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PART A 

INTRODUCTION 



CHAPTER I 

DEINETITUTIONALIZATION AND THE MEASUREMENT OF SUCCESSFUL 

Following three major revolutions (Nobbs, 1 9 6 4 1 ,  psychiatry 

has evolved to the point that in some sense, the treatment o f  the 

mentally ill has come full-circle. From wandering the streets of 

their local communities, through being housed in jails and 

monasteries, removed to out-of-town asylums and hospitals, and 

now back to the streets of their local communities via local 

hospitals and community mental health centres, the mentally i l l  

continue to be shuffled through treatment facilities as 

psychiatry and s o c i e t y  at large struggle to find more effective 

and appropriate methods of managing this rather Large segment of 

the population [lamb, 1984). 

This dissertation is an attempt to contribute to the search 

f o r  a more efficient allocation of resources in the management of 

psychiatric patients in the era of deinstitutionalization. To 

this end, the history of psychiatric treatment and the f a c t o r s  

contributing to the deinstitutionalization movement will be 

xeviewed, culminating in an examination of the literature 

evaluating the outcome of this process. Particular emphasis will 

be given to rehospitalization statistics, and x h e  classes of 

variables potentially relevant to ensuring that discharged 

patients remain out a•’  hospital. 



A B r i e f  History 

Demonology. From pre-Christian times until the early 19th ..,.--...---....--.... 

century, the predominant belief was in the supernatural, in 

particular that mental abnormalities were caused by the invasion 

of one's body by demons. Those so possessed were housed in 

monasteries, poorhouses, and prisons, largely for the protection 

of society. Treatment consisted of reliqious exorcisms and harsh 

punishments designed to force the evil spirits from the body, and 

included trephination or drilling a hole in the afflicted 

individual's skull, blood letting, and mechanical restraints. 

It's apogee was reached in the late 1 4 0 0 ~ ~  with the publication 

of the infamous Malleus Maleficarum (The Witches' Hammer). 

Written by two German Dominican monks, this book listed clinical 

symptoms and recommended interview through torture techniques, 

and death by strangulation, beheading, or burning at the stake, 

as the treatments of choice. These witch hunts and executions 

continued into the 1700's (Coles, 1 9 8 2 ) .  

The bioloqical revolution. By the early years of the 19th .---.. ---.---...- ---..-.--.- ...-.--.-.----- 

century, major advances had been made in the fields of medicine 

and the physical sciences, and modern experimental science had 

emerged. Following the establishment of the "germ theory of 

disease" by Louis Pasteur in the late 1800fs, the relationship 

between the syphillis spirochete and the disease General Paresis 

of the Insane was demonstrated. This was the first time that a 

biological disease process had been linked to mental illness. 



As a result of these discoveries, the "first mental health 

revolution" occurred and mental abnormalities began to be viewed 

as illnesses, with biological bases, and therefore potentially 

treatable through medical interventions. Benjamin Rush, 

considered the father of American Psychiatry, initiated a 

systematic study and classification of the mentally ill. He 

believed their disorders were caused by inflammation of the 

brain, and recommended blood letting as the treatment. Large 

scale psychiatric facilities were established, not only for use 

as treatment centres fox the curable, but also as places of 

nasylumw where patients could be protected from society, and 

society protected from them (Bigelow, Cutler, Moore, McComb, & 

Leung, 1988; Pepper, Kirshner ,  & Ryglewicz, l 9 8 f ) .  However, the 

few public hospitals in existence at the time catered only to 

those who could pay. Available treatments expanded to include 

psychosurgery, insulin coma, and electroshock therapy, with early 

reports of high cure rates f o r  those patients ill f o r  less than 

one year. The poor however, remained in jails and almshouses, 

and continued to be treatecl with primitive and brutal techniques 

(Gralnick, 1987). 

psychiatry, from biology to psychology, is associated with the 

work of Sigmund Freud in the early 1 9 0 0 ' s .  Though psychological 

theories regarding the origins of mental illness predominated at 

this time, in the area of therapy the majority of hospitalized 

patients were receiving biological treatments. In fact, 

biological interventions began to receive even more support by 



the mid 1900's with the dopamine hypothesis of schizophrenia, and 

the apparent link between hypo-adrenergic system functioning and 

depression. At present, biological therapies continue to 

represent the central treatment in the field of psychiatry, so  

much so that some would argue for a second biological revolution 

having occurred during the 1970's and 1980's. 

The emergent conceptions of mental illness in the early 

1900's effected a humanitariam concensus that all .  mentally ill 

persons were entitled to treatment, including the poor and more 

chronically afflicted individuals, and that the provision of such 

treatment was the xesponsibility of the state. Consequently, 

large scale state psychiatric NhospitaPsff arose, their name 

symbolizing a curative intent for the "disease" of mental 

illness. 

This increased humanitarianism, and perhaps a decreasing 

tolerance for deviance in society, together with medicine's 

failure to successfully treat the more chronically ill, had the 

effect of ever increasing numbers of long-stay psychiatric 

patients (Gralnick, 1987). As a result, the population of 

hospitalized mentally ill exploded, By the early 1950s, the 

number of hospitalized mentally ill people reached a peak in the 

United States of over 500,000 (Bigelow et al., 1988; Gralnick, 

1987; Kruzich & Berg, 1985; Pepper et al., 1981, TaPbott, 1979). 

At the Provincial Mental Hospital in British Columbia, the number 

of in-patients peaked at 4,000 in 1956 (Davies, 1988). 

The socio-cultural ~ e - v ~ & . . ~ . j o ~ .  The "third revolutionrt in ---------.-- 

the conception of mental illness took hold in the 1950's and was 



to dominate psychiatric practise through to the 1 9 7 0 s .  

"Psychiatry was dominated by nondirective, client-centered 

therapies that were more concerned with understanding than 

knowledge, and by various forms of group, milieu and community 

therapies" (Coles, 1982, p. 291). Together with p r e v a i l i n g  anti- 

establishment sentiments, this new socio-cultural approach 

rejected the ttmedical model.", and instead, viewed mental illness 

as behavioral aberrations symptomatic of social disorder. 

Proponents Believed in prophylaxis, and that chronicity, if not 

mental illness itself, could be prevented by environmental 

manipulation, and community, rather than hospital care (Gralnick, 

1 9 8 7 ) .  The fruition of these ideals is evidenced in the most 

contemporary approach to treatment of the mentally ill, that 

being "psychosocial rehabilitation" (Anthony, Cohen, & Farkas, 

1990). Coupled with biological interventions, this approach has 

become the nstate of the art" in psychiatric treatment efforts. 

The Community Mental Health Movement 

Following directly from the newer socio-cultural ideas, 

treatment was no longer considered to be the exclusive domain of 

physicians, but could legitimately involve non-medically trained 

personel in the community. The birth of this tlcommunity mental 

health movementH, based on a public health model, advocated the 

provision of a full range of resources to anyone needing them; 

the promotion of early detection and treatment; and the 

strengthening of resources in the community to facilitate primary 

prevention by creating environments that would prohibit the 

development of abnormal behaviors (cf. Coles, 1982; Plum, 1987). 



Further, t h e  treatment of people in t h e i r  home cosmnnilzy was 

essential i•’ disruption of normal patterns of living were to be 

avoided. 

These mental health principles favoring community care, and 

intrinsic to the community psychiatric movement, provided the 

initial impetus for change with respect to the de- 

institutionalization movement, an impetus that was reinforced by 

government concerns about the growing cost of health care. This 

movement however, was predicated on the naieve assumption that 

community mental health centres could effectively take oven the 

functions of the hospital; an assumption that was to be a major 

downfall of the deinstitutionalization movement (Talbott, 1 9 7 9 1 .  

The Relection of Hos~italization ..- *-...----..,*.. .--.-.-.-.-.-.-.--.- "......-.--.-.-."." ........................................ 

In addition to socio-cultural ideas advocating community 

care, further impetus for change came from growing concerns 

regarding the negative aspects of hospitalization as a prime mode 

of treatment. In "The Death of the Asylum", Talbott ( 1 3 7 8 )  

articulated the deplorable, degrad ing ,  and inhumane conditions o f  

state psychiatric hospitals. Popular works at the time such as 

Deutsch's "Shame of the States", and the movie version of Mary 

Jane Ward's 1946 novel "The Snake Pitw, echoed these same 

sentiments. Discontent with the quality of care reflected 

observations of neglect, mismanagement, and unrealistically high 

expectations for success, with large costs to human dignity, 

liberty, and respect for the individual (Bigelow et al., 1988; 

Gralnick, 1987; Plum, 1987). 



Clinical evidence suggesting that extended hospitalization 

caused chronicity by inducing "institutional neurosisw or the 

fisocial breakdown syndromew also became publicized (cf. Barton, 

1959; Vail, 1966). This institutional syndrome was characterized 

by poor social and psychological functioning, apathy, negativism, 

docility, lack of initiative, loss of interest, apparent 

inability to plan for the future, and lack of individuality 

mingled with episodic outbursts (Coles, 1 9 8 2 ;  Gxalnick, 1987 ;  

Pepper e t  al., 1981; Test & Stein, 1 9 7 8 1 ,  and was seen to impair 

patients' abilities to function in the community after release. 

Consistent with the community mental health movement, these 

findings argued for treatment alternatives outside the hospital 

environs, and that hospitalization should be restricted to acute 

episodes of illness (Kennedy, 1 9 9 0 ) .  

Together with these humanitarian concerns, the tremendous 

economic costs associated with large, state-financed institutions 

were realized, and became an issue with political implications 

(Gralnick, 1987 ;  Plum, 1 9 8 7 ) .  One Canadian study f o r  example, 

noted that the average cost per patient treatment day was more 

than ten times g r e a t e r  for in-hospital care as compared to home- 

based treatment (Coates, Kendall, MaCurdy, & Goodacre, 1 9 7 6 ) .  

Anthony and Blanch ( 1 9 8 9 )  reported that the average cost f o r  in- 

hospital treatment in 1989 was five hundred dollars per patient 

day. 

Legal concerns in line with the community mental health 

movement, involving the protection of civil rights also came to 

the forefront, and took precedence over the patient's right to 



treatment. T h e ~ e  was an a s s u m p t i o n  t h a t  p a t i e n t s '  would r a t h e r  

live in the community, and such was also considered to be in 

their best interests (Kinard, 19811, 

This civil libertarian movement argued for respect for 

individuality, requiring that '*every individual be treated as 

unique and equal to every other, and that special justification 

be required for interference with any individual's purposes, 

privacy, or behavior" (Plum, 1987 ,  p. 509). These legal concerns 

are summarized in the principle of the "least-restrictive 

alternativeft: "when government has a legitimate communal 

interest to serve by regulating human conduct it should use 

methods that curtail individual freedom to no greater extent 

than is essential for securing that interestu (Chambers, 1978, p. 

Together these social, clinical, economic, political, and 

legal factors, resulted in the deinstitutionalization movement 

that began to take hold in the 1 9 5 0 ~ ~  a movement that was 

facilitated when antipsychotic drugs came into widespread use 

following the discovery of the major tranquilizers reserpine and 

chlorpromazine in 1952 (Coles, 1982). The extremely beneficial 

effects of these "miracle drugs" encouraged beliefs in the 

feasability of community treatment, and the exodus of mental 

patients from psychiatric institutions gained momentum (Gralnick, 

1987). 

t ' D e i n s t i t u t i o n a l i z a t i ~ n t t  O&ffii_c_cI._allly-Ado.ptgd "--------.-."---- 

Defined in general terms, "deinstitutionslization refers to 

the movement of individuals who cannot function independently and 



need continuing mental health care, froa large, long-term, public 

institutions to smaller, more flexible, and less restrictive 

settings in the community'? (Plum, 1987, 2. 5 0 8 ) .  In practical 

terms, it represents the discharge of a large number of patients 

from psychiatric inpatient facilities to their local communities 

(Brown, Carstairs, & Topping, 1958). 

This movement was officially adapted as public policy in the 

1960s. Evidenced by documents such as the "Report of the Joint 

Commission of Mental Illness and Healthtf (United S t a t e s ,  1961) 

and the ttCommunity Mental Health Centres Actu (United States, 

1963), it ffsignaled and fostered a trend toward comprehensive 

community-based care" [Erickson, 1975, p. 519), and activated 

attempts to phase-out chronic mental hospitals in the interest of 

preventing or aborting the institutionalization of patients 

residing there (cf. Geller, 1982). 

Over the last 20 to 30 years, the population of psychiatric 

in-patients has steadily declined to present levels of about 

120,000 in the United States (Bigelow et ale, 1988; Kruzich & 

Berg, 1985; Pepper et al., 1981). At Riverview Hospital in 

British Columbia, the In-patient population levelled off at about 

1,000 in the mid i980s (David Davies, personal communication, 

April 30, 1991). This decline represents approximately a 70 - 

75% decrease in the number of patients housed in psychiatric 

hospitals. In addition to the discharge of large numbers of 

patients, it has been achieved by decreasing numbers of 

psychiatric admissions together with decreases in the duration of 

hospital stay (Talbott, 1979). While prior to the implementation 



of de-institutionalization policies it was not uncommon fur 

patients to remain in hospital for several years on any given 

admission, and in some cases for life, by the 1 9 8 0 s  the average 

length of hospital stay was reduced to four weeks or less 

[Engelhardt, Rosen, Felaman, Engelhardt, & Cohen, 1982; Shern, 

Wilson, Ellis, Bartsch, & Coen, 1986). 

The Critique of Deinstitutionalization 

The deinstitutionalization movement came under scrutiny when 

untoward and unanticipated negative consequences began to be 

observed. Researchers set-out to evaluate these outcomes and 

addressed the question: Is limited hospitalization an effective 

means of treating the mentally ill? 

By this time there already existed a voluminous body of 

literature evaluating the effectiveness of traditional 

psychotherapy ( c f .  Smith & Glass, 1 9 7 7 1 ,  which aside from 

demonstrating a significant improvement in treated patients as 

compared with controls (Smith & Glass, 1 9 7 7 ) ,  also resulted in 

the recognition that treatment effectiveness in the field of 

mental health is extraordinarily difficult to measure and 

evaluate. 

The criteria of illness and health. A major methodological --.-----------"--"------.*.,-,- 

issue regarding efforts at quantifying treatment outcome is the 

operational definition of wsuccessw. Generally speaking, a basic 

requirement for success involves a diminution of the iiillnessit, 

which can be defined on the basis of objective psychological 

symptoms, social maladjustment, failure of positive striving, 



and/or subjective distress IColes, 1982). In addition, 

investigation of the success of a treatme-? must also take into 

consideration the costs and adverse effects a s s o c i a t e d  with that 

treatment. 

These factors are summarized by Wolpe (1964 as cited in 

Coles, 1982, p- 390) in a comprehensive conceptual model of 

outcome criteria to be employed in the evaluation of psychiatric 

therapies. These criteria are: 1) Primary criteria - Is the 

sufferring alleviated? If so, how quickly? How completely? How 

enduringly? And how free is the treatment from adverse side 

effects?; and 2 )  Secondary c r i t e r a  - What is the financial cost 

to the patient in terms of fees and lost income? What is t h e  

social cost t o  the patient in terms of stigma and disrupted 

relationships? What is the cost to the therapist in terms of 

time, effort, and training? What are the social and financial 

costs to society at large? 

Although not often explicitly recognized, Ifvalues are !also1 

inherant in the conceptions of mental health and illness as well 

as in clinical judgements bassd upon t h e s e  models" (Strupp, 1 9 8 1 ,  

p. 4 7 ) .  Hence, different outcomes measures (as above), often and 

necessarily are taken from and reflect different vantage points 

(e-g., physician, patient, peers, ... 1, and are only modestly 

correlated, if at all (Coles, 1982; Strupp, 1981). 

Optimally then, treatment outcome research involves a 

complicated cost-benefit analysis with a focus on all relevant 

dependent variables. Consideration of these factors necessitates 

a multi-variate definition of success. 



M U .  In a d d i t i o n  to defining the "disorder" 

and the criteria for ?3success?f, treatment outcome research also 

must acknowledge other factors that have the potential to 

moderate, or influence treatment success differentially. These 

include patient characteristics such as age, sex, cultural and 

personal background, socio-economic status, in addition to type 

and duration of disorder; the multi-variate specifics of the 

treatment employed; and therapist characteristics such as 

experience, attitude, and personality (Coles, 1 9 8 2 ) .  

Furthermore, in additicn to moderating "success", these variables 

may interact with each other. 

Hence, it is clearly recognized that treatment outcome 

criteria are multivariate in nature, as are the independent 

variables of patient characteristics, therapist characteristics, 

and treatment characteristics. Though case study and other 

single-subject research designs may legitimately be used to 

examine treatment effectiveness, large scale comprehensive 

studies are generally required to address the multitude of 

variables involved. However, short of resources to conduct such 

elaborate studies, researchers are often able to investigate only 

a limited subset of the factors potentially relevant to treatment 

outcomes. If not the ideal, then conclusions therefore must be 

based on internally valid studies, with generalizability limited 

to those specific characteristics studied. 

The Failure of Deinsti_tu__t&~g.1_-&..z__a~tion ."-.......---,---..---...... 

In examining t h e  outcome of deinstitutionalization, 

r e s e a r c h e r s  have t ended  to f o c u s  on the primary criteria of 

? 3 



success: the alleviation of illness and the presence of adverse 

effects. With respect to these considerations, the movement of 

patients from hospital to community-based treatment has generally 

been regarded as a fffailure" of mass proportion. 

Though it was conceived with the best o f  intentions, and the 

underlying philosophy guiding limited hospitalization considered 

to be admirable, the deinstitutionalization movement was soon to 

be denounced as a social blunder (Gralnick, 1987) at best, and at 

worst, a disaster and a public disgrace (Plum, 1 9 8 7 ;  Salem, 1 9 8 4 ;  

Talbott, 1 9 7 9 ) .  Its failure was blamed on factors such as poor 

continuity of care, inadequate rehabilitation facilities, 

legislative and jcdiciai contradictions, patient non-compliance 

with medications, ?atient ambivalence, and the cyclical nature of 

mental illness (Backrach, 1978; Bachrach, 2979; Bachrach, 1984; 

Geller, 1982; Gralnick, 1987; Lamb, 1984; Talbott, 1979; Talbott, 

l(33i.l. 

The community mental health movemsnt in general was also 

criticized on other, more fundamental grounds. The treatment of 

patients in their home community where the disorder developed 

initially was challenged as perhaps perpetuating abnormal 

contacts (Coles, 1982). The "neurosisn originally thought to be 

induced by hospitalization itself was observed in patients who 

had spent little or no time in hospital (Pepper et al,, 19811, 

suggesting that these symptoms were perhaps inherent in the 

disease process itself, andfor that inhospital studies may have 

reflected a selective loss of motivated patients (Erickson, 



of the deinstitutionalization movement was to be questioned. 

Adv~rse efEects-. Adverse effects of deinstitutionalization 

include exploitation, social maladjustment, and the failure of 

p o s i t i v e  striving* 

The suffering of many discharged patients and their often 

semi-derelict status in the community has been the subject of 

much consternation (Geller, 1982; Kennedy, 1 9 9 0 ) .  The mer ' :a i ly  

ill are often exploited, physically abused, and exposed to drug 

abuse, criminal influences, homelessness, hunger, and general 

victimization in the community at large (Bigelaw e t  al., 1 9 3 8 ;  

Lamb, 1984; Plum, 1 9 8 7 ) .  Some in fact prefer rehospitaiization 

as opposed to trying to subsist indefinitezy as an out-patient on 

a small social security allowance IGeller, 1982). Among non-  

recidivists over  a twelve month priod, as many as 25% report a 

desixe to return to hospital on at least one occasion sinc~: their 

release (Kinard, 1981). 

Pepper et al. (1381) also report an "appallingv rate of 

death by suicide (over four percent) in one year from a groug of 

newly discharged young chronic psychiatric patients. 

adverse effects, the prevailing problems common to all patients 

such as *'their acute vulnerability to stress, their difficulty in 

making stable and supportive relationships, their inability to 

get and keep something good in their lives, and their repeated 

failures of judgment" (Pepper et al,, 1981. p. 4 6 4 )  demanded 

extensive but unavailable support systems in the community, if 



hospitalization was to be successfully avoided (Moran, Freedman 8 

Sharfsteen, 1984). In fact, as many as 60% of rehospitalizations 

to a psychiatric facility are due to medical or social reasons 

(such as loss of social supports) and not f o r  psychiatric 

indications (Harris ,  Bergman, & Bachrach, 1986). Yet, it was 

not until the late 1970s  t h a t  the needs of the 

deinstitutionalized mentally ill for extensive community support 

systems were formally recognized (Plum, 1987; and see Gralnick, 

1987 f o r  a review of t h e  progression of legal statutes relevant 

to funding). 

A decade agc it was recognized t h a t  the development of a 

system of cormunity mental health centres to support 

deinstitutionalized patients seriously lagged behind the phaseout 

of large psychiatric hospitals (Talbott, 1959). The outcomes for 

chronically ill mental hospital patients discharged to the 

community without the benefit of  adequate suppcrt services were 

likely to be worse that those expected with continued 

hospitalization (Braun et al., 1 9 8 1 1 ,  But as recently as five 

years ago, the cost-benefit ratio of deinstitutionalization, in 

either economic or human terms, was still not known (Plum, 1987). 

Although initial evaluations of the problem identified an 

inadequate network of mental health centres, more recently, 

fundamental difieulties in using mental health centres as the 

main lorus of treatment have been realized. Specifically, mental 

health centres a l o n e  are insufficient as they are clinic-based, 

and rely on the initiative of patients to seek assistance. As a 

r e s u l t ,  mental health centres have typicaly failed to deliver 



service to the most severely 111. T a l h o t t  ( 1 9 7 9 )  describes t h i s  

nsyndromew resulting from a lack of follow-up and aftercare, as 

"falling between the cracksn. 

The Measurement of Successfui Treatment 

Regarding the primary criterion of alleviation of suffering, 

a variety of operational definitions of deinstitutionalization 

outcome have been used including hospital adjustment, duration of 

hospitalization, post-hospital employment, and recidivism (re- 

admission to hospital), among others. Studies in this area are 

prolific, and to date, several comprehensive reviews of 

rehabilitation outcome studies using these variables have been 

published (Anthony, Buell, Sharratt, & Altoff, 1972; Anthony, 

Cohen, & Vitalo, 1978; Bueli & Anthony, 1973; Erickson, 1975; 

Rosenblatt & Mayer, 1974). T h e s e  criteria address most directly 

the primary goals of deinstitutionalization and the community 

mental health movement, that being the successful relocation and 

re-integration of the mentally ill into the community (cf. 

Rosenblatt & Mayer, 19741. 

In-Hospital Measures .--- -----.------- 

Of these outcome criteria, adjustment measures taken in the 

hospital setting including manifest symptomatology and social 

behaviors have not been found to be useful as they do not 

reliably correlate with later, post-hospital adjustment, or 

functioning in the community (Anthony e t  al., 1972; Erickson, 

1 9 7 5 ) .  



L~~thhoOf-Hc.spitalfS3x 

Length of hospital stay has also been used as a means of 

evaluating hospital productivity (cf. Erickson, 1975)- It 

measures success in terms of speed of treatment rather than 

optimal treatment, an2 hence may have little bearing on the well- 

being of the patient. This statistic in large part reflects 

changes in public policy and attitudes over time, administrative 

and discharge policies of the institution in question, other 

bureaucratic bottlenecks, and the needs of physician and family 

as much as those of the patient (Erickson, 1975; K o k e s ,  Strauss, 

& Klorman, 1977). As with post-hospital employment and hospital 

adjustment, length of hospital stay does not correlate well with 

other outcome criteria. 

Ei?*skhs3&-Lt ~LL.&-WQ&"~~~~-Q"%. 

Post-hospital employment is also unrelated to remaining in 

the community, and there are no differences in post-hospital 

employment between recidivists and non-recidivists (Buell & 

Anthony, 1976). In general, employment rates following 

hospitalization are very low (less than 30%) (Erickson, 1 9 7 5 1 ,  

and are likely highly confounded with toleration for deviance in 

the community at large, and therefore may only partially reflect 

employability and/or adjustment abilities of the individual. 

RehospitzilLiza&j&n_. or Recidivism 

The use of ph*=-i I z a L L a A  "-7 location as a measure of the durability 

of treatment success is widespread, with success defined as '!in 

the communityu and failure defined as "in hospital". 

Rehospitalization or recidivism, the measure used most 



frequently, is the simplest criterion of outcome ( B u e l l  & 

Anthony, 1976). Recidivism is operationafly defined as the 

percentage of discharged psychiatric patients who are 

subsequently rehospitalized, or alternatively, the time to 

rehospitalization in months (Blumenthah, Kreisman, & O~Ccnnor, 

1982). It has been suggested that recidivism statistics have 

become the "indicator par excellen~e~~ af  hospital effectiveness, 

largely due to methodological assets such as ease of collectian, 

high reliability, case of quantification and comparability across 

studies (Rosenblatt & Mayer, 1974, p. 698; see also Anthony et 

Although this measure has been criticized on grounds that it 

is confounded with several other variables, Talbott (1974) found 

that a vast majority of re-admissions to one state mental 

hospital were 6ue to continuing symptom progression (often 

psychosis or paranoia) and/or aggressive or assaultive behaviors 

(including suicidal and homicidal gestures). Similarly, a survey 

of the files of 31 discharged chronic psychiatric patients at a 

general hospital, found that 29% of rehospitalizations were due 

to psychotic syinptoms, 10% were related to substance abuse, and 

19% were related t o  medical illness (Harris et ale, 1986). 

Furthermore, it is also argued that ffrehospitalization 

represents one of the most serious and clear-cut manifestations 

of the breakdown in social arrangements which are necessary for b 

people to live together in toleration, if not harmony" ( F u n t a n a  & 

Dowds, 1975b, p .  231). Hence, this criteria implicitly 

recognizes the multi-variate nature of the problem, as i t  



indirectly reflects many other potent and naturalistic factors. 

Rehospitalization is thought to reflect the operation of a 

conglomerate of patient and situation characteristics t h a t  

interact and contribute to the overall effect of ultimate 

"failuretf of hospital treatment success. 

Together with the realization of the aforementioned "adverse 

effectsw, the "failuren of deinstitutionalization was largely 

evidenced on the basis of this readmission criterion indicating 

that achievement of its primary goal was not being sustained ( c f .  

Rosenblatt & Mayer, 1974). It has been suggested that what has 

resulted is f f t r a n s - i n s t i t u t i o n a l i z a t i o n w  as opposed to the de-. 

institutionalization intended (Kruzich & Berg, 1985; Talbott, 

1979; Talbott, 1991). Such observations are predicated on the 

finding that increased discharges have been paralleled by 

dramatic increases in re-admission rates over time. 

This 'revolving doorff phenomenon (Geller, 1982) as it 

became known, is evidenced in the fact that in 1950, 25% of all 

admissions were represented by previously hospitalized 

individuals, whereas by the early 1970s, re-hospitalization 

represented 60 to 65% of all admissions (Engelhardt et al., 1982; 

Rosenblatt & Mayer, 1974; Talbot, 1974; Willer & Miller, 1977). 

The criterion of rehospitalization as a measure of the 

success of the deinstitutionalization movement has been the 

subject of intensive study. C n  the basis of the aforementioned 

arguments, rehospitalization statistics have been chosen to 

function as the outcome measure in the empirical investigation to 



follow. The remainder of the literature review will therefore be 

devcted to findings regarding this particular outcome variable. 

Rehospitalization Rates Among Psychiatric Patients 

Based on a substantial body of literature, a clear and 

consistent pattern has emerged: there is a continual increase in 

cumulative recidivism rates as time from discharge increases 

(Anthony et al., 1972; Engelhardt et al., 1982). Given the 

multitude of studies published on this topic Ie.g., Rosenblatt & 

Mayer, 19741, the following review is intended only to be 

representative and not exhaustive, 

Table 1 presents the findings of a number of studies and 

review articles with regard to rates of hospital re-admission. 

This sampling of pnblished research illustrates the diversity of 

methodologies that have been employed over a period of the last 

30 years with respect to Length of follow-up period, and number 

and nature of subjects included for study. Yet, despite these 

variations in methodologies employed, thexe are consistent 

indicators that over discharge periods of six months to one year 

recidivism is 30-50%; for two years, 60-65%; and fur three to 

five years, 65-758. Only 25% of discharged psychiatric patients 

are able to stay in the community for five years or more. 

The samples in these studies vary slightly, but 

schizophrenic diagnoses typically represent the majority of 

patients studied, with affective and other psychotic disorders 

representing a smaller, but significant portion of subjects. 

Subjects also tend to have a significant history of prior 



hospitalizations and, therefore likely represent patients with 

fairly severe illnesses. 

Ta b l e 1 : Re h o ~~~z25~.t;i~n~~~,t~fit_._s~~E_m_o_1?1~~.~Es~_cb~L.atz.rkc~~E~a_t~.e~~? &, --.----,---. 

Follow-up Recidivism Number of Nature of Authors 
Period ( % I  Subjects Sample (see below) 

3 months 15 
3 months 10-22 
6 months 30-40 
6 months 14-40 
6 months 3 0 
6 months 33 
7 months 2 4 
9 months 29 
1 year 40-50 
1 year 35-50 
1 year 32  
1 year 22 
1 year 39 
1 year 42 
2 years 51-75 
2 years 6 7 
2 years 3 3 
2 years 6 0  

Oars 3 Y- 6 5 
3-5 years 65-75 
5 years 55-75 
5 years 50 
5-10 years 70-75 
10 years 57 
15 years 59 

1 study 
3 studies 
3 studies 
7 studies 

78 
505 

10,406 
104 
8 studies 

15 studies 
229 
646 
7 2 
7 8 

5 studies 
488 
36 

253 
1 studies 
7 studies 
3 studies 
6 4 6 
5 studies 

6 4 6  
6 4 6  

review article 1 
review article 6 
review article 1 
review article 6 

mixed diagnoses 2 
mixed diagnoses 3 
mixed diagnoses 4 
mixed diagnoses-males 5 
review article 1 
review article 6 
mixed diagnoses-males 7 
schizophrenj cs 8 
schizophrenics 9 
schizophrenics 10 
review article 6 
mixed diagnoses 3 
mixed diagnoses 11 
schizophrenics 12 
review article 1 
review article 6 
review article 1 
schizophrenics 8 
review article 6 
schizophrenics 8 
schizophrenics 8 

Authors : ..-- 
1 Anthony, Buell, Sharratt, & Althoff, 1972 
2 Buell & Anthony, 1973 
3  Goering, Wasylenki, Lancee, & Freeman, 1984 
4 Blumenthal, Kreisman, & OrConnor, 1982 
5 Lorei, 1964 
6 Anthony, Cohen, & Vitalio, 1978 
7 Brown, Carstairs, & Topping, 1958 
8 Engelhardt, Rosen, Feldman, Engelhardt, & Cohen, 1982 
9 Gaebel & Pietzckzr, 1985 
10 Marks, Stauffacher, & Lyle, 1963 
11 Lasky, Hover, Smith, Bostian, Duffendack, & Nord, 1959 
12 MacMillan, Crow, Johnson, & Johnstone, 1986 



The few divergent findings cited i n  Table 1 can Largely be 

explained by differences in the nature of subjects chosen for 

study inclusion, particularly with respect to apparent severity 

of illness. Blumenthal e t  al. ( 1 9 8 2 )  for example, reported only 

a 24% rate of recidivism at seven months, but included mostly 

patients with less than one year prior hospitalization history, 

effectively excluding those with more chronic and perhaps severe 

illnesses. Their study is however admirable, due to the 

extremely large sample studied (N=10,406). 

Similarly, Engelhardt et al. ( 1 9 8 2 )  who reported only a 22% 

recidivism rate at one year follow-up, studied out-patients 

seeking treatment, 21% of whom had never been hospitalized, and 

30% who had been hospitalized less than 90 days. In addition to 

a likely less severely ill sample, these patients may have been 

more highly motivated to comply with treatment and remain out a • ’  

hospital, as all subjects were actively seeking treatment. The 

Engelhardt study is important however, as the follow-up period of 

15 years appears to be unique. 

Lasky et al. (1959) also reported a relatively low rate of 

recidivism at two years follow-up ( 3 3 % ) ,  but their sample was 

small and consisted of only 20% schizophrenics, with other 

diagnoses including wneurotic" ( d o % ) ,  wpsychophysiologic 

reactionsu (25%) ,  and ifcha,acter disordersw (15%). Coupled with 

a relatively small sample size of 36, their patients were 

generally not as severely ill as those typically included for 

study. 



It is therefore readily observable that for the vast 

majority of psychiatric patients Tor whom deinstitutionalizatisn 

would be a pressing concern, that is those with more severe 

illnesses, the likelihood of future rehospitalization over time 

is very high. 

In addition to sample differences, another v a r i a t i o n  in 

research design pertains to the length of time between initial or 

discharge, and follow-up measures. Some researchers use the time 

when behavior is restored to premorbid levels as their dependent 

variable and criterion for successful treatment. But this may be 

unrealistic, especially in the case of chronic patients whose 

adjustment may be only marginal at best (Erickson, 1975). 

Perhaps a more informative strategy would be to measure outcome 

when the majority of changes likely to occur in the future have 

already occurred, that is, by identifying the point at which 

stability for a number of dependent variables is reached 

(Erickson, 1 9 7 5 ) .  

In line with this rationalz, Blumenthal et al., ( 1 9 8 2 )  found 

that over a seven month follow-up period, the time of greatest 

risk for relapse was during the first 30 days post-discharge, 

with the probability of relapse being 1.5 times greater during 

this period as compared with any other time. The sample in this 

study was of mixed diagnoses, and included many patients who had 

a relatively m i n o r  prior hospitalization history, suggesting that 

the course of disease and response to treatment in its m ~ s t  

earliest stages may have a significant bearing on future severity 

as indicated by need for subsequent hospitalization(s). 



Fontana  and Dowds ( 1 9 7 5 8 )  studied psychotic and non- 

psychotic males, and found that at six months post-discharge 

improvements in symptomatology were retained, social contacts 

were largely re-established, and the nhoneymoon effectw on 

substance abuse was over and levels of ingestion were back to 

more stable admission levels. Employment however, while showing 

some recovery towards admission levels, had not reached pre- 

admission levels even by six months post-discharge. With respect 

to the latter, Erickson (1975) notes a consensus in the 

literature that employment following hospitalization is an area 

of grave concern, as only about 20 to 30% of discharged patients 

work full-time, regardless of the type of intervention utilized 

(cf. Anthony et al., 1972). 

Despite the findings of Blumenthal et al., (1982), follow-up 

periods of much less than six months may not adequately represent 

the outcome for the majority of patients, as recidivism rates 

accelerate dramatically during the entire first-year post- 

discharge (see Table 1 above). In fact, it has been found that 

of those patients destined for re-hospitalization over a six year 

period, the majority (58-74%) will relapse during the first year 

post-discharge (Brown et al., 1958). 

Looking at the recidivism rates reported in Table 1, this 

disproportionately high number of readmissions during the first 

year post-discharge is readily apparent. For exampie,  the number = 

of readmissions during the first year post-discharge ranges 

between 30% and 50%, while these same statistics for two yeaws 

post-discharge are between 60% and 65%. As these percentages 



represent cumulative totals, the number of new recidivists during 

the second year post-discharge is actually only 10% to 35%. 

Following this same procedure, the number of new recidivists 

between years three and five post-discharge is only 0% to 15%. 

In addition to suggesting that follow-up measures taken at 

one-year post-discharge reflect the fate for a large majority of 

ex-psychiatric patients, this data also may indicate that if a 

person is able to stay out of hospital for three to five years 

post-discharge, then the likelihood of their avoiding re- 

admission indefinitely is extremely high. 

Similarly, of eventual schizophrenic recidivists over a 15 

year follow-up period, 63% were re-hospitalized within the first 

two years post-discharge, 85% within the first 5 years post- 

discharge, and 90% by the end of the seventh year post-discharge. 

Others have found outcomes at two and five years to be highly 

correlated (Strauss & Carpenter, 1 9 7 7 ) .  

On the basis of these reports it appears that an acceptable 

time for collection of follow-up data, with respect to 

representing more longer-term outcomes, is not less than one 

year. More optimally, follow-up periods of two or even up to 

five years post-discharge, may provide additional information 

relevant to eventual treatment outcomes. Practical constraints 

however, may not always afford researchers the opportunity for 

such extended follow-up periods, but nonetheless, it would appear 

necessary that measures be taken at least one year post- 

discharge, in order that findings reflect the course of a 

significant portion of the discharged population. 



summary 

The evolution of psychiatry has shown three major 

revolutians in the conceptualization of mental illness: from 

religious models of demonic possession to medical models of 

biological malfunction, to psychological, and then to socio- 

cultural approaches reflecting concerns with social and 

environmental ills. In line with this evolution of thought, 

treatment strategies for psychiatric illness have also changed 

dramatically from earlier warehousing of social deviants in 

jails, almshouses, asylums, and more recently in hospitals, to 

the present where treatment in the community is the preferred 

alternative. Contemporary practise typically reflects an 

incorporation of biological interventions and extensive 

psychiatric social rehabilitation programs. In some ways, this 

represents evolution further to the three major revolutions, 

historically witnessed. 

The move to "deinstitutionalizeN psychiatric patients has 

been ongoing over the last 20 to 30 years, and although it is 

founded largely on humanitarian concerns, the de- 

institutionalization movement has largely been regarded to have 

been a failure. The l'revolving door syndromefv or the repeated 

re-admission of large numbers of discharged psychiatric patients, 

has been identified as a major problem, particularly over the 

period of the first year post-discharge. 

With re-admission statistics well-documented, researchers 

have now shifted their attention towards efforts aimed at 

remedying this problem of recidivism. one such line of research 



i n v o l v e s  a t t e m p t s  t o  i d e n t i f y  v a r i a b l e s  p r e d i c t i { > e  of p o s t -  

d i s c h a r g e  community a d j u s t m e n t .  I t  is  this ongoing  a n d  

d e v e l o p i n g  l i t e r a t u r e  t h a t  i s  t h e  subject of t h e  f o l l o w i n g  

c h a p t e r .  



CHAPTER I% 

PREDICTORS OF REHOSPITALIZATION 

De-institutionalization has been plagued with multiple 

problems, but many of these problems have been attributed to poor 

planning and a lack of re-distribution of financial resources to 

the community for rehabilitation and support programs I c f .  

Goezing et al., 1 9 8 4 ) .  Despite the difficulties, t h e  prevailing 

view is still that long-term hospitalization is a less desirable 

state than treatment in the community. A s  such, the alarmingly 

high rates of re-admission have become the subject of intensive 

research efforts designed to identify variables that may be 

useful in predicting which individuals are most at risk for re- 

hospitalization. These variables go beyond t h e  patient's 

psychiatric condition, and include the patient's family, 

availability of community services, citizensi tolerance, and t h e  

hospital structure and personnel (Kruzich, 1 9 8 5 ) .  But accurate 

identification of patients most at risk for relapse is still an 

essential first step if vehabilitative efforts are to ultimately 

be directed more efficiently and appropriately (Miller & Willex, 

1976). Deinstitutionafization has thus become a selective 

programme, rather than a general one. 

Knowledge gained from studies attempting to identify 

specific correlates or predictors of recidivism can be used to 

identify high risk patients, and to suggest more efficient 

interventions that might be successful in effecting more 



favorable outcomes, and thereby, in reducing rehospitalization 

rates. 

As there is a large body of literature devoted to 

identifying predictors of hospital discharge outcome, the 

following is intended only to be a representative review, 

including the variables that typify research to date. In the 

section to follow, predictor variables relevant to re- 

hospitalization will be organized according to v'time of 

collectionw, and are thus grouped as upre-hsspitallzation", "in- 

hospitalTi, and wpost-dischaxgeif. 

Pre-hospitalization Predictors 

Huch research activity has been directed toward the 

identification of pre-existing patient characteristics or 

historical activities that may have an influence on post- 

discharge outcomes. Such factors include demographic and 

personality characteristics, as well as social and employment 

history. With the exception of personality, this class of 

predictors has largely been found to hold little promise far 

indicating hospitalization course over time, 

Demosraphic Characteristics 

A q e .  There is a general concensus in the literature that 

age is not a significant predictor of future rehospitalizatian, a 

finding that generalizes across diagnostic groups and follow-up 

periods ranging from 6 months to two years (Buell & Anthony, 

1973; 1976; Fontana & Dowds, 197%; Lasky e t  al., 1959; Lorei & 

Gurel, 1973; MacMillan et al., 1986). 



S e x .  As with age, the studies sampled gene ra l ly  have found --... 

that sex is not a significant predictos of recidivism lBuell & 

Anthony, 1973; 1976; Byexs & Cohen, 1979; MacPlillan et al., 

1986). One exception to this was reported by Thompson 11985) who 

found that among a predominately schizophrenic sample (71%), 

females were more successful than males in avoiding 

rehospitalization over a two-year follow-up period. This 

relatio,lship however was not a strong one,  and sex  accounted for 

only a very minimal proportion of the total variance (r=.034, 

Race. As with age and sex, race or ethnic origin has not 
--me- 

been found to be a significant predictor of recidivism (Buell & 

Anthony, 1973; Buell & Anthony, 1976; Lorei & Gurel, 1973; 

MacMillan et al,, 1986). Thompson (1985) found a small but 

statistically significant relationship (r=.07, p<.05) between 

race and  rehospitalization a t  two years follow-up, with black 

patients faring worse than whites, however there is a strong 

possibility that this finding reflects differences attributable 

to social factors as opposed to race per se. 

M a  s s .  The results comparing marital status to 

rehospitalization statistics have been variable, While most 

authors report no significant relationship between these 

variables (Byers & Cohen, 1979; Buell & Anthony, 1973; Fontana & 

Dowds, 1975b; Lorei & Gurel, 19731, others have found that across 

diagnoses, married patients fare better over time than single 

patients CGoering et al., 1984; Klorman, Strauss, & Kokes, 1977). 

Veiel and Kuhner (1990), on the other hand, found that among 



women treated for depression, married subjects had less 

favourable outcomes than their single counterparts. It has been 

suggested that these discrepant findings can in part be accounted 

for by the f ac t  that marital status may be confownded with other 

more potent variables such as living arrangement, social 

competence, and/or emotional support (Buell & Anthony, 1976; 

Klorman et al., 1977). 

@.g-ta&L-~~. As with many other demographic predictors, level 

of education has not been found to reliably predict 

rehospitalization lBuell & Anthony, 1973; Buell & Anthony, 1976;  

Byers & Cohen, 1979; Lorei & Gurel, 1973). 

l334lq-i-on. The effect of religion on post-discharge 

adjustment does not appear to have been studied extensively. Of 

two studies found examining this variable, Byers and Cohen ( 1 9 7 9 )  

reported that religion was not significantly related to 

recidivism within one year; and Chu and Klein (1985) found that, 

among Black schizophrenics, Catholics had significantly fewer 

rehospitalizations than those with other or no religious 

affiliations. This latter study raises t h e  issue mentioned 

earlier of interactive effects, in that certain predictor 

variables may be relevant for certain subsets of psychiatric 

patients. 

Social Variables --.----.---.--.- 

social variables have recently assumed a position of greater 

significance, as evidenced in DSM-IiIfs ::Axis V" for expiicitly 

coding and considering social and occupational functioning as 

part of the "Global Assessment of Functioningft. 



E ~ p P ~ ~ o ~ & ~ n _ n t - . ~ , & ~ t ~ _ r y  . E mp l o y me n t h l s t o r y p r i z) r t ij 

hospitalization has been extensively studied as a potential 

predictor of recidivism and has been operationalized in a variety 

of ways including occupational status or level, number of years 

employed, months since last worked, months worked full-time in 

last five years, number of jobs in last five years, longest jab 

in last five years, etc. Regardless of the sample or the time 

to follow-up (i.e., s i x  months to five years) findings have 

generally been consistent that employment history does not 

reliably predict rehospitalization, though it may be a useful 

index in terms of predicting post-hospital employment (Buell & 

Anthony, 1973; Buell & Anthony, 1976; Byers & Cohen, 1979; 

Fontana & Dawds, 1375b; Goering e t  al., 1984; Lorei & Gurel, 

1973; Strauss & Carpenter, 19771, Brown et al., (1958) report 

the exceptional finding that Hpre-admission achievement in areas 

of employmenti' is "significantly related" to post-hospital 

success in terms of recidivism at one year follow-up, though the 

magnitude of this relationship was not reported. 

Social contacts. Of the studies surveyed that reported "---.**.--.-. ..---- -- --.--. 

directly on the relationship between pre-hospitalization social 

contacts and rehospitalization, discrepant results have been 

found, Social withdrawal and social contacts have not been found 

to predict relapse of schizophrenics at two IMacMillan et al., 

1986) and five-year ( S t r a u s s  & Carpenter, 1977) follow-up 

periods. However, among a gnoup of Black schizophrenics, those 

who participated in community activities prior to hospitalization 

were rehospitalized less frequently over a 12 month follow-up 



period than those whose participation was minimal (Chu & Klein, 

1985). Similarly, Nuttall & Solomon (1965) found that a factor 

representing "social withdrawal and few interestsH prior to 

hospitalization, significantly predicted the percentage of time 

spent in hospital between admission and follow-up, at one year 

post-discharge. 

Criminal history. Some authors have looked  at l e g a l  history - --- ."-.---- ---- 

as it relates to future recidivism, and some positive results 

have been reported, Lorei and Gurel ( 1 9 7 3 )  found that titrouble 

with the law since age 98" was significantly related to 

recidivism at nine months (r=,ll, p<.01) amongst male 

schizophrenics. Similarly, Willer and Miller ( 1 9 7 7 )  found that 

trouble with the law accounted for 3.1% of the variance in 

recidivism figures at six months follow-up. On the b a s i s  of 

these studies, the specifics of this relationship is not cleax. 

It may reflect those individuals with a propensity towards 

aggression and/or violence, as this factor would play a role in 

readmissions with respect to the protective function of 

hospitalization, as well as in certain criminal behaviors. 

Personality has been defined by Millon (1986) as a 

"distinctive configuration of interlocking perceptions, feelings, 

thoughts, and behaviors that provide a template and disposition 

f o r  maintaining psychic viability and stabilityu ( p .  643). 

Disorders in this realm are differentiated fxom symptoms of  major 

psychiatric illness on the basis o f  a maladaptive constellation 



of enduring and ego-syntonfc traits that are universal to man, 

even in the absence of disorder (Foulds et al., 1 9 6 5 ) .  

With regard to research pertaining specifically to post-- 

hospital discharge outcomes, as early as 1964, Lorei remarked 

that personality may be an important factor to consider, 

especially as '~normaln traits are more visible at the time of 

release frcm hospital than are symptoms, since the latter have 

presumably remitted significantly in order to warrant discharge. 

However, this area of research appears to have been relatively 

neglected, perhaps because early attempts to prognosticate with 

personality variables had not been entirely successful. 

Neither the California Personality Inventory, the Minnesota 

Multiphasic Personality Inventory, nor the 16 Personality Factor 

questionnaires have been able to significantly predict post- 

discharge outcome (Lorei, 1964; Marks e t  al., 1963). However, 

although these measures were not able to predict recidivism, 

significant relationships were found between certain scales and 

behavioral adjustment at one-year follow-up. For example, among 

those schizophrenics not rehospitalized over a one-year period, 

significant correlations were found between a31 MMPI scales and 

subscales (except the Psychopathic deviate subtle subscale) and 

the Independence Scale of the 16PF, and follow-up measures of 

behavioral adjustment. These correlations ranged from . 3 4  to . 5 5  

and fell between the p < .01 and p < - 0 5  levels of significance, 

suggesting that for certain groups, personality may indeed 

contribute significantly to subsequent adjustment (Marks et al., 

1963). The MMPI however, though entitled a "personality 



inventoryv more correctly is a measuxe of  mental illness and not 

enduring ego-syntonic traits. Hence, findings involving the use 

of this instrument more correctly represent relationships between 

level of pathology and outcome. 

The results of other studies, not designed specifically to 

assess personality factors, have also suggested that certain of 

such characteristics may be relevant to post-discharge outcome. 

Nuttall and Solomon ( 1 9 6 5 )  for example found that the percentage 

of time spent in hospital over the period between admission and 

follow-up over a one year period, was significantly predicted by 

factors incorporating premorbid social withdrawal, a passive and 

indifferent orientation to life, and stubborn and egocentric 

attitudes (versus self-critical, self-doubting, and sensitivity 

to criticism). On the latter factor, those described as stubborn 

and egocentric had significantly better outcomes in terms of time 

spent in hospital than those described as self-critical, self- 

doubting, and sensitive to criticism. In this study, premorbid 

factors were measured by means of two prognostic rating scales, 

scored un the basis of interview and case history data by two 

independent practitioners. 

Similarly, MacMillan et al. ( 1 9 8 6 )  and Bland ( 1 9 8 2 )  in a 

review of more recent studies, found that premorbid schizoid or 

asocial personality traits were significantly related to post- 

discharge outcome, though this variable typically accounted for 

only a limited portion of the total outcome variance. 

Pietzcker and Gaebel ( 1 9 8 7 )  speculate that negative 

depressive self-ratings at time of discharge (in contrast to 



strikingly discrepant and more opthmisthc observer ratings), 

including pessimism regarding the future, are likely to suggest 

an unfavorable prognosis. This post hoc hypothesis was not 

however tested in their study. 

Though not specifically designated as vpersonality", 

substance abuse is a behavior reflecting personality tendencies, 

among other factors. Gne author has investigated the 

relationship between alcoholism and return to hospital over nine 

month follow-up periods. L,orei ( 1 9 6 4  f found that neither nheavy 

drinking" nor tfproblems with alcohol in the last five years" 

(Lorei & Gurel, 1973) were significantly correlated with 

recidivism. 

Intelligence, a function of the personality's ego, has also 

been studied in relation to hospital re-admission. Thompson 

( 1 9 8 5 )  reported that intelligence as measured on admission to a 

day-treatment program was significantly, though very modestly 

correlated (rz.03, p=.05) with recidivism at two-years post- 

discharge, He acknowledges however that this finding is 

difficult to interpret as the effects of illness and chemotherapy 

on intellectual functioning are largely unknown, and hence are 

likely confounds. 

Though published studies examining the relationship between 

personality and post-discharge adjustment are scant, the results 

of research in other areas of psychosocial and bio-medical study 's 

confirm the notion that personality does have a significant 

effect on well-being. Specifically, research examining the 

effects of life stress on ultimate health has found that certain 



personality d i m e n s i o n s  act to b u f f e r  the effects af  stress. 

Among these dimensions, dispositional optimism, l o c u s  of control, 

and interpersonal dependency have emerged as potent variables 

( e . g . ,  Scheier & Carver, 1985; Craig e t  a l . ,  1 9 8 4 ;  Hirschfeld et 

al., 1977) and ones that may have specific relevance to the 

particular situation of psychiatric hospital discharge. 

The literature pertainjng to empirical findings regarding 

these  specific variables, as well as newer, theoretical 

conceptions of personality and illness will be reviewed in 

greater detail in the following chapter entitled " P e r s o n a l i t y  as 

Predictor of Health and I1lnessif. it is on the basis of this 

more recent l i t e r a t u r e  that the hypotheses of the empirical 

investigation to follow will be based. 

Summary --" -...- ------ 

The search f o r  potent predictoxs among pre-existing 

characteristics has had limited success. Of demographic 

characteristics, only marital status has been found to be 

potentially useful, but inconsistent results in this area suggest 

that other factovs may be operating to moderate the effects of 

this variable. In fact, it has been suggested that i a c t u ~ s  

confounded with marriage such as emotional s u p p o r t  or social 

competence may be responsible for the observed effects. 

Employment history, while bearing some relationship to p o s t -  

hospital employment, has also been found to be unrelated t o  

outcome in terms of recidivism. Prior social history including 

legal history and history of substance abuse has been shown to 

have only a modest relationship to rehospitalization figures, and 



as with marriage, this may in fact reflect un psychological 

status in an indirect way. 

One class of variables that has largely been neglected in 

research to date is that of personality characteristics. 

Although published research in this axea is sparse and the 

findings of earlier studies were not promising, this variable 

merits further investigation as personality is now recognized to 

be important in terms ~f providing the foundation upon which 

mental illnesses develop and progress (Millon, 1986). In 

addition, personality has repeatedly been shown to be a potent 

contributor to well-being in many othex diverse life situations, 

findings to be discussed further in the chapter entitled 

"Personality as Predictor of Health and Illness". 

In--hcspital Predictors 

Predictors here classified include such variables as 

severity and chronicity o f  illness, hospital behavior, and 

hospital treatment regime. This class of variables would seem to 

be most promising in terms of outcome prediction as they directly 

address the patients* status with regard to functional ability, 

and the success of those steps taken to directly enhance 

functioning. 

Severitj of Illness .--"."--- .--,-.-. --------.-.---.-.-- 

Severity of illness is a multi-variate phenomenon comprised 

of factors such as symptomatology, diagnosis, and chronicity. If 

rehospitalization indeed reflects deteriorations in psychiatric 

status, then one would expect symptomatology in particular, to 

heavily influence re-admission rates, ceteris paribus. 



S~tto_m~s.-JLLLL~_L~g~_o_~-i,ss. Despite current knowlege that the 

application of diagnostic labels is determined by many factors 

other than symptomatology, thus rendering them somewhat 

unreliable, a multitude of studies have been published examining 

the relationship between diagnosis and outcom. For example by 

the year 1961, over 800 articles had been published on the 

outcome of schizophrenia alone (Strauss & Carpenter, 1 9 7 2 ) .  

The use of diagnosis as a potentially significant predictor 

of post-dischaage outcomes is predicated on the notion that 

symptumatology per se is a major factor contributing to the 

decision to rehospitalize. However, the results of studies 

examining reasons for re-admissions to hospital have not totally 

supported this assumption, 

Talbott (1974) found that paranoid symptomatology accounted 

for 37% of a11 psychiatxic admissions to a New York State 

psychiatric hospital, while the presence of psychotic symptoms 

has been found to account for only 28 to 29% of psychiatric 

admissions (Harris et al., 1 9 8 6 ;  Talbott, 1 9 7 4 ) .  Hence, as many 

as 30% of all psychiatric admissions x e  thought to result from 

factors other than continuing symptom progression. Other reasons 

cited for hospitalization include aggressive or assaultive 

behavior, substance abuse, medical illness, absence of social 

supports, and patient's having no place to five or wanting to 

escape from home (Harris et al., 1986; Talbott, 1 9 7 4 ) .  

Given these admission statistics, it is not surprising that 

neither diagnosis or symptomatology have been found to 

significantly differentiate recidivists from those who are able 



to remain successfully out of hospital, This finding of a lack 

of relationship between disease and re-admission holds true 

across follow-up times ranging from six months to 15 years 

(Anthony et al., 1978; Buell & Anthony, 1976; Byers & Cohen, 

1979; Fontana & Dowds, 1975b; L a s k y  et al., 1959; Pietzcker & 

Gaebel, 1 9 8 7 ) .  

Though differences in rehospitalization rates on the basis 

of diagnosis are generally found to either be non-significant or 

are able to explain only a very limited portion of the variance 

in outcomes (i-e., typically less than 5%1, there is a consistent 

trend that psychotic disorders (Blumenthal et a l . ,  1982; Goexing 

et a l . ,  1984) and schizophrenia in particular (Bland, 1982; Bland 

& Orn, 1982; Buell & Anthony, 1973; Gaebel & Pietzcker, 1975; 

Hawk, Carpenter, & Strauss, 1975; Pietzcker & Gaebel, 1987; 

Strauss & Carpenter, 1 9 7 2 1  have somewhat worse outcomes than 

other diagnoses. (In fact, it has been suggested that 

schizophrenia with good prognosis may more accurately represent 

affective disorder (Klorman et ale, 1977)). Hence the historical 

notion that poor outcome is intrinsic to the concept of 

schizophrenia may have some validity. 

Numerous attempts have been made to identify "poor 

prognosisn groups within schizophrenic samples. Though some 

small differences have been found, the promise of a ffprocessw vs 

tfreactivew typology or other traditional sub-type classifications 

has failed to yield consistently significant results. Whether 

symptoms alone or various diagnostic systems are used, there is a 

large degree of heterogeneity and overlap between schizophrenic 



subgroups, rendering prognostication on the basis of diagnostic 

indices unreliable (Bland, 1982; Hawk et al., 1975; Strauss & 

Carpenter, 1972; Strauss & Carpenter, 1974; Strauss & Carpenter, 

1977; Strauss, Loevsky, Glazer, & Leaf, 1951). 

The general concensus regarding diagnosis and/or 

symptomatology is that neither are effective at predicting 

outcomes, particularly rehospitalization rates. These findings 

suggest that factors extraneous to the nature of the illness 

itself have a powerful bearing on the need for subsequent 

hospitalization, and/or that current nosologies have failed to 

sufficiently consider p r o g n o s i s  as a differentiating indice. 

Alternatively, or in addition to these possibilities, t h e s e  

findings may reflect the longstanding problem of unneliability in 

psychiatric diagnostic practise. 

Number of ~revious admissions. A second, more reliable -" .----- ---- .- -"-" ------..-. -*--- -.--.-" ---------.* 

variable relating to the severity of psychiatric illness is 

hospitalization history. Perhaps the most consistent finding in 

post-discharge outcome studies is the fact that the number of 

previous admissions significantly predicts recidivism amongst 

various diagnostic groups, and over follow-up periods ranging 

from six months to 15 years post-discharge (Blumenthal et al., 

1982; Brown et al., 1958; Buell & Anthony, 1973; Goering et al., 

1984; Lasky et al., 1959; Lorei & Gurel, 1973; Miller & Willer, 

1976; Rosenblatt & Mayer, 1974; Strauss & Carpenter, 1977; 

Thompson, 1985; Willer & Miller, 1977). In fact, the number of 

previous hospitalizations has repeatedly been found to be the 

best predictor of recidivism (Anthony & Buell, 1974; Anthony et 



al., 1978; Buell & Anthony, 19761, a finding that has been 

observed in over 30 different study populations, and one that is 

independent of both diagnosis and degree of illness fcf. 

Rosenblatt & Mayer, 1374). 

However, despite t h e  reliability oE this finding, and that a 

continuous ordinal relationship between previous history of 

hospitalization and i n c i d e n c e  of rehospitalization has been 

demonstrated for each year over  a 15 year follow-up period 

(Engelhardt et al., 1 9 8 2 1 ,  the practical utility of admission 

history as a predictor of recidivism is limited. Typically, 

number of previous psychiatric admissions has been found to 

accovnt for only a limited portion of the variance in recidivism, 

with findings usually under five or lo%, but varying from as much 

as 26% to only two percent { s e e  above citations]. The practical 

implication of these ststistics is illustrated by the Engelhardt 

e t  al., 3 1 9 8 2 )  data, where in a sample of 646 schizophrenic out- 

patients, 38% of t h o s e  most prone  t o  rehospitalization on the 

basis of admission history had no major psychiatric 

hospitalization over  a course of 15 years. 

It has also been suggested that the link between re- 

hospitalization and the number of prior admissions is a circular 

one. Hoult (19861 comments that once a patient is known to have 

bad a psychiatric admission, he is much more likely to be re- 

admitted, on the basis of that history alone. What these 

admission:re-admission findings actually t e l l  us then, with 

respect to the nature of the patient, regarding his subsequent 

vulnerability to re-hospitalization, is unclear. 



Chronicity and du~,ation of  hos~it;a~izat~-o_~. As there is a --.--- 

high degree of heterogeneity of outcomes within and across 

diagnostic groups, some have a t t e m p t e d  to measure sevevity of  

illness on t h e  basis of d u r a t i o n  of prior hospitalization or 

alternatively, have derived ftchxonicity indicesw or "chronicity 

factorsH using a combination of variables including age of onset 

or first admission, l e n g t h  of time since last hospitalization, 

and duration of index hospitalization. 

O f  t h e  above noted ''chronicity" factors, duration of 

previous hospitalization:sl has been the most widely studied. 

Though B u e l Z  and A ~ t h o n y  f l . 9 7 5 )  report that the length of 

hospitalization prior to the current treatment is related to the 

likelihood of return to hospital in the future, other mare recent 

studies have reported contradictory findings. Duration of 

hospitalization ( G o e r i n y  et a l . ,  1 9 8 4 1 ,  total time in hospital, 

and length of current hospitalization (Byer s  & Cohen, 3979) have 

not been found to s i g n i f i c a n t l y  relate to recidivism ove r  periods 

of 6 months to two years, Similarly, Lorei and Gurel 1 1 9 7 3 )  

found that neither the number o f  in-patient days at index 

hospitalization or the t u t a l  number s f  months in a psychiatric 

hospital were significantly related to future recidivism over a 

nine month periad, 

It has been suggested that length of prior hospitalization 

adds no unique variance to recidivism and that it has lost its 

significance as a meaningful prognosticator because it is 

canfounded by factors other than patient status, such as needs of 

the hospital, physician, and family (Buell & Anthony 9973; Byers 



& Cohen, 1 9 7 9 ;  Kokes et al., 1 9 7 7 ) .  Blyelow e t  a l . ,  ( 1 9 8 8 ) ,  for 

example, found that a large portion of psychiatric patients w e r e  

hospitalized longer than was therapeutically necessary because no 

community facility was willing to accept them due to difficulties 

such as assaultive tendencies, Eire-setting behaviors, substance 

abuse, and wandering or escape. Given the current thrust to 

shorten hospital stay, it is also p o s s i b l e  that some re- 

admissions are &he result of tau short a hospital stay, or 

premature discharge. The finding of Blumentai et al. 1 1 9 8 2 )  that 

the greatest x i s k  of relapse over  a seven month period is during 

the f i r s t  39 days post-discharge lends some credibility to this 

hypo thes i s .  

Aside from severity of illness, the hypothesis that duration 

of prior hospitalization should predict future admissions, is 

also predicated on the concept of induced "institutional 

neurosisu. However, since duration of hospitalization does n o t  

consistently relate to future recidivism, the notion that 

institutionalization strengthens inadequate behavior patterns 

{Fishkin & Bradshav, 1 9 G C f  must be questioned. In interpreting 

eaxfier findings on "institutional neurosisH, it h a s  been 

suggested that while "shorter stays Lmayl discourage 

institutionalization, ... fit is unclear1 whether 
institutionalization is something done to the patient by the 

hospital setting ax is the ~ e s u l t  of the selective loss of 

motivated patients" fErickson, 1 9 7 5 ,  p. 5 2 5 3 .  

in studies employing "chronicity" measures other than length 

of prior hospitalization(s), Byers and Cohen (1979) found that 



neither a history of continuous hospitalization € o r  a period 0 %  

at least six months prior to i n d e x  admissiun, nor age at first 

psychiatric admission were significantly related to recidivism 

rates at one year. F s n t a n a  and Dowds ( 1 3 7 5 b )  report that greater 

"chronicityw (including length o f  time since last 

hospitalization) was significantly related to recidivism at both 

six months and one year post-discharge. The significance of t h i s  

latter finding is difficult to interpret however, as number of 

previous admissions, diagnosis, and employment histovy were a l s o  

combined in their chronicity index. Miller and Willew (1975) 

found that the variable ' ' i n  hospital during year previous to 

index hospitalizationu accounted for 8.4% of the variance in 

recidivism at s i x  months, a finding more robust than the number 

of prior admissions. There is a possibility however, that this 

latter finding again, at least partially reflects the effects of 

premature discharges. 

In general, duration of prior hospitalization and other 

chronicty measures have not proven to be suecessEu1 predictors of  

re-admission. The f e w  exceptions to this conclusion ar@ 

generally not interpretable, as "chronicityw measures have 

typically included the number of previous admissions (a known 

predictor) in this i n d i c e .  As Erickson (1975) has concluded: 

I t . , .  it appears t h a t  patient movement statistics are so full of 

fallacies and are so difficult to interpret meaningfully ... that 
they must be regazded as useless or misleading if taken by 

themselves" ( p .  5 2 6 )  . 



In-hosnitgl Adjustment -- "...-- - - -  ..."...... ---- "" --"-""-- 

The rationale behind using in-hospital adjustment as a 

potential predictor of post-discharge outcome is based on the 

presumption that the decision to release a patient from hospital 

results from some estimate of the patient's "improvement". 

Assuming further that improvement is a person-related or 

intrapersonal phenomenon, then improvement while in hospital is 

assumed to generalize to improvement while in the community. 

Sound as this logic may seem, the degree of congruence between 

hospital and community adjustment has been found to be minimal as 

best. 

Ellsworth and colleagues (Ellsworth, Foster, Childers, 

Arthur, & Kroeker, 1 9 6 0 )  in an extensive study of patient 

adjustment, found that in fact the opposite was true. Patients 

who were later judged to be independent and socially assertive in 

the community tended to have made poor hospital adjustment. 

Additionally, symptoms and social adjustment as viewed by the 

patients' relatives in the community, were found to have little 

relationship to ratings of symptoms and adjustment as viewed by 

staff in the hospital setting. An exception to these findings 

emerged when the rater was held constant across settings. In 

this case, consistency in ratings of "motivationf' and fstrusting-- 

friendlyu accounted for 14% of the variance in patient outcome 

scores. Hence it would seem that behaviors valued as reflecting 

positive adjustment by hospital staff are different than those 

behaviors judged adaptive by significant others, and furthermore, 

that the same behaviors judged later as adaptive in t h e  community 



are not necessarily judged as adaptive in the hospital setting. 

Ellsworth et al., (1968) concluded that overall there is no 

relationship between hospital adjustment at release and post- 

hospital adjustment, but rather, post-hospital adjustment is 

determined by an interaction of a variety of person and situation 

characteristics. 

In his review of the literature, Erickson ( 1 9 7 5 )  reached a 

similar conclusion that measures taken in the hospital setting 

are not significantly related to measures of post-hospital 

adjustment; and, in particular, that those who show good 

adjustment in hospital are not necessarily the same individuals 

who will show good adjustment in the community later on. 

However, Nuttall and Solomon (1965) did report that "socially 

undesirable ward behavior" (poor hygiene and grooming, social 

withdrawal, and non-conformity and a lack of co-operation with 

institutional norms) was a consistent and powerful predictor of 

the percentage of time spent in hospital between admission and 

follow-up, one year later. 

One possible interpretation of these findings is that 

behaving l'wellu on the ward enables quicker re lea :? ,  and hence, 

less total time spent in hospital. It is also of interest to 

note that the pathological presense of "ideas of referenceH or 

the belief that someone controls one's behavior, was highly 

correlated with wco-operativew ward behavior. Again, the meaning 

of "improvedff hospital behavior is unclear at best, 

A more direct approach to predicting recidivism on the basis 

of hospital behaviors was taken by Lasky et al., (1959). They 



asked staff and patients .in a Veteranu A d m l n i s t r a t l o n  H o s p i t a l  t o  

rate each patient on the predictor question: "Do you believe 

that this man will have t o  he hospitalized again for a 

neuropsychiatric condition within a period of two years f o l l o w i n g  

discharge?" fp. 2 2 4 ) .  In this study, pooled monthly ratings made 

during the hospitalization period by staff (r=.66, p<.001) and 

patients (r=.58, p<.001) had an average accuracy rate of 70% in 

predicting future recidivism for individual patients. Staff were 

also able to make accurate p r e d i c t i o n s  f s= .62 ,  p<.OBl) an the 

basis of one rating made in the month prior to discharge. In no 

cases however, were patients able to make accurate s e l f -  

predictionsz. 

Though some researchers have had success in using in- 

hospital behavior to directly predict recidivism, the majority of 

published studies conclude that ratings of observed "improvementfl 

in the hospital do not translate into improved community living 

skills (see for example, Ellsworth et al., 1 9 6 8 ;  Erickson, 1975). 

The suggestion of these findings is that behaviors that are 

valued as, or in fact are adaptive in the hospital setting, are 

not those same behaviors that serve patientfs well, later in 

community life. 
-..-- ............................ - .,--. ............................. 

It is also of interest to note here that among the staff, 
psychologists were able to make the most accurate predictions 
across four different areas of adjustment (rehospitalization, 
work, family, health). In addition, various staff occupational 
groups were not able to predict the a r e a ( • ˜ )  closest to their area 
of specialization, while staff in other occupational groups were 
able to make these predictions. For example, Occupational 
Therapists were unable to predict work adjustment, Social Workers 
missed in predicting family adjustment, and medical staff missed 
on the prediction of health adjustment. These researchers 
conclude that these findings suggest a loss of objectivity when 
moving close to oneself or one's area of professional competence. 



In-hos~ital - ... ..-. -.. Treatment ..--,..- -. ..... Regime - .- ,.-.~. 

Anthony and colleagues (Anthony ct aE., 1972; Anthony et 

al., 1978) reviewed the literature on t h e  relationship between 

in-hospital treatment and patient outcome i.n terms of recidivism. 

These authors concluded that regardless of the type of 

traditional in-patient treatment techniques patients receive 

i e - g . ,  individual t h e r a p y ,  group therapy, drug therapy, 

electroshock therapy), their recidivism rates are not 

diffexentlally affected. Similawly, more innovative huspital- 

based treatment techniques such as milieu therapy, token 

economies, and non-traditional groups are unlikely to have a 

direct singular affect on re-admission rates, despite the f a c t  

that they have a demonstrated positive effect on patients8 

within-hospital behavior (Anthony e t  al., 1 9 7 2 ;  Anthony e t  a l . ,  

1978 1 .  

Support f o r  the notion t h a t  settjng and treatment techniques 

per s e  do not make a substantial independent contribution to 

patient outcome is found in a s t u d y  where recidivism rates at six 

months and two years did not differ between three different types 

of in-patient treatment settings (i.e., research institute, 

provincial hospital, general hospital), where levels of staffi~ly 

and geographical location differed ( G o e r i n g  et al,, 1 9 8 4 ) .  I n  

each of these facilities, a variety of traditional in--patient 

treatment techniques were employed with a variety of diagnoses, 

and findings reflect average re-admission rates across diagnostic 

categories and therapies. 



More innovative in-patient t r e a t m e n t  regimes that a r e  

"extremely comprehensivei' and multi-faceted in design i e - g , ,  

token economy, milieu therapy, skills training, and physical 

exercise) have been associated with some positive, though 

inconsistent results, in terms o f  recidivism rates (Anthony e t  

al., 1978), Such regimes may, however, make an indirect 

contribution to more positive outcomes by restructuring the 

h o s p i t a l  atmosphere. For example, decreased recidivism rates 

have been found in wazds where all staff participate directly in 

treatment planning and where professional staff are viewed as 

being motivated and non-dominant. A l s o ,  a separate study found 

that the wards with the least recidivism were  those where 

autonomy and independence of patients were emphasized (cf, 

Anthony et a l . ,  1 9 7 8 1 ,  

Together, these findings suggest that treatment technique 

per se  does not make a direct, independent contributrion to 

future hospitalization course. 

S ummaqy ---..-- -. .- 

Limited success has been achieved by using in-hospital 

variables as predictors of recidivism. Though diagnosis, 

duration of hospitalization, and "chronicity" measures do not 

correlate significantly with re-hospitalization, the number of 

prior admission= has consistently been found to be among the 

best, if not the best, predictor of recidivism. Unfortunately, 

this variable accounts for only a small portion of the total 

outcome variance, typically less than ten percent. 



Direct measures of in-hospital behavior have also had 

limited success. In-hospital adjustment has been found to be an 

unreliable index of  post-discharge success, a n d  in fact, some 

s t u d i e s  have found  a negdtive relationship between in and post- 

hospital adjustment. In-hospital treatments generally d o  not 

singularly effect post--discharge outcome, although settings where 

comprehens ive  treatments are provided, and patient autonomy and 

independence are s t r e s s e d  by s t a f f ,  have reported some favouzabae 

outcomes, 

Post-discharge Predictors 

To date, s e v e r a l  current situational factors have been 

studied. These have. included post-hospital employment, post- 

discharge social support, post-discharge living arrangement, and 

aftercare services. With the e x c e p t i o n  of aftercare s e r v i c e s ,  

these variables are typically studied as measures of outcome i n  

t h e i r  own right, as opposed to being used as predictors of 

rehospitalization. The literature e x a m i n i n g  these variables as 

predictors o f  recidivism is therefore r e l a t i v e l y  sparse. 

Ern~Lo~m-x& 

Post-hospital unemployment is a major problem lor discharged 

psychiatric patients, with same authors reporting rates as high 

as 85% (Carling, 1 9 9 0 ) .  Along with its direct result of 

increased vulnerability through poverty2 and homelessness, lack 

of employment also contributes to social isolation and an absence 

---.-<-"" -..-.-.---.--.----- 
The average annual income reported in 1986 for people w i t h  

psychiatric disabilities ranged from three to seven thousand 
dollars (Carling, 1990). 



of the esteem often as soc i a t ed  with productive functioning 

(Chamberlin & Rogers, 1 9 9 0 ) .  

The magnitude of this problem is evidenced in the report of 

Anthony et al., (1972) o f  their review of the literature on post- 

hospital employment. These authors noted that only 30-50% of 

patients become gainfully employed during the first six months 

after discharge. This rate falls to between 20-30% when 

employment percentages are based on either employment s t a t u s  at 

one-year follow-up, or full-time employment during t h e  entire 

follow-up period regardless of the time period sampled. 

Other  authors f i n d  this same change in employment figures 

over time. Employment rates axe lawest at one-month post- 

discharge and do not change significantly during the first three 

months post-discharge, but begin to show some recovery towards 

admission levels by six months past-discharge (Ellsworth et a l . ,  

1968; Fontana and  Dowds ( 1 9 7 5 a ) *  Coering e t  a i . ,  31984) f o u n d  

that full-time employment figures in a sample of about 500 

psychiatric patients were 32% at six months post-discharge, but 

dropped to 29% at two years past-discharge. 

O f  s t u d i e s  examining t h e  reiationship between post-hospital 

employment and recidivism, inconsistent results have been 

reported, GaeSel and Pictzcker (1985) for example, found that 

post-hospital employment correlated with sym2toms but not re- 

hospitalization at one year follow-up, Brown et al., (1958) 

found that of the 41% of their sample who worked six months o r  

longer, 97% escaped re-hospitalization over a one-year follow-up 

period, while of those never employed, only 46% were not 





and were e x p e r i e n c i n g  significant d i f f i c u l t i e s  i n  a r e a s  o f  s o c i a l  

adjustment. In their sample,  20% reported that they had no one 

ta count on, 64% reported p~oblerns in dating relationships, 62% 

reported difficulties in the area relationships with friends and 

acquaintances, and 57% had difficulty with the use of spare time. 

Social functioning can be operationalized in many different 

ways including contacts with family, friends, or community 

organizations, and there is some suggestion that each of these 

diffezent measures Gsllows a different progression over time. 

Fontana and Dowds ( 1 9 7 5 a 1  f o x  example, found that while 

organizational participation demonstrated a significant 

improvement between discharge and follow-up six months later, 

social involvement did not show any significant changes over this 

time period, as rated by both patients and their significant 

others. 

Though methodologies differ slightly, findings are generally 

consistent in suggesting that social functioning is related to 

future recidivism. Strauss and Carpenter ( 1 9 7 2 )  found 

significant correlations between s o c i a l  contacts and ncn-  

hospitalization over a two-year period f o r  both schizophrenic 

(r=.26) and non-s,chizophrenic (r=.16) ex-patients. Millen and 

Willer ( 1 9 3 6 )  also found significant relationships between six 

month recidivism figures and use of leisure time, personal 

relationships, and interpersonal skills, as measured by the Self- 

Assessment Guide, though each of these variables accounted for 

less than one percent of the total outcome variance. 



As with post-hospital employment, t h e s e  f i n d i n g s  axe 

d i f f i c u l t  ta i n t e r p r e t .  S o c i a l  f u n c t i o n i n g  l i k e l y  r e f l e c t s  

degree  of pathology, as well as contributing indirectly to the 

m a n i f e s t a t i o n s  of  illness by p r o v i d i n g  buffers through social 

supports. Nanetheless, indices of post-discharge social 

involvement appear to bear a significant, if only minor, 

relationship to f u t u r e  r e - - h o s p i t a l i z a t i o n s .  

L.kLh2-g ......- &Z..~A>-•÷.%E~.Q~ ... ". ~2.~.-..i?.3~-~.,&..~ ..-. ,L-Q,&.~.u.c-~~-~~. 

Inadeguate hsusing conditions. Housing and living ." -... * ... " ............ ".'.-" - ". 

arrangements are another major probiem for psychiatric p a t i e n t s ,  

and t h i s  is, a t  l e a s t  i n  part, related to the problem of 

unemployment a n d  poverty, In addition to these patient factors, 

the last decade  h a s  seen a decline in a f f o r d a b l e  housing stock 

together with a general rise i n  the c o s t  of kiousirry relative t o  

income (Anthony s Blanch, 1 3 9 0 ;  Carling, 1 9 9 0 1 .  Together these 

factors  have resulted in a population of homeless mentally ill in 

t h e  United S t a t e s  that is in the range of 200,000, representing 

approximately one third of the t o t a l  homeless population ( L e v i n e  

& Rog, 1990). 

I n a d e q u a t e  housizg conditions have been found to be a 

significant factor c o n t r i b u t i n g  to hospital admissions, T a l b u t t  

(1974) r e p o r t s  that 10% of  all admissions t o  a N2w Y a r k  S t a t e  

p s y c h i a t r i c  hospital were  because patients had no place to live 

o r  wanted t o  escape from home. Forty-six percent of ail adult 

admissions to the psychiatric emergency service at S a n  Francisco 

General Hospital were either homeless or tenuously domiciled 

CBafl & Havassy, 1984). Goering e t  al., (1984) reported that 



among 5 0 5  e x - - p s y c h i a t r i c  patients six mun"t is  aft.t.r r e l ease  frslt~ 

hospital, u n e - f i f t h  were living in inadequate h o u s i n g  c o n d S t i s r ~ s ,  

and two-fifths e x p ~ ~ s s e d  dissatisfaction with c u r r e n t  living 

arrangements .  

Bst_qJQenEi_al--~-~l@.t- ig-~~_h~$s_.  Aside from homelessness, a 

variety of other iiving s i t u a t i o n s  have a l s o  been studied Ln t h e  

c o n t e x e  of  re-hospitalization studies, In this area oE research, 

inconsistent findings have been pubiished. Nor i - s ch i zoph ren i c s  

(Srovn  e t  a l . ,  1 3 5 9 1  and schjzophrenics (Biumentkal et al., 2 9 8 2 )  

have h e e n  found  t o  f a z e  b e t t e r  in terms of recidivism i f  living 

with parents or v i v e s .  The oppcsite h a s  a l s o  been r e p o r t e d .  

Among f i r s t - e p i s o d e  schizophrenics, those living in hostels as 

opposed t o  "at home'+ are significantly less likely t o  relapse 

over a two-ye31 f o l i ~ w - u p  period (MacMiLlan e t  a l , ,  1 9 8 6 1 ,  

Though living situation was n o t  specified, Byews and C s h e n  (1979) 

a l s o  f o u n d  t h a t  "to whom d i s c h a r g e d "  was modestly but 

significantly c o r x e l a t e d  ( r = . 2 5 5 ,  p < . 0 1 )  with r e c i~3 iv i sm  measures 

at one year E ~ Z l o w - ; ~  ,p i n  a sample with mixed diagnoses. 

In attempting to explain these inconsistencies, same have 

a rgued  t h a t  iiving s i t u a t i o n  may be confounded with i n i t i a l  

levels of s e v e r i t y  of illness. It has been s u g g e s t e d  far 

example, t h a t  married patients may be less at risk f ~ r  re- 

hospitalization as t h e y  may hage been healthier at the outset, as 

evidenced in their successful heterosexual relationship 

fBlurnentha1 e t  al,, 1 9 3 2 ) .  Additionally, different family 

dynamics have also been found to contribute to differential 

orrutcomes. 



Family to le rance  f o r  r e s i d u a l  schizophrenic symptomatolojy 

far example, has been found t e  be associated with decreased 

recidivism over a 12 month period (Chou & Klein, 19851 ,  

Ex~ressed -ggotion.. Emotional responses and interpersonal 

interactions within the home also have become a subject of 

investigation, inspired by the earlier and unexpected findings 

that patients often fare b e t t e r  when d i s c h a r g e d  t o  s i t i a t i o n s  

o t h e r  than s p o u s a l  or parental homes (Falloon, 1 9 8 8 1 ,  ":om t h i s  

f i n e  ok s t u d y ,  t h e  v a r i a b l e  'kxppressed emotiont' tias emerged 

(Brown, Munck, C a r s t a i r s ,  5 Wing, 2 9 6 2 ;  Brown, ~ T r l e ~ ,  & Wing, 

2972; Vaughn & L e f f ,  1 9 7 6 a i .  

Expressed emotion is defined by "the number of critical 

comments expressed by the relative about the patient, hostility 

expressed toward the patient falrnost  always associated with h i g h  

levels of criticisa), and emotional ovexinvalvement, v i z . ,  

excessive protectiveness and intrusive cancernv l K a r n o  e t  al., 

1987, p. 1431, and is contrasted with more secure and s u p p o r t i v e  

environments which ailow fur individuation. 

Expressed emotion has become a variable o f  considerable 

i n t e r e s t  in the more recent literature, and has consistently been 

linked to unfavorable outcomes. Patients re leased to home 

settings w h e r e  one reiative has a high expressed emotion index 

are at a rctuch g r e a t e r  r i s k  of relapse than are those patients 

released to homes with only low expressed emotion index relatives 

(Karno et al,, 1957; Vaughn et ax., 1982;  a n d  see Bland, 1982 for 

review). It has been found that ishigh expressed emotion in at 

least one huusehofd member during t h e  pre-admission cr is is  r a i s e s  



the probability of subsequent florid e p i s o d e s  of schizo;>l=xenic 

symptoms fourfoldv (Falloon, 1988, p ,  2 7 0 ) .  

Though cultural differences have emerged in the prevalence 

o r  high versus low 2 x p r e s s e d  emotion, the predictive importance 

cf  high expressed emot ion  has Seen v a l i d a t e d  crass-culturally 

;Karno e t  al., 1987; Vaughn et ale, 2 9 8 2 ) ,  and also generalizes 

across diagnostic g r o u F s  other than schizophrenia (Falloon, 1988; 

Vaughn & L e f f ,  1 9 7 6 b 1 ,  

P_f_Lerca_r_e-_Ss r vAss 

mj-,i- + ,  2 category includes any interventions provided t o  

patients followizg their d i s c h a r g ~  from psychiatric facilities, 

and ranges from k a s i c  m e d i c a t i o n  maintenance to t h e  mare 

sophisticated, assertive aukreach programs currently being 

developed and intensively studied. Generally speaking, the more 

comprehensive the aftercare, t h e  more successfuf it is in 

enabling patients to maintain themselves i n  the community. 

Outpatient-d-~uq -m-gir!tf!_nmca. A large body a • ’  data supports 

the conclusion that withdrawal fxam p r e s c r i b e d  medication leads 

to behavioral d e t e r i o r a t i o n  fknthony et a f . ,  1978, p. 3 6 9 ) .  

Gaebei and P i e t z c k e r  (19851 cite a review study that reported an 

"assured relapse-prophalyctic ef k e c t t t  f o r  6 0  to 70% of 

psychiatric patients. Despite these E i n d i n g s ,  a l a r g e  

controversy e x i s t s  on the meri t s  sf cantlnuous p s y c h o t r o p i c  drug 

therapy because of the serious and o f t e n  irreversible side- 

effects of prolcjnged maintenance medication. In a d d i t i o n ,  it h a s  

been found that "approximately 20-50 percent sf patients an 

placebo do not relapse and that 20-50 percent of p a t i e n t s  on 



d r u g s  do" ( D a v i s ,  G o s e n f e l d ,  & T s a i ,  1 9 7 6  as c i t e d  i n  Ant.hoxay ct 

ai., 1979, p. 3 5 9 ) .  

W i t h  regard t o  s t u d i e s  specifically examining t h e  

r e l a t i o n s h i p  h e t w e e n  adherence t o  m e d i c a t i o n  and rec id iv i sm,  s o l ~ e  

p o s i t i v e  r e s u l t s  have been r e p o r t e d .  Gaebel a n d  P i e L z c k e r  ( 1 9 8 5 )  

found that p a t i e n t s  who maintained continuous treatment w i t h  

neurvleptic medications were r e h o s p i t a l i z e d  significantly less 

o f t e n  over  a one yeax period t h a t  t h o s e  who did not maintain 

medication regimes.  S imi la r ly ,  MacMillan e t  a f . ,  ( 1 9 8 6 :  found 

that patients on c o n t i n u o u s  medication regimes were less likely 

t o  r e f apse  a n d  be re-admitted t o  hospital t h z n  p l a c e b o  control 

subjeczs. Chou and Klein ( 1 9 8 5 )  found that adherence t o  

p r e s c r i b e d  medicaxion was slqniEicantly r e l a t e d  t o  less 

r e h o s p i t a l i z a t i o n  among a sample  o f  b l ack  schizophrenics. I n  

n o n e  o f  these s t u 2 i e s  h o w z v e r ,  wexe Lhe e f f e c ~ s  of treatment 

contact tims examined w i t h  regard to f i n d i n g s  of medication 

~fficacy. 

In contrast t o  these positive f i n d i n g s ,  Anthony and 

c o l l e a g u e s  (Anthony et a x . ,  1972 ;  Anthony et al,, 1 9 7 8 1 ,  a f L e r  

reviewing a l a rge  body of literature, conc luded  that drug 

main tenance  w i t h o u t  periodic o u t p t i e n t  t r e d m e n t  contacts d o e s  

not affect recidivism, What t h i s  s u g g e s t s ,  is t h a t  it is n o t  

drug therapy per  se  that p x o t e c t s  patients from 

z e h o s p i t a i i z a t i o n ,  but t h e  effects of medication r eg imes  combinld 

with auk-pat ienz  k r e a t m e n t  c u n t a c t ,  

&fh?rcare c f i r ~ i ~ ,  Aftercare clinics o r  community men ta l  

health centres, are where clients are typically referred upon 



discharge from hospital t o  receive o n g o i n g  o u t - p a t l e n t  treatwen%. 

At t h e  mental h e a l t h  c e n t r e ,  t h e  client is a s s i g n e d  t o  a case 

manager f rom amongs t  a m u l t i - d i s c i p l i n a r y  team, whose t a s k  is t o  

o r g a n i z e  f o l l o w - u p  ca re .  T h i s  may c o n s i s t  of z e g u l a r  medication 

review by a staff psychiatrist, c o u n s e i l i n g  or psychotherapy, a s  

well as s o c i a l  and  f a m i l y  s u p p o r t  where necessary (Hoult, 1986). 

Typically, the patient is i n t e rv iewed  briefly and has their 

medication reviewed at least once a month i f tn tkony  c t  al., 1 9 7 2 ) .  

Staff axe usually a v a i l a b l e  o n l y  d u r i n g  r e g u l a r  w o r k i n g  h o u r s ,  

a n d  n o t  i n  t h e  l a t e r  e v e n i n g  o r  o n  weekends .  

After a thorough literature review, Anthony et a l , ,  (19723 

c o n c l u d e d  t h a t  t h e r e  fs a s i g n i f i c a n t  decrease i n  r e c id iv i sm  

r a t e s  f o r  t h o s e  who a t t e n d  a f t e r c a r e  clinics. W i t h i n  s i x  months 

t o  one  year a f t e r  d i s c h a r g e  t h e s e  a u t h o r s  f o u n d  t h a t  r e c i d i v i s m  

r a t e s  were  t y p i c a l l y  l e s s  t h a n  20%, and  as low as 3 7 %  f o r  f i v e  

years p o s t - d i s c h a r g e ,  There is also some indication that 

aftercare clinics may be most b e n e f i c i a l  f o r  t h e  most s e v e r e l y  

i l l  patients, but the problem of inadequate service u t i l i z a t i o n  

looms large (Anthony e t  a l . ,  2 9 7 8 ) .  

The s i g n i f i c a n c e  of these findings is difficult to e v a l u a t e  

however ,  a s  s t a n d a r d  a f t e r c a r e  is of a f f p a s s i v e - - r e s p o n s e v  n a t u r e ,  

with the initiative to seek t r e a t m e n t  o f t e n  b e i n g  left to t h e  

patients and their relatives ( H o ~ l t ,  1 9 8 6 ) .  Hence, it  is u n c l e a r  

whether  t h e  b e n e f i c i a l  effects observed in regard  to attendance 

at aftercare clinics is due t o  t h e  medication r ece ived ,  other 

kinds of services offered, or type of patient who attends 

(Anthony e t  a l e ,  19783. A s  Anthony e t  al., ( 1 9 7 2 1  s u g g e s t ,  t h e  



variable of p a t i e n t  motkvatian, may be mare important than t h e  

treatment received, 

Transitional facilities. Under the heading of transitiunal .-..-..".< ....- 

facilities are  t h o s e  community s e r v i c e s  d e s i g n e d  to se rve  as 

"steppiny stones" between in-hospital care and fully independent 

l i v i n g .  Included here  are home or family care, daycare cen t r e s  

or day-hospitalization, halfway houses, sheltered w o r k s h o p s ,  

b o a r d i n g  homes, and p a t i e n t  l odge  societies. 

In this line of research, the c o n c e n s u s  is t h a t  continuity 

a • ’  a f t e r c a r e  is siynificantly related to a reduction i n  r a t e s  of 

recidivism (Anthony e t  al., 1 9 7 2 ;  Anthony et al., 1 9 7 8 ;  Byers a 

Cohen,  1979; Oellario & Anthony, 1981; Erickson, 1 3 7 5 ;  S t e i n  s 

Test, 1 9 8 0 ) .  However, these d i f f e r e n c e s  in r e - a d m i s s i o n  rates 

are observed only as i o n y  as the patient remains a member of the 

f a c i l i t y ,  and a re  washed-out completely by 28 months after 

treatment termination ( s e e  above citations). 

W i t h  regard  t o  comparative efficacy o f  t h e  v a r i o u s  t y p e s  of  

transitional facilities noted above ,  B ~ a u n  et al., 3 2 9 8 1 )  noted 

that there is insufficient evidence t o  address t h i s  q u e s t i o n .  

Kruzich ( 1 9 8 5 ;  Kruaich & Berg, 1985) examined potent elements o f  

one residential treatment program. He assessed client's levels 

of self-sufficiency and community integration, and found these to 

be significantly affected by the level of individualization of 

treatment, and the provision of s c h e d u l e d  though flexible d a i l y  

a c t i v i t i e s  directed t ~ w a r d s  skills training. in general, 

however, findings on t h e  l ong - t eum efficacy of time-limited 

transitional treatment programs are n o t  promising. 



Caxliny ( 1 9 9 0 3  goes further, and cites a critique on 

residential t r e a t m e n t  settings as c r e a t i n g  major difficulties f o r  

the individuai patient including learning skills that are m a s t  

relevant to group living, chronic dislocation t h r o u g h  successive 

moves a s  improvements in functioning requires a physical move, 

a n d  an ultimate return t o  residential t r e a t m e n t  because of t h e  

inattention to stable h o u s i n g .  Wencc, i t  is s u g g e s t e d  that t h e  

ev idence  of e f f e c t i v e n e s s  o f  r e s i d e n t i a l  programs is h i g h l y  

s u s p e c t  a s  t h e y  fail c o n s i d e r a b l y  short of ?;elping people to 

achieve l a s t i n g  community integration, and potentially, intexfewe 

with a speedy  r e t u r n  t o  i n d e p e n d e n t  communi ty  living. 

4.zs.e.r.~..i.x% o..~r_"G.s~.~_a~t'.~ ~.~.~~.r~.rnzi.. ~ i e t h e  r newer t y p e  f 

transitional service emp loys  a txarisltional person ra thev  than a 

transitional facility. S u c h  r e h a b i l i t a t i o n - o r i e r i l t e d  programs a r e  

known by a v a r i e t y  of d i f f e r e n t  names s u c h  a s  t h e  T r a i n i n g  in 

Community L i v i n g  msdel I T C L ) ,  Community Support Systems ( C S S f ,  

and A s s e r t i v e  Outreach Programs ( A O P )  . 
These  newer t r e a tmen t  programs e v o l v e d  in p a r t  as a result 

of the promising r e s u l t s  of e a r l i e r  s t u d i e s  whereby community 

volunteexs ox "enablers" prov ided  follow-up counselling that was 

characterized by extensive involvement in many aspects o f  t h e  

patient's life ( see  Anthony et ale, 1 9 7 8 ;  and Anthony e t  aP., 

1972 for xeviewsi. These  " enab l e r s a  p r o v i d e d  s k i l l s  t r a i n i n g ,  

c o n s u l t a t i o n ,  and  assistance to t h o s e  patients a s s i g n e d  t o  them. 

In these studies, recidivism rates were  dramatically r educed  f o r  

the c o u n s e l l e d  g roup .  For e x a m p l e ,  I n  one  s t u d y ,  t h e  one year 

zecidivism r a t e  was 11% for t h e  counselled g r o u p  as compared with 



3 4 %  f a r  t h e  n o n c o u n s e l e d  c o n t r o l  g r o u p  (gatkin, et a l e ,  1971 as 

cited i n  Anthony e t  a l e ,  1 9 7 2 ) .  

Community--based t r e a tmen t  p rograms  have  c o n t i n u e d  t o  e v o l v e  

a v e r  time and  a r e  now b e i n g  d e s i g n e d  t o  encompass  a vast a r r a y  of  

f a c t o w s  t h a t  a r c  required i f  patients a r e  t o  survive i n  t h e  

communi ty  (Anthcjny, Cohen, 6; Farkas, 1 4 9 0 ) .  S t e i n  arld Tes t  

I i 9 8 0 ,  p .  3 9 3 )  h a v e  a r t i c u l a t e d  t h e s e  r e q u i r e m e n t s  as i n c l u d i n g :  

ldateuiai resources  s u c h  as f o o d ,  s h e l t e r ,  c l o t h i n g ,  and  medical  

care; c o p i n g  s k i l l s  t o  meet t h e  demands of communi ty  l i f e ;  

m o t i v a t i o n  t o  pe rsevere  arid remain i.nvolved w i t h  life; freedom 

from pathologically d e p e n d e n t  r e l a t i o n s h i p s ;  s u p p o r t  and  

e d u c a t i o n  o f  c o m m u n i t y  members; a n d  a  s u p p o r t  system t h a t  

a s s e r t i v e l y  h e l p s  the p a t i e n t  w i t h  t h e  p r e v i o u s  f i v e  

r e q u i r e m e n t s .  

The  concep t  o f  t h e  Community S u p p o r t  System ( C S S f  emerged i n  

1977 as  a n  ' !appraach to buiLdinq a sys t em of  l o c a l  services f o r  

the chranicaily mentally i l l  .,, and was defined as a n e t w o r k  of  

c a r i n g  a n d  r e s p o n s i b l e  people  committed t o  assisting a v u l n e r a b l e  

population to meet t h e i r  needs  a n d  d e v e l o p  t h e i r  p o t e n t i a l s  

w i t h o u t  being u n n e c e s s a r i l y  i so la ted  or e x c l u d e d  f r o m  t h e  

communitysi  ( P e r l m a n  e t  a l . ,  1985, p .  4 0 5 - - 4 0 6 1 ,  The  CSS was 

developed and implemented  by T u r n e r  and TenMuur  i n  1 9 7 8  ( c f .  

Bnthany & B l a n c h ,  1 9 8 9 ;  and P e r l m a n  e t  ax., 1 9 8 5 ) -  Main 

components  of the CSS were case management and l o c a l  

rehabilitative programs. "Case managers at designated agencies 

were t o  act as advocates, friendly advisers, e s c o r t s ,  

facilitators, and interpreters for their clients. They were to 



help link clients t o  services and n e l p  clients and their familie3 

acquire entitlements and s u c c e s s f u l l y  n e g o t i a t e  the bureaucracy 

that they encounter in s e e k i n g  services" (Perlman, Melnick, & 

Kentera,  1985 ,  p. $ 0 6 ) .  I 

Implementation of such programs however, is extremely 

complex ( A n t h o n y ,  Cohen ,  & Farkas, 1 9 9 0 1 .  For example,  A n t h o n y  

and Blanch ( 1 9 8 9 )  list 12 service components involved in GSS and 

s u g g e s t  t h a t  m u l t i p l e  fragmented s e v v i c e  s y s t e m s  can i n t e r f e r e  

w i t h  e f f e c t i v e  service d e l i v e r y ,  a n d  therefowe well-co-oxdinated 

x e s o u r c e s  and  s e r v i c e s  a r e  necessary. Hence, their 12 components 

arc integrated t h r o u g h  formal arrangements i n v o l v i n g  j o i n t  

planning, f i n a n c i n g ,  training, and m o n i t o r i n g  a n d / o r  evaluation- 

They suggest a l s c  t h e  need f o r  l e g i s l a t e d  r e l a t i o n s h i p s  and 

program models, financing mechanisms, i n t e r a g e n c y  l i n k a g e s ,  a n d  

assignment of r e s p c n s i h i l i t y ,  

S t e i n  and T e s t ' s  ( 2 9 8 0 3  "Training i n  Commanity L i v i n g t i  ( T C L )  

a s ~ e r t i v e  outreach t r e a t m e n t  program is similar, and was 

implemented by retrained mental-hospital ward staff who were 

t r a n s p l a n t e d  t o  the community. Staff coverage was available 2 4  

h o u r s  a d a y ,  s e v e n  days a w e e k ,  and p a t i e n t  programs were 

i n d i v i d u a l l y  tailored t o  improve c n p i n j - s k i l l  deficits. 

Treatment took glace  in vivo,  and s t a f f  t a u g h t  and assisted 

p a t i e n t s  i n  daily living activities. Patients were given 

sustained and intensive assistance in finding a j ob ,  were a i d e d  -2 

in the constructive use of l e i s u r e  time, and in the development 

of effective social s k i l l s .  Perhaps most i m p o r t a n t l y ,  the 

program was "assertive", so that, for example, i f  a p a t i e n t  



failed to report Lor work, "a staff member immediately went  t o  

the patient's home to help with any problem that was interferingf' 

(Stein & Test, 1 9 8 6 ,  p. 393-394 ;  and  see T e s t ,  1 9 9 0 ) .  

One other h i g h l y  successful program, that incorporates a 

similar philosophy, is a unique mutual help organization called 

GROW Inc. (cf. Salem, 1984). This group was founded in Australia 

in 1 9 5 7  by a group of ex-patients recovering from mental 

breakdown, It naw has groups in five countries across  the g l o b e ,  

This unique group owes its success t o  i t s  phiiosophy of a I f c a r i n g  

and sharing community'' whereby GROW becomes an integral p a r t  o f  

t h e  individual's l i f e  t h z o u g h  weekly meetings, social gatherings, 

regularly a s s i g n e d  contacts between members ,  and drop-in c e n t r e s .  

Though involvement in this group is v o l u n t a r y  and the extent of  

invoZvement is h i g h l y  f l e x i b l e ,  the g r o u p  is again assertive in 

that members go into the hospitals to introduce patients to the 

organization b e f o r e  they are r e l e a s e d ,  a n d  e f f o r t s  a re  made t o  

involve t h e m  once t h e y  have relocated t o  the cummunity. 

The i n t e n t  o f  t h e s e  programs is to facilitate successful 

community living for e x - p s y c h i a t r i c  patients. Medications a r e  

administered and monitored as prescribed, and hospitalization i s  

a l s o  used i f  necessary. H o s p i t a l i z a t i o n  however, is intended to 

be used o n l y  for protection when the patient is imminently 

suicidal or homicida l ,  when there a r e  significant medical 

problems, or when psychosis is s o  severE a s  t o  war ran t  a s h o r t -  

stay admission to i n t e r r u p t  t h e  process as quickly as possible 

!Stein & T e s t ,  3.9801. 



Though each of these pr  oyrams deser  i b e  t h e i r  c ~ m p o n e n t s  i n  

slightly different terms, basic similarities exist. First, they 

consist of an integrated system of  multiple services designed to 

assist clients i n  m e e t i n g  all t h e i r  basic needs for community 

living. Secondly, the programs are flexible with t h e  intention 

of enabling individual tailoring to suit each patient's 

particular needs. Third, and perhaps most importantly, the 

programs are assertive or aggressive, as opposed to passive, in 

that contact is not l e f t  solely to the patient's initiative. The 

staff go to where the patients are, a n d  treatment takes place in 

vivo. Finally, program are intended to be long-term and on- 

going, as opposed to time l i m i t e d .  Salem (1954) articulated 

these as basic characteristics necessary for effective a f t e r c a r e  

service. 

In evaluating the outcomes of these various assertive 

outreach programs, there is a large degree of concensus. 

P a t i e n t s  in the " e x p e r i m e n t a l i F  condition of some form of  

assertive o u t r e a c h  program s h o w  significantly lower recidivism 

rates than t t c s n t r a l s i r  r e c e i v i n g  s t a n d a r d  community a f t e r c a r e  

(Bond, Miller, Krumwied, & Ward, 1988; Eond e t  ai,, 1989; 

Cannady, 1982 ;  Carling, 1 9 9 0 ;  H o u l t ,  1 9 8 6 ;  T e s t ,  2990 ;  T e s t  & 

S t e i n ,  X98O), 

One of the most dramatic reports on the e f f i c a c y  of s u c h  

i n n o v a t i v e  rehabilitation programs is the "Vermont Storyu 

CHardiny, Erooks, Ashikaga, Strauss, & Breier, 1387a;  Harding, 

Brooks, Ashikaqa, S t r a u s s ,  & Ereier, 1987b). This is a 32-year 

prospective, longitudinal study of 269 profoundly ill, long-stay 



schizophrenic patients who were discharged from the back wasds at 

t h e  Vermont S t a t e  H o s p i t a l .  It f o u n d  that one-half to two-thirds 

of this sample were r a t e d  as ;!considerably improvedw o r  

"recovered" with t h e  assistance of a l s c o m p ~ e h e n s i v e  

rehabiiiLatlon program8' ( H a r d i n g ,  e t  al., 1 9 8 7 3 ;  Hardiny, e t  a l , ,  

1 9 8 7 G ! .  

The 32-year follow-up measures of functioning used in this 

study i n c l u d e d  well known instruments suck as the Global 

Assessment Scale, The  Research Diagn~stic Criteria Screening 

Interview, The Brief Psychiatric Rating Scale, and the M i n i  

Mental State E x a m i n a t i o n  amang o t h e r s ,  Data f r o n  t h i s  s t r u c t u r e d  

i n t e r v i e w  battery was combined w i t h  clinical observations 

o b t a i n e d  in t h e  three hour interview, and all ratings were 

v e r i f i e d  by a d d i t i o n a l  informants who knew the subject well. In 

a d d i t i o n ,  the intezviewers used at fo l low-up were b l i n d  t o  

previously recorded i ~ i f o r m a t i 2 n  about t h e  subjects. 

So st~ikiny i n  fact are the r e s u l t s  of  t h e  "Vermont S t o r y "  

t h a t  t h e y  challenge the expected uniformly pgor outcome i n h e r e n c  

in the diagnostic criteria of  s c h i z o p h r e n i a  (DSM-111-R), which 

describes the most common course as one u f  ' ' d c u k e  exacerbations 

with residual impairment between episodes" [American Psychiatrit- 

Association ( A P A ) ,  1987, p .  1913, and continued symptoms, 

unemployment, social isolation, and inability to care for 

t hemse lves .  

Howeveu, a s  with the findings on transitional facilities, 

these differences in outcome do not persist once the program is 

terminated. Test and Stein (1980) f a r  example, report that when 



their TCL program ceased, patients regressed and t h e i r  use o f  i n -  

hospital treatment rose sharply. 

B r a u n  e t  al., (1981) a f t e r  r e v i e w i n g  the literature on 

aftercare treatment outcomes, concluded that this body of work is 

fraught with methodological problems, These include biased 

allocation of p a t i e n t s ,  insufficient information on p o t e n t i a l l y  

confounding variables such as drug t h e x a p y ,  an absence of clear 

a n d  validated d i a g n o s t i c  criteria, and a poverty o k  i n f o r m a t i o n  

describing conventional care. As a result, these authors were 

able to make only a q u a l i f i e d  c o n c l u s i o n  t h a t :  " , . .  s e l e c t e d  

p a t i e n t s  managed o u t s i d e  t h e  haspital i n  e x p e r i m e n t a l  pwograms d u  

no  worse and by some c r i t e r i a  have psychiatric outcomes s u p e r i o r  

to t h o s e  of  hospitalized c o n t r o l  patients . . .  ibutl drug 
treatment may account for a substantial part s f  the r e d u c t i o n  o f  

hospital admissions in some experimental studies?' (Braun et a l . ,  

1981, p .  7 4 7 ) .  

These  programs can nevertheless be admired as being in 

k e e p i n g  with the policy of treatment in the least restrictive 

environment with the l e a s t  intrusive forms of intervention 

{Paliak, 1 9 9 0 1 ,  and possibly in being as effective as 

hospitalization but at a lower eventual cast. But numerous 

complaints have been made reyarding the current assertive 

aftercare programs. One of the most widely voiced criticisms is 

that comsurners of mental health services, (i.e., mental patients 

and their families) should be, but are not included in the 

planning of comprehensive community-based service systems, as 

they are able  t o  i d e n t i f y  r e a l i s t i c  g o a l s  f a r  t h e m s e l v e s  ( A n t h o n y  



e t  a i . ,  1990;  C a x l i n y ,  1 9 9 0 ;  Romeo, Mauch, & Morrison, 1 9 3 0 ;  

Yeisburd, 2 3 9 0 1 .  A s  a r e s u l t ,  many c l i e n t s  p e r c e i v e  t h e  services 

a s  unappealing, i n a p p r o p r i a t e ,  or demeaning, and under-utilize 

them (Anthony e t  al., 1 9 9 0 ;  T e s t ,  1 9 9 0 ) .  Fa r  example, in a 

s u r v e y  o f  112 self-identified homeless  recidivists, Ball and 

Havassy f 1 9 8 4 )  f o u n d  a s t r i k i n g l y  Tow p r i o r i t y  placed on 

psychological a n d  s o c i a l  services currently offerred in the 

community. These patients p l a c e d  blame f o r  t h e i r  i n a b i l i t y  t o  

a v o i d  r e - a d m i s s i o n s  on  a l a c k  nE basic resources  f u r  s u r v i v a l  

such as housing, employment, food, and money. Chamberlin axld 

Rogers  f 1 9 9 0 )  a l s o  s t ress  t h e  f a c t  t h a t  clients need wha t  

everyone e l s e  n e e d s :  a place  t o  l i v e ,  a jab ,  and friends. 

I n  a d d i t i ~ n  t u  the need to involve consumers in the p l a n n i n g  

of community treatment initiatives, the need for flexibility i n  

treatment has  also been r e p e a t e d l y  v o i c e d  CEachrach, 2 9 7 9 ;  

Carling, 1990; Salem, 1984; T e s t ,  1 4 9 0 ) .  " P e r s o n s  who a r e  

psychiatrically disabled need d i f f e r e n t  services, at d i f f e r e n t  

times, and a t  d i f f e r e n t  l e v e l s  of intensity, . . .  Thus, the 
service system must d e v e l o p  a l a r g e  mange of service 

alternatives, packaged dilferently for d i f f e r e n t  c l i e n t s w  

(Anthany ,  Cohen, & Kennard, 1990, p ,  1250). 

In 1 9 8 4 ,  Farkas, Cohen ,  and Nemec surveyed rehabilitation- 

oriented community and h o s p i t a l  agencies, and found t h a t  while 

t h e s e  programs report chat  they highly value client invalvement, 

and a program focused s n  impxoving skills and resourse 

utilization, in practise, these values are only beginning ts be 

implemented s y s t e m a t i c a l l y .  



Stlmmzuy: "----- - 

G e n e r a l l y  speaking, post-discharge measures, as a eiass, 

have been more successful in terms s f  p r e d i c t i n g  ~ecidivism t h a n  

f a c to r s  measured p r i o r  t o  this event, Post-hospital employment, 

s o c i a l  s u p p ~ r t ,  and living situation have ail been found t o  

relate to r e d l  c i v i s m ,  t h o u g h  t he se  v a r i a b l e s  may be c o n • ’  ounded 

with l e v e l s  of pathology ox functional ability. Alternatively, 

or in addition, these variables may confer a protective function 

by p r o v i d i n g  fur p a t i e n t s '  g rea ter  integration in the community. 

W i t h  respect  t o  l i v i n g  situation, a variable of considerable 

i n t e res t ,  expressed emotion, has recently emerged. This factor, 

measur ing  interpersonal dynamics w i t h i n  t h f  home, has  been found 

to reliably p r e d i c t  post-discharge outcomes; a f i n d i n g  t h a t  holds 

across diagnostic grcups  and across c u l t u r e s .  

Regarding a f t e r c a f e  services, p a t i e n t  motivation a p p e a r s  t o  

be a powerful moderator of t r e a t m e n t  e f f e c t s ,  ds s r o y r a m s  where 

corltacr is left 130 t h e  p a t i e n t s f  initiative have r e p o r t e d  limitecrl 

success. Transitional facilities and o t h e r  time l i m i t e d  programs 

have demons t r a t ed  yuod outcomes i n  terms of  r e c i d i v i s m ,  but these 

p o s i t i v e  effects disappear once patients discontinue membership. 

The most success in aftercare treatment has been reported with 

the mare modern, i n n o v a t i v e  rehabilitation programs that a r e  

comprehensive i n  nature. Assertive outreach programs in 

garticuiar, have proven to be extrsmcly  s u c c s s s f ~ l  i n  terms o f  . 
r e d u c i n g  recidivism rates. As with other aftercare services, 

supportive treatment must c o n t i n u e  over  extended periods o f  time 

if benefits are t o  he mainta ined .  





f a c t o r s ,  and hence  implicitly xecognizes i h e  multl-variate n a t u r e  

of post-discharge outcome, it i s  a l s o  methodo?ogical.Xy superior 

in that i t  is s i m p l e  to c o l l e c t ,  highly reliable, easily 

quantified, and readily comparable across s t u d i e s *  

More recently, research e f f o r t s  have  c e n t e r e d  a r o u n d  t h e  

search f o r  p r e d i c t o x s  of post-discharge outcome,  ax more 

s p e c i f i c a l l y ,  co r r e l a t e s  of r e c i d i v i s m ,  i n  a n  a t t e m p t  t o  improve 

on t h e  h i g h  rates af  re-admissinn among psychiatric p a t i e n t s ,  I n  

t h i s  l i n e  of s t u d y ,  measures have been t a k e n  b e f o r e ,  d u r i n g ,  and 

a f t e r  kaspitalizaticn, a n d  studies typically include numerous 

v a r i a b l e s  i n  an attempt t o  d e r i v e  a p r e d i c t i v e  algorithm. 

Tremorbid  p r e d i c t o r s  include demographics, s o c i a l  and 

empioyment h i s t o r y ,  and personality, and none  of t h e s e  have beer1 

shown  to r e ' J i a G l y  r e l a t e  f-3 p ~ ? f - - ~ '  3.- ~ ~ ~ s c h a r q e  ou tcome .  Personality, 

% - *  howevew as a predictox o f  p o s ~ - . a l s c h a r y e  success, has not been 

a d e q u a t e l y  addressed ifi t h e  lLters%i ture  d a t e ,  owing perhaps 9 9  

p a r t  kc earlier r e p o r t s  of non-significant findings. Although 

seemingly dismissed b y  a u k h o z s  i n  the f i e l d ,  t h i s  f a c t o r  may 

- Fndee?. ?.?.:d same promise, as  pexsonality h a s  been s h ~ w n  t o  have 

oowerfua effects on h e a l t h  and  illness i n  other situations, This 

hypothesis w i l l  be explored f a z t h e r  i n  t h e  sectiGn(sj t o  f o l l o w ,  

I n - i ; osp i ta l  meast;res such  f i e v e r i t y  o f  j. i l n z s s ,  ya rd  

Behavior ,  and  treatment seqi~i ies  have a l s o  i ~ o t  p roven  t3 be u s e f u l  

i n  t e r m s  u i  predicting f u t u r e  adjustment. The  exception hexe i s  
1 

t h e  consistent f i-" '  i ~ u l n g  t h a t  t h e  number o f  previous admissions 

siq~lficankly p r e d i c t s  f u t u r e  rehosgktaiization, T b e  exac t  

meaning of t h i s  finding is d i f f i c u l t  to d i s c e r n ,  as presumably, 



r e h o s p i t a l i z a t i o n  is increased, Additionally, t h o u g h  this 

f i n d i n g  is c o n s i s t e n t ,  t h e  amount of  v a r i a n c e  i n  outcome that is 

e x p l a i n e d  by t h i s  variable is generafiy limited. 

"The need t o  p r e d i c t  r e c i d i v i s t s  has bong been recognized, 
Early studies of hospital readmission were p r i n c i p a l l y  
concerned with predicting readmission fxom p a t i e n t  d i a g n o s i s  
and p e r s o n a l  characteristics. However, the relationship 
between p a x t i c u l a r  demographic and in-hospital measures a n d  
subsequent hospital readmission is small, if there is any a t  
a l l .  T h e s e  f i n d i n g s  have l ead  some researchers  t o  cunclude 
that current s i t u a t i o n a l  f a c t o r s  a r e  b e t t e r  p x e d i c t o r s  0 2  
outcome than the less contemporary factorsf! f3yers s Cohen, 
1 9 7 3 ,  p. 3 2 7 - 5 2 8 1 ,  

Of the major classes of predictors of rehospitalization, 

post-discharge f a c t o r s  have proven to be most s u c c e s s f u l .  Modest 

b u t  c c n s i s t e n t  relationships have heen found between 

wehospitalizatien and post-discharge employment, social supports, 

and living situation, though these variables may he confounded 

with s e v e r i t y  of i i l n e s s  o r  o t h e r  aspects of functional capacity. 

Alternatively, t h e s e  factors may directly c o n f e r  protection 

against rehospitalization by fostering community r e - i n t e g r a t i o n .  

Expressed e m o t i o n  is a r e c e n t l y  developed index ok familial 

interactions a n d  h a s  a s t r o n g  and consistent r e l a t i o n s h i p  with 

post-discharge outcomes .  

Research on t h e  n a t u r e  of  a f t e r ca re  s e r v i c e s  has  r evea led  

thst assertive and ongoing prugralz- are  n e c e s s a r y  if p a t i e n t s  a r e  

to remain successfuliy out of hospital. Many suck innovativc 

programs are  currently b e i n g  deve loped and evaluated, and 

preliminary findings suggest that comprehensive and long-term 



aftercare is significantly r e l a t ed  t o  pos t -d i scharge  success 11-1 

terms of f u t u r e  r ec id iv i sm.  

A s  p r e v i o u s l y  discussed, the role of p e r s o n a l i t y  in t h e  

prediction of hospital re-admission has not been adequately 

addressed to date. Additionally, s i n c e  this variable h a s  been 

found to be important t o  health a n d  well-being i n  o t h e r  c o n t e x t s ,  

f u r t h e r  investigation i n t o  the utility of personality as a factor 

influencing pos t -d i scharge  a d j u s t m e n t  appears  w a r r a n t e d ,  I n  t h e  

f o l l o w i n g  chap te r ,  t h e  relationship between personality and  well-. 

be ing  will be reviewed, with particular emphasis sn the specific 

personality f a c t o r s  chosen f o r  i n c l u s i o n  i n  t h e  e m p i r i c a l  

investigation t o  follow. 



CHAPTER 111 

PERSONALITY AS PREDICTOR OF HEALTH AND ILLNESS 

The  idea t h a t  personality may prcve-fxuitfui as a p r e d i c t o r  

a • ’  reeidfvisa is pred i ca t ed  en t h e  notion t h a t  personality 

s t r u c t u r e  is t h e  u n d e r l y i n g  f o u n d a t i o n  u p a n  which mental illness 

develops a n d  p r o g r e s s e s .  T h i s  assertion is reflected i n  t h e  

prominence ascribed t o  personality in t h e  DSM-IJI, by providing a 

separa te  a x i s  ( A x i s  11) f o r  d i a g n o s e s  w i t h i n  t h i s  d o m a i n .  

. . .  Relevant  to this partitioning decision was the a s s e r t i o n  
that personality can serve u s e f u l l y  as a dynamic s u b s t r a t e  
of  a f f e c t i v e ,  c o g n i t i v e ,  and b e h a v i o r a l  d i s p o s i t i o n s  from 
which clinicians cdn better g r a s p  the "meaningf7 of their 
patients' mor2 transient o r  f l o r i d  disorders. In t h e  U S M -  
1 x 1 ,  t h e n ,  p e r s o n a l i t y  d i s o r d e r s  h a v e  n o t  o n l y  a t t a i n e d  a 
nosological status of prominence i n  t h e i r  own r i g h t ,  b u t  
t h e y  have  been assigaed a c o n t e x t u a l  role t h a t  makes them 
f u n d a m e n t a l  t o  t h e  u n d e r s t a n d i n g  o f  o t h e r  p s y c h o p a t h o l o g i e s .  
,,, Fsyehoiogical ill h e a l t h  [ i s ]  n o t  rnersly a p z o d u c t  o f  
psychic s t x e s s  alone, but represents deficiencies in the 
personality sys tems i  c a p a c i t y  t o  cope w i t h  particular 
psychosocial e n v i r o n m e n t s .  . . .  i F u r t h e r r n o r c ?  t h e  o r d i n a r y  
characteristics that comprise t h e  p a t i e n t ' s  p e r s o n a l i t y  w i l l  
e l i c i t  r e a c t i o n s  t h a t  f e e d  back t o  s h a p e  the f u t u r e  c o u r s e  
of  whatevex i ~ i p a i r m e n t s  t h e  p e r s o n  may a i r e a d y  h a v e . .  . [and? 
i n f l u e n c e  whe ther  their problems w i l l  improve,  s t a b i l i z e ,  o r  
i n t e n s i f y  ( M i l l o n ,  1 9 8 6 ,  p p .  $ 4 2 - 6 4 4 ) .  

However, 2espite this r e c o g n i z e d  imporc  o f  p e r s o n a l i t y ,  t h e  

p a t i e n t ' s  p e r s o n a l i t y  is still l a r g e l y  n e g l e c t e d  i n  contempow?ry 

p s y c h i a t r i c  p r a c t i s e  {Wal ton ,  1 9 8 6 ) .  

Wal ton {i986), conducted a n  exceptional l s n q i t a d i n a l  s t u d y ,  

scanning morz than t e n  years, investigating the e m p i x i c a l  

relationship be tween  p e r s o n a l i t y  and psychiazric illness. He 

,i.ness concluded that the relationship b e t w e e n  personality a n d  i 7 -  

outcome is a ccmplex,  i n t e r a c t i v e  o n e .  H e  found  f o r  example, 



that s o c i o p a t h i c  p a t i e n t s  w i t h  less severe illnesses do as well 

prognostically as those not personally d e v i a n t ,  b u t  those w i t h  

sociopathic traits who have s e r i o u s  i l l n e s s e s  recover  l e s s  w e l l .  

He f u r t h e r  conc luded  that t h e  c a t e g o r y  a p p r o a c h  advocated  by DSM- 

111 is not employed reliably by psychiatrists, which is a serious 

implizatidn for research attempting t a  examine this variable. h 

dimensional s y s t e m  of  personality assessment ,  on t h e  o t h e r  hand,  

based on trait ratings, w a s  found t o  be significantly stable, 

even over p e r i o d s  of up  t o  f i v e  yea r s .  Though Walton's research 

d i d  ;lot support the h y p o t h e s i s  t h a t  p e r s o n a l i t y  d i a g n o s i s  

p r e d i c t s  su tcone  f rom illness, he d i d  f i n d  t h a t  t h i s  v a r i a b l e  had 

predictive i m p l i c a t i o n s  f o r  t h e  adequacy of  patientsf s u b s e q u e n t  

s o c i a l  adjustment, t h r e e  y e a r s  l a t e r .  Equally informative i n  

t h i s  regard  were ca t ego ry  d i a g n o s i s ,  dimensional profiles, and 

psychametnic t e s t s  of personality, 

7% c- ?..=- K L e Y  x 7  3 L i l t i c ' l Y  ,-,T2c- ~ $ . S C U S S ~ ~ ~  p e r e ~ i n  u v  JVila.LL 1 < + - X Z  trz 035 % b e < ~ ~ . r j  t o  ach ieve  a 

position of increased prominence i n  more r ecen t  years, DSM-I11 

h a s  established personality as a u n i q u e  dimension, sepa ra t e  and 

distinct from o t h e r  dimensians of  usychiatuic i i i u e s s ,  and as  an  

impor t an t  f ac to r  t o  c o n s i d e r  i n  t h e  develcpment ,  c o u r s e  and  

e v e n t u a l  outcome of other i J i s o r d e r s .  

I n  addition t o  DSM-3Il's instruction t o  i n c l u d e  p e r s o n a l i t y  

i n  o n e ' s  c o n s i d e r a t i o n  of p a t i e n t  status, s t u d i e s  I n  o t h e r  areas 

a l s o  provide s u p p o r t  f o r  t h e  notion t h a t  personality may have a 

significant b e a r i n g  on post-discharge outcomes.  

I n  t h e  Piteraiure on t h e  s t r e s s f u l  l i f e  e v e n t s  - i l l n e s s  

paradigm, personality h a s  emerged as a cen t ra l  variable. As a 



r e s u l t  o f  t h e  r epea ted  f i n d i n g  t h a t  t h e  highly r e l i a b l e  

correlation between s t r e s s f u l  l i f e  e v e n t s  and b o t h  physical and 

~ e n t a 2  illness was q u i t e  low,  researcher-  3 began t o  i o o k  f o r  

, ~ a r i a b l e s  r-. t h a t  moderate, buffer, o r  systematically v a r y  t h e  

illness-provoking effects o f  l i f e  s t ress .  T h i s  paradigm shift 

f rom a finear, s i n g l e  f a c t o r  cause and e f f e c t  m o d e l  t o  a 

multidimensional, interactive framework was a l s o  3:cflected i n  the 

"vuinerabi 1 ity t h e o r y "  conception of  t h e  etiology of m e n t a l  

illness ( Z u b i n  & S p r i n g ,  14771. Z u b i n  a n d  Spring (13771 posited 

t h a t  susceptibility to illness was multi-dlnensionaily 

d e t e r m i n e d ,  w i t h  explicit consideration o f  a host o f  f a c t o r s  

including g e n e t i c  and biological canstitution, learning 

experiences, s o c i a l  support, coping s t y l e s ,  stressful l i f e  

e v e n t s ,  psyahologica? p r e d i s p o s i t i o n s ,  and  p e r s o n a l i t y .  T h i s  

theorec5t-a; shigt 5 . - -  d d ~  ~ - ~ e n t u a T l y  empirically 6emonstrat-d In a 

- - -  * .  , v t d l i e ~ y  o f  s i ~ a i e s  e>;a:gifiing i d i o s y n c w a t i c  tendencies, a n d  g .coups 

of  i n d i v i d u a l s  who a r e  p a r t i c u i a x i y  s u s c e p t i b l e  o r  resistant t o  

illness when u n d e r  s t r e s s ,  Personality t h e n  v a s  established as  a 

g a t e n t  m a d e r a t e r  variable i n  t h e  e f f e c t s  02  l i f e  s t ress .  

In t h i s  a r ea  o f  research ,  seve ra l  different personality 

d i m e n s  ior is  have beer: s t u d i e d  j.nr:l.udifig "Lc j cus  o f  Z o r l t r r o Z i t ,  

?!Sensation Seeking", t h e  FrA-B" dimension, c o h e r e n c e ,  commikment, 

self-esteem, self-denigraticn a n d  m a s t e r y ,  hardines- o p t i m i s m ,  

and independence ( s e e  T a t  - h ,  1 9 8 6  f o r  a review of  t h e s e  s t u d i e s ) ,  

O n  each of t h e s e  d ~ m e n s l o n s ,  T h e  significant lmpact of 

perssnaiity on h e a l t h  and  well-being h a s  been e r n p i s i c a l l y  

Gert~onstrated.  
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characteristics a v a i l a b l e  f o x  s t u d y ,  t h r e e  specific d i m e n s i o r i s  

have been c h o s e n  f o r  investigakion i n  . t h e  empirical s t u d y  to 

fsllov: d i s p o s i k i o n a l  o p t i m i s m ,  l o o u s  of control, and 

interpersonal dependency .  These  particular dimensions w e x e  

c h o s e n  as t h e y  have been used i n  o t h e r  a r e a s  of research  where 

t h e y  have had a significant e f f e c t  on health-related outcomes, 

b u t  have y e t  t o  be s k u d i e d  i n  t h e  c o n t e x t  o f  p o s t - d i s c h a r y e  

success. I n  addition, t h e y  have theoretical relevance regarding 

the particular situation o f  disehawge f r o m  psychiatric 

.. - facilities, T h e s e  almensions and t h e  measures available f o r  each 

will be desc r i bed  i n  t u r n ,  and the literature documenting theiz 

p o t e n c y  in t e r m s  of well-being w i l l  be rc l ,~iewed,  

Dispositianal Optimisn 

Disposiclonal optimism was selected f o r  t h e  p r e s e n t  s t u d y  on 

the b a s i s  of recent  research linking t h i s  t a r i a h l e  t o  a variety 

of positive heal t h - - r e l a t e d  o u t c o m e s ,  

Although t h e r e  h a s  long been  a popular i n t e r e s t  i n  t h e  

'power of  p o s i t i v e  thinking', t h i s  v a r i a b l e  I s  a relatively new 

c c n c e p t  i n  t h e  nsycholoqical literature, f i r s t  mentioned in the 

early 1 9 8 0 ' s  by C a r v e r  a n d  Schc ie r  (1951, 1 3 8 2 ,  1 9 8 3 1 ,  

Dispositional o p t i m i s m  is defined as a n  o r i e r k a t i n n  t.avauds the 

generalized expeciatisn t h a t  qood things w i l l  happen,  and  i s  

c ~ n s t r u e d  as a s t a b l e  personality characteristic w i t h  a h i g h  

degree  o f  trans-situational consistency a n d  a wide r ange  of 

applicability. 
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T h e r e  a re  t h r e e  existing d e v i c e s  f o r  measuring optimism: l! 

The  Hope le s sness  Scale ( B e c k ,  W e i s s m a n ,  Les te r ,  & Trexler, 1974); 

21 t h e  Generalized Expectancy f o r  Success scale  ( F i b e l  & Hale,  

1 3 7 5 ) ;  and 3 )  t h e  L i f e  Orientation T e s t  { sche ie r  & Cariier,  

1 5 8 5 ) .  

. . e .  . . The Hopelessness Scale 4s designed 

t o  assess depre s s ive  a f f e c t  and l o s s  o f  m o t i v a t i o n ,  In addition 

t o  generalized expectancies. Because it i s  g e a r e d  more t o w a r d  

assessing variables affecting depression, t h a n  toward optimism 

per s e ,  its use was rejected Tor  p u r p o s e s  o f  t h e  empirical s t u a y  

to follow. 

T h e  Generalized E x . ~ c c t a n c v  f o r  Success Sca le .  E x p e c t a n c y  .--... " " . . . -. . - . ....- .. .. ........... - ..",..".,. . ., ... ,...., .-...d....... . 

j u d g m e n t s  can range f rom v e r y  specific (e,g., " C a n  I f i n i s h  t h i s  

one l a s t  question?'*) t o  v e r y  g e n e r a l  { e - g . ,  #'Do gaod t h i n g s  

u s u a l l y  happen to me?'':, s n d  T h e  Generalized Expec t ancy  f u r  

Success Scale assesses people's expectations regarding outcomes 

i n  specific concrete  Sehav i a r a i  domains [ e - g , ,  p a r e n t i n g ,  career, 

. . . ) -  B e c a u s e  0 2  it5 specificity, t h i s  s c a l e  was r e j e c t e d  f o e  

u s e  in t h e  p n e s e n t  s t u d y .  

~t is  t h o u ~ h t  to more p r o f i t a b l e  f o r  p u r p o s e s  o f  t h e  

?resent s t u d y  t o  m a a s u n e  a pexson7s generalized outcome 

expectancies r a t h e r  t h a n  expectancies  t h a t  a r e  specific in 

n a t u r e ,  because the k i n d s  of  problems encountered i n  eve ry -day  

i i f e  e f t e n  a r e  v e r y  g e n e r a l  i n  scope, or  are multiply determined- 

- in O t p f e r  t..15'pr- , x - x , d , ,  the p e r s o n  may have had no  p r i o r  exper ience  w i t h  

t h e  given stressor, or t h e  s t r e s s f u l  e v e n t  may u n f o l d  o v e r  a 













depression t h a n  were p e s s i m i ~ . t ~ ,  a f t e x  statistically uuri"iro.L.li-i:-r . a .> 

f o r  earlier levels of  d ~ r r e s s i v e  symptoms. 

f a  s u m ,  s eve ra l  s t u d i e s  have successfully linked opt imism to 

a number of  positive health-relevant 9utcumes  ranging f r u ~ r ~  

psychological symptomatoloyy to quality of life to p h y s i c a l  signs 

and symptoms. 

z .  
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One mechanism proposed  t o  a c c o u n t  for t h e  observed  

zelationship between optimism dnd h e a l t h  is that o f  coping 

p rocesses .  Rescasch h a s  g e n e r a l l y  b s r n e  cut the assumption t h a t  

expectancies function as d e t e r m i n a n t s  of b e h a v i o r  in situations 

s u c h  as dealinq with specific f e a r s  {Carver ,  Blaney, & Scheiez, 

* q- - ; j ! 9 a ) ,  solving cognitive prob lems  (Carver, EILaney, & S c h e i e r ,  

Scheier, 1 9 8 3 ) .  Optimism h a s  a l s o  been shown ta be related to 

L~~~~~~ c . - . ~ ~  <. ,LL~;~~~u<<s 1 -.  .. ' (Coyne A l d v i n ,  a ,, - s a z a r u s ,  3 9 8 1 ;  Folkman 

& Lazarus, 1 9 8 0 ;  L a z a r u s  1 9 6 6 .  , L a z a r u s  & Folkman, 1 9 8 4 ) ,  model of 

t r a n s f o r m a t i o n a l  c o p i n y  processes  (Scheier e t  a i , ,  1 9 3 6 ;  Scheier 

G Carver ,  1987). 

Lazarus h a s  described t w o  genera l  ways t h a t  peop1.e cope  w i t h  

s t z e s s f u i  c i r c u m s t a n c e s :  1 )  p r o b 1 . e ~ - f a c u s e d  coping, which 

involves action with t h e  o b j e c t i v e  of  r e l ~ o v i n g  o r  circumventing 

s t r e s s f u l  stimuli; and 2 )  emation-focused c o p i n g ,  w h i c h  involves 

the attempt t o  reduce o r  e l i m i n a t e  t h e  emotlansl distress 

as soc i a t ed  with s t r e s - s u l  a& situations. 49th0ugh it has bean f o u n d  

that i n  most  situations, people  engage i n  a m i x t u r e  of  t h e s e  twu 

strategies, there  i s  evidence  t h a t  c e r t a i n  v a r i a b l e s  influence 



wkiich  s t rakwy. .  w i  11 p r e d ~ r ~ i n a t e  {Fol  bly- ; ,  
,I & &Lazarus, 1 9 8 0 ;  i.lcCrae, 

2 9 8 4 1 ,  P~ob le in - focused  coping is most likely to be used where - 

people believe that something constructive can be done, whereas 

e m o t i o n - f o c u s e d  c o p i n g  is initiated when peop le  believe t h e  

s i t u a t i o n  is one t h a t  must be e n d u r e d .  

According t o  C a r v e r  and Scheier's theoretical rnodsl of 

b e h a v i o r a l  s e l f - r e g u l a t i o n  11981, 1 3 8 3 ,  1 9 8 5 ) ,  d i s p o s i t i o n a l  

o p t i m i s m  is seen to have implications f o r  the manner in which 

people  deal w i t h  t h e  s t resses  of l i f e ,  The c e n t r a l  t e n e t  o f  

Carver  and  Scheieris theorizing is that people's actions a r e  

genera171.y affected by  t h e j  v b e l i e f s  a b o u t  t h e  p r o b a b l e  au tcomes  

a • ’  t h o s e  a c t i o n s -  C o n s i s t e n t  w i t h  e s t a b l i s h e d  f i n d i n g s  i n  t h e  

more general a rea  of  coping research ,  i t  is t h o u g h t  t h a t  people  

who e x p e c t  s u c c e s s f u i  ~ ~ z t c o m e s  ( I  .E,, o p t i m i s t s  1, c o n t i n u e  t o  

e x e r t  effcirts  at a t t a i n i n g  t h o s e  ou tcomes ,  e v e n  when d o i n g  s o  is  

d i f f i c u l t ,  A l t e r n a t i v e l y ,  if e x p e c t a n c i e s  a r e  suffjcientiy 

unfavourable, p e o p l e  reduce  t h e i r  e f f o r t s  and  e v e n t u a l l y  

d i s e n g a g e  thenise lves  f rom f u r t h e r  pursuit of  t h e  g o a l s .  

S i n c e  o p t i m i s m  is  operationalized as the g e n e r a l  e x p e c t a n c y  

Eoz good o u t z ~ m e s ,  i t  f o l l o w s  t h a t  t h i s  s h o u l d  be a s s o c i a t e d  w i t h  

a c t i ve  p rob lem-focused  attempts t o  deal w i t h  stressors. Schejer 

e t  a i ,  ( 1 9 8 6 )  f o a n d  t h a t  o p t i m i s m  was yositively c o r r e l a t e d  w i t h  

the u s e  of problem-focused coping in a v a r i e t y  o f  stressful 

situations. 

" . . .  Optimists display coping patterns that i n v o l v e  
continued positive striving and making the best of  whatever 
situation t h e y  are confronting. Pessimists, in contrast, 
try to deny the stressor's reality, are p~eoccupied with 
their e m o t i o n a l  distress, and t e n d  to disengage from the 
yoals with which the s t r e s s a r  is interfering. Stated more 



simply, a n d  more s t a r k l y ,  when confronting a d v e r s i t y  
optimists keep trying, whereas pessimists are move likely t o  
get upset a n d  g i v e  upgf  { S c h e i e r  & Carver ,  1-98?,  p .  l 9 l i .  

These  researchers a l s o  f o u n d  t h a t  optimists used a s t r a t e g y  

o f  acceptance, lresigcation,  b u t  d i d  so o n l y  when t h e  s t r e s s o r  was 

On t h e  basis of these results, Scheier and Carver (1987; 

conclude: " T h e s e  coping-strategy d i f f e r e n c e s  may p r o v i d e  an 

explanation f a t  least in p a r t )  f o r  t h e  l i n k  that has been 

established be tween  optimism and phycizai w e l l - b e i n g u  ip. 1 Y l j .  

L i t e r a t u r e  orz coping a n d  adaptational o u t c o m e s  confirms t h a t  

s u c h  a p a t t e r n  oE c o p i n g  strateyics produces more f a v o u r a b l e  

outcomes in terms of psychological distress, Lony-term 

adjustment, and a v a r i e t y  sf physical indices l e .g . ,  Andreasan  & 

Norr i s ,  1972; Averill & Rosenn ,  1 9 8 2 ;  a a r t h ,  Schinke, & Maxwell, 

1983;  Cohen & L a z a r u s ,  1 9 7 3 ;  Cohen  & Eoth, 1 3 8 9 ;  F e l t a n ,  

Revenson, & H i n r i c h s e r i ,  1 9 8 4 ;  l i f e l d ,  1 9 8 0 ;  Kcbasa, 1 9 8 2 ) .  T a k e n  

together, these findings suggest that o p t i m i s m  may corifer  a 

c o p i n g  advantage not o n l y  when something can be darie to d e a l  with 

a s%ressful event, hut a l s o  when the e v e n t  must i x  accepted and 

to which t h e  person must accommodate.  

Consistent with these f i n d r n g s  on optimism a n d  c o p i n g ,  and 

a l s o  of direct re levance  t o  t h e  p r e s e n t  skudy, is the finding 

that pessimists are less likely than o p t i m i s t s  to successfully 

complete an a f t e r c a r e  pizogram ( i . e . ,  s t a y  abstinent) f o l l o w i n g  

treatment for alcoholism (rz.29; p 0 . 0 5 )  (Stack, Carver, & Blaney,  

1 9 8 7 1 ,  Dispositional optimism was a highly significant p r e d i c t o r  

of successful completion of the program even when t h e  effects of 



o t h e r  XrarlaBles yere p a r i i a i l t ; d  or-$-: (r=, $ 8  j , T?ISY f j l ld inq  c ~ f  

optimism Is  q u i t e  s i g n i f i c a n t ,  g i v e n  t h e  f a c t  t h a t  5 0 - 9 0 8  o f  

t r e a t e d  alcaholics will eventually relapse. The fact t h a t  

optimism was r e l a t e d  t o  r e l apse  f o l l o w i n g  treatment s u g g e s t s  t h a t  

it may a l s o  have some utility with r e s p e c t  to predicting relapse 

i i - e , ,  recidivism) among a broader  psychiatric g r o u p .  
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Two o t h e r  p e r s o n a l i t y  v a r i a b l e s ,  h o s t i l i t y  hardiness, 

have  a l s o  been l i n k e d  t c  physical well-being i n  t h e  p s y c h o l o g i c a l  

Literature. B a t h  o f  these, however ,  are marked by c o n c e p t u a l  

ambiguity and  s h a r e  a riumber of  coimon f ea,ktires k i i t h  o p t i m i s m ,  

and can  b e  readily r ecas t  i n  terms of dispositional o p t i m i s m  

( S c h e i e r  & C s r v e r ,  1 9 8 7 ) .  

H o s t i l i t y ,  po2ulariy measured by t h e  5 0 - - i t e m  C u o k - M e d Z ~ y  

Hostility Scale f 1 4 5 4 )  derived from t h e  MMPX, h a s  been implicaled 

i n  several major health problems. The p o t e n t  f a c t o r  cor l t r  i b u t i l l y  

t o  t he se  f i n d i n g s  is u n c l e a r  a s  f a c t o r  analysis reveals at least 

two separate f a c t o r s  ( c y n i c i s m  and  p a r a n o i d  alienation), n e i t h e r  

o f  which explicitly defines a sense of  hostility (Costa, 

Zonderman, McGrae, & Wjlliams, 1986 as cited i n  Carver & Scheier, 

1 9 5 6 1 .  Additionally, t h i s  measure a i s o  c o r r e l a t e s  w i t h  several 

other personality characzcristics and p s y c h o s u c k a l  measures s u c h  

as  negativity, d e p r e s s i o n ,  s o c i a l  s u p p a r t ,  and negative life 

events. As a result of  c o n s i d e r a t i o n s  such as  these, and an 

e x a m i n a t i o n  of individual Cook-Medley items, Scheier and Carver 

( 1 9 5 6 )  h y p o t h e s i z e d  that hostility scares might a l s o  be r e l a t e d  

t o  opt imism,  and further, that the health-related o u t c o m e s  of t k c  



Guok-Medley S c a l e  may have been d u e  t2 i t s  u n d e r l y i n g  

r e l a t i o n s h i p  w i t h  o p t i m i s m .  

I n  testing t h i s  t h e o r y ,  t h e y  found  t h a t  t h e  association 

insignificant Ir=.08j a f t e r  the effects o t  optimism were 

partialled u u t ,  while the e f f e c t  o f  optimism on  h e a l t h  remained 

significant (r=-,281 when the relationship between hostility and 

opt imism was removed {Sclieier & Carver,  1 9 2 6 ) .  These  

associations suggest that optimism was i a x q e i y  responsible Eor 

t h e  relationship be tween  physical symptoms a n d  t h e  Cook-Medley 

h o s t i l i t y  scores. T h e s e  cross-sectional findings were replicated 

i n  a prospective stt:dy, . t h a t  a g a i n  f o u n d  the e f f e c t s  o f  hostiLiL::, 

to be insignificant when o p t i m i s m  was partialled o u t  ( S c h e i e r  & 

Carve r ,  1 9 8 6 ) .  

The second l i n ~  s t  research involves personality-based 

hardiness, proposed by Kobasa in 1 9 7 9 .  C o n c e p t u a l l y ,  hardiness 

is thought to represent a composite of  three dimensions - 

commitment, control, and challenge - and has been shown t o  

b u f f e r  t h e  illness-provoking effects o f  l i f e  s t ress  i n  b o t h  

retrospective (Kobasa ,  1 4 7 9 )  and prospective (Kobasa Maddi, & 

Kahn, 1982) studies. 

Although Kobasa has reported significant intercorrelations 

between t h e  three components of hardiness asong  mabe executives, 

supportiqg her notion of a crmpGsite disposition, o t h e r  studies 

have failed to replicate this finding. Toth ( 9 9 8 6 )  examined the 

relationship between h a r d i n e s s  and coping s t y l e s  in a sample of  

university students, and found  that the c h a l l e n g e  component was 



h a r d i n e s s ,  n o r  was i t  r e i a t e d  to any of the coping s t y l e s  

examined .  Kobasa h e r s e l f  ! 1 9 7 9 ) ,  i n  a retrospective s t u d y ,  

r e p o r t e d  that o n  I t s  C~wn t h e  challenge component  does n o t  

significantly b u f f e r  t h e  illness-provoking effects of  l i f e  

-. - 

are lumped t c g e t h e r  i n t o  a s i n g l e  compos i te  i n d e x ,  ailowing f o r  

iricreased rebiabiliey ;-;ti/ v i r t u e  o f  a l a r g e r  number of items, but 

a l s o  making  it impossible t o  determine what a s p e c t  o f  t h i s  

disposition i s  responsible f u r  the effects u b t a i r l e d ,  

On t h e  b a s i s  of  t h e s e  kindings, it i s  r e a s o n a b l e  t o  
113 

speculat;? that t h e  p o t e n t  dimensions of  h a r d i s e s s  are ir-i ternal 
* 

c o n t r o l  a<?$ commitment .  I n t e r n a l  c o n t r o l ,  as  w i l l  be discussed 

below, has b e e n  well e s t a h i  ishecl i n  many independent s t u d i e s  an a 

v a r i a b l e  p r o t e c t i n g  h e a l t h ,  C o m m i t m e n t ,  o r  a l t e r n a t i v e l y  

alienation, has b e e n  shown t o  co rke l a t e  s i g n i f i c a n t l y  w i t h  

op t imism (Scheier & Carver ,  1 9 8 5 ) .  

Quite possibly t h e n ,  as with hostility, t h e  underlying 

relationship between h a r d i n e s ~  and o p t i m i s m  is responsible i n  

p a r t  f o r  t h e  obse rved  buffering relation o f  t h e  former  v a r i a b l e  

( S c h e i e r  & Carver ,  1 9 8 7 ) .  Hhodewal t  and  A g u s t s d o t t i r  ( 1 9 8 4  ) 

concluded t h a t  " - . .  one aspect of the hardy individualsf stress 

resiliency is a t t r i b u t a b l e  to t h e i r  p r o p e n s i t y  t o  interpret 

situations in less s t r e s s f u l  ways" ( p .  2211, s u g g e s t i n g  that an 

optimistic b i a s  in the pewception and evaluation of  s t r e s s f u l  

life events contributes significantly to the observed buffering 

e f f ec t  of  hardiness. 



The hypothesis that optimism and internal control, as 

o ~ p o s e d  to hardiness, are wespomible f o r  the buffering effect an 

P i f c  stress, is yet to be tested empirically. 

L o c u s  of C o n t r o l  

Locus of contsal was first introduced in 3966 by JuLian 

3. Ratter, and has since become one of the most influential 

concepts in psycho logy .  Current Contents, a journal that records 

citations, reported that since Hotter's original monugraph  was 

first published i n  1 9 6 6  " t h e r e  have heen a t  least 4,700 c i t a t i o n s  

to that monograph in the psychological and social science 

literature, a number f a r  i n  excess of a n y  o t h e r  a r t i c l e  i : ~  the 

p s y c h o l o g i c a l  and sacis1 sciences f o r  t h e  same p e r i o d  of  time" 

fRotL-ex, 3.930, p. $ 9 2 ) .  This variable has been i n c l u d e d  in the 

p r e s e n t  empirical investigation on t h e  basis of  its t h o r o u g h l y  

documented, p a t e n t ,  and pervasive e f f e c t  on  a multitude sf l i f e  

situations, whexe it has been found to differentially aEfec t  

health-related outcomes. 

Internal-external f o c u s  o f  c o n t r o l  (Rotter, 1 9 7 5 1  is a 

construct that reflects an individual's attribution of t h e  

causation of a given outcome: " I n t e z n a l  control refers t o  the 

generalized expectancy that life experiences a r e  zontingenc upon 

one's actions, whether those experiences are positive o r  n e g a t i - ~ e  

... [whereas] external control r e f e r s  to genera l i zed  expectancies 

that l i f e  e x p e r i e n c e s  are nut contingent upon one's own behavior, 

but are determinable by a host of external causes - l u c k ,  f a t e ,  

o t h e r  people ,  or even perhaps i n v a r i a n t  characteristics of one's 



p . 2 1 0 ) .  

The Measurement  ~2 L o c ~ s  o f  C o n t r o l  .. ~ " .--,.-*----.- " ....... .~...... .... . ... 

T h ~ u g h  n u n e r a a s  s c a l e s  exist t o  measure l o c u s  o f  c o n t r o i ,  

Rotter's L o c u s  of Control s c a l e  is t h e  m o s t  w i d e l y  known i n  Lfic 

a r e a .  I n  1 9 6 6 ,  h e  published h i s  23 i t em measure, b u t  emphasized 

that t h i s  was developed as a " b r o a d  guage instrument;" which  

range o f  s i t a a t i o l - ~ s  (Ratter, 1 9 7 5 1 .  I n  l i n e  w i t h  t h i s  comment is 

D e s p i t e  R o t t e r  's i n t e n t  i o n  t a  measure a u n l d i r n e n s i o n a l  

construct, repeated f a c t v r  a n ~ i l y s i s  of  h i s  scale i e  . g . ,  Mixcls ,  

1 9 7 0 !  bas r evea led  at l e a s t  Lwo f a c t o r s ,  suggesting t h a t  2ntter's 

measure r e f f c c t s  bclieEs in control in different situatiuns. 

Since t h i s  kinding, t h e r e  h a s  beer1 g e n e r d l  aqreement as 

t h e  multi-dimensionality of  t h e  c o n s t r u c t ,  and. a x e c o g n i t i o l i  of  

t h e  need to develop specific L o c u s  of C o n t r o l  s c a l e s  t o  measur? 

special aspects of t h e  construct, h e n c e ,  e h e  p r c s e n t  t r e n d  is  t o  

u s e  s i t u a t i o n - s p e c i f  ic d e v i c e s  t h a t  r e l a t e  more d i r e c t l y  t o  t h e  

p o p u l a t i o n  a n d / o r  s i k u a t i o r l  a t  h a n d .  T h e  r e s u l t  is t h a t  at 

p r e s e n t ,  a multitude of sca les  t o  measure v a r i o u s  aspects  of t h e  

concept  o f  f o c u s  of  c o n t r o l  i n  v a r i o u s  p o p u l a t i o n s  and v a r i o u s  



settings exist ( e . g . ,  Abbo t t ,  1984; Duttweiler, 1984; G u t k i n ,  

Rsbbins, & Anduews, -1985; K i r s c h t ,  1972; L e v e n s o n ,  1974; Nowiuki- 

Strickland, 1 9 7 3 ;  Reid & Ware, 1 9 7 4 ;  Tadrnor & H o f m n ,  1 n o r  \ 
2 0 2 , .  

. . Hence, the choice o f  which instrument t o  use in the emprrical 

s t u d y  t o  follow was d e t e r m i n e d  by i t s  specific r e l e v a n c e  t o  

pathelogical poptala t io r i s  and their response - t o  t h e  t r e a t m e n t  

s i t u a t k o t i .  

T t l e  r grg t ly  of T f ~ l - ~ t ~ c ; j l  ~ j f  Eehaijjaz Scale ( L C g S )  . TPG 1 -  

-*,-.-.... , +! YYYYY.Z "-...I ...., _ . .... 1-- --.-.-,..-...,..Z..Z-... l._.._._-.̂._-_-_ .....--.. .Z..Z,.Z., . .- 3 c ::i i t: t. i j  

be used  i n  t h e  following s t u d y  i s  t h e  Locus o f  C o n t r u i  o f  

Behavior Scale ( L C B S )  ( C r a i q ,  Franklin, & hndrews, L384j, which 

. . was d e s i g n e d  t o  measure cfie extent to w h i c h  subjects perce ive  

r e s p o n s i b i l i . . t y  . -ax their p e ~ s o n ~ i l  ,, prob lem b e h a v i o r s .  T h i s  

measure was deve loped  f o r  the prediction o f  p e r s o n s  likely t o  

r e l a p s e  E o l i ~ w i f i y  apparent3.y s u c c e s s f u l  t h e r a p y ,  

The L C 8 S  c o n s i s t s  of 17 items i n  a 6-paint Likert-type 

f o r m a t ,  y a n g i n q  f r o m  ' ! s t r o n g l y  disagree'! ( 0  j t o  ' ! s t r o n y P y  agree ' '  

; , ,d i n  terms of internality in ( 5 ) .  Half sf 'khe i te lm a x e  ~ . e i i % ~ = ' ~  

o r d e r  to minimize the p o s s i b l e  effect o f  social desirability i n  

r e s p o n d i n g .  The LCBS is  s c o r e d  b y  transposing items r e l a t e d  t u  

internality f l ,  5, 7 ,  8, 13, 1 5 ,  16) and then summing the s c o r e s  

f o r  a l l  17 i t e m s .  High  s c o r e s  o n  t h e  LCBS i n d i c a t e  externality. 

The  psycltcjmetric p ~ o p e r t i e s  of  t h e  sca le  p r e s e n t e d  here weze 

r e p o r t e d  by C r a i g  e t  ax . ,  ( $ 9 5 4 ! ,  Cseffici2nt a l p h a  f o r  t h e s e  17 

items is .?9 indicating scctptable internal reliability. 

Psincipal components f a c t o x  analysis completed o n  b o t h  univezsiky 

s t u d e n t s  and c l in i ca l  samples r evea led  t h a t  a l l  i tems l o a d  

g rea t e r  than . 3  on t h e  f i r s t  f a c t o r .  T h i s  f a c t o r  a c c o u n t s  f o r  



r e p r e s e n t i r ~ g  b e l i e f  a b o u t  c s n t r o l  ovfer p e r s o n a l  b e h a v i o r .  

rn t e s t - r e t e s t  r e l i a b i l i t y  uc n o r i - c l i n i c a l  adult subjects w a ~  

- 9 0 ,  and at a s i x  month i n t e r v a l  this correlation was . ? S  

indicating accep tab le  staklliky of  t h e  p e r s o n a l  construct ovex 

t i m e  i n  s t ~ b j & * c t ~  n o t  r e c e i v i n g  treatment, 

C o n s t r u c t  validation of  t h e  LCBS was e s t a b l i s h e d  by 

c o n t r o l  over  p e r s o n a l  e v e n t s )  of t h e  R c t t e r  P-E S c a l e ,  Scores o n  

t h e  LCBS awe a l s o  i n d e p e n d e n t  o f  age, sex, and  s o c i a l  

d e s i r a b i l i t y  a s  measured by 'she Mariowe--Crowne S o c i a l  

normal  and p a t h o l o g i c a l  samples ,  C h r o n i c  sa~i :yLes  ( n e u r o t i c s  a n d  

chronic s t u t t e r e r s j  Lheoretically and e m p i r i c a l l y  score h i g h e r  on 

l o c u s  o f  control measures,  S n d i c a t i l l y  that t h z j  g e n e r a l l y  t e n d  to 

f e e l  t h a t  t h e i r  p rob lem b e h a v i o r s  a r e  l e s s  u n d e r  t h e i r  c o n t r o l .  

Pn a d d i t i o n ,  c h a n g e s  a n  t h e  LCHS bekween p r e -  and  p o s t - t r e a t m e r ~ t  

i n  t h e  d i r e c t i o n  r j f  g r ea t e r  internality predicted relapse in a 

grtiug s f  s t u t t e r e r g  t e n  a o n t k s  a f t e r  t r c a k m e n t .  Neither t h e  

original R a t t e r  scale o r  Mirel's Factor  i items were a b l e  to 

accura t e ly  make t h i s  same g r e d i c t i o n .  

Though t h e  a u t h o r s  of t h e  LCBS have u s e d  i t  w i t h  d i f f e r e n t  

c l i n i c a l  s a m p l e s  ! a g o r a p h o b i c s  a n d  stutterers], a n d  n o n - c l i n i c a l  

s a m p l e s  [ n u r s e s  and  u n i v e r s i t y  s t u d e n t s ) ,  i t  h a s ,  c o t y e t  been 

applied to psychiatric samples w i t h  more severe  m e n t a l  i l l n e s s e s  

such as those in the e m p i r i c a l  s t u d y  to f o l l o w .  E x a m i n a t i o n  of 

t h e  17 items c o m p r i s i n g  t h i s  s ca le  suggests t h a t  t h e y  a re  a l l  



-relatively c o n c r e t e  items in terms of subjec"ima.tter. II? 

addition, the vocabu la ry  is g e n e r a l l y  unsophisticated, Based o n  

t h e s e  anecdo ta l  observations, t h e r e  is n o  obvious s u g g e s t j o n  t h a t  

pe r son r$  wi,kh more s e r i o u s  inen ta l  illnesses would  f i l i r i  t h e s e  

questions d i f f i c u 1 . k  t o  u n d e r s t a n d  oe snswez in a meaningful way, 

* - L  As with t h e  LOT, t h e  u o r n p a ~ a b l r l ~ y  a f  its usage i n  t h e  empirical 

investigation to folluw was estdblkshed i n  . t h e  pilet s t u d y  

r e p o r t e d  i n  C h a p t e r  V. 

L o c u s  "- -.- of  C o n t r o l  w and - .-..-*,.....*---.-.--.......-..-. Weii-beinq 

Regardless O E  the specific measures used ,  numerous  studies 

have d e m o n s t r a t e d  the b e n e f i c i a l  e f f e c t s  o f  a n  i n t e r n a l  l o c u s  of  

c o n t r o l  ( s e e  L e f c u ~ ; r , t ,  1 9 7 6 ;  L e f c o u r t ,  3.980; S t r  ickianrt, 1993 for 

reviews), On measures o f  both psychological distress ( e . g + ,  

anxiety, depression) and physical illness, t h e  presence  of  ari 

i n t e r n a l  l o c u s  o • ’  c o n t r o l  has been found to significantly b u f f e r  

the illness-provoking e f f e c t s  of  l i f e  stress f e .g , ,  J o h n s o n  & 

Sarason,  1978;  L e f c o u r t ,  2 9 8 1 ;  Schifl, Ramaniah, & Tuves ,  1982; 

Witmer, Rich; Bareikowski, G Mague, 1933). Similar beneficial 

e f f e c t s  a f  an internai locus sf c o n t r o l  have been  r e p o r t e d  w i t h  

re spec t  t o  a variety oE circums~anccs s u c h  as life satisfaction 

(Pairnore & L , u i k a r t ,  1 9 7 2 1 ,  perceived a d j u s t m e n t  o f  s e v e r e  

accident victims (Bulman & Wartman, 1977), and prognosis o f  w o m e n  

with symptoms o f  cervical cancer {Schmale  & Iker, 1 9 6 6 ) .  

With respect t o  t h e  p r e s e n t  s t u d y ,  r esearch  on clinical 

samples has yielded similar findings. I n  a male psychiatric 

population, "internais" had a propensity to view the ward more 

p o s i t i v e l y  i n  terms of  variables suck a s  emotional. s u p p o r t ,  



, , 

out. t-omess 2; immons, j A u s t ~ a : i ,  Wetzel ,  and f.iurphy ( 1 9 8 5 ;  f o u n d  ihg . t "  

while low r e s o u r c e f u l  patients benefitted most  fvom 

pharmacotherapy. 

Similarly, A G b o t t  ( 1 9 6 4 1  f o u n d  t h a t  measures u f  Lacus o f  

c o n t r o l  had a significant interactive predictive relationship to 

treatment outcomes, measured as probability of r e l a p s e  a t  o n e  

year,  f o r  2 0 6  alcoholics completing an in-patient program. I n  

t h i s  s t u d y r  cayniLively i n t a c t .  s u b j e c t s  s c o r i n g  i n  the  

intexmediate raizqe on l o c u s  of c i j n t r o l  had t h e  best o u t c o m e s ,  

Among c o y n i t i v e i y  impa i r ed  subjects however,  this f i n d i n g  was 

reversed ,  with extreme i n t e x n a l s  and externals h a v i n g  b e t t e r  

O U , ~ C O ~ ~ S ,  



9 .  s t u t t e r i n g  ( C r a i g ,  F r a n k ~ x n ,  & Andrews, 1983:. 

T-?- wltile t h e r e  appear  t o  be no  p u b l i s h e d  s t u d i e s  d i r e c t l y  

~ x a m i n i n g  the r e l a t i o n s h i p  between l o c u s  o f  c o n t r o i  and  xe-  

t h e  outcomes of s t r e s s f u l  situaticns is t h r o u g h  a d i r e c t  e f f e c t  

3 "  U 



ofi c h ~ s e n  y t r a t e g i e s .  I n  a review of  t h e  IjZeraCurt:, 

Fo1kmat-i ( 1 9 8 4 ;  cortclrrded t h a t  an internal locus of control is 

r e l a t e d  to exertion a n d  persistence in achievement situations. 

I n t e r n a l s  a l s o  t end  t o  e n d o r s e  " d i r e c t  coping" more f r e q u e n t l y  

t h a n  e x t e r n a i s ,  whereas e x t e r n a l s  e n d o r s e  " s u p p ~ e s s i o n ~ ~  a n d  

f t  cjerierai coping s t r a t e g i e s ' '  ! P a r k e s ,  1 9 3 4 3 .  More i n t e r e s t i n g ,  

however is t h a t  " i r r t e s n a l s  pcsceive themselves  as coping i n  a 

manner p o ~ z e n t i a l l y  ad2ptive I n  relatian t o  t h e i r  appraisal ol t i i v2  

peeviousiy mentioned, the literature o n  copifig and  adaptatioriai 

physical and  psychoiogical outcoare i n d i c e s .  

Interpersonal dependency was c h o s e n  f o r  inclusjon i n  t h e  

e - -  empirical s t u s y  T G  ~ o l i o ~  on t h e  b a s i s  of  p r c v i o a ~  r e p o r t s  

1 ' f i r i k i ~ y  it to w r , ~  - b e i n g ,  a s  w d l  as on theuvetical i j r o u n d s  t h a t  

L.  he save f rom institutionai to community l i v i n g  r e p x e s e n t s  a 

dramatic shift from a passive, depez2dent r o l e  t o  one 

f i ecess ika t inq  g r e a t e r  independence  a n d  autonomy. 

Interpersonal dependency r e f e r s  to a "complex o f  t h o u g h t s ,  

assoc ia te  closely with, interact w i t h ,  and rely upon v a l i ~ e d  o t h e r  

1 3 7 7 ,  p .  6201,  This complex I s  an e l e m e n t  i n  n o r m l  a d u l t  

persanaiity s t r u c t u r e ,  and  4s noZ i n  a n d  of  i t s e l f  pathological. 



D e s p i t e  extensive literature d l s c u s s i r i y  t h e  theoretical 2nd  

clinical relevance of i n t e ? r p e r s a n a l  dependency,  r e l a t i v e l y  f e v  

P e r s o n a l  Preference Schedule, EGwards ,  1959 ;  or t h e  California 

Psychologicai Inventory, Gough, 1 9 6 9 1 ,  and same h a v e  x e r i c u ;  

problems i n  r e g a r d  t o  reliability a n d / o r  r e s p o n s e  sets* ~lehouyh 

t h e  High Lancls Dependexicy Questionnaire (Berg,  1 9 7 4 1  i s  i n  

2 )  Lack of Social S e l f - C o n f i d e n c e  (16 items:; and 3 )  Assertion of 

Autonomy ( 1 4  items). 

i t e m s  on the scale Emotional R e l i a n c e  a n  Another P e r s o n  

reflect notions of attachment such as the wish for contact with 

and emotional s u p p o r t  from specific other p e r s o n s  and the dread  . 

of lass of t h a t  p e r s o n ,  and dependency s u c h  as a g e n e r a l  w i s h  for 

approva l  and attentian from o t h e r s .  T h e  second  scale ,  L a c k  0 2  

S a c i a l  Se l f - -Conf idence ,  expresses  w i s h e s  f o r  h e l p  i n  decision- 



making, i n  s o c i a l  situations, and 1a t a k i x ~ y  Zn i t ; i a t . ive ,  

Assertion o f  Autonomy, the t h i r d  sca le ,  a s se r t s  p re fe rences  f c > r  

b e i n g  a l .cnc ,  and f o r  i r idependen t  b e h a v i o r ,  as well, as the 

4- ' c a n v i c t i o n  t h a t  t h e  s u b j e c t ' s  s e l f - e s t eem d o e s  n o t  depend an Lne 

a p p r o v a l  of others. I n  e a c h  o f  t h e s e  s c a l e s ,  t h e  p o s i t i o n  of  the 

s e l f  r e l a t i v e  , to  o t h e r s  d i f f e r s  s u c h  t h a t  Sca le  I r e l a t e s  t o  a 

s i n g l e  o t h e r  p e r s o n ,  Scale 2 r e l a t e s  t o  p e o p l e  i n  g e n e r a i ,  and 

Scale 3 r e l a t e s  t o  i n d i f f e r - e n c e  t o  t h e  evaluation o f  o t h e r s ,  

The I D 1  is scored  by transposing negatively worded i tems 

(13, 24 ,  4 6 )  a n d  t h e n  summing r e s p o n s e s  f r o m  items i n  each of  t h e  

t h r e e  sub--sca les ,  yielding three sepa ra t e  sco res .  The a u t h o r s  o f  

t h e  sca le  also suggest the use of  a f o u r t h  o v e r a l l  total sco re ,  

a s  i t  is t h o u g h t  t h a t  i n t e r p e r s o n a l  d e p e n d e n c y  s h o u l d  i n v o l v e  

e m o t i o n a l  a t t a c h m e n t  t o  o t h e r s ,  d o u b t s  a b o u t  o n e ' s  c a p a c i t y  t o  

f u n c t i o n  i n d e p e n d e n t l y ,  a n 2  finally an e z e ~ ~ e n t  of  r e p r e s s i o n  o r  

d e n i a l  In  r ega rd  t o  the extent of one's dependency  on others. 

- h i S  S c O -  ~ i n g  a l g o r i t h m  r e s u l t e d  from a r e g r e s s i o n  c o m b i n a t i o n  

s e t t i n g  dummy c r i t e r i o n  w e i g h t s  f o r  n a r n a i s  a n d  patients, t h a t  Is 

based on  t h e  a s s u m p t i o n  t h a t  p s y c h i a t . r i , c  sarriples a r e ,  on t h e  

whole, more dependent than normal  samples. Although r a w  score 

weights a r e  p r o v i d e d  f o r  use in the overall dependency 

calculation, these assume a positive linear relationship beteween 

t h e  l e v e l  o f  dependency a n d  t h a t  of  p a t h o l o g y ,  w h i c h  has yet; t o  

be e m p i r i c a l l y  v a l i d a t e d .  

Psychometric properties o f  t h e  sca le  a r e  r e p o r t e d  i n  

H i s s c h f e l d  e t  al., ( 1 9 7 7 ) -  Fac to r  analysis o f  t h e  I D 1  u s i n g  b o t h  

p sych ia t r i c  p a t i e n t s  and calleye s t u d e n t s  indicates three 



p r i n c i p a l  d imens ions  a c c o u n t i n g  f o r  43% o f  t h ?  t o t a l  variance. 

S p l i t - h a l f  r e l i a b i l i t i e s  f o r  the three sub--si-al.es are - 8 6 ,  p ] 5 f  

and  . 9 4  f o r  normal  samples, a n d  . 85 ,  .84 ,  and  . 9 1  f o x  psychiatric 

o u t p a t i e n t s .  C o n s t r u c t  v a l i d i t y  was established hy c o r r e l a t i o n s  

i n  the t h e o r e t i c a l l y  a p p r o p r i a t e  d i r e c t i o n  with n e u r o t i c i s i f i ,  

d e p r e s s i o n ,  a n x i e t y ,  and  i n t e r p e : r s o n a l  sensitivity, and t h e  need 

i to desc r i be  o n e s e l f  i n  a f a v o u r a b l e  way.  

r j n i i k ~  t h e  arid - the  LC,BS, t h e  ID: i-ms beeri val.idai;eij ari:_i 

c r a s s - v a l i d a t e d  with both normal, and psychiatric samples  o f  

v a r i o u s  d i a g n o s e s  (Hirschfeld et a l . ,  5 9 7 7 ;  H i r s c h f e l d  et al., 

1 9 8 3 ) .  As this application has been e m p i r i c a l y  tested by o t h e r  

a u t h o r s ,  i t s  u s e  w i t h  psychiatric samples was n o t  a,k issue i n  the 

empirical investigation t o  follow. 

D e ~ e n d e n c y  ..-.. ,....,.. ...... .. a n d  W e l l - B e i f i f ~  --.-.-I-.-.. ..k.?.r, 

A c c o r d i n g  t o  p s y c h o a n a l y t i c  t h e a r y  of  obicct relations, 

social laarning A ~ h e a r l e s ,  and t h e  etholoyical t h e o r y  of  

attachment, interpersonal dependency sterns f r o m  the  i n f a n t ' s  

Initial reliance un  the  athe her, and is a persistent and basic 

trait of human chauacter. Although many theories discuss the 

rcile o f  depeni lency i n  i n f a n c y ,  r e l a t i v e l y  l i t k l e  h a s  b e e n  wr i t k e n  

a b o u t  how t h e s e  q u a l i t i e s  r e l a t e  t o  t h e  personality of  t h e  adult. 

While dependency i s  known t o  be a n  e lement  i n  t h e  normal 

adult persormiity s t r u c t u r e ,  an e x c e s s  o f  interpersonal 

dependency  is o f  c o n s i d e r a b l e  c l i n i c a l  r e l e v a n c e ,  and  h a s  been . 
stxangly implicated in the psychuyenesis o f  depression, 

alcaholism, and a t h e r  psychoioyical and e m o t i o n a l  d i s a r d e r s  





f rom o t h e r  p e o p l e  i f  t h e y  were t o  r emain  o u t s i d e  t h e  h o s p i t a l ,  

Loneliness was aisu c i t e d  b y  Gver  1 0 %  o f  this group  as b e i n q  d 

that unmet d e p e n d e n c y  needs  may be an impoxtant f a c t o r  

because o f  a n  a b s o l u t e  deficiency in available e x t e r n a l  supports, 

o r  because deperidency r ~ e e d s  are i n v e s t e d  i n  t o n  s n a i l  a ranye  uE 

sources f o r  satisfaction, a n d / o r  because  c e r t a i n  o f  these 

i n d i v i d u a l s  are excessively d e p e n d e n t  on  o t h e r s ,  Some support 

f o r  t h e  l a t t e r  af these h y p o t h e s e s  is  t h e  f i n d i n g  t h a t  

p s y c h i a t r i c  p a t i e n t s  s c o r e  s i y r t f f i c a n t l y  h i g h e r  a n  t h e  "emot:ional 

rel j .ance ~n a f i ~ k h e r  n e r s ~ n "  E-' a n d  *"jack of s o c i a l  s c . l _ f - b : ~ ~ > f  idence'? 

c ~ m p o n e n t s  of  interpersonal dependency ,  as compared to normals 

fWirschfeld c t  a i , ,  1 9 7 7 ) .  I t  is likely t h a t  o f  discharged 

p s y c h i a t r i c  p a t i e n t s ,  t h o s e  who du.2 l e s s  d e p e n d e n t  o n  s i g n i f i c a r i t :  

otheris) f a r e  b e t t e r  i n  t h e  community t h a n  t h o s e  who a r e  more o r  

e x c e s s i v e l y  r e l i a n t  on  o t h e r s .  

Summary 

On theoretical as well a s  empi r i ca l  g r o u n d s ,  p e r s o n a l i t y  is 

a s i g n i f i c a n t  v a r i a b l e  i n  b o t h  t h e  p a t h o g e n e s i s  and  proqressivn 

sf m e n t a l  illness. I t  has  heen well documen ted  t h a t  n u m e r o u s  

personality dimensions have a p o w e r f u i  arid prospective e f f e c t  on 



o r d i n a r y  stresses of l i f e .  

Three specific p e r s o n a l i t y  dimensions , dispositional 
opt imism,  l o c u s  o f  contzrol,  arid inteepersorraX dependency ,  have  

been se l ec t ed  f o r  i n c l u s i o n  i n  t h e  empir ica l  investigation t o  

f o l l o w ,  Each of  t h e s e  have  a d e m o n s t r a t e d  potency i n  t h e  area a f  

h e a l t h  and  i l l n e s s ,  b u t  have y e t  to be considered in r e l a t i o n !  to 

bra- Latment o u t c o m e s  Z o l i ~ w i ~ ~ y  d i s c h a r g e  f rom p s y c h i a t r i c  hospitdi, 

I t  is t h i s  latter situatiun which w i l l  be expl~red i n  t h e  present 

d i s s e r t a t i o n .  

I f  n o t  generaliy r e l e v a n t  to the prediction of 

r e h n s p i t a l i z a t i u n ,  t h e n  p e r h a p s  t h e  predictability of o t h e r  

v a r i a b l e s  wou ld  be enhanced i f  s u c h  f a c t o r s  were tc~ be included 

a s  a d j u n c t i v e  o r  modevator  v a r i a b l e s .  Fcr certain s u b - g r o u p s  oT 

individuals, p e r s o n a l i t y  f a c t o r s  may have a p o t e n t  efEect uil 

success a t  community in t ; cg ra  t i o n .  



PART B 

AN EMPIRlC&L INVESTIGATION 



CHAPTER I V  

DEVELOPMENT OF THE STUDY 

The C u r r e n t  P r o b l e m  Deiined 

The preceeding literature review has outlined the e v o l u t i o n  

o f  p s y c h i a t r i c  t r e a t m e n t s  t o  t h e  p r e s e n t ,  and identified problems 

currently b e i n g  investigated i n  t h e  field. A brief summary of 

t h e s e  i s s u e s  follows a s  they provide t h e  rationale for t h e  

present u n p i r i c a l  investigation. 

Deinstitutionalization and High Re-admission Rates -..,-.-.." .-,,.*..--...-. "..-" ~ ' ~ .  ....... ..*... .*. .... " .,.,.. ..... " ,...,.., " 

Recent decades have seen a t r e n d  i n  t h e  t rea tment  of  t h e  

chranioaily mentally i l l  t o w a r d s  shorter hospital stays w i t h  

continued treatment in the community through aftercare services. 

S u c h  i ' d e i n s t i t u t i o n a l i z a t i ~ r l t i  o f  t h e  c h r o n i c a l l y  d i s a b l e d  

p s y c h i a t r i c  p a t i e n t  h a s  Sonif3 s e r i a w  ' l i m i t a t i o n s  however .  Most 

n o t a b l y ,  t h e  t f r e v o l v k n g  d o o r  syndrome" ,  whereby l a v g e  numbers o f  

psychiatric patients are deprived of a s t a b l e  environment b y  

being repeatedly re -admi t ted  t a  hospital. 

Once the ' ( r e v o l v i n g  door" phenomenon had been ; d e n t i  EicFi, 

researchers  began to search for variables that were relevant to  

t h e  p r e d i c t i o n  o f  p o s t - d i s c h a r g e  adjustment, a n d  its n e g a t i v e  

form "recidivismu, as a necessary f i z s t  s t e p  t owards  a mare 

efficient and e f f e c t i v e  allocation of r e h a b i l i t a t i v e  resources .  

Though recent decades have seen i n t e n s i v e  e f f o r t s  d i r e c t e d  

towards the isolation of variables predictive of recidivism, w i t h  

few exceptions, potent and r e l i a b l e  p r e d i c t o r s  have n o t  been 



i d e n t i f i e d ,  Of the vas t  array ~f available and potential 

p r e d i c t o r s ,  two specific factors, aftercare services c3nd 

empirical investigation. 

Aftere~~g-_~~e__r-vi~c__e-~~ One p r o m i s i n g  l i n e  of  r e s e a r c h  w i t 1 1  - ---" " -- 

regard to the problem of h i g h  r e - a d m i s s i o n  r a t e s ,  has  focused  on  

cumunity. Were, the more innavative and comprehensive assertive 

o u t r e a c h  programs have demonstrated good success r a t e s  i n  t e r ~ s  

o f  e n a b l i n g  patients t o  be m a i n t a i n e d  in t h e  community, with f a r  

less utilization of r e p e a t e d  in-hospital treatments (Bond et al., 

1388; Bond e t  al., 1 9 8 9 ;  Test, 1990; Test & Stein, 1 9 8 0 ) .  

As t h e s e  a s s e r t i v e  o u t r e a c h  programs are based on the 

~naintena~tce sf c i ~ s c  contact between case-managers and f orrner 

p a t i e n t s  of psychiatric i n s t i t u t i o n s ,  they require law s t a f f - t u -  

c l i e n t  x a t i o s ,  a n d  hence t h e  i n i t i a l  economic  e x p e n d i t u r e  is 

quite high r e l a t i v e  to standard community aftercare programs* 

Nonetheless, given the r e d u c t i o n  in re-admissiun rates, these 

programs m a y  be cost-beneficial over the longer term relative t a  

hospitalization4. 

" I n  their efforts to decrease recidivism, aftercare 
programs have been hampered by insufficient financial and 
manpower resouuces in providing services to a l l  patients who 
a r e  potential recidivists. However, some t ypes  of patients 
may benefit more from p a r t i c u l a r  types of services than 
others, which s u g g e s t s  a n e e d  to match the patient t o  the -. program. ' rnus  i n  maximizing t h e  effectiveness of a E t e r c a x e  
services, it is n e c e s s a r y  to be a b l e  to p r e d i c t  h i g h - r i s k  

...........--..-,..- .." ,..."--.--....... 
At present, t h e r e  is a study being conducted at Riverview 

Hospital, British Columbia, designed to examine the r e l a t i v e  
economic c o s t s  of standard versus assertive case management 
aftercare over a two-year period. 



patient groups  and t h e  types  of  a f t e r c a r e  s e r v i ~ z e s  n<::t 
l i k e l y  t o  benefit each g r o u p  " ( B y e r s  h Cohen ,  1 9 7 9 ,  p, 3 2 7 -  
3 2 8 ) .  

As with all therapies, c o s t s  associated with these dssertive 

aftercare p r o g r a m  could theoretically be reduced by 

differentiating those individuaLs who require or would b e n e f i t  

from such intensive programs f rom those f o r  whom s u c h  programs 

a r e  e i t h e r  n o t  necessary  o r  n o t  well-suited. A s s e x t i v e  a f l e x c d x e  

programs c o u l d  t h e n  be r e se rved  Err t h o s e  i n d i v i d u a l s  who would 

beneiit maximally ~ K C J ~  this extended se rv ice .  

As personality has demonstrated potency in athex areas of 

health and well-being, it is suggested that personality may also 

be a u s e f u l  variable i n  terms o f  matching patients to a f t e r c a r e  

p roysams  most  o p t i m a l l y  suited t o  them. 

Personality. In addition t o  u s i n g  personality as a means 95 --- - - - .- -. -, - - -- - 

"matching the p a t i e n t  t o  the proyramfl ,  this variable has 

potential in predicting recidivism per se. As noted in Chapter 

11, studies a t t e m p t i n g  to isolate predictoxs o f  zecidivism have 

largely neyiected the rule of personality factors. Since 
I 

I 

personality is r ecogn ized  as a p o t e n t  contributox to uell-being 1 
I 

in many other life s i t u a t i o n s ,  it is reasonable to expect that 

personality factors i n f l u e n c e  the a d j u s t m e n t  of chronic 

psychiatric patierits in the community f a l l o w i n g  institutional 

discharge. In a d d i t i o n ,  p e r s o n a l i t y  may interact with the type 

of aftercare treatment received to d i f f e r e n t i a l l y  a f f e c t  outcomes 

in different treatment conditions, 



6verview o -  ,? Study  

The  p r e s e n t  empi r i ca l  i n v e s t i g a t i o n  r e p r e s e n t s  a 

contribution towards current endeavors d e s i g n e d  t o  remedy t h e  

problem o f  recidivism, by i d e n t i f y i n g  factors relevant t o  the 

p r e d i c t i o n  o f  rehospitalization. T h e  empirical study t o  follow, 

being conducted in conjunction with t h e  R ive rv i ew  Economic 

A n a l y s i s  study, is d e s i y n e d  to investigate t h e   ole sf 

personality in relation t a  hospital re-admission over  a follow-up 

period of one year post-discharge. 

T h r e e  s p e c i f i c  personality factors !dispositional optimism, 

locus of control, a n d  i n t e r p e r s o n a l  d e p e n d e n c y )  will be examined 

in the context of prediction of  re-admission t o  hospital. A i s o ,  

it is predicted that personality m y  inkeract with the nature of 

a f t e r c a r e  se rv ice .  Since t h i s  r e l 3 t e s  t o  t h e  g e n e r a l  need to 

increase cost-efficiency o f  t h e r a p y  programs by n a t c h i n g  p a t i e r i t a  

aftercare and assextivc o u t r e a c h )  will be included in the d e s i g n .  

It is hypothesized t h a t  the s p e c i f i c  p e r s o n a l i t y  v a r i a b l e s  

ment ioned  above may function as predictszs oE success in bath 

seandaxd  community-based and assertive case management aftercare 

programs. 

Identification o f  Measures Used 

PersanaJA!2!2 Measures -- 
Fox e a c h  o f  t h e  t h r e e  personality dimensions included in t h e  

present study several self-report inventories exist, Thesc were 

reviewed i n  Chap t e r  111 of  the Introduction; and  t h e  choice of  

which  specific measures t o  use i n  t h e  p r e s e n t  s t u d y  was based on 



On khti b a s j s  o f  p r i o r  Eesearch f i n d i n g s  with r e s p e c t  t o  k t i ~  

t h r e e  p e r s ~ n a l i t y  v a r i a b l e s  chtrsen f o r  s t u d y ,  Lhe f o i l o w i n g  

specl  f i c  hypothes5s h a v e  been f a rmu ia t ed :  

Scale  ! i , z . ,  a more i n t e r n a l  Z u c u s  ok control orientatiuni 

will have superior ou tcomes  i n  terms oL lower r a t e s  of  

recidivism t h a n  t h o s e  scoring h i g h e r  o n  t h e  Loc:us o f  C b i ~ t r o l .  

of  Behavior S c a l e ,  

3 ,  S u b j e c t s  s c o r i n g  i n  t h e  less dependent d i r e c t i o n  o i l  t h e  

Intespersonal Dependency  l n v e n t o z y  subscales ( i . e . ,  lower 

sca re s  on  Emotional. Reliance o n  A n o t h e r  P e r s o n ,  low21 socres 

on L a c k  o f  S o c i a l  S e l f - c o n f i d e n c e ,  and  h i g h e r  s co re s  on 

A s s e r t i o n  ok Autonomy) w i l l  have s u p e r i o r  outcomes i n  terms 

of  lower rates of recidivism t h a n  t h o s e  s c o r i n g  i n  t h e  more 





CHAPTER bT 

A P I L O T  STUDY: 

NORMATIVE DATA ON THREE PERSONALITY MEASURES IN A SEVERELY ILL 

PSYCHIATRIC POPULATION 

"- - previi-~t lsPy ~ Y : ~ ~ s s , : - J  i15 i ~ - ~ ; ?  - * '  ,.nese measure:; :;cold l e g i t i n r d t e ' i y  be 

made; a n d  more b a s i c a l l y ,  to e n s u r e  t h a t  t h e  d i s t r i b u t j c ~ n  sf  

scores was a d e q n s t e  t~ entp?fiy tyIese . m e a s u r e s  ~ 1 %  p r e d i c t o r s  o f  

crittcorne. 

pje t j;oc] 



diagnosis o f  S c h i z n p h r e n i a  Qr one  of  t h e  Majar A f f e c t i v e  

Disorders. W i t h  t h e  e x c e p t i o n  o f  gender  composition, t h i s  sample 1 
! 

is t h o u g h t  t o  be r o u g h l y  representative of t h e  subjects to be 

included i n  t h e  ma in  s t u d y .  

Meas...i?r:.s . 

contacting patients. 



a i l  central v a r i a b l e s ,  and  all a n a l y s e s  conducted using r cv i sc i?  

BMDF s t a t i s t i c a l  s o f t w a r e  programs ( l l n i v e r s i t y  o f  California, 

1 9 8 3 ) .  

Reer-c. .?-e..~.:L.c?%,i...e~:s.~ .QA ..-.. L.!.I~~.-~.~.~~!!.L~&~%. 

A t o t a l  of 5 0  patients ayreed  t o  complete the yuestiunnaire 

package .  The means  and standard deviations for the t o t a l  sample 

on t h e  principal are p r e s e n t e d  i n  Tab le  2 .  

--- - - - 

T h e  age r ange  uf  t h e  sample was 23-62! years, w i t h  a mean aye 

cf 3 4 . 6 0  y e a r s ,  Ceneer c o m p o s i t i o n  was 8 2 %  ( n  - 41) male a n d  1 8 %  

in - 9 1  f ema le .  T h i s  distribution of  males and  fcnialeu 4s 

someshat:  d i spvnpor t s io r i a  te r e l d t  i v e  to t h e  g rea t e r  population d t 

Riverview H o s p i t a l  w h i c h  is 2:1 malce:femnles I p e r s u n a l  

c o m m u n i o 3 t i s n ,  Riverview M e d i c a l  Records Depar tment ,  May 2 9 ,  

1989), b u t  i t  rufiects t h e  d i s t r i b u t i o n  of indies and femalcs on 

t h e  particular wards chosen  f o r  u s e  i n  this p i l o t  s t u d y .  1x1 t h e  

l a r g e r  study t o  follow, t h e  s u b j e c t  p o o l  more c l o s e l y  resembled 



e h a t  s u b j e c t s  i n c l u d e d  p a t i e n t s  d i s c h a r g e d  f rom many d i f f e r e n t  

a reas  o f  Riverview as well a s  o t h e r  h o s p i t a l s ,  

On the Life Orientation Test, subjects reported a slightly 

less optimistic o u t l o o k  t h a n  h a s  been r e p o r t e d  by o t h e r  

researchers, b u t  t h i s  w o u l d  appear  to be reasonable given the 

naSure of  t h e  population. The mean score f o r  the p r e s e n t  samp;e 

2 1 + 4 ? .  ( n  -= 2 6 7 1  f u r  male a n d  female c o l l e g e  u n d e r g r a d u a t e s  

r e p o r t e d  by Scheier and Carver ( 1 9 8 5 ) ,  a n d  2 5 . 8 3  (n = 5 4 )  f u c  

middle-aged males having j u s t  campletsd a program f o r  the 

c r e s t m e n t o o f  a i cc tho l  ism f S t ,rack 2t ax., 3 . 9 8 7 ) .  Likewise, the 

rdnge  of s c o r e s  i n  t h e  p r e s e n t  sample is similar to  that which 

has been r e p o r t e d  I n  o t h e r  s a s y l e s ,  g i v e n  t h e  different 

r e p o r t e d  i n  t h e  s t u d i e s  cited above ,  

L.n.c.m ..,,- o . f  ... C-~.n..i-,ro1. , ..&..E!? ha.v.Lcnr ...... S.d, .c-  

3 n  t h o  L o c u s  of  Controi o f  Behavior Sca le ,  s u b j e c t s  i n  the  

p r e s e n t  p i l o t  sample scored cunipaxably t o  o t h e r  clinical samples, 

i n  a slightly more e x t e z n a l  d i r e c t i o n  than n o r m a l  n o n - c l i n i c a l  

s~ tb jec t r s .  The mean score f n  t h e  p z e s e n t  sample of 32.57 t N  - 50) 
is consistent w i t h  means of 3 9 . 4  ( a 1  =: 69) a n d  3 2 . 0  f n  = 7 0 )  

r e p o r t e d  f o r  g roups  of agoraphobics and stutterers respectively 

( C r a i g  et a:., 1 9 5 4 ) .  Similarly, the standard d e v i a t i o n  found 

w i t h  t h e  p r e s e n t  sample (11.13) is consistent with those r e p o r t e d  



addition, a n  o v e r a i l  I n t e r p e r s o n a l  Dependency  s c a r e  c a n  h e  

computed using raw s c o r e s  on  each o f  t h e  t h r e e  subscales I n  the 

foliowing equation: 3!Emational 2ellance o n  Another P e r s o n :  

( H i r s c h f e l d  e k  a i , ,  1 9 7 7 1 .  

On o v e r a f  l i n t e x p e r s o n a l  Dependency, p s y ~ h i a r r  i c  s a l e p l e s  

score significartly hiqber than ( lo  n o r m a l  subjects. Means f o r  

t h e  fo rmer  g r o u p  Bre i n  t h e  r ange  o i  210 ( n  - 1801, a r ~ d  f u r  

normals, approximately 177 f n  = 2 2 0 )  (HirschLeld et al., i 9 7 7 ) .  

Reported s t a n d a r d  deviations a r e  a p p r s x i m a t e l y  2 5  f o r  normals a n d  

35 for psychiatric sdmples { I I i r s c h i e l d  e t  aX., 1377). T h e  

p r e s e n t  mean o f  1 9 8 . 4 4  IN = 5 0 j  if c o n s  i s l e n t  w i  tk t h e s e  p ~ e v   LOU:^ 

f i n d i n g s .  T h e  s t a n d a s d  d e v i a t i o n  cf  4 0 . 8 4  o b t a i n e d  in t h e  

p r e s e n t  s t u d y  Indicates a somewhat  l a r g e r  s p r e a d  o f  s c o r e s  thar i  

that observed i n  t h e  Hirschfeld s t u d y *  The  reason f o r  t h i s  

slight d i s c r e p a n c y  is u n c l e a r ,  t h o u g h  S t  zay i n  part r e f l e c t .  

sample differences w i t h  r e s p e c t  t o  p s y c h i a t r i c  i l l n e s s .  How~:\ jer ,  

i n  n e i t h e r  t h e  p r e s e n t  p i l o t  s t u d y  o r  i n  :he Wirschfeld s t u d y  

were s p e c i f i c  d i a g n o s e s  r e c o r d e d  and analyzed,  arid s o  t h i s  

p o s s i b i l i t y  i s  difficuit t o  verify. 



Simiiariy, with r ega rd  t o  Emotional Reliance o n  A n o t h e r  

Pe r son ,  p r e v i o u s  researchers have f o u n d  t h a t  p s y c h i a t r i c  p a t i e n t s  

t e n d  t o  be s i g n i f i c a n t l y  more emotionally reliant cJn o t h e r s  t h a n  

are groups  o f  n o r m a l s .  Means f o r  t h e s e  two g r o u p s  respectively 

have  been r e p o r t e d  a s  4 8 . 7  ( n  = 1 8 0 )  and 3 9 . 2  ( n  = 220) 

(Wirschfeld et a l . ,  1 9 7 7 1 .  A mean s f  4 3 * 6 1  it!, = 5 0 )  and a 

s t a n d a r d  d e v i a t i o n  o f  11-74 a r e  considered to be consistent with 

' these p r  iolr f Yr:dings  i Standa rd  d e v i a t i o n  = 2 0 , 2  f o r  psychiatric 

p a t i e r ~ t s  in the above c i t e d  s t u d y ) .  

A s  W i t h  I r ' t t e rpersondl  Dependency a n d  emc t t i o r t a i  r e l i a n c e ,  

psychiatric p a t i e n t s  t ~ n d  t t r !  S C O X E ~  higher t h a n  normals on Lcick CJE 

S o c i a l  Self-confidence. The mean f o r  the p r e s e n t  sample ( 3 7  .02; 

N -.... = 501  is similar to t h a t  f o u n d  i n  other psychiaLric samples  

1 3 4 . 3 ;  ri = 1 8 0 1  {Hirschfeld, et ax*, 1977 1 .  S t a n d a r d  d e  v i a t  i orss 

f o r  t h e  above tgo samples  are a l s o  comparab le ,  being 4 . 8 4  i n  the 

p r e s e n t  sample a n d  7 . 4  f o r  t h e  Hirschfeld et a l . ,  g r o u p .  For 

normal sampl.es, t h e  mean is 30  arid t h e  s tandard  deviation is 1.3 

( H i r s c h f e f d  e t  a i . ,  1977). 

On A s s e r t i o n  o f  Autonomy, normals and psychiatric g r o u p s  

hdve  L e e n  f o u n d  t o  have similar scores, i n  t h e  range o f  3 0  

fMirschfeld e t  a l . ,  1977). R e s u l t s  of  t h e  p r e s e n t  p i l o t  s u r v e y  

(mean =r 3 0 . 0 2 ;  N .; 5 3 )  a r e  a l s o  c o n s i s t e n t  u i t h  - t h i s  Eindir ' lg,  as 

a re  t h e  s t anda rc !  d e v i a - L i o n s ,  b e i n g  5.72 i n  t he .  p r e s e n t  s t u d y ,  and 

6 . 3  (n = 2 8 0 )  f o r  p s y c k l i a t z i c -  samples i n  t h e  H i r s chLz id  et aL.,  

s t u d y ,  



T h e  correiatlons among p r i n c i p a l  v a r i a b l e s  a r e  p r e s e n t e d  i n  

T a b l e  3 .  
.---. ------ 

TABLSE 3 :  ...................... ..... 
CORRELATIONS - ............... AMONG ....*............ ....................................... PRINCIPAL VARIABLES ................... {I? = 5 0 )  

&-g,e.. Age showed s i g n i f i c a n t  c o r r e l a t i o n s  w i t h  sex ( r = . 2 9 ;  

p<.05) and w l i h  Assertion o f  Autonomy ( r Z - . 3 3 *  , pc.051, indicating 

that i n  c h i s  pilot sample, younger subjects  ended t u  be male a n d  

tc! zsepolrt rnare Asserticir! r i f  Ailtorifimy t ,han d i d  o l d e x  subjects. T h e  

common a s s u m p t i o n  t h a t  o l d e r  p e o p l e  a r e  more d e p e n d e n t  t h a n  their 

younger counterparts w d s  n o t  s u p p o r t e d ,  and  i n  g e n e r a l ,  aye was 

n o t  siynificantly corrc!ated with dependency.  

S_e:&. S e x  and  aye  were  s ig1.1if icantly Sat; modestsly c o r r e  katet:r3 

reflecting t h e  u s u a l  deo:ographic obse rvdc ion  t h a t  women l i v e  

l o n g e r  t h a n  men- S e x  was s i g n i f i c a n t f y  correlated with L a c k  of 

S o c i a l  Self-cuzif idence f r--. 3 6 ;  p<. 02 1, and Interpersonal 

Dependency (r=-.25;  p<.10) i n d i c a t i n g  t h a t  males acknowledged a 

greater Lack of  S o c i a l  Se l f - co r l f i dence  and g r e a t e r  I n t e r p e r s o n a l  



Dependency t h a n  d i d  ferndi*~.  T h i s  f i n d i n g  is  c o n t r a r y  t o  w h a t  

might have been p r e d i c t e d  on t h e  basis of p o p u l a r  o p i n i o n .  

H l r s c h f e l d  e t  al., ! I 9 7 7 1  a l s o  found  t h a t  females scored  lower on 

L a c k  of  S o c i a l  S e l f - - c o n f i d e n c e ,  t h o u g h  i n  t h e i r  research this 

t r e n d  was n o t  significant- Whether this p a t t e z n  is u n i q u e  to t h e  

sample s t u d i e d  here,  o r  a p p l i e s  move y e n e x a l l y  t a  more 

contexrtporary samples is i t o t  c l e a r ,  F i n d i n g s  of the  l a r g e r  s*dy 

to follow, a l s o  revealed a slight t r e n d  f u r  males t o  score higher 

relationships we;e i n s i g n i f  l c a n t .  

that subjects scoring i n  t h e  r e l a t i v e  divectiun o f  o p t  i m i s n  a l s o  

yreates Emutional Reliance o n  Ancr the r  Person, and g r e a t e r  

I n t e r p e r s o n a l  Dependency .  

I n t e r p e r s c n a l  Dependency I n v e n t o r y ,  t h a t  p a t t e r n  observed h e r e  Is 

e s s e n t i a l l y  i d e n t i c a l  w i t h  t h a t  e e p o r t e d  by Hirschfcld et a l .  

( 1 9 7 7 )  f a r  p s y c h i a t r i c  s a m p l e s .  Scores on t h e  E m o t i o n a l  Re l i ance  

on  Another Person subscale were highly c o r r e l a t z d  w i t h  scones un 

i n d i c a t i n g  that those e x p r e s s i n y  w i s ! ~ e s  f o r  attachment, erna t lor ia l  

s u p p o r t ,  attention, and a p p r o v a l ,  a l s o  expressed w i s h e s  f o r  h e l p  

in decision-making, i n  s o c i a l  s i t u a t i o n s ,  and  i n  taking 







CHAPTER V I  

THE MAIN STUDY: 

THE ROLE OF PERSONALITY IN THE PREDICTION OF PSYCHIATRIC 

REHOSPITALIZATION 

7.1 a a ~ k g r ~ i i i i d  -. , % 

T h i s  s t u d y  w*35 c a r r i e d  o u t  i n  c o n j u n c t i o l i  w i t h  a s l - , ~ d y  

ef i t i t ] ,ea  "Arl E c ~ g ~ i ~ i ~ ~ i ~  Analysis ijf Brik-sh Commurij , ty 

Manageinenti ~ r o q r a ~ t f ~ ,  o p e r a t  i f iq  o u t  o f  R ' i  . , 1-2. ii.rvie\i I-iospi La1 i n  

British C o i ~ r n b i a " ~  T h e  latter study was designed t c i  e x a r n i r ! ~  1;he 

relative economic  c o s t s  associated a n  assertive i-rutrea:.:l~ 

program v e r s u s  s t a n d a r d  community a f t e r c a r e  treatment. 

General information o n  t h e  i ? i v e r v i k w  s t u d y  h a s  been e x e r p t e d  
from t w o  s o u r c e s :  a r esearch  p r o p o s a l  documen t  submitted b y  
Riverview H o s p i t a l  t o  N a t i o n a l  H e a l t h  Research and  Deve lopmen t  
Program, Heal th and Welfare Canada; and f r o m  a m a n u a l  e n t i t l e d  
w 'Comun i ty  Managerne~iC Program Evaluation: Assewtive Outreach 
Program, Research Compunent: " .  











h i  t h e  use o f  Pow client:staff r a t i o s  t o  facilitate intensive 

c o n t a c t  'i.. 

a , .  i , .  a ,  T h i s  treatllien"Lcondi'ti.on 

c o n s i s t e d  of  s t a n d a r d  community a f t e r c a r e  as p r o v i d e d  by t h e  

S u r r e y  a n d  N e w  Westminster Menta l  X e a l t h  C e n t r e s .  I n  g e n e r a l ,  

t h i s  t y p e  of aftercare t r e a t m e n t  i s  based on t h e  initiative of 

t h e  client to m a i n t a i i r  c~r i t ract  with t he  c e n t r e ,  and to a r r i v e  at 

.L  he c e n t r e  foe  weekly o r  m o n t h l y  m c e t i n g s  and m e d i c a t i o n  reviews. 

Data w Coiiection ......... and .... General  - .  ... , .... "- ...,.......--.-.---, procedure  .. 

Data colfeetion was c o n d u c t e d  by t h e  p r e s e n t  a u t h o r  w i t h  t h e  

assistance of t w o  qualified senior nursing s t a f f  who had b e e n  



h o s p i t a l i z a t i o n  information which was o b t a i n e d  t h r o u g h  ~ 1 : a r t  

revievs, ant3 demograph ic  data which was obtained t h r o u y t i  

interviews w i t h  subjc t : t , s ,  and t h e n  c f ~ r r - o h o r a t e d  by o t h e r ,  

administered t o  a l l  subjects at t h e  t i m e  o f  intake, A s  t i m e  

permitted, subjects completed t h e se  inventories while t h e  pxest:nt 

a u t h o r  o f  one  o f  t h e  r e sea r ch  s t a f f  was p r e s e n t .  I n  some cases, 

the questionnaires were l e f k  with subjects f o r  completion, and 

were t h e n  eoliected at a l a t e r  date. The b a t t e r y  was e s t i m a t e d  

to t a k e  approximately o n e  h v u r  f o r  completion and consisted o f :  

I) t h e  L i f e  O r i e n t a t i o n  T e s t  ( L O T )  ( S c h e i c r  & Carve r ,  1 9 8 5 ) ,  a 

measure of dispositianal optimism, o r  a generalized expectation 

1 2 9  



t h a k  good things will happen ;  2 )  The Locus o f  Control o f  

Behavior Scale f L C B i  ( C r a i g  e t  al., 1984), a measure of  an 

I n d i v i d u d i  ' s  tendency t o  ascribe either p e r s o n a l  { internal j or 

env i ronmen-ba l  ( e x t e i n a l  ) d e t e r m i n a n t s  t o  a g i v e n  oatciirrie; and  3 )  

the Interpe~sunal Dependency l n v e n t a x y  ( P D I )  (Hixschfeld et a l , ,  

1977), measuring a c o a p l e x  o f  t h o u g h t s ,  b e l i e f s ,  feelings, and 

behaviors r e v o l v i n g  a r o u n d  n e e d s  t o  a s s o c i a t e  c l o s e l y  with valusd 

o t h e r  p e - ~ p l e ,  Each  o f  +-I--:.- , I,.,,, ~ ~ L . ~ ~ U X E S  were ~ ~ S C U S S P ~  i n  d e t a i l  i i l  

Chap t e r  JII of  t h e  I r r t roduc t i i :n .  

D a t a  An-.?  a -L y i r e 3  sa and  Results 

A l l  analyses were cond: lc ted  u s i n g  BMDF ( P C - 9 0 )  1 9 9 0  revision 

b L ~ i t y  California, statistical software programE < U n l v ~ -  1 3 9 0  1 . 

.R~-Z-G~X-~..Q.&.,~..~IL 52.5 $k!.?.. . ,..s23.~2,L c.. 
Safitple ,... -,.- s i z i . ,  - ....-.. ~ A C u t d l  o f  123 gsych. ' ,aeric:  patienLs 

(Rlverview's Economic  A n a l y s i s  s amp le )  were c o n t a c t e d  and a s k e d  

t n  participate i n  t h e  p r e s e n t  s t u d y ,  w h i c h  required t h e  

L ~ d i i  cumpie  t i o n  ijf the p e r v v r i a l i t y  questionnaire package i n  addi 

t o  allowing access t o  i n f o r m a t i o n  o b t a i n e d  f o r  p u r p o s e s  o f  t h e  

l a z g e r  economic  s t u d y  including demographic d a t a ,  h o s p i t a l  lzat i o n  

h i s t o r i e s ,  and follow-up rehospitalization statistics. O f  this 

g r o u p ,  I O L  c o n s e n t e d  t u  p a r t i c i p a t e  i n  t h e  p r e s e n t  s t u d y .  

A series sf analyses was d o n e  to d e t e r m i n e  the association 

between subjectsf participation i n  .the presen t  s t u d y  and other .  

sub jec t  characteristics, i n  ozder  t o  e n s u r e  t h a t  s u b : j e c t s  

participating i n  t h e  p r e s e n t  s t u d y  ( n = l O l )  d i d  n o t  d i f f e r  f rom 

t h o s e  who r e fu sed  s u c h  participation ( n = 2 2 ) ,  T h e  x e s u i t s  u f  

t h e s e  ana ly se s  a r e  presented i n  T a b l e  4 .  





'I r2 %5.-i..&? -..- 1 (.A 1 ....... Q.~.s.~.!!..Q-s~.~.s . 2 4  
Anxiety Disorders 
S u b s t a n c e  U s e  Disorders 

Axis  ............ ....................................... I1 Diagnosis C, ;,. r 7  03 

Anxiety Disorders 
S e x u a l  D i s o r d e z s  
Ad j u s t a e n t  Disorde r s  
Personality O i s c r d e r s  
Mental  Retardation 
S u b s t a n c e  Use Eisorders 
Miscelllaneous P r o b l e m s  
D i a g n o s i s  Deferred 
No Diagr lus l s  

Gro.i%, 1.14 
C o n t r o l  
EsperimenLai 

- - - - - - - -- - -* - - - -- - -. - - -* .- -. - ... .- - .- ... - -. -.- 

x . .  hospitalization n i s E o r y )  t t e s t s  comparing means  o f  i n d e p e n d e n t  

S a t t e r t h w a i t e  d e g r e e s  o f  freedoat were d o n e ,  On these tests, the 

only diflerence b e t w e e n  p a t i e n t s  who participated a n d  parients 

F o r  nomir ra i  iiar i a b l e s  f s e x ,  marital s t a t u s ,  education, 

children, f an t i l y  proximity a n d  i n ~ o l ~ v e m e n t ,  D S M -  I I X - - H  Axis I 

R Axis  11 Qiagnosis; and group1 Pea r son  C h i  Squa re  Analyses were: 

d o n e .  On these v a r i a b l e s ,  t h e r e  were nu significant differences 

between participants and  r e f z s e r s .  



t h r e e  were exc luded  krom a l l  f u r t h e r  a n a i y s e ~  because of  e i t h r - b r  a 

l a rge  number of  m i s s i n g  i tems ( 2  q u e s t i o n n a i r e s ) ,  a r  a s e r i e s  of 

invalid r e s p o n s e s  ( 2  questionnairej. Exciusion of  t h e s e  t h z ~ e  

q u e s t i o n m i r e  packages resulted i n  a usab le  sample  s i z e  of 9 8  

subjects. An additional f o u r  subjects were n o t  i n c l u d e d  i n  

f u r t h e r  a n a l y s e s  cis two  w i t h d r e w  e a r l y  a n  i n  t h e  research and t w o  

d i e d  (one  s u i c i d e  a:id one  " a c c i d e n t a l t i  d e a t h )  b e f o r e  c h e  o n e - y e a r  

follow-up p e r i o d  h ~ d  e l a p s e d .  T h e s e  d e l e t i o n s  resulted i n  a 

final sample s i z e  o f  9 4 .  

Demoyra~hic characteristics. Summary demoqraphic d a t a  on 
+ -- ".-." ., - ...... ".*.. 

age ,  s e x ,  e d u c a t i o n ,  m a r i t a l  s t a t u s ,  number o f  c h i l d r e n ,  Eamiiy 

i n v o l v e m e n t ,  and h o s p i t a l i z a t i o n  h i s t o r y  i n  t h e  f i n a l  sample  a r e  

presented i n  Table 5 .  ( S e e  Table 4 f o r  a d e d a i l t : d  breakdown uE 

t h e s e  v a l u e s .  ) 

-----.- l--,.-I-I--.-.-I-I. - - - - I . +  _ _ _ _ _ _  

VARIABLE 
NAHE 

RANGE 

The mean age of t h e  sample was 37.19 years ,  The sample was 

composed of  47% males ( n = 4 4 !  and 53% femalzs ( n z 5 0 ) .  The averaye 

level of education obtained was g r a d u a t i o n  f r o m  h i q h  s c h o o l ,  w i t h  

4 4 %  of  t h e  sample ( n = 4 1 )  not having completed high school and 558 



(n=52) having graduated from high school. Most s u b j e c t s  were 

either single / 4 8 % ) ,  or d i v o r c e d  ( 2 5 % ) .  A t o t a l  o f  1 4  (15%) were 

e i t h e r  married o r  living in common law si-tuations, 7% vere  

separated, and four subjects had  been widowed .  (Mar i ta l  status 

was coded as "unknownit f o r  one subject because of d i s c r e p a n c i e s  

between the p a t i e n t ' s  report and t h o s e  of c o r r o b o r a t i v e  s o u r c e s ) .  

Of t h e  total sample,  5 4 %  i n = 5 1 )  d i d  n o t  have any c h i l d r e n .  O f  

t h o s e  who had c h i l d r e n  (n=43f, t h e  average number o f  children was 

o n e .  Regard ing  t h e  f a m i l y ' s  involvement, 80% of  the sample had 

f a m i l y  living nearby who were i n v o l v e d  with t h e m .  Fox the 

remaindez of the s a m p l e ,  their families were n o t  i n v o l v e d .  T h e  

number  of  prior hospitaiizatinns ranyed from one to 42 with a 

mean of 8 . I 3  prior hospitalizations. 

Patient status and d i a g n o s e s .  Of t h e  t o t a l  u s a b l e  s a m p l e ,  ---.-..--..-. "..," .* .... "." " ~ , "  " 

14 subjects completed t h e  personality questionnaires a s  i n - -  

patients and 80 comple ted  the questionnaires a s  out-patients. 

DSM-111-R ( A P A ,  1 9 8 7 )  primary and s e c o n d a r y  Axis I diagnoses 

a s  w e l l  a s  Axis  I i  diagnases were o b t a i n e d  from current medical 

records for all subjects, and had been established by the 

physician responsible for each p a t i e n t ' s  care. The frequencies 

of these d i a g n o s e s  are l i s t e d  En Table  6 ,  With  regard  t o  Pr imary 

A x i s  I d i a g n o s e s ,  t h e  majority of  subjects were labelled 

schizophrenic i S 7 % ) ,  while a n o t h e r  35% were  d i a g n o s e d  as 

sufferring from an affective d i s o r d e r .  The remaining 8% of the 

sample had anxiety disorders, a d j u s t m e n t  disorders, and s u b s t a n c e  

use d i s o r d e r s .  With r ega rd  t o  a s e c o n d a r y  Axis I diagnosis, 95% 

of the t o t a l  sample  received no l a b e l .  



d i a g n o s i s .  O t k e x  A x i s  I1  diagnoses included a n x i e t y  disorders, 

s e x u a l  d i s o r d e r s ,  m e n t a l  retaudation, s u b s t a n c e  u s e  d i s o r d e r s ,  

and miscellaneous prob l ems .  O f  t h e s e ,  s e v e r a l  aze n o t  

technically c o n s i d e r e d  to h e  A x i s  1 4 ,  but r a t h c r ,  A x i s  I 

S l a y n o s e s  . T h i s  i nco r rec t  usage of  D S M - I  11-8 pvotuuul is 

were i n t e n d e d  to d e n o t e  d i a g n o s e s  of f e c o n d a r y  i m p o r t ,  o r  

a l t e r n a t i v e l y ,  d i a g n o s e s  o f  major  considerat i o n  is u n c l e a r .  

schj.zopj-11 en.ia 5 ~1 ~, c, ? j  , 4 - - Ci 
'qf fei:.i*"*e ',: - -  ir.~acirdt?r 3 3 3 5 ,  -1 0 
Anxiety d i s o r d e r  4 4 . 3  1 
Sexual d i s o r d e r  il 0 . 0  0 
Adjus tment  d i s o r 1 2 e r  2 2 . 1  0 
Personality d i s o r d e r  0 0 . 8  0 
Mental Retardation 0 0 .  u 0 
Substance use d i s o r d e r  1 -1 . 1 4 
Wisc. prob lems  0 0 , U  n 
No diagnosis 0 9 . 0  8 9 

---.-, - - - ~  

sample, 4 3  1 4 6 8 1  were randomfy a s s igned  to s t a n d a r d  c u r m c n i t y  

a f t e r c a r e  dnd 51 ( 5 4 % )  were assigned t o  t h e  assertive outreach 

program at intake. 

That  t h e  assiynntent o f  s u b j e c t s  into grot ips  was t r u l y  rariciorn 

is evidenced in t h e  f a c t  that t h e  m u l t i p l e  (adjusted) R z  f o r  



"groupii is -. 0 3  when c j ~ u t l p  is used as a d e p e n d e n t  va r . l . ab .1~  and 

a11 o t h e r  i n d e p e n d e n t  variables are included in a regression 

equation. This i n d i , c a t e s  that g r o u p  membership is effectively 

unrelated t o  t h e  $, their  v a r i a b l e s ,  arid t h a t  y r o u g s  are e s s e n t i a l l y  

indistinguishable o n  the basis of all o t h e r  predictors. Subjects 

in the e x p e r i m e n t a l  and c o n t r o l  g r o u p s  were effectively matched  

o n  ail o t h e r  independent variables. 

R e q a v d i n y  a f t e r c a r e ,  at t h s  time o f  curapl.etiari of: t i - -  I k 

p e r s o n a l i t y  questionnaires 5 2 %  (n=49) were assigned to the Surrey 

Mental Health C e n t ~ e ,  and 46% (i-1143) were assigned to the N e w  

Westminster Mental Mealkk C e n t r e ,  The remaining 2 %  ( n = 2  ) had  

r e l o c a t e d  t o  o t h e r  catchment  a reas  4ri t h e  p r o v i r i c e  and were 

a s s i g n e d  t o  t ' o t k e r ' t  mental health centres. 

f Jz t~+s  G f iic)s$..i.ta 1 D .i S C ~ ~ ~ Q ? L . L  S.!:lk! ~,C.,C..!.- .@.L&.Y -. <~.~.l!.L.~-k..5?,.L 3.KiG. ..-"-"..-.."--- .- .. ....~... . .. 

e..e-;-2..~2.~~3--3.~~-L~.,-Q.~.% ~,.t.i..~.~!~?.&..~,~.~.. ...~.!XK.L.~.& .:LS?.!>. 

According to t h e  n z i g i a d l  p r o p a s a l ,  the sesealrch d e s i g n  o f  

the p s c s e n t  s t i ? d y  was t h a t  sub:jcct;s were to en te r  the s t u d y  

i i . e . ,  i n . k a k e  d a t e ]  s i  t h e  t i m e  o f  discharge f r o n  h o s p i t a l ,  which 

also was t o  b e  when the personality q u e s t i o n n a i r e  packages were 

to be completed, t iowever,  due to u n f u r s e e n  c o m p l i c a t i c n s  that 

were unavoidable and unconhrollable (i . e .  a n u r s e s '  s t r i k e  i t h S s  

d e s i g n  p r o t o c o l  was nok followed consistently f o r  a l l  s u b j e c t s ,  

A s  a r e s u l t ,  t he  time lags between these . three events (hospital 

d i s c h a r g e ,  intake, and pexsanality questionnaire campietion) had 

to be incorporated in the data analysis as they presen,ked 

;;lldd: I t l ~ ~ n a l  = . f a c t o r s  that c a u l d  influence the prediction of  o u t c c i w  

variables. 



The f i x s t  problem a r i s i n g  .from tble ahc>ve ~ i t u a t f c > f i  is tl-iat 

t h e  f o l l o v - - u p  s t u d y  time was measured as o n e  year  from d a t e  o f  

intake w h i c h  w a s  t o  r e p r e s e n t  o n e  yeas f r o m  date o f  last ( p r e -  

s t u d y )  h u f p : % l  d i s c h a r g e .  T h i s  d e s i g n  f e a t u r e  was t o  e n s u z e  

that a l l  subj2cts weve matched i n  terms o f  s t u d y  p e r i o d  w i t h  

respect  t u  l a s t  h o s p i t a l  d i s c h a r g e .  However, a s  d i s c h a r g e  and 

i n t a k e  d a t e s  were n o t  co-incident, the effective " s t u d y  pe r iod ' !  

was n o t  one year f u r  a l l  subjects. 

T h e  t i m e  lag i n  m o n t h s  between last h o s p i t a l  d i s c h a r g e  and 

i n t a k e  date r anged  f rom z e r o  t o  2 7  months,  w i t h  a Glean v a i ~ ~ e  u f  

1.5 m o n t h s .  T h i s  means that, o n  average, s u b j e c t s '  l a s t  h o s p i t a l  

d i s c h a r g e  d a t e  fpre-study) was apyroxi rna .ce ly  one  and  a h a l f  

months  p r i o r  t o  t h e i r  u a t e  o f  ~ t u c l y  e n t r y ,  A E u r t h e r  breakdowr-! 

of t h e s e  s t a t i s t i c s  i s  a s  f o l l o w s :  36 subjects were d i schawqed  

w i t h i n  one  month  p r i o r  t o  i n t a k e ;  3 4  s u b j e c t s  were dischargec l  

b e t w e e n  o n e  and s i x  rncsnths p r i o x  . to  i r i t a k e ;  12 s u b j e c t s  were 

d i s c h a r g e d  betweer1 six a n d  1% moilth;.; pr i u r  t o  i n t a k e ;  a n d  1 2  

subjects were disclxircjed betiseer, one year a n d  2 6  months  p r i o r  t o  

i n t a k e .  

T h e  r e a s o n  that t h e  o r i g i n a l  p r u p o s a l  was n o t  followed wacs 

t L a t  the r e c r u i t a e n t  o f  s u b j e c t s  based o n  t h e  o r i g i n a l  i n t : l u s i o n  

c r i t e r i a  became i n c r e a s i n g l y  d l f f i t : u : i t  o v e r  t i m e  a s  a r e s u l t  o t  4 

p r o t r a c t e d  n u r s e s r  s t r i k e  t h a t  r e s u l t e d  i n  p a t S e n t s  n o t  G e i n y  

r e g u l a r l y  d i s c h a r g e d  t o  t h e  community.  F o r  t h i s  reasull ,  a c:h~inqe 

was deemed necessary by d i r e c t o r s  u f  t h e  bxoader  Riverview 

Economic A n a l y s i s  s t u d y  s u c h  t h a t  t h e  p r o t o c o l  f o r  s u b j e c t  

s e l e c t i o n  was bruadened s o  t h a t  t h e  i n c l u s i o n  c r i t e r i a  c o u l d  be 



satisfied by one  Long-s tay  (45 days minimum) p s y c h i a t r i c  

h o s p i t a l i z a t i o n  ( i n  conjunction with o t h e r  diagnostic a n d  

c k r o n i u j t y  c r i t e r i a )  w i t h i n  t w o  y e a r s  of: i n t a k e ,  

A l t h o u g h  oi'ie ~ i j l u t i s i - 1  t o  this problem .laauld $e t;o a d i ~ ~ s t  J J  

f u l l o w - u p  d a t e s  d n d  t r a c k  sub3ects f o r  ane  year  from t h e  d a t e  ui 

l a s t  h u s p i t a l  d i s c h a r g e  (as  opposed  t o  i n t a k e  date), t h i s  was n o z  

a p o s s i b i l i t y  a s  several s u b j c i - t s  had been res id j . r ry  i z l  t h e  

community for a yea r  or lo; iger  a t  t h e  t i m e  e l l e y  ?ere e n t e r e d  i n t o  

L~ tire s t u d y .  T h i s  b e i n g  t h e  case  t h e  only feasible o p t i u t i  was c o  

i n c l u d e  "lag; t i n e  i n  mon.ths bekweeri discharge and i n t a k e e  as a 

predici;or T;- - -F  ,d,iahle, Ir i  a r d e r  t o  a c c u u n k  f o x  this v a z i a t i o n .  

A s e c o n d  devidtion i n  p r o p o s e d  design k h a t  it was n o t  

p o s s i b l e  t o  a d r a i n i s t e r  a l l  t h e  personality yuestiunnaire packages 

at t h e  Lime o f  t.Re i n t a k e  d s s e s s m e n t .  A l t h o u y h  s u b j e c t s  ente.rct.1 

t h e  R i v e r v i e w  Economic Analysis skudy between May o f  1 9 8 9  a n d  

J u l y  o f  149Ci, c c ~ l i e e t  i c n  ni: t h e  p e r s o n a l i t y  q u e s t i o n n a i r e  d a t a  

w a s  n o t  c o m p l e t e d  unki.3. February of 1991. 

T h e  range o f  time difference between intake date and 

c o r n p i e - t i o n  of. t h e  p e r s o n a l i t y  q u e s t i o n n a i r e  p a c k a y e  was be tween 

-1 month  and 2 0  m o n t h s ,  w i t h  t h e  mean tirne between i n t a k e  and 

>-! q u e s . t i o n n a i r e  c o m p l e t i o n  beingj 3 ' 8  m o n t h s .  { N ~ g a . k i v e  values - r? 

i n  t o , t a l -  r e p r e s e n t  s u b j e c t s  f o r  whom Lhe initial research 

e v a l u a t i o n  was c o m p l e t e d  w h i l e  t h e y  were still h o s p i t a l i z e d ,  i n  

a n t i c i p a t i o n  o f  t h e i r  f o r t h c o m i n g  d i s c h a r g e . )  

The d e v i a t i o n  i n  t i m e  o f  p e r s o n a l i t y  questionnaire 

a d m i n i s t r a t i o n  created a n o t h e r  v a r i a b l e  with t h e  p o t e n t i a l  f o r  

influencing the p r e d i c t i o n  o f  outconte .  A l t h o u g h  t h e  p e r - s o n a l i t y  











......................................... -, .....-.............................. .............-..... ... 

can seer? i n  cTahle 8 ,  48% o !f t j - 1  , Le  t o t a l  5;dmpl.e Was 

r e h c ~ s p i t a l i z e d  at least once d u r i n g  the one--year follow-up 

1 4 5  



Correlations examining t h e  relationship between scores CJii 

indicate t h a t ,  c o n t r a r y  t o  a p r i o r i  hypotheses, t i l e re  a r e  n o  



i t r = s ~ r i ~ & , . i . y . ~  ~ . . ~ a , $ . ~ , ~ . ~ . i . , ~ . ~ . .  R e h o s p i t i 3 l i z a . t  i o n   tati is tics f !:> 1 ............ ..... 

the t w o  t reatment g r o u p s  are p r e s e n t e d  in T a b l e  10. 

Var iab le  Name Assertive Ou-t reach  Star-idaxti Community 
A f t e r c a r e  

i n . = 3 L j  ( n = 4 3 )  
Mean S t d .  Mean Stc l  . - 0, - 

.. ..... r rs.q , ..... 3 ...................... E... . . L  ..e ..................... .............. u . e . ~ ,  

Rehospitalized? -.-."-*- ........ .......... . 4 3  . 5 0  . 4 7 .50 
Yes = 1. 2 5  4 9  2 0  4 7  
N O  = 0,  L. 2 6  5 1  2 3  54  

Upon v i s u a l  s c a n n i n g  of t h e  da t a ,  t h e r e  do  n o t  appear  t n  b e  

ariy l a r g e  d i f f e r e n c e s  w i t h  r e s p e c t  t o  hav ing  been r e h o s p i t a l i z e d  



during the one-year f o l  low-*up per i o d  ( a s s e r t i ve  outreach = 43%; 

s t a n d a r d  community a f t e r c a r e  = 4781 ,  o r  vith r e spec t  t o  t h e  t o t a l  

number of r e h o s p i t a J i z a t i o n s  ( m e a n  # r e h o s p i t a l i z a t i o n s  f o r  

assertive o u t r e a c h  = 2.06; mean # r e h o s p i t a l i z a t i o n  f o r  s t a n d a r d  

community a f t e r c a r e  = 1 . 6 5 1 .  Similarly, on  the v a r i a b l e  where  

durakiion of h o s p i t a l  s t a y  ( i . e . ,  g r e a t e r  t h a n  o r  e q u a l  . to  o n e  

day1 was a f a c t o r ,  o n l y  a small d i f f e r e n c e  is a p p a r e n t  (mean  # 

rehospitalizations f o r  assertive outreach = 1.00; mean # 

r e i r o s p i t n l i z a t i a i z s  for s t a n d a r d  comlit~ini t y  af te . rcare  - , 4 ?  1 .  

T e s t s  were done  i r ,  u r d e r  . to  determine is" the obse rved  

rehospitalization statistics f o r  t h e  a s s e r t i v e  o u t r e a c h  and  

s t a n d a r d  c o ~ n m u z i t y  a f  texcare g r o u p s  f Table  10) < i f f  e r ed  

s i g n i f i c a n t l y .  The results of  t h e s e  ariaiyses a r e  presented i n  

Table  2 1 .  

On t h e  b a s i s  of t h e s e  tests, the re  d o  n o t  appear  to be a n y  

s i g n i f i c a n k  d i f f e r e n c e s  between t h e  assertive outreach and 

standard community af texcare  treatment groups  on a n y  o f  t h e  

rehospitalization statistics examined l i . e . ,  all ps > , 3 5 3 ,  



Prediction of Rehosnitalizatfon E t a t u v  ..,<.ll....._...." ....... ^ ....,........ " " .-.. ..&I+. ,...I....... ....................................................... 

T r a n s f u r m a t i o n  o f  o r i g i n a l  v a r i a b l e s .  A s  aP? a n a l y s e s  -.- ." .--. ,.... --... - ..-..... -.. --.--"-." ..--, *"- ..*, 

s u b s e q u e n t  to t h o s e  a l r e a d y  p r e s e n t e d  r e q u i r e d  t h e  u s e  of e i t h e r  

d icho tomous  o r  i n t e r v a l  v a r i a b l e s ,  s e v e r a l  t r a n s f o r m a t i o n s  o f  

b a t h  i n d e p e n d e n t  and  d e p e n d e n t  variables were necessary i n  o ~ d c u  

t o  employ a l l  o f  t h e  i n f o r m a t i o n  o b t a i n e d  i n  t h e  p r e d i c t i o n  of 

f o l l ow-up  r e h o s p i t a l i z a t i o n  status. 

i )  I n d e p e n d e n t  v a r i a b l e s .  A l l  demographic i n f o r m a t i o n  was 

i n c l u d e d  a s  each o f  these v a r i a b l e s  r e p r e s e n t e d  p o t e n t i a l  

p r e d i c t o r s  of  r e h o s p i t a l i z a t i o n  s t a t u s .  D icho tomous  variables 

i s e x ,  g r o u p  I t r e a t m e n t j ,  c h i l d r e n  - yes  o r  no -, s t a t u s  - 

i n p a t i e n t  o r  o u t p a t i e n t  - 1  and i n t e r v a l  v a r i a b l e s  w i t h  r o u g h l y  

normal  d i s t r i b u t i o n s  (age, a n d  number of ch i1"d ren )  were u s e d  i n  

t h e i r  o r i g i n a l  fo rm a s  p r e d i c t o r  v a r i a b l e s .  

The o n l y  e x c e p t i o n  here  was h o s p i t a l i z a t i o n  h i s t o r y ,  w h i c h  

was used  i n  its square r o o t  f o r m  i n  o rde r  t o  r e d u c e  t h e  extreme 

skewness a n d  k u r t o s i s  on  t h i s  v a r i a b l e ,  and  reduce t h e  l e v e r a g e  

of  a n  extreme p o i n t .  The  p rob lem w i t h  t h i s  v a r i a b l e  i n  i ts  

o r i g i n a l  form was one o u - t l y i n g  s u b j e c t  who had 4 2  p r i o r  

h o s p i t a l i z a t i o n s ,  when t h e  r e s t  o f  t h e  sample  was distributed 

between one and 2 6  p r i o r  admissions. 

A i l  nomina l  v a r i a b l e s  (marital s t a t u s ,  e d u c a t i o n ,  f a m i l y  

i r i v o f v e n e n t ,  mental h e a l t h  c e n t r e ,  a n d  DSM-111-R Axis 1 p r i m a r y  

diagnosis) were  t r a n s f o r m e d  t o  d icho tomous  v a r i a b l e s .  For 

m a r i t a l  s t a t u s ,  t h e  i n d e p e n d e n t  v a r i a b l e  used  was " m a r r i e d q f  (yes  

o r  n o )  which  was o b t a i n e d  by collapsiny t h e  c a t e y o r i e s  ? t s i n g l e " ,  

" d i v o r c e d f 1 ,  " s e p a r a t e d f t ,  vwidowed", and ''urrknowrifl i n=l) i n t o  



f'inarrried - no" ;  a n d  the c a t e g o r i e s  l1maruiedu and "citmmon-law" 

into "married - y e s n ,  Education was transformed by collapsing 

categories into " y e s H  'or "nofy  w i t h  respect t o  graduativll f r u x  

high school. Similarly, family invalvemerlt became dichotomo~s by 

collapsing categories into " y e s "  and "no1'  on the basis of known 

involvement be tween  t h e  family and the subject, xegawdless of the 

proximity of lozation between these two. M e n t a l  h e a l t h  c e n t r e  

was recaded so that the two s u b j e c t s  a s s i g n e d  to " o t h e r "  rece ived 

scores of  1.5 because it was equidistant between t h e  v a l u e s  f o r  

New Westminster  I l f  and Surrey 1 2 ) .  This number was also close 

to the mean of 1 . 5 3  f o r  t h i s  variable. 

W i t h  r e s p e c t  t o  DSM-[ST-R diagnoses, on A x i s  1 (px imary  

diagnosis) 92.5% of the sainple had either a s c h i z o p i ~ r e n i c  ( 5 7 . 4 % )  

o r  a n  affective d i s o r d e i  i 2 5 . 9 % )  diagnosis. F o r  t h i s  reason, 

Axis I primary d i a g n o s i s  was secuxded as  " s c h i z o p h r e n i a t '  ( y e s  or  

1-10) and  ttmood disardex" ( y e s  o r  nu:. With regard to secondary 

A x i s  f diagnoses, 94.7% of t h e  sample received no d i a g n o s i s ,  

r e n d e r i n g  this v a r i a b l e  unusable. The diagnoses coded  on Axis I1 

were a l s o  not included i n  f u r t h e r  a n a l y s e s  as this category was 

inappropriately used In 11% of  cases by assigning Axis I 

d f a y n o s e s ,  and  a n o t h e r  52.18 of s u b j e c t s  r e c e i v e d  no diagnosis. 

R a w  summary s c o r e s  f o r  e a c h  o f  t h e  personality variables 

were used. This included a total optimism score [LOT) obtained 

on t h e  Life Orientation Test, and a total l u c u s  of c o n t r o l  s ca re  

(LOCB) as obtained on the Locus  of  C a n t r o l  o f  Behavior Scale. On 

the Znterpexsunal Dependency I n v e n t o r y ,  suimary sucres obtained 

on the subscales were used: E m o t i o n a l  Reliance on Another Person 



(EMOREL),  L a c k  o f  S o c i a l  Self-Canfidence JLSOSELCON), 2nd 

Assertion of Autonomy ( A U T ) .  The o v e r a l l  dependency score 

suggested for use by Hirsehfield et al. !137?) was not i n c l u d e d  

i n  f u r t h e x  a n a l y s s s  as t h e  validity of this indice has not been 

adequately researched to date. 

Two additional vauiabfes, as previously discussed, were 

included to account for a n y  possible effects as  a r e s u l t  o f  

discharge, intake, and q u e s t i o n n a i r e  completion d a t e s  n o t  b e i n g  

coincident: 1 1  lay time in months between last hospital 

discharge and q u e s t i o n n a i r e  campletion - "disQlagM"; and 2 )  lay 

t ime  i n  months  between l a s t  h o s p i t a l  discharge and intake date - 

T h e s e  transformations r e s u l t e d  in a final total of 20 

independent (predictor) variables, a list o f  which i s  presented 

in Table 12. 

2 1  Dependent  variables. Conceptually, the dependen t  

v a r i a b l e  of  i n t e r e s t  is post-discharge outcome over  a follow-up 

period of one year post-intake as measured by rehuspitalization 

status. This can be operationally defined i n  a number of 

d i f f e r e n t  ways a s  p r e v i o u s l y  discussed. The t h r e e  d e p e n d e n t  

variables wish acceptable predictability that were  r e t a i n e d  f o r  

subsequent analyses  were: I f  Rehaspitalized? ( y e s  or no); 25 

total number of rehospitalizations; and 31 total number of 

rehospitalizations greater than or equa l  to o n e  day duration. 

Two of t hese  t h r e e  were used i n  t h e i r  oriyinai form while t h e  

variable "number of  rehospitalizationsf' was transformed to its 

square r o o t  v a l u e s  i n  o r d e r  t o  reduce the extreme skewness and 



kurtosis of this variable. On this variable in its oriqinai 

form, one subject had 26 admlssiuns over the follow-,up period, 

which was c o n s i d e r a b l y  greater that the number of re-admissions 

fox any of the other subjects which ranged from z e r o  t o  12. The 

square root transformation w a s  necessary to reduce t h e  leverage 

of this extreme point. 

The dependent variables retained for further a n a l y s i s  as 

describes above ,  ax-% outlined i n  Table 12. 

Independent Variable 
Names 

sex 
intkage 
MarrYn 
HSYN 
kids 
#kids 
FamI nvYN 
status 
group 
MHC 

s r t H o s H x  
SchizYN 
MoodYN 
LOT 
LOCB 
EMOREL 
SOSELCON 
BUT 
disQlagM 

Description 

--*--- .  ------- ----...-..---------- 
male/•’  emale 
aye at intake 
marr i ed  y e s i n o  
high school completion yes/no 
c h i l d r e n  y e s i n o  
number of children 
Family I n v o l v e d  y e s i n o  
inpatientioutpatient 
assertive o u t r e a c h / ~ t d  c o m m ~ n i t y  aftercare 
Mental H e a l t h  Center Surrey/ 

N e w  Westminuter  
hospitalization history (square r o o t )  
Schizophrenia yes /no  
Affective Disorder yesPno 
t o t a l  vptiniism score 
total l o c u s  of control score 
(Emotional Rel iance  on Another Person-KDI)  
(Lack of S o c i a l  Self-confidence-IDX) 
( A s s e r t i o n  of Autonomy-ID11 
months between discharge and personality 

q u e s t i o n n a i r e  comple t i on  
months between discharge and intake 

Rehospitalized? yesins 
# of Rehospitalizations (square rout) 
# of Rehospitalizations 21 day duration 



- . .  Data i ~ ~ a n a y e m e n t  - ._.._I-.--.--..I oi ... ..... .._,.. t r e a t ~ f i e n t  ...... . . _-._ q z g u ~ ,  ._ .._.i.. F r  i o r  co,qGuct r n y  t h e  

regression a n a l y s e s  to d e t e r n ~ i n e  w h i c h  i n d e p e n d e n t  ( p r e d i c t o r )  

variables were c e n t r a l  i n  predjcting t h e  d e p e n d e n t  variables, two 

tests were completed - t o  d e t e r m i n e  wl!e ther  4"i was necessary  t o  

conduct separate a n a l y s e s  f o r  t h e  a s s e r t i v e  u u t e e a c h  a n d  standard 

community a f t e r c a r e  g r o u p s ,  a s  demograph ic  d a t a  a n d  s t a t i s t i c a l  

t e s t s  compar ing  the means of  t h e  t w o   TOU UPS suggested that t h e se  

g roups  d i d  n u t  d i f f e r  significantly on any  o f  t h e  d e p e n d e n t  

v a r i a b l e s .  These t e s t s  w e x e :  1) a t e s t  o f  t h e  homogene i ty  of  

c o n d i t i o n a l  v a v i a n c e s  i n  t h e  two g r o u p s ;  a n d  2 )  a t e s t  of t h e  

i d e n t i t y  of  t h e  r e g r e s s i o n  hype rp l anes  l u s  t h e  two g r o u p s .  

1) T e s k  of h i i c iugene i ty  sf conditional v a r i a n c e .  A sexies  

of  F t e s t s  c o m p a r i n g  t h e  r a t i o  of  r e s i d u a l  mean s q u a r e s  f o r  t h e  

asseuti .ve o u t r e a c h  ( R 3 S e )  and  s t a n d a r d  communi ty  a f t e r c a r e  g r o u p s  

(RMSej was comg) l n ted  i ~ a  o r d e r  t o  e x a i ~ i n e  t h e  r e l a t i v e  

a c c u r a c y / e r r & r  o f  pxediction i n  each of  t h e s e  g r o u p s ,  T h e s e  

t e s t s  were c o m p l e t e d  f o r  t w o  r e a s o n s :  g e n e r a l  i n t e r e s t ,  and  

adherence of t h e  d a t a  t o  a s s u m p t i o n s  r e q u i r e d  f o r  f u r t h e r  

s t a t i s t i c a l  a n a l y s e s ,  

W i t h  regard to t h e  f i r s t  o f  t h e s e  r e a s o n s ,  i f  p x e d i c t a b i h i l y  

i n  t h e  t r e a t m e n t  g r o u p s  is d i f f e r e n t i a l l y  accurate, t h c n  t h i s  has 

direct relevance r e g a r d i n g  t h e  conduct o f  L u t u r e  r e s e a r c h  i n  this 

area, as well as h a v i n g  i m p l i c a t i o n s  f u r  a n y  c o n c l u s i o n s  d rawn .  

- - w i t h  regard  t o  t h e  s e c o n d  r e a s o n ,  ail s u b s e q u e n t  t e s t s  t o  be 

c o n d u c t e d  i n  t h e  p r e s e n t  s t u d y  a s s u m e  e q u a l  p r e d i c t a b i l i t y  o f  

g r o u p s ,  I f  t h e s e  F t e s t s  were i n s i g n i f i c a n t ,  t h e r e  would  he  no 



e v i d e n c e  to suggest that this a s s u p t i o n  of h o m o g e n e i t y  of 

conditional variance was violated. 

T h i s  test was completed t h r e e  separa te  times: once using 

a l l  p r e d i c t o r  ( i n d e p e n d e n t )  v a r i a b l e s  e x c l u d i n g  g r o u p  !p= # o f  

p r e d i . c t o r s  = 191,  and twice u s i n g  d i f f e r e n t  subsets of 

independent variables (p=8; p = 4 )  including only those most u s e f u l  

t o  p r e d i c t i o n  of the dependent variables. The r e s u l t s  a f  t h e s e  

analyses are  p r e s e n t e d  i n  T a b l e  1 3 .  

S u b s e t  "" ., # Z df  = 42,  3 4  # p r e d i c t o r s  = 8 
Dependent Variable F 

------.----- --- -.----.- - - - .- P 
----- 

Rehaspitalized? ( Y  N )  1.00 1.00 
# Rehospitalizations 1 . 2 5  .5D 
# Rehospitalizations 2.. 1 Day - 8 6  . 6 4  

As can  be seen in Table 13, there are no significant 

differences in the c o n d i t i o n a l  variances in the assertive 

outreach and standard communi ty  a f t e r ca r e  g n o u p s  ( i . e . ,  a i l  ys > 

, 4 6 1 ,  On t h e  basis of these results, there is no evidence to 





analyses a r e  p r e s e n t e d  i n  Tab l e  1 4 .  

A s  can be seen i n  T a b l e  14, i n  n o  casr  were The results o f  

community aftercare -groups,  and because the rsgression s t r u c t u r e s  

f o r  t h e s e  a l s o  did n o t  d i f f e r  significantly, the two g r o u p s  were 

combined f o r  a l l  s u b s e q u c - +  ,,, analyses,  These v e r z  based or; t h e  











FACTOR FACTOE 
1 2 

Variance= 2 . 9 1  2 . 7 3  
Explained 

FACTOR 
5 

--.  0 6  
--. 11 

. I 7  

. 8 2 *  
- . Q 3  

- 0 8  
- * 07 

0 5 
-. 2 8 %  
' 12 
*c l5 

1 4  
. 6 0 %  
. 0 0  

- ,87*  
0 3 

--. 02 
-, 05 
- . 3 0  
- .13 
.02 

-. 03 
- * 01 

2 . 0 1  

Factar  2 l o a d s  positively on k i d s Y N ,  # k i d s ,  i n l k A g e ,  sex,  

s r t h o s h x ,  a n d  MarrYn, and negatively o n  H S Y N ,  The c a m b i n a t i ~ n  u f  

variables creating t h i s  f a c t o r  r e p r e s e n t s  a dernoyraph ic  p r o f i l e  

of t h e  married, o l d e r ,  female with children, who has  n o t  



completed h i g h  s c h o o l  and h a s  a history s f  a g r e a t e r  number  o f  

prior hospitalizations. 

The t h i r d  f a c t o r  has its hiyhe : s t  loadings on s e x ,  s t a t u s ,  

H S Y N ,  k i d s Y N ,  MoodYN, SchizYN, g r o u p ,  and  o p t i m i s m ,  T h i s  a g a i n  

suyyests a demographic p r o f i l e ,  similar to Factor 2, o f  t h e  

Tem?ie w i t h  c h i l d r e n  who h a s  eox ip l e t ed  h i g h  school, w i t h  a 

d i a g n o s i s  other t h a n  schizophrenia ! i n  particular mood 

d i s o r d e r s ) ,  who has a l e s s  optimistic o u t l o o k ,  a n d  is assigned to 

the assertive o u t r e a c h  t r ea tment  group. P u t  more succinctly, 

khis f a c t o r  s i - u o e s t s  a d q l r s s s e d ,  edueatc;d mothex  ~ i - ~ o  is i n  t h e  
2 1 

assertive o u t r e a c h  p rogram.  

R, ' L Y ~ E  f o ~ ~ t h  f a c t o r  k 3 s  its highest l o a d i n g s  on  all b u t  o n e  of 

I  he personality Indices, in the direction of lesser desireability 

from a c l i r t i c a i  gerkspec$;ive - ( 1  ,?,, e x t e r n a l  l o c u s  o f  control, l o w  

optimism, high Emotional Reliance or1 Another Person, a n d  a h i g h  

Lack of  S o c i a l  Self-confidence). T h i s  f a c t o r  seems . t o  r c p r c s e n t  

some i n d i c a t i o n  s f  poor  p e r s o n a l  adaptability w i t h  r e l a t i v e i . y  

g r e a t e r  d e p e n d e n c y  a n d  pessimism, and a lack o f  belief in 

personal c o n t r o l  oljer D r o b S e m  behaviors. 

F a c t o r  5 l o a d s  p o s i t i v e l y  on s t a t u s  a n d  d i s y i a g m ,  and 

n e g a t i v e l y  on  FarninvYN and  dis-intM, incrl4catiricj o u ' t - p a t i e n t  

status a t  t h e  time of  personality questionnaire completion, n o  

family involvement, a longer t ime  p e r i o d  be tween d i s c b a r y e  and 

s u b s e q u e n t  personality q u e s t i o n n a i r e  cumplstion, and s l o n g e r  

l e n g t h  of  time be tween  l a s t  i p r e - - s t u d y )  dischargs and i r i t a k e .  

This f ac to r  would seem to represent  subjects entering t h e  s t o d y  

and completing the questionnaire a longer time a f t e r  l a s t  









































CHAPTER V I I  

IMPLICATIONS O F  THE PRESENT EMPIRICAL INVESTIGATION FOR FUTURE 

RESEARCH AMD PRACTISE 









p o s t - d i s c h a r g e  a d j u s t m e n t ,  par  i; ieularly h o s p i  t a l i z a t j , o n s  can 

occur f o r  a variety of reasur is ,  and may n o t  accurately r e p r e s e n t  





t t  *- . .a~i?prochment ... , tit. isis" that i s  m a r k e d  by t o n t z a d  i.c:'ti.?ry b e h a v i  rxs  

prov ided  , 

individuation in t h e  young c h i l d .  I n  a metaphorical s e n s e ,  

similar dynamj.cs c a n  be s e e n  to o c c u r  dux i n g  t h e  transition 

period f o r  psychiatric patients f rom the confines of  h o s p i t a l  l a  

The appropriateness of t h i s  analogy 3s reinforced by t h e  

f a c t  t h a t  r i s k  for r e - a d m i s s i o n  is known t o  be highest i n  t h e  

f i r s t  year following discharge ( i . e . ,  separation), a n d  t h e n  



.to w h i c h  h o s p i ' t a i  prograins emphas ize  a u  tl~nilrny and i i rdependcnce  

h a s  been a s soc i a t ed  w i t h  recidivism ( c f .  Antk.any, e t  a l . ,  1 9 7 8 3 ,  

These findings have  some direct impZca,kions f o r  p s y c h i a t  i ~ c  

.+- L ~ d n s i t i o n  ) - f r u m  hospital t n  c o m m u n i t y  living, C o n t a c t  w i t h  

; I, ~ ~ i e r a p i s t s  a t  t h i s  time s h o u l d  be more f r e q u e n t  in o r d e r  t o  a l l o w  

f a r  a "weaning" p e r i o d  with respect t o  dependency  i s s u e s .  

Asses t ive outreaci i  ?rugrams rep resen : :  Lhe impiementa.t;i.c!1: u i  

s u c h  a p h i l o s o p h y ,  a n d  t h e i r  z e l a t i v e  success can  be u n d e r s t o o d  

psycholoyica:ly a s  stemming f rom t h e  c z u c i a l  r u l e  the 

' i t ~ a n s  i t  ior.la' A y e r s o r ~ ~ !  p l a y s  i n  h e i p f , n y  p a t  ierits s ~ c - c e s : ~ f u l . l y  

n e g o t i a t e  t h e  difficult task of achieving i n d e p e n d e n t  a u t o r ~ a ~ i o u v  

functioning, T h e  t r u s t e d  t r a n s i t i o n a l  w o r k e r  metaphnricaliy 

f u n c t i o n s  i n  t h e  r o l e  o f  a "safe  h a v e n f f ,  i n  p lace  of h o s p i t a l ,  



, 2, dL %. -j f--1 ;.. - .. f rum b e i n g  ass :ig;.iecj ; ".i;rai- --. ' &, , , , l - s i  p e r s o n " ,  F \ . I E ~ : ~ C ~ : E I I I ~ J P ' C ~ . ~  tl-ie;<e 

salne j r l d i v i d u a l s ,  ar{-: l l k e - l y  t h e  ij;ze:3 w i t h  a a e l , j i ; j . i j e l y  g z e a i ; ~ ~  

ex tended  servicesj, as s u g q e s t e d  by r e s u l t s  of  the s t u d y  

p r e s e n t e d  i n  t h i s  dissrutdtion. 
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APPENDIX A :  

CLIENT SELECTION PROTOCGL 



5 .  S i q n e d  c o n s e n t  form. 





APPENDIX B :  

CONSENT FORM 



- 
c i i e n t  E n t r y  Date 



APPENDIX C ;  

mv. t n E  QUESTIONNAIZE PACKAGE 





Directions: Below are a n u i ~ b e r  o f  s t a t e m e n t s  a b o u t  how various 
, 9 ,  topics a f f e c t  y D u r  personal m i z e f s .  T h e r e  a re  nu r i g h t  or wrong 

answers, For  e v e r y  item there  axe a i a r g e  number o f  p e o p l e  who 
agree  and d i s a q r e e ,  C o u l d  yau p:ease p u t  i n  the apprzpriate 
bracket t h e  c h o i c e  you be l ieve  to  he  t r u e ?  
Answer a l l  t h e  q u e s t i ~ a s ,  

7 .  My mistakes and  pxotlcms are ny responsibility t o  deai w i t h .  ( ] 

8 ,  Hecc:mlny a success is a mattex o f  h a r d  w o r k ,  luck has l i t t l e  
ox nothing t o  lo w i t h  i t .  1 



- 4 -- v e z y  c i i ay .ac " i~ i . s t i c  o f  ane 
3 =: quite zhardcteristic o f  me 
2 -r si_rmt5:;.l1-lat uIscir~- ,:if nie 
- '4 n s t  charac:ti?r i 5 t r . i ~  o f  ir~e 

8 .  I. d o n ' t  need ~ t i l e r  peop1.e lo m a k e  n1.i f e e l  good, 

2 .  Disapprt2wal .  by  so lwon t?  1 cave a b o i ~ t  i s  v e r y  palntt.13, 
t o  me. 

--- 1 0 .  1 fee;  corrf idei'zl; o f  rriy a b i l , i t y  t i 3  d e a l  b . j j t j  ,fiii::?i -A k *-.~.i. , . [ .  

t h e  p t - ) ~ ~ c ~ r i a l  P Z O G L ~ ~ S  1 air, ~ i , k + ~ ~ y  to meet i t :  li,f~.:. 

2 4 ,  I r e l y  o n l y  on mysElf. 

15, I g e t  u p s e t  when someon5 discovers a m i s t d k e  I ' v e  
made, 

1 7 ,  I t  is h a r d  f o r  me t o  a s k  someone f o r  a fdvur  . 
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1 8 ,  r h a t e  i t  when  p e o p l e  o E f e r  me sympathy.  

--- 2 5 .  When I am sick, I' p r e f e r  t h a t  my f r i e n d s  l e a v e  me 
a .lone . 

2 6 .  1 'm never  h a p p i e r  t h a n  when p e o p l e  say J : v e  d o n e  a 
good j o b .  

--- 2 8 .  1 am w i l l i n g  t o  d i s r e g a r d  o t h e r  people's feelings on  
o r d e r  t o  accomplish s o z e t h i r i g  thak's important t o  m e ,  

---- 3 0 .  i n  s o c i a l  situations L kend  to be v e r y  s e l f -  
c o n s c i o u s  . 

.-- 31. 1 d o n i  t need a n y o n e ,  

.--- 3 3 .  I tend t o  imagine t h e  worst i E  a l o v e d  one doesn't 
a r r  l v e  when  e x p e c t z d ,  

-.- 3 5 .  I t e n d  t o  expect t o o  much front others. 

3 8 .  I f e e l  t h a t  1 n e v e r  really y e t  all t h a t  I need f r u m  
p e o p l e .  

-- 39 .  When I meet nlw p e o p l e ,  I 'm a f r a i d  t h a t  I won't d o  
t h e  r i q h t  t h i n g ,  





APFENDIX D: 

DESCRIPTIVE S T A T I S T I C S  AND COMPLETE CORRELATION MATRIX (N=94) 
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COMPLETE CORRELATION MATRIX (N=94) 
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APPENDIX E: 

RESULTS OF ALL POSSIBLE SUBSETS MULTIVARIATE REGRESSION ANALYSES 

( N = = 9 4 )  



KEY 



ALL POSSIBLE SUBSETS REGRESSION ANALYSES jN=94j: RESULTS 

REGRESSION #1: 

DEPENDENT VARIABLE = REHOSPITALZIED YES /NO 

X X X 
X X X  
x X X 
X >I X 
X Y; x 
X X x 
X X 

X x X 
X X 
X X X 



s r r s s E T S  WITH 5 V A H I A E L E S  

SUBSETS WITH 6 VAkIABLES 



SUBSETS W I T H  7 VARIABLES 

X X X X X  X 
X X X X x X  
X X X  X X 

. - 
X X X  *x 
X X X  X X X  
X X X X X  
X X X  X X  
x x x x x : < x  
X X X  X X X  
X X S  ;4 



REGRESSION # 2 :  

DEPENDENT VARIABLE = # REHOSPITALIZATIONS ( S Q U A R E  ROOT FORM), 

A D J U S T E D  PREDICTOR VARIABLES 
R-SQVARED 1 2 3 4 5 6 4 8 3 1 u 1 1 1 z 1 3 1 4 i 5 1 6 1 7 1 8 2 9 2 i j  

-1330  
, 8 9 8 5  
.a551 
3'301 
-A ' . . -  . V 1 I B  I 

,0814 
, 0 7 8 7  
. 0 4 6 4  
, 0 7 6 2  
, 0 7 4 2  

SUBSETS WITH 3 VARlABLES 

X X :r: 
X X X 
x x 
X X 
X x X 
X X 

X X  X 
x X 
X X  x 
X X X  



SUBSETS W I T H  4 VARIABLES 

-. X X X  Z% 

x X X 
X X X 
X X X 
x x  X X  
X X 3r 

fi. 

X X 3: X 
X X X X 
X X X X  
X  X  x 

X X X  x 
X X X X X  
X X X  X 
X X X  X X  
X X X  >( X 
X X X  x 
X X X  X 
X X X  X 
X X X  x 
X X X  X 

X X X X X  
X X X X X  
X X X  X 
X X X X X X  
X X X  X X  
X X X X X  X 
X X X  X X 
X X X  X 
X X X X X  
X X X X X  



REGRESSION #3: 

DEPENDENT VARIABLE = # REHOSPITALIZATIONS 2 1 DAY DURATION 

SUBSETS WITH L VARIABLES 

A D J U S T E D  PREbI CTOR V A h  i ABLES 
R-SQUARED F 2 3 4 5 6 7 Y 9 LC! 11 12 3.3 I4 L5 i G  1 7  2 8  19 L U  



ADJUSTED PREDICTOR VARIABLES 
R - S Q U A R E D  1 2 3 4 5 6 7 8 9 1 0  11 12 13 1 4  15 16 17 1 8  1 9  2 0  

X X 
x x x 
X X X  
X X X 
X X X  X 
X X X 
X X  X 
X X 
X X X X  
x X 

X X X  
X X X  
X X x 
X x X 
X X X  X 

'r' X X X  
X X X  X 
X X 
X X X  
X X %  

X X X  x 
X X X  
X X  X X  
X X X  ;4 
X X X X 
K X >I 
X X X 
X X X X  
X X X  
X X X 



SUBSETS WiTH ? VARIABLES 



APPENDIX F: 

RESULTS OF EXPLORATORY FACTOR ANALYSIS JN=94): 

AMOUNT OF VARIANCE EXPLAINED BY EACH OF THE UNROTATED FACTORS 



RESULTS OF EXPLORATORY FACTQR ANALYSIS (N=94) 

FACTOR VARIANCE EXPLAINED 
( E I G E N  VALUES) 

CUMULATIVE P R O P O R T I O N  O F  
VARIANCE I N  OATA SPACE 
___--I I - - .- -- *I -- - - - .- .I - - _ _ __ 

0 .  i i :  

0 . 2 8  
0 . 3 7  
0 , 4 6  
0 . 5 3  
0,150 
0 . 6 6  
ti. 73. 
0 . 7 3  
0.79 
0 . 8 2  
0 - 8 5  
0 . 8 8  
O * % L  
0. $ 3  
13.94 
r1.96 
0 . 9 7  
0 . 9 8  
0 . 9 9  
0.9'3 
0 . 9 9  
1. O O  
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