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PART A

INTRODUCTION



CHAPTER I

DEINSTITUTIONALIZATION AND THE MEASUREMENT OF SUCCESSFUL

TREATMENT

Following three major revolutions (Hobbs, 1964), psychiatry
has evolved to the point that in some sense, the treatment of the
mentally 111 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 ill
continue to be shuffled through treatment facilities as
pSychiatry and socliety 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
for é'more efficient allocation of resources in the management of
psychiatzic patients in the era of deinstitutiocnalization. To
this end, the history of psychiatric treatment and the factors
contributing to the deinstitutionalization movement will be
reviewed, culminating in an examination of the literature
evaluating the outcome of this process. Particular emphasis will
‘be given to rehospitalization statistics, and the classes of
variables poten*tially relevant to ensuring that discharged

patients remain out of hospital.



A Brief History

The BEvolution of Psychiatry

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 religious 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 1400s, 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,
és the treatments of choice. These witch hunts and executions
continued into the 1700's (Coles, 1982).

The biological 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 1800's, 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
révolution" 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 for the curable, but also as places of
"asylum®” where patients could be protected from society, and
‘soCiety protected from them (Bigelow, Cutler, Moore, McComb, &
Leung, 1988; Pepper, Kirshner, & Ryglewicz, 1981). However, the
few public hospitals in existence at the time catered only to
those who could pay. Available treatments expanded to include
7 psychosurgery, insulin coma, and electroshock therapy, with early
 reports of high cure rates for those patients 111 for less than
one year. The poor however, remained in jails and almshouses,
and continued to be treated with primitive and brutal technigues
(Gralnick, 1987).

The psvchological revolution. The "second revolution" in

psychiatry, from biology to psychology, is associated with the
work of Sigmund Freud in the early 1900'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. 1In fact,

biological interventions began to receive even more support by



the mid 1900's with the dopamline hypotheslis of schlzophrenia, 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 1380's.

The emergent conceptions of mental illness in the early
persons were entitled to treatment, including the poor and more
chronically afflicted individuals, and that the provision of such
treatment was the responsibility of the state. Consequently,
large scale state psychlatric "hospitals" 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 éhronically 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 19508, the
number of hospitalized mentally 111 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, Talbott, 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 revolution. The "third revolution" in

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




to dominate psychiatric practise through to the 1970s.
"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 prevailing anti-
establishment sentiments, this new socio-cultural approach
rejected the "medical 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,
1987). The fruition of these ideals is evidenced in the most
contemporary appreoach to treatment of the mentally ill1, that
being "psychosocial rehabilitation" (Anthony, Cohen, & Farkas,
'1990). Coupled with biological interventions, this approach has
become the "state 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 "community mental
health movement", 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, the treatment of people in their home community was
essential if 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 over the
functions of the hospital; an assumption that was to be a major
downfall of the deinstitutionalization movement (Talbott, 1979).

The Redection of Hospitalization

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. 1In "The Death of the Asylum", Talbott (1978)
articulated the deplorable, degrading, and inhumane conditions of
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 Pit", 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, 1587).



Clinical evidence suggesting that extended hospitalization
caused chronicity by inducing "institutional neurosis" or the
"social breakdown syndrome" also became publicized (cf. Barton,
1959; Vvail, 1966). This institutional syndrome was characterized
by poor social and psycholegical 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, 1982; Gralnick, 1987;
 Pepper et al., 1981; Test & Stein, 1978), 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 hospltalization should be restricted to acute
episodes of illness (Kennedy, 1990).
| Together with these humanitarian concerns, the tremendous
‘ecbnomic costs assoclilated with large, state-financed institutions
were realized, and became an issue with political implications
‘(Gralnick, 1987; Plum, 1987). One Canadian study for example,
noted that the average cost per patient treatment day was more
than ten times greater for in-hospital care as compared to home-
based treatment (Coates, Kendall, MaCurdy? & Goodacre, 1976).
Anthony and Blanch (1989) reported that the average cost for 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. There was an assumptlion that patlents' would rather
live in the community, and such was also considered to be in
their best interests (Kinard, 1981).

This civil libertarian movement argued for iespect for
individuality, requiring that "every individual be treated as
unique and egual to every other, and that special Jjustification
be required for interference with any individual's purposes,
privacy, or behavior" (Plum, 1887, p. 50%9). These legal concerns
are summarized in the principle of the "least-restrictive
alternative": '"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 interest" (Chambers, 1978, p.
25).

Together these social, clinical, economic, political, and
legal factors, resulted in the deinstitutionalization movement
that began to take hold in the 1950s, a movement that was
facilitated when antipsychotic drugs came into widespread use
yfollowing 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).

"Deinstitutionalization" Officially Adopted

Defined in general terms, "deinstitutionalization refers to

the movement of individuals who cannot function independently and



need continuing mental health care, from large, long-term, public
institutions to smaller, more flexible, and less restrictive
settings in the community" (Plum, 1987, p. 508). 1In 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 adopted as public policy in the
- 1960s. Evidenced by documents such as the "Report of the Joint
Commission of Mental Illness and Health" (United States, 1961)
ana the "Community Mental Health Centres Act" (United States,
1963), it "signaled 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 al., 1988; Kruzich &
Berg, 1985; Pepper et al., 1981). At Riverview Hospital in
British Columbia, the In-patient populatlon levelled off at about
1,000 in the mid 1980s (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 duratlion of

hospital stay (Talbott, 1979). While prior to the implementation
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of de-institutionalization policies it was not uncommon for
patients to remain in hospital for several years on any given
admission, and in some cases for life, by the 1980s the average
length of hospital stay was reduced to four weeks or less
‘(Engelhardt, Rosen, Feldman, Engelhardt, & Cohen, 1982; Shern,
"Wilson, Ellis, Bartsch, & Coen, 1986).
The Critigue of Deinstitutionalization

The deinstitutionalization movement came under scrutiny when
untoward and unanticipated negative consegquences began to be
bbServed. Researchers set-out to evaluate these outcomes and
addtessed the question: 1Is limited hospitalization an effective
means of treating the mentally 1117

By this time there already existed a voluminous body of
iiterature evaluating the effectiveness of traditional
‘psychotherapy (cf. Smith & Glass, 1977), which aside from
demonstrating a significant improvement in treated patients as
Cbmpared with controls (Smith & Glass, 1977), also resulted in
kthe recognition that treatment effectiveness in the field of
kMental health is extraordinarily difficult to measure and
evaluate.

Defining the "Success" of Psychiatric Treatments

The criteria of illness and health. A major methodological

issue reqgarding efforts at quantifying treatment outcome is the
operational definition of "success". Generally speaking, a basic
requirement for success involves a diminution of the "illness'™,
wvhich can be defined on the basis of objective psychological

symptoms, socilal maladjustment, failure of positive striving,
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and/or subjective distress (Coles, 1982). In addition,
investigation of the success of a treatme=* must also take into
donsideration the costs and adverse effects associated 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? 1If so, how guickly? How completely? How
enduringly? And how free is the treatment from adverse side
effects?; and 2) Secondary critera - What is the financial cost
to the patient in terms of fees and lost income? What is the
soclial cost to the patient in terms of stigma and disrupted
reiationships? what is the cost to the therapist in terms of
rtime;:effort, and training? What are the social and financial
costs to society at large?

Although not often explicitly recognized, "values are [alsol
inherant in the conceptions of mental health and illness as wvell
as in clinical judgements based upon these models" (Strupp, 1981,
p. 47). Hence, different outcomes measures (as above), often and
necessarily are taken from and reflect different vantage points
({e.g., physician, patient, peers, ...), 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.
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Moderator variables. In addition to deflining the "dlsorder”

and the criteria for "success", 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
'andkduration of disorder; the multi~variate specifics of the
treatment employed; and therapist characteristics such as
experience, attitude, and personality (COles, 1982).
Furthermore, in additicn to modgrating "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 Deinstitutionalization

In examining the outcome of deinstitutionalization,

researchers have tended to focus on the primary criteria of



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 "failure" of mass proportion.

Though it was conceived with the best of intentions, and the
-underlying philosophy guiding limited hospitalization considered
to be admirable, the deinstitutionalization movement was soon to
be denocunced as a social blunder (Gralnick, 1987) at best, and at
worst, a disaster and a public disérace (Plum, 1987; Salem, 1984;
Talbott, 1979). 1Its failure was blamed on factors such as poor
 continuity of care, inadequate rehabilitation facilities,
legislative and judicial contradictions, patient non-compliance
with medications, patient ambivalence, and the cyclical nature ot
mental illness (Bactrach, 1978; Bachrach, 1979; Bachrach, 1984;
Geller, 1982; Gralnick, 1987; Lamb, 1984; Talbott, 1979; Talbott,
1991).
| VVThe community mental health movement in general was also
Criticized on other, more fundamental grounds. The treatment of
pétients in their home community where the disorder developed
initially was challenged as perhaps perpetuating abnormal
contacts (Coles, 1982). The "neurosis" originally thought to be
induced by hospitalization itself was observed in patients who
had spent little or no time in hospital (Pepper et al., 1981),
suggesting that these symptoms were perhaps inherent in the
disease process itself, and/or that inhospital studies may have

reflected a selective loss of motivated patients (Erickson,
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1975)., If these conclusions were valld, then the antlre premise

(1

of the deinstitutionalization movement was to be questioned.

Adverse effects. Adverse effects of deinstitutiornallization

include exploitation, social maladjustment, and the failure of
positive striving.

The suffering of many discharged patients and their often
semi-derelict status in the community~h§s,been the subject of
"much consternation (Geller, 1982; Kennedy, 19390). The mer tally
ill are often exploited, physically abused, and exposed to drug
abuse, criminal influences, homelessness, hunger, and general
victimization in the community at large (Bigelow et al., 1988;
Lamb, 1984; Plum, 1987). Some in fact prefer rehospitalization
‘as. opposed to trying to subsist indefinitely as an out-patient on
a small social security allowance (Geller, 19%982). Among non-
recidivists over a twelve month period, as many as 25% report a
desire to return to hospital on at least one occasion since their
release (Kinard, 1981).

o Pepper et al. {1381) also report én'"appalling" rate of
death'by suicide {over four percent) in one year from a grour of
néwly discharged young chronic psychiatric patients.

Lack of adequate community resources. In addition to

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 judgmehtﬂ {Pepper et al., 1981. p. 464) demanded

extensive but unavailable support systems in the community, if
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hospitalization was to be successfully avoided (Moran, Freedman &
Sharfsteen, 1984). 1In 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 for psychiatric
indications (Harris, Bergman, & Bachrach, 1986). Yet, it was
not until the late 1970s that the needs of the
deinstitutionalized mentally ill for extensive community support
~systems were formally recognized (Plum, 1987; and see Gralnick,
1987 for a review of the progression of legal statutes relevant
to funding).

A decade agrc it was recognized that the development of a
system of cormunity mental health centres to support
deinstitutionalized patients seriously lagged behind the phaseout
of large psychiatric hospitals (Talbott, 1979). The outcomes for
chronically i1l mental hospital patients discharged to the
Community without the benefit of adequate support services werxe
likély to be worse that those expected with continued
rhospitalization (Braun et al., 1981). 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 dificulties in using mental health centres as the
main locus of treatment have been realized. Specifically, mental
health centres alone are insufficient as they are clinic-based,
and rely on the initiative of patients to seek assistance. As a

result, mental health centres have typicaly failed to deliver
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service to the moat severely 111. Talbott (1979) describes this
"syndrome" resulting from a lack of follow-up and aftercare, as
"falling between the cracks".
The Measurement of Successful 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-
édmission 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; Buell & Anthony, 1973; Erickson, 1975;
Rosenblatt & Mayer, 1974). These criteria address most directly
the primary goals of deinstituticnalization and the community
mental health movement, that being the successful relocation and
re-integration of the mentally ill intc the community (cf.
Rosenblatt & Mayer, 13974).

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 et al., 1972; Erickson,

1975).
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Length of Hcespital Stay

t"‘l

ength 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, and 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; Kokes, Strauss,
‘& Klorman, 1977}). As with post-hospital employment and hospital
adjustment, length of hospital stay does not correlate well with

other outcome criteria.

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, 1975),
,ahd 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.

Rehospitalization or Recidivism
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Rehospitalization or recidivism, the measure used most
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frequently, is the simplest criterion of outcome (Buell &
Anthony, 1976). Recidivism is operationally defined as the
percentage of discharged psychiatric patients who are
subseguently rehospitalized, or alternatively, the time to
rehospitalization in months (Blumenthal, Kreisman, & 0O'Ccnnor,
1982). It has been suggested that recidivism statistics have
become the "indicator par excellence" of hospital effectiveness,
largely due to methodological assets such as ease of collection,
high reliability, ease of quantification and comparability across
studies (Rosenblatt & Mayer, 1974, p. 698; see also Anthony et
al., 1978).

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
hbspital vere Qque 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 sywmptoms, 10% were related to substance abuse, and
19% were related to medical illness (Harris et al., 1986).

Furthermore, it is also argued that "rehcospitalization
represents one of the most serious and clear-cut manifestations
of the breakdown in social arrangements which are necessary for

Kol

people to live together in toleration, if not harmony" (Fontana

[~ ¢]

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

recognizes the multi-variate nature of the problem, as it
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indirectly reflects many other potent and naturalistic factors.
Rehospitalization is thought to reflect the operation of a
conglomerate of patient and situation characteristics that
interact and contribute to the overall effect of ultimate
"failure" of hospital treatment success.

Together with the realization of the aforementioned "adverse
effects", the "failure" of deinstitutionalization was largely
evidenced on the basis of this readmission criterion indicating
that achievement of its primary goal was not being sustained (cf.
Rosenblatt & Mayer, 1974). It has been suggested that what has
:ésulted is "trans-institutionalization" 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 door" 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
'rebresented 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. On the basis of the aforementioned
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follow. The remainder of the llterature review will therefore be
devoted 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 (e.g., Rosenblatt &
Mayer, 1974), 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 published 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, there are consistent
indicators that over discharge periods of six months to one year
recidivism is 30-50%; for two years, 60-65%; and for three to
fiQe years, 65-75%. 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
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hospitalizations and, therefore likely represent patients with

fairly severe illnesses.

Table 1: Rehospitalization Rates Among Psychiatric Patients

Follow-up Recidivism Number of Nature of Authors

Period (%) Subjects Sample (see below)
3 months 15 1 study review article 1
3 months 10-22 3 studies review article 6
6 months 30-40 3 studies review article 1
6 months 14-40 7 studies review article 6
6. months 30 78 mixed diagnoses 2
6 months 33 505 mixed diagnoses 3
7 months 24 10,406 mixed diagnoses 4
9 months 29 104 mixed diagnoses-males 5
1 year 40-50 8 studies review article 1
1 year 35-50 15 studies review article 6
1 year 372 229 mixed diagnoses-males 7
1 year 22 646 schizophrenics 8
1 year 39 72 schizophrenics 9
1 year 42 78 schizophrenics 10
2 years 51-75 5 studies review article 6
2 years 67 488 mixed diagnoses 3
2- years 33 36 mixed diagnoses 11
2 years 60 253 schizophrenics 12
3 years 65 1 studies review article 1
3~-5 years 65-75 7 studies review article 6
5 years 65~75 3 studies review article 1
5 years 50 646 schizophrenics 8
5-10 years 70-75 5 studies review article 6
10 years 57 646 schizophrenics 8
15 years 59 646 schizophrenics 8
‘Authors:
1 Anthony, Buell, Sharratt, & Althoff, 1972

2 Buell & Anthony, 1973

3 Goering, Wasylenki, Lancee, & Freeman, 1984

4 Blumenthal, Kreisman, & O'Connor, 1982

5 Lorei, 1964

& Anthony, Cohen, & Vitalio, 1978

7 Brown, Carstairs, & Topping, 1958

8 Engelhardt, Rosen, Feldman, Engelhardt, & Cohen, 1982

9 Gaebel & Pietzcker, 1985
10 Marks, Stauffacher, & Lyle, 1963

11 Lasky, Hover, Smith, Bostian, Duffendack, & Nord, 1959
12 MacMillan, Crow, Johnson, & Johnstone, 1986
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The few divergent findlings clted in 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 et al. (1982) for example, reported only
a 24% rate of recidivism at seven months, but included mostly
patients with less than one year prior hospitalization history,
keffectively 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. (1982) who reported only a 22%
reéidivism 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. 1In addition to
a likely less severely ill sample, these patients may have been
ﬁore highly motivated to comply with treatment and remain out of
‘hpspital, 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
reéidivism at two years follow-up (33%), but their sample was
small and consisted of only 20% schizophrenics, with other
diagnoses including "neurotic" (40%), "psychophysiologic
reactions" (25%), and "chaiacter disorders" (15%). Coupled with
a relatively small sample size of 36, their patients were
generally not as severely ill as those typically included for

study.
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It is therefore readily observable that for the vast
Vmajority of psychiatric patients for whom deinstitutionalization
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 variation 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 strateqy 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
(Brickson, 1975).

In line with this rationalz, Blumenthal et al., (1982) found
'thaﬁ over a seven month follow-up period, the time of greatest
risk for relapse was during the first 30 days post-discharge,
wlth 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

b o~

relatively minor prior hospitalization history, suggesting that

o

the course of disease and response to treatment in its most
earliest stages may have a significant bearing on future severity

as indicated by need for subsequent hospitalization(s).
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Fontana and Dowds (1975a) studied psychotic and non-
psychotic males, and found that at =ix months post-discharge
‘improvements in symptomatology were retained, social contacts
wvere largely re-established, and the "honeymoon effect” 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
fo 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). 1In 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 example, the number
of readmissions during the first year post-discharge ranges
between 30% and 50%, while these same statistics for two years

post-discharge are between 60% and 65%. As these percentages
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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
exfpsychiatric 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 1%
:year follow-up period, 63% were re-hospitalized within the first
th years post-discharge, 85% within the first 5 years post-
rdischarge, and 90% by the end of the seventh year post-discharge.
‘:Others have found outcomes at twe and five years to be highly
correlated (Strauss & Carpenter, 1977).

On the basis of these reports it appears that an acceptable
timenyr collection of follow-up data, with respect to
reptésenting more longer-term outcomes, is not less than one
yeéf. 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 éxtended follow-up periods, but nonetheless, it would appear
necessary thaf measures be taken at least one year post-
discharge, in order that findings reflect the course of a

- significant portion of the discharged population.
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Summary
The evolution of psychiatry has shown three major

revolutions 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. 1In line with this evolution of thought,
tteatment strategies for psychiatric'illness have also changed
dramatically from earlier warehousing of social deviants in
jails; alﬁShouses, asylums, and more recently in hospitals, to
the present where treatment in the community is the preferred
alternative. Contemporary practise typically reflects an
‘inCOIporation of biological interventions and extensive
psyahiatric social rehabilitation progiams. ih some ways, this
represents evolution further to the three major revolutions,
historically witnessed.

| The move to "deinstitutionalize" psychiatric patients has
beénrongoing’over'the,last 20 to’30’years, and although it is
fQunded largely'on humanitarian concerns, the de-
institufionalization“moVément has largely been regarded to have
been a failure. The "revolving door syndrome" 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
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involves attempts to identify variables predictive of post-

discharge community adjustment. It is this ongoing and

developing literature that is the subject of the following

chapter.
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CHAPTER II

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 (cf.
Goering et al., 1984). Despite the difficulties, the prevailing
view is still that long-term hospitalization is a less desirable
state than treatment in the community. As such, the alarmingly
highrrates 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 the patient's
psyéhiatric condition, and include tne patient's family,
ayailability of community services, citizens‘ toierance, and tne
- hospital structure and personnel (Kruzich, 1985). But accurate
identification of patients most at risk for relapse 1is still an
esséntial firSt step if rehabilitativergfforts are to ultimately
bé directed more efficiently and appronriately (Miller & Willer,
1976). Deinstitutionalization has thus become a selective
programme, rather than a general one.

Knowledge gained from studies attempting to ildentity
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
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tavorable 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 "time of

‘fcollection", and are thus grouped as "pre-hospitalization", "in-

hospital™, and "post-discharge™.
Pre-hospitalization Predictors

Much 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
;5hi$tory. With the exception of personality, this class of
p:edictors has largely been found to hold little promise for
indicating hospitalization course over time.

Demographic Characteristics

Age. There is a general concensus in the literature that
age is not a significant predictor of future rehospitalization, a
finding that generalizes across diagnostic groups and follow-up
periods ranging from 6 months to two years (Buell & Anthony,
1973; 1976; Fontana & Dowds, 1975b; Lasky et al., 1959; Lorei &

Gurel, 1973; MacMillan et al., 1986).
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sex. As with age, the studies sampled generally have found
that sex is not a significant predictor of recidivism (Buell &
Anthony, 1973; 1976; Byers & Cohen, 1979; MacMillan et al.,
1986). One exception to this was reported by Thompson (1985} 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
relationship however was not a strong one, and sex accounted for
only a very minimal proportion of the total variance (r=.034,
p<.05).

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

Marital status. 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, 1973), others have found that across
diagnoses, married patients fare better over time than single
patients (Goering et al., 1984; Klorman, Strauss, & Kokes, 1977).

Velel and Kuhner (1990), on the other hand, found that among
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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 fact that marital status may be confounded with other
more potent variables such as living arrangement, social
competence, and/or emotional support (Buell & Anthony, 1976;
Klorman et al., 1977).

Education. As with many other demographic predictors, level
of education has not been found to reliably predict
rehospitalization (Buell & Anthony, 1973; Buell & Anthony, 1976;
Byers & Cohen, 1979; Lorei & Gurel, 1973).

Religion. 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 (1979)
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 the 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-III's "Axis V" for explicitly
coding and considering social and occupational functioning as

part of the "Global Assessment of Functioning®.
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Employment history. Employment hlstory prlor to

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 Jjobs in last five years, longest job
in last five years, etc. Regardless of the sample or the time
‘to follow-up (i.e., six 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; Byexrs & Cohen, 1979;
Fontana & Dowds, 13975b; Goering et al., 1984; Lorei & Gurel,
1973; Strauss & Carpenter, 1977). Brown et al., (1958) report
the exceptional finding that "pre-admission achievement in areas
of employment" 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 betwéen 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 (MacMillan et al.,
1986) and five-year (Strauss & Carpenter, 1977) follow-up
periods. However, among a group of Black schizophrenics, those
who participated in community activities prior to hospitalization

were rehospitalized less frequently over a 12 month follow-up
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period than those whose participation was minimal (Chu & Klein,
1985). Similarly, Nuttall & Solomon (1965) found that a factor
representing "social withdrawal and few interests" 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 legal history

as it relates to future recidivism, and some positive results
have bheen reported. Lorei and Gurel (1973) found that "trouble
with the law since age 18" was significantly related to
recidivism at nine months (r=.,11, p<.01l) amongst male
schizophrenics. Similarly, Willer and Miller (1977) found that
trouble with the law accounted for 3.1% of the variance in
recidivism figures at six months follow-up. On the basis of
‘these studies, the specifics of this relationship is not clear.
It may reflect those individuals with a propensity towvards
éégression 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

Personality has been defined by Millon (1986) as a
"distinctive configuration of interlocking perceptions, feelings,
thoughts, and behaviors that provide a template and disposition
for maintaining psychic viability and stability" (p. 643).
Disorders in this realm are differentiated from symptoms of major

psychiatric illness on the basis of a maladaptive constellation
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of enduring and ego-syntonic tralits that are universal to man,
even in the absence of disorder (Foulds et al., 1965).

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 "normal" traits are more visible at the time of
release from 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
guestionnaires have been able to significantly predict post-
discharge outcome (Lorei, 1964; Marks et 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 all 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 .34 to .55
and fell between the p < .01 and p < .05 levels of significance,
suggesting that for certain groups, personality may indeed
contribute significantly to subseguent adjustment (Marks et al.,

1963). The MMPI however, though entitled a "personality
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inventory" more correctly is a measure 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 (1965) 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,
'stdred on the basis of interview and case history data by two
independent practitioners.

Similarly, MacMillan et al. (1986) and Bland (1982) in a
reviev 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 (1987) speculate that negative

depressive self-ratings at time of discharge (in contrast to
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strikingly discrepant and more optimistic obszerver ratlings),
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 "personality",
substance abuse is a behavior reflecting personality tendencies,
among other factors. One author has investigated the
relationship between alcoholism and return to hospital over nine
month follow-up periods. Lorei (1964) found that neither "heavy
drinking" nor "problems with alcohol in the last five years"
(Lorei & Gurel, 1973) were significantly correlated with
recidivisn.

Intelligence, a function of the personality's ego, has also
been studied in relation to hospital re-admission. Thompson
(1985) reported that intelligence as measured on admission to a
day-treatment program was significantly, though very modestly
correlated (r=.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
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
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personality dimensions act to buffer the effects of stress.
Among these dimensions, dispositional optimism, locus of control,
and interpersonal dependency have emerged as potent variables
(e.g., Scheier & Carver, 1985; Craig et al., 1984; Hirschteld et
al., 1977) and ones that may have specific relevance to the
particular situation of psychiatric hospital discharge.

The literature pertaining to empirical findings regarding
these specific variables, as well as newver, theoretical
conceptions of personality and illness will be reviewed in
greater detail in the following chaptexr entitled "Perscnality as
Predictor of Health and Illness"™. It is on the basis of this
more recent literature that the hypotheses of the empirical
investigation to follow will be based.

The search for potent predictors among pre-existing
characteristics has had limited success. O0f demographic
characteristics, only marital status has been found to be
potentially useful, but inconsistent results in this area suggest
that other factors may be operating to moderate the effects of
this variable. In fact, i1t has been suggested that factoss
confounded with marriage such as emotional support or social
competence may be responsible for the observed effects.
Employment history, while bearing some relationship to post-
hospital employment, has also been found to be unrelated to
poutcome 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
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as with marriaqge, this may in fact rerlect on paychological
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 area is sparse and the
findings of earlier studies were not promising, this wvariable
merits further investigation as personality is now recognized to
be important in terms of providing the foundation upon which
mental illnesses develop and progress (Millon, 1986). 1In
addition, personality has repeatedly been shown to be a potent
contributor to well-being in many other diverse life situations,
findings to be discussed further in the chapter entitled
"Personality as Predictor of Health and Illness".

In-hospital Predictors

Predictors here classitied include such variables as
severity and chronicity of 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.

Severity 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.
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Symptoms / Diagnosis. 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 outcome. For example by
‘the,year 1961, over 800 articles had been published on the
outcome of schizophrenia alone (Strauss & Carpenter, 1972).

The use of diagnosis as a potentially significant predictor
of post-discharge outcomes is predicated on the notion that
symptomatology per se is a major factor contributing to the
deéision 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 all psychiatric 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., 1986; Talbott, 1974). Hence, as many
as 30% of all psychiatric admissions are 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 live or wanting to
escape from home (Harris et al., 1986; Talbott, 1974).

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
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to remain successfully out of hospital. This finding of a lack
‘0of 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; Lasky et al., 1959; Pietzcker &
Gaebel, 1987).

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%), there is a consistent
trend that psychotic disorders (Blumenthal et al., 1982; Goering
et al., 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, 1972) 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 al., 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 "pooxr
prognosis" groups within schizophrenic samples. Though some
small differences have been found, the promise of a '"process" vs
"reactive" typology or other traditional sub-type classifications
has failled 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
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subgroups, rendering prognostication on the basis of diagnostic
indices unreliable (Bland, 1982; Hawk et al., 1975; Strauss &
Carpenter, 1972; Strauss & Carpenter, 1574; Strauss & Carpenter,
1977; Strauss, Loevsky, Glazer, & Leaf, 1981).

The general concensus regarding diagnosis and/orx
symptomatology is that neither are effective at predicting
outcomes, particularly rehospitalization rates. These findings
‘suggest that factors extranecus to the nature of the illness
itself have a powerful bearing on the need for subseguent
hospitalization, and/or that current nosoiogies have failed to
sufficiently consider prognosis as a differentiating indice.
Alternatively, or in addition to these possibilities, these
findings may reflect the longstanding problem of unreliability in
kpsychiatric diagnostic practise.

Number of previous admissions. A second, more reliable

va;iable relating to the severity of psychiatric illness is
hdspitalization history. Perhaps the most consistent finding in
k’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 & Maver, 1974; Strauss & Carpenter, 1977;
Thbmpson, 1985; Willer & Miller, 1977). 1In fact, the number of
previous hospitalizations has repeatedly been found to be the

best predictor of recidivism (Anthony & Buell, 1974; aAnthony et
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al., 1978; Buell & Anthony, 1976), a f£indling that has been

- observed in over 30 different study populations, and one that is
independent of both diagnosis and degree of illness (cf.
Rosenblatt & Mayer, 1974).

However, despite the reliability of this finding, and that a
continuous ordinal relationship between previous history of
hospitalization and incidence of rehospitalization has been
demonstrated for each year over a 15 year follow-up period
(Engelhardt et al., 1982), the practical utility of admission
history as a predictor of recidivismris limited. Typically,
_number of previous psychiatric admissions has been found to
account for only a limited portion of the variance in recidivisn,
with findings usually under five or 10%, but varying from as much
as 26% to only two percent (see above citations). The practical
implication of these statistics is illustrated by the Engelhardt
 et al;, (1982) data, where in a sample of 646 schizophrenic out-
pétiénts, 38% of those most prone to réhospitalization on the
‘basis of admission history had no major psychiatric
khéspitalization 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 (1986} comments that once a patient is known to have
had 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 tell us then, with
respect to the nature of the patient, regarding his subsequent

vulherability to re-hospitalization, is unclear.
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Chronicity and duration of hospitalization. As there is a

high degree of heterogeneity of outcomes within and across
diagnostic groups, some have attempted to measure severity of
illness on the basis of duration of prior hospitaliization or
alternatively, have derived "chronicity indices" or "chronicity
factors" using a combination of variables including age of onset
or first admission, length of time since last hospitalization,
and duration of index hospitalization.

Of the above noted "chronicity" factors, duration of
previous hospitalization{(s) has been the most widely studied.
Though Buell and Anthony (1976) report that the length of
hospitalization prior to the current treatment is related to the
likelihood of return to hospital in the future, other more recent
studles have reported contradictory findings. Duration of
hospitalization {(Geering et al., 1984}, total time in hospital,
and length of current hospitalization (Byers & Cohen, 1979) have
not been found to significantly relate to recidivism over periods
of 6 months to two years. Similarly, Lorei and Gurel (1973)
found that neithexr the number of in-patient days at index
hospitalization or the total number of 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
confounded by factors other than patient status, such as needs of

the hospital, physician, and family (Buell & Anthony 1973; Byers
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& Cohen, 1979; Kokes et al., 1977). Bigelow et al., (1988), for
example, found that a large portion of psychiatric patients were
hospitalized longer than was therapeutically necessary because no
community facility was willing to accept them due to difficulties
such as assaultive tendencies, fire-setting behaviors, substance
abuse, and wandering or escape. Given the current thrust to
shorten hospital stay, it is also possible that some re-
admissions are the result of too short a hospital stay, or
premature discharge. The finding of Blumentail et al. (1982) that
the greatest risk of relapse over a seven month period is during
the first 30 days post-discharge lends some credibility to this
hypothesis.

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
neurosis”., However, since duration of hospitalization doces not
consistently relate to future recidivism, the notion that
institutionalization strengthens inadequate behavior patterns
(Pishkin & Bradshaw, 1960) must be questioned. 1In interpreting
earlier findings on "institutional neurosis", it has been
suggested that while "shorter stays [may] discourage
institutionalization, ... [it is unclearl whether
institutionalization is something done to the patient by the
hospital setting or is the result of the selective loss of
motivated patients® (Erickson, 1975. p. 525).

In studies employing "chronicity" measures other than length

of prior hospitalization(s), Byers and Cohen (1979) found that
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neither a history of continuous hospitalization for a period of
at least six months prior to index admission, nor age at first
psychiatric admission were significantly related to recidivism
rates at one year. Fontana and Dowds (1375b) report that greater
"chronicity" (including length of time since last
hospitalization) was significantly related to recidivism at both
six months and one year post-discharge. The significance of this
latter finding is difficult to interpret however, as number of
previous admissions, diagnosis, and employment history were also
combined in their chronicity index. Miller and Willer (13876)
found that the variable "in hospital during year previous to
index hospitalization" accounted for 8.4% of the variance 1in
recidivism at six 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 successful predictors of
re-admission. The few exceptions to this conclusion are
generally not interpretable, as "chronicity" measures have
typically included the number of previous admissions (a known
predictor) in this indice. As Erickson (1975) has concluded:

" .. it appears that patient movement statistics are so full of
fallacies and are so difficult to interpret meaningfully ... that
they must be regarded as useless or misleading if taken by

themselves" (p. 526).
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In-hospital 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.

Eilsworth and colleagues (Ellsworth, Foster, Childers,
Arthur, & Kroeker, 1968) 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. 1In
this case, consistency in ratings of "motivation" and "trusting-
friendly" 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 the community
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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 (1975) 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
wvho will show good adjustment in the community later on.

Howevexr, 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 "well" on the ward enables quicker relea:c2, and hence,
less total time spent in hospital. It is also of interest to
note that the pathological presense of "ideas of reference" or
the belief that someone controls one's behavior, was highly
kcorrelated with "co-operative" ward behavior. Again, the meaning
of "improved" 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
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asked staff and patients in a Veterans Adminlstration Hozpltal to
rate each patient on the predictor question: "Do you believe
that this man will have to be hospitalized again for a
neuropsychiatric condition within a period of two years following
discharge?" (p. 214). 1In 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 predictions (r=.62, p<.001) on the
basis of one rating made in the month prior to discharge. In no
cases however, were patients able to make accurate self-
predictions?.

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 "improvement"
in the hospital do not translate into improved community living
skills (see for example, Ellsworth et al., 1968; 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 bhehaviors that serve patientis well, later in

community life.

1 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). 1In addition, various staff occupational
groups were not able to predict the area(s) 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.
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In-hospital Treatment Regine

Anthony and colleagues (Anthony et al., 1972; Anthony et
al., 1978) reviewed the literature on the relationship between
in-hospital treatment and patient outcome in terms of recidivism.
These authors concluded that regardless of the type of
traditional in-patient treatment techniques patients receive
(e.g., individual therapy, group therapy, drug therapy,
electroshock therapy), their recidivism rates are not
differentially affected. Similarly, morxe innovative hospital-
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 fact
that they have a demonstrated positive effect on patients’
within-hospital behavior (Anthony et al., 1972; Anthony et al.,
1978).

Support for the notion that setting and treatment techniques
pexr se do not make a substantial independent contribution to
"patient outcome is found in a study 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 staffing
and geographical location differed (Goering et al., 1984). In
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.
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More innovative in-patient treatment regimes that are
"extremely comprehensive” and multi-faceted in design {(e.q.,
token economy, milieu thexapy, skills training, and physical
exercise) have been associated with some positive, though
inconsistent results, in terms of recidivism rates {(Anthony et
al., 1978). Such regimes may, howevexr, make an indirect
contribution to more positive outcomes by restructuring the
hospital atmosphere. For example, decreased recidivism rates
have been found in wards where all staff participate directly in
treatment planning and where professional staff are viewed as
being motivated and non-dominant. Also, a separate study found
that the wards with the least recidivism were those where
autonomy and independence of patients were emphasized (cf.
Anthony et al., 1978).

Together, these findings suggest that treatment technique
per se does not make a direct, independent contributrion to
future hospitalization course.

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 admissions 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.
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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, and in fact, some
studies have found a negative relationship between in and post-
hospital adjustment. In-hospital treatments generally do not
singularly effect post-discharge outcome, although settings where
comprehensive treatments are provided, and patient autonomy and
independence are stressed by staff, have reported some favourable
outcomes,

Post-discharge Predictors

To date, several 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 exception of aftercare services,
these variables are typically studied as measures of outcome in
their own right, as opposed to being used as predictors of
rehospitalization. The literature examining these variables as
predictors of recidivism is therefore relatively sparse.

Employment

Post-hospital unemployment is a major problem for discharged
psychiatric patients, with some authors reporting rates as high
as 85% (Carling, 1990). Along with its direct result of
increased vulnerability through poverty® and homelessness, lack

of enployment also contributes to social isolation and an absence

2 The average annual income reported in 1986 for people with
psychiatric disabilities ranged from three to seven thousand
dollars (Carling, 1990).
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of the esteem often associated with productive functioning
(Chamberlin & Rogers, 1990).

The magnitude of this problem is evidenced in the report ot
Anthony et al., (1972) of 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 status at
one-year follow-up, or full-time employment during the entire
follow-up period regardless of the time period sampled.

Other authors find this same change in employment figures
over time. Enmpioyment rates are lowest 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 post-discharge (Ellsworth et al.,
1968; Fontana and Dowds {(1975a). Goering et al., (1984) found
that full-time employment figures in a sample of about 500
psychiatric patients were 32% at six months post-discharge, but
dropped to 19% at two years post-discharge.

0f studies examining the relationship between post-hospital
employment and recidivism, inconsistent results have been
reported. Gaebel and Pietzcker (1985) for example, found that
post-hospital employment correlated with symptoms 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 or
longer, 97% escaped re-hospitalization over a one-year follow-up

period, while of those never employed, only 46% were not
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rehospitalized. Similarly, in a two-year follow-up study,
Strauss and Carpenter (1972) found that employment and non-

ospitalization were significantly correlated for both
schizophrenic (r=.54) and non-schizophrenic (r=.39) samples. As
only time spent outside of hospital was considered as counting
for percentage of time unemployed, these latter authors
attributed their findings to patients' loss of motivation and
confidence to seek employment, and to the severing of previous
job contacts through repeated and long-term hospitalizations.

| Whether the findings of a positive relationship between
employment and non-rehospitalization reflect the protective
advantage conferred by employment itself through social contacts,
enhanced self-esteem, etc., or whether they reflect the ability
to sustain employment (and avoid hospitalization) as a result of
lower levels of pathology and dysfunction, remains to be
clarified. Most likely, both of these factors interact and
- contribute to findings of a relationship between post-hospital
kemployment and the avoidance of return to hospital.

Social Support

As with employment, social isolation and withdrawal is a
major problem for psychiatric patients. It has been reported
that as many as 32% of rehospitalizations are directly related to
an absence of social supports, and in as many as 61% of all
rehospitalizations this factor is also implicated (Harris et al.,
1586). Goering et al., (1984) interviewed a sample of about 500
ex-psychiatric patients, at both six months and two years post-

discharge. They found that many were lacking in social support,
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and were experiencing significant difficulties in areas of =ocial
adjustment. In their sample, 20% reported that they had no one
to count on, 64% reported problems 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
different measures follows a different progression over time.
Fontana and Dowds (1S975a) for 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 (1972) found
significant correlations between social contacts and non-
hospitalization over a two-year period for both schizophrenic
(r=.26) and non-schizophrenic (r=.16) ex-patients. Miller and
Willer (1976) 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.
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As with post-hospital employment, these findings are
difficult to interpret. Social functioning likely reflects
degree of pathology, as well as contributing indirectly to the
manifestations of illness by providing buffers through social
supports. Nonetheless, indices of post-discharge social
involvement appear to bear a significant, if only minor,
relationship to future re-hospitalizations.

Living Arrangement and Family Influence

Inadeqguate housing conditions. Housing and living
arrangements are another major problem for psychiatric patients,
and this is, at least in part, related to the problem of
unemployment and poverty. In addition to these patient factors,
the last decade has seen a decline in affordable housing stock
together with a general rise in the cost of housing relative to
income (Anthony & Blanch, 1990; Carling, 1990}). Together these
factors have resulted in a population of homeless mentally ill in
the United States that is in the range of 200,000, representing
approximately one third of the total homeless population (Levine
& Rog, 1990).

Inadequate housing conditions have been found to be a
significant factor contributing to hospital admissions. Talbott
(1974) reports that 10% of all admissions to a New York State
psychiatric hospital were because patients had no place to live
or wanted to escape from home. Forty-six percent of all adult
admissions to the psychiatric emergency service at San Francisco
General Hospital were either homeless or tenuously domiciled

(Ball & Havassy, 1984). Goering et al., (1984) reported that
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among 505 ex-psychiatric patients six months after relea

e from

o]
283

hospital, one-fifth were living in inadeguate housing conditions,
and two~fifths expressed dissatisfaction with current living
arrangements.

Residential relationships. Aside from homelessness, a

variety of other living situations have alsd been studied in the
context of re-hospitalization studies. In this area of research,
inconsistent findings have been published. Non-schizophrenics
(Brown et al., 1958) and schizophrenics (Blumenthal et al., 1982)
have been found to fare better in terms of recidivism if living
with parents or wives. The opposite has also been reported.
Among ftirst-episode schizophrenics, those living in hostels as
opposed to "at home" are significantly less likely to relapse
over a two-year follow-up period (MacMillan et al., 1986).

Though living situation was not specified, Byers and Cohen (1979)
also found that "to whom discharged” was modestly but
significantly correlated (r=.2%56, p<.01l) with recidivism measures
at one year fcllow-up in a sample with mixed diagnoses.

In attempting to explain these inconsistencies, some have
argued that 1living situation may be confounded with initiail
levels of severity of illness. It has been suggested for
example, that married patients may be less at risk for re-
hospitalization as they may have been healthier at the outset, as
evidenced in their successful heterosexual relationship
(Blumenthal et al., 1982). Additionally, different family
dynamics have also been found to contribute to differential

cutcomes.



Famlly tolerance for residual schizophrenic symptomatoloyy
for example, has been found to be associated with decreased
recidivism over a 12 month period (Chou & Klein, 1985).

Expressed emotion. Emotional responses and interpersonal

t

interactions within the home also have become a subject of
investigation, inspired by the earlier and unexpected findings
that patients often fare better when discharged to sit:ations
other than spcusal or parental homes (Falloon, 1988). Tr-om this
line ot study, the variable "expressed emotion" has emerged
{Brown, Monck, Carstairs, & Wing, 1962; Brown, E?rley, & Wing,
1872; VvVaughn & Letff, 1976a}.

Expressed emotion is defined by "the number of critical
comments expressed by the relative about the patient, hostility
expressed toward the patient (almost always associated with high
levels of criticism}, and emoctional ovexrinvolvement, viz.,
excessive protectiveness and intrusive concern" (Karno et al.,
1987, p. 143), and is contrasted with more secure and supportive
environments which allow for individuation.

Expressed emotion has become a variable of considerable
interest in the more recent literature, aﬁd has consistently been
linked to unfavorable ocutcomes. Patlents released to home
settings where one reiative has a high expressed emotion index
are at a much greater risk of relapse than are those patients
released to homes with only low expressed emotion index relatives
{Karno et al., 1987; Vaughn et al., 1982; and see Bland, 1982 for

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

least one household member during the pre-admission crisis raises



the probability of subsequent florid episodes of schizophrenic
symptoms fourfold" (Falloon, 1988, p. 270).

Though cultural differences have emerged in the prevalence
of high versus lov expressed emotion, the predictive importance
¢f high expressed emotion has been validated cross-culturally
(Karno et al., 1987; Vaughn et al., 1982), and also generalizes
across diagnostic groups other than schizophrenia (Falloon, 1988;
Vaughn & Leff, 1976Lh).

Aftercare Services

This category includes any interventions provided to
patients following their discharge from psychiatric facilities,
and ranges from basic medication maintenance to the more
sophisticated, assertive outreach programs currently being
developed and intensively studied. Generally speaking, the more
comprehensive the aftexrcare, the more successful it is in
enabling patients to maintain themselves in the community.

Qutpatient drug maintenance. A large body of data supports

the conclusion that withdrawal from prescribed medication leads
to behavioral deterioration (Anthony et al., 1978, p. 369).
Gaebel and Pietzcker (1985) cite a review study that reported an
"assured relapse-prophalyctic effect" for 60 to 70% of
psychiatric patients. Despite these findings, a large
controversy exists on the merits of continuous psychotropic drug
therapy because of the serious and often irreversible side-
effects of prolonged maintenance medication. 1In addition, it has
been found that "approximately 20-50 percent of patients on

placebo do not relapse and that 20-50 percent of patients on
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drugs do" (Davis, Gosenfeld, & Tsai, 1976 as cited in Anthony et
al., 1978, p. 369).

With regard to studies specifically examining the
relationship between adherence to medication and recidivism, sone
positive results have been reported. Gaebel and Pietzcker (1985}
found that patients who maintained continuous treatment with
neurcoleptic medications were rehospitalized significantly less
often over a one year period that those who did not maintain
medication regimes. Similarly, MacMillan et al., (1986) found
that patients on continucus medication regimes were less likely
to relapse and be re-admitted to hospital than placebo control
subjects. Chou and Klein (1985) found that adherence to
prescribed medication was significantly related to less
rehospitalization among a sample of black schizophrenics. 1In
none of these studles hovwever, were Cthe effects of treatment
contact time examined with regard to findings of medication
efficacy.

In contrast to these positive findings, Anthony and
colleagues (Anthony et al., 1972; Anthony et al., 1978), aftex
reviewing a large body of literature, concluded that drug
maintenance without periodic outpatient treatment contacts does
not affect recidivism. What this suggests, is that it is not
drug therapy per se that protects patients from
rehospitalization, but the effects of medication regimes combined

Fe
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with out-patient treatment conta
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Aftercare clinics. Aftercare clinics or community mental

health centres, are where clients are typically retfterred upon
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discharge from hospital to receive ongoing out-patient treatwment.
At the mental health centre, the client is assigned to a case
manager from amongst a multi-disciplinary team, whose task is to
organize follow-up care. This may consist of regular medication
review by a staff psychiatrist, counselling or psychotherapy, as
well as social and family support where necessary (Hoult, 1986).
Typically, the patient is interviewed briefly and has their
medication reviewed at least once a month (Anthony et al., 1972).
Staff are usually available only during regqular working hours,
and not iIn the later evening or on weekends.

After a thorough literature review, Anthony et al., (1972)
concluded that there is a significant decrease in recidivisn
rates for those who attend aftercare clinics. Within six months
to one year after discharge these authors found that recidivism
rates were typically less than 20%, and as low as 37% for five
years post-discharge. There is also some indication that
aftercare clinics may be most beneficlal for the most severely
111 patients, but the problem of inadequate service utilization
looms large (Anthony et al., 1978;).

The significance of these findings 1is difficult to evaluate
however, as standard aftercare is of a "passive-response" nature,
with the 1lnitiative to seek treatment often being left to the
patients and their relatives {(Hoult, 1986). Hence, it is unclear
whether the beneficial effects observed in regard to attendance
at aftercare clinics is due to the medication received, othex
kinds of services offered, or type of patient who attends

(Anthony et al., 1978). As Anthony et al., (1972) suggest, the
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variable of patient motivation, may be more important than the
treatment received.

Transitional facilities. Under the heading of transitional

tacilities are those community services designed to serve as
"stepping stones" between in-hospital care and fully independent
living. Included here are home or family care, daycare centres
or day-hospitalization, halfway houses, sheltered workshops,
boarding homes, and patient lodge societies.

In this line of research, the concensus 1s that continuity
of aftercare is significantly related to a reduction in rates of
recidivism (Anthony et al., 1872; Anthony et al., 1978; Byers &
Cohen, 1979; Dellario & Anthony, 1981; Erickscen, 1975; Stein &
Test, 1980). However, these differences in re-admission rates
are observed only as long as the patient remains a member of the
facility, and are washed-out completely by 18 months after
treatment termination (see above ciltations).

With regard to comparative efficacy of the various types of
transitional facilitlies noted above, Braun et al., (1981) noted
that there is insufficient evidence to address this guestion.
Kruzich (1985; Kruzich & Berg, 1935} examined potent elements of
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 scheduled though flexible daily
activities directed towards skills training. In general,
however, findings on the long-term efficacy of time-limited

transitional treatment programs are not promising.
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Carling (1990) goes further, and cites a critigque on
residential treatment settings as creating major difficulties for
the individual patient including learning skills that are most
relevant to group living, chronic dislocation through successive
moves as improvements in functioning requires a physical move,
and an ultimate return to residential treatment because of the
inattention to stable housing. Hence, it is suggested that the
evidence of effectiveness of residential programs 1s highly
suspect as they fall considerably short of helping people to
achieve lasting community integration, and potentially, interfere
with a speedy return to independent community living.

Assertive outreach programs. Another newer type of

transitional service employs a transitional person rather than a
transitional facility. Such rehabllitation-oriented programs are
known by a variety of different names such as the Training in
Community Living model (TCL), Community Support Systems (CSS),
and Assertive Outreach Programs (AOP).

These never treatment programs evolved in part as a result
of the promising results of earlier studies whereby community
volunteers or "enablers" provided follow-up counselling that was
characterized by extensive involvement in many aspects of the
patient's life (see Anthony et al., 1978; and Anthony et al.,
1872 for reviews). These "enablers" provided skills training,
censultation, and assistance to those patients assigned to them.
In these studies, recidivism rates were dramatically reduced for
the counselled group. For example, in one study, the one year

recidivism rate was 11% for the counselled group as compared with

Lo
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34% for the noncounseled control group (Katkin, et al., 1971 as
cited in Anthony et al., 1972).

Community-based treatment programs have continued to evolve
over time and are nov being designed to encompass a vast array of
factors that are reguired if patients are to surxrvive in the
community (Anthony, Cohen, & Farkas, 1990). Stein and Test

(1980, p. 393) have articulated these requirements as including:

:

«t

material resources such as food, shelter, clothing, and medical
care; coping skills to meet the demands of community life;
motivation to persevere and remain involved with life; freedom
from pathologically dependent relationships; support and
education cof community members; and a support system that
assertively helps the patient with the previcus five
reguirements.

The concept of the Community Support System (C55) emerged in
1577 as an "apprwouach to building a system of local services for
the chronically mentally 111 ... and was defined a3s a network of
caring and responsible people committed to assisting a vulnerable
population to meet their needs and develop their potentials
without being unnecessarily isolated or excluded from the
community" (Perlman et al., 1985, p. 405-406). The CSS was
developed and implemented by Turner and TenHoor in 1978 (cf.
Anthony & Blanch, 1989%; and Perliman et al., 1985). Main
components of the CSS were case management and local
rehabilitative programs. '"Case managers at designated agencies
were to act as advocates, friendly advisers, escorts,

facilitators, and interpreters for their clients. They were to
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help link clients to services and help clients and th
acquire entitlements and successfully negotiate the bureaucracy
that they encounter in seeking services” {Perlman, Melnick, &
Kentera, 1985, p. 406).

Implementation of such programs however, is extremely
complex (Anthony, Cohen, & Farkas, 1990). For example, Anthony
and Blanch (1989) list 12 sexvice components involved in €S8 and
suggest that multiple fragmented service systems can interfere
with effective service delivery, and therefore well-co-ordinated
resources and services are necessary. Hence, their 12 components
are integrated through formal arrangements involving joint
planning, financing, training, and monitoring and/or evaluation.
They suggest also the need for legislated relationships and
program models, financing mechanisms, interagency linkages, and
assignment of responsibility.

Stein and Test's (1980) "Training in Community Living" (TCL)
assertive outreach treatment program is similar, and was
implemented by retrained mental-hospital ward staff who were
transplanted to the community. Staff coverage was available 2
hours a day, seven days a week, and patient programs were
individually tallored to improve coping-skill deficits.

Treatment took place in vivo, and staff taught and assisted
patients in daily living activities. Patients were given
sustained and intensive assistance in finding a job, were aided
in the constructive use of leisure time, and in the development
of effective social skills. Perhaps most importantly, the

program was "assertive", so that, for example, if a patient
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failed to report for work, "a staff member immediately went to
the patient's home to help with any problem that was interfering"”
(Stein & Test, 1980, p. 333-394; and see Test, 1990).

One other highly successful program, that incorporates a
similar phileosophy, is a unique mutual help organization called
GROW Inc. (cft. Salem, 1984). This group was founded in Australia
in 1857 by a group of ex-patients recovering from mental
breakdown. It now has groups in five countries across the globe.
This uniqgque group owes 1ts success to its philosophy of a "caring
and sharing community" whereby GROW becomes an integral part of
the individual's life through weekly meetings, social gatherings,
regqularly assigned contacts between members, and drep-in centres.
Though involvement in this group is voluntary and the extent of
involvement is highly flexible, the group 1s again assertive in
that members go into the hospitals to introduce patients to the
organization before they are released, and efforts are made to
involve them once they have relocated to the community.

The intent of these programs is to facilitate successful
community living for ex-psychiatric patients. Medications are
administered and monitored as prescribed, and hospitalization is
also used if necessary. Hospitalization however, 1s intended to
be used only for protection when the patient is imminently

suicidal or homicidal, when there are significant medical

problems, or when psychosis is so severe as to warrant a short-
stay admission to interrupt the process as guickly as possible
{Stein & Test, 1580).
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Though each of these prodgrams describe thelr componentz In
slightly different terms, basic similarities exist. First, they
consist of an integrated system of multiple services designed to
assist clients in meeting all their basic needs for community
living. Secondly, the programs are flexible with the 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 left solely to the patient's initiative. The
staff go to where the patients are, and treatment takes place in
vivo. Finally, programs are intended to be long-term and on-
going, as opposed to time limited. Salem (1984) articulated
these as basic characteristics necessary for effective aftercare
sexrvice,

In evaluating the outcomes of these various assertive
outreach programs, there is a large degree of concensus.
Patients in the "experimental” condition of some form of
assertive outreach program show significantly lower recidivism
rates than "controls"” receiving standard community aftercare
(Bond, Miller, Krumwied, & Ward, 1988; Bond et al., 1989;
Cannady, 1982; Carling, 1390; Hoult, 1986; Test, 1990; Test &
Stein, 1980).

One of the most dramatic reports on the efficacy of such
innovative rehabilitation programs is the "Vermont Story"
(Harding, Brooks, Ashikaga, Strauss, & Breier, 1987a; Harding,

rooks, Ashikaga, Strauss, & Breier, 1987b). This is a 32-year

prospective, longitudinal study of 269 profoundly ill, long-stay
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schizophrenic patients who were discharged from the back wards at
the Vermont State Hospital. It found that one-half te two-thirds
of this sanple were rated as Y"conslderably improved" or
"recovered" with the assistance of a "comprehensive
rehablilitation program" (Harding, et al., 1987a; Harding, et al.,
1987b).

The 32-year follow-~up measures of functioning used in tThis
study included well known instruments such as the Global
Assessment Scale, The Research Diagnostic Criteria Screening
Interview, The Brief Psychiatric Rating Scale, and the Mini
Mental State Examination among others. Data from this structured
interview battery was comrbined with clinical observations
obtained in the three hour interview, and all ratings were
verified by additional informants who knew the subject well. In
additicn, the interviewers used at follow-up were blind to

.

on about the subjects.
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o striking in fact are the results of the "Vermont Story"
that they challenge the expected uniformly poor ocutcome inherent
in the diagnostic criteria of schizophrenia (DSM-III-R), which
describes the most common course as one of "acute exacerbations
with residual impairment between episodes" [Bmerican Psychiatric
Asscciation (APA), 1987, p. 1911, and continued symptoms,
unemployment, social isolation, and inability to care for
themselves,

However, as with the findings on transitional facilities,
these differences in outcome do not persist once the program is

terminated. Test and Stein (1980) for example, report that when
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their TCL program ceased, patients regressed and thelr use of in-
hospital treatment rose sharply.

Braun et al., (1981) after reviewing the literature on
aftercare treatment outcomes, concluded that this body of work is
fraught with methodological problems. These include biased
allocation of patients, insufficient information on potentially
confounding variables such as drug therapy, an absence of clear
and validated diagnostic criteria, and a poverty of information
describing conventional care. As a result, these authors were
able to make only a gualified conclusion that: "... selected
patients managed outside the hospital in experimental programs do
no worse and by some criteria have psychiatric outcomes superior
to theose of hospitalized control patients ... [(butl] drug
treatment may account for a substantial part of the reduction of
hospital admissions in some experimental studies” (Braun et al.,
1981, p. 747).

These programs can nevertheless be admired as being in
keeping with the policy of treatment in the least restrictive
environment with the least intrusive forms of intervention
(Pallak, 19390), and possibly in being as effective as
hospitalization but at a lower eventual cost. But numerous
complaints have been made regarding the current assertive
aftercare programs. One of the most widely voiced criticisms is
that comsumers of mental health services, (i.e., mental patients
and thelr families) should be, but are not included in the
planning of comprehensive community-based service systems, as

they are able to identify realistic goals for themselves (Anthony
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et al., 1996; Carling, 1990; Romeo, Mauch, & Morrison, 1990;
Weisburd, 19%0). As a result, many clients perceive the services
as unappealing, lnappropriate, or demeaning, and under-utilize
them (Anthony et al., 1990; Test, 1990). For exanple, in a
survey of 112 self-identified homeless recidivists, Ball and
Havasszy (1984) found a strikingly low priority placed on
psychological and social services currently offerred in the
community. These patients placed blame for their inability to
avold re-admissions on a lack of basic resources for survival
such as housing, employment, food, and money. Chamberliin and
Rogers (1990) also stress the fact that clients need what
everyone else needs: a place to live, a job, and friends.

In addition to the need to involve consumers in the planning
of community treatment initiatives, the need for flexibility in
treatment has also been repeatedly voiced (Bachrach, 1979;
Carling, 1990; Salem, 1984; Test, 1990). "Persons who are
psychiatrically disabled need different services, at different
times, and at different levels of intensity. ... Thus, the
service system must develop a large range of service
alternatives, packaged differently for different clients"

03.

[l

(Anthony, Cochen, & Kennard, 1385%06, p. 12
In 1988, Farkas, Cohen, and Nemec surveyed rehabilitation-
oriented community and hospital agencies, and found that while
these programs report that they highly value client involvement,
and a program focused on improving skills and resourse
utilization, in practise, these values are only beginning to be

implemented systematically.
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Generally speaking, post-discharge measures, as a class,
have been more successful in terms of predicting recidivism than
factors measured prior to this event. Post-hospital employment,
social support, and living situation have all been found to
relate to redicivism, though these variables may be confounded
with levels of pathology or functional ability. Alternatively,
or in addition, these variables may confer a protective function
by providing for patients' greater integration in the community.

With respect to living situation, a variable of considerable
interest, expressed emotion, has recently emerged. This factor,
measuring interpersonal dynamics within the home, has been found
to reliably predict post-discharge cutcomes; a finding that holds
across diagnostic groups and across cultures.

Regarding aftercare services, patient motivation appears to
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be a powerful moderato

N
n

ts, a rograms where
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contact is left to the patients' initiative have reported limited

suceces

i

. Transitional facilities and other time limited progranms
have demonstrated gocd outcomes in terms of recidivism, but these
positive effects disappear once patients discontinue membership.
The most success in aftercare treatment has been reported with
the more modern, innovative rxrehabilitation programs that are
comprehensive in nature. Assertive outreach programs in
particular, have proven to be extremely successful in terms of
reducing recidivism rates. BAs with other aftercare services,
supportive treatment must continue over extended periods of time

if beneftits are to be maintained.
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Summary

There 1s a consistency in the finding that past behavior
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1981). Fox example, number of previous admissions is generally
found to be the best predictor of future hospitalizations, while

employment history is dgenerally the bhest predictor of post-

discharge employment. In certain cases however, this
relationship has not been found to hold, as in the case of in-

hospital adjustment failing to predict community adjustment

There are many possible criteria to use in assessing ouvtcome
foillowing hospital discharge, and most authors now agree that
outcome is a multi-gdimensional phenomencon with no single varilable
encapsulating all others (Gaebel & Pletzckeyr, 1985; Goering et

al., 1984; Kokes et al., 1977). Additionally, the correlation

f'a

between different outcome variables has heen found to be mode

at best (Erickson, 1975; Strauss & Carpenter, 1977; Strauss et

al,, 1981) or independent for cexrtaln variables (e.g., post-

—~

hospital employment and recidivism, see Buell & Antheny, 1976).
Recidivism or xrehospitalization however, is a single, highly
efficient measure that 1is most frequently used in the literature

n index of ultimate success at

ol

on post-discharge outcomes. As

[

reintegration into the community, this variable 1s uniquely

informative. It reflects, or is a conseguence of, many other




factors, and hence inmplicitly recognizes the multi-variate nature

of post-discharge outcome. It is also methodologically superior

in that it is simple to collect, highly reliable, easily
guantified, and readily conparable across studies.

More recently, research efforts have centered around the
search for predictors of post-discharge outcome, or more
specifically, correlates of recidivism, in an attempt to improve
on the high rates of re-admission among psychiatric patients. In
this line of study, measures have been taken before, during, and
after hospitalization, and studies typically include numerous

Y

ables in an attemplt to derive a predictive algcrithm.
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Premorpbid predictors include demographics, soclal and

employment history, and personality, and none of these have Dbeeéen

shown to reliably relate to post-discharge outcome. Personality,

»

however as a predictor of post-discharge success, has not been

adequate
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part to earlier reports of non-significant findings. Although

ey

seemingly dismissed by authors in the field, this factor may
indeed hold some promise, as personality has been shown to have
powerful effects on health and lllness in other situations. This
hypothesis will be explored further in the section(s) to follow.
In-hospital measures such as severity of illness, waxd

behavior, and treatment regimes have also not proven to be useful

in terms of predicting future adiustment. The exception here is
the consistent finding that the number of previous admissions
significantly predicts future rehospitalization. he exact

meaning of this finding is difficult to discern, as presumably,
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cnce a perscen's psychiatric history is known, the likelihood cf
rehospitalization is increased. Additionally, though this

finding 1is consistent, the amount of variance in outcome that is

fes]

explained by this variable is generally limited.

"The need to predict recidivists has long been recognized.
Early studies of hospital readmission were principally
concerned with predicting readmission from patient diagnosis
and personal characteristics. However, the relationship
between particular demographic and in-hospital measures and
subsequent hospital readmission is small, 1f there is any at
all. These findings have lead some researchers to conclude
that current situational factors are better predictors of
outcome than the less contemporary factors" (Byers & Cohen,
1979, p. 327-328).

Of the major classes of predictors of rehospitalization,
post-discharge factors have proven to be most successful. Modest
but consistent relationships have bheen found between
rehospltalization and post-discharge employment, social supports,
and living situation, though these variables may be confounded
with severity of illness or other aspects of functional capacity.
Alternatively, these factors may directly confer protection

against rehospitalization by fostering community re-integration.

Expressed emotion is a recently developed index of familial

feen

nteractions and has a strong and consistent relationship with
post-discharge outcomes.

Research on the nature of aftercare services has revealed
that assertive and ongoing programn~ are necessary 1f patients are
to remain successfully out of hospital. Many such innovative
programs are currently being developed and evaluated, and

preliminary findings suggest that comprehensive and long-term
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aftercare is significantly related to post-dizcharge success in
terms of future recidivism.

As previously discussed, the role of personality in the
predicticn of hospital re-admission has not been adequately
addressed to date. Additionally, since this variable has been
found tc be important to health and well-being in other contexts,

nto the utility of personality as a factor

=
i

further investigation
influencing post-discharge adjustment appears warranted. 1In the

following chapter, the relationship between personality and well-
being will be reviewed, with particular emphasis on the specific

persconality factors chosen for inclusion in the empirical

investigation to follow.




CHAPTER III

PERSONALITY AS PREDICTOR OF HEALTH AND ILLNESS

The idea that personality may prove fruitful as a predictor

0of recidivism is predicated on the notion that personality

joy

structure is the underlying foundation upon which mental illness

develops and progresses. This assertion is reflected in the

prominence ascribed to personality in the DSM-III, by providing a

S £

= ; =

separate axis (Axis I1) ftor diagnoses within this domain.

... Relevant to this partitioning decision was the assertion
that persconality can sexve usefully as a dynamic substrate
of affective, cognitive, and behavioral dispesitions from
which clinicians can better grasp the "meaning" of their
patients' more transient or florid disorders. In the DSM-
111, then, personality disorders have not only attained a
nosological status of prominence in their own right, but
they have been assigned a contextual role that makes them
fundamental to the understanding of cther psychopathologies.
... Psychological 111 health [{is] not merely a product of
psychic stress alone, but represents deficiencies in the
personality svystems' capacity to cope with particular
psychosocial LﬂVlrunment,. ... [Furthermorel the ordinary
characteristics that comprise the patient's personality will
elicit reactions that feed back to shape the future course
of whatevex im;alrments the person may already have... [and]l
influence wh their problems will improve, stabilize, or
intensify ({(HMi 1986, pp. 542-644).
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However, despite this recognized inmport of personality, the
patient's personality is still largely negliected in contemporary
psychiatric practise (Walton, 1986).

Walton (1986}, conducted an excepticnal longitudinal study,
spanning more than ten years, investigating the empirical
relationship between personality and psychiatric illness. He
concluded that the relationship between personality and illness

ountcome is a complex, interactive one. He found for example,

F=
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that sociopathic patients with less severe illnesses do as well
prognostically as those not personally deviant, but those with
sociopathic traits who have serlious illnesses recover less well.
He further concluded that the category approach advocated by DSM-
III is not emploved reliably by psychilatrists, which is a serious

implicaticon for research attempting to examine this variable. A

dimensional system of personality assessment, on the other hand,

L"!
D

d4 on trait ratings, was found to be significantly stable,
even over periods of up to five years. Though Walton's reseaxrch
did not support the hypothesis that personality diagnosis
predicts outcome from illiness, he did find that this variable had
predictive implications for the adequacy of patlients' subsequent
social adjustment, three years later. Egually informative in
this regard were category diagnosis, dimensional profiles, and

pasychometric tests of personality.

As previously discussed, personality has begun to achieve a
position of increaszed prominence in more recent years, DSM-III

has established personality a unigue dimension, separate and

n
o}

distinct from other dimensions of psychlatric iliness, and as an

important factor to consider in the development, course and

eventual cutcome of octher disorders.

In addition to DSM-III's instruction to include personality

[y

n one's consideration of patient status, studies in other areas
also provide support for the notion that personality may have a
significant bearing on post-discharge outcomes.

the literature on the stressful life events - illness

bt
o

paradigm, personality has emerged as a central variable. As a

m
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that the highly reliable
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correlation betveen stressful life events and both physical and

mental illness was quite low, researchers began to look for

o
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varlables that moderate, buffer, or systematically vary the

-

illness-provoking effects of life stress. This paradigm shift

i

rom a linear, single factor cause and effect model to a

nultidimensional, interactive framevork was also reflected in the

<

"vulnerabi theory" conception of the etiology of mental

et

o

ot
e

iliness (Zubin & Spring, 1977). Z2ubin and Spring (1977} posited

= )

3

ti-dimensionally

Jond
pmt

that susceptibility to illness was m
determined, with explicit consideration of a host of factors

.

including genetic and biological constitution, learning

8

experiences, soclilal support, coplilng styles, stressful life
events, psychological predispositions, and personality. This
theorecical shift was eventually empiri ly demonstrated in a
studies exanmining idiosyncratic tendencies, and groups

-

of individuals who are particularly eptible or resistant to

U‘\
o

illness when under stress. Perscnality then wvas established as a

o

potent moderatoxr variable in the effects of life stress.
In this area of ressarch, several different personality

dimensions have been studlied, including "Locus of Control®,

‘Sensation Seeking", the "A-B" dimension, coherence, commitment,

self-esteem, self-denigration and mastery, hardiness, optimism,
and independence {see Toth, 1586 for a review of these studies).

}-—4»
o

On each of these dimensions, the signit impact of
perscnality on health and well-being has been empirically

demonstrated.
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of the vast and potentially unlimited array of psrzonallty
characteristics available for study, three specific dimensions

have been chosen for investigation in the empirical study to

follow: dispositional optimism, locus of control, and

interpersonal dependency. These particular dimensions wexe

chosen as they have been used in other areas of research vhere

they have had a significant etffect on health-related outconmes,
-

but have yet to be studied in the context of post-discharge

success. In addition, they have theoretical relevance regarding

rt
oy
(v
73
fu
=
oF
o
1
o]
—
Pl
H
n
[0

ituation of discharge from psychilatric

facilities. These dimensions and the measures avallable feoxr each
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Dispositiconal Optimisn

Dispositional cptimism was selected for the present study on
£ £ L Y

d

the basis of recent research linking this variable to a variety

of positive health-related ouvtcomes.

Although theres has long been a popular interest in the
‘power of positive thinking', this variable is a relatively new
concept in the psychologlical literature, first mentioned in the
early 1980's by Carver and Scheier (1981, 1582, 1983).
Dispositional optimism is defined as an orientation towards the

generalized expectation that good things will happen, and 1is
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s a s rsonality characteristic with a high
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al consistency and a wide range of

appiicability.
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The Measurement of Cptimism

There are three existing devices for measuring optimism: 1)
The Hopelessness Scale (Beck, Weissman, lester, & Trexler, 1974);

2} the Generalil

o

ed Expectancy for Success Scale {(Fibel & Hale,

1978); and 3) the Life Orientation Test (Scheier & Carver,

The Hopelessness Scale. The Hopelessness Scale is designed

o

Lo assess depressive affect and loss of motivation, in addition
to generalized expectancies. Because it is geared more toward

assessing varlables affecting depression, than toward opti

;...;
(..J
=]

per se, 1ts use was rejected for purposes of the empirical study
to follow.

The Generalized FExpectancy for Success Scale. Expectancy

judgments can range from very specific (e.g., "Can I finish this

one last guestion?") te very general {a.qg. "Do good things
. ol r o]

N

and The Generalized Expectancy for

=3

L1 B
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[

usually happen to 1

Success Scale assesses people's expectations regarding outcomes
in specific concrete behavioral domains (e.qg., parenting, careser,

...). Because of its specificity, this scale was rejected fox
use in the present study.

5 of the

m

is thought tc be more profitable for purpose

[

present study to measure a person's generalized outcome
expectancies rather than expectancies that are specific in
nature, because the kKinds of problems encountered in every-day
iife often are very general in scope, or are multliply determined.
In other cases, the person may have had no prior experience with

the given stressor, or the stressful event may unfold over a

&
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relatively long period of time such that generalized

expectancies, rather than specific, may play a more laportant
role in motivating behavicr. Recause most theorists on
expectancy and self-control of behavior suggest that the best
predictions are made when the expectancy in guestion matches the
level of specificity of oulcome (Scheier & Carver, 1987}, the
Generalized Expectancy for Success Scale was thought to be too
task-oriented and role specific for purposes of the study to
follow.

The Life Urientation Test (LOT). The final measure of

=

optimism, and the one that was preferred for the empirical
investigation to follow is the Life Orientation Test (LOT). The
LOT consists of 12 self-report, 5-point Likert scale items
responded to by indicating extent of agreement ranging from
*strongly agree® (4} to "strongly disagree" (0). Four items axe

-

phrased in a positive way (e.g., "In uncertain times, I usually

expect the hest") and four iltems phrased negatively (e. "It
something can go wrong for me, it will") The final four items
{2, 6, 7, 10) are riller items. The LOT is scored by reverse

coding the negatively worded items ({3 8 g 123 and then summing
3 ’ 7 r o
, 11 and 12 to vield a single optimism

’ ’ ’ Y

score. Higher scores indicate a more optimistic outlook.
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12 suggest that this 1s a
reasonably sound instrument (cf. Scheler & Carver, 1885). Factor
analyses indicate that it measures a unidimensional concept as

intended. Cronbach's alpha {.76) reveals adeguate internal

reliability; and test-retest reliabllity is good over a four week
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{r=.79) and 13 week (r=.72) interval. Construct validity has
een established by correlations in the theoretically appropriate

b
direction (Scheier & Carver, 198%) with internal-external control

{Rotter, 1966), self-esteem (Rosenberg, 1865), depression (Beck,

1967), hopelessness (Beck, Weissman, Lester, & Trexler, 1974),

alienation (Maddi, Kobasa, & Hoover, 1979), and percelved stress
(Cohen, Kamarck, & Mermelstelin, 1983). Additionally, responses

te the LOT have been reported to be independent of self-
conscliousness (Fenigstein, Scheler, & Buss, 1975), and social

desirability (Crowne & Marlowe, 1964) influences.

Although the LOT has been used with cardiac patients
{Scheier et al.,, 19858} and alccholics (Stack et al., 1987}, most

prior research has been confined to samples of undergraduate
university students. To¢ the knowledge of the present author, the

empirical investigation reported in this dissertation is the

are phrased in fairly simplistic terms, with unsophisticated
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question however {(I'm a belliever in the idea that "every cloud
has a silver lining") requires the abllity of abstract thinking,

H

one area of cognitive functioning that is often compromised in

the empirical investigation to follow, either the present author

i

or another research staff was typically available for assistanc

to subjects while they were completing the self-report
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gquestionnalres, and 1t was very
for clarification c¢f any questionnaire item.

However, as published noxrms foxr this instrument are not
available for psychiatric samples, a pllot study was conducted

{see Chapter V) to estahlish the comparability of its usage in

empirical investigation to follow, the remainder of lthe

literature review regarding optimism will focus primarily on
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findings involving the use of

it has been repeatedly documented that aan optimistic
orientation ultimately has favourable lmplications with regard to
health and illness (Reker & Wong. 1983; Bcheler & Carxver, 1985).

Literature has begun to accumulate in the areas o¢f both physical
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confirming the theory that dispositional optimism exerts a strond
X i

Reker and Wong {13983} for example, found that

symptoms and more positive physical, psychological, and general

well-being at a two-year follow-up. Biases in self-reporting
however, were not examined for in this study, and therefore it is
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tation

confirmed the finding of a prospective relationship between

optimism and symptom reporting in a group of college students

rx

“h

coping with the very stressful final, four week pericd of an

academic semester of study. In this study, optimism was

significantly related to symptom reporting both at the outset of
1. . P S o PP P L B 3 ~
the study and four weeks later on the last day of classes. The

prospective relationship between optimism and symptom reporting

aificant even after the association hetween these

;l.\

variables at the initial assessment time was partialled out.

To contr for the possibility that sense of physical well-
being predicted optimism over tim symptom reporting at Time !

was correlated with optimism 3t Time 2, partialling ocut the
effects of optimism at Time 1. The magnitude of the resulting
partial correlation was n:ar zero, indicating that the

ptimism {(at Time

r{’,
1-;
e

reilationship between sympeoms {(at Time 1) and
2} disappears complztely when initiazl levels of optimism are
partialled out. Hence, 1t was not the case that optimism
resulted from ilnitial low levels of symp*omatology, but rather,
that optimlism predicted symptonm reporiting over time.

levels of subjective symptonm
reporting reflects the fact that they mereiy "put on a happy
face" rather than actually experiencing fewey sympltoms was

t patients recovering from coronary

artery bypass surgery {S8chelier, HMatthews, Owens, Abbott,
J g b ? 7
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significantly faster rate of recovery aix to eight days post-

r
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operatively, and tended to reach objectively recorded
of recovery" faster than pessimists. Additionally, optimists
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well-being both during and immediately

and evidenced a faster rece
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even when the physical health status
of patients prior to surgery was considered. In this study,
optimists also reported Delng less hostlle, less depressed,

satisfaction with work, and finally, a higher self-reported

In a separate study {Carver & Gaines, 1587), cptimists were

found to be less susceptible to the development of post-partum

# Scheler and Carvexr (1986) found that the obs ed rela

between hostility and health-related ocutcomes was the res
relationship between hostility and coptimism, with The lat
variable accounting for the link to physical well-being.
Similarly, it has been hypothesized (Scheier & Carver, 1987) that
the health-related buffering effects of personality-based
hardiness (Kchasa, 1979) reflect the underlying relation between
hardiness and optimism, again, with optimism being responsible
for the buffering effect.




o
<
i
i._l
i._l
.
pat

[Ee;

for earlier levels of derressive symptoms.

In sum, several studies have successfully linked optimism to

Bragne

a number of positive health-relevant outcomes ranging from

psychological symptomatolegy to quality of life to physical signs
t

Mechanism of Action: Optimism and Coping

One mechanism proposed to account for the observed

celatlionship between optimism and health is that of coping
processes. Research has generally borne out the assumption that
expectanclies function as determinants of behavior in situations
such as dealing with specific fears {(Carver, Blaney, & Scheier,
1979%a), solving cognitive problems (Carver, Blaney, & Scheier,
197%b); and test anxiety {Carvexr, Peterson, Follansbee, &
Schelex, 1983). Optimism has also been shown to be related to

s' (Coyne, Aldwin, & Lazarus, 1981; Folkman
& Lazarus, 1980; Lazarus 1966; Lazarus & Folkman, 1984), model of
transformational coping processes (Scheler et al., 1986; Scheier
& Carver, 1987).

Lazarus has described two general ways that people cope with
stressful circumstances: 1) problem-focused coping, which
involves action with the objective of removing or circumventing
stressful stimuli; and 2) emotion-focused coping, which involves

the attempt to reduce or eliminate the emotional distress

A-u’-

with stressful situations. Although 1t has been found

Cl

associate
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that in most situations, people engadge in a mixture of these two

strategies, there is evidence that cexrtaln variables influence
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which strateqy will predominate (Folkman & Lazarus, 1980; HMcCrae,

[

1984). Problem-focused coping is most likely to be used where
people believe that something constructive can be done, whereas

emotion~-focused coping 1s initiated when people believe the
situation is one that must be endured.

According to Carver and Scheler's theoretical model of
behavioral self-regulation (1981, 1983, 1985), dispositional
optimism is seen to have implications for the manner in which

people deal with the st

i
4

sses of life. The central tenet of
Carver and Scheier's theorlizing is that people's actions are
generally affected by their beliefs about the probable ocutcomes
of those actions. Consistent with established findings in the
more general area of coping research, it is thought that people
who expect successful outcomes (i.e., optimists), continue to
exert efforts at attaining those outcomes, even when deing so is
difficult. Alternatively, 1f expectancies are sufficiently
unfavourable, people reduce their efforts and eventually
disengage themselves from further pursuit of the goals.

Since optimism is operationalized as the general expectancy
for good outcemes, it follows that this should be associated with
active problem-focused attempts to deal with stressors. Scheier
et al. (1986} found that optimism was positively correlated with
the use of problem-~focused coping in a variety of stressful
situations.

" ... Optimists display coping patterns that involve

continued positive striving and making the best of whatever

situation they are confronting. Pessimists, in contrast,
try to deny the stressor's reality, are preoccupied with

their emotional distress, and tend to disengage from the
goals with which the stressor is interfering. Stated more

[»»]
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simply, and more starkly, when confronting adversity

optimists keep trying, whereas pessimists are more likely to

get upset and give up” {(Scheier & Carver, 1987, p. 191)

These researchers also found that optimists used a strategy
of acceptance/resignation, but did s¢ only when the stressor wvas
appraised as uncontrollable {(Scheier et al., 1986).

On the baslis of these results, Scheiler and Carvexr (1987}
conclude: M"These coping-strategy differences may provide an

y part) for the link that has been

oo

explanation (at least i
established between optimism and physical well-being”™ (p. 1913.

Literature on coping and adaptational outcomes confirms that
such a pattern of coping strategles produces more favourable
outcomes in terms of psychological distress, long-ter
adjustment, and a variety of physical indices (e.g., Andreason &
Norris, 1972; Averill & Rosenn, 1982; Barth, Schinke, & Maxwell,
1983; Cohen & Lazarus, 1973; Cohen & Roth, 1984; Felton,
Revenson, & Hinrichsen, 1984; Ilfeld, 1980; Kchasa, 1982). Taken
together, these findings suggest that optimism may conter a
coping advantage not only when something can be done to deal with
a stressful event, but also when the event must be accepted and
to which the person must accommodate.

Consistent with these findings on optimism and coping, and
also of direct relevance to the present study, 1s the finding
that pessimists are less likely than optimists to successfully
complete an aftercare program (i.e., stay abstinent) following
treatment for alcoholism (r=.29; p<.05) (Stack, Carver, & Blaney,
1987). Dispositional optimism was a highly significant predictorxr

of successful completion of the program even when the effects of
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other variables were partlalled out (r=.48)
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cptimism is guite significant, given the fact that 50-90% of
treated alcoholics will eventually relapse. The fact that
optimism was related to relapse following treatment suggests that
it may also have some utility with respect to predicting relapse
(i.e., recidivism) among a broader psychiatric group.

Re-interpreting Othexr Findings: Hostility and Hardiness

Two other personality variables, hostility and hardiness,

have also been linked to physical well-being in the psychological

ot

literature. Both of these, however, are marked by conceptual

e

ambiguity and share a number of common features with optimism,

ot

and can be readlly recast in terms of dispositional optimism

(Scheler & Carver, 1987).

Hostility, popularly measured by the 50-item Cook-Medley
Hostility Scale (1954) derived from the MMPI, has been implicated
in several major health problems. The potent factor contributing
to these findings is unclear as factor analysis reveals at least
two separate factors (cynicism and paranocid alienation), neither
of which explicitly defines a sense of hostility (Costa,
Zonderman, McCrae, & Williams, 1986 as cited in Carver & Scheiex,
1986). Additionally, this measure also correlates with several
other personality characteristics and psychosocial measures such
as negativity, depressicn, social support, and negative life
events. As a result of considerations such as these, and an
examination of individual Cook-Medley items, Scheier and Carver
(1986) hypothesized that hostility scores might aiso be related

to optimism, and further, that the health-related outcomes of the
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Cook-Medley Scale may have bee

o

due ton its underlying
relationship with optimism.

e

in testing this theory, they found that t

g
¢4

association
between "hostility" and physical symptoms (r=.20) became guite
insignificant (r=.08) aftex the effects of optimism were

le the eff
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partialled out, wh ct of optimism on health remalned

significant (r=-.28) when the relationship between hostility and

e

optimism was removed {Scheier & Carver, 1986). These

associations suggest that optimism was largely responsible fox

the relationship between physical symptoms and the Cook-Medley

hostility scores. These ectional findings were ryeplicated
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in a prospective study, that again found the effects of hostility
to be insignificant when optimism was partialled out (Scheier &
Carver, 1986).

The second line of research involves personality-based
hardiness, proposed by Kobasa in 1979. Conceptually, hardiness
is thought to represent a composite of three dimensions -
commitment, contrel, and challenge - and has been shown to
buffer the illness-provoking effects of life stress in both
retrospective (Kobasa, 1979) and prospective (Kobasa Maddi, &
Kahn, 1982) studies.

Although Kobasa has reported significant intercorrelations
between the three components of hardiness among male executlives,
supporting her notion of a composite disposition, other studies
have faziled to replicate this finding. Toth (1986) examined the
relationship between hardiness and coping styles in a sample of

university students, and found that the challenge component was
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not significantly re

g

1@rdiness, nor was it related to any of the coping styles
examined. Kobasa herself (13979), in a retrospective study,

reported that on iits own the challenge conmponent does not

ite these findings, all ¢f the hardiness dimensions
are lumped together into a single composite index, allowing for

increased reliability by virtue of a larger number of items, but

4

also making it impossible to determine what aspect of this

t

U

dispeosition is responsible for the effects obtained,.

On the basis of these findings, it is reasonable to

speculatis that the potent dimensions of hardiness are internal

control and commitment. Internal control, as will be discussed

o

below, has %een well established in many independent studies as a
variable protecting health. Commitment, or alternatively
alienation, has been shown to correlate significantly with
‘dbtimism (Scheier & Carver, 1985).

Quite possibly then, as with hostility, the underlying
relationship between hardinesc and optimism is responsible in
part for the observed buffering relation of the former variable
(Scheier & Carver, 1987). Rhodewalt and Agustsdottir (1984)
concluded that "... one aspect of the hardy individuals' stress
resiliency is attributable to their propensity to interpret
situations in less stressful ways" (p. 221), suggesting that an
optimistic bias in the perception and evaluation of stressful
life events contributes significantly to the observed buffering

effect of hardiness.
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The hypothesis that optimism and internal control, as
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opposed to hardiness, are responsible for the buffering effect on
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life stress, is yet to bhe te wpirica
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Locus of Control

Locus of control was first introduced in 1966 by Julian
B. Rotter, and has since become one of the most influential
concepts in psychology. Current Contents, a journal that records
citations, reported that since Rotter's original monograph was
first published in 1566 "thexre have been at least 4,700 citatlions
to that monograph in the psychological and soclilal science
literature, a number far in excess of any other article 1in the
psychological and social sciences for the same period of time"
{Rotter, 1990, p. 492). This variable has been included in the
present empirical investigation on the basis of its thoroughly
documented, potent, and pervasive effect on a multitude cof life
situations, where it has been found to differentially affect

health-related outcomes.

5

Internal-external locus of control (Rottexr, 1975) 1s a

i

construct that reflects an individual's attribution of the
‘causation of a given outcome: "Internal control refers to the
generalized expectancy that life experlences are contingent upon
one's actions, whether those experiences are positive or negative
... lwhereasl external control refers to generalized expectancies
that life experiences are not contingent upon one's own behavior,
but are determinable by a host of external causes - luck, fate,

other people, or even perhaps invariant characteristics of one's




self, for example, Dbeauty, or intelligence" {Lefcourt,
pP.2107).
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The Measuremenbt of Logus

cal exist to measure locus of control,
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Though numero
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Rotter's Locus of Control scale 1s the most widely known in the

i

et

6}

area. In 1966, he published T 23 item measure, but emphasized

that this was developed as a "broad guage instrument" which

™

1

allowed for a low degree of prediction c¢f behavior across a wids

ol s

range of situations (Rottexr, 1875%). In line with this comment i

the criticism of scme (e.g., Mischel, 1968) that pecple are not

entirely consistent across different situations and that
characteristics inciuding, but not restricted te, age and the

speciftfics of the situation need to be taken into considsesration

sredictions based on personality

T

wvhen attempting te make
measures.,

Rotter's intention to measure a unidimensional

u
(T

bespit
construct, repeated factor analysis of his scale (e.q., Mirels,
1970) has revealed at least two factors, suggesting that Rotter'

measure reflects beliefs in control in different situations.

§
s
L.

Since this finding, there has heen general agreement as

rh

the multi-dimensionality of the construct, and a recognition o
the need to develop specific Locus of Control scales to measure
special aspects of the construct. Hhence, the present trend is t
use situation-specific devices that relate more directly to the
population and/or situation at hand. The result is that at
present, a multitude of scales to measure various aspects of the

concept of locus of control in variocus populations and various

e

b

b}
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settings exist (e.g., Abbott, 1984; Duttweiler, 1984; Gutkin,
Robbins, & Andrews, 1985; Kirscht, 1972; Levenson, 1974; Nowicki-
Strickland, 1973; Reid & Ware, 1974; Tadmor & Hofman, 1985%).
Hence, the choice of which instrument to use in the empirical
study to follow was determined by its specific relevance to
pathological populations and thelr response to the freatment
situation.

The Locus of Control of Behavior Scale (LCBS)Y. The scale Tu

Behavior Scale {LCRBS) (Craig, Franklin, & Andrews, 1984), which

was designed to measure the extent to which subjects

Lo
®
a
0
m
<
(T

measure was developed for the prediction of persons likely to
relapse following apparently successful therapy.

The LOBS consists of 17 items in a 6-point Liksrt-type
format, ranging from "strongly disagree”™ (0) to "strongly agree"

(5). Half of the items are reversed in terms of internality in

order To minimiz

D

the possible effect of social desirability in-
responding. The LCBS is scored by transposing items related to

2

internality (1, 5, 7, 3, 15, 16} and then summing the scores

oo
~
et

for all 17 items. High scores on the LCBS indicate externalit
The psychometric properties of the scale presented here were
reported by Craig et al., (1984). Coefficient alpha for these 17

items is .79 indicating acceptable internal reliability.

PTJ

incipal components factor analysis completed on both university
students and clinical samples revealed that all items load

greater than .3 on the first factor. This factor accounts for
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representing belief about control over personal behavior.

est-retest reliability on non-clinical adult subijects was

+3

.90, and at a six month interval this correlation was .73
indicating acceptable stabililty of the personal construct over
time in subjects not receiving treatment.

Construct validation of the LCBS was established by

-

Mirel's (1970) Factor 1 (perceived
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substanti
control over personal events) of the Rotter I-E Scale. Scores on

the LCBS are also independent of age, sex, and social

desirability as measured by the Marlowe-Crowne Social
Desirability Scale. Lastly, the scale differentiates between
normal and pathological samples. Chronic samnples (neurotics and

%

chrenic stutterers) theoretically and empirically score higher on
Iocus of control measures, indicating that they generally tend to
feel that thelr problem behaviors are less under their control.

in addition, changes on the LCBS between pre- and post-treatment

C*

in the direction of greater internality predicted relapse in a

group of stutterers ten months after treatment. Neilther the

original Rotter scale or Mirel's Factor 1 items were to

,...:
P

accurately make this same prediction.

Though the authors of the LCBS have used it with different
clinical samples (agoraphobics and stutterers), and non-clinical
samples (nurses and university students), it has not yet been
applied to psychiatric samples with more severe mental illnesses
such as those in the empirical study to follow. Examination of

the 17 items comprising this scale sugqgests that they are all
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relatively concrete items in terms of subject matter. 1In
addition, the vocabulary is generally unsophisticated. Based on
these anecdotal observations, there is no obvious suggestion that
persons with more serious mental illnesses would find thess

gquestions difficult to understand or answer in a meaningful way.

y

As with the LOT, the comparablilty of its u

u
Yt

sage in the empirical
investigation to follow was established in the pilot study
reported in Chapter V.

Locus of Control and Well-belng

Regardless of the specific measures used, numerous studie

I

have demonstrated the beneficial effects of an internal locus

%
4

control (see Lefcourt, 1976; Lefcourt, 1980; Strickland, 1973

[l
<
[

reviews). On measures of both psychological distress (e.g.,
anxiety, depression) and physical illness, the presence of an
internal locus of control has been found to significantly buffer

the illness-provoking effects of life stress (e.g., Johnson &

T

Sarason, 1978; Lefcourt, 1981; Schill, Ramaniah, & Toves, 1982;
Witmer, Rich, Barcikowski, & Mague, 1983). Similar beneficial
effects of an internal locus of control have been reported with
respect to a variety of clircumstances such as life satisfaction
(Palmore & Luikart, 1972), perceived adjustment of severe
accident victims (Bulman & Wortman, 1977), and prognosis of women
with symptoms of cervical cancer {(Schmale & Iker, 1966).

With respect to the present study, research on clinical
samples has yielded similar findings. In a male psychlatric
population, "internals" had a propensity to view the ward more

positively in terms of variables such as emotional support,



11y ~ o T SRPRP | s 2 oy e B o e o [ R T e
encouragement of soclial interactiocons, and permitting more

autonomy (Marone & Desiderato, 1982; Kish, Solberg, & Uecker,

1971y, In the Kish et al. study, Internals' mean length of
hogpitalization was 53 days as opposed to 1088 days for

externals.
Other studies have loocked more directly at the predictive

relationship between locus of control measures and treatment

e ; AL o o o n gme Eo o [ ooy e o = o Lym o = N y N 3
outcomes. -fimmons, Lustman, Wetzel, and Murphy (1985) found ti

Control Schedule {Rosenbaum, 1980} interacted with type of
thexrapy to influence eventual treatment response Thegse

£ o4
researchers found that for those who entered treatment with high

levels of learned resourcefulness (analogous to an internal

=

control orientation}, cognitive therapy was most efficacous,
while low resourceful patients benefitted most from
pharmacotherapy.

Similarly, Abboctt (19864) found that measures of locus of

control had a significanlt interactive predictive relationship to
treatment outcomes, measured as probablility of relapse at one

vear, for 106 alcoholics completing an in-patient program. In
this study, cognitively intact subjects scoring in the
intermediate range on locus of control had the best outconmes.
Among cognitively lmpaired subjects howeveyr, this finding was
reversed, with extreme Internals and externals having better

outcomes.
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likely to relapse following apparently successiul therapy for

stuttering (Craig, Franklin, & Andrews, 13984;.

While there appear to be no published studies directly

examining the relationship between locus of control and re-

=

admission to hospital, Nuttall and
kS ¥
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is postulated that the beneficial
effects of an internal locus of control are the result of its

effect on transformational coping processes. Wilh respect tu

-
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cognitive appraisal of stressfygl situations, locus of control has
-~ F

been shown to have its largest effect in amblguous situations

example, in an amblguous situation, a person th an internal
locus of control is more likely to appraise the situation as
controllable, while a person with an external locus of control is

A second way in which locus of control exerts an effect on

the outcomes of stressful situations is through a direct effect

(v
Jacx’
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on choesen coping strategles. In a reviey
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Folkman (13%84) concluded that an internal locus of control is

related to exertion and persistence in achievement situations.

..~l-
-
.

Internals also tend to enderse "direct coping® more frequen

(]

-

than externals, whereas externals endorse "suppression" and

"gerieral coping strategies" (Parkes, 1984). pMore interesting,

nowever is that "internals percelve themselves as coping in a

manner potentially adaptive in relation to their appraisal of the

situation, but this is not true of externals" (Ibid, p. 665). As

‘previously mentioned, the literature on coping and adaptational

Q
H‘

outcones generally conitirms that such a pattern of coping

5
¥

strateglies produces more favourable results on a variety of
physical and psychological ountcome indices
Interpersonal Dependency

Interpersonal dependency was chosen for inclusion in the
empirical study to follow on the basls of previous reports
linking it to well-being, as well as on theoretical grounds that
the move from institutional to community living represents a
dramatic shift from a passive, dependent role to one

ndependence and autonomy.
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interpersconal dependency refers to a "complex of thoughts
g

beliefs, feelings, and behaviors which revoive around the need to
associate closely with, interact with, and rely upon valued other

pecople" (Hirschfeld, Klerman, Gough, Barrett, Korchin, & Chodoff,
1877, p. 610}). This complex is an element in normal adult

personality structure, and is not in and of itself pathclogical.

The Measurement of Interperscnal Dependency

Lo
O
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Despite extensive literature discussing the theoretical and

clinical relevance of interpersonal dependency, relat

self-report devices exist for assessing this personsliity

characteristi

9

{(cf. Hirschfeld et al., 1977}. ©0Of the avallable
measures, many are subscales of larger inventories (e.g., Edwards
Personal Preference 3chedule, Edwards, 1859; or the Californias
Psychological Inventory, Gough, 1969), and some have serxicus
problems in regard to rellabllity and/or response sets. Although
the High Lands Dependency Questionnaire (Berg, 1974) is in

keeping with congeptualizati
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for the empirical study
fo follow, the use of this device is restricted to school-age
subjects. For these reasons, the Interpersonal Dependency
Inventory {(IDI) (Hirschfeld et al., 1977) was chosen for use in

the study to follow,

The Interpersoconas Dependency Inventory. The IDI consists of

o
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scale items indicating extent of agreement

ranging from "very characteristic of me" {(4) to "not

characteristic of me" (1). These 48 items comprise three
subscales: 1) Emotional Reliance on Another Person (18 items);

y Assertion ot

{2

2} Lack of Social Self-Confidence (16 items}; and
Autonomy (14 items).

items on the scale EBmotional Reliance on Another Person
reflect notions of attachment such as the wish for contact with
and emotional support from specific other persons and the dread
of loss of that person, and dependency such as a general wish for
approval and attention from others. The second scale, Lack ot

Social Self-Confidence, expresses wishes for help in decision-
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making, in soclial situatiocons, and 1In taking initiatlve.

Assertion of Autonomy, the third scale, asserts preferences for
being alone, and for independent behavior, as well as the
conviction that the subject's self-esteem does not depend on the
approval of others. 1In each of these scales, the position of the
self relative to others dliffers such that Scale 1 relates to a
single other person, Scale Z relates to people in general, and

cale 2 relates to indifference to the evaluation of others.

w

The IDI is scored by transposing negatively worded items
{13, 24, 463 and then summing responses from items in each of the
Three sub-scales, vielding three separate scores. The authors of

jgest the use of a fourth overall total score,

o]
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o
fead
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al
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as 1t 1s thought that interpersonal dependency should involve
emotional attachment to others, doubts about one's capacity to
function independently, and filnally an element of repression ox
denial in regard to the extent of one's dependency on others.
This scozing algorithm resulted from a regression combination
setting dummy criterion weights for normals and patients, that is
based on the assumption that psychiatric samples are, on the
whole, more dependent than normal sanples. Although raw score
weights are provided for use in the overall dependency
calculation, these assume & positive llinear relationship hetwee;
the level of dependency and that of pathology, which has vet lto
be empirically validated.

Psychometric properties of the gscale are reported in
Hirschfeld et al., (1977). Factor analysis of the IDI using both

psychiatric patients and college students indicates three
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principal dimenslons accounting for 49% of the total varlance.

he three sub-scales are .86 L5

A
a3
[

Split-half reliabilities fo
and .84 for normal sanples, and .85, .84, and .51 for psychiatric
outpatients. Construct validity was established by correlations
in the theoretically appropriate direction with neuroticism,
depression, anxiety, and interpersonal sensitivity, and the need

.

to describe onesell in a favourable way.
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ike the LOT and the LCBS, the IDI has been valldated and

cross-validated with both normal, and

ie.
0

G
0
o
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iatric samples of
various diagnoses (Hirschfeld et al., 1%877; Hirschfeld et al.,
1983). As this application has been enmpiricaly tested by other
authors, its use with psychiatric samples was not at issue 1n the
empirical investigation to follow.

Dependency and Well-Beling

According to psychoanalytic theory of object relations,

social learnin

O
2]

L8

theories, and the ethological theory
attachment, interpersonal dependency stems from the infant's
initial reliance on the mother, and is a persistent and basic
trait of human character. 2Although many theories discuss the
role of dependency in infancy, relatively little has been written
about how these gualities relate to the personality of the adult.

While dependency is known to be an element in the normal
adult personality structure, an excess of interpersonal
dependency is of considerable clinical relevance, and has been
strongly implicated in the psychogenesis of depression,

alcoholism, and other psychological and emotional disorders
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{(Chodett, 1972; Feninchel, 1945, Hirschtfeld, Klerman, Chodoff,

Korchin, & Barrett, 1876).

One model of depression, for example, postulates that in
persons prone to depression, the seli-system differs from that of
the normal adult personality by having greater interpersonal
dependency needs and fragile self-esteem that depends to a great
degree on the satisfactlion of interpersonal dependency needs {cf.
Hirschield et al., 1976}). Research has confirmed that recovered
depressives score higher on interpersonal dependency than do

their relatives who have never been 111 (Hirschfeld, et al.
r Is

Similarly, In gerxrliatric populations, "numerocous studles have

documented that, on a long-term basis, continued dependency is
detrimental to ... physlical and psychological health” (Timko &
Rodin, 1985, p. 1011},

Although dependency would intuitively appear to be most

relevant to adjustment following the relocation from

o
o
Q
¢

institutional to independent living, studles in this ar

Kinard (1981) interviewed 176 patlients an average of one
vear post-discharge and found that 17.8 percent reported that
they desired to return to the hospital because they preferred the
controlled environment of the hospital to the community.
Similarly, Spiegel and Kelth-Spiegel (1969) interviewed 100 re-
admitted male psychiatric patients and found that dependency

issues were of central importance to the majority of respondents.

For example, 67% indicated that various types of help were needed
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Loneliness was also cited by over 10% of this dgroup as being a

.
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of the:
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main problem experienced upon discharge. On th

studies, it would seem clear that discharged patients experience

a strong need for support and asslstance in the community, and

that unmet dependency needs may be an important factorx
contributing to thelr uvltimate re-admission.

It is unclear whether dependency needs are unsatisfled
hecause of an absclute deficiency in available external supports,

or because dependency needs are invested In too small a range of

t(\

sources for satisfaction, and/or because cexrtain of these
individuals are excessively dependent on others. Some suppoxt
for the latter of these hypotheses is the finding that
psychiatric patients score significantly higher on the "emotional

it

~ 1oL ey &3 e ey 1
al self~confidencs

A

i
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eliance on another person” and "lack of so
components of interpersonal dependency, as compared to normals
(Hirschfeld et al., 1977). 1t is likely that of discharged
psychiatric patients, those who are less dependent on significant

other(s) fare better in the community than those who are more or

¢

excessively reliant on others.
Summary
On theoretical as well as empirical grounds, personality 1is
a significant variable in both the pathogenesis and progression
of mental illness. It has been well documented that numerous

personality dimensions have a powerful and prospective effect on
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eventual health outcomes, given
ordinary stresses of life.

Three specific personality dimensions, dispositional
optimism, locus of control, and interpersonal dependency, have

ical investigation to

i~
oo

been selected for inclusion in the empi:
follow. Each of these have a demonstrated potency in the area of
health and illness, but have yet to be considered in relation to
treatment outcomes following discharge from psychiatric hospital.

+
[

this latter situation which will be expleored in the present

[
iy

oef

dissertation.

If not generally relevant to the prediction of
rehospitalization, then perhaps the predictability of other
variables would be enhanced if such factors were to be included
as adjunctive or moderator variables. For certain sub-groups of
individuals, personality factors may have a potent effect on

success at community integration.
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PART B

AN EMPIRICAL INVESTIGATION
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CHAPTER IV

DEVELOPMENT OF THE STUDY

The Current Problem Defined
The preceeding literature review has ocutlined the evolution
of psychiatric treatments to the present, and identified problens
currently being investigated in the field. A brief summary of
these issues foliows as they provide the rationale for the
present empirical investigation.

Deinstitutionalization and High Re-admission Rates

4

Recent decades have seen a trend in the treatment of the

chronically mentally ill towards shorter hospital stays with
continued treatment in the community through aftercare services.
Such "deinstitutionalization" of the chronically disabled
péychiatric patient has some serious limitations however. Most
nqtably, the "revolving door syndrome", whereby large numbers of
bsychiatric patients are deprived of a stable environment by
being repeatedly re-admitted to hospital.

Prediction of Recldivism

Once the "revolving door" phenomenon had been identified,
researchers began to search for variables that were relevant to
the prediction of post-discharge adjustment, and its negative
form "recidivism", as a necessary first step towards a more
efficient and effective allocation of rehabilitative resources.

Though recent decades have seen intensive efforts directed
towards the isolation of variables predictive of recidivism, with

few exceptions, potent and reliable predictors have not been
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identified. 0Of the vast array of available and potential
predictors, two specific factors, aftercare services and
personality, have been chosen for examlnation in the present
empirical investigation,.

Aftercare services. One promising line of research with

regard to the problem of high re-admission rates, has focused on
the type of aftercare patients recelive upon discharge into the
comunity. Here, the more innovative and comprehensive assertive
outreach programs have demcnstrated good success rates In terms
of enabling patients to be maintained in the community, with far
less utilization of repeated in-hospital treatments (Bond et al.,
1988; Bond et al., 1989; Test, 1990; Test & Stein, 1980).

As these assertive outreach programs are based on the
maintenance of ¢lose contact between case-managers and former
patients of psychiatric institutions, they require low staff-to-
client ratios, and hence the initial economic expenditure is
guite high relative to standard community attercare prograns.
Nonetheless, given the reduction iIn re-admission rates, these
programs may be cost-beneficial over the longer term relative to
hospitalization®.

"In their efforts to decrease recidivism, attercare
programs have been hampered by insufficient financial and
manpowey resources in providing services to all patients who
are potential recidivists. However, some types of patients

may benefit more from particular types of services than
others, which suggests a need to match the patient to the

program., Thus in maximizing the effectiveness of aftercare
services, it is necessary to be able to predict high-risk

% At present, there is a study being conducted at Riverview
Hospital, British Columbia, designed to examine the relative
economic costs of standard versus assertive case management

aftercare over a two-year period.
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patient groups and the types of aftercare services not
likely to benefit each group " (Byers & Cohen, 1979, p. 327-
328).

As with all therapies, costs associated with these assertive
aftercare programs could theoretically be reduced by
differentiating those individualis who require or would benefit
kfrom such intensive programs from those for whom such pfbgzéms
are elther not necessary or not well-suited. Assertive aftercare
programs could then be reserved for those individuals who would
beneiit maximally from this extended service.

| As personality has demonstrated potency in other areas of
health and well-beling, it is suggested that personality may also
be a vseful variable in terms of matching patients to aftercare

progxams most optimally suited te them.

Personality. In addition to using personality as a means of
"matching the patient to the program", this variable has
potential in predicting recidivism per se. As noted in Chapter

II, studies attempting to lilsclate predictors of recidivism have
largely neglected the role of personality factors. Since
pérsonality is recognized as a potent contributor to well-being
in many other life situations, it is reasonable to expect that
personality factors influence the adjustment of chronic
psychiatric patients in the community following institutional
discharge. 1In addition, personality may interact with the type
of aftercare treatment received to differentially affect outcomes

in different treatment conditions.




Overview o~ e Study
The present empirical investigation represents a
contribution towards current endeavors designed to remedy the
problem of recidivism, by identifying factors relevant to the
prediction of rehospitalization. The empirical study to follow,
‘being conducted in conjunction with the Riverview Economic

Analysis study, is de

n

igned to investigate the role of

relation to hospital re-admission over a follow-up

i

o

personality it
perxiod of one year post-discharge.

Three specific personality factors (dispositional optimism,
locus of control, and interpersonal dependency) will be examined
in the context of prediction of re»admiésion to hospital. Also,
it is predicted that personality may interact with the nature of
aftercare service. Since this relates to the general need Lo
increase cost-efficiency of therapy programs by matching patients
and treatments, two treatment conditions {(standard community
aftercare and assertive outreach) will be included in the design.

It is hypothesized that the specific personality variables

w

mentioned above may function as predictors of success in both
standard community-based and assertive case management aftercare
programs.

Identification of Measures Used

Personality Measures

For each of the three personality dimensions included in the
present study several self-report inventories exist. These were
reviewed in Chapter I1II1 of the Introduction; and the choice of

which specific measures to use in the present study was based on
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iscussed, =sach of the personality dimensions will be measured by

validated, established, self-report guestionnaires. These
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uestionnaires, which will serve as measures of optimism, locus
f control, and dependency, respectively, are: the Life

rientation Test (Scheier & Carver, 1985}, the Locus of Control

£ Behavior Scale (fraig, et al., 1984), and the Interpersonal
ependency Inventory (Hirschfeld et al., 1577).
Specific Research Hypothese

On the basis of prior research findings with respect to the

for study, the following

s
UI
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& personality variables

specific hypotheses have been formulated:

. Subjects scoring higher on the Life Orientation Test {(i.e.,

ic} will have superior post-alscharge outcomes
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in terms of lower rates of recidivism than those scoring
the

T ower on
4 RAW L il

. Subjects scoring lower on the Locus o0f Control of Behavior

o
i

Scale (i.e., a more internal locus of control lentation)

tes of

a
g1}

will have superior outcomes 1n terms of lowver x
recidivism than those scoring higher on the Locus of Control
of Behavior Scaile.

. Subjects scoring in the less dependent direction on the
Interpersonal Dependency Inventory subscales (i.e., lower
scores on Emotional Reliance on Another Person, lower socres
on Lack of Social Self-conftidence, and higher scores on
Assertion ot Autonomy) will have superior ocutcomes in terms

of lower rates of recidivism than those scoring in the more
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CHAFTER V

A PILOT STUDY:

—
o

NORMATIVE DATA ON THREE PERSONALITY MEASURES IN A SEVERELY I

PSYCHIATRIC POPULATION

Purpose
As nost personality guestionnaires are designed for use in

establish normative data for the study population on the
inclusion in the main study.

to determine whether comparisons

15 that have been

o}
o]

between the study sasmpie and other populati

.

hese measures could legitimately be

scores was adeguate To empiocoy these measures as predictors of

w,
C
o

Subjects were 41 male and 9 female in-gatlent volunteers,

ranging in age from 20 to 62 years. These subjects were obtained
from six different wards at Riverview Hospital in British
Coiumblia, and represent a range of patient types with respect to

and chronicity in terms of prior hospitalization
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histeorvy. However, as Riverview Hospital 1s a tertiary care
2 14 =

the population as a whole is generally considered to be
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ite 111, The majority have major mental illnesses, and carry a
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diagnosis of Schizophrenia or one of the Major Affective
Disordexrs. With the exception of gender composition, this sample
is thought to be roughly representative of the subjects to be

included in the main study.

The test battery given to all subjects contalned three self-
report guestionnalires designed to measure coptimism, locus of
control, and dependency. As discussed in Chaptexr I1I of the

introduction, the Life Orientation Test was used as a measure of

Interpersonal Dependency Inventory. Copies of these

gquestionnaires are inciuded in Appendix C.

Patients were contacted on the hospital wards where they

were told about the general purpose of the investigation and the

voluantary nature of participation. Those who were willing to
o f£ill out a guestionnalre package that
tpok approximately 4% minutes to complete. The guestionnalres

were administered immediately on the ward, and no remuneration

was provided. This procedure was conducted by the author of this
dissertation who supervised the completion of the guestionnaires,

with some assistance from ward nurses in terxms of locating and

contacting patients.
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Data Analyses and Resulis

Descriptive statistics and correlations were produced for

all centxral variables, and all analyses conducted using revised

h

Californisa

=)

BMDP statistical software programs {University o

1983).

Representetiveness of the Sanple

A total of 50 patients agreed to complete the guestionnaire

&

package. The means and standard deviations foxr the total sample

on the principal variables are presented in Table 2.

TA&LEM%E

MEANS AND STANDARD DEVIATIONS of PRINCIPAL VARIABLES (N = 50}

VARTABLE STANDARD

NAME MEAN DFVIATION
Age 34.60 10.57
Sex 1.18 0.39
Life Orientation Test 19.2¢6 3.95
Locus of Control of Behavior Scale 42,57 11.13
Interpersonal Dependency Inventory 198.44 40.84
~Emotional rellance on another person 43.61 11.74
-Lack of social self-confidence 37.02 4.84
-Assertion of autonomy 30.0%2 6.72

The age range of the sample was 20-62 years, wilth a mean age
cf 34.60 years. Gender composition was 82% (n = 41) male and 18%
{n = 9) female. This distribution of males and females is
somewhat disproportionate relative to the greater population at
Riverview Hospital which is 2:1 males:females (personal
communication, Riverview Medical Records Department, May 29,
1589), but it reflects the distribution of males and females on
the particular wards chosen for use in this pllot study. 1In the

larger study to follow, the subject pool more closely resembled
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the greater po ation with respect to gender composition, given
that subjects included patients discharged from many different
areas of Riverview as well as other hospitals.

Life Crientation Test

On the Life Orientation Test, subjects reported a slightly
less optimistic outlook than has been reported by other
researchers, but this would appear to be reasonable given the
nature of the population. The mean score for the present sample
was 19.20 (N = 50) as compared with means of 21.03 (n = 357} and
21.41 (n = 267) for male and female college undergraduates
reported by Scheier and Carvexr (1985), and 26.83 (n = 54) foz
middle-~aged males having just completed a program foxr the
treatment of alcoholism (Strack et al., 13987). Likewise, the

range of scores in the present sample is similar to that which

has been reported in other samples iven the different
F
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population sizes. In the present zsample, the s ard devi

1 i

an
is 3.95 as compared with values ranging from 4.56 to 5.72

aed above.

(’?’

reported in the studies ci

Locus_ of Control of Behavior Scale

i

On the Locus of Control of Behavior Scale, subjects in the
present pilot sample scored comnparably to other clinical samples,
in a slightly more external direction than normal non-clinical

subjects. The mean score in the present sample of 32. (N = 50)

. -y

is consistent with means of 39.4 (n = 69) and 31.0 (n = 70)
reported for groups of agorophoblcs and stutterers respectively
(Craig et al., 1984). Similarly, the standard deviation found

with the present sample (11.13) is consistent with those reported

11s



tor other clinical subijects (stutterers = 9.6; agorophoblos =
11.2).

Interperscnal Dependency Inventory

On the Interpersonal Dependency Inventory, there are three
separate subscales: Emotional Reliance on Another Person; Lack
of Social Self-confidence; and Assertion of Autonomy. 1In

addition, an overall Interpersonal Dependency score can be

n the

foin

jo—
m

computed using raw scores on each of the three subscales
following equation: 3{Emoticnal Rellance on Another Person) +
1(Lack of 5ocial Self-contidence) + 1l{(Assertion of Autonomy)

{Hirschteld et al., 1977).

fout v

&

On overall Interpersonal Dependency, psychiatric sample
score significantly highex than do normal subjects. Means for
the forwer group are in the range of 210 {(n = 180), and for
normals, approximately 177 (n = 220) (Hirschfeld et al.,, 1977).
‘Reported standard deviations are approximately 25 for normals and
35 for psychiatric samples (Hirschfeld et al., 1977). The
present mean of 198.44 (N = 50) is consistent with these previous
findings. The standard deviation of 40.84 obtained in the
present study indicates a somewhat larger spread of scores than
that observed in the Hirschfeld study. The reason for this
slight discrepancy is uncleaxr, though it may in part reflect
sample ditferences with respect to psychiatric illness. However,
in neither the present pilot study or in the Hirschfeld study
were specific dilagnoses recorded and analyzed, and so this

possibility is difficult to verify.
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Similarly, with regard to Emotional Reliance on Another
Person, previocus researchers have found that psychiatric patients
tend to be significantly more emotionally reliant on others than
are groups of normals. Means for these two groups respectively
‘have been reported as 48.7 (n = 180) and 39.2 (n = 220)
(Hirschfeld et al., 1977). A mean of 43.61 (N = 50) and a

standard

these prior findings (Stand

patients in ited

As with

psychiatric patients to

tend
elf-confidence.
1801

{Hirschfeld,
the above two
present sample and 7.4 for the
normal samples, the mean is 30

{Hirscht=ld et al.,

deviation of 11.74 are considered to be

lard deviation

Interpersonal Dependency and
score hi
The mean for the
similar to that tound in othexr
el

samples are also comparable,

consistent with

2

10.2 for psychiatric

studyi .

emotional reliance,

ghexr than normals on Lack of

-3

sample (37.02;

psychliatric samples

al., 1877). Standard deviations

being 4.84 in the

50

Hirschfeld et al., group. For

and the standard deviation 1s 13

On Assertion of Autonomy, normals and psychiatric groups
have been found to have similar scores, in the range of 30
(Hirschfeld et al., 1977). EREesults of the present pilot survey
{(mean = 30.02; N = 50) arxe also consistent with this tinding, as
are the standard deviations, being 6.72 in the present study, and
6.3 (n = 180) for psychiatric samples 1n the Hirschield et al.,
study.
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Correlations Among PFPrincipal Variable:

o
s

1

The correlations among principal variables are presented in

Table 3.

TABLE 3:
CORRELATIONS AMONG PRINCIDAL VARIABLES (N = 50)

2 3 4 5 6 7 3
1. Age .29 .09 17 .07 .15 -.07 0 ~.33%
2. Bex -.18 -.02 -.,25= -,20 -~,36° -,33®
3. Life Orientation Test -.312 L Z27= .29 .22 ~.08
4, Locus of Control of Behavior -,03 =-.02 -.03 ~-.04
5. Interpersonal Dependency .98= . 80= ,32°®
£. Emotional Rellance on ABnother Person .Ti= 13
7. Lack of Social Self-confidence .41
8. Assertion of Autonomy

= = p < ,10
b= < ,05
= = p < ,02
= = p < .01
= = p < .001

Age. Age showed significant correlations with sex (r=.29;
p<.05) and with Assertion of Autonomy (x=-.33; p<.05%), indicating
that in this pilot sample, younger subjects tended to be male and
to report more Asszertion of Autonomy than did older subjects. The
~common assumptlion that older people are more dependent than their
younger counterparts was not supported, and in general, age was
not significantly correlated with dependency.

Sex. Sex and age were significantly but modestly correlated
reftlecting the usual denmcgraphic observation that women live
longer than men. Sex was significantly correlated with Lack of
Soclal Self-confidence (r=-.36; p<.02), and Interpersonal
Dependency (r=-.25; p<.10) indicating that males acknowledged a

greater Lack of Social Self-confidence and greatexr Interpersonal
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Dependency than did females. This finding is contrary to what
might have been predicted on the basis of popular opinion.
Hirschfeld et al., (1977) also found that females scored lower on
Lack of Social Self-confidence, though in their research this
trend was not significant. Whether this pattern is unigue to the
sample studied here, or applies more generally to more
contemporary samples 1s not clear. Findings of the larger study
to follow, also revealed a slight trend for males to score higher
on these two scales, but as in lthe Hirschfeld study, these
relationships were insignificant.

Personality measures. Scores on the Life Orientation Test

were significantly correlated with Locus of Control of Behavior
(r=-.31; p<.05%), Emctional Reliance on Anothexr Person (r=.29;
p<.05), and Interpersonal Dependency (r=.27; p<.10} indicating

that subjects scoring in the relative direction of optimism also

Y

internal locus of control beliefs,
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greater Emotional Rellance on Ancther Person, and greater
Interpersonal Dependency.

With respect to intexcorrelations among subscales on the
Interpersonal Dependency Inventory, that pattern observed here 1s
essentially identical with that reported by Hirschfeld et al.
(1977) for psychiatric samples. Scores on the Emotional Rellance
on Another Person subscale were highly correlated with scores on
the Lack of Social Self-confidence sulscale {(r=.71; p<<.001),
indicating that those expressing wislhies for attachment, emotional

support, attention, and approval, also expressed wishes for help

in decision-making, in social situations, and in taking



initiative. Lack of Social Self-contlidence alao correlated
significantly with Assertion of Autonomy (r=.41; p<.01l). This
apparent contradiction suggests that while some subljects express
wishes for help, they also tend to deny either dependency or
attachment, to assert preferences for being alone and
independent, and express the conviction thabt self-esteem does not
depend on the approval of cothers. The Assertion of Autonomy
subscale was not highly related to the Emotional Reliance on
Another Person subscale.

The highest correlation was ketween coverall Interpersonal
Dependency and the Emotional Rellance on Another Person subscale,
reflecting the large weighting glilven to the latter subscale in
arriving at the conmposite score.

Conclusions

This pillot study was undertaken to establish normative data

for the main study population on the personality measures of

dispositional optiwnism, locus

dépendency. Euach informabtlion

of control, and interpersonal

was reguired in order that

comparisons between the study sample and other populaltions could

legitimately be made, and mor

distributions were adeqguate t
predictors of cutcome

In the existing normativ
to be somewhat le

group, tend

their locus of control belief

others,

interpersonally dependent than are groups of normal subjects.

more lacking in social self-cenfidence,

that score

e lmmediately, to ensure
o employ these measures as
e data, psychlatric patients, as a
sz opbtimistic, more external in
s, more emotionally rellant on
and more
on
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all three personality indices, normative data on the present
pilot sample is similar to that previocusly reported.

Correlations among the principal variables in the present
pilot study were such that females reported less Assertion of
autonomy and less Interpersonal Dependency than males, and males
reported a greater Lack of Social Belf-confidence than females.
These sex differences had not been reported in prior published
resedarch on Interpersonal Dependency, and the implications of the
present findings are not c¢lear at this time. Those scoring
higher on optimism alsoc reported more internal locus of control
beliefs, greater Emotional Rellance on &nother Person, and
greater Interpersonal Dependency. In terms of subscales of the
Interpersonal Dependency Invenbtory, Emotional Reliance on Another
Person was highly correlated with Lack of Social Self-confidence,
and Lack of Social Seltf-cvonfidence was also correlated with

Assertlon of Autonoay. Thnis pattern of intexrcorrelations on

T

b

dependency indices ig virtually identical with that reported in
the iiterature for psychlabtric sanmples

The normative data collected in the present preliminary
study therefore supports the use of these measures as predictors
of outcome for discharged psychiatric patients in the larger

empirical investigation to tollow.
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CHAPFTER VI
THE MAIN STUDY:

THE ROLE OF PERSONALITY IN THE PREDICTION OF PSYCHIATRIC

REHOSPITALIZATION
Purpose
This empirical investigation was conducted in order to

assess the role of personality wilth respect Lo re-admission rates
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sycnliatric patients. Three specific

perzonallity dimensions, dispositional optimism, locus of control,

and interpersonal dependency, were exanined in this context. In
addition, as 1t was thought that personality may interact with

post—-discharyge treatment regimes, assertive outreach and standard

community aftercare treatment conditions were included in the

Background
This study was carried out in conjunction with a study

sh Columbia's Community

—to

entitled "An Econowic Analysis of Brit
Management Prograwm", operating out of Riverview Hospital in
British Columbia®. The latter study was designed to examine Lhe

relative economic costs associlated with an assertive oubtreach

ard community aftercare treatment,

[eN
Gi

program versus stan

5 General information on the Riverview study has been exerpted
from two sources: a research proposal document submitted by
Riverview Hospital to National Health Research and Development
Program, Health and Welfare Canada; and from a manual entitled
"Community Management Program Evaluation: Assertive Outreach
Program, Research Component".




The Riverview/Fraszer Valley Assertive Outreach Program is a
co~operative venture of Riverview Hospital and the Fraser
Valley/North Shore Region Mental Health Centres, and will operate
for two years as a demonstration project sexrving chronlcally
mentally il1ll clients living in the Surrey and New Westminster
catchment areas. The program 1s intended to reduce the rate of
rehospitalization for a group of chronically mentally ill

ents, and will be subjected to a detached evaluation of costs
and benefits. The research evaluation of the project recelves
major funding from the federal government of Canada, and is under
the direction of Dr. John Higenbottam, Vice President of
Professional Services, Riverview Hospital.
Melbhod

Subijects were drawn from the Riverview Econowlc Analysis

sample which consisted of 123 chronically mentally 111 patients
identified as being at high risk for rehospitalizatlion, and

=siding in the catchment areas of the Surrey and New Westminster
Mental Health Centres. The protocol used for client selection is
detailed in Appendix A. The rationale for this protocol was
directed towards selecting individuals on the baslis of severity
of illness, diagnosis, and psychiatric history and included
patients who were considered to be a high risk for being
rehospitalizated.

At the time of intake into the study, subjects were either

in independent living situations or desatined for such situations

on discharge from hospital. (At the time of the original
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proposal for the present study, all sublects were to enter i
the research project on the date of discharge from hospital.

Administrative complications, and unforeseen events such as a
protracted nurses' strike, rendered this proposition

ult to locate eligible subjechs.

3
n

unnanageable, as it became JdIEf1

Az a resull of these unavoldable clrcumstances, 1t was necessary

to broaden the recruitment strateqy, and include subjects already
established in independent living sltuations.) The inclusion
criterion requiring "recenlt use of the mental health system™,
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yvitalized at least

however, ensured that all subjects

e

had been hos
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nce during Lhe preceeding two vears, and therefore had not been
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re in independent situations for longer than this period.
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Hospitals from which subjects were drawn included Riverview

Hospital, Royal Columblan Hospital, Surrey Memorial Hospltal, and

tts were randomly assigned, al the time of entry into

the study, to either the assertive outreach program or standard

comunity aftercare treatment condlitions. Patients who refused

participation were replaced by additional, randomly selected
subjects. Sixty-three subjects recelved assertive outreach
services and sixty subjects received regular aftercare services

as provided by the Surrey and New Westminster Mental Health

As the number of previous admissions has been shown to

1

predict rehospitalizatien with some degree of accuracy, this
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variable has been operationally defined and held constan
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two groups in the inclusion criteria, i.e,., at
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the use of low client:staff ratios to facilitate intensive
contact.

Standard coemmunity aftercare. This Lreatment condition

consisted of standard community aftercare as provided by the

Surrey and New Westminster Mental Health Centres. 1In general,

this type of aftercare treatment 1s based on the initiative of

the

client to malintaln contact with the centre, and to arrive
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monthly meetings and medication revi

Data Collection and General Procedure
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general hospitals

through cross-references in ho

Data collection was conducted by the present author with

sistance of two gualified senior nursing staff who had been

ieved of their reqular positions Lo serve as research staf

the Riverview Ecoconomic Analysis Study. A battery of clin
sures including the personallty questionnalres and demograpnlc

files were administered to all subjects at the time of intake

o the study. {The research intake date for ocutpatient cli
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the date of randomization; the research intake date
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re included 1n Appendix C.

wgraphic infurmation was cross-validated by corroborative

orts obtained through interviews with significant others.
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Lifetime hospitalization histories (prior to study intakeg)
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corroborated by obtalning hospital records from these hospitais
across Canada.
Subjects were "tracked" from thelir date of study entry aad

rehespitalization statistics were collected for a follow-up

period of one year from the date of study entry lor

As it was impossible to conduct a blind study of this

magnlitude, every effort was made to minimize biases through

proper education and awareness of staff, and through clear
guidelines being established for hospitalizaion and discharge
conditions. in addition, all measures used at the time of Intake
were self-report, and therefore, the effects of experimenter bhlau
were even further reduced. The only exception to this was
hospitalization information which was obtalned through chart
reviews, and demographic data which was obtained through

interviews with subjects, and then corroborated by other,

Definition and Measurement

[+
f

A battery of three self-report perscnaliiy measures w
administered to all subjects at the time of intake. As time

~ed, subjects completed these inventories while the present

o+

permi
author of one of the research staff was present. In some cases,
the guestionnaires were left with subjects for completion, and
were then collected at a later date. The battery was estimated
to take approximately one hour for completion and consisted of:
1) the Life Orientation Test (LOT) (Scheier & Carver, 198%5), &

measure of dispositional optimism, or a generalized expectation
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that good things wiill h
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BPE
Behavior Scale (LCR) (Craig et al., 1984), a measure of an

individual's tendency to ascribe either personal {internal} cr

environmental {external) determinants to a given outcowme; and 3)

the Interpersonal Dependency Inventory (IDI}) (Hirschfeld et al.,
1977), measuring a complex of thoughts, beliefs, feelings, and

behaviors revolving arocund needs to assoclilate closely with valued
other people. Each of these measurss were discussed in detail in
Chapter III of the Introduction,

o)

ata Analyses and Results

All analyses were conducted using BMDP (PC-90) 19%0 revision
statistical software programs {(University of California, 1990).
Description of the Sample

Sample size. A total of 123 psychiatric patients

(Riverview's Economic Analysis sample) wvere contacted and asked
to participate in the present study, which required the
completion of the personality questionnaire package in addition

to allowing access to information obtained for purposes cof the

ot

larger economic study including demographic data, hospitalization
histories, and follow~up rehospitalization statistics. Of this
group, 101 consented to participate in the present study.

A series of analyses was done to determine the association
between subijects' participation in the present study and other
subject characteristics, in order to ensure thalt subjects
participating in the present study (n=101) did not differ from
those who refused such participation (n=22). The results of

these analyses are presented in Table 4.



INTERVAL VARIABLE NAMES £ dtf p mean s

Aqe 0.05 34 .%6 37.562

Number of Children 3.71 72 .00 1.11

Heospitalization History 1.49 26 .15 2.68

Par

NOMINAL VARIARLE NAMES Chi= af p Fre

Sex Z2.11 L 15
Male 47 14
Female 54 8

Marital Status 5.01 6 .54
Single 449 16
bDivorced 25 3
widowed 4 {
Separated 7 1
Married 12 2
Common Law 3 0

Unknown 1 Y
Education 10.81 10 .37
< 8 years 5 1
Grade 8 8 5
Some High School 26 4
Cther Pre-High Schouol 6 g
High School Graduatilon 21 4
Some Vocational i1 1
Vocational Graduation 9 i
Some University il 4
College Graduation 2 iy
University Craduation 2 2
Children? 2.47 1 .12
Yes 6 6
No 55 16
Family Invglve .83 4 .93
Nearby & Involved 81 18
Not Nearby & Involved 6 1
Nearby & Unknown Involvement 2 1
Not Nearby or Involved i2 2
Axis I (1<) Diagnosis 1.25 4 .87
Schizophrenia 59 15
Mood Disorders 35 6
Anxiety Disorders 4 1
Adjustment Discrdexs 2 g
Substance Use Disorders 1 0

131



4 CONTINUED:

COMPARISON OF

Paxticipants Refusex
n=101) {(n=22
NOMINAL VARIABLE NAMES Chi~= daf D Ff ucncy Frequen
Axis 1 (2=) Diagnosis .24 1 .62
Anxiety Disorders 1 0
Substance Use Disorders 4 1
Axis I1 Diagnosis 5.63 8 .69
Anxiety Disoxders 2 0
Sexual Discrders 1 0
AdJjustunent Disorders 1 0
Personality Discrders 36 5
Mental Retardation 1 1
Substance Use Disorders 5 i
Miscelllaneous Problems 2 0
Diagnosis Deferred 8 3
No Diagnasis 25 9
Group 1.14 T .29
Control 47 13
Experimental 5 2
For interval varlables {(age, number of children, and
hospitalization history) t tests cemparing means of independent
groups under heteroskedastic conditions with the Welch-
Satterthwalte degrees of freedom were done. On these tests, th

only difference

é;RTILI PANTS

between patilents

AND REFUSERS

(N=123)

who refused was on the variable "number of children"
p=.00, df=72), where participants tended to have more
(mean=1.11) than refusers {(mean=.,36).

For nominal variables ({(sex, marital status,

(t=3

o

1L,

aducation,

who participated and patients

children

were

children, fanily proximity and involvement, DSM-III-R Axis I
Primary Diagnosis, DSM-III-R Axis 1 Secondary Diagnos

R Axis II Diagnosis, and group) Pearson Chi Sguare Analyse

done. On these variables, there were no significant differences

between participants and refusers.



Of the 101 personality questionnailre packages conpletsd,
three were excluded from all further analyses because of eithey a
large number of missing items (2 questionnaires), or a series of
invalid responses (1 guestionnaire). Exclusion of these three
questionnalre packages resulted in a usable sample size of 98
subJjects. An additional four subjects were not included in
turther analyses as two withdrew early on in the research and two

died (one suicide and one "accidental" death) before the one-year

4

follow-up period had elapsed. These deletions resulted in a

~

final sample size of 94.

Demographic characteristics. Summary demographic data on

age, sex, education, marital status, number of children, family

involvement, and hospitalization history in the final sample are
presented in Table 5. (See Table 4 for a detailed breakdown of
these values.)
TABLE 5:
DEMOGRAPHIC INFORMATION (N=34)

VARIABLE RANGE MEAN STANDARD

NAME DEVIATION
Age 19 - 65 years 37.19 11.20
Sex limale} -~ Z{female) 1.53 0.50
Education 1{< 8 yrs) - 1l{univ-grad) 5.74 2.30
Marital Status O{unknown) - 6{(common law) 2.17 1.56
Number of Children 0 -5 1.11 1.44
Family Involvement l(uninvolved) -~ 4(involved) 1.44 1.01
Hospitalization History 1 - 42 8.13 7.22

The mean age of the sample was 37.19 years. The sample was

-

composed of 47% males (n=44) and 53% females (n=50). The average
level of education obtained was graduation from high school, with

44% ot the sample (n=41) not having completed high school and 55%



(n=52) having graduated from high school. Most subjects were
either single (48%), or divorced (25%). A total of 14 (15%) were
either married or living in common law situations, 7% were
separated, and four subjects had been widowed. (Marital status
was coded as "unknown'" for one subiject because of discrepancies
between the patient's report and those of corroborative sources).
0f the total sample, 54% (n=51) did not have any children. Of
those who had children (n=43), the average number of children was
one., Regarding the family's involvement, 80% of the sample had
family living nearby who were involved with them. For the
remainder of the sample, their families were not involved. The
number of prior hospitalizations ranged from one to 42 with a
mean of 8.13 prior hospitalizations.

Patient status and diagnoses. O0f the total usable sample,

14 subjects completed the personality guestionnaires as in-
patients and 80 completed the questionnaires as out-patients.
DSM-III-R (APA, 1987) primary and secondary Axis I diagnoses
as well as Axis II diagnoses were obtained from current medical
records for all subjects, and had been established by the
physician responsible for each patient's care. The freguencies
of these diagnoses are listed in Table 6. With regard to Primary
Axis I diagnoses, the majority of subjects were labelled
schizophrenic (57%), while another 35% were dlagnosed as
sufferring from an affective disorder. The remaining 8% of the
sample had anxiety disorders, adjustment disorders, and substance
use disorders. With regard to a secondary Axis I diagnosis, 95%

of the total sample received no label.
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On Axls I1 diagnoses, 36% received a perszonallty 4i

£

g

ks

order
diagnosis. Othexr Axis I1 diagneses included anxiety disorders,

sexual disorders, mental retardation, substance use disorders,

and miscellaneous problems. Of these, several are not

¢4
ol

technically considered to be Axis II, but rather, axi

iagnoses. This incorrect usage of DSM~-III-R protocol is

.x
Lda
r

interesting to note, and renders the interpretation of the

significance of these diagnoses very difficult. Whether they

19}

were intended to dencte dlagnoses of secondary import, or

3

alternatively, diagnoses of maijor consideration 1s unclear.

AXIE I PRIMARY AXIS 1 SECUNDARY AXIS I1

COUNT % COUNT % COUNT %
DIAGNOSTIC LABEL
Schizophrenia 54 57,4 0 0.0 0 0.0
Affective Disorder 33 35.1 G 0.0 O 0.6
Anxiety disorder 4 4.3 1 1.0 2 2.1
Sexual disorderx 0 6.0 0 0.0 1 1.1
Adjustment disorder Z 2.1 0 0.0 0 0.0
Personality disorxderx 0 6.0 D 0.0 34 36.2
Mental Retardation 0 0.0 0 0.0 1 1.1
Substance use disorder 1 1.1 E 4,3 5 5.3
Misc. problems 0 6.0 } 0.0 2 2.1
No diagnosis 0 5.0 85 94.7 49 52.1

ssignment of aftercare Lreatments. Of the total usable

6]

ample, 43 {(46%) were randomly assigned to standard community

texrcare and 51 (54%) were assigped to the assertive ocutreach

[ol]
H

prodram at intake.
That the assignment of subjects into groups was truly randonm

is evidenced in the fact that the multiple (adjusted) R= for
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"group®™ 1s -.03 when group is us

2

d as a dependent variable and

¢}

all other independent variables are included in a regregsion
equation. This indicates that group membership is effectively
unrelated to the other variables, and that groups are essentially
indistinguishable on the basis of all other predictors. Subjects
in the experimental and control groups were effectively matched
on all other independent variables.

Regarding aftercare, at the time of completion of the

personality questionnalres 52% (n=49) were assigned to the Surrey

1

d

Ql
o]

Mental Health Centre, ¢ 6% {(n=43) were assigned to the New
Westminster Mental Health Centre., The remaining 2% (n=2) had
relocated to other catchment areas in the province and were

assigned to "other" mental health centres.

Dates of Hospital Dischaxge, Subject Entry {Intake), and

Hr

onality Questionnalre Completion

According to the original proposal, the research design of
the present study was that subijects were to enter the study

{(i.e., intake date) at the time of discharge

Fh

rom hospital, which
also was to be when the personality questionnalre packages were
to be completed. However, due to unforseen complicatiocns that

were unavoidable and uncontrollable {(i.e. a nurses' strike)] this

owed consistently for all subijectis.

o
m

design protocol was not fol.
As a result, the time lags between these three events (hospital
discharge, intake, and personality questionnalre completion) had
to be incorporated in the data analysis as they presented

additional factor

U

that could influence the prediction of outceme

variables.
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The first problem arising from the abeve 3ituation is that

the follow-up study time was neasured as one year from date of
intake which was to represent one year from date of last (pre-
study) hospi®tal discharge. This design feature was to ensure
that all subjects were matched in terms of study period with
respect to last hospital discharge. However, as discharge and
intake dates were not co-incident, the effective "study period®
was not one year for all subjects.

The time lag in months between last hospital discharge and
intake date ranged from zero to 27 months, with a mean value of
1.5 months. This means that, on average, subjects' last hospilital
discharge date (pre-study) was approximately one and a haltf
months priox to their date of study entryv. A further breakdown
of these statistics is as follows: 36 subjects were discharyed
within one month prior to intake; 24 subjects were discharged
between one and six months prior to intake; 12 subjects were
discharged between six and 12 months prior to intake; and 12
subjects were discharged between one year and 26 months priocr to
intake.

The reascon that the original proposal was not followed was
trat the recruitment of subjects based on the original inclusion
criteria became increasingly difficult over time as a result of a
protracted nurses' strike that resulted in patients not being
regularly discharged to the community. For this reason, a change
was deemed necessary by directors of the broader Riverview
Economic Analysis study such that the protocol for subject

selection was broadened 3o that the inclusion criteria could be

s
)
-3



satisfied by one long-stay (45 days minimum) psychilatric
hospitalizaticon ({(in conjunction with other diagnestic and
chronicity criteria} within two years of intake.

Although one solution toe this problem would be to adjust
follow~-up dates and track subjects for one year from the date of

last hospital discharge (as opposed to intake date), this was not

a possibility as several subjects had been residing in the

S

community for a year or longer at the time they were entered into

Y

the study. This being the case, the only feasible option was to

fass

include "lag time in months between discharge and intake" as a
predictor variable, in order to account for this varlation.

4 second devialbion in proposed design was that it was not

possible to administer all the personality questlonnaire packages

(I‘
ta1
)
e
jud

at the time of the intake assessment. Although subjects ente

the Riverview Economic Analysis study between May of 1989 and

July of 1990, collection of the personality questionnaire data
was not completed until February of 1991.

The range of time difference between intake date and
completion of the personality guestionnaire packadge was between
-1 month and 20 months, with the mean time between intake and
gquestionnalre completion being 3.8 months. {Negative wvalues - 9

ubijects for whom the initial research

n

in total- represent
evaluation was completed while they were still hospitalized, in
anticipation of their forthcoming discharge.)

The deviation in time of personality gquestionnaire
administration created another variable with the potential for

influencing the prediction of outcome. Although the personality



one 4

50

lected for &ll subjects The dats L

sublects conpleted the guestionnaires within
discharge. A further 25 subjects completed

package between one and six menths post-

bhetween six and 12 months post-discharge,

- -
FaG! -

(=4

oF

nd Lwo yea pest-discharge, an

subjects cor the questionnalre package between 25 and 24
months post-discharge. The mean lag time between last hospital
discharge and persconalilty guestionnaire completion was §.85
months. As a result of this deviation In design, the variable
filag time in moniths between last hospital discharge and
compietion of the persoconality guestionnalre package" was also
included in the analvses.

Missing data patterns and estimates for missing values on
the personality guestlonnaires were obtained using the
stablistical program "adM: Description and Estimation of Missing

{ BMDP

Data"”

total); and on the I
subjects had missing

Mmissing itewms {26 in
as ge =rated by the

estimation.

on Crientation Test, one item was

Locus of Controel of

fouiv

nterpersonal Dependency Inventory, eight

data (12 items in total). Each of these

total) was replaced with acceptable values
¥

"Two-Step' method for missing data
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As rehospitalizaetion data was ccocllected in the form ol
admissiocn dates and discharge dates, this wvariable can be

w

guantified in a number of ways, incliudi:

D

g whether or not a

lization occurred, the number of rehospitalizations
Fa 7
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days wdditlion, as length
of admissions ranged from 0 days to 137 days, re-admissions can

be grouped and counted on the basis of duration of

4
o
~
13

In examining tThe raw rehospitalization data, it was apparent
that many hospitaiizations were of zero days duration (i.e., the
patient was admitied and discharged on Lhe same day}. For this

addition, it was

days were likely of a very different nature than admissions
necessitating a longer hospital stay. On this baslis, the
variable, "number of renospitalizations greater than seven days”

were originally considered: 1) Rehospitalized Yes/Noj; 2} Number
of rehospitalizations; 3) Number of rehospitalizations of
duration greater than or egual to one day; 4) Number of
kehospitalizations ¢f duration greater than seven days; 5) Total

ves/No. However, three of these were not included in subsequent
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perxiod. The number of rehospitalizations for the totel sample
ranged from zero toe 206, with a mean number of rehospitalizations
of 1.87. When the numper of rehospitalizations was calculated on

the basis of "duration greater than or egual to one da

ok
s

approximately 37% of the total sample had been yehospitalized

least once over the follow-up periad.

Relationshlip Between Perzonality Scores and Rehospitalization

T
?-.l

1 relationship between persconallty

r
s
e
o
(¥

scores and rehospitalization status were computed for each of
personality laventories and each of the rehosplitalizatlon

ER

measures. The results of these analyses are presented in Table

CAND REHOSPITALIZATION

Ty TR Ty Sy TASAFNIDIn T 3 T oy ny o AT AL BOIIMS oEe TR
orT+ LOCH MOKEL L3OSELCON AUT 1DI

REHOSPYNT .02 4
#REHOSPS® .08 ~.09 .00
BREHOS>1°® ~.00 D2 f

L
-

9 L33
5 .03
.06 .04

.

)
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i
o
U1 83

.
H

-

W

*  QOptimism
* Locus of ol 0f Behavior

Contro
Emotional Rellance on Another Pexson
4 Lack of Social Self Confidence

®  Autonomy

5 Intexpersocnal Dependency
Reheospitalized? {Y N}

® # Rehospitalizatio

# # Rehos pltallzatlona > or = 1 Day

¥

Correlations exanmining the relatlionship between scores on
the personallity inventories and the rehospitalization statlistics

indicate that, contrary to a priori hypotheses, there are no

144



L0
[
feg
4
iy
i

Relationship Between Aftercare Services

{group)_ and

Rehospitalization Status

Descriptive statistics. Rehosplitalization statistics for

the two treatment groups are presented in Table 10.

TABLE 10:
REHOSPITALIZATION STATISTICS FOR TREATMENT GRQUPS

Variable Name Assertive Qutreach Standard Community
Aftercare
{n=51) {(rn=43)
Mean S5td. Mean std.
Fregq. Dev. Freq. % _ . bev.
Rehospitalized? .49 .50 N .50
Yes = 1. 25 49 20 47
No = 0. 26 51 Z3 54
# Rehospitalizations: 2.08 4,01 1.65 2.75
0 26 51 23 54
1 5 10 7 16
2 4 8 4 9
3 3 6 2 5
4 9 18 1 2
5 2 4 2 5
7 0 O 2 5
8 0 0 1 P
9 1 2 0 0
12 0 0 i Z
26 1 2 0 0
# Rehosps. > 9r = 1 Davy: 1.00 1.40 13 1.47
0 29 57 30 70
1 6 1z ) 14
2 9 18 2 5
3 2 4 3 7
9 4 g 0 0
5 1 2 0 0
6 0 0 2 5

Upon visual scanning of the data, there do not appear to be

any large ditferences with respect to having been rehospitalized
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during the one-year follow-up period (assertive outreach = 493%;
standard community aftercare = 47%), oxr with respect to the total
number of rehospitalizations (mean # rehospitalizations for
assertive outreach = 2.06; mean # rehospitalization for standaxd
community attercare = 1.65). Similarly, on the variable where
duration of hospital stay (i.e., greater than or egual to one

day) was a factor, only a small difference is apparent (mean #

a4

rehospitalizations for assextive outreach = 1.00; mean #
rehosgspitalizations for standard community afttercare = ,47).

Tests were done in order to determine if the observed
rehospitalization statistics for the assertive outreach and
standard comnmunity aftercare groups {Table 10) differed
significantly. The results of these analyses are presented in
Table 11.

TABLE 11:
COMPARISON OF TREATMENT GROUFS ON REHOSPITALIZATION STATISTICS
{N=394)
Variable Name t p-Value DF
# Rehospltalizations 0.56 .57 92
# Rehospitalizations > 1 Day 0.94 .35 92
Chi= p-Value DF
Rehospitalized? (Y N) 0.06 .81 1

On the basis of these tests, there do not appear to be any

es between the assertive outreach and

{

significant differen
standard community aftercare treatment groups on any of the

rehospitalization statistics examined (i.e., all ps > .35).



zation Status

-
o

Prediction of Rehosplital

Transformatien of original variables. As all analyses

subsequent to those already presented required the use of either
dichotomous or interval wvariables, several transformations of
both independent and dependent variables were necessary in order
to employ all of the information obtained in the prediction of
follow~up rehospitalization status.

1) Independent variables. All demographic information was
included as e=2ach of these variables represented potential
predictors of rehospitalization status. Dichotomous variables
{sex, group (treatment), children -~ yes or no -, status -
inpatient or ocutpatient -) and interval variables with roughly
normal distributions (age, and number of children) were used in
their original form as predictor variables.

The only exception here was hospiltalization history, which
was used 1in its sguare root form in order to reduce the extreme
skewness and kurtosis on this variable, and reduce the leverage
of an extreme point. The problem with this variable in its
original form was one outlying subject who had 42 prior
hospitalizations, when the rest of the sample was distributed
between one and 26 prior admissions.

3411 nominal variables (marital status, education, family
inveolvement, mental health centre, and DSM-III-R Axis I primary
diagnosis) were transformed to dichotomous variables. For
marital status, the independent variable used was "married" (yes
or no) which was obtained by collapsing the categories "single',

"divorced", "separated"', "widowed", and "unknown" (n=1) into
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"married -~ no", and the categories "married" and "common-law"
into "married - yes". Education was transformed by collapsing
categories into "yes" or "no" with respect to graduation from
high school. Similarly, family involvement became dichotomous by
collapsing categories into "yes" and "no" on the basis of known
involvement between the family and the subject, regardless of the
proximity of location between these twe. Mental health centre
was recoded so that the two subjects assigned to "other" received
scores of 1.5 because 1t was egquidistant between the values for
New Westminster (1) and Surrey (2}. This number was also close
to the mean of 1.53 for this variable.

With respect to DSM-III-R diagnoses, on Axis I (primary

h

diagnosis) 92.5% of the sample had elthexr a schizophrenic (57.4%)

o

or an affective disorder (35.1%) diagnosis. For this reason,

el

I

xis I primary diagnosis was recorded as "schizophrenia" {(yes or
no) and "mood disorder'" (yes or no). With regard to secondary
Axis I diagnoses, 94.7% of the sample received no dlagnosis,
rendering this variable unusable. The diagnoses coded on Axis 11
were also not included in further analyses as thils category was
inappropriately used in 11% of cases by assigning'Axis I
diagnoses, and another 52.1% of subjects received no diagnosis.
Raw summary scores for each of the personality variables
were used. This included a total optimism score (LOT) obtained
on the Life Orientation Test, and a total locus of control score
(LOCB) as obtained on the Locus of Control of Behavior Scale. On
the Interpersonal Dependency Inventory, summary socres obtalned

on the subscales were used: Emotional Reliance on Another Person
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(EMOREL), Lack of Soclal Self-Confidence (LECGSELCON), and
Assertion of Autonomy (AUT). The overall dependency score
suggested for use by Hirschfield et al. (1377) was not included
in further analyses as the validity of this indice has not been
adequately researched to date.

Two additional variables, as previously discussed, were
included to account for any possible effects as a result of
discharge, intake, and questionnaire completion dates not being
coincident: 1} lag time in months between last hospital
discharge and guestionnaire completion ~ "dis@QlagM"; and 2) lag
time in months between last hospital discharge and intake date -
"dis—-intM".

These transformations resulted in a final total of 20
independent (predictor) varliables, a list of which is presented
in Table 12.

2) Dependent variables. Conceptually, the dependent
variable of interest 1is post-discharge outcome over a follow-up
period of one vear pocst-intake as measured by rehospitalization
status. This can be operationally defined in a number of
different ways as previocusly discussed. The three dependent
variables with acceptable predictability that were retained for
subsequent analyses were: 1) Rehospitalized? (yes or no); 2}
Vtotal number of rehospitalizations; and 3} total number of
rehospitalizations greater than or equal to one day duration.
Two 0of these three were used in their original form while the
variable "number of rehospitalizations" was transformed to its

square root values in order to reduce the extreme skewness and
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kurtosis of this variabkble. On this variable in its original
form, one subject had 26 admissions over the follow-up period,
wvhich was considerably greater that the number of re-admissions
for any of the other subjects which ranged from zexo to 1lz. The
square root transformation was necessary to reduce the leverage
of this extreme point.

The dependent variables retained for further analysis as

described above, are ocutlined in Table 12.

TABLE 12:
TRANSFORMED VARIABLES USED IN DATA ANALYSES
Independent Variable Description
Names

sex male/female
intkage age at intake
Marryn married yes/no
HSYN high school completion yes/no
kids children yes/no
#kids number of children
FamInviN Family Involved yes/no
status inpatient/outpatient
group assertive outreach/std community aftercare
MHC Mental Health Center Surrey/

New Westminster
sYtHOsHxX hospitalization history (square root)
SchizYN Schizophrenia yes/no
Mood¥YN Affective Disorder yes/no
LOT total optimism score
LOCB total locus of control score
EMOREL (Emotional Reliance on Another Person-IDI)
SOSELCON (Lack of Social Self-confidence-IDI)
AUT {Assertion of Autonomy-iDI)
disQlagM months between discharge and personality

guestionnaire completion
dis-intM months between discharge and intake
Dependent Variable Names Description

(one~year follow-up)

RehospYN Rehospitalized? yes/no
srt#Reho # of Rehospitalizations (square root)
#Rehos>1 # of RehObpltallzatJons >1 day duration



Data management of treabtment group. Prier to conducting the

regression analyses to determine which independent (predictor)
variables were central in predicting the dependent variables, two

tests were completed to determine whether it was necessary to

F

conduct separate ansliyses for the assertive outreach and standard
community aftercare groups, as demographic data and statistical
tests comparing the means of the two groups suggested that these
groups did not differ significantly on any of the dependent
variables. These tests were: 1) a test of the homogeneity of
conditional variances in the two groups; and 2) a test of the
identity of the regression hyperplanes for the two groups.

1) Test of homogenelty of conditional variance. A series
of F tests comparing the ratio of residual mean sqguares for the
assertive outreach (RMSx) and standard community aftercare groups
{RMSe) was completed in oxder to examine the relative
accuracy/error of prediction in each of these groups. These
tests were completed for two reasons: general interest, and
adherence of the data to assumptions regquired for furthex
statistical analyses.

With regard to the first of these reasons, if predictability
in the treatment groups is differentially accurate, then this has
direct relevance regarding the conduct of future research in this

area, as well as having implications for any conclusions drawn.

he second reasocon, all subsequent tests to be
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C n the present study assume equal predictability of

groups. If these F tests were insignificant, there would be no
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evidence to suggest that this assumption cf homogeneity of
conditional variance was violated.

This test was completed three separate times: once using
all predictor (independent) variables excluding group (p= # of
predictors = 19), and twice using different subsets of
independent variables (p=8; p=4) including only those most useful
to prediction of the dependent variables. The results of these
analyses are presented in Table 13.

TARLE 13:
TESTS OF HOMOGENEITY OF CONDITIONAL VARIANCES OF THE TREATMENT
GROUPS (N=%4)
F = RMSz/RMSc

All Predictors df = 31, 23 # predictors = 13
Dependent Varlable F p

Rehospitalized? (Y M) 1.02 .98

# Rehospitalizations 1.14 O

# Rehospitalizations » 1 Day .98 .94

Subset # 1 df = 42, 34 # predictors = 8
Dependent Variable F j8)

Rehospitalized? (Y N) 1.00 1.00

# Rehospitalizations 1.25 .50

# Rehospitalizations > 1 Day .86 .64

Subset # 2 df = 46, 38 # predictors = 4
Dependent Variable F p

Rehospitalized? (Y N) | 1.11 74

# Rehospitalizations 1.26 46

# Rehospitalizations > 1 Day 86 62

As can be seen in Table 13, there are no significant
differences in the conditional variances in the assertive
outreach and standard community aftercare groups (i.e., all ps >

.46). On the basis of these results, there is no evidence to




suggest that the null hypothesls of homogenelty obf conditional
variances 1is false and should be rejected -~ 1.e., there 13 no
evidence suggesting that one group is consistently more

predictable in terms of accuracy than the other.

2} Test of identity of the redresslion hyperplanes. This
test was done in order Tto ascertalin whether there were
significant differences in the regression structures for the Two

[
t+

reatment groups regression structures differed, then

subpsequent analyses would have to be completed separately fox

Ll"
5»4\‘:

:sion structures were not significantly
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these groups. If regre

the two groups
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Thiz test of identity consisted of an F test of the residual
sum of squares for the assertive cutreach group {(RSEm) versus
residual sum of sguares for the standard comnmunity aftercare
group (K83c; versus resldual sum of squares for the groups

combined (RS5), to see if these three differed. This test was

sensltive to any differences in slopes and/or intercepits of the
regression structures for the two treatment groups. Significant

F's on this lest would suggest that Lthe regresslon structures fox

the assertive ocutreach and standard community aftercare groups

differed
A5 with the test of homogenelity of conditional variances,

this test was conducted three separate times to ensure the

reliability of the results. First it was completed using all

possible predictors (p = 20), then using two different subsets of

wn

[
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predictoxr vari 5 (p =9, p = 5). The results of these
analyses are presented in Table 14.
TESTS QF IDENTITY OF THE REGRESSION HYPERPLANES
GROUPS (N=94)
F ez, n-z-zp = [RSS - (RSS8=z + RSSc)i/ptl
{RESe + RS8Se}/{i{ne~-1-p) + {Ne-1-pii
{p = number of predictors)
All Predictors gt = 20, %54 # predictors = 19
ﬁepcadeﬁ? Variabie F D
Rehospitalized? (Y N} .98 . 5¢
# Rehospitalizations 1.00 .48
# Rehospitalizations > 1 Day .75 .76
Suns! = 9, 76 ¥ predictors = 3
F D
Rehospitalized? (Y N; .76 .65
# PCAssglialtzau ons 1.32 .24
# Renospitalizations > 1 Day .63 L7
Subsel ¥ 2 df = 5, 84 # predictors = 4
De pﬁndent Variable F =}
Rehospitalized? (Y N} 1.13 .35
# Rehospitalizations 1.41% .23
¥ Rehospitalizations > 1 Day 17 .57
As can be seen in Table 14, in no case were the results of
these F tests significant {all ps » .23), indicating that the
regression struciares £or the two treatment groups did not differ
significantly, either in slopes or in ilnterceptis.
Regression Analyses. Because the accuracy of prediction did
not differ significantly for the assertive outreach and standard
community aftercare groups, and because the regresslion structures

F=%

the two groups were

combined for all subsequent analyses. These were based on the
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dependent variable "#Rehos>1", the maximum amount of variance

.45% which was obtained usin

[is]

seven predictor

variables. There are differing schools of thought regarding the
practical significance of findings of this general magnitude.

Rosenthal (1990} for example, would argue that these are not

SR 32 - - ” - - . 1 . d e i N
A study of Appendix B reveals me dgeneral patterns of
d £ B4 - el 3 -~ - L —~ o S —y
results. Contining the discussion only to those subsets that
ovroduce E*s in the general range of 17 or betier, cearialn

and Mocd¥YN. These resuits suggest that for this sample, tThose
most at risk for rehospitallzation over a one-yeaxry period are

two others wer

{h

U..
[
e
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o

maryied subjects and those scoring high on the Emotional Reliance

on Ancther Person subscals of the Interpersona

el

1 Dependency
tory are alsc at greater risk for rehospitalization. The
predictor variable "status" also began to appear conslistently as

incliuded in the
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Lime of gonpletion the pe Ly res &
related to later hospitalizations.

For the dependent variable "#Rehos>1", the variable "
was also of secondary import to prediction, as was the var
"disflagM”, suggesting thatbt outpatient status and having
completed personallity gquestlionnalres in a shorter time
follovwing discharge was assocliated with more rehospitaliza
of duration.

independent and depe

e Lo s e
Ocall Qoryo
- I T P [ B R Ty
or the maliip:
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in the position of n
orthogonal rotation

Direct Quartinmin obl
information.

greater Lhan one tha
variance A plot oi
factors was not part

of the eigen values
space accounted forx

factor analyses

ndent variables were conducted

cenclusions reached
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on-sallent variables, the "Varimax"
was preferred for its simplicity as th
igue rotation did not add any nsvw
viel factors with esigen
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actors to retain (see Appendix ¥ for a
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Examination of the communalities, or the percentage of

53}

variance of each variables total variance accounted for by a

given number of facltors, revealed that a three factor solution

i

was able to account for between 71% and 20% of the total wvarian

in each of the dependent variables. Beyond three factors, the

amount of variance accounted for in any of the dependent

joll
=

variables not increase appreclilably. However, a three fact

sclution, though conceptually preferable, was able to account

only 37% of the total varlance in the data space, and the amou
of unexplained varlance for many o0f the independent variables
relatively high if only three factors were retained.

Regarding communalities for the predictor variables, a {i
or six factecr sclution is adequate to account for wmost of the
varlance in all but few predictors. Examination of the rota

solutions for £ive and six factors revealed essentially the sar

her considerations being equal, for the sake o

e
Le

or

Gr

nt

compieteness with regard to explaining the greatest proportion ot
variance for the greatest number of variables, a six factor
accounting foy 50% of the total variance in the data

space was preferred. The retalned rotated six factor solution 1is
presented in Table 15.

The obtained factor structure 1s consistent with the resulis
of the regression analyses previously discussed.

Factor 1 1oads highly in the positive direction on the three

mental health centre {MHC). This is conslstent wilth the resul

and HSYN, and negatively on



0of the regr
school,
most impor

factor woulid

group .14
SrtHosHx L40%
sex .04
dis@GlagM ~.16
intkAge .04
SchizyN .08
MoodYn -.15
Marr¥n .07
FamInv¥YN -.04
Kids¥h - .10
HSYN .20%
#kids -.13
status .08
MHC -, 24%
Dis~-Iut™ .04
QBT .02
LOCR .00
EMOREL .06
S5O0SELCON .05
AUT .17
RehospY¥YN 89 *
Sri#Reho 94*
#Rehos>1 g6*

* factor loadings >

ot

seem

and prior hospil

*

ession analyses where mental

resent

Yer
repr

ROTATED FACTOR LOADINGS

3*
N7
MR
.B1%
.31*
.84%*
.11
.14

.03

.03
.02
.06
.06
.05
.02
.48
.01

X
L

1

health

nistory were

tant predictors of rehospitalization

risk for

three of the

status. This

rehospitalization.

(VARIMAX)

four

Factor 2 loads

srthoshx,

pos

and Marr¥n,

itively

and n

g
[»F}

9

variables creating this factor

of the married,

oldez,

female

tively on HEYH.
represents

with children,

who

The combinatic

has not

ACTOR FACTOR FACTOR FACTOR
3 4 5 5
L24% -.08 -. 06 ~.20%

-.17 .18 -.11 L2T*
.59% .06 17 .08

~.13 -.16 .82% .05
05 .09 -.03 .07

~.87% -.10 .08 02
.85% 07 -.07 -, 05
.01 .08 ~.05 C22%

~-. 01 -.15 ~-.28% .55h%
.29% -.05 .12 .14
.26% -.15 .05 .20%

18 ~.07 .14 .07
.26% .04 .60% .04

-.10 .18 .00 -, 2T*
.16 .02 -, 87 .01

~.25% ~.74% .03 .07
.02 87x -.02 .03

~-.08 73% -.05 L26%

~.12 40% ~,10 .B63%

-. 00 -.12 -.19 LT1%

~.09 .04 .02 .13

~.05 .03 -.09 .09
.05 00 .01 .03
2.31 2.20 2.01 1.61
on kidsyYN, #kids, intkaAge, sex,

n of

a demographic profile



conpleted high school and has a history of a greater number of
prior hospitalizations.

The third factor has 1its highest loadings on sex, status,
HSYN, kids¥YN, Mood¥N, Schiz¥N, group, and optimism. This again
suggests a demodraphic profile, similar to Factor 2, of the
female with children who has completed high school, with a
diagnosis other than schizophrenia (in particular mood
disorders), who has a less optimistic outlook, and is assigned to

the assertive outreach treatment group. Put succinctly

=
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[

this factor suggests a depressed, educated mother who 1s 1n the

The fourth tactor has its highest loadings on all but one of
the personality indices, in the direction of lesser desireability

~

nical perspective {(i.e., external locus of control, low

,.‘

from a cli
optimism, high Emotional Reliance on Anothexr Person, and a high
Lack of Social sSelf-confidence). This factor seems to represent
some indication of pooxr personal adaptability with relatively
greater dependency and pessimism, and a lack of belief 1in
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Factor 5 loads positively on status and disglagm, and
negatively on FaminvYN and dis-intM, indicating out-patlent

status at the T ime

©

of personality gquestionnaire conpletion, no
family involvement, a longer time period between discharge and
subseguent personality guestiocnnalre cempletion, and a longer

hai

15¢ and intake.
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length of time between last (pre-study)

o
0
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This factor would seem to represent subjects entering the study

and completing the guestionnaire a longer time after last
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hospital discharge who were out-paltlents at the time of
questionnalre completion. A& lack of fawmily involvenent was also

ck
e
o

evident, but the loading on this variable was much smalile
that for the other three variables contributing to this factor.
FPactor & has relatively high loadings for a large number of
variables. It loads positively on EMOREL, AUT, S0SELCON, and
HSYN, and negatively on FaminvYn, sithoshx, MHC, group, and
Marr¥Yn. Together, this produces & pattern of dgreater dependency
and education, unmarried with no other family involvement, fever

ions, and assignment to the standard community

QU
[

prior hospitaliz

attercare itrestment group at the New Westminster Mental Health

These v

s

riables together seem Lo suggest a person who lg
relatively more educated with few priocr hospitalizations, but

socially who is expressinrg greater dependency

2

somevhat isclace

needs

44
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The present study was designed to examine the role of
specific perscnality factors in the prediction of post-discharge
outcome as measured by rehospitallization status over a fFollow-up

perlod of one year. Rehospllalization status was operationall
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Yes or no,
Number of Rehospltalizations (sguare root form), and Nuwber of
rehospitalizatlions of greater than or egual to one day duration.

Secondaxrily, the rvole of aftexrcare services (assertive outreach

vs standard community-based care) was also examined with respect



correlations between these variables, and secondly, by & serli

Hypothesis testing: The relatilonsnlip between personaility

and rehospitallization status. Regarding the primary goal of the

present study, three specific hypotheses were formulated a

priori:

1. BSubjects scoring higher on the Life Orientation Test (i.e.,
more optimistic) will have superior outcomes in terms of

lower rates of recidivism than fthose gscoring lower on the

| A

. Subldects scoring lower on the Logus of Control
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Scale (i.e., a more internal locus of controcl orie
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will have supeziocr outcomes in terms of lower rates of
recidivism than those scoring in the more external direction

ot 1

on the Locus of Control of Behavior Scale.

3. Subjects scoring in the less dependent direction on the
interpersonal Dependency Inventory subscales {l.e., lower
scores on Bmotional Rellance on Anothey Person, lower scores
on Lack of Sccial S8elf-confidence, and higher scores on
Assertion of Autonomy) will have superiocr outcomes in terms
of lower rates of recidivism than those scoring in taoe more
dependent directien on the Interpersonal Dependency
Inventory (IDI} subscales.

Partial support for one of these hypotheses was obtained in
the present study.
These hypoltheslis were addressed first by examining

63}
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of All Possible Subsets Multiple Regression Analyses using three
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operational definitions of rehospitalization status as dependent
p k

With respect to the correlation data, no significant
relationships were found between any of the personality measures
and the rehospitalization statistics. Correlations ranged [ron
zero to a maximum of .19.

With respect to the regression analyses, the only

personality factor consistently important in the prediction of

resheopitalization status was Emotional Reliance on Another Person

\

{EMCREL}). Consistent with the a priori hypothesis, tho

n’:

se SC0Ying

higher on EMOREL were more likely to be rehospitalized over b[he
4 g
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factor however, only appeared in the
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regression equatlions predicting the dependent variable
Rehospitalized yes/nc, and not in the prediction of dependent
variables associated with number of rehospitalizations. The
secondary impoxrt of this variable in rehospitalization prediction
is reflected also in the observation thal EMOREL only entered the
prediction equation cons‘stently when nine variables were
included in the subset of independent variables. Because of the
relatively small sample slize and the large number of predictors
used in the regression analyses, variables entering the equation
this late in the process are suspect of being somewhat reflective

flection of charnce rathex

m

of samnpling error, and perhaps more da re

than a "true" relationship that would be observed in replications

with other samples.
Exploratory factor analysis using principal components
analysis for initial factor extraction and the Varimax orthogonal



rotation confirmed these observations. The personality factors

did not load highly on the same factor as the dependent

o

ough EMOREL was a predictor of some ilmport

fond

variables. Al

regression eguation, 1t did not load highly on the factor

one

including all the dependent variables, suggesting that overail,

it was not highly related to rehospitalization status. Rathex,

EMOREL was significantly related to only one of the three

dependent varlabies, Rehospiltalized yes/no.
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In general, the hypothesized re

personality and rehospitalization status were not observed.

only exception is the EMOREL subscale of the IDI which was ot

secondary import in the prediction of Rehospitalized yes/no,
whereby high scorers on this subscale were more at risk for

The

rehopsitalization than those less emotionally reliant on oth=2rs.

The relationship between aftercare services and

rehospitalization status. The relationship between aftercare

service (i.e., Assertive Outreach vs standard community-based

care) and rehospitalization status was also examined in a

rhat this variasble did not have a

Firstly, descriptive statistics for the [wo groups on

of the three dependent variables did not appear to differ

significantly, an cobservation that was confirmed by a series

statistical tests.

number

Secondly, tests of the homogeneity of conditional variances

of the two groups as well as tests of the identity of the

regression hyperplanes were conducted for three separats sels of
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the regresssions hyperplanes were significantly different for the
two groups Because tLhere was no eavidence to suggest that the
asserfive outreach and standard community aftercare groups
differed on any of the foliow-up nmeasures, they were combined for
subseguent analyses.

Further evidence for the relative impotence of "group" in
predicting rehospitalization status at one year follow-up was
obtained from the regression analyses whereby "group" did not
consistently enter any of the regression equations. In fact, the
only dependent variable where group appeared at all was Lhe
"numbey of rehospitalizations of duration greater than or equal
to one day", where 1t appeared only sporadically.

wlysis were also nighly

f'\
{Li

The results ¢f the feacto
consistent with all other analyses wlth respect to btrezaltment
condition, whereby the varilable "group" did not load highly an
Factor 1 representing "Risk for Rehospitalization®.

Interaction between persconality and Treatment group. in

C‘h

ion to the three central hypotheses tested and discussed

nat d

[}

pendency may

cr

above, it was also speculated a priori
interact with freatment type such that for those scoring highex

on dependency, superior outcomes may be chserved in the assexrfive
outreach group as compared with the standard community aftercare

group. For those scoring in the direction of lesser dependency,

o
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differences between the two treatment groups would be nore

minimal.

o
=1

s

Information regarding this speculation can be extracted fron
those analyses already discussed. all tests conducted found no
evidence to suggest any differences in outcome on the basis of
group membership.

This assertion of an interaction between dependency and

fn

group was itly by perferming a serles of
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multiple regresslion analyses using only the subscales of tne

as predictor variables, Tests for homogeneity of conditional
3 b4

varlances and eguality of the regression hyperplanes (
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discussed above) were then complet

oot

ed. With regard to howmuyeneity

ER

of conditional variances, Fs ranged from .89 to 1.12 for the

three dependent variables and all probabilities were greatexr than

.70 indicating that accuracy of ediction was not silgnificantly
different for the two treatment groups. With reygard to the tests
of paralielism of the regression hyperpl s, s ranged from .42
to 1.33 for the three dependent variables with all probablliity

values being greater than .27 indicaltlng that there were no

significant differences between the groups in either the sliopes
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subscales are used as predictors. On the basis of these tests,
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and treatment group w respect to rehospitalization status. ~
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The predictlion of rehncespitalization. Variables important in
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1

neasures of those persconallity traits that are 1likely to be moest

The dependent wvarlable, rehospitalization status, used in
the present study, 1s one that has been employed most often In

include client satisfaction, either with thelr lives in general
or with speciflc aftexcare prograns, symnpbtomatoloagy or more
of tunctioning, employment status,
and legal Involvemenlts, to name & few.

Perhaps the addition of dependent variables such as these
would give a broader picture of the overall success of patients’
post-discharge adjustment, particularly as hospitalizations can

accur for a variety of reasons, and may not accurately represent

"successes” in other domalns of life.

A

The Necessity of Lax

The general field of study addressed in the present
dissertation reqguires large-scale studies with large numbers of

subjects in ordex to address the multitude of variables relewvant

MY

to the situation of outcomes following psychiatric
ospitalization. Research must also be conducted "in-vivo". As
a result, the loglistics involved in executing research such as

that reported in the present dissertation are formidable, and

requires exctensive resources in fterms of manpower and economics

184




under the general direction of an established professional Such
correborative efforts result in mutual benefits. Not only is the

student able to conduct

=

wore sophisticated and externally wvalid

research, but the larger study is enriched by the addition of
sther variables and research guestions.

However, while the benefits of working in conjunction with a

larger study are clearily to be appreciated, such research
arrangements are not without thely drawbacks. Most notably, when

dissertation rescarch has Lo dovetall into a larger research

program, a certalo amount of control is relingulshed regarding

the day to day operations of parts of the study.
This 1s part of a broader conslideration regarding the

f 1an

£,

necessity e~scale in-viveo studlies; research conducted in

[
lTe

the "real-world" is vulnerable to compromise by uncontrollable
and unforeseen events. An exanple in the present research was
the nurses' strike that toovk place. Such deviations from rigid
contrel are part of the price that must be paid when an attempt
is made to research social-psychiatric problems under as natural
a condition as possible.
Theoretical and Clinical Implications
Bearing the aforementioned considerations in mind, the

effect of dependency observed in the present study is promising

with regard to the potential of personality as a predictor of



: 3

rehospitalization status, especially in light of the extensive

but largely vnfruitful efforts published to date in search of
significant predictors of rehospitalization.

From a thecretical polint of view, the notion that

is relevant to the successftul movement of patients from hospital
te communily is most interesting, especially if understood from
the perspectlive of attachment theory. Margaret Mahler (196%5;
Mahler, Pine, & Bergman, 1975) describes the process of
separation and individuation as 1t normally occurs in young
children, as a movement from total dependence tfo autonomous ego

1 m

joning. M"Practising effcyris”, enhanced by increasing

%

locomotive abilitles, accelerabte Lhe process wnhich peaks In a
"rapprochment crisis" that is marked by contradictory behaviors

eflecting a conflict belwsen fears of separation and fears of

¢
=~

(L

engulfement. For children, a receptive molther fuactions as a

secure "home base" where periodic "emotional refuelling" is
provided.
Mahler's work focuses on the process of separation and

individuation in the young child. 1In a metaphorical sense,

similar dynamics can be seen to occur duxring the transition

I3

period for psychiatric patients from the confines of hospital (a

)

secure "home base") to status as an independent adualt In the

7

community.

The appropriateness o¢f this analogy is reinforced by the
fact that risk for re-admission is known to be highest in the
first year folliowing discharge (i.e., separation), and then

sful

0

declines steadily over time as patients develop more succe



autonomous functioning. Fi
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scores on "Emectional Rellance on Another Person'™ in the presen
study, was seen to have a bearing on the outcome duving this
relatively critical period. Perhaps, as with young children,
when dependency is more pronocuncec, separation fears predominate
and a return to "home base" 1s precipitated.

Other published research In the area, although relativel
sparse, supports the notion that dependency issues are salisnt
with respect to success at community re-intedgration. The degree
to which hospital programs emphasize autonomy and independence
has been assocliated with recidivism (c£. Anthrony, et al., 1978},
and patients themselves report that unmet dependency needs are a

major problem experienced upon hospital discharge (Kinaxd, 1981;

ith~-Spiegel, 1969).

|..4.

Ke

o]

Splegel

@

These findings have some direct impications for psychiatric

practise, and suggest that intervention effcrts should be most

diilligently applied duvring the earlliest "separation" phase of the
transitlion from hospital to community living. Contact with

g

T

¢

herapists

ot
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s
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e

t this time should be more frequ

P

ent
for a "weaning" period with respect to dependency issues.
Assertive outreach programs represent Lhe implementation ot
such a philosophy, and their relative success can be understood
psychologically as stemming from the crucial role the
"transitional person” plays in helplng patients successfully
negotiate the difficult task of achieving independent autonomous
functioning. The trusted transitional worker metaphorically

functions in the role of a "safe haven", in place of hospital,
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CLIENT SELECTION PROTOCCOL
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Locus.

Directions: Below arvre a number o
topics affect your personal belie
answers. For every ifem there ar
agree and disadgree. Could vyou pl
irracket the choice you believe Lo
Answer all the guestions.

0 1 2

1y  somewhat
ree disagree

1. I can anticipate difficulties
Z. A great deal of what happsns
of chance.

Lad

. EBvervone knows that luck or ¢

4. I can control my problem(s) o

5. ¥When I make pians, I am almos
work.

6. My problem(s) will dominate m

7. My mistakes and problems are

8. Becoming a success 13 a matte
or nothing to do with 1it.

i. My life 1s contrcllied by outs

10. People are victims of rcuns

13. I bhelieve a person can really

14, It is impossible to control wn
when I am having difficulties
15, understan

T

4+

I am contident of being able
problems,

froet
[y
.

}-m»«i
)

. In my case maintaining contro
mostly fto luck.

of Contro

1 of Behavior Scale

f statements about how various
fs. There are no right or wrong
2 a ilarge number of people who
ease put in the appropriate

be true?

generally strongly
agree agree

action to avoid them.

chance

nly 1f 1

support.

certain that I can make thew

e all

ny responsibility to deal with.

¥ of hard work, luck has little
ide actions and events.

ightness in my nmuscles 1s due to
pbe the master 0f his fate.

future

1 over my problem(s) 1s due
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Interpersonal Dependency Inventory

STRUCTIONS ements are presented below. Please read sach
one anad decide or not it is characteristic of your attlitudes,
feelings, or behavior. Then assign a rating to every statement, s ing
the values given below:

4 = wvery characteristic ¢f me

3 = guite characteristic of me

2 = somsvwhat characteristic of me
i = not characteristic of ne

1. I prefer to be by myself.

Z. When I have a decision to make, 1 always ask for
advice,

3. 1 do my work when I know 1t will be apprsciated,

4. I can't stand being fuszsed over when I am sick.
5. I would rather be a follower than a leader.

6. I believe people could do a lot more for me if they
wvanted fo.

ﬂ

o3

[
Yemid
jo
“~

pleasing my parents was very important
- k

~d
crw

5 a
. Q Mme

{T'

8. I don't need other people to make me feel good

9. Disapproval by someone 1 care about 1is very painful
to me.

ident of my abilit
1 problems I am likel:

T~
egei CoOng

lade]
Tt

11. I'm the only person I want to pleassa.

idea of losing a close friend is terr!fying
e
to me.

ot
(]
-
=3
o
i

[s1}
£
~
4}
44
"
£
.
t
Pt
b
T
s
T
Lo
b
[ -
—
—
s
e
fon
2
4l
-
T
i
T
t
{2
T
o)
or
g™

13. I am guick tc
others.

14. T rely cnly on myself.
1%. I would be completely lost if I didn't have someone
special.

e e ¥
H
i

ake I've

S

16. I get upset when someone discovers a mis
made .

hard for me to ask someone for a favor.

[y
w

17. 1t
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I hate it when

I easiliy get di
from othezs.

In an ardument,

I don't

I must have one person

people o©

I give

When I
will like me.
I feel petter when

When I am sick,
alone.

'm nevey happi
good Jjob.

I am willing to dl

order to accompl

In social situa
conscious.

[

IS)

&

ot of

et

I have a

[XER—
m

t
rri

Even when things
asking for help

I tend to

—
[oh)
o]
‘!3
rt
o
=
47\'
0]

to

I feel that I never really get all that I need from

people.

i

I prefer that wny fr

'jU?

B S

need much from

go to a party

-

&

than

n't need anyone,

k‘h

s 1

fer me sympathy.

I don't

<
It
~
e
w

sped

that th

know soneone else

when

people

I tend to

trouble

to imagine t
when expeacted.

g{}

fro

buy

T4

h

m

S

e WO

my

’T

clot

When I meet n2w people,
the right thing.
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be very
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cisio

a loved

n get ai

riends.

expect too much from

others,

myself.

say

get what 1 ne

cial o me.

e other peopl

4

P
Hoid

ig in cowmand.

iends leave me

I've done a

seif-

ns by myself.

one doesn't

ot

ong withou

rald that I won't do

me to meke up my mind about a TV show
know whalt other people think.
regard othexr people's feellings on
y something that's important to me
perszon who puts me above all
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4U. kBven 1i mest people turned agalinst me, I could still

gyo on if someone I love stood by me.

vith others
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-
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=
i
o
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£

sb
fd

44. I am very confident about my own Jjudgment.

L 45. I have alvays had a terrible fear that I will lose
the love and support of people I desperately need.
46. 1 don't have what it takes to be a good leader,

47. I would feel helpless if deserted by someone 1T love.
4. What otheg people zay doesn't bother me.
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APPENDIX D:

DESCRIPTIVE STATISTICS AND COMPLETE CORRELATION MATRIX (N=94)
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DESCRIPTIVE STATISTI

!
w1

{N=94)

sex 1.52 4.50 1 1.00 3 2.00
group 1.54 0.50 1 1.04 51 2,00
DISQLAGHM §.73 9.1 2 ~9.65 4 34,84
asstlagm 3.83 6.5 Lig -3 .10 70 20.42
DIS~-INTM ~-4,%0 £.4% 18 -2 2 9.&1]
intkage 37.19 1i.20 96 19.00 37 85.00
SCHIZYN 0.57 3.50 1 G6.00 2 1.40
MOODYN 0.3% 3.48 1 .60 3 1.00
MARRYN 0.15 .36 1 0,00 9 1.00
FAMINVYN 0,840 0.40 1 0,00 Z 1L.00
KIDSYN 0.46 0.50 3 0.00 1 1.00
HSYN .85 0.50 1 0.00 3 1,00
#kids 1.11 1.44 3 .00 3 5.00
cpT 17.4% £.32 114 1.00 61 32.00
LOCH 33.40 11.80 71 4,00 28 £3.00
EMOREL 45,66 19.85% 95 24,00 i 69.00
SOSELCON 37.24 4,50 i6 28.00 51 49,00
AUT 27.073 6,728 38 16.00 34 465 .00
INTDEDR 201,26 35,87 57 122,090 28 28%.00
status 1.85 U.36 25 1.00 1 2,00
MHC 1.53 .50 & 1.00 1 2.00
BRTHOSHY 2.64 1,08 19 1.00 9 £.48
REHOSEYN 0.48 0.50 2 0.00 L i.00
FREHOS>1 0,87 1.43 z 0.00 10 6.00
SRTHREBHO 8,87 1.4060 2 G.00 7L RIRY
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COMPLETE CORRELATION MATRIX (N=94)

sex group DISQLAGM asstlagm DIS~INTM lintkage
sex 1.00
group -.01
DISQLAGH 4 - .
asstlagn
DIS~INTM ~.
intkage .
SCHIZYN -
MCODYN
MARRYN
FAMINVYN -

’

ot
[ow I oo’

1.00

12 1.00

.69 -.00 1.00

-.04 -.00 .06 1.0

U
.12 .01 -, 17 -.1
Z

OO
|l -
¥ l
IR
O OO

i
.
O

O L) W DD O
f

i

.06 .03 1z L2
.00 ~.03 -.04 L a7

€ O L LD
U W oo
. L3 "
OO
<10

i

o

: b
}...J

Lo

e

i

T O
[ow

KIDSYN .48 -, 06 .10 .11 -.0D3 54
H3YN 10 L1z -.08 -.17 -, 07 -.,24
#kids .38 -.10 .10 .08 -.06 &3
GPT ~.14 .06 R LA -,12 i1
LOCB L1z -.15 -.15 -, 16 05 L8
EMOREL .03 02 -.13 -~ 17 L2 L0
SOSELCON .03 -, 00 -, 40 - 17 L0Z 1B
AUT ~-.08 ~,10 -.09 01 15 .02
INTDEP o1 -.00 -, 15 -, 16 .04 L1z
status .23 L0 .32 14 -, 31 .14
MHC -.07 I - 07 -,09 -, 00 .02
SRTHOSHX -, 03 0L -.08 -. 058 06 L2
REHOSPYN -.,08 .03 -, 09 -, 11 04 (34
FREHCOS>1 .10 10 ~.19 -, 21 06 -. 02
SRTHREHO ~-.01 .05 .19 -.16 .11 -,02

TN

Yy

e
=y
—
t‘k
<
e
=
i
ey
oo
r
=
2z
i
el

AMINVYN KIDSYN HEYN

i
b= ()
-

SCHIZYN
MOODYHN
MARRYN
FAMINVYN
KIDSYN
HSYN

i

+

O O
<

L

i

o b on €

.14 1.00
' .02 1.00
.08 -.03 1.00

D
o

]
B
-
fan]
2 LD ded O s O
TR =
o]
i3
i

Lo
}....J
<
R OY]
I
-
<3
§

» i

P

Lot

s

o e
1

status - .12

—~
e

P et ey 01 w3 D B

bk ids ~.15 .06 .84 - 10
OPT 22 18 .06 .02 -.11 .06
LOCR - 05 .04 i3 -, (06 -, 02 -, 08
EMOREL -.02 03 .11 -, 20 .08 -.04
SOSELCON L2 ~.03 - 03 -, LOL -, 01
AUT -, 01 .00 .03 -, 07 .10
INTDEP -,02 .03 L0 - e - 0

18 {

.06

Bt Pad e et
[OS T SR IV PN SN Y [ W9 I w4

MHC ~,05

.

0
L1
SRTHOSHX .02 ~-.00 A
REHOBPYN .09 -.17 . G
0
0

.

#REHOS>1 .07 ~-.12 -
SRTH#REHO .10 -.20 -

I

BRI b 2O b D

Ul b O b s

*

PO L OO LD O
!

OO O e

OO O

H
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¥k ids OpPT LOCH EMOREL SOSELCON AUT
#kids 1.00
QBT -~ 17 .00
LCCE -, 01 ~-.65 L.00
EMOREL -.,05 -. 31 .46 1.00
SOSELCON ~. 03 -.069 .24 .49 1.00
AUT -,01 .04 -.04 .02 .32 1.00
INTDEP .05 -, 29 .44 .97 .62 .23
status .16 ~-. 07 -, 01 - .06 .00 L6
MHC .18 -0l 17 .12 -, 01 .17
SRTHOSHX 04 -.06 07 .10 01 - 0%
REHOSPYN .15 LOZ .04 .11 .03 .19
FREHOS > 1 -. 04 -. 00 02 .04 -.05 LO6
SRTH#FEHO ~.19 .05 -, 07 07 .00 L1

NTDEP status MHC SRTHOSHX REHOSPYN #REBHOS»1

INTDEP
status
MHC

i

w

1.00

-

fi

. .

G DO
o

(IR SIS ol O
o
Ww

SRTHOBHX 0 -, 00 -, 06 1.00

REHOSPYN it L4 -, 23 .24 1.00

BREHOS> 1 04 07 -.0R .25 .64 1L.00
SRTH#REHO i1 -, 03 -, 43 .26 .85 .77

SRTHREHO
P REHO 1.00

[
[2a]
el
o

204




APPENDIX E:
RESULTS OF ALL POSSIBLE SUBSETS MULTIVARIATE REGRESSION ANALYSES

(N=94)
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ALL POSSIBLE SUBSETS REGRESSION ANALYSER

KEY

NUMBER PREDICTOR VARIABLE NAME

HOSFITALIZATION HISTORY (SQUARE ROOT FORM)

HIGH SCHOOL COMPLETION (YES / NO)

MOOD DISORDER (YES / NO)

SCHIZOPHRENIA (YES / NO)

MENTAL HEALTH CENTRE (NEW WESTMINSTER / SURREY)
ASSERTION OF AUTONOMY (IDI)

EMOTIONAL RELIANCE ON ANOTHER PERSON (IDRI)

LACK OF SQOCIAL SELF-~CONFIDENCE (IDI)

LOCUS GF CONTROL OF REHAVIOQR SCALE

W On w3 OF T s ) B P (D N0 Q0w O U N s b0

1 OPTIMISM (LIFE ORIENTATION TEST)

i AGE AT INTAKE

1 CHILDREN (YES / NO)

1 MARRIED (YES / NQ)

1 MONTHS BETWEEN DISCHARGE AND QUESTIONNAIRE COMPLETION
1 SEX

1 STATUS (INPATIENT / COUTPATIENT)

1 FAMILY INVOLVED (YES / NO)

1 NUMBER OF CH1LDREN

1 MONTHS BETWEEN DISCHARGE AND INTAKE
2 GROUP (EXPERIMENTAL / CONTROL)
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ALL POSSIBLE SUBSETS REGRESSION ANALYSES

SUBSETS W
ADJUSTED
R-5QUARED

.0484
.0447
.0254
.0182
.0105
.0070
.0015
L0007
0006

L0022

ITH

1

DEPENDENT VARIABLE

1 VARIABL

{N=94):

REGRESSION #1:

REHOSPITALZIED YES /NO

Ew T n]
[iNG)

PREDICTOR
8 io 11

VARIABLES

& 7 9 13 14 15

u ey
ko

ADJUSTED
R-S5QUARED

0874
0800
L0787
L0676
L0672
0654
L0624
L0575
L0533

ey

L0532

SUBSETS

WITH

-~
(e

o
[l
[
o
ok
bt

ot
N

X

ADJUSTED
R-SQUARED

[

3
7

-
3
i1
1R
« LU

.1044
.1006
.0997
.0942
L0916
.0915
.0902

L3
a

O

o pd P e

=

Fe >~
>

>~

<

P

PREDICTOR VARIABL
9 10 11 12 13

.

6 7 14 15 16 17 18 19

W
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SUBSETS WITH 4 VARI

AD3USTED

R-SQUARED

=

L1633
.1459
.1409

L] * + - - .
e S S
[OS B SR ¥V I 7S B VU LUV R #%)

e M pd Bd PR RGP BG4

L A La OV E D
=

Lor B U DY B b wd

*

+m
A

SUBSETS
ADJUSTED
R-SQUARED i

-

i S S

.

.

. . 3

.

[l il et [ Tl pmd i ek

Vgt U oo Y oy OY w3 = =D
O b Ly 0o O e 00 U

Gyl D S b CRAD B L
P A S e

.

SUBSETS WITH

ADJUSTED
R~SQUARED

. » .

’ 1

[N SRS, L IRV o B an T SR I N R IR Gy |
B N O b OS2 B O

«

frt b p bt b b s
] i T ] e OO o R

i~

"

[y

S oA

B¢ p< Be P 0

r
“

5 VARIABLES

)

A

>

X

VARTABLES

[
ey

S T A -

-
»

>~

BLE

R R

b

SR

L
-

>4

#.

2 03 4 5% R

foed
L

X

i
PN
A
A
PREUICTOR VARIABLES
70609 10 Ll 1z 1o odi4 0 1h
X
X
}/
X
1
FREDICTOR VARIABLRS
76 9 10 1i 12 13 14 1%
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VAEIABLEGS
3

X X

2
X
X
x

1
X
X
X
"

WITH 7

ADJUSTED
R-3QUARED
22

836

o5
<

-
v oL

L1861
.1

SUBSETS
.1922
.1920
1910
.1907
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wori et
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DEPENDENT VARIABLE

= # REHOSPITALIZATIONS

REGRESSION #2:

(SQUARE ROOT FORM).

SUBSETS WITH 1 VAEIABLES
ADJUSTED PREDICTOR VARIABLES
R-5QUARED 123456 789 10 11 12 13 14 15 16 17 18 19 20
.0587 X
L0425 b4
0351 X
.0366 X
L0252 x
L0246 X
L0167 X
012726 X
20403 X
~-. G003 X
SUBSETS WITH 2 VARIABLES
ADJUSTED PREDICTOR VARIABLES
R-SQUARED 12 3 456 7 8 9 10 11 12 13 14 15 16 17 18 19 20
L1330 X X
098% X X
0951 X X
~0301 X 4
0gg7 ¥ X
3814 % X
L0787 ¥ X
L7664 X X
L0162 X X
07472 X X
SUBSETS WITH 3 VARIABLES
ADJUSTED FREDICTOR VARIABLES
R-SQUARED 1 2 3 4556 5 9 10 11 12 13 14 15 16 17 18 19 20
L1644 X X X
1699 X X X
.1544 X X X
.1494 X X X
1483 X X X
L1427 X X X
.1406 X X X
1347 i X X
13206 X X X
L1318 X X X



SUBSETS WITH 4 VARIABLES

ADJUSTED PREDICTOR VARIABLES
R-SQUARED 123 456 7 89 10 11 12 13 14 15 16 17 18 19 20
L2390 X X X X
.2094 X X X X
L2023 X X X X
L2015 X X X X
L1978 X X X X
.1975 X X x X
L1871 X X X X
L1921 X X X b4
L1902 X X ¥ X
.1881 X X X X
SUBSETS WITH 5 VARIABLES
ADJUSTED PREDICTOR VARIABLES
R~-SQUARED 1 zZ2 3456 78 9 10 11 12 13 14 1% i6 17 18 19 20
.2595 X X X X hd
.2584 X X X X X
. 2499 X X X X X
.2418 X X X X X
L2388 X X X X h 4
L2357 X X X X X
L2339 XX X X X
. 2339 X X X % x
L2328 X X X X 4
.2325 X X X X X
SUBSETS WITH © VARIABLES
ADJUSTED PREDICTOR VARIABLES
R-SQUARED 1 2 3 456 7686 9 10 11 12 13 14 15 16 17 18 19 20U
L2717 X X X XX X
L2640 X X X X X X
.2636 X X X X X x
L2610 X X X X X X
L2590 X X X X X X
.2588 X X X X X X
L2562 X X X X X X
L2554 X X X X X X
. 2553 X X X XX X
. 2547 X X X X X X



DEPENDENT VARIABLE

5

o
(o]

UB WITH 1
ADJUSTED
R-SQUARED 1

o
vl

L)

7

5

A

.051
L0316
L0252
.0042
.0012
.0016
0048
.0053
L0063
0070

>4

o

SUBSETS WITH 2
ADJUSTED
R-ZQUARED

VARIABLES

3 4 5 7

-
D

.

oo

.1188
.0701
.0563
.0522
L0515
L0503
.0480
.0469
.0465
.0461

L N

o

EatiE i

SUBSETS WITH 3 VARIABLES

ADJUSTED

R-S5QUARED 1 34567

i
L

-
o1

.1294
.1268
.1207
L1175
.1154
.1136
.1128
<1123
L1122
.1118

et

Ea i e R
Pl A e R e e e e

REGRESSION #3:

# REHOSPITALIZATIONS > 1 DAY DURATION

PREDICTOR VARIABLES

8 9 10 11 12 13 14 15 16 17 18 19 20
X
X
X
X
PREDICTOR VARIABLES
8 9 10 11 12 13 14 15 16 17 18 19 20
X
X
X
X
X
X
PREDICTOR VARIABLES
8 9 10 11 12 13 14 15 16 17 18 19 20
X
X
X
X
X
X



ADJUSTED
R-SQUARED

.1406
.1400
.1369
.1334
.1305
L1291
L1272
L1267
L1251
L1239

P o o T

b R T -

PREDICTOR VARIABLES

3456 789 10 11 12 13 14
X
X X
X
X X
X X
X
X X
X
X X
X X

ADJUSTED
R-SQUARED

L1587
.1529
.1496
.1464
.1462
.1385
L1361
L1359
L1355

.1352

SUBSETS3 WITH

S oG P 3 < o PR M

E A e e e e e e

6

PREDICTOR VARIABLES

ADJUSTED
R-SQUARED

L1720
.1643
L1593
.1568
. 1551
.1514
L1512
.1502
.1500
.1495

pt

PP G P P KBS g
L T I

|

3456 7 89 10 11 12 13 14
4 X
X X
X X
X X
X X X
b4 X
X X
X X
x
X X 4
VARIABLES
PREDICTOR VARIABLES
3456 789 10 11 12 13 14
X X X
X X
A X X
X X X
X X X
X X
X X
X X X
X X X
X X X

213

15

-
(%]

15

16 17

¥

e o

18

19

20

X



SUBSET3 WITH 7 VARIABLES

ADJUSTED PREDICTOR VARIABLES

R~-SQUARED 1 23 456 7 8 9% 10 11 12 13 14
L1745 X X X X X
.1690 X X X X A X
L1677 X X X X X
.1644 X X X X 4
.1643 X X X X X
.1633 X X X X X X
.1630 ¥ ¥ X XX X
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APPENDIX F:
RESULTS OF EXPLORATORY FACTOR ANALYSIS (N=954):

AMOUNT OF VARIANCE EXPLAINED BY EACH OF THE UNROTATED FACTORS
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