5.1 ‘to 32.0'percent. . \

t
The professional and work°setting groups responded,t@ the-feasibility

/v;«

*  .question with more varlatlon ithan they did ‘€0 the 1mportance question

-~
-

butwstill the feasibility rating for the majority of services did not

change significantly vith changes in professional affiliation or work

f »

setting. The interaction of profession. wi%h work setting was'

o .

significant for services to didentify patients. "TQe prqofessional
\ hod *

N . . N
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- %

N * . N Vo . B
.affiliation was a (guactor with services to involve the conmunity.
i L A

Psychiatrists rated this service cas more feasible than’* did other

| . N
professions. This same service vas rated less -feasible by t(he
. . . ~ .
psychologists than by the other professional groips. oL .
L} ¢ Y \. . - ® N
e . C o
. Professionﬁls in the inpatient setting considered (1) psychosocial
\ rehabilitation, (2) health care, “and (3) vdcatiqnaf .services as less
k) bl ’ ’ 4

. feasible tk;an thg professionals in other settings. ‘The professionals

P
o

in the rehabilitation setting rated (1)psychosocial rehabilitation and

‘e
.

(2) vocational services ag' more feasible than professionals in other .

o

-

»

.t . o > o
' séttings. The community professionals viewed medical and mental health .
9 3 o

care as more feasible than did those professionals in other settingfs'. 0

.
’
- °
o “ ‘ ©
. ,

Research Question Nine: Relationship Between Importance and Feasibility

.
v
4 v -

. .
The relationship between the overall ranks for importance and

o v

s feasibility was determined by use of the Spearman Ramk Correlation
Coefficient. The Spearman Rank Coefficiento of .3917 on the -overall
- *ranks for - importance and feasibility was not statistically

significant. Although the rank order of the importance and feasibility

°

of service was not significantly correlated, it is noteworthy that

there aré similarities among the highest and lowest ranka:i:n’gso in both
1 .
%  importance and feasibility (see Table 18). Services for health care and

psychosocial rehabilitation were vranked in the top three in both

importance and feasibility. ‘In addition, crisis assistance was also

v

. N\ N
ranked among the lowest three in importance and feasibility.

°

O

i
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Table 18
Rank of Feasibility and Importance of Servigés
: (1=Most Imp. ®%r Feas.) ?
Feasibility Seryice Importance
a 1 Assi;t With Benefits T 6
2 Medical and Mental Health Care 2
3 . Psychosocial Rehabilitation ° !
4 Protection of Rights ~ 7 &
5 “Support to Family and Friends 5
6 Involve Commuhity . 11
7 identify'Clients 12 o
8 Case Management . ¢ Q 9
9 Reéch out With Services 5 .
10 Residential Services ) 4
11 ) . Vocational rehabilitation ' 8
&

12 Crisis Assistance . 10

) -

» °
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There was a’' 65 percent return rate in the stddy with all groups

representing at least 50 percent of the poﬁilatiqn..o The answers to»*

. ® W -
questions on pyiorities, importance" Add - feasibility are summarjzed
} »
below. - .
N L] @

v
*

With the priority questions, the sample as a whole indicated that the
&
priority for the chronically mentally, ill should be increased,

especially the: emphasis on treatment in the community and ”E:onuminity

support services. - In spite of this fact, the total group did mnot
indicate & preference for. increasing their work ‘time with * the

a v
. )

chronically mentally ill. " The results also indicated that the sample
. . C , :

believed priority given, to institutional support services should remain

B - .

&
s

< %
the same.

-~

-
«

5
.
a
v

There were some, differences among the groups in' the ratings on
, priorities. " Work setting significantly affcg'cted the results -on the

first four of the five Jprioritiy questions. The professionals in the

5

inpatient and community work setting most often expressed a_ greater

3 - 1
need for increased priority for servigés than did those in thg

3 v

rehabilitative setting. The results of the last priority question _on

N . . ‘. P
institutional support services were influenced by, professional
’ EINNS

3

. affiliation. Nurses and psychiatrists had a greater tendency to

i
increase priority for develdpment of institutional support services: -

a

vhereas social workers indicated the least desire to increase priority
/ ° <

to these seryices. . . .

[

LS
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The results on the importance *question ‘showed that all twelve

°

services vere considered important by at least 75 percent of -the total

sample. The three most important services were (1) -psychosocial

'rehabilitation, (2) medical and mental health care, and (3) support to

e
-

family and community. The services that were ranked least important

included (1) crisis services, (2) community involvement and (3)

* 2 N

identification of patiénts.
¢ o - «

)

In only three services did professional affiliation or work settiné/

influence the ratings on importance. Professional affiliation_ affected

the rating%/,on services to identify and reach out to patients.
= <

)

Psychologists rated the importance of these two services lower than did

]

those in‘other professions. Work setting influenced the ratings on the
“importance ‘of crisis services with community professionals rating this

services significantly lower than did ‘those in other work settings.

J .
. -

£

.

The results on the feasibility question showed that all servicés were
considered jeasibie by at least 48 percent of the total sample. On the

other hand, gome of the twelve services were seen as not feasible by up

-
‘

to 32 percent of the sample. The services that were ranked the most
feasible included (1) assistance with benefits, (2) medical and mental

health care and (3) psychosocial rehabilitation. The services

0
¢
A} . ¢

considered least feasible were (1) residential services, (2) vocational

services and (3) crisis services.
A o]

o
3

In only four services did professional affiliation and work setting

affect the Qitings on feasibility. Professionals in the’inpatient work
=

. &f . ! . e . .
setting rated three services significantly lower than dld‘}rofess1onals

-

in other settings. Professional affiliation significantly affected the
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i »
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rating on one,‘service where psychologists ‘rated services to involvé the

community as more feagible than did the other professional groups. The

social workers in the inpatient and rehabilitative settings rated the

//

o

'identification of patientd as more feasible than other groups.

v

i

Whet the ratings on importance were compared to the ‘ratings on

feasibility, it was unclear whether the services seen as most important .

v

were also the ones considered the most feasible. However, two of the
o B - . ®

1

" three services that, were identified as most important were also two of

the three services identified tas most femsible. In addition, crisis

' ¢ !

services were ranked low in both\importance and feasibility.
- 5
° ‘\‘
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° * Chapter 5¢

Discussion

.
v ‘ o*

2

The discussion of vesults ,will be divided into, four sections, 1) -

0 . 7

importance, (2) feasibility, (3) relationship between importance and

. .

feasibility and' (4)«priorities. Fach section will list the relevant

research question. This will be followed by a discussion of the
implications of the resulés. The chapter will ggd trith a section on

o

the imﬁac]: of the study (design on results, followed by a summayry and .

‘

recommendations.

o AN
The study was a descriptive sfirvey, the main purpose of which was to
+ v ”

facilithte program planning by obtainiﬁg data on the importance,

feasibility and priorities relating to services ‘for  the treatment of*
> :

D'the chronically mentally ill., A questionnaire was develgped for th:'%s

purpose and was given to all nurses,-‘ psychiatrisgts, psychologists and

social vorkers who worked in inmpatient, c%‘ﬁfmunitg and rehabilitative
settings in the province of Nova Scotia. Participadts rated the
importanée and fe'asibility of services for the chronically mentall;z ill
and tt‘le neéd‘ for changes in priorities. The study also determined
whéther there were .significant differénces among the pr&fessional )
groups énd among the professionals who worked in inpatient, -

rehabilitative and community settings in the way in vhich they rated

services and priorities.
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Importance of Services

Research Question Seven »

- ‘
M @

» .
How do professional caregivers "rate the importance ,of =services
+

associated with a comprehensive treatment program for.the chronically

‘mentally ill? ’ . .

Discussion - P

’
¢

The: twelve services for the chronically mentally 4ill wwe're all

’ ‘ ,b .
considered, important. Such services have been rated as important in
el -

&,

two previdus studies (Rubin, 1978; Rubin and Johnson, 1982). The

L]

he]

n

symposia that were part a Canadian study also conveyed the impression

that services were considered important by key informants in Canada

i \

(Toews and Barnes, 1982). Since the n;ajority of professio‘nals in the °’

f E 2

present study rated, all services as important, there seems to be clear

. 1

empirical evidence that nurses, 'psychiatfists9 psychplogists and social
. .

vorkers in a variety of worksettings and having varying amounts of

. At 3

) reéponsibiiiﬁy for. the chronically mentally ill consistently rate
. v
comprehensive services for this population as important.

~
+

It could be a;’gued that the positiv:a response to the questions on

importance occured because of the nature of the question asked. The
a . . X 3 E Y ) i
possibility of respondents replying to questions in a set way, almost

. regardless of the confent of the question is common in self-report

3

questionnaires (Tuckman,.1972; Warwick and Lininger, 1975). Respon&ents

may have rated the importance questions high because to do otherwise -

«

would be perceived as professionally unacceptable.
° &



. h i18
s . - . ’
The® high ratings on importance could also be attributed to position
&‘l\ -
bias. In fthis study there may have been a bias toward the right hand

»
“ 4

side ofc the scale. This altérnative appears less plausible as an
. { *

explanation of high rates pn importance as the response ratings on the
e g ! '
feasibility question were lower and more varied even though the %

questions were similar in content and design.

4
' .

Whether the services are rated very high because of the response set
or because of strong beliefs of the respondents may be impossible to

determine. It may be more ‘important to recognize that even if

professionals say that--a service _is important, they will not

necessarily act as if it is important (Wicker, 1969). Many other
ke A - ~ >
factors may .hamper the implementation of program changes such gg

conflicting interests, conflicting  goals, inadequate  rewards,

inadequate resources and a host of- other. reasons external to the

~

practitioner (Stern and Minkoff, 1979; Leithwood, 1982): If a mental

health agency, has Qeen directing most of its resources toward the

~
’

unhappy but heaithy population and is asked to act on their expressed
“ belief in the importance of services to-thé“chronically mentally ill,

goal conflict will 1likely vresult. In a similar fashion, if a
professional who is interested primarily in individual psychotherapy is

asked to act on the same beliefs, the conflict of interest will likely

s

influence how the requé%t is implemented. ' . o

) ’

)

Even though knowledge of the exact level of importance can mnot be
) .

4
determined- and belief in importance may not be the only determinant of

behavipr it is still important to know that the proféssional perceives

these services to be dimportant when planning programs for the
y e &
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chronically mentally ill. If program changes are planned and they are

.

considered important by the fleople who actua'lly implement the progfa;ns

A}
then there is a greater:chance that the changes will be implemented as,

e

planned. Believing in the importance of the services provides a
4 o
foundation for removing other barriers to ‘implementation such as

“‘conflict of interest and, goals, It is not likely that practitioners

will be commited to a program they do not believe is important (Rubin

‘and Johnson, 1§82)° e )
s

The results of the study not only reflect the services that are

B

considered important but also which services are considered more
. e

important than others. In this time of fiscal restraint, priorities do

have to be set and awareness of the relmtive importance of each service

.

as viewed by the professionals may help in the difficult task of

esﬁablishfng priorities {(McCormick, 1983; Leighton, 1982). Therefore,
9 =

(1)péychosocia1 rehé\"ﬁilitation, (7 medical and mental health care and

(3) support for families and con;;]unities, the three services that are

" considered most important by the professionals in Nova Scotia will be
discussed in relation to the rﬁlative importance placed .on that service

N4 «
in the literature., In a similar manner, (1) crisis services, (2)

0y

=)
involvement of commumity and (3) identification of clients, the three

services that are considered least important by the professionals in
, C e s
Nova Scotia will be discussed.

Mbst Important Services

9 9

Psychosocial Rehgbilitation. This was considered the most important

service by the profeéssionals in Nova Scotia. These services incorporate

i

a variety of pr_bgrams involving activities of daily living, social

' I -
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skills, vocational skills and leisure time activities.. Becazusz this

service is so broad it is difficult to make specific intﬁggretations

about it from the response in the study except to note that the high

w

level of importance attributed by the professionals in Nova Scotia was
*“ also refl.ecftec_l in the 1literature (Turner "and Shifremn, 1979). More

adequate provision .of these services especially- in “the community would

™ »

gree}tiy improve the variety. of options available to treat specific-

b 2

problem areas with’ pétients and could influence the amount of time

necessary for hospitialized treatment (Bachrach,1982;-Test and Stein,

-

‘1978‘“5 Braun and others, 1981). Provision of these services may not onf[y

affect treatment optionép but “also the qualityh of dife since many.:

chronic patiént's are unemployed and have few social supports (Spivack

©

¢
and others, 1982). . toe . .

b A . , \, L -4

N 4 L] £
There would be advantages to the program planner if this service was 4

[
.

considered a starting point in implemqﬁ';iné,@ change. Promoting new
. A ;

. . ) 7 . ’
programs that involve the least amount of change for the participant is
. - \

£y

one way to reduce the resistance to change (Leithwood, *198?)., The

¥

variety of alternatives that are possible under this broad, category may

Wi
v

mean; that the slciils needed to 'start a program could already be

: .

available within present resources and ‘therefore may present less
. Y *

hurdles to initial implementation.

4

Implementing change in this area would not be without difficulty. It

has been noted that social and recreational outlets, vere judged to be

one of the least readily available Rervices in Canada (Toews cand

. n‘l’ 1

Barnes, 1982). In Nova Scotia in particular, a high priority 'pl_a?::gd on

» these services

uld present many“d hurdles’ to the program planner

. v M 3
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because it would have to be decided whether these services were to be ;.
s . ’ .9 .
developed by the Department of Health or of Social services or &

. combined effort on the part; of both. LA

LY
R . - . )

.

’ . Medical and Mental Health Care. The provision of’ medical”ahd mental

I

- health care was rated second in importance by tHe professionals in Nova
‘Scotia. Various forms of psychotropic, individwal, family and group
' o ‘therapy were .also the subject ‘of considerable discussion and empirical -

. study in the literature, giving the impression that they  vwere
N \ - «

« -

° - considered very important, especially treatment “with . bsychotropic
: A .

5oL, . medications ‘(Turkat, 1981). It is not certain whether the high: rating -

o

s given this service by the professionals in Novd scotia is based on

7 Y v ta i > 3
. T theoretical and empirical knoWledge about its importance or because it

’

N . is the 'service that is provided almost universallp- throughout the
r & ﬁ - . 0.0‘

. . province. Placing a‘ high priority. on this services dcfes’.imply the'

necessity of a variety of psychotropic, individual, family and group
’ .
o ° treatment options available for the chronically mentally ill. -It also
[ * .’ - .
T _ implies the necessjty of a Close link between the general practitioner,

Iy Y

r ' dentist and mental health services. Placing priority.on these services

improve the quality of care to the patient and would- also provide

Y
g

he opportunity to teach patients ‘about‘ the interrelatedness of

h}fSi\(\:’a} and mental .heal’t-t;. ' | o

a
a

~ o/If dincreased pri-orittii' wére placed. on health care it would mean

‘considerable changes from present practice for acco;&ing to the

. L R
: literature the usual mode of treatment for the’chronically mentally ill
e 7 in the community has "been . brief psychiatric assessiment followed by

'

¢ o - , medication. (Bayer, 1982: Enzinas, 1982;' TurKkat, 1981). The

’

o
v
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implefientation of these changes however, would likely be more readily

accepted because of thwrofessionals" perception of the importance of
u , »
this service. If ‘the priority were lowered, professionls might have

5

difficulty giving less priority to a service they rate so important and

LY

which now occupies a considerable proportion of their time. * -

Y

¢

Support for Others. The profession‘als in Nova Scotia considered

Ly

support for family and community members to be the third most importa;'lt

service. Services in this area include education, support (either for

/ each family or in groups) and/ or respite qaré., This high rating on

. support to families may be an indication of an increase in focus by the
% . ~ . .

professionals in Nova Scotia that was also noticed in the literature

(_Boy('i and others, 1981; McGill and others, 1983). Programs that provide

education and-support ,for families was one of the, areas that was  being

w

actively researched. ,

M

" There appears to be an inconsistency however, as the impress:,ion was
conveyed in the literature, mostly by family xpembe%)s, that
prgfe;qiSnals have not been very effective in this area and “the fogus
has been on treating the patient ;{ndependently of the fafnily-, or on
seeing the family as vpathological rather than normal and needing
support with a difficult situation (Platman, 1983:; Willis, 1982). There
[may be periodic contact with the ;Eamily or friends of the chronically
méntally ill but very 1:itt1e is available on,a program level, \In other
words, support to family and friends still comprises a small pa;:t of
present treatment efforts (Enzinas, 1982). This discrepencgr could ‘also

reflect the educational ideals about families that are part of most

professional's preparation, ideals that are not necessarily translated
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;. into action. v N

v
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\ N *

1 1

a\%ﬁ—high priority is placed on this service, the definition of support

. v

¢ would nkted to be clarified by both

- 3

the profgssional groyps and the

-

. families, If one defines suﬁport as a 10 minute econference at the end

* 0

.

dissatisfaction is bound to arise.
k=]

of an appointment and the other sees it as frequent respite care, then
. .

¢

A high priority given to the

- L o

development of these services would likely require development’ of new

programs for
. ) . b t )
programs for respite

. - o % v
would likely be needed as well as colordination between’ health 'and

!
v

social services.
A

e

families which ™ will ~invglve prof'éssi'ohe}I time. If

w o

care were also developed more fiscal resources,

>

® 0

,Development“ of these ‘éervice\s Qggoul&’i*’ likely result in

less: stress on families, more appropriate non-professional support for

~ the patients, earlier recognition *of

.

-intervention. ' .

.
o B

~ ‘ -

Least Important Services

A
)

Crisis® Services. The availability of

basis was rated tenth 6ut of the twelve services.

o

* > < !
(t}’c@lqping crisis and earlier
/4 N °

\professional hélp on & 24-hour
!

This 8ervice was.

.

also infrequently discussed in the literature, perhaps implying that it

was not considered high in

importance by

current writers.

Professionals may have rated this area as less important bécause "there

is not a clear conceptual framepork for crisis intervention with the

:

v

means that professmn];s do not have theory or experience to guide them

°
LY

y e . . . .
in the assessment of crisis services.

© LA
be more readily associated with? dcute
st

) - ~

chronically mentally ill in the literature and most mental  health

2

¥ «
serv:;~ es, in Nova Scotia do not have special crisis services. This

»

S

In addition the word crisis may

ildnesses rather than chronic or

Q
0

1

q?‘
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long , term illness, possibly influencing the perception of importance

with this population.

LY

)
If greatér priority is placed on <this service by decision makers;
' 4

professi&nals may have difficulty implementing changes because it is

&
3

considered less impértant. On’ the other hand, if the priority for

"

crisis services is’ lowered, professionalstbre not likely to advocate

changes in the priority given this service. Based on the few writers
Y

who discuss crisis services for this population, there are, howvever,

-

ramifications if low priority is placed on this service. The chronic

mentally ill are more vilnerable to stress and normal developmental
- L4

. ‘ \
milestones can become major® crises (Krauss and Slavinsky, 19825 Turner

and Shifren, 1979) If a full range-of crisis services are not available

.

= with mental health input, families and emergency services in general

o

RN > .
hosprtals are 1left to deal with the crisis, often resulting in

premature hospitalization and negative attitudes toward the chronically

mentaly ill and the mental health agéhcies (Cesnik and Stevenson, 1979)

B

Involvement of the Community. This service was ranked elevgnth by the

professionals in Nova Scotia. The literature as well.did not convey a
clear picture of the-importance of close involvement between mental

health services and members of the community:w The lower rank.may imply
1] % - -
a lack of certainty about ‘the significance of this service- rather than

a clear judgement about its importance.

LS
-

If this. lower rating on-importance is-translated into lower priority

’ 3

being given to improving the links between the mental health system and

]

the informal community support. system there may be more long-range

[} e
inplications than just the loss of the® support services and manpower

4

o

.
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that are provided by volunteers. Personal contact with mental health-

v

services does affect attitudes toward the provision of these services

4
~

(faylor and Dear, 1981). If there is not an ¢ fort to increase the °

=
»

links petween mental health and the community, the support may not be

a 9 -
there when requests are made for fiscal resources or closer contact

¢
“w

with the community. Negative public attitudes toward people with a.

=

chronic mental illnegss was one of the major barriers to the development

. .
Nova Scotia underestimate this stigma (Barkow, 1983). This condition

=%
may remain unchanged if the plgiority given to this service remains

R

low. o o
hY

If the decision makers place a high priority on this service, when

the professionals rate it lower in importance, program planners will
N 4 ®
need to attend to this discrepency, possibly by discussion and

education, before seeking a commitment to program change.

+

-

Tdentification of Clients. Tdentifying those with a chronic mental

n

illness was ranked the least important of the twelve services rated by

o

s
the' professionals in Nova Scotia. A¢ in the pattern with the two.

? 4

s * =

previous lower ranking services, the importance of identification of
patients was not clearly identified and less frequently discussed in
the literature thavn were other services, If the  Dbeliefs of
profession'als influence their behavior and this service 1s given low
priority by them as well as the decision makers, it has implications
for the resources required to treat the chronically mentallyﬂ i11. It
has been identified that the characteristics of chronic mental illness
make it difficult for pat;ients to seek the services .that can be most

-~

7

o

Ta
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helpful to them (Turnér and Shefren, 1979), If only the paﬁﬁents who

'actigely request help are given it, many patients will remain untreated

4 4

in the community, possibly at a lower rate ¢f functioning .or will

s
B

require hospitalization because they do not receive the necessary
. - ;

treatment (Leighton 'and others, 1984). ihis vould reduce the number of

4 -

patients requiring services andy of course, reduce the cost of
. &
providing these services., ~
Vo - Lot I3
R

If professionals’ are told to give this high 'priority when. they
believe it is lowest in importance, follow through may be popr, without
‘ S

¢ additional planning given to this ' service by the programmer.

1 .
[}

Unfortunately, there is little empirical data to assist the program

planner in determining the most appropriate methods of identifyi%g

~

patients. ’ . : X

Significant Differences

N :

Are there significant differences 'among the?four professionalcgroups
. v

and among those who work in the inpatient, rehabilitative and community?

. . LB Do L . . .
settings in their, ratings on thé importance of services associated with

°

a comprghensive treatment program for the chronically meﬁtally il1?

2
N

<

o .
Discussion
r

f
2 * ’ . . <

R ' , 2
Differgnces among professional groups occurred in two of the twelve

services: (1) identification of’ patients, (2) réaching out ta offer

services. Differences amorg the work setting gioups occurged with

crisis services. There were no differences among the professional or

work setting groups in the remaining nine services, -

)
Q . -
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In the ratings on 1mportance for both (1) identification of patients

X 3
i

"and (2) reathing out to offer services, ((see Table 14), psychologists

< { .
- . .rated these services as less.importgnt than did the other prqf%ssiongls
) q, ! s <
although® it must be remembered that these services were still rated as

‘ e ©
< N v

important by pSYChOlOngtS. A factor which may have influenced .the

@ . 0 NI

ratlngs in these two areas is that community psycholowlstsxspend less

4 b
.

time with the chronically mentally illoﬁhan do other professiopals an&'
they méy be less dinvolved in providing this service” Fﬁan other
- ] . \ A

professionals. - .

- +

' [
4 . @

.

If these services are given high priority and psychologists consider{
it less important than othgr ﬁbofyssions, goal, conflitt may occur.

. - .

This may be of "even more. 1mportance if the psychologist is in ha

L3 N 0

position of leadership or decision mafclng~ within the mental health

-

. service. It should alert the progrgm planner to a need for discussion

of this service among the professional groups before. decisions on

o . " R . .
priorities are made so thdt consenSus on goals can be developed.

~ . LY
°

Péychiaérists also differed din this area. They rated the
.iden%ification\of patients’ and reaching out\toboffer‘services as more
important than  other professions. This may Dpossibly reflect the
pronounced‘roié they play in the assessment of the more severe types of

mental illness. ., It may also result in psychihtrists_advocag;ng that

more emphasis be placed on these services even though identification of

N a 1

patients was rated lowest in importance by the total sample. e

The differences between "psychiatrists and psychologists 'in the
£ - .
assessment of identification of patients and reaching out to offer

services may be an exagpfélzf‘fhe tendency of these two professions to

-
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differ generally. Psychologists)and psychiatrists have been described

R

as having serious rivalry problems in Nova Scotia that includes'vying

»

for power and ideological diff@%ences.(Barkow, 1983), .

N

Work setting -accounted for differences in the third area, crisis
® services. Tye community professionals rated® 24-hour crisis services
. . e - .
L] L3

lower than did those in other work settings. Si#nce most crises occur

in the community and it is often a crisis that precipitates a return to-
‘ ?
hospital, it appéars contradictory that community professionals would

rate this service lower. Perhaps it is the familiarity with returns to

Ya 10

hospital that makes the inpatient and rehabilitation professionals rate
this service higher. Since very-few community mental health agencies

in the, province presently have organized crisis services for chronic

patients, the lack of familiarity with such a service and a vision of
o a

evening and weekend-* work may have influenced the community
. s .
professionals' ratings. It does peint to a need for clarification of

v
the role of crisis'services by the community professionals.

o £ °
4 . '

The fact that’ there were no differences among nurses, psychiatrists,
psychologists and social workers in ten of twelve services would
3 b -
indicate that these’are areas of consensus. This,result supports the

findings in other studies,where there were no significant @ifferences

°

s among the ratings of the ‘four profe§§§onal groups (Rubin,1978; Toews

¢

-~ professionals ip different work settings in eleven® of -twelve
- N

supports the results in the Toews and Barnes study (1982) ° but
& .

contradicts the findings in the Rubin study (1982) in which community

.o or
o

{ and Barnes, 1982)., The fact that there are no differencégxzzjng the

ervices

mental health‘workers rated the importan¢é of tasks in the treatment of

z ,0- 4

e .
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* chronically mentallxy ill as less important than ‘inpatient workers in a
unit for chronic pat'ients. The contradiction (‘:ould possibly be
explained by the d"ifference§ in the design of the two studies. In the
Rubin study (1982) the services -Were grouped together in one large
category called aftercare. Cell sizes were smaller as :well. The
relatively sma}l size "of Nova Scotia perhaps\ results in more interface
between the professionals in various set;:ings thus facilitating
consensus. There could be a positive interpretation of the differences ’
in the findings as well. The fitst stidy was conducted ‘in 1979 and the
present study in 1983. Perhaps the differences in findings-: represent
progress that has been made in the intervening years .in the belief in

the importafxce" of services for the chronically mentally ill by the

professionals in the community. .

t

\

The facf that the four professional gr;ups in Nova Scotia share
similar perceptions of the importance of services for the chronically
mentally ill in Nova Scotia and the fact that the type of work setting
in which these professionals work dogs not alter their perceptions on
most se%'vices is very important to those planning programs for the
chronically mentally ill. It is encouraging to think that there can be
consensus among four professional groups that have been known to’
disagree about major issues (Barkow, 1983; Langsley and Ba?r?:ér, 1983).
It means that there is one less barrier to the implementation of
programé,

o\ »
In sﬁife of apparent consensus among these groups in many areas, it

must be remembered, however, that professional and/or™ work setting

differences do exist, The questions answered in this study were
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LY ‘v

general and may tend to minimize differences that could exist regarding
specific objectives and/or methods of implementation of programs. In

other words, the closer the change gets to affecting the function of a

-~
PN

professian or worlk setting, the more likely it dis that professional

i

and/or work setting differences will appear.

1 )%) v
Feasibility of Services .

4
-

Research Question Eighp° ) : .

-«

How 'do professional caregivers rate the feasibility of services
associated with a .comprehensive treatment program for the chronically

N ®
mentally i1l ? ’

v

Discussion ¥

It was concluded that the twelve services were considered feasible by

h°d
at least 48 percent of the population but there was greater variation

o

in the level of feasibility of each service than was apparent in the

[/

&t

>

ratings on the importance of services. The variation in responses to

feasibility may have occurred'because there is less of a response set

- .

to the feasibility question then was the case with the dimportance
question, It may also reflect less knowledge by the respondents about
feasibility on which to base their perception. If lack of information

<
is partially responsible for the responses, it m%y indicate a need to

e

include open discussion with the professional caregivers on the

& a a

feasibility of services vwhen.an. agency or institution is setting
. . . ,
N 4 ¥

priorities. - .

< $ . ,

v

The fact®that services for the chronically mentglly ill have peen

\

@ ’

s

"o
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rated as feasible by mani of the professionals will gnh@nce the
implementation of program changes if they ‘occur in those areas that are
seen as feasible. There are, however, many professionaléiwho consider
many services”low in feasibility and if program changes are planned in
these areas, +the perception of 1low ’feasibility -will have to be

addressed as part of steps taken to implement new programs. Since

there is wider variation on the feasibility question, the program

planner should reassess the?feasibility question with the professionals

in any setting where Ehanges are to take place.

y -

Other areas of discussion centered on the feasibility question may be

v

needed. If professionals, for instance, perceive that a service is

a ° .

feasible when in fact it is not feasible, dis;ussioni/will be necessary
between program planners and program implemento¥s to achieve 6bnsensus

on goals, If a program is rated as very important but also as low in

B
»

feasibility, e.g., residential - services, then steps will need to be

taken to c¢learly identify how the service can become fedsible. It is

¥ a

also important for the program planner to determine how an increase in

. N

feasibility of a service will affect other goals the professionals may

have as this will likely affecg the degree " of commitment the

b [y .

professional is willing to make to the new service, e. g.,» if greater
resourses are made available for residential services, resulting in
less resourses available for services im an area to which the

professional is already commited, the resulting goal conflict may

B
affect implementation.

It is ‘importent for the program planner to recognize that

professionals are not likely to risk themselves -anq fight . for the

B .
s 0

>

3
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2

acquisition of a service that is seen as unfeasible even though it is

considered important. If the provision of these services is "to have
(]

greater priority, the perception of the feasibility of the services by
the professionals in Nova scotia will need to be addressed before‘the

°

professionals will 1likely lend their weight to advocating for these

+

services. . .

o

The results of this study not only reflect the feasibility of the
services but also which services are perceived.as more feasible than
others. The three services that were seen as most feasible were (1)
assisting with benefits, (2) provision of medical and mental health
care and (3) psychosocial rehabilitation. Seventy- nine percent or

more of the professionals saw these services as feasigle,f One

-

explanation of %hy these services were seen as feasible could relate to
the fact that they are services in which professionals are frequently
involvgg at presént, The services that are seen as least feasible yeré
(1) residential services, (2)’ vocatiopal services and (3) 24—hpur
crisis assista;ce., Only 48 to 52 percent of the professionals saw
these services as feasible. The frequent unavailability of £hese
services in the community may havé contributed to the low rating on

feasibility.

Most *Feasible Services

Assisting with Benefits. Helping clients get access to programs that
can meet their nutritional, housing, health and employment needs was
rated as the most feasible service. One reason for this rating may bg

q

due to the relatively simple, practical nature of these services. In

"

addition, the client in an institutional setting frequently has many of
° %
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these needs met by that environment. IR

.

If priority was increased to this service, an, important benefit to

the chronically mentally ill could be provided without a major drain on .

~ -
B

¥

" the available resources for other mental health services because it is

primarily a.co-ordination service based on an accurate awareness of the
) . KRN

needs of the chronical%ylmentally ill,’ Even if some professionals did

not think they had the skills necessary to implement this type of
, .
service, supply%;g then with knowledge of the necessary’resources would

be relatively easy for the prégram planner. If priority to this

service was decreased, the fact that it was perceived as feasible by

the professionals may make it more resistent: to change.
. N

_Médical and Mental ’Healiix Care. These services were rated as the
second most feasible service. The aSsessment of feasibility in this
case may relate to the present availability of a variety of medical,
dental, individual, family and gfoup therapieguwithinAthe health and
rehabilit;tion system.' If higher prisrity'is given to this service,
what may be required is the co-ordination of these ‘services so that the
variety of services are available to fit the needs of. the chronically
meqtally i1l rather than all patients having to adapt to a sinéie form:\
of, éervice, If priority for medical and mental health care was

loypered, there may be strong opposition by professionals as this

service-is viewed as both feasible and important.

-

e

Psychosocial Rehabilitation.  The provision of the wmany social,
B 4

vocational and réecreational services that can be included under this
broad category was rated as the third most feasible service. These™

services are often an integral part of the inpatient and rehabilitative
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setting which may' have , influenced the rating., They are ayailablé
hovever, only in a limited manner in thepcommunity,setfing viere often -

~ - o

[ -
the physical structures to provide the programs are not available

a

@

s o8 .
(Bayer,- 1982). Possibly the feasibility oF these services withifi‘the .
kY - 0 -

™S

institutional versus the community setting need$ to be determiped-gpart

)
2

from this study's overall feasibity rating. o M
' O

. [0}

If a higher priority was givén/to this service, the high feasibility

-~

> "
rating would help the program planner aincrease the professionals’
Pl (’) ¥
commitment to changes.in this program area as most professionals are
&

’

somevhat familiar vith tliése services and may be mort open o plarned
- 2
changes in this area. Lowering the priority would be difficult because
3

’
.

~8

the services are seen as both important and feasible. < .
“ L4

Least Feasible Service , .

'

>

Residential Services. The provision of a variety of living arrangements

~—
.

. o
vas rated as the tenthi most feasible service. In addition, it vas one

3t . o .
o

of -the three services in the |né%ioua} study that vas identified as

needing thé most improvement (Toews apnd Barnes,'198§9=*0ne reason why

)

it vas seen as less feasible could be the capital expenditure as well
as expenditure for program and human:resources that i1s usually required

for residential services such’ "as half-vay houses ,and€§2par¢ment

bui]r:diangs° Ot?er programs such as the provisionuof foster homes would

require human res;urces.only. éqéther reason for/the low }easibility

may be Ehe difficulty inherent in c;mbining the efforts of ‘those @n
o

government departments, professionals in the field aqd Gitizens }n the

community. b | - o

- & .

Y
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B If lower priority is placed.on this service, the chronically mentally
; . te s "ill, especially in” the community will continue to be without resources

LA N o

- v

.that are considered important. If higher priority were placed on this

. LR . .
service it would most likely change the amount of fiscal, resources™

e . o

. : available in other areas. Perhaps the program planner has to place an

. emphaéqis on helping -groups improve their advocacy ffunction as a first
a

' 0 step in changing the feasibility of residential sefvics and become more

. & i . .
creative in the development of .new ways to provide these services,

¢ ' .
. - a '
. o .~
A 5 . -
. .

Vocational Services. Provision of a variety of vocational options was

A

. Ea . L] e
¢ R y . ARES - 2
. s > ° . . & .
PR . -rated as sthe eleventh most feasible service out of twelve. There is a
[ - v )
- i, v
.7 A o difference in the provision of vocational options in the comménity and

" %nstitutional settings. The institutions have built'in.opportunities
- o . ‘:‘n
! for vocational development and- what is often vequired is the

» . = «

co-ordination and. supervision .of these services. In the community,

e however such opportunities within normal work environments are,
@

S

’ Te o diffiedTt o develop. ) Many chronically mentally ill ' require

- &

specializéd work environments and sheltered work placements. As with

residential services, an increase in priority in “this area may affect ‘
5 “

, >

N the availability of resqurces for other area; and would require
AN . co—ordination among several éroups. The chronically mentally ill will i
“. ) . ‘continufa to be underwservi'cgd in this ‘area if the priovity is lowered. “
° . . Prc:fessionals will advocate less for a‘service that they perceive as @
. ~ low in feasil;i..lity‘. As with the provision of resid@ntialtservices, the )

.

program planner may need to help groups become more creative in the

. provision of these services and to act as advocates if they are also

« . - o . R .
- - ~ -

. cohsiﬁred important. .
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Crisis services. The availablity of professional help on a 24-hour
K

o

basis was seen as the least feasible service. One explanation for the
3

1

low rating on- feasibilily may be an image of endless manpover needs
A} & ! .~ »

.

possibly in a way that would affect the' preseﬁt functioning of  the

.
. > =

professionals because of more night and weekend work. To dimplement
C ° .-
this service niay decrease the present availability of resourses for

’

o

other plmgrams. Since professionals perceive this service to be low in.
feasibility and importance they are not likely to advocate for changes

\
in this- service. » .

~

Zignificant Differences

Are there significant differences among the four professional groups

and among those who work in the inpatient, rehabilitative and community

settings in their ratings on the feasibility of services associated

with a comprehensive treatment program for the chronically mentally
. .

-

i11?

o

Discussion

It was concluded that only one difference was-~ accounted for by

professional groups, that is in the ratings on services to involve the

-

community. Work setting accounted for differences in feasibility
. s
ratings for three services: (1) psychosocial rehabilitation, (2) health

care, and (3) vocational services. There was .an interaction effect
. e

® I3

N ¥
with ratings on feasibility of services to identify patients. There

were no differences among professional or work setting groups in eight
. ar’
of the twelve services.

¢
>

With serwices to invol¥e the community, psychiatrists rated it as
a ) | N

»

o
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less feasible than other \ professionals. One explanation of " these
results may be that psﬁ(chiatrists have traditionally been the

professionals .giving primarily direct services and often have relied on’

other professionals to provide indirect services. Psychologists rated \

.,
\

the same service as more feasible than other -professionals perllaps
because thé¢ psychologists had the highest percentage of their
17 . . .

professior’ working in the community, resulting in a higher level, of
=y
community involvement. If psychologists perceive the involvement of'

community as more feasible, they may be more -apt to initiate community

based programs and to advocate for these services. If ‘there :is a

question of whether there should be priority given to this' service,

psychiatrists and psychologists are more apt to .disagree with eqach
other because of their diffev_;ing views o’nv the _feasibility\ of this
question and their tendency to disapgree with each other on issues
(Barkow, 1983). ) )

4

-«

Professionals in different work settings had differing views o,n the
feasibility of (1) psychosocial rehabilitation, (2) health care afd (
vocational  setvices. One explanation for the differences in
feaysibility may be that services performed most frequertly in a

particular work setting are seen as more feasible by those in that
By Y
setting e.g., psychosocial services in the rehabilitation work

setting, Professionals in work settings where services are seen as

~

more feasible may be able to help professionals in other areas

getermine ways to make these services more feasible. I .

»

The provision of medical and mental health care was seen as more /

N

feasible by the professionals, in the community than those in other/

{

»
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settings. The same service was seen as less feasible by the
professionals in the inpatient setting. Since this service is also

identified as high in importance by all professionals, differegges in

>

perception of feasibility may result in differences in expectations of

9
this services, Community professionals may expect more to be

accomplished with available resources than inpatient professionélsn If

expectations are mnot met, it may lead to dissatisfactions with

professionals in 'the other work setting.

¢

"

Psychosocial rehabilitation and vocational services were identified .

A ¢ " .
as more feasible by the professionals in the: rehabilitation setting.

than by professionals in “other work séttings° Professionals in the

- [

@ w o T - e 1
inpatient setting perceived these services to.be less feasible than did
2 9 N “

professionals: in  other _ settinggy. If p%ofessionéls " in  the

rehabilitation setting perceive these services as feasible, and

- - a2

important, they are more likely toradvocate'fof these services within
their system and there would be a greater willingness to put a higher

priority on these services in the rehabilitation setting than in “the

)
“

inpatient or community setting. »
@ .
Social workers and psychiatrists in the rehabilitation setting, rated

.

services to identify patients as less feasibile than did ‘other

professionals. It dis likely dinappropriate to speculate on this

interaction effect as the results were based on the ratings of only two

psychiatrists and four social workers., :

[

\

e
B

I
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Importance and Feasibility

Research Question Nine

Are the services of a comprehensive treatment program that are

identified as most dimportant also the ones where the greatest

.
¢ 3

feasibility hag been ihdicated? »

Discussion

) \ .
The services that were identified as most important were not

necegsarily the ones that were” adentified as most feasible. One
explanation for tHeo}ack of sigﬂificant correlation may be"the“close

a S
)

scores that were obtained on the.importance and feasibility questions.,
1 ) ’ ' %“ . ©
< - Z} . 5 ¢ .
In *spite of the lack 3? correlation, some observations are worthy of

o
.

mention. Two of the three services that’ were considered’most ‘feasible

wvere 'also two of the three services that were con idered most

0 ' - Pt M \
5 ) M

important, i.e. the provision of (1) -medical and meptal ‘health eare

and , (2) psychosocial rghabilitatiop, T¢ should also be nyted

- ot
> LN Ly

outpatient services were identified as the most reqdiiy available

1 % .

R . 3 v s
service ‘in Canada whereas social and:recreational outlets were services

.
N
a

that were Eonsidere& least’ available (Toews and Bérnes, 1982). In other
' R v
vords, psychosotial rehabjilitation services "are considered among the

2

most important, least available and most -feasible of sérvices for the

-

chronically mentally ill. Perfaps this is an indication that programs

3 . 2 -

2t - . -
to improve social and vocational, skills, activities of daily living and
\

<«

leisure time bkills‘need to be given high priority at this time.

. h
~
N o

Crisis assistance on the other hand was considered both less

A Fd

- - ’ -

%



> 2 3
@5 .

- . q 140

=

important and thé& least feasible of all services in this study and was :

not mentioned at all in the national study (Toews and Barnes, 1982).
¢ . 4 .

AR ‘ Perhaps this is an indication that professionals believe that this
* < oy S
. oo service should be given low priority at this time. o
. ' v . * -
- ~ 1 4 I .
- The fact that there was not g statistically significant correlation:

a
y » LAY - * % o

betveen the importance and feasibility of services makes' it more

I » < o

. difficult to set priorities and «to identify the most appropriate places

1 - \ 1 ® L] * .

. o { "to initiate.change. . If priority is givgn to a’service that is high in

importance but low in feasibility, the feasibjility of the service,will
4 o ’

‘

v o

, - have to be resolved before change is initiateds’ If a higher priority
& . , , ‘ et )

. . . is .given to a service thaf -is feasible but considered low in
¢ 7 - o ¥ i ! N t
¥ ! importancey; the program planner will have to plan ways to ensure the
v’ 'e comm.tment of the professionals to this service. « \

® ' [~ - "
C g ‘.
T e . ) Priorities - :
s Research Question One N . .

-3

! 5
P ) . * v

How much clinical time of professional caregivers is presently directed

4 N
.

RS . to the care of the chronically mentally 111?

" N

Diséussion ’ .
v N . ‘- ° .

» A .

Approximately one half "of the professional time of nurses,

' -

\ .
s *psychiatrists, ‘psychologists and social workers is presently directed

“
. g ' *

towvard the care of the chrorxicélly mentally ill in Nova Scotia. The

i T present proportion of time spent with the chronically mentally 111
< @ . o 1y

constitutes a major part of the professional resources foy all® mental

health services'in the pro%ince. Yet, local authorities suggest that

2

- «
. N o
“
" -

n
ot

Al

S

4
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is not deficient but that other resources such as vocational and
v ° )

s L

‘present services are nowhere near ‘adequate (Crook, 1982; Mac Cormick,

1982; deighton, 1982). Hovever it is important not to be mislead by the

. S .
overall figure of 50 percgnt. The picture changes somewhat wvhen the

data are analysed according to profession, ,work setting and the

B u

placement of patient _'population. The majol'*eity "ofi the chronically

mentally ill live in the community (Bland, 19B4; Leighton and others,
1984). Yet in this study it is the L{gorﬁmunity professionals who direct

the léast percentage of time to this population. The amount of -time

that community professionls spend with'the ciironic mentally ill .may be.

o

one reason why they continue to be underserved. The amount of time may’

-

N \ N .
also be an indication that other populations have been given greater -

% N

priority in the commuﬁity setting as was suggested in the literature

2 . N 4

(Bachrach,1978). It tould also®be that the amount of professional time

°
.

psychosocial servicés, not involving primarily the time of nurses,

-

psychiatrists, psycho gisfs and social workers are required. Although.

-

the results of this study canpot pr/vide this informatdion, the results

do indicate the need for more exploration into the use of the time of

professionals Wwith the chronically ;nentally ill .in tl}é three work

settings. : - w

The percentage of clinical time spent with ‘the chronically mentally

i1l is influenced by professional affiliation as well ag vork setting.

a

The majority of psychologists dir;éct less than 25 Ap’erceq‘t ‘of their time

, _— )
to the chronically mentally ill. \ Nurses and social workers are the two

°

professional groups that directed the greatest percentage of time

.

toward the chronically mentally ill in the study.

141

)
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It is possible only to speculate on vhether variation in the

L3
[y

, percentages of time spe'nt vith. the chronically mentally ill is
P v '
reflective,’of differences' in interests, commitment, conflicting-goals
LY A
- . . - v .
or differentiation, of function. Maybe the low time of psyﬁ;ologists
£ hd

relates to the traditional roles of the <four professionals.

RN
Traditionally, those with an illness were sared for by nurses and

2

1
medical doctors and co-ordination with the community has traditionally

!
«

- been a role of social work. Psychology is the youngest profession and

: yay have less of a defined role with the chronically mentally ill.

. B

. N . 3
Although the four professions vere considered suitable for case
o el

martagement, nurses and social workers were seen as the most suitable in

the national study (Toews and Barnes, 1982).

Possibly the education of the professionals plays é part in their

involvement with this population. Nurses and medical doctors all have

a some exposure to the «chronically mentally 111. This does' +mot

¥ :
‘necessarily happen with all social vorkers and psychologists vho are

trained in Nova Scotia. The psychiatry aréd psychology sample had the
highest qualifications in length qf education. 'Possibly this leads to
:greater interest in patient populations :iin which the profess:';onal can
use more psychotherapy skills. If Lamb (1980) is correct and, there are
negative att;ji,t'udes‘ s@oward the chronicaly mentally ill possiblny. these
\ \‘\Tﬂgoles are relegated to the \nurs:es and social vokers because their roles
' are perceived as]|having 1esé status. This idea was supported by Rubin
'(1’978)in a study which suggested thatifcommunity aftercare should be
u:ielive-red pfimarily by practitioners who have louver levels of
professionalization. Lamb (1980) disagreed with this concept,

Y . /

believing that high levels of professionalization are needed to assess

4
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and treat the chronically mentally ill. It may be tin this area that

the chronically mentally ill are not benefitting £fully as most

-

psychologists have expertise in assessment and behavioral programming,

among other' things. In a time when -nev approaches are needed to treat

the chronically mentally ill, greater input from psychology may be

- 1

-

helpful. “ T

¥

L}

Recognition that there is-variation in<the amgunt of time spent with

¢ o N\

the chronic¢ mentally ill by the four professions high%ights the need
expressed by Krauss and Slavinsky (1982) for more knowledge about: the
specific, functions of each profession in the care of this popul%tion.

Discussion by professionals about role specifics .may b€ necessary

Y,

before program planners would be able to determine the most appropriate

<

.propprtion of %ime given by éach proféssion. This caution is

spent with this pépulation?

v

particularly relevant. in view of the discussion of the following

-

reseagch question. °

a

Research Question Two . .

Y
5

Would professionals prefer to change the percentage of clinical’ time

A

Discussion

[
«

v

Professionals did not want to change the percentage of -time theéy direct

to d%e care of the chronically mgzn‘tally.ill° The lack of preference
- o
for change in time spent with the chronically m=ntally ill appears

-

contradictory to the responses to other questions on priority. The

Py

professionals indicated thap”greater overall priority should be given

to the chronically mentally ill and in particular greater priority to

]
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-

- N Al .
the development of treatment in the community and community services.

"

It would seem logical to assume that if priorities were to be increased

in these areas it would have implications for the use of professionals
time, yet no profession or work settiﬁg has expressed a preference for

an increase in the amount of time they work with the chronic mentally

Al

ill. Perhaps it is a way of sa&ing "I want to see things changed for

x

the chronicélly mentally ill as long as I don't have to change in the
process." This‘may be a hint of the gap that may exist between what

the professionals -think and their actual behavior (Rubin and Johnson,

1982). C . :

The low scores on the question on changes in time spent with this
population are 6f even more concern if the response _set to provide

socially acceptable answers was yet again oﬁerating and resulted in an

inflated score (Tuckman, 1972). It is important not to gloss over the

' potential significance of these results as changes are not likely to be

implemenged after they leave the polic' makers if no efforts dre made

to increase the commitment of those professionals who have to implement

-
.

the change. ‘ . )

°
»

Suggestions for increasing the commitment of pfofessionéls inciude

the provision of organizational supports for ¢ompliance with the
N 9

3

programs for the chronically mentally ill (Rubin and Johnson, 1982).

I

Examples of such supports would be time to develop programs as well as

v

some  autonomy in the use of resoursif to do this. Rubin suggested the

use of lower 1levels of professionalization in staffing as well as

specialized units for the chronically mentally §ll so thgt“support\for

professinals is more accessible (1978). lMethods of increasing

"

2]
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commitment through gliscuss“ion, role modeling, identification of

barriers the "implementation of change have also been discussed by
=

others (Jones, 1982; Leighton, 1982; Leithwood, 1982).

The educational literature pi‘ovided a conceptual framework for the

implementation of change that  emphasized ° knowledge, skills,
resources,and “motivation that would be ezlually useful _t6 tlhe mental
health program plannér (Leithwood; ©1982). This* framework may be
particularly useful since the role of education as a method to increase
commitment to the chronica'ily mentally :ill has been underemphasized in
the mental health literatt:\re even though it may be one reason for the

preference for no change in the +time spent with the chronically
o
mentally ill. For example, there is a possibility that the average

»

length of experience of professionals in Nova Scotia has educational

implications that may affect}) the level of commitment of the
. ’ ]
professionals. As a group the professionals have an /éyerage of ten

years experiéfiice yet only in the last few years has there been an
£ . / ;
increase in emphasis on the chronically mentally ill/'and only five or
. / .

]

six years since the l.iterature reflected this incréased focus, mostly
in the form of journal articles.’ bnly in the past two or three years
have a variety of texi:,s been written that deal specifically with‘ the
chronically mentally ill especially in the community and very few vof

these focus on the specific contribution of the different professions.
’ ? N

If it is correct to assume that the majority of professionals presently
|

o

in the field have not had educational experiences that provide them

with a conceptual framework in planning, and implementing care for the

g

chronically mentally ill, it is not surprising that commitment may be

°

.
Towr
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Commitment may also be low because of the educational preparation of

the professionals as it is. doubtful -whether even ° present day

W
° ~

professional graduates are’ .getting the educational éxperiences

e «

o
necessary for informed decision making in relatfion to the chronically

mentally ill (Blaikie, 1984; Carlson, 1984;- Hill, 1984; Murroe;1984).

Thig implies that professionals in the field now and those undergoing
. 1

v N A=Y

professional preparation have a need for continuing education on.

chronic mental illness.

-

Educaticn regarding services for the chronically mentally ill ‘need to

be approached in three vays:

©

1. an educational component relating to the chronically mentally ill

within the ©professional schools for nursing, psychiatry,
<
psychology and social work within Nova Scotia. - .
. - X

2. educational programs for the Beressionals who are already in the
field. ‘ ’ S
AN .

hY ~

N

3. educational  programs for non-professional policy and program
I Y

~

makers. N .
\\\

Significant Differences ™ n

a

Are there significant differences among the professional afid work
setting groups in their préference for changes.in the amount of time
b= .

they direct to the care of the chronically mentally ill.

@

Discussion ,

v
>

N . .
Professionals in the community and rehabilitation setting had a greater

3

K]
o i a
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o
- o

tendency to increase the time spent working with this population. ’i‘he,,
professionals in the settings that spent the greatest .and the 1eas:t‘
percentagé of time with this' population are the ones who had more of a
tendency -to increase time .spemnt ,with this poputation. Perhaps this is
an expression of satisfaction with‘ their role by the professioflals in
the rehabilitation setting who work Erimlarily with the chronically
mentally ill or an indication that -few other options are available to
them. The resp'onsewby the professionals in the commu;lity who spent the
least amount of time with the chronically mentally ill, may be an

indication of willingness to expand their role.

[3
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Research Question Three
Y q o . ”

2 o
a

]
Within the resources presently available, do professional caregivetrs

-
3 >,

believe there should be «changes in. the overall priority given to
» » o <
f?nancial and human resources for the chronically mentally ill? ;

1 ©
. -
.

Discussion

P,

-
»

The professionals indicated that the .overall pr}ofity' given to the
v . ’ .

4
chronically mentally ill within the resources preséntly available for all
: 7. .

-
s N »

mental health services should be increased slightly. There is no doubt

N s . .

thatoswe are in an era .,of limited fi¥scal resources and that goal setting

has. to take place if we are to¥prevent the syndrope described by Leighton

where goals are "mutually interfering with one another vhile dissipating

the rééburgesiy(Leightgn, 1982:15), If the priority for the chronically

mentally ill is increased it is logital 'to assume that given no increase

a “+

in resources, some other service or services vwill have to decrease. Such
=3 '

a move would certainly affect those with investment din the avéas that are

decreased. Therefore, in spite of the support of professionals for an

A @ N

increase in priority(iz;x;Zj chronically mentally ill, such a step cannot

be made in isolation. Rw#emely careful planning to reduce the ‘impact of

AY

such a change and to ensure the support of professionals as they cope

.

with the implications of any change would be necessary (Achilles and

others, 1983; Gates, 1981; Gotowala, 1982; Leithwood,ﬂ%982)o



o

AN

i

3

149

pd .g:,}d .
Significdnt Differences Regarding Research

>

Question Three

4

qQ

*

>

Are there significant differences among the four professional groups and

.

among those who work in the inpatient, rehabilitative and community =

3setting in their vratings on changes in overall priority for the

hd -

chronically mentally ill?

o \ +

Discussion .

«

.

. N o 3
Professionals in the inpatient setting expressed more of a preference for

higher priority be to giwen to the chronically mentally i1l than did-
professionals dim other settings. The frequeﬁt readmissioé of the
chronically mentally ill to hospital may be one explanation for the

higher response of professionals in the dinpatient setting. . The

' ’ :
professionals in the dinpatient setting may also be less negatively

affected by a increase in priority to the chr&nically mentally ill %haq g

the community professionals who work with many different poﬁulations in

the community. These results may also imply that impatient professionals
>

may more readily advocate for greaﬁer priority for this population than
e , [} [
would, those professionals in other settings.

: . : R

Ll

Research Question Four ) . -

w
* A

Do profeghional caregivers believe there should e changé% in the

[

emphasis on trdatment of the chronically mentally ill in the community?

v . ' [ ]
: a

s

Discussion

°
14

Professionals believe the emphasis on treating the chronicélly mentally

.
\



a T " N n ¥ AmmEmd e

150

°

g

41l in the community should begincreased. If the increased emphasis on

treatment in the community were to take place it would have major

implications for the“kzémmunity work setting. The impression conveyed in

the literature is that the community , both professional and non-

a -

professional has not embraced the chronically mentally ill (Bachrach,

1978; Lamb, 1981). During the course of \this study nothing has come to
light to indicate that Nova. Scotia is any different than 'the rest of
. .

Canada and the United States in relation to this issue. In other words,

"

implementing an increased emphasis on *treatment in the community may not

-

CN j

Three major factors could be obstacles to incregsing the emphasis on

be easy.

-

treating the chroxllically mentally ill in the community. The first is the

' p}'ofessionals themselves. The community professional presently directs
the least -amount of work time fo the services ‘Of the chronic mentally
ill. In addition to that they expressed a i)reference for this time to
remain 'l;h(f. same. Not only is. the.overall proportion of professional time
lowv in the community but the proportioning of the four professidnal
groiips works against an increased emphasi's‘ in the community. The four
«  professional groups in the community are approximately equal in number

. i N

¢see Table 3) yet pursing and social work were the professions that spent
the greatest amount of time with the cf‘lronically mentally ill and were
the professions rated as most suited to -‘agt as casé managers for theé

chronically mentally 4ill (Tpe‘ws and Barnes, 1982). If the assumption is

correct, i.e., that nurses and social wvorkers are best suited for case

A3 e

management, one wonders whether the proportion of -nurses and social
. l

» workers in the community should be increased along \:k\i;:h careful planning

®

. . 'S



151

‘to increase the willingness of all of the professions to be more involved

and committed to services for the chronically mentally 111,
)

Resources such as vocatiopal, residential and leisure facilaties are
4

the second obstacle to increased emphasis on treatment in the community.

Community professionals cannot provide the services wathout the necessary

.

resources. Not only has the lack of resources been mentioned throughout
the laterature on the chronically mentally ally; but is cited as one of

] -
three major obstacles in program implementation in educational literature

1

.(Leithwood, 1982; Toews and Barnes, 1982).

%

»
-

’

The community itself may act as the third obstacle to the increased

emphasis on treatment in the community. "Negative public .attitudes
A

tovard people with chronic mental disorders" was cited as one of the four

1

most important service barriers (Toews and Barnes, 1982:52), This
national study recommended that the Canadian Mental Health Association
provide public education "to sensitize the community to the needs of the
chronically mentally ill and to aid in decreasing the stigma associated
with the disability"” (Toews and Barnes, 1982:45). Although identified as

important by the\respondents in this study, involving the community was
ranked as one of lhe least import;ﬁ% of the tvelve services. Clearlyq
5
» there is a major educational need here as well as a need for research
into the most effective means of educating and in%olving the community-

1

Significant Differences Regdrding Resesarch

Question Four - ﬁ;g?

1

13

, [

Are there significant differences among the four professional groups and

among those vho work in the inpatient, vehabilitative and community
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setting in their ratings on priocrity for treatment “of the chronically

2

¢
mentally ill in the community?

Discussion °,

Professionals in the inpatient and community setting preferred more

emphasis on treatment of the chronically mentally ill in the community

than did piofessionals in the réhizﬁlitation setting. The higher

£ N
priority rating by the professionals in the community and inpatient

« A}

setting may be due to the emﬁhasis on sﬁg%t tetm treatment in these

D
settings whereas in the rehabilitation setting long term treatment is

3
emphasized. This result could be interprefied positively as an indication
& N ’

¢ 2 . v
of shared goals betweén those in the inpatient' and‘ community setting.

f
The results could also reflect a readiness fox professionals wvorking. in

DS

.

institutions to be more involved in the community. :This does not imply
b3
leaving the dinstitution ©but vrather changing the definition of

institutiopal work so that it uincludesn greater inQerfacé dith(,thé
’ o

community (Craig and Laska, 1?83:620)° “ i ' -

a s
>

Research Question Five .

v v A
%

> A

Do professional caregivers believe there should be changes i; the

©

priority given to .the development of community support services for the

chronically mentally i11? : o

3

1]
9

Discusgion - . °

& ¥

Professional caregivers believe there should he am increase in the
priority givem to the development of community support services for the

chronically meﬂtally i1l. Resources are an important part of community

' N . R4
'
N o

-

4

*e
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“«

-
-

services, all of vhich vere identified as important by the professionals

L3
x s

in this study. Yet sheltered occupational opportunities, housing
\resources and social and recreational outlets were the ‘least readily

¥va11able of the services 4in Canada (Toews and Barnes, 1982). Two of the

above services were viewed as the least feasiblé of services tg\yrov1de

.

for the chronically'mental%y ill'in the present study. The high priority

¢

\
. . v, . 4
score on this response does provide some 1indication ‘that the

[

professionals perceive that the resources needed to dimplement an

-~

increased emphasis on treatment in the community are not presently

§vai1able to do the job (Toews and Barnes, 1982). :
\ -

In ‘addition to the lack of re8ources, those that are presently

Ny

_available are poorly coordinated (Toews and Barnes, 1982). In Nova

Scotia, this may be due to a lack of clarity of areas of responsibility.

3

Inpatient services are directed by , the Department of Health,

rehabilitation services are directed by the Department of Social Services
.
and community services are provided by botﬁé%he Department of Health and

the Départment of Social Services. A system that unites such separate

b}

kY »

services may be necessary before a major change in the community can take

3

splace (Barkow, 1983).

“

R .
The question on priority for community services does not provide any
- ]

1
ipdication .of how an increase in community support services could be
i I .
achieved. Obviously dif such, a feat vere to be achieved within the

present resources, major reordering of priorities on the-. part of the

system as a whole would have to be accomplished. ' \
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Significananifferéﬁces Regarding Research

'™

¥ L -

Question Five N -

-

Are there significant differences among the four profeé§¢0ﬂ81 groups and

among those who work in thé ‘inpatieng, -rehabilitative and community
N @ ' °

» . .

setting in their ratings on priority f£or community services, for the

. % o
chronically hentally ill. R - .3
. - .
" N . \ . - N
Discussion %, v . o TN

- . o »

Professionals in the inpatient and comfunity setting preferred more .

emphasis on community services for the chronically mentally ill than did

professionals in the rehabilitation setting. The professionals in the
P N Y M e

inpatient and community setting ﬁay have a tendency to' rate the priority

responses higher than’ those in the rehabilitation setting since patients
IS ) !
transfer between inpatient and community setting much more frequently

. .

‘than between community and rehabilitation settings., The frustrating

[y
.

. . b
experience of seeing patients return_ to, hospital often,shortly after

3 M u

« a « . \ : ‘
discharge may make inpatient and community profeSsionals more aware of -

. ‘n <

the limitations of commynity services, resulting’ in the expressed need
)

.
.

for greater-priority in.these arveas.
[

a a .
.

Research Question Six
4y + 2

- a o . A
L . ° § "
° e

Do professionals. caregivers believe there should be changes in  the

priority given -to the development of imstitutional support services for

°
.

the chroniéallkimentglly i11% " - Wt . ’

w .
0y LY

-~ [y

o

v



Professional

AY

caregivers believe that the priority given to institutional

N

\

support servicss -for the chronically mentally ill should .remaip the

sy ©
\

‘:Es& :. » a

. ‘ )

etifistitutionaliza
(2 o

professionals

in thel community.

[

in

»

’

°

t,

N a

tion movement.

\institut;pnal .

[N

‘e

»

)

S .
same, The fact that the professionals preferred an increase in the

.

development of Eommunity dervices while at the same time indicating that
& <
b
y  priority, for institutional Support services should remain the same could
v °

‘ indicate a commitment Dby 811 to the ideology associated with* the

It is  important to note that the

© DP,Q

o
settings,

H

°

1

i

A

v

-

. . .
Significant Differéncés Reparding Research

.

Question Six

>

&

a

[N}

”

$

@
o

Il

i.e.,

¥

jnpatient and

3

Yehabilitagi%g settings, expressed.this view as strongly as those w

°

rking
S

[ .
Are there significant di;fgrences among theé four professional groups and

¥

'

Te

among -those vho work in .the dinpatient, rehabilitative ard community ° g
. K ' [

setting in their, ratings on prig

for the chronically mentally

. Discussion

Nurses.and

o A\ Al *
institutional services for the chronically mentally ill than did other ' .

-

f

°

R

[

]
'

€

.

A

1117

.

«

IS

’l

v

2

\ -
psychiatrists ‘expressed greater preference for Tan
M '

\ EY -

3 ° .« : L3 . »
rvity for .Institutional-® support services
o ¥ Ty

3
E
o

® o
*increase in

oy

&

+
professionals. Social vorkers expressed less preference for ansincrease
{ ‘

I3

N

a

[

Iy

‘ . . \ -
in institutional services than did other professionals. Professional

affiliation influenced only the rating on priorities in institutions.

' Although still indicating’that the priority reémain the

=]

v
N

¢

»

®

%

v

L3

“o

nurses and

Al
v r

same,

P4

’

v

%

B
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©

. psychiatrists had more of a tendercy to increase institutidﬁal “support
a * + M &

£ -
than did psychologists and social workers. This difference tould relate

t \ ]

to the strong historical ‘investment that psychiatrists ard nur‘ﬁes have in
the hospital setting and investment that socigl workers ,traditionally

<

have in the community.

[

S
' Impact of Study Design on Results v

On reviewing the methodology,” the procedure 'fgv/} implementing the study
. =

generally worked well, . '@,
T e

professional groups involved i

a

e study included all members of the four

the\implementation of programs for the

rate. In an effort to enhance thig, the questionpaire was coded when
. = )
2 .

first sent out and to thpse who did not respond in thé first round, a non

' -. 3 .\ k] *
coded questionnaire was .sent in- a stamped, self-return gnvelope on the

v v s

as§umption that anonymity would inctrease the response rate. Since this

resulted only in an additional ten percent response rate, .perhaps the

»
. L] <D :
. anonymity was not as important as the researcher having acceéss to the

¢ .
o . L

respondents for further follou-up if th“ﬁ return rate was“"flow enough to

‘0 ,"

P L -
ss, ° jeopardize-the results of the study. . osy !
13 )
% & .‘(1
a g

@

r M . - RS N
The goal of & high response rate also influenced the dosign of the

questionndite. It was kept short to'increase the probability of a high
. 9
1 » -

. Teturn rate. Pevi\haps a. section on the perception ‘of the availability of

+
bl

the twelve services in Nova Scotia would have added helpful information

, uvithout necessarily diminishing the return rate. P
K s 3 X .
&

The' questionnaire was designed so- that respondents would choose from a

five point scale. The responses tended to fall within a range of two or
i )

.
- v
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* °

1

three points, especially for the question en importance. The use of"a

seven point scale may have helped to elicit greater differences among the

. R B o

respondents. -

- Summary

4

.

The study vas a descriptive survey, the main purpose of which was to
At i ’ . A
facilitate program planning by obtaining data on Rriorities, importance

and ‘feasil&ility relating to services for the treatment of the chronically

mentally ill by the nurses, psychiatrists, psychologists and sotial
‘workers vwho provide inpatient, community and rehabilitation services for
the chronically mentally ill in Nova Scotia. The study also determined

. ‘'whether there were significant differences among the professional and

' N

worksetting groups in the vay din which they rated priorities and .the
dmportance and feasibility of services.

~ & .

«0. . ° . .
Based on a conceptual framework which emphasized the necessity of
to plan programs for the chronically

consensus and commitpent in ord

mentally ill that provide continuity of care through cémprehensive

(2]

services, a five poi & questionnaire vas designed and given to all

members of the four professional groups who vorked in the mental health

facilities in Nova Scotia. Of the 540 questionnaires distributed, 351
ya . 1 ’
were used in the data analysis. There were 231 questionnaires from
% o .
nurses, 37 from psychiatrists, 41 from psychologists and 42 from social

Y

workehrs., Frequencies, ANCOVA at the .05 level of siggificance and the

Sﬁearnian Rank Correlation vere used to determine the 'following results.

- . - N
2 P o
‘ s, N o

The tuelve services included in the questionaire were all considered

- o

important by at least’ 75 percept of the totai sample. The three most

o » \
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important services were (1) psychosocial rehabilitation, (2) medical and

mental healtll care and (3) support to family and community. There were

differences among the professional groups in,the importance ratings on
. . . ‘ .
twvo services and’work setting influenced the ratings on one service.

4
v

Since all services were considered important in this study, the ranking
/
a
of services may nqot be an indicator of mdjor. differences begweq& them.
i
If, the .professionals, however, tended to answer the questions positively

because of a response set, the rank may well reflect far greater

differences in the behavior of the professionals.

L3

<
-

« When the professional's ratings, of the importance of services are
compared to the importance described in the literature, it appears that
the lower ranked services in the study are similar to the areas in the

literature in which program planning and empirical studies are least

IS

¢ -
available. Thus, the greatest need for .creative program planning and

¢ .
evaluation may be found in the areas of crisis services, involvment of

community and \identification of clients. All services were rated

o

feasi&le by “Teast 48" percent of the total samplé. There was
© B \

o

= [N N - < I3 N N "
considlerable variation in the feasibility of the different services, with

'some services considered not feasible by up to 32 percent> of the sample.
. ~ . .

‘The services ranked most feasible included (1) assistance with benefits,

9
@

(22 medical and mental health care and (3) psychosocial rehabilitatioﬁ°

The services .ranked least feasible were (1) residential sérvices, (2)

o 4 « o
i & . .
vocational . Services -and (3)' crisis services. There were differences

among the professional group in the feasibility stores on three services

and- work setting affected scores with one service.
Al

o
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f
.Professionals spend an average of 50 percent of their time in work

related to the chronically mentally ill and expressed no preference to

" change this amount of time. The professionals did indicate that the

ow;eral]_.“ priority for the chronically mentally 3'.11'should be increased,

¢

;ggpecially emnphasis on treatment in the community and community support
. . -~ I3

services. The results indicated that priority for institutional support
Yd - .

gservices should remain the samg. Professionals in the dinpatient and
. rl . 3 \\ ,
community work setting rated four of the five priority questions higher

than professionals in the rehabilitative setting. Professional

S

affiliation affected the responses to the priority question' .on

institutional services for the chronically mentally ill.

B

] Id 4

When looking at differences among the groups, professional groups

'

di(%_f\ered more frequently on the importance and feasibility of services
than ‘work. setting groups. With the priority question, the work setting

N {»? o
_groups differed more{often than professional groups. The resylts on
’ \

differences can help the program planner identify areas in which\“furthe‘f:
’ \

discussions are neede% before any changes in programs take place. The

.

views that are shared by the groups can also be used to build" commitment

o

to programJ for the chronically mentally ill, } )

Y

It was noted that psychosocial rehabilitation sérvices which '(are
o .

considered low in availability were ranked high in both importance and

-

feasibility., This may indicate that psychosocipgl rehabilitation should

be given high priority. In addition crisis services were ranked low in
¢ Ad 3

both "importance and feasibility, indicating perhaps that professionals

<

. )
believe this should be given low priority. ) ,
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4

caily mentally ill shouid be increased,

especially emphasis on treatment in the community and community support

overall priority for the chroni

- services, The results indicated that ri;n”icnt:i;i:yxfor institutional support

o

services should remain the same. Professionals in the inpatient and

-

community work! setting rated four of the five priority questions higher
than professiongals in the rehabilitative setting. "Professional
affiliation affected the vresponses to the priority’ question on

institutional services for the chronically mentally ill.

- .

When looking at differences among the groups, " proféssional groups

differed more frequently on the importance and 'feasibility of services
P

a

than work setting’ groups. |With the priority question, the work setting
ko

groups differed more often than professional groups. ‘The results on
differences can help the program planner identify areas in which further

J
discussions are needed before any changes in programs take place. The

views that are shared by the ‘groups can also be used to build commitment’

to programs for the chronically mly ill. .

)

-

It was noted that psychosocial vehabilitation © services which’ are
:’.imp:)rtdannce, and
feasibility. This may dindicate that psgchosocial rehabilita;:'ion should
be given high priority. In addition car‘ilsis serv?.ces n‘i’grere ranked '1row in

° )
considered low in availability were ranked high in both

-

both importance amd feasibility, .indicating perhaps that profeésionals
5 3

<

believe this shoul;f be given low priority.

a
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Recommendations

v hd

.oy

. Based on the results of this study, the following recommendations for

4

further study are made:

o

1. Since four professionalkgroups only were included in this study, it

is recommended that the éQﬁdy be repeated with other groups“that -

o I3

k= .
are dimportant in the provision of services to the chronically
N

mentally ill, Such groups would include other professionals,

e

ke * Ta
patients, family, community members, board members and appropriate
government officials. .

- 2
2, Since there may be a need for professionals to spend-more time with
\ - ~
the chronically mentally ill and to be more aware of the needs of

N .
these patients it is recommended that pilot projects be developed,

imﬁiijenﬁedaand evaluated to increase professional commitment. "In
LR panrefcular, there should be (1) educational programs directed
toward upcoming graduates in the professional school’s for nurses,

psychologists, psychiatriéts and® social workers and (2) inservice

- . ° -

educational programs for professionals presently working in the

field. =

3

3. Since the availability of resources ‘influences the commitment of
a

professionals to program implementation , it v recommended that

[ -

innovative means of developing resources be given high prioriiy.

3

4, Since professional .affiliatjon and worksetting are only two
&
variables that may « affect the consensus and commitinent of
professionals it is recommended that in other investigations
. .
- k
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a

demographic variables such as sex, years of experienceo and

qualifications of professionals be the object of focus rather than

e

.
treated as,covariates.

o
e -~

t ¢

5, Since psychosocial rehabilitation was peréeived as most important °

o

and also feasible, th‘e development of these services should be
. given serious consideration in the establishment of priorities for

the dgvelopmeﬂt of services for .the chronically mentaily i1l in
~ ot ’ / QE)

Nova Scotia. - '

¥ s o @

» =
6. Since crisis services vwere considered 'both less “important than

v

. - .
other services as well as low in feasibility, ,dt is recommerided
o

A .

‘ that further ’research ‘' be carried out to determine both the
- ¢ o~ . v
~ importance and the feas®bility of this type of service.

.The discussion of the conceptual framework emphasized consensus and
- . ‘f{;‘- . - ; o
commitment as two cgnce¥pts that are important to the® program planner.
. gy 2

4 -~

The following suggestions relating. to the development of consensus and
i . Y ©

-
w

commitmefit are directed primarily tovards professionals who do, not
. : . 8

necessarily cgnsidér themselves expert program ialannera, but have the

motivation and interest to improve the care given to the chronically

e ©

,mentally ill in Nova Scotia. . H ) »

w

*1. Development of consensus ewong professional groups on@,; more ‘than a

superficial cog}litive level, although difficult fo -achieve is 4
o ’
goal that should be vigour%qsly pursued. Discussion must be

encoufaged among all professionals who will be  involved in the
[=3 +

implementation of services for the chronically mentally ill as well
w * ~

as the administrators who provide the mandate and structure for

-
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) ) these services. Discussion within 'a serviée

sy i -
//Jj't N R A personnél, occupational therapists, recreationa

L]

the'raplsts and

« 3 d ~

non-professionals
1

. clergy as {:!ell as other categories of )
N [

- v« - e

- . caregivers,. .

a

. ° . . A

. . @} -

- 2. & commli;tee or interest group vithin ‘each majo

[ ©

- 0 . s J
5

B

L

) ! o N oo " . o
: ~ proposed .changes, Such a committee- or interest
= - R

© [

" 5 i ,
special character- of dlffereni: professzmnals and work setting
. . On z ;‘3‘ s v -

: . g groups wﬂl hélp’ to 1ﬂent1iy thép problems whlch may Yoccur,. thus .

. i

. S8
g : . faci]::}tatlng the devglopment of condensus. . “‘,1 -
s g ' “';. R ,',’q,—« ., ' A . ) ‘.

« i . au

o : . 3. Dlscussz.on, a key o *the ,development of . consensus and commtr{iert @
¢ . - a o 1‘ t

> ~a N &

.o : - may take many forms. One method would be to use the-questionnaire

’».\:

‘developed for this study as a vehicle for discuséion. The'tuelve s

; o »

. - service areas could bhe used to identify services that are °présex§t173;

- s L “ . .
<. v ° available,,@imp‘brtanée’and; ea51b111ty of ‘the serv:uces as seen by Ce,
. 9 o b .

. L. i:h‘at roup and areas ' most urgently in need of, mnrovement. -»Tlus A
’ M \ - ' b k4 ” v
' 7 could Tead to the estdbl 1shment of pmorltles rand goal ‘setting.

i3
a
o 2 4 " P . e, '

S e et '5 Since the results -of thlS study indicatg that aJLl services are

oo . ow L. sconsidered impogtant,,. i‘tﬁ‘ may be helpful, to ‘focu"s disqusg&ion “on
» P ) ) R N : = oot ‘e \ A 3 .. ] ° ' <
= . ¢ short-term g 0als 28’ vell 4s lomg-term goals in *order 'to- detepmine \

- N

N P o I ° b \
. I

' [
T e, © whord initiol chonge yill take gﬂau{ ‘ i fo e .
. v N
<&

~r
~

l'.'} -

¥

Qi
e "y ' « o
group should “
N 14 o ‘13 ) N : ° ) , ) . ’
* incorporate care-givers in the three work settipngs ,ahd * the .
- 14 i} Y a N

: . ~ different _categories of healtha cara workers., Attention to 'the -
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.
a

4. Inse®ice education would be a necessary part of any I}}rocess to

increase consensus and commitment. It is important that underlying

.- , concepts are understood by all caregivers and consernsus is achieved

\ : on how each concept would be applied vithin each service unit,

°

Important concepts would include

. IS -

A. chronic ﬁntal illness .

«

] . \" - . >
. , 73, " community, hospital and rehabilitative care
v & <
. . continuity of care .
0’0 . ' ’
] LY . 03 °
A D. least restrictive environment .
< » » 1
‘; - " * A Y y
i e . s o . .
ce @ - E. the twelve sewwices that are identified in this study

. .
se o
n ' . .
NN . ,
ay *

“ , < + 5. Once priovities have been set am’/ initial goals clearly outlinecf,
o 3 ‘P .
o ’ ’identifying the obstacles to achieving these goals is required

o R - s

c o, t v . ’ (Leithwood 1982). Hoperully,, thé discussions that have already
L v s o‘
. & N Ytaken place have set the stage for an honest acknouledgement of
: i} Y obstacles "relating to values; motivation and professional roIes as
e e, ~”o . L, R a
o = TN ’
o o 1\ well as providing the “env:Lromnemt ﬁ:o ‘develop strategies to overcome
IS I
v A x o . *
N IS l - 9
. et ol ‘ these obstacles. The key po:s.ht belng .fhat "to bring about change
EER 3 v * -
h:4 . ¢
[0 0~ v * N RN t . - P .
. < . © ¢ that algo. increases) praqtltloners ! commtment to the change,
N > ° ' ¢ e, '4 - Y ’
¥ ' d
. . requires advance planmng&;@ reiove obstacles before the cha nget is
) ’ + s Q (S . f‘ \, a ° }e# i '\1 » ¢ > a
4 ] @ ~- N in ated. - e b' I 536 'm ’ ‘e .
¥ Q. o - es 5 > . - . X ¢ M \
& e A oo ’ ' . N . 2
' W MT ot l) 1 o . ¢ . W% . "
. v “ -~ L 0 "
L 6.“" Leln,hwood N (‘1982) 'enpl‘ﬁa ized | i:hai,, ”madequate““ organlzatlo‘xal K
C e ST e o . y
LI o i L4 \'
o e~ st’ruc;l.ureo anda giuppart gan be va ,major obstacle fo imitiating
\ N o . ) . s I . . . o 1
. =% s chang@a, Fi gadma wayw @0 6yrcao::ofjg;gu.ze,-y support and reuard * those who
" &~ . - :’ s ‘ . ° ’ (}‘ ‘ T v 7 '
.« ) s . PR e -
. . ' s, S Qo Y . , N as L )
a L4 ; q ) N N n, 4 * + ¢ LS ) 4 fe
o J N . P o
. - © e Yy . P a Dn. . a * s 4 13 e
" s ‘ 3 . » ’ v - .
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provide the care for the chronicolly mentally ill can enhance their

¢

commitment. This may be as personalized as direct verbal feedback,
support to decrease priorities in other areas so that time is
‘available for services for the chronically mentally ill, advocating

for funding for needed resources, encouraging practitipner autonomy

|
(Rubin and Johnson, 1982) and/or providing for program evaluation

so that changes are vell documented (Stern and Minkoff, 1979). More

specific suggestions for the administrative gtructure at either the 2

.
he [

local level or provincial povermment would include:

)

¢

A, Encotrage the designation of a person or persons in each

- a2 - . . . ‘ Q
major service unit to be overtly recognized as having a role
o “ P -

in ‘coordinating the planning for the development of services

for the chronically mentally ill. _ Program planning takes

v

time and this role would have to be incorporated a3 part of
, the professional vorkload and not jist added on to the normal

vorkload of the professional.

.
. - ~

B. Provide opportunity for persons vho are interested in“progra@

development for the chronically mgntally ill to increase’

their knouvledg¥ base of both this' type 6F illness and of -

. program development for this population. A workshbp om this
o/

v
’ °

. . . . ¢ :1
,topic w?uld be a starting point. This level of management

+

L] 3 * ’
could also advocate for the development of a course through

o
. continuing education at the university level.

.
- @
/ '3\ 8 r\y\
. A \

. 3

.

-

v v e a

C. Encourage and facilitate discussion .betveen the hospital,

[
g

" > 1) L " ¢
" communicy and rehabilitative services and Mental Health
a q v

]

o

-
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) Association in each regsz; so that prog‘ram }ievelopm“ent can
‘ proceed inm o united manner and reéqurces are not dissipated .
by the pursuii:‘of conflicting” goals. " ' . .
. . [
The foregoing represent scme suggestions, albeit, limited, wvhereby the ]
data presented in the study might be utilized in' comcert with the i
. conceptual framevork to prompte the efiec:tive ;ievelopme{at of services for ¢
’ ) the chronically mentally ill, The theme running throughout is the K ) '
. necessity of contact and com:flunicatj:on dmong the professional groups. ’4 )
Hopefully this stedy vwill sevve thc; purpose of in:i.;:i.z{ting such activity. .
R ) ; 4 -
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. SERVICES FOR THE CHROMICALLY MENTALLY LD I ROVA SCOTIA "

. .
-
< N . N 4
. LR

The following questionnaire is related to services for the chronically .
mentally i1t in Nova Scotia, For this questionnaire ¢he term chiZonically

S

mentally ill.refers o persons vhe suffer from one or wore or a variety
of psychiatric disorders that prevent the development of their,ability to,

‘function adequately in severcl aspects of daily living. Most.patients uith

o

required only short perieds of hospitilization or have been tréated in the»

4 3 o . me & o
community vithout amy hospitalization. ! .o
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Directions for Section A - Importonce and Section B ~ Feasibility

s
S
@

[E:}

In Section A and D you will be asked to express your opinion conce
+ N . n

the Importance and ‘the Feasibility of services for the chronically mentally

The same items will be used in both Sectxonsg but. you will be asked to
The following

1

i11.
consider the questlon in a dlfferent uay in each, section.

]

Y, Z2) has Been found for lﬁng

example may help to dlfferentlate between Importance- and Feaslblllty

Assume that an effective treatment (X,
" cancer. NMost people would consider it extremely 1mpa“tant that - this new
n\ treatment be availablé to all lung cancer victims, Howevel, such wldespread (.
]
avallablllty is probably not feasible because’the wroatmenﬁ AS very expen31ve, 5
o
% - requifes. spec1allzed equipment to implement and/or requlrﬂs highly sp901allzed v .
skllls by any practitioner pr@vzdzng the treatnent. Thergfgre, t&l& question
could be answered as follews: * o Lo N . . R
‘ o ' s -§ . &
a 3] . o * g -\t;g
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. s gt - R Y o . SN
. . SECTION A ~ IMPORTANCE."%' sa 0§88 £6- & && .
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: SECTION A - IMPORTANCE
. “ 170 D
The following tuelve statements describe services that could be prov1ded )
for the chronlcally mentally ill by relevant imstitutions and agencies, Two .

examples of tasks that are descriptive of such a service have been included
vith/each statement. Remembering that a number of agencies may be involved
in providing these Ser1ces, not just the agency for uhich you uvork, please
indicate houw important is it that &ach of the following services be included
in the care of the chronically mentally ill? . . ¥

-3 Y
CIRCLE the number vhich best describes vour opinion.”

S8
- O3
. <A\ &8
- . : .é?mé‘:ma___u-é,p
1. Identify clients/patients, whether they ore im the hospital
or in the corrumity. i 2: 3 4
° f{e.g =~ Be awave of oll patients vho have been ho;pzta“hzed.
- Locate chrofil¢ patients tho are’ lwmg in nursing.. I 1Y
2

Pl

3

henes, *boarding hones, etc ) . a
- &
2. Eoach out to offer apprepridte servicés to all chronu:ally 1
- mentally ill.
{¢.g. - Make rore than onc hdng visat to patients who are RS .
S - inconsistent im trectnent co*:plximce; .
- Continuc to centoct those patients,d o have drepped s
eut of treatmont.)

3 Prdvide assistance to clients/paticnts in applying for income, 1 2 3 4 . 5
nedical and/or other bencfits, ) <,
v {2 . - Help poticnts understand socaal service procedures. > . Le ot
- provide docurceatotion for Hisability benefits.) .

4, "Provade tuspty-four hour crisis assistance im the rost benefycial .
settang posdible. TN ¢ 1 2 3 4 5
(e.g. ~ Provjde telephione coverage at all tires o
¢ 7 - See jpatients dutside of an office setting (an the
neyghbourhood, ot theu hompes, etc.) - .
5. Provide psychoscc;&!, rghabilitation services. -~
(e g+ - Teach patients corrunaty living skills such as o . R
housekeeping, budgets. ° s - - s
~ Help patients de’velop socml ahd,leisuré time slalls ) . . .

6. "Provide medical and mental Health care, | 2 35 4 Su 4Dy
{e.g. ~ Conduct individual- psychotherapy or counsellmg. -
~ Monitor psychotripic drugs.) S
L4 o,

7. Provide back-up support to t‘amlly, friends and other community ¢ . J»
men‘bers. 1 2 3 4 g ¢
(e.g. - Assist 1mn ghe developrent 6f support groups“’fb“ famxlws. * <. . . / ’

~ Arrange "resmite" care for famlies vho look afre¥ - . N
patients.) o Rt TR !

. . RN

8  Provade supportive residentaal services that are available to the- ] 2 32 4 5 o
¥ patient indefinitely . e o - - v

/ '(eag. - Bstablish half-uay i\ouse§. 2 L . R
- Supewzse patients livang in jindependent apartments. P .

9. alnvolve community merbarst in the planning and provision of ser\rices.l -
® (eeg. =sWork with’ volunteers in sdcializatyan cluhs. o .

o - Invite comrunity gerbers to help de P altematwes N . -~
: 1n jobs-and housing,) i < e . ‘ <0 ° A

g “ - ? "

10, Provide suppbrtive vocatiomal services that are available.to the 1,2 ,3 Y 5 ' s

“pagient indeCinitely., o > P o e fé
{e.g. - Qepresent the rights ofpiatients urth 1andloxds or employergj - ie,

o~ - Advocate for serviges that are not availdble.) . . P
K :r ’ +

-8
11. . Protect clients/patients rights botch in the hospnt:xl rmd an ' 1 2 S.. 4 5 ,
the cor—datiy. - " oo, . ,
- - 4

a- (c.g. - Represent the rights of patxents ,mth landlog‘ds or « o+ on -4 . N

. epployers. - - A S e e L
¢ ° - Advocate far services that arev not avaylable,) A o s o

& v » -

[
' < Rl s
12. Piovide case raRagerent to assu-t the pz’}meﬂt’ 10 m::z!z.:n.ﬂf;5 . 1 .°.2 5. ;4 78 <0
° pyatlable senyicesy, o0 a VY ¢ ’
a (@p. ~Have a consistant contact with p xcm’ dumy‘g ", °
fa, e g peracds of bpth hospatilization ond oM TURATY Ipve A

N R ) aifow coch paticntts cgpg&‘:cnve‘} in othcr agmzic.,

v -

n
v
»
3
2
<
o



ST " provect cHients/faticnts raghts both in the ‘imental and 21

- * v 7

) . SECTION B - FEASIéIuiF’x/ _
o - o1n
Using the same twelve statements found ‘in Section A, please inditate
hoy feasible it is that each of the following seryices be available to all

chronically mentally ill in Nova Scotia, no matter uhere they’ reside.

Please remember that a number of agencies may be involved in prov:&.&mg these
services, not just the w}gency for vhich you work, &

CIRCLE the:number which best describes your oplmon. @

¢

Q

1. xdennfy cl:.ents/pauents,, vhether they nx'c; in the hospital /

or in thé.comrunity. 1 2
(e.g. - De auarc of all patients tho fiave been hospntalued

- ‘Locate chronic patients who are living in nursing -

homes, boarding hones, etc.) °

. e e
2. Reéach out to offer appropricte”services to all chronically 1 2 3 4 5
mentally 1211. * , -
+ " (e.g. - Nale roro than one hone visit to patients vho are
inconsistent’ in tredtnent compliance. . Lo
- Continue to contact-those™ patlents vho have dropped
ocut of treatment.)

Y
-

3. Provide assistance to clzents/panelﬁt.s in applymg for inconey i 3 ‘4 .5
medical and/or other benefits. . - -
(e.g « Help patients undc;rstand socral service procedures. o

- Provide docunentahon for disability benefits.) !

(Y]

Fe Provxd"”%uenw“four houf crisis assistance in the rost beneficial
¥ setting possible. . i, Z
(c.g = Provide telephone coverage at all times ‘
R - See patients outside of an‘office setting (an the
neighbourhood, at their homes, ete.) - N o .
° " . -
«5 Prov1de psychosocml rehabxl:.tatmn‘ services. < 1 2 3 4 + 5
(e g. - Teach patients comumt.y living skills-such asa .
housgkeeping, budgegs. 7,a e .
.ot ~ Help® paments deve@op sochal arzd leisure tire slalls.)
6. Provide nédical and nental health care. . 1 <2 3 4 5
{e.g. - Condut’:t’ 1ndiv1dual psychotherapy or counselling., N

- Monitof psychotnpz,c dmgs )] ¢ -
5 . N 2

"
- 7. rProvide bagk-up support o, family, #riends am\i, other community

2 L -

nembers: 1 2. 3 4 S
(e.g. ~ Assist in the dévelopment of Ssupport gmumf for families. ~° *

o - Arrange "fespme" ca&-e‘, fpr families wlio look after, .
L patients. }

v

v R ' -

=
” -

R Prov;de supportive residential services that are available to the 1 2 3 4 5 .
patient mdeﬁnztely ) . e )

(e.g. - Establish half-way hou*.s;es. & g v
- Super\use patxerits’ liw.ng an ndependent apartrents. .

.3, Invnlve community ﬁembers in the planning and prOVlblOn of servicesl
[ {e.g. ~ York whkh uulugteers in sociahzatmn clubs. IS

s + Invite cormunlgy. nehbers to help develop altefmatives ‘. N

© ' L ‘in j0bs and housing. ) 5L . ce o R
19 Provide supportive vocacional services that are available ta the 1 A2 gé 3 4 5
patient indefinitely. - o B
¢c.g. - Rt;pfesent the rights of patients with landlords or ¢mployers, . ‘.
. o - Ad’uocate “for serviges that ard not available.) o N .
~ ‘ - . n 5 L

. Yhe.corruntiy, ot al?® 2 3 %
w  {@.g. ~Represent the Fights of patients with landlords or o T e

b v. ‘enploysws.. . o . R . .
. - ar

R
- l\(ivoc;nte Jor sermces that are, nouavnilmble,) s e«

12, Prﬁmde cage mnagﬂrém to askist the ﬁatacnt m utxhzmg 4

- avablabie grvmcé.% - e . w B -

(e.é.w—um\m a-congistant cmtac&nwwb patnc'u} wm‘m ' « , - R Y " b

cridds of both Io,..pauhwmm afid coxmunity &nvmg. . Ty PR

“Morivor ceach m@;xgant'r ckporicacos, dn othier opcreiest) . oty N @ *
X

T uu\'

s J
. . » N ] s v o .
', N » " ¥ N

b
7. ’
a . ® v s [ A K3} v "
" Yooay, - K] "b,.; L ® /) P . > . -
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SECTION C - PRIORITIES

This section i
mentally ill in“Nova Scotia,
what is approprla te for the Nova Scotia sétting,

"

A1

Y

Please CIRCLE the number that most closely reflects your opinion,

ificludes statements concerning priorities and the chronically
Picase base your Tesponse on your opinion of

PR Y

. .
- " o
. o o M o &
o ~ &7 & o d o & o
. o7 L & & 3
. ] Qci"br‘\" c,@o?“m\"\ P\c- ‘:;.5? _,5?'\ ‘;j‘-o‘f‘l
& PRy IS RN
. ° _— o Vv Ny c?q‘;‘
. , 1
’ » L ¢+ - - )
1. I uculd prefer that the percentage of my clinical time 1 2 3 - 4. 5
: spent ugrking vith this population . . .
v
" 4 e
2. Uithin the resources presently available for all mental a ®
- health services, tho Emohtx given to the chronically 1 2 3 N 4 5
o, mentally ill in Nova Scotm should . . . '
,
3. °‘The emphasis on treannp the ¢hronicall Yy nentuny ill ‘
. in the community rather than in instatutions should . N 1 2 3 4 5
14 ) . T
4. The priority for the developneat of cozfunity sex‘vxces for . o
- o e ‘Che chronigally mentally 11‘1 showld . . . s
’ 4 l 2 3u 4 5°
S. The prioridy for the development of mstn:unonal scrvxces o
for the chronically rentally il1 should . . . . « - .
: . , . ) 1 2 3 4 5
Y N . . ) - ’ ' '
' \\/ : T oL : T
0 - o N s
- ¢ i * b ”
- ~ L3 ' - O
. A
3 : * °
4 N
° - 4 » N T
i ) k4 R - ' i e ‘ 4 = ¢ u
. " ) L
- ! - e ! ' 2 '
7w ¢ “‘ B ,,‘“ - i
~ Ky ¢ * ’ ‘: ’ 4
b °
\ . " a N [
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BACKGROUND DATA
Please check. ’
1. Professicnal Category -
. Nyrse Psychplogist Other (Specify)
— . : LT o
) Poychiateist Social Worker Wk
. r——— e
F4
" 2. Sex -

' Female Q;;;\\ .

3, Which of the folléwiné qualifichtions do you poésess?
* Nursing Diploma

Dectoral Degree (Ph.D.)
Bachelor's Depree

Medical Degree
Master's:Degree

Other (Specify)
4, In vhat typé gf'setting do you presently work most frequently?
. 74
" Inpatient (Dept. of Health)
Odtpatient, Déyvﬂospital or Community Lt
Regional Rehabilitation Centre

[y

- {
5. How many years hdve yo

u been working with menially i1l patients?
Specify a ..
: l@ 3 ) 0. . :"
¥ 6, .Do you.woﬁﬁ - . R e
. ) \ )
. “2 " Full-time

. .
Part-time
. . /

v

¢ -
a -
-

.

chronically mentally i117 (Specify) L 2

'

[N / '
e " 7. “Whatlperﬁéntage of your présent climical time is rélated to care of the

* THANK YOU. FOR YOUR HELP §ITH THIS STUDY.°
¢ ' b Y, o N " 0,‘ ﬁJ Y .
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Box 1060
Wolfville, N. S. . ,
BOE 1X0 . .

‘ - a
[

- | ,ﬁ;J M

October 25, 1983
Dear Colleague >

_ As part of my doctoral studies in the Atlantic Institute of
Education-Dalhousie program, I am conducting a study on services

» for the chronically mentally ill in Nova Scotia, Mental Health
professionals throughout the province have begen asked to-
participatea This study will provide 1nformat10n that will be
-useful in future planning for thlS population. “The resplts of the.
study will be available ‘to you on request. i N

The study has been designed so that, no individual, hospital,

institution or agency will be 1dent1f1ed in the report. It is

important however, that I knov if all areas are adéﬁuately

represented in the study so you will note a coding symbol’ on the

return envelope. The questionnaires themselves are not coded so
-~anonymity can be maintained. - s P

I realize how busy your schedule can be, but I would appreciate

you giving, approximately 20 minutes of your time to complete thigs
° questionnaire. The results of research of this kind are useful

only if there is a high rate of response from you the

participant. Please place the completed questionnaire in the

attached envelpoe and return to the person identified on thean_

front of the envelope by Thursday, November 3rd.

1

The person ,identified on the retu®h envelope has kindly agreed to

collect the questlonpalres ‘from the participants in the study and

return them to me, . ) :

w
<

I would like to thank you for your kind co-operation.
. Sincerely . e
'
’ " ’ M . N

Margaret J.LBayer, B.N., M.Ed.




s

s}

-
1
" .
- A ¢
.
.
°
\é ‘
s
&
N
. .
. .
B
.
~ “w T -
Q
& .

. APPENDIY C
FOLLOW-UP LETTER

[
|

3 . !

-

i Pt 2 - i
(o,« - LI

4
/ .
o
.
.
. -
A -
Rl 5
o
L)
4
.
" o
~
~
° i}
e
Al
Al
- b :
. .
.
v
v .
R
s

a

A

Bv

ave

-



y ' . ‘ . ’ . vy
- l' °
L s A s I N * o - . '
Box 1060' ™ -, . . ' N
Wolfville, N.S: T e ’ .o »
BOP 1X0O . ) o s :
- -t v ERES * Lt -
. ) . , )
A 3 [ h
' . ° 4 3
November 19,- 1983 s . e
' \ f v " v
W »
' : . ) N7 j
Dear Colleague ¢ . .
v - L 1

a
In October I-sent you the enclosed questionnaire to the majority
of Mental Health Professionals in Nova Scotia vho work vith the
chronically mentally 111:. I mentioned in the previous covering
letger ;that the retuzn enveldpes were coded to ensure there was
adequate representatiop in tlie study from all areas.,The return
rate shows greater representation is needed frem your area.
As you may rehember the spurpose of this study, on services for
the chronically mentally ill, is to provide information that will
be useful in future planning for this group. The study has been
designed so that no individual, hospital; institution or agency * ¢
,will be identified. The enclosed’.questionnaire and'return
enwvelope is not coded so there is complete anonymity. .

If you did wot’complete this questionnair®e p%eyiouslj, would you
do-go now. It is impor?ant that the restilts of the study reflect
your views as well. :I haye included a self- addressell, stamped,

envélope for your convenience. V! .,

Thank you® for ,your co-operation and support.
v . by .

a + v
3 ¢ . s
o o \ . «
.

Sincerely - ,

+

1 [}

- Margaret J. Bayer, B. N., M. Ed. -. f .
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e - Table 19 - T e o -
' B & ' ‘

. . ) . . .

. F-Ratio of Main Effect, Interactions art?i Covariates of i S e

" Preferences for Changes in Clinical Time by Profession and® Work - -

2 S:atting . ¢
LY p °‘ 2 ? -
a J ;“L ?n .
. - ¥ N
" Source of Sum" of DF . Mean F . solgnif -
Var. - Squares " Squares of F '
Covariate . . . ‘ — . , 0 ‘

X - .012 1~ 012 ", 011 T 915 .
Qualify ¥ .029 1 - .029 ,029 - ¢ .866 N \ )
Years - 482 o1 482 “-.470 494 - & -

Employ. 2,990 . .1 2.99¢ 2.914 089 _ S
Time 4,838 1 4.888 4,763 «030 -

Main Effect . . . ) . \ ’
"Prof” . 1,048 3 0349 . . 3407 96

Setting 10.745 2 5.372 5.235 006 .

. i o o v

Interact 2.189 6 365 2355 -, 906 -
Fxplained 22,936 [lﬁ 1.433. 1,397 .62 ‘

v A ! < o
Residual’’ 290 436\ \p83 " 1.026

o 9 Yo,



«

F-Ratio of Maln Effect, Intyfractions and Covariates of

Work Setting ,

°
3

b Preference for Changes in Overall Priority by Profession and 0

Seurce of .Sum of . DF Mean F Signif .
Var. . Squares _ Squares of F
Covariate RPN e
Sex = . .655 1 . <655 1.151 284
Qualify’ . -.226 1 . 266 .396 .530
Years . 027 - Je1 . .027 047 .828
Employ. 3.695, 1 3.695 6.942 011
‘Time -7 .098 1 .098 172 .679 °,
. 4
Main Effect - t
Prof ,1.817 3 _ .606 1.064 .365- »
Setising 3.381 2 2.691 4,727 .010 :
Tnteract 3% 6 .09 104 199
S - A
, Explained 14”.07Z 16 ™880 1.546 - .083, R
Residual 161,069, 283 586 s
N g 1 » Y 1 %
< -
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o O {3@ ve L - .
FiRatio of, Main Effect, Interactions’and Covariates pf | 4 ;
Prefernece for Changes in Emphas:.s on' Treatment in the Communlty '
. by Pr"oflessmn rand Work Setting
'A BD * . Qg o) *
IS , \ , . ﬁ‘ ! .‘ .
3 ° ’ - o . ) .
K - L { 'L/«{? f « ’
Source ofj Sum of DF Mean . F Signif. . ! )
* Var. Squares Squares ., of F o
el '3 . ' 7 b -
, Covariate , ‘ . . <t o -
Sex " 5197 1 . <197 . 276 . 600 '
Qualify: - .781 1/ .781 1.094 .296 .
Years 6.960 _ 1 ° 6.960 9.755 .002 . #a
Employ. . 2.047 1o 2,047 . 2.869 .091 i ‘
Time _ 1.733, 7 1 ﬂ 733 7 4,428 a2 1 -
. y 5 »
Main Effect A g v
Prof* o 1.7+ - 3 . +586 .821 483 .
Setting » 15,742 7.871 ° 11,031 .001 °f T
¢, 9 < o ,tf
Intefact 3.19% * . 6 533 TLT747 613 v .
Explained 32.429 16 2.027 2.801 7,001 R :
PR & ~ MR/ N
Residual 201,918 283 . 713 R ' .
. e N “, - “ g :7,-;'\ ? ot
. R a - - v \
8 . . - Y - S ey - ‘,
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o . Table 22 . i
<« . 3 . : . - 0 s
. ﬂ . . ' .
L4 A -,
. F-Ratio of Main Bffect, Interactions and Covariates of
v e Preference for Changes in Priority for Community, Services bys
Profess:.on and Work-SeCting -
tag ‘ !
' 2 o - * ! ‘v ‘ -\\ °
'So‘ur(%f}/of . Sum of . DF - Mean F - Signif,
Var. . ‘Cguares ¢ " - Squares of F
Covariate .- i T o ’
Sex - ' 4223 1 2233 " ,634 426
Qual&y . .009 1 009 . .026 872
- Years 1.037 ‘1 1.087 , 2,945 . 2087 -
" “Employ. | 2,698, 1 7.698. . 7.665 - .006
! ,Time L, 1,09 1« 1.006-  -3.144 .079
\ o v . v “ ’.h
Main Effect . ; , ‘
JProf .639 . 3 5213 .605 .612 .
‘Setting . 9.871 2. 4.935 (14,021 - .001 ,
.Inte'ract 1.361« 6 , ,22%1j 644 _605 !.Q, -
' Explatied 17.781 : 16 T.111 3.157 .00t
- Residual ., 99.616 .. 283 .352 . -
! S, , -
. , 5 .

I
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4“ 'T
h ,
T .
F-Ratio of Main Effect, Interactions and Covariates of
Préferences for Changes in Priority for Institutional Serv1ces by -
) // . Profe351on and Work Setting
o h bz
; "- // -
Source of Sum of DF Mean F Signif
Var. Sguares * Squares of F
» Covariate ) & ¢ '
.Sex 052 1 .052 .032 .858
Qualify .218 1 218 :135 . 713
Years 618 1 .618 .384 ,536
Employ. 2806 - 1 2.5%% 1612 .205
Time . 21.010 ° 1 21.010 13.043 .001
WAin Effect ¢ - :
Prof i .23.538° 7 3 7.846 4,871 . .003
Settring ©1.007 "2 . 504 .313 .732
}\v— . -
Interact 11.144 6 1.857 1.153 332
Explained  62.850~ 16 " 2.439 .002
Residual . 455.888 \z 3 , )
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n o Table 24 » :
0 - ‘u o " v > - N
N v = , " ¢
_ . ; F-Ratio of Maip: Effect «Interactlons ‘and Covariates of ° ¢ s
* ¢ ,'[mportance ‘of Psychopocn.al Rehabilitation Services by o
Profess:mn and Work Setting - - 4 a, °
' . - ' ‘ b, ’ ' B LI 3
: C . T,
- © + - . i ' Yk
) Source of Sum of DF Mean " F Signif. -
Var.' Squares Squares - ' of F T
IR - © & “ _ - a
r a4 - Iy
Covariate T - V .
. Sex 468 & .1 468 1:018 :314
“ Quality .001 1 .001 .002 .965
Yeats 3.592 1 . 3.592 7.815 ,.006 i
Employ. 023. 1 .023 © 050 0-.824 .
> Time .616 1 .616 1.341 . 248, ¢
' 1y i o ' EN
Main Effect ) :
Pro ¢ 1.339 3 446 Q71 ., « H07
Settipg » . - 1 532 2 756 1.666 .191
.+ ‘Interact 1 @so 6 .308 .671 .673 ‘
a kY oo, . N @ ! ) N
’ . Explained 10 .058 16. .629 1.368 <., 157
» 7 . ! v ?
s  Residgal 131.912 287 ~ ¢ .460- . ¢ -
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F-Ratio of, Main Effect, Interactloﬁs and Covariates of
Importance of Serv1ces to Provide 'Health Care By Profess:mn aﬁd '

» C oL Uorlc Settmg ' : . ,
1 ] . o -
" by ¥ ' '
B P N & . s
s ¢ Source of Sum of . DF Mean " F Signif.’
Var. Squares ., Squares of F
* Covariate : ¢ ‘ ' -
Sex 3:273 1 3.278 5,337 ' .022
“Qualify ' .353 1 .353 ° ¢ 375 b
Years 1.223 1 .1.923 - 1,991 .159
., Employ, .752 1 .752 1.224 269
Time - 2.367 , 1 - 2.367 '3.855 ..051
' Main Effect . e . . S‘ - .
> Prof. . 2.034 3 . .678 1,106 .7 .348 \/
Setting 1.695 2 .847 1.380 .253
*" Interact . 5.4% & 914 - 1.488. 182
}/ - Al 4
" . Explaineq - 19.850- 16 1,241 - 2,020 ° ., .012 .
Residual »  178.117 290 N

. " ° 3y e

£
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- F-Ratio of Main, Effect, Interactfons and Covariates of )
Importance of Support to Others by Profession and, Work Set-ti‘;’jg o

o

.0 5 E’;, . N o ' L . -
o, . » ° . ' . ’ . [%.," |
° v ' 'E . “ N
Source of Sum of _ DF Mean - F Signif.
Vars, * s Squares Squares, * | of -F
- " : S
Covariate . e . T L
Sex . 4,579 T 4.579 9,19 .003-°
(ualify. .691° 1 , 691 1.387 - 22640 7
Years - 03,211 1 3.211 ) 6.447 o 0012
Employ.” 1720 v L 1727 -0 345 .558
Time .272 1 ~.272 S47 . 460
Main Effect ¢ < .
Prof . 1.683 P 561 . 1.126 . *.339
Setting .196 2 - .098 . 197 - 821 !
Tnteract -  1.200 6 ~701 505 5 876
NS a EE
Explained »12.528 216 ) .783 ~. 1.572 .075, \
& ° - o . .
Residual* 144,423, %90 . -498 e

£
k3

° i
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- F-Ratio of Maln Effect, ‘Interactions and’ Covarlates of °

# Tgble 27

"

o/

£

L3

Importance of .Residencial’ Servmes by Professmn and w~ork Settlng

‘
s '
o

" Residual  161.755 290

558

_ o Lgkh >( -341

Ty ! . -
s - ) o o . B © %
§ L
Source of < Sum of DF  \Mean F Signift
Var. | Squares - o, . ° Squares ° of F
. I - . . - ,,(‘% . .
Covariate . . Y ou .
Sex . o .159 1 .159 .285 .5%4 .
Qualify . L1124 1 %.,114 v 204 .652
. Years - "L 174 1 174 311 '.5?77
Employ. .  1.499 1 1,499, 2.687 .102
Time . -1.066 ! R 1.066 1.911 .168
Main Effect ) cr .
Prof = ,'  .410 3 .137 . J245 865
Setting . 3131 2. 1.566 . 2,807, .062
OTnteract . 3. 521 [ 587 1,052 ‘\7 392 -
Explained. 3. 945 ’ 16 .622
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. ’ Table 028 "‘ A .
ST Lt .t 4 ? & ’ “ % =
) .( \ « © . ‘4 -,V 4 . 3 . i . 2
PN T T R R A S 1el e, —
: F-Ratio of Maim Effect:,, Interactions and Covaruiates of *© 4@
’ImportanC:Q oﬁgReaﬁhingﬁ Qut’ Services by Profession. gnd Work @
N . ) " Setting N Wy %
Y o 27 o ¢ o b TN ’
i (Y r v - ° ) uq' ~l
i . i 2 S, o @
' oL % . PO
N ~ 2 ' ¢ “
ke ! . ~ u. ﬁj o -
' Soyrceof Sum of * DF° Mean. F Signif. - AR
' Var, Squares ’ Squares ° . of F. .
‘ L ~ ) A,
Covariate & , ° , . S K Tt
Sex . . 8.316 1, s3le. ., .12.622  .opr ~—
Qualify * .001 1 " .00L ©.002 .{,g},@{@,ﬁ; . . "
- Years .. 0,023 1 r 0 .023 92035 UBSLR .
Employ. .176 1 .176 Jo.267 5 274, 0 0 T
ime ° Y . . .
Time 91 c‘}; - 291 } 201, 27!‘} )

v :Main Effect’

Prof 10.112 37 8,371 95,116 - .002 -
Setting , 2.885 2 1.442 . 2.189 ., 114 ' A
s Tnteracr 57193 A T35 ,7 i
Explained 36,260 - 287 659 o -
Residual 189.079 303 Tah ‘ T
. = e .
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AN . . “Table" 29
! ) : . \  F-Ratio of Main Effect, Interactions and Covarjates of,
g 1 . Importance of Services to Assist Patients Obtain’ Benefifs by
. Profession and Work Setting "
- . ’ Q s '*'
4 /i \. a“ k3 ~ B ¢ [y ‘;
; & .Sourcé of Sum of " DF ~ Mean - - F Signif.
Var. | " Squares Squares . of F °
' . & Covariate . o ® .
Sex 2.8% 1 ° 2.8% < 5,163 .024
Qualify .013 1 013 | -, .022 ' .88l
I . Years 807 . 1 .007 012 911
, Employ., .007 1 . 007 | ».012 - 912 .
- * Time .289 . 1. 289 516 » ¢473
. . *°  Main Effect ’ HR > n
. : Prof "7 349 73 .116 . 207 . .891 -
. Betting .387 2° 194 345 .708
F . & N L. r
R - . 4 . - 6 LY - . <
. SN . Interact 4.159 RN T, .693 1.237 . 287
C Q .7 bﬂ, -Explained -11.687 -16 . 730 1.303 = 194
g Lo 0 - '\ - ¢ )
PR K Residual ~ ~° 160.839 ¢ 287 .560
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Table 30

4

<5 Q -

* ¥
¢
e

F-Ratio‘ﬁf Main Effect, Interactions and Covariates of . ¥
Importance of Sejvices to Protect Patient Rights By Profession
' and Work Setting

Py [}

a

.0 5 )
Source of Sunt of BE Mean F Signif.
Var. Squares ° Squares of F
Covariate g ‘.

Sex .058 1 .058 . 069 © 792
Qualify .050 1 .050 .060 %, . 806
Years <001 1 .001 .001 .-979
Employ. .001 1 .001 .001 + . 976
Time . .143 1 143 2172 3 679

. ) g

MZin Effect

Prof 5.024 3 1.675<:;} . 2.016 112
Setting £230 2 115 .138 .871
Tnteract %.303 & .7 863 522

3 ¢

Explained 10.443 16 .683 ~  _ .786. .702

Residual 241.778 291 .831

o
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3

3

.‘\‘ o L% »’
[ . b ;
Source of Sum of = - DF Mean F Signif, --
“Var. ' - Squares ' " Squares of F' ~-2
/ : -
Covariate . T . N
Sex -« 1,824 <1 1,824 2,818 .094 e
. Qualify == . 4,262 1 v 4,262 6,583 2011 v
Years ) ' .393 1 393 .606 437
Employ. .002 1 .002 ..004 ! 951 v
Time © 1071 1 1.071 1.655 1 .199 “e
Vain Bffect . . : .
° Prof . 418 3 « .139, .215 . 886 )
Setting . 3.164 T2 1.582 2.44@ .089 o
. Tnteract 5.823 6 971 1.599  .15% o .
Explained 14.313 16 .895 1.382 , 149 ¥
) . oy
Residual 647 s, g

3
v

Table 31 _ .

o

-

¢

F-Ratio of “Main Effect, Interactions;and'qua&iétes of
Importance of Vocgtipnal Services by Professional &@nd Wogk Setting

Y

Fl

Q@ .

o

&

o

‘ 187.758°" 290

°

]

a
o

a

A

)



. o 193

g ‘- " Table 32 o ‘

‘
g °
1
"

1 ¢ s
¢+ F-Ratio of Main Effect, Interactions and Covariates of
Importa:l‘nce of Case Management Services by Profession and Work
. Setting , , ’

% ~ t

i
%

”D
Qb © . 8 < ’/ s .
« Source of * +Sum of*  DF Mean F Signif.
" Var. . Squares | Squares of F
Covariate ; -3 - s
4 Sex 5.351 1 5.351 7.460 .007
*  Qualafy .250 1 250 - 348 .556 .
Years 143 1 <143 .200 + .655
Employ. 423, 1 423 .589 443 .
Time , .099 1 .099 .138 711
2] A ¢
.+ Main Effect =~ o . . o, .
Prof 3.099 3 1.033 - 1.440 .231
Setting 2,129 2 1.025 1.484 .228
. 4
. Interact " 2.687 6 | 448 }.,424 711
' : 4
Explained  15.661 16 .979 Y.364 .158
Residual 208,764 291 117

» ‘ ' °
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F-Ratio of Mqﬁn Effect, Interactions and Covariates of .
* Importance of Crisis Services by Profession and Work Setting

[

®

]

&

Table 33 ,

Il

¢ o

’
4

a

\

Source of " Sum of DE Mean ‘- F {) Signif. N
Var, Squares Squares of F '
Covariate ] : L
Sex 2.433 1 2.433 2,837 « ’,093
Qualify 1. 081 » b '..081 .09 . 159
Years , 489 1 °.489 ° 571 451
Employ. ' .007 1 « 007 ©,008 « 927
Tidle 1.285 1 1.285 1.499 222
Wain EEfect A
Ppof > ' .676 "3 ' .225 .263 852 T
Setting 5.549 2 2.775 » 3.236 041
_I\n%ract,v 3.455 6 .576 “672 673 .

- o
Explained ,° 20.315 16 1.270 1.481, .106
Residual 246.106 287 .858 “

N
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i Table 34 ; .
s o ° \\
F-Ratio of Main Effect, Interactions dnd CoVariates of :

Importance of Services of Involve Comunity Members by Profession
and Work Setting.

R

e
3 a . - -

Source ,of Sam of °  DF Mean v ° F “Signit,
Var, Squares Squares of ¥
Covariate . . N N
Sex .384 1 .384 .529 467
Qualafy .079- 1 .079 .108 742
Years ' .398 1 .398 | 550 459
o Employ, ' 1.98s & 1 1.984 Z,737 .099 T
) Time ’ = 059 .l .059 .082 775 .
-+ Main Effect, ‘ : ) e BE .
/ Prof 4,007 3 . 1,33 184637+ .139 \
Setting 2.253 2 % BR¥26 °  1.554 <213
Interact 3.337 % - .556 .767 .596 -
Explained 12.545 16 .78 1.082 372 :
4 v

Residual *210.152~ 290 - .725
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} Tabie 3B -

&

F-Ratio ¢f Main Effect, Interactions and Covariates of

Importance of Services t

Work.Setting ,

s
v,
» s

-~ 2
3 N LT

o Identify Patients by ProfeSs%Pn and

Source of Sdm of DF - Mean ° F i Signif,

Var, ', Squares Squares- of F
Cavariate > . . ‘

Sex ¢ 3.242 1 3.242 3.831 ., .051
- Qualify 1.028 i ° 1.028 1.215 271 v
Years . 2237, 1 237 > ..280 397
Employ. .000 . 1 . .000 .000 985

Time - .037 1 e .037 . 043 5835

Main Effe;t . . ' %ﬁ . .
Prof 7.516 3 2,505 .. 2,91 .033
Setting 3.887 , 2 1.943 - 2,297 102 .
Interact 4,257 6 710 .838 =541

®

Explained 20.059

* *Residual 242,859

3
N

16 1.254 1.482

287 ,SQQ;\;
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APPENDIX F !

4

TABLES OF I"ERCENTAGES FOR IMPORTANCE QUESTIONS
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Importance of Psychosocial Rehabi t
Percentage of responses to Each Option
. T

[3

’

AN

Q’;

T

o

Table 36 °

. 2

T

¢4 a

-

4

M -
L4 .

e
]

e

J
1Y

)

ke

[y

.
litation:s

¢

. v

»

/

a

o

&

0

t

.

.Gronup(%\l) A UxﬂZ 3 | é}’ USD Noti+]él'nl) ?Tg
Total(351) 0.0,.0.8 9.0 2%.6 '60.6 0.8 9.2
Nursing(231) 0.0 - 0.9 -%.9 29.9 063.29; 0.9 9.2 Lo
;sychnia'éry'(:m 0.0 2.7 18.9 29_.‘7‘48.6 T 27 ms
’Psychol’ongy(ﬁl) 0.0 0.0 9.8 2.4 65.9" 0.0 90.39‘
-'S;x:‘iél Work(;l»Z) 0.0 0.0 98 341 5.1 0,0 90.2
¢ ° s s " "';

Ioémpat;ent(192).o,0' 1.6 9.4 /307 58.3 1.6 .89.0
Comiunity(96) 0.0 0.0 10.5 30.5 58.9 . 0.0 * 89.4-
Rehabilit.(60) 0.0 , 0.0 6.7-25.0 68.3 0.0 93.3

. T ' b, s
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PR e R .*, Table 37 5 ) ,
! i ) N * . . . . )
o o .- ) . 0 0
c N - S - . .
. v JImportace of Medical And MentgkA ﬁé\i\:-h Care:
e s i Perdentage of Rg«zsponseas to Each sioh
' ’ 3 2 L : e s, * ' s
7o ) 5 ? (2 %, ‘ a lf" D
Group () T  %F 3 ° & 5 Not Imp- imp
{ ot N Te u:: . N N 1+2 LY 4+5
’ ’ # . . 'S ™ N Y

Total(351) . 0.3 2.5 9:0: 28.5 596 ‘ 2.8  88.1
13 * a @ b N
o, o M . %

A
2 v R

Nursing(231) 0.0, " 1.3 7.9 27.9 62.9 1.3  90.8

o

Psychiatry(37) 0.0 2.7 13.5 - 24.3 , 5¢.5 2.7 '83.8 e
Bsychology(41) 2.4 7.3 7.3 _34.1° 48,8 9.7  82.9

Social Work(42) 0.0 4.8,14.8 26.2 54.8 4.8~ 81.0

= !

Inpatient(192) 0.5 -2.6* - 8.4 30.0 58.4 3.1  88.4

| Co .
.Community(96) 0.0 4.2 10.4, 22.9 62.5 4.2 85.4

Y

Rehabit. (60) 0.0 0.0 8,“3&, 33.3 58.3 0.0 91.6

H

b ?
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.. Table 38 . <.
) o
L ,5

+Importante of. Support to Family and Community Members :
Percentage of “Responses to Fach Option

~ -

» a

a

Growp(M) © 1 2 3 A 5. Not Imp Imp

o, : 142- 445

Total(351) 0.0 1.} 10.7 33.5 54.6 1.1 88.1
e %

[
»

Nursing(231) - 0.0 0.9 10.0 32.2 57.0 0.9 89.1
Psychiatry(37) 0.0 2.7 1612 43.2 37,8 2.7 8l.1
Psychdlogy(4l) 0.0 ° 2.4 14.6 34.1 48.8 2.4 82,9 '
o ° 4

Social Work(42) 0.0 0.0 7.1 33.3°59,5 0.0 92,9

- \ >

Inpatient(192), 0,0a"1.6 9.4 34.6 54.5 1.6 89.0

b

Commupity(96) 0.0 1.0 13.5 31.3 54.2 1.0 85.4/°

»

Rehabilitat.(60) 0.0 0.0 11,7 31.7 56.7 0.0 88.3

- . .
a '

%
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Table 39

ot

(4

Importance of Supportive Residential services :

2

01

=7 Percentage of Responses to Each Option: ,/ )
» o "
Group(N) 1 2 3 4 5 DNot Imp Imp
- i+2 | 445
Total(351) = 0.3 1.1 11.8 31.8 54.9 1.4  86.8.
<2
Nursiﬁg(231) 0.4 1.3 10.9 33.5 53.9 1.7 87.4
Psychiatry(37) 0.0 0.0 13.5 32.4 54.1 13.5 86.5
Psychology(4l) 0.0 0.0 17.1 24.4 58.5 17.1  82.9
> Social Work(42) 0.0 2.4 9.5 33.3 54.8 2.4 8.1 .
T —*
Inpatient(192) . 0.5 1.6 7.8 30.7 59:4 2.1 9.1
-Community(96) 0.0 1.0 19.8 29.2 50.0 ° 1.0 79.2
L4 'Q
Rehabilitat.(60) 0.0 0.0 11.7 400 48.3 0.0 8.3

o




5 Table 40 .
° : ° g .‘ ? “"O .
u Importance of Reaching Qut Services:
' Percentage of Response to Each Optionm
¢ . - &
I . 0
N
r ﬁ I3
\\\Group(N)“ o 1 2 3 4 5 Not Imp® Imp =
N . ){\ ’ 142 445
"Total(351) 0.6 3.4 "10.1 32.0 53.9 4.0 85.9
Nursing(231) © 0.0 2.6 7.8 28.1 61.5 2.6  89.6
Psychiatry(37) 0.0 0.0 10.8 -40.5 48.6 0.0 89,1
Psychology(41) "4.9 7.3 19.5 51.2 17,1 " 12.2 ° 68.3

RS
Social Work(42) 0.0 7.1 , 1119 /;£L6 52.4 ;T?:::jél,O

[}

Inpatient(192) 0.5 2.1 7.8 27.6 62.0° 2%

C?&munity(96) 1.0 ‘5.2U 17.7 34.4 41.7 6.2 76.1
+ Rehabilit.(60) 0.0 5.0 6.7 43,3 45.0 5.0 88.3
_‘L LS i Q

vy

e

&h

=
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’ ; . ¢ Table 41

+
I

L

Impd%taﬁce of Asgisting Patients Obtain Benefits:

Percentage pf Responses to Each Option
‘t ﬂ » & Y .
Group(N) | 1 - 2 3 & 5 ot lmpdmp ..
P X s 1k2 5,7
+e . o - \ P
‘Total(351) 0.0 0.8 11.2 41.6 ?4°4 “0.8 86.0
:‘ ( s ‘\4?“'
.hm ?

Nursing(231) 0.0 1.7 7.4 45.5 45.5 1.7+ 91.0

-

Psychiatry(37) 0.0, 5.4 13.5 43.2 37.8 5.4 8L.0 ,

Ps§2hology(41) 0.0 4.9 26.8 29.3 39.0 4.9  68.3

Social Work(42) 0.0 4.8 14.3 28.6 “52.4%% 4.8 81.0

N

B [y .

<

Inpatient(192) 0.0 2.6 10%4° 42.2 44.8 2.6 , 87.0

Community(96) 0.0 4.2 » 15.6 33.3 46.9 - 4.2 80.2
A Y v
Rehabilit.(%0) 0.0 1,7 6.7 53.3 38.3 1.7 9L.6

v oe N E;)
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1
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e . ; Table 42 - ,
@ . v ° -
I N ! Jt . *
L] , o ’ , , - 2 , ’
, . . i & . o
° % - ° ' .
; Importance of,Services to°Protect Patiént Rights : iy
-~ - . Percentage of- Responses to Each Option -
- - " - * Y

- 9. -

. e
. c
- N o v
Q
. .8 . H \
. .

. - {
i . . Group(N) "¢ 1 “,_ 2 3 4 5° Not Imp Imp .
g " 142 445
= .- Total(351) 0.8 3.1 18.1 27:9 50.1 3.9 78:0

a
i

{1/9 ’ ° a
. N

H v

Nursing(231) 0.9 . 3.9 17.8 26,1 S5L.3 , 4.8 77.4
~ e

-

Psychiatry(37) 2.7 54 -27.0 24.3 40.5. 8.1 64.9 ¥

Psychology(41) 0.0 0.0 24.4 29.3 -46 3 0.0 75.6

o

5 Y Social Work(42) 0.0 0.0 4.8 40.5 54.8 0.0 95.2
- G A a
~ ! N IS . ‘Q
o - - - < . ,
. . .Inpatient(192) * 1.6 4.2M15.2 27.2 51.8 _ 5.8 79.1

Cofmunity(96) 0.0 2.1 20.8 27.1 50.0 2.1 77.1

¢
. Rehabilitaﬁg%EQz\S}@ 1.7 23.3 28.3 46.7 1.7 75.0

Id




Table 43 . -

Importance of Rehabilitation Vocational Services :
Percentage of Responses to-Each Option

205

\ i ’ ,)\_1
R )
r N .
4 \
Group(N) . ® 1 2 3 4 5 Not Imp Imp
a . 142 445
Total(351) 0,0 3.7 14.6 40.4 41.3 3.7 8L.7

A

! 9

Nurs#ng(23l) 0.0 4.8, 14.7 41.1 39.4 4.8 90.5

. * ' -
Psychiatry(37) 0.0 0.0 18.9" 32.4 48.6 0.0 8l1.1
Pstho}ogy(él) 0.0 0.0 9.8 .53.7 36.6 0.0 90.2

Social Work(42), 0.0 2.4 14.3 35.7 47.6 2.4 ™83.3

\

Inpatient(192) 0.0 5.2 15.6 '20.8 55.7 5.2 79.2

1

Community(96) 0.0 2.1 17.7 44.8 35.4  2.1' 80.8

o

Rehabilitat.(60) 0.0 1.7 6.7 50.0 41.7 1.7 91.7
‘“ ~

A}

s ¢
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TPable 44

<

of Case Management Services : Percentage of

206

é d
Importance .
Reponses to Each Option

L] g )

Group(N) 1 2 3. 4 5 Not Imp Imp
T2 445 - .t

Total(351) *° .0.0 2.8 20.8 34.0 42.4 2.8 76.4
Nursing(231) ° 0.0 3.0 18.2 82.9 45.9 3.0 78.8
Psychiatry(37) 0.0 5.4 35.1 29.7 29,7 5.4 59.51 .
Psychology(4l) 0.0 2.4 26.8 39.0 31.7 2.4 °70.7 Y
Social Work(42) 0.0 0.0 /14.3 38.1 47.6 0.0 85.7 o ¢
" , % : f""n . ;}f
Inpatient(192) 0.0 3.1 16.7 32.8 47.4 3.1 80.2
Community(96) 0.0 4.2 24.0 34.4.37.5 4.2 71.9
Rehabilitat.(60) 0.0 0.0 30.0 36.7 33.3 0 70.0

GDO
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Table 45
_Importance of Twenty-four Hour Crisis Services:
. Percentage of Responses to Each Option A
.
Group(N) 1 2 3 4 5 ©Not Imp Imp
- 1+2 445
v
" Total(351) 0.6 5.1 18.5 31.2 44.7° 6.7  75.9
“Nursihg(231) 0.4 3.9 15.2 30.7 49.8 4.3  80.5
Psychiatry(37) 0.0 8.1 _27.0 32.4 32.4 ( 8.1  64.8 .

. e S R ' &
Psychology(41) 2.4 4.9 26.8-366 29.3. 7.3  65.9°
Social Work(42) 0.0 9.5 19.0 28.6 42.9 ‘9.5  71.5

' ‘ - ) ‘u ] 3
Tnpatient(192),<0.1 2.6 15.6 29,4 5.0 2.7 -+ 80.7
Community(96) 0.0%11.5 25.0 30.2 33.13«‘7 11.5  63.5

. Rehebilit.(60) 0.0° 1,7 18.3» 36.7 43.3, 1.7 80.0 >
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d Table 46 T

\
.Importance of Services to Invo%ye Cémmunity Members :
Percentage of Responses” to Edch Option

Group(N) 1 2 3 4 . 5 Noi gmp iﬁg
) .o + +5

Total(35t) » 0.6 2.8 20.6 42.5 33.5 3.4 76.1

Nursing(231) . 0.9 3.5 18.3 41.3 36.1 . 4.3_ 77.4

5

Psychiatry(37). 0.0 217, 32,4 40.5 24.3. 2.7 = 64.9

1

Psychology(4l) . 0.0 2.4 29.3" 43.9 24.4 2.4 68.3

Social Work(42) 0.0 0.0 14.3°*'50.0 38.7 0.0 85.7

~ '

Iﬁpatient(192) 1.0 2.6 19.8 38.0 38.5 3.6 7.6
Community(96) 0.0 3.1 21.9 46,9 28.1 3.1  75:0

Rehabilitats(60) 0.0 ° 3.3 23.3 48.3 25.0 3.3  73.3
Q] - 4 . » 5
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Table 47 .
P . 3 °
G- ¢ Importance Of Services to Idenqtify Clients:
< Percentage of Responses to Each Option
3 .
- 1 1}
Group(N), 1 2 3 4 5 Not Imp Imp
: 142 445 .
T : il N @
Total(351) 1.4 6.0 17.9 40.9 33.8, 7.4 74.7
-Nursing(231) 1.3 -6.5 15.7 43.5 .33.0 7.8 76.5
Psychiatry(37) ° 0,0. 0.0 16.7 36.1 47.2 0,0 . 83.3
Psychology(41) 4.9 4.9 29.3 39.0 22.0 _ 9.8 61.0
Social Work(42) 0.0 10.0 17.5 (§30.0 42.5 * 10.0 72.5
Tnpatient(192) 1.6 5.8 13,2 42,3 37.0 7.4 79.4
Community(96) 2.1 5.3 26.3 37.7.3l.6 07.4\“ 66:3
Rehabilitat.(60) 0.0 6.7 20.0 48.3 25.0, 6.7 73.3
I
y 5
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Table 48

-

F-Ratio of Main Effect, Interactions and Covariates of

Feasibility of Services to Assist Patients Obtain Benefits by

, Profession and Work Setting

v

q

“ e e
Source of’ :Sum of DF * Mean F Signdf -
Var. Squares Squares of F
Covariate - .
Sex .659 1 .659 ¢, 1.042 .308
Qualify . 146 1 . 146 .230 632
Years .878 .1 .878 1.387 | 24Q
Employ..” .615 1 .615 972, .325
Time .013 1° .013 .021 .886
Main-Effect ' i
Prof 1.878 3 .359 . 568 °637€
Setting 971 2 .485 .767 465
Interact 2.547 6 <425 671 .673
Fxplained 7.137 16 46 -705 .789
Residual 290 .633

183.541



. Table 49 ‘ .

o o
P

F-Ratidé of Main Fffect) Interactions and Covariates of
Feasibility of services taq Provide Health Care By Profession and

) . Wark Setting N

= & . Y , 0
Source of Sum of DF Mean F -Signif,
Var. , Squares Squares ‘of F
Covariate . - -,
Sex +1.874 1 1.874 2,190 140
Qualify N 4,612 4.612 5.391 . ,071
Years 5.674 £5.674 6.632 011
Employ. .000 ©.000 .000 .993
Time .196 .196 229", .633
Vain Effect . ‘ ‘
Prof, . 247 3 .082 » 096 .962
Setting 10.217 2 ?;108 ., 5.971 .003
jAnteract 2.584 6 431 .503 .806
Explained 21.863 16 1.366 1.597 .069
Residual = . 247.251 - 289 856
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Table 50 ' Lt
o F-Ratio of Main Effect, Interactions and Covariates of vl
Feasibility of Psychosocial Rehabilitaion Services by Profession
and Work Setting ~
A4 o' -
"Source of Sum of DF Mearw F Signif.
Var. o Squares Squares ", , of F
Covariate D E
Sex - 1.980 1 1.980 °© 2,499 .115
.- Qualify o L.421 1 1.421 1.793 .182
Years 3.108 1 3.108 8.922 .049
Employ. s L043 1 -043 055 .815
Time 1,705, 1 1,705, ©2.152 143
Main Effect] W
Prof . 6.033 3 2.001 2.525 .058
Setting 6.576 2 3,288 4,149 .017
Interact ' 3.383 . °6 - 564 .711 .641
Explained 23.755 16 1.485 1.874 .023
Residual 229.809 290 . 792 ®

IS -
+ ' S
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: Table 51 s

. J
F-Ratio of Main Effect, Interactions and Covariates of . 4
Feasibility of Serwvices to Protect Patient Rights by Profession s
and Work Setting
. + ' v «

[l

I3 . A - A

Source of Sum of’ DF ‘Mean - F. Signif.
Var. Sggares Squares of F
& - ~

Covariate’ a )
T Sex - .516 1 .516 .50 © 479 ‘

Qualify . .003 1 .003 .003 .957

Years . 1,285 1 1.285 1.249 265
, Employ. 2.999 1- 2.999 2.914 .089 .

Time *.277 1 277 .269 .604

» . o °

Main Effect

Prof 2.981 3 .994 .996 409

Setting .759 2 .380 .369 .692 z

Interact 4,499 6 . 750 . 729 627

Explained 14,142 16 - -883 .858 - ..618

Residual 299436 291, _ 1.029 ' . .

\
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- A / it
- f Table 52
' , * /9
¢y A .
. F-Ratio of Main Effect, Interactions and Covariates of

e Feasibility of Support to the Others by Profesion and Work Setting
‘ ' . . L

Source of Sum of DF Mean ' WF *Signif.

Var. Squares Squares of F
Covariate -

Sex 176 1. .176 .194 .660
Qualify .630 1 .630 .- .696 - 405 .
Years 2,769 1 2.769 3.057 .081
Fmploy. .407 1 . 407 449 .503 -

Time .000 1 .000 000 . 587

Main Effect ' S

, Prof 3.810 3 1.270 1.402 | .243 »
Setting 1.052 2 526 .581 . 560
Interact 3,590 6 .598 .661 682 v
Explained - 11.979 - 16 749 .827 655
Residual | 2§{,773 289 »906 R



. Table 53 , - N

5 - “

. - . C 0 A

F-Ratig of Main Effect,. Interactions and Covariates of |

Feasibility of Serviges of Involve Community Members by
Profession -and Work Setting

L

u

Source of - Sum of DF Mean F .Signifu,
Var. Squ%feg *Squares ) N of F, ,
5 . J
Covariate ) . .
Sex 3.224 1 3.224 N 3,958 .048
Qualify 2.484 1 2.484 % 2,957 ©  ,087
Years .524 1 @524 .624 * 430
*Employ. 1.879 1 1.879 24237 .136
Time 117 1 117 . .140 .709
Main Effect : ’ N “ ] LAY
Prof ,10.630,, .--3 3.543 4.218 | .006
Setting .882 2 .44l .525 .592,
\ Interact 1.121 6. . 187 2222 .969
o LA N - :
Explained 180750 16 / 1,172 ©1.395 143 G
Residual 242 .756 289) .840 .

.


http://Covariat.es
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: . | © Table 54 S
. | : £
°" F-Ratio of Main Efiect, Interactions and Covariates of
_Feéasibility of Services to Identify Patients by Profession and
) < oL Work Setting , "
kS * I:;V . " ' o
S~ource of .- Sum +of ‘ DF ) Mea;l F Signif.
Var. Squares 4 Squares, of F
“Covariate | . ‘ i -
Sex .347 1 347 2(?5? . .592
Quglify .015 1 _.015 .013 911,
" Years LLW272 1 272 226 » ' .635
., Employ. . 5.878 o 1 5.878 48290 - .028 3y
© Time .014 1 014 - .012 915
“Main Effect ‘ o . ’
Prof - .611 3 .204 .169 917 .
\ Setting 1.773 ~ 2 .887 .738 479
Tnteract 15.870 6 2.645°  2.201 -043 <
-~ Txplained — 25.733 6 1.608 -,  1.338 173
) . v

Residual  348.566 200  1.223

. 2> "
CY B
B R
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Table 55

L4

F-Ratio of Main Effect, Interactions and Covariates of
Feasibility of Case Mana%ement Services by Profession and Work

Setting )

Source of Sum of DF  Mean F Signif.
Var. Squares Squares of F
- 4 -
Covariate
Sex .329 1 .329 .321 .517
Qualify 7.697 1 7.697 7 2509 .007 ,
Years - 7.166 1 7.166 6.942 .009
Employ. 1.128 1 1.128 1.100 . 295
Time 1.119 1 1.119° 1.092 .297
Main Effect = . :
Prof 3.771 3 1.257 1.226 .300
Setting <203 2 147 . 143 .867
& ’
Interact 4,891 6 .815 .795 .574
Explained 24,614 16 1.538 -1.501 .098°
* Residual 298.269 291 1.025
f ) 2
- ¢
3 \_/ . - - 1

A
I
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Table 56‘

F-Ratio of Main Effect, Interactions and Covariates of

Feasibility ofl Reaching Ou

t Services by Profession and Work

¢

e . Setting .
Source of Sum of  DF  Mean T Signit.
Var. Squares Squares , b of T
Covariate - '
Sex . 713 1 .713 .561 454 o
Qualify 1.874 1 1.874 1.474 .226-
Years .365 1 .365 287 .593
Employ. .00 - 1 .000 .000 . .986
. Time .229 1 .229 .180 .672
Main Effect . .
Prof . 2.960 3 .987 776 .508
Setting .384 2 .192 .151 .860
Interact 11.340 6 1.890 1.487 .182
Explained 23.010 16 1.438 1,132 .325 '
368.501 290 1.271 i

Re&idgpl
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»

F-Ratio of Maln Effect Interactlons and: Covarlates of

Fea51b111ty of Residential Serv1ces . by Pfofe351on and Work Setting

r

.

. P .
B t:_ ) h “e a ’
Source-of Sum of DF Mgan' ", Signif,
Var, Squares' Squares _of F
] A & &
~Covariate M0 ‘ A
Sex 2.088 1 2.088 1,878 Ve 172 N
Qualify 4.790 1 4.7%0 4.308 039
Years T 1.410 .1 1.410 1.268 216 o
Employ. 1 460 1 s 460 €~ L418°% ' .520
Time 1.324 1 1.324 z 191 .276
- M 4‘
Main Bffect ] ;
Prof 2.397 - 3 CLTY by ¢ “" 719 T .542
' Setting . 749 2 s .37 :337° .74
Tnteract 6.111 6 1.008 Tol6 . 7 .48k
- ‘~ & y( ,b"
Explained 20,252 16 ,1,266° , " 01,138 .319% o < -
1 . ’ 9 N )
Residual 321.307 289 c 1112
AR 1 '
~ o 4 ' Q: °
o ;
5
9 ’ o } \
@ ' o ~
2 A, R
y 0 1Y - r & ~
Y ! .
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Table

°Q

58

, F-Ratib of Main Effect; Interactions and Covariates of

. Feasibility of Vocational Services by Profession and Work Setting

.

A}

%

’
w

Source of Sum of DF Mean F (’ Signif.
Var. Squares Squares : of F
Covariate .
Sex 1.193 1 1.193 1.159 .283
Qualify 1.433 1. 1.433 1.393 239
Years 1.483" 1 1.483 1.441 .231
Employ. .00 1 .008 ,008 .930
Tame, 5.267 = 1 5.267 5.188 024
{} :
Main Effect -
Prof 3.273 3 1.091 . 1.060 .366
Setting 7.505 2 3.752 3.646 .027
Interact 9.054 6 1.509 1.466 .190
Explained 30.466 16 1.904 “1.850 -025
Residual ' 297.419 289 1.029
b
° ©
' N [N «
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Table 59

r

¢

]

* F-Ratio of Main Effect, Interactions and Covariates of
Feasibility qf,CrisislServiies by Profession and Work Setting

-

<

1 ‘ '
Source of Sum of © DF Mean F
Var. - Squares Squares

(3 )
Covariate :
Sex 1.237 1 1.237 .808
Qualify L7751, 1 .775 .569
Years ,6.920 1 6.920 5.081
Employ. .439 1 .439 .322
Time 2.239 1 2.239 1.644
MainbEffect .
Prof 1.442 3 481 «353 . 187
.éettinga 1.132 2 .566 - 416 .660
Interact 15.639" 6 2,607 .1.914 .078
Explained  31.489 16 1.968 1.445 7120
Residual 394.954 290 1.362
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P f
i ' = ‘ Table 60 ‘
4 4 3 , ‘
; 1 L ) o 4 ‘é S S‘
[ ' : ' ; : : .
1 . Feasibilf‘gy of "Seryices to Assist Patients Obtaip’ @
. Benefits : Percentage of, Responses to Each Option =
] <y ¢ » -
E a an N “ &
- . 13
% ) 1 IS ' . . f_a’ . .
| v € / ®
i o , , 5
) . 1 & i/’° - - ’.,, N , ]
} : | Group(N) e 2 . 3 4 5 Not Imp® Imp
} » \ P M @ ¢ 1+2 > ‘:'r+5 "
{ - : A . : e Co
! . : —
g’ ' Total(351) 0.3 4.8 8.2-46,2 40.6 5.1 86.8 . ¢
]
2 N ° }' .
~ v }/ ‘, _
L Nursing(231) . 0.4 S.2", 6.5 50.0 37.8 5.7 87.8
1% - N - ) s - [N ' "
! Psychiatry(37)° 00 2.7 16.2 +45.9 5.1 2.7 8L1 ®
. : ' . v,
. L, Psychology(4l) 0.0 ~ 7,3 *7.3.31.7 53.7 7.3  85.4 . /
f £y . * ' . a
. o . Social Work(42) 0.0 2.4 11.9 '35.7 50.0  2.4:" 85.7 7
} - ¥ & o‘
1 N X ° v
.l)
' Inpatient(192) 0.0 5.8 7.9 48.7° 37.7 5.8 86.4
.}‘ . R . o -’
S Community(96) 0.0 4.2 9.4 39.6 46.9 4.2 86.5
i s -
1 . Rehabilitat.(60) 1.7 3.3 3.3 5.2 40.0 5.0 91.7 ;
b{’s B3
l .
| ”
L
‘ - ]
t r'd
» K " t
1 -
1 ‘ ﬁ
. )]
1 0 ’ Q
H doy
{ ; . - "
P . .
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= able I\b ~
kY ' N - . (‘D y
Feasilibility of Services to Provide Mediqél and Mental
) Health Care : Percentage of Responses to Each Option

’ ¥ o . ) ’

. Group(N) © 1 2 3 4 ' 5 Not Imp Imp

T . 1+2 445
e Total(351). 1.4 5.9 10.7 37.9 44.1  7.3° 82.0 )

£ ' § ' '
¢ o &A LY , N o

) Nursing(231) 2.2 6.9 10.0 38.5 42.4 9.1 8L.0

’ o Psychiatry(37) 0.0 5.4 10.8 '45.9 37.8 5.4 83.8
. Psychology(41)' 0.0 2.4 14.6 41.5 41.5 2.4 82.9 )

. Social Work(42) 0:0 4.8 11.9 26.2 57.1 4.8 83.3

- - dnpatient(192) f1:6 7.8 13.5 40.6 36.5 9.4 77.1

T 3 b e .
. K . Community(96) 0.0 1.0 8.3 33.3 57.3 1.0 90.6

2 .
Rehabilitat.(60) 1.7 8.3 5.0 36.7 48.3 10.0 85.0

-
.
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o Table 62

Feasibility of ﬁsychosocial Rehabilitation Services :
Percentage of Responses to Each Option

Group(N)™ 1 2. 3 4 5 Not Imp Imp
’ 142 - 445
Total(351) 1.1 5.3 14.0 %?,8 33.7 6.5 79.5

[

2 ' a
Nursing(231) 0.9 4.3 12.6 46.3 35.9 5.2 82.3
Psychiatry(37) 2.7 2.7 32.4 48.6 13.5 5.4 2.2
Psychology(4l) 2.4 4.9 9.8 43.9 39.0 7.3 83.0

Social Work(42) 0.0 14.3 9.5 .42.9 33.3 14.3 76.2

Inpatient(192) 2.1 5.7 16.7 45.3 30.2 7.8 75.5
Community(96) =~ 0.0 6.3 11.5 47.9 34.4 6.3 82,3

\ Rehabilitat.(60) 0.0 3.3 8.3 41.7 46.7 3.3 88.3
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Table 63 .
Feasibility of Services to Protect Patients' Rights :
Percentage of Responsgs to Each Option -~
. ht
4 v
Group(N) 1 2 3 4 5 Not Imp -Imp
Co1e2 &5,
Total(351) 2.0 7.9 21.3 35.1 33.7 9.8 68.8
% » . hb
Nursing(231) 2.6 7.4 21.6 34.60 33.8 10.0 68.4
Psychiatry(37) 2.7 10.8 21.6 45.9 18,9 13.5 64.9 °
Psychology(4l) 0.0 4.9 24.4 26.8 43.9 ‘4.9 70.7
Sogial Work(42) 0.0 9.5 16.7 35.7 38.1 9.5 73.8
Ifpatient(192) 2.5 8.3 18,2 40.1 }30,7 10.9 70.8
Community(96)  0.0. 7,3 24.0 33.3 35.4 7.3 68.7
7 63.3

Rehabilitat,(60) 3.3 6.7

’

26.7 .21.7 41,
Y

10.0

Lo

0
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Table 64

\]

Feasibility of Services to Support Family and Community :
Percentage of Responses to Each Option

a
I4

4
. K
1
Group(lV) e 1 2 3 4 5 Not Imp Imp,
) 1+2 4+5
1
Total(351) 0.3 10.4 21.4 43.1 24.8 10.7 68.9. .

1 \]

°

Nursing(231) 0.4 11.3 19.1 4423 24,8)/;2107 69,1
16.2 13

Psychiatry(37) 0.0 13.5 32.4 37.8 '16. .5 54,1

Psychology(4l) 0.0 . 7.3 24.4 36.6 31.7 7.3 68.3

Social Work(42) 0.0 7.1 2l.4 47.6 23.8 7.1 7l.4

~

N “

Inpatient(192) 0.5 14.7 19.4 39.8 -25.7 i5,2 65.4
Community(96) 0.0 5.2 22.9 46.9 25.0 5.2 71.9

Rehabilitat.(60) 0,0 5.0 26,7 45,0 ‘?3L3 5.0 68.3

[
~
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Feasibility of Services to Involve

Table” 65

Percentage of Responses to Each Option

—

Community Members :

Ve

°

Group () 1 2 3 4 5 Not Imp Imp
. ' 142 445

Total (351) 0.0 9.6 31.5 37.5 2.4 9.6 58.9
Nursing(231) 0.0 9.6 32.6 36.5 21.3 9.6 57.8
Psychiatry(37) 0.0 16.2 43.2 27.0 13.5 16.2 40.5¢
Psychology(4l) 0.0 2.4 19.5 51.2 26.8 2.4 78.0
Social #ork(42) 0,0 11.9 23.8 38.1 26.2 11.9 ° 64,3
[ * °
‘Inpatient(192) 0,0 11.5 27.7 35.6 25.1 11.5 .60.7
Community(96) . 0.0 » 9.4 30.2' 41.7 "18.8 9.4 60.4
Rehabilitat.(60) 0.0 5.0 43.3 38.3 13.3 5.0 51.7




Table 66

[

of Responses to each Options |

230

Feasibility of Services to Identify.Clients : Perceﬁiii:[;)a.

Rehabilitat.(60) 1.7 20.0 10.0
. AN

>
i >
A~

, 23
Group(N) 1 2 3 4. 5 <Not Imp Imp
£K\ \ 142 445
Total(351) 3,9 16.9 12.4 43.9 22.8 20.8 66.7
Nursing(231) 3,9 19.6 11.7 42.6 22.4 23.5 64.8
© Psychiatry(37) 2.7 5.4 24.3° 5L.4 16.2 8.1 67.6

. .
Psychology(4l). 4.9 22.0 12.2 36.6 24.4 26.8 61.0
Social Work(42) 4.8 9.5 4.8 52.4 28.6 14.3 ,81.0

|
Inpatient(192) 1.6 23.4 16.7 37.5 20,8 23.0 63.9
Community(96) 5.2 10.4 13.5 55.2 15.6 15.6 70.8
38.3 30.0 21.7

68.3

TN



N Table 67

oﬂp ° ]

"ﬂ » * -

Feasibility of Case Management Services :-Percentage of
‘Responses to Each Option

- Q it
o 1) . )
(23 °
: 7
. o
Group(N) 1 4 /2 3 4 5 Not Imp Imp
142 45
"
' D
Total(351% ‘ 1.7 14.9 22.8 39.4 21.3 16.6 °60.5

I
%) v

4

.
Nursing(231) 2,6 18,2 21.6 38.1 19.5 |20.8. 57.6,

. o !
Psychiatry(37) - 0.0 10.8 29.7 43.2 16.2 0.8 jg?ﬁ

S

Peychology(41l) . 0.0 7.5 27.5 30.0 35.0 7.5 65.0

L

Social Work(42) 0.0 9.5 ‘6.7 50.0 23.8 9.5 73.8

Inpatient(192) 2.1, 16.1 21,4 42.2 18.2 18.2 60.4

LT L - .
Community(96) 0.0 10s5 24.2 38.9 26,3 10.5 65.3

"

\\\jfehabilitat,(ﬁO) 1.7 18.3 26,7 28.3 25.0. 20.0 53.3

y/// o
4

4]
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S o ) Table 68 ° .
) 5 M X 5 ~
? ‘ Feasibility of Reaching Qut Ser¥ices : Percentage of
. W/ Responses’ to Each Option
rg ” “‘ N « -, -
:’_@' . v
N ."ng . o . A
N Group(N) 1 2 3 4 5 Not Imp "Imp
=8 . 142 445
o Total(351) 2.5 25.0 14.0 40.0 18.0 27.5 58.4
- @ Nursing(231) 1.3 23.4 13.4 40.3 21.6 24.7 61.9
o & N o
, . Psychiatry(37) 5.4 18.9 21.6 48.6 5.4 247 54.1
o "V peychology(4l) 4.9 3.1 17.1 31.7 12,2 39.0 isog;
Social Work(42) 4.8 31,0 .7.1 40.5 16.7 35.7 57.1
T *~ Inpatient(192) 1.6 23.4 ’.16;,7 37.5 20.8 23.4 58.3
Community(96) ° 5.2 28.1 11.5 44.8 10.4 33.3 55.2
Rehabilitat.(60) 1.7 26.7 . 1137 43.3 16.7 28,3 . €0.0




Table 69

Feasibility of Suppo}tive Residential services:'

Percentage of Responses to Each Option

233

—
~

Group(N) 12 3 4 5 Not Imp Tmp
’ 142 445
Total(351) 3.4 19.5 24.3 38.4 1h.b  22.9 52.8

Nursing(231) 2.6+ 19.2 23.1 40.2 14.8 21.8
Pgychiatry(37) 8.1 29.7 27.00 24.3 10.8 37.8
Psychology(4l) 4.9 14.6 22.0 39.0 19.5 19.5

Social Work(42)™ 2.4 19.0 31.0 40.5 7.1~ 2L.4

d

-

55.0

35.1

58.5

47.6 -

Inpatient(192) 4.2 19.5 22.6 37.9 15.8 23.7
Community(96) 3.1 18.8 28.1 38,5 11.5 21.9

Rehabilitat.(60) 0.0 21.7 21.7 43.3 13.3 21.7

=l

53.7
50.0

56.7
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% % I3
Group(N) 1. 2 3 4 -5 Yot Im® Imp
. 142 445
Total(351) 2.2 '23.9 24.7 35.1 14.0 26.1. 49.1 .
Nursing(231) 2.6 23.4 22.5 36.8 14.7 26.0 51.5
Psychiatry(37) 0%0—32.4" 35.1 21.6 10.8 32.4 \32.4
Q
Psychology(4l) 2.4 19.5 22.0 36.6 19.5 22.0 56.1
Social Work(42) 2.4 23.8 33.3 33.3 7.1 26.2 40.5
Inpatient(l9\2) 2.6 29.2 22.9 29.7 15.6 31.8 4535
Community(96) 2.1 17.7 32.3 38.5 9.4 19.8 47.9
Rehabilitat.(60) 1.7 13.3 20.0 48.3 16.7 15.0 . 65.0
e .
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Feasibility of twenty-four Hour Crisis Services ¢
Percentage of Responses to Each Option

~ Table 71,

a

1235 .

25,0 21.7

30.0

Group(N) 2 3 4 Not Imp Imp
4+5
o L
Total(351) 28.7 19.9 28.9 . 48.0
i ;
Nursing(231) 29.9 16.5 27.3 50.6
. Psychiatry(37) 29.7 27.0 21.6 37.8
) Q
Psychology(4l) 26.8 17.1 41.5 51.2
* Social Work(éZ)f 26.2 33.3 31.0 (381
_Inpatient(lQZ) -28.6 20.8 25.5 46.9
Community(96) . 29.2 16,7 36.5 49,0
Rehabilitat.(60) 0.0 53.3




s

Hospital and Community Psychiatry. 29(9): 573-578, 1978.

e
.

236

e

‘BIBLICGRAPHY 2

~

&

3

Achilles, C.M. and others. The Change Process in Real "Life:
Tracking Implementation of Effective Schoollng Flements in
Project Shal, Sts Louis. U.S., Educatlonal Resources
Information Center Eric Document ED 231 034 1983, ’

Alexander, Franz /and Sheldon Selesnick. The History of .
P@Xchlatrz, New York: Harper & Row, Publishers, 1966. ?
’\ - 3
Anchor Mental Health Assoc1at10n. "Community Support Services o
for Adult Psychiatric Outpatients.” Hospital and Community
, Psychiatty. 31(10): 693-696.- October, 1980. , .

Andersono Jack,-‘"Soc1al Security and SSI Benefits for, the .,
Mentally DisabTed." Hospital and Community Psychlatry. Lo
33(4) s 295-298. Apral 1982 B

AndErson Carol G. Hogerty and D. Rles ﬁ? "Family Treatment fog
~Adult Schizophrenic,Patierts:.A Psyc —Educational Approach.”
Schlzophrenlc Bulléfln 6(3) : 490-505, 1980.

y &

Anthony, W. "The Rehabilitation Approach to Diagnosis.”
‘Community Support Systems for the Long-Term Patient. ~d.
L.I. Stein. San Franc1sco) Jossey—-Bass, 197? R N

Anthony, W., M. Cohen, R. Vitalo. *The "Measurement of ° , .
Rehabilitation Outcome." Schizophrenia Bulletin.
4:365-383, 1978. S .

[
v .

Ashbaugh, John and J.V. Bradly, "lLinking Deinstitutiondlrzation
*  of Patiénts With Hospital Phase-Downt The Difference Between
Success and Failure." Hospital and®Community Psychiatry.
30(2) 105-109, February, 1979. L

Atwood, N, and M. W:Llllams° "Group Suppo%t’for the Families of
the Mentally I11." Schizophrenic Bulletin. 4(3): 415-423,
1978,

8

Bachrach, Leona. "Developing ©bjectives in Community Mental
Health Planning,." American Journal df Public Health.
64(12): 1162-1163. Decembe?, 1974,

o \
» "A _Conceptional Approach to Deinstitutionalization."

3

~ o
°




"Planning Mental Health Services for Ghronic
Patients." Hospital and COmmunlty Psychiatry. 30(6)
387-392, 1979.

-

. "In"the Least Restrictive Environment Always the Best?
Sociological Implications."” Hospital and Community
& Psychiatry. 31(2) 97-102. 1980.

i< N
' A
[y 'y LY Ld
ir

"Contlnulty of Care for Chronic Mental Patients: A-
) Conceptlonal Analysis.” American Journal of Psychiatry.
138 (11): 1449-1456. 198la

S
o * B

5"The Effects® of Deinstitutionalization of General
Hospltal “Psychiatry." Hospital and CommunltyéPsychlat(y
32(11):786-789. 198lb.

[
-

4 LI ° % %

) "Assessment of Outcomes in CommunltgﬁSuppoTt Systems:

" Resultss Prpblems and leltatlons," Schizophrenia
+Bulletin. 8(%) 39-€0 1982&..

¥
o

"Young Adult Chronlc Patients: An Analytical Rev1ew
of Literature." Hogpital and Community Psvchlatgy
33(3):189-196, 1982b.

Barkow, J. "Oné%’More for ChlldrEn." The Report of the PrOV1nce
. Wide Study of Psychiatric and Mental Health .and Related
Services for Children: and Aﬂolescents. Nova Scotla, 1983.
Bayer, M.J.

"Social Context Characteristics of the Chronic
Mentally Ill. A Study in Kings Co., Nova Scotia." (Paper

presented as a partial course requirement, Atlantlc Institute
nof Education, Halifax, Nova Scotia, April, 1982.

Beard, J., T. Malamud, E. Rossman. "Psychiatric Rehabilitation and
Long-Term Rehospitalization Retes: The Findings of ‘Two

‘Research Studies.” Schizophrenia Bulletin.
p 4(4) 622-635, 1978.

AY
K

Bgels C and W, MacFarlane. Family Treatments of Schlzophrenla°

.Background and State of the Art. Hospital and Community
PszchiatrX, 33(7)541-549, July 1982

Benn, Patrick.

"Semi-Independent Living For the Long-Term ‘
Mentally I11." Canadas Mental Health. 31(4):6726,1983.

Blalkle, Thelma. Personal Interv1ew, Wolfv
‘ 19837

%iifi/ﬁgva Scotia, May, E

‘ P
Blalock, H.M. Social Statlstlcs. New York: MeGraw Hlll
1977. '

N

Fl



9’ oy

]

Bland, R.C. "Long-Term Mental Illness in Canada: An h
- Bpidemilogical Perspective on Schizophrenia and Affectlve

Disorders." Canadian Journal of Psychiatry. 29(3): :
Y 242-246, 1984,

Blume, R. and H. Sovronsky. "Establishing @ Countrywide Community
Support System of Mental Care." Hospital and Community
Psychiatry. 32(9)633-634 September 1981.. 9

Bond, Gary. "An Economic Analysis of Psychosocial Rehabilitation."

Hospital and Cémmunity Psychlatry 35(4)3356—362 1984 ..

4

Boyd, J., C. McGill, I. Falloon. "F%mlly~Part1c1patlon in the
Community Rehabilitation of- Schizophrenics." Hospital and -
Community Psychiatry. 32(9):629-632, September, 1981.

-

Brady, J.P. "Soc1al Skills Tralnlng for Psychiatric Patients, II o
Clinical Outcome Studies." The American Journal of
Psychiatry. 141(4):491-497, 1984, -

Braun, P. and G. Kochansky: R. Shapiro, S. Greenburg; J. Gudeman;
S. Johnson and M. Shore. Overview: "Delnstltutlonallzatloq of
Psychiatric Patlents, A Critical Review of Qutcoime Studies,”
American Jourfal of Psychiatry. 138:736-749, 1981.

N
4

Brennon, Michelle. Personal Interview, Wolfville, Nova Scotia, May,

1983°

Brown, Phil, "Approachesyto Evaluating the Outcome of .
Deinstitutionalizatién ¢ A Reply to Christenfeld."
Journal of Community Psychology. 10 276-281, 1982, -

Brown, G., J. Bixley, and J. Wing. "Influence of Family Life on
the Coarse Schizophrenic Disorders: A Replication.” ®,
British Journal of Psychiatry. 121:241-258: 1972.

Burchell, F. H. Personal Interviev,Wolfville, Nova Scotla, May,
1983. \

Catoh, C., J. Goldstein, 0. Serrane, and R. Berder. "The Impact
of Discharge Planning on Chronic Schizophrenic Patdents,"
Hospital and Community Psychlatry, 35(3):255-262, 1984,

Caplan Ruth. Psychiatry and tHe Communlty in Nineteenth
Century America. New York: Basic Books: 1269 oo«

9

Carlson, R. "The Case Managemént Project." (Finhl rfeport
submltted to the Metropolitan Mental Health Planning Board
December 1982). 7

)



Carlson, Raymond. Personal Intﬁrview,'WOlfviEIE,“N6Va Scotia, May,

: 1983 o /J .
Carpender, Ma}y "Re81dent1 1 Placement f6r the Chronic
Psychlatrlc Patient: A review and Evaluation.of the Literature."
Schizephrenia Bulletln, 4(3): 384 398. 1978.~ . .

- w

Cesnik, B. and K.:Stevenson. "Operating Emergéncy Services."
Communlty Support Systems for the Long-Term Patient, ed. -
L.I. Stein. San- Francisco : Jossey-Bass, 1979. . . *

3

Cohen, C. and J.” Sakalovsky. "Schizophrenia and Social Networks -
Ex—Patlénts in the Inner-City." Schlzophrenla Bulletln,
4(4):5%6-569. 1978, .

Crain, T. and L. Laska. "Deinstitutionalization and the Survival~
of the State Hospital.” Hospital and Community
‘V Pszchlatrz. 34(7):616-622, 1983.

. Crook, A. "Responding to Challenges," Mental Notes, the
' Newsletter of the Nova Scotia Division of the Canadian Méntal
Health Association. 1(1)4. January,' 1983.

Cutler, D. "Volunteer Support Networks for Chronic Patients."
Community Support Systems for the Long-Term Patient. ed.
: L.I. Stein. San Francisco: Jossey-bass, 1979.

Y

Cutler, D. and A, Beigel., "A Church Based Prdgram of Community. :
Activities for Chronic Patients." Journal of Hospital and
Community Psychlatry 29(8):497-501. 1978. .

)

o "Important Issues in the Drug Treatment of Schizophrenia.d -

*  Davis, J., C. schaffer,,mc‘}lfllhan, C. Kinard,  C. Chen.
Schizophrenia Bulletins 6(1):70-88. 1980.

DPavies, Marilyn. Continuing Care Unit: A Model of Services for
Chronic Psychiatric Patients. Journal of Psychiatric
- Nursing. 19(2):42-44, 1981, o

Deutsch, Albert. The Mentally Il1l In America. New Yd}kg
: Columbia University Press, 1949.

e

Doll, W, "Family Coping With the Mentally Ill: An Unant1c1pated
. Problem of Deiffstitutfionalization.” Hospital . and : '
= Community Psychiatry.w27(3):183-1, March, 1976,
, ;

Donlon, P. aﬁgJ;. Richard. Issuds in Developing Quality Aftercare
Clfhics for the Chronic Mentally I11." Community Mental
Health Journal, 12(1):29-36, 197@@

o)

Vot



file:///Stevenson

v

“,

'

o

. 240

Enzinas, Carmela. "The Services of the Fundy Mental Health Clinic
to the Chronically Mentally I11l: A Descriptive Study."
(Paper presented as’partial course requirment Dalhousie
University, Halifax, Nova Scotia, Dec., 1982.) ) . .

' Finlayson R., C. Greenland, D.Dawson, H. Blum and G. Pittman.

"Chronic Psychiatric Patients ifi the Community." Cdnadian
Journal of Psychiatry. 28(8):635-239, -1984,

Fréeman, S. J. "The Chronic Patient Rediscovered: Ten -
Propositions.”. Canadas Mental Health. 31€¢4): 15, 16, ¢
24, 1983. 2 —

Fenton, F., L Tesseir, E. L Slruenlng, P. A. Smith, C. Bensit,
A. P. Contandreopoulos, "H. Nguyen. "A Two-Year Follow-up of 2
Comparative Trial of the Cost-Effectiveness of Home and .
Hospital Psychiatric Treatment.' Canadian Journal of R
Pszchiatrz. 29(3):205-215, - 1984. s

t

K

Gates, ‘flan. A Quartet of Change Guides. U.S.§ Educational
Resources Information Center, Eric Document ED 217900, 1981.

Gotorwala, M.C, An Organization Process Intervention for
Effective Schooling. U.S., Educational Resources
. Information, Center, Eric Document ED 218 757 1982.

i?

Glasscote, R. "What' Programs Work and What Programs Do Not Work

to Meet the Need$ of the Chronic Mental Patients." Thé
Chronic Mental Patient, ed. J. A. Talbott. Washingtons:
“The American Psychiatric Association, 1978.

[}

Goldman, H‘ "Mental Illness and Family Burden: A Public Health
Perspectlve,“ Hospital and Community Psychiatry.
33(7):557-559. July, 1982,

[l

Goldman, H., A. Gattozzi, C. Taube. "Defining and Counting The
Chronically Mental I11." Hospital and Community
Psychiatry. 32(1):21-27. January, 198L. | .

Hall,.G, and S. Loucks. "A Developmental Model for Determining
Whether the Treatment_is Actually Implemented.” Amexican -
Fducation Research Journal. 14(3):263-267,” 1977.

Harris, M. and H. Bergman. "Recessing the Revolving Doorf A
Developmental Prospective on®the Young Adult Chronic
Patient." American Journal of Orthopsychiatry. 54(2)
281-290, 1984

M -

Hill, ‘Ken. Personal Interview/Wolfville, Nova Scotia, May, 1983.



b

Hughes, Jeannie. Personal Interview, Wolfv1lle Nova Scotia, May,
1983, .

Iﬁtagliata, James., "Improving the Quality of Community Care.for
the Chrenically Mentally Disabled: The Role of Case
Management." Schlzophrenla Bulletin. 8(4): 655—675
1982,

Johnson,, P, "Community Support Systems for the Mentally I1l:
A study of the General Public, Mental Health Workers, and
Board Members in Leon County, Florida. Dissewtation Abstracts
International.” 41:1216-A, September, 1980.

Jones, Maxwell. The Process of Change. Boston: Routledge and
Kegan Paul, 1982,

Kravss, J. and A. Slavinsky. The Chronically Iil Psychiatric
Patient and the Community. Boston Blackwell Sclenﬁlflc,
1982, - .
& ///“ .
Krelsmen, D. and V. Joy,‘"Famlly‘ﬁggéonse to the Mental Illness
of a Relative: A Revieu of the Literature."
Schizophrenia Bulletin. 10:34-57. Fall 1974.

Kyle, S. "Developing % Group for Friends and Family of ' -
Schizophrenics: A Hospital®Model.™ Ganada's Mental
Health. 31(4): 14, 25, 1983. ’
A

Lamb, H. "Roots of MNeglect of the Long-Term Mentally I1l."
Psychiatry, 42:201-207, 1979.
. "Therapist—Case Managers: More Than Brokers of Services."
Hospital and éommunlty Psychiatrys 31(11l): 762-764,
November, .

°
.~

Lamb, H.R. "What Did We Really Expect From Deinstitutional-
ization." Hospital and Community Psychiatry. 32(2):
105-109. February, 1979, °

4

. ™oung Adult Chronic Patients: The New Drifters.™
Hospital &nd Community Psychiatry. 33(6): 465 468,
June, 1982, )

Lamb, H.R. and E. Oliphant. "Schizophrenia Through the Eyes of .
Famllles° Hospital and Community Psychiatry. -
29(12):803-805. December, 1978,

Tangsley, D. and J. Barter. "Psychiétric Roles in the Community

Mental Health Center." Hospital and Community
Psychiatry. 34(8):729-733, 1983,

q a1
° "



<

1

L

Leff, J.P. "Schizophrenia and Sensitivity to the Family
Environment." Schizophrenia Bulletin 2:566-574, 1976.

Leff J. and C. Naughn " Fhe Role of Maintenance Therapy’ 3
and Relatives' Expressed Emotion in Relapse of

Schizophrenia." British Journal of Psychiatry .
139:102-104, 1981,

AN

° *

Leighten, Micheal. Personal Interview, Wolfville, Nova Scotia,
May, 1983 .
"Leighton, A, Caring for Mentally I1l Peopie. Cambridgeé: °
Cambridge University &Press, 1982.

Leighton, A., J. Murphy, A. Munrd. "Caring for the Mentally I11
People in Nova Scotia." The Nova Scotia Medical Bulletin.
April:52-55, 1984,

Leithwod, K.A. "Implementing Curriculum Innovations."
Studies in Curriculum Decision Making. ed. K.A.. .
Leithwood. Toronto., The Ontario -Institute for Studies in
Education, 1982. -

- Liberman, P. "Assessment of Social Skills." Schizophrenia
Bulletin. 8(1):627849 1982. -

Lipton, F., A. Salatinc,.S. Shapiro. "Down and Qut in the City:
The Homeless Mentally I11." Hobpital and Community

Psychiatry. 34(9):817-821, 1983.
Zh Work

Long, Ed and B. Runck..YCombating Stigma for Work Iprou
for:the Mentally Restored." Hospital and Commupity
Psychiatry. 34(1):19-20, January, 1983. ;

Lourie, N. "Case Management”, The Chronic Mental PatAent,
. ed. J.A. Talbot, Washington: The American Psychiatric
Association, 1978,

McCormick, W, "A Matter of Urgency." ‘Mental Notes, The
Newsletter of the of the Nova Scotia Division of the Canadian
Mental Health Association.. 1(1), 1-5. January, 1983.

McGill, C., I. Falloon,vJ. Boyd, and C, Wood-Swerve. "Family
Education Intervention in the Treatment of Schizophrenics."
Hospital and Community Psychiatry. 34(10):934-938, 1983.

McKerratcher, DiG. Trends of Psychiatric Caze. Ottéwa

Canada: Queen's Printer and Controler of Statiomary, 1966.
3

242



&5

~

Miller, Robert. "The Least Restrictive Alternative: Hidden
Meanings and Agendas," Community Mental Health Jourmal.
18(1):46-55. Spring, 1982,

Mosher, L. and S. Keith. "Psychosocial Treatments: Individual,
Group, Family, and Community Support Approaches."
Schizophrenia Bulletin. 6(1):10-42, 1980.

@ .

t ew - A
Mueller, A., B. Posternak, E. Handler. "Educatiljg Deinstitution-
alized Patients About Fiscal Realities." Hospital and g

- Community Psychiatry. 31(7):472-475. July, 1980. "

Munro Allstalr Personal Interview, Wolfv111e, Nova Scotia, May,
1983. N

Munves, P., F. Tremboli and A. North. "AfRepeat Visit to a
Psychiatry Emergency Room." Hospital and Community
Psychiatry. 34(7):634-638, 1983.

"Ozarin, 1. "The Pros and Cons of Case Management." The
Chronic Mental Patient, ed. J.A. Talbott. Washington:
The American Psychiatric Association, 1978,

o

Pepper, B., M. Kersner, H. Ryglewicz. "The Young Adult Chranic
Patient: Overview of a Population." Hospital and e
Community Psychiatry. 32(7)436-469. July ,1981.

Platman, S. "Family -Caretaking and Expressed Emgtlon An
Evaluatlono" Hospital and Community Psychiatry.
34(10):921-925, 1983.

-

Purdy, E.C. "History of the Nova Scotla Hospltal " Nova Scotia,
1976 (mimeographed). N

Report of the Mental Health Planning Survéy, British Columbia,
May, 1979. ¢ .

Rubin, Allen. "Commitment to Community Mental'Health Aftercare
Services: Staffihg and Structural Implications.”
Community Méntal Health Journal. 14(3):199-209, 1978.

Rubin, Allen and P. Johnson. "Practitioner Orientations Toward
the Chronically Disabled: Prospects for Policy
Implementation. Administration in Mental Health. 10(1): 3-12,
1982,

Runck, B. "Data Show Increase in CMHC Services for Chronic
Patienets; Some Other Services Decrease." Hospital and
Community Psychiatry. 3(35): 219-223, %984




. ) . . 244
Runions, J. and R. Prudo. "Problem Behaviours Encountered by
Families Living With a Schizophrenic Member." Canadian .

Journal of Psychiatry. 28(5):382-385, 1984.

. - Sherl, D. and Macht, L. "Deinstitutionalization in the Absence of
N Consencus." Hospital and Communlty Psychiatry. 30(9):
599-604. September, 1979,

Schwartz, S., H. Goldman, S. Churgin. "Case Management for the.
Chronic Mentally I1l: Models and Dimensions." Hospital
and Community Psychiatry. 33(12):1006-1008. December,
1982. .

o
H

Sharfstein, S. and H "Clark. Economics and the Chronic Mental -
Patient. Schlzophrenla Bulletinm.. 4(3):399-414, 1978. .
W . -
. Sheets, J., J. Prevost and J. Reiham, "Young Adult Chronic
\ Patients: Three Hypothesized Subgroups.” Hospital and
! Community Psychiatry. 33(3):197-202° March, 1982. ‘ -

‘%“ Fl
Shore, M.E., and R. Shapiro. "The Effect of Deinstitutional-
jzation on the State Hospital." Hospital and.Community
Psychiatry. 30(9):605-608. September, 1978,

v

Siegel, S. Nonparamétric Statistics. New York: McGraw Hill
Book Company, 1256.

Smith, C. "Measuring Some Effects of Mental Illness on the Home."
Canadian Psychiatric Association Journal. 14(2):97-103.
1969.

Solomon, E., R. Baird, L. Everstine and A. Escobar. YAssessing
the Community Care of Chromic Psychotic Patients.”
Hospital and Gommunity Psychiatry. 31(2):113—11@,
February, 1980. K

Spivack, I., J« Seigel, D. Sklaver, L. Deuschle and L. Garrett.
"The Long-Term Patient in the Community: Lifestyle and
Patterns and Treatment Implications." Hospital and
Community Psychiatry. 33(4):291-295. April, 1982.

4

Stern,, R. and K. Minkoff.” "Paradoxes fotr Programming for Chronic
Patients in a Community Clinic." Hospital and Community °
Psychiatry. 30(9):613-617. September, 1979,

Stewart, Richard. "The Nature,kof Needs Assessment in Community

Mental Health." Community "Mental Health Journal. 15(4): )
287-295, 1979, =



1

o

‘Tessler, R., A. Bernstein, . Rosen, H. Goldman. "The Chronically

2 o
-~

-

Sybouts, W. A Systematlc Approach to the Management of Program
Development in Educational Administration. U.S.,Educational
Resources Information Center, Eric Docusent ED 213 089, 1981,

Szymanski,*H., Schulberg, V. Saltsr and N. Gutterman. "Estigfating T

the Local Prevalence gf Persons Needing Community_ Support
8 Programs." Hospital and Community ngchlatry. 33(5): -~ ‘=*§§§§ .
370-373. May, 1982. c , -,
4 .

Talbott, J. “"Deinstitutionalization? Avoiding the Troubles of the . /4A '
Past " Hospital and Community Psychiatry. 30(9) 621 624.
- September, 1979.

. Talbott, John. Toward a Public Policy On the Chronic Mentally‘Ill

& Patient. American Journal of Orthopsychlatry 50(1): .
_ 43-45, January, 1980. ’
Talbott, J. "The National Plan’For the Chronically Mentally le
) A Programmatic Analysis. i Hospltal and Communlty

Psychiatry. 32(10) 699~704,. October, 1981., e L
A Al ‘o @l

Taube, G, J. Thompsonu M. Bosensteln H. Goldman, "The Chronic
MentadwHospital Patient.' Hospital and Community ¢
Psychiatry. ;4(7) 611-615, 1983. . . S - .

. .

Taylor, S., M. Dear° "Scaling Community Attltudes Toward the ’ .
Mentally I1i." Schlzophrenla Bulletin. 7(2):275-241,

1982. .

IS

v
a

» ' Mentally I1l in Community Support Systems." Hospital and
Community Psychiatry. 33(3):208-211. March, 1982,

Test, M. Continuity-of Care in Community Treatment.Community o
Support for the Long-Term Patient. ed. L.I..Stein. San
Francisco: Jossey—Bass, 1979. & -
Test, M. and L. Stein, "Communlty Treatment for the Chronic
Pat1ent° Research OverV1ew." Schlzophrenla Bulletin. » *
4(3):350-364, 1978. _ 5 o v

Thorpe, R, Personal 1nterv1ew, Halifax, Nova Scotia, March 10, .
1983, : . . ) . y

Toews, John and G. Barnes. Chronic Mental Disorders. f;y
Published by the Authority of the Minister Of Health and : LT
Welfare Canada. 1982. &

v . y




PN

°

°

Nt .
Townsend, F.R., "Report by the Division of Pgychiatric Mental
Health Serv1ces, Department of Health." Nova Scotia, August
1982

H

: Trlmbly9 Madeline, "Needs Assessment Models: A Comparison."

Educational Technolocy December: 24—28 1979.

Tuckman, Bruce. Conductlng Educatlonal Research. New York°
Harcpart Brce Jovanovich, 1972.

.

State Rerspective." Hospital and Community Psychiatry.
32{3):201-203. March, 1981. *

Turkat, D. and V. Buzzell. "Psychosocial Rehabilitation: A Process

Evaluation." Hospital and Community Psychiatry. 33(10):
848-850. October,” 1982, e

i‘ . "Recidivision and EmploymenE Rates Among

Psychosocial Rehabilitation Clinics.” Hospital and
Community Psychiatry. 34(8):741-742. 1983,

'Turner, J. and I. Shifren. "Community Support System: How

Comprehensive?" Community Support Systems for the
Long~Term Patient. ed. L.I. Stein. San Francisco:
Jossey-Bass, 1979.

i "
Turner J. and W. Ten Hoor. "NINH Community Support Program. Pilot

Approach to Needed Social Reform." Schizophrenia
., Bulletin. 4(3) 319-343, 1978. , J

Vaughn, C. and J. Leff. "The Influence of Family and Social
Factors on the Course of Psychiatric Illness." Brltlsh
Journal "of Psychiatry.r129:125- 137 1976. -~

Vaughn, C., K. Snyder, W. Freeman, S, Jones, I. Falloon, and
* R. Liberman. "Family Factors' in Schizophrenia Relapse: A
Repllcatlon " Schizophrénia Bulletln 8(2): 425—426
1982",

Wallace, C., C. Nelson, R.P. Liberman, D. Luckoff, J. Elder and
'C. Ferris. "A Review and Critique of Social Skllls Tralnlng
Schizophrenia Bulletln. 6(1):42-63, 1980. . ¥

X

<

“Waruick, D, and C. Lininger, The Sample Survey Theory and
Practice. New Yorks: McGraw—Hlll 1975 .

[ S

-

Turkat, D)\ “"Community Support for the Psychiatrically Disabled: A

246



o

b}

o

-

g

S

Wasylenki, D., E. Plumiber ang S. Littman. "An Aftercare Program
for Problem Patients.” Hospital and Community
Psychiatry. 32(7):493-485. July, 1981.

) [
. Weintraub, Gerry and G. Harnois. "Vocational Rehabilitation of
. Psychiatrically Disabled Persons.” Canada's Mental
Health. 29(4):10-14, 1981, v

i

Weisbrod, Burton, M.A. Test and L.I. Stein. Alternative to Mental
Hospital Treatment II. Economic Benefit-Cost Andlysis,
Archives In General Psychiatry. 37:400-405. April 1980.

Wicker, A.W. "Attitudes Versus Actions: The, Relationships of
Verbal and Overt Behavioral Responses to Attitudes Objects.”
Journal of Social Sciences. 25(3):41-78, 1969 '

Williams, Donald, E. Bellis and Sheila Wellington. "Deinstitu-
tionalization and Social Policy:* Historical Perspectives and

# . Present Dilemmas." American Journal of Orthopsychlatry°
50(1): 54%?5\ January, 1980. o

» a

Willis, M. "jSchizophrenia on Families: One Mother's Point of
View." Schlzophrenla Bulletin. 8(4):617-620, 1982,

Winslow, W. "Changing Trends in CMHC's: Keys to Survival in the
Eighties." Hospital ‘and Community Pszchlatry.
33(4): 273 277 s April, 1982.

x*%k@*side; M.A. and S. Mercer "Maintenance as Treatment: the
Fennell Program Day Center." Canada's Mental Health.
3?(4)«2-5, 1083,

Wynne L. "Current Concepts About Schlzophrenlcs and Family
Relatlonshlps " The Journal of Nervous and Mental
Disease. 169(2):82-89, 1981,

Zusman, J. and H.R. Lamb. "In Defence of Community Mental
Health " American Journal of Psychlatry° 134(8):887-890.

[~

August, 1977 . ) .

247



