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e ' ABSTRACT

€ B
.
.

Within the last few decades there has been a shift from traditional

institutional approaches in mental health to community based service

-

delivery

systems. Researchers examining the community-based model have focused on
- (S

improving the guality of community care. Specificallv. use of aftercare services has

been found to improve the quality of community care (Byers, Cohen, & Harshbarger.

- : ¢ *
1978: Gittelman 1974; Krauss & Slavinsky 1982, \Ye‘mman et al. 1978y «Co-

.

% ordination of services has alsy been shown 1o improve the quality of community care by

P

‘mchreasing the effectiveness of aftercare 1Broskowsky. Marks. & Burmen 1982, Clark

1976, Krauss & Slavinsky, 19821 At rhe level of the chr‘oniqg]ly mentally 1 quatity

-

4,uf community life ts atfected by the yuatity of care Researchers have shown that

psvchiatric patients or clients experence wvoor quality of life in the communiy

1General Accounting Otfice. 1978, Krauss & 3lavinsky, 1982, Lamb. 1982

-

The present research was designed to examune |l service providers

-

perceptions ‘ot aftercare servicefco-ordination in their community, | 2] service recervers
L] *

- v . SR . . . I

rie. the chronically mentally ill's) perceptions of their quality of life in rhe

communuty: and. (3] faetors h)’@thesized to atfect co-ordination ot services for the

chronically mentally ill in the commumty Organizational research has demonstrated

s

‘,J - . _ . . ’ . 3 -
that vo-ordination is affected by relationships 1] within the agenecyv; and, | 2] between

“community agencies +Evan, 1967, Etzioni. 1961, Marks & Broskowski, 19821 These

1

tactors hvpothesized to atfect co-ordination are referred to as intraorganizational

perceptions and interorgamzational perceptions respectively

.-
ey

-4

>
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Twd communities were studied One community operated from a Eommunity -
care model where chronic mental patients/clients were treated entirely in the

eommunity or on a hospital out-patient basis. The second community operated from an

institutional care model using in-hospital, out-patient and community treatment. A
. ‘ *

comparison was made between the two communities using data provided bv service

providers.
»

- ‘. ’ . Ly
Two scales were constructed for this research. The scale for service providers

_ examined perceptions of co-ordinativn of services for the chrodically mentally ill,

interorganizational perceptions. and intraorganizational perceptions The self-

.

administered instrument was constructed in the form of a multiple-choice and 3-point

Likert format scale The scale for service receivers examined Quality of Life in the

-

community by measuring (1] life adjustment. based on factors vutlined by Kriuss &
- W .

Slavinsky 11982) which were - a need to be taken care of; 4 need for social interaction. 4

need for rvelief frum psychiatric svmptoms. a need for basic life necessities. and a1 need

-for hope,-and. (2] life satisfaction using an adapted versivn of the Bradburn

Satisfaction Scale (Bradburn, 19691,  The seif-administered service receiver

instrument was constructed in the torm of & multiple choice and 5-‘()‘umt Likert format
.

» T~
scale
¥
It was found that co-ordination of services was moderate in the institutional
» o . .
care mode! and low in the comgnunity care model. There was a significant difference

between the two comntunities in the percetved level of co-ordination of services

«



o

. . 5 .
@ - Interorganizational. perceptions affected co-ordindtion of services at the local level. . .
. A

Chronically mentally ill persons experience a poor quality of life in the cpmmunity:

Life adjustment was affected by the level of care, r’éli@f ‘from psychiatric symptoms, N

and hope of recovery provided by service provid€rs. : .

W

»

o

This paper concludes with a discussion of the limitations in the research..lt is
shown that there is no reason to believe that the results were spurious.
. - . . *

T ' Recommendations based on the research are provided. and directions for further

research are suggested - .
e . .

P

¥
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| INTRQDUCTION
)

. .
Historically, the two™iominant modes for dealing with the chronicaily
o]

mentully ill in our .SOCiel_V have been. 1} institutiunziliz:{t_i,qcm which  adwwcat

¥

inpatient mental health treatmént; and. 12) de-institutivnulization, which emphusizes
Y

~,

been u shift from traditional insgitutional approaches i mental health tocoamunits -

. commuMsty care rKrauss & Slavinsky, 19820 Within the lust few decades there has
%

3

- ", ~ 0 - ) -
based service delivery 3ystems Professjonuls in the community-bused approuch ure

.

not viewed as guardians® but rather as "ammunity agents”, shose purpose ity
> .
Jdevelop and cunserve human resources and resture etfective functioning fo peuple
- / . -

whuse performance huas been inpaired * Simith & Hobbs, 19701

R

As the patterus of service deiivery to the chronicalls mentally i1l changed

— .
trom an institutional te o compunity - bused ng)del, J’numllt‘l‘ af investigafors have

tocused their research on strategies designed to improve the qualits of communaty vare
*

L 4

+Byers, Cohen & Harshbarger, 1978, Gittelmun, 1974, Krauss & Slavinsk. . 1982
. }
Welnman et al.. 19781 For example. 4 coumber’of researchers hauy e reported that one of

2
i

-+ the -most effective svstems tor dealing- sith the chroneally mentalls 1l in the
N L4

community is the proviswn and utilizaciom ot attercare services  Byers, Cohen &

g

Huarshbarser, 1978, Gittelman, 1974, Kragss & Slavinshy, 1982 Wemnman et al |

tercargs for the chronically  mentalls ill invelves linking patients atth
1ty-based prograns or services upon discharge. motitoring their progress and

- ))_

<
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. providing advocucy and suppurt to achieve satisfactory community adjustment

i Wusylenki, Goering, Lancee, & Bullantyne, 1982). Aftervare services are specifically
designed to enhance mental health clients' physical, psychological. and social
adjustment to their conimunity. A number of divergent activities ure subsumed under

the rubric of aftercare servicess  Duy  hospituls, halfway  houses: -vocational

K

rehabilitation; socializing clubs; and administration of.psychotropic druys

While the use of aftercare service® hus been shown tov improve qu&lity\;f
community care for the vhronically mentally ill, its effectiveness is dependent on a
. N e

secyndary tactor - the level of co-urdination uof these services bv service providers
 Broskowsky, Marks & Btii'mem 1982; Clark: 1976; Gittelmarn. 1974 Hulpert, 1971;
Kase, 1979: Krauss & Slavinsky, 1982 Rosengren & Lefton. 19700 Colleetivels | these

=3 - - .
studies indicate that communitiés with attercare Sers jves tend to have unco-ordinated

service -delivery .vitems. have gaps and vverlaps mn services, and little or oo

establi-hed communication vr referral svstem. which may atfect quality of community

care

The present study wus designed to exaunine 111 service providers perceptions

regurding the coordination of aftercare services. 121 service recetvers e the

chronmeally  mentally st pefceptions of their quahty uof lite. and ¥31 factors
, . . .

hyputhesized to affect the cu-ordinativn of services tor the chrodically mentalls 1l

> .

Quality of life wil be meusured using o number of psvchosvcial and™ physical
dimensiwons h},buthesiz‘ed to affect lite adjustnient and life satistaction }y the
. ¥

community ' Krauss & Slavinsky, 1982



—————— "

The  literature review. will exanune: (11 the comnnunity care model
®

emphasizing the advantages and disadvantages of de-institutionalization for the

chronically mentally ill, 12) co-ordination of community services with particular

_ewmphasis on identifving which factors atfect co-ordination buth within ugencies and

between agencies; und (3) needs of the chronically mentallv Ul in order to identifv
N : 3
‘M‘ -
which services should be provided in the community in a co-ordinated munner 1t is

assumed that these needs will be linked to the concept of "guality of life" for e«

psychiatric patients

- 2
This research is of particular interest to the fleld of community psychulogy, a
discipline which searches for new paradigms, new wavs of understanding health and
mental health care 1ssues, and new acton oriented :truteiies‘ ’Ra.ppapur?. 1977
Commumty psvchology 15 committed fo offering data and theories reluted to human
éculoéy tthe fit betwéen pevple and envimﬁmentsl and svstem analyvsis, vith the
particufar el‘llpi‘\a&ils sach has on individual behavior vr experience Scrtbuer, I%ﬁfljl
i’his study ‘makes two primary contributions to community psychology 11 the focus
un the person-environment tit of the chronicully mentally dl und the communits. qu.

o .
+2) action researeh us 4 model tor mwvestigating human Service delivery svstems
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LITERATURE REVIEW

.

] - B
 DE-INSTITUTIONALIZATION OF THE MENTALLY ILL

¥

History of Deé-institutionalization for the Mentally 11l

The shift from traditienal institutional care to community-based care resulted
primarily from the community mental health movement ot the 1960s. Advacates ot the

new method were concerned with the increase in patient population in ulready

overtaxed public mental hospitals. It was widely believed that the treatment facilities

had poor quality of*are and low expehditures for patients Gottesteid 119771 reugrted

v

that supporters of communitv mental health viewed mstitutmiulizatmn as

dehumanizing. regressive. and more expensive than communits care

Community mental health xdvoeates criticized supporters of nstitutonal

-

care tor their use of the medical model “In rhe medical approach to mentul illness,

problems wn living are conceptualized us being related to physical llness nstead of

being analogous to learned und environmental conditioned responses 1Cowen, 1967

Rappaport, 19771 The maun focus in the medical model was on the central nervous

svstem, the brain. and organic causes of mental illness With the coneeptuulization of

mentul illness as being the result uf physical tllness. medical advecates had emploved

4 range of physical interventions to cure the problem as well as various approaches ty

.



-1

psvchotherapy. Physical treatments included such medical procedures as

psychosurgery, electro-shock therapy. and large dosages of psychotropic drugs. «

Additionally, the patient-doctor relationship employed- in the medical model
o

approach to mental illness was criticized. [n this relationship, the activé and.

participatory’ role of the patient was termihated vnc¢e professional assistance was

acquired) The doctor assumed a passive role until the patient acquived his or her
g -

services. ‘'he authoritative active role of the professional comimenced once patient-
kl«

doctor contact had been established . —

In contrast. the community mental health. movement suppurteﬂ 4 new

paradigm which consideted the antecedent role of external torces in mental iliness
¥
tZax. 19801, An interactionist vrientation was »mploved i which the individual and

his or her fumily..work, and community were regurded as elements which wperated
interdependently  The community mental health model viewed the total mental
heulth care delivery svstemn as being rrunﬁpriséd of 4 wide rarige of services and settings

3 s

li e . medical care. recreativnal getivities. vocatinal fraimng + Community respurces
|

and services were seen as essential therapeutic touls. This new model ussumed that

i

mentally 11l inditiduals were clients who could play an aetive role in their nwn health

care. Moreover. professionals were seen as needing to develop a more preventative role

where high-risk populatiens could be identitied earlv before problems developed.

The community mental health movement »merged with the advent ot 1)
Effective and available psvehotropie agents tor psvechotic conditions, muking it



possible for clients to live- T the community, (2) legisiation requiring less restrictive
settings for care. and (3) the establishment of new federal funding mechanisms that
made it possible for discharged mental patients to continue receiviny benetits 1"Tulbott,

<

19311, ‘These additional fuctors aided a shift in the locus of the problem from the

~mental hospital to the community 1Talbott. 1981). While the concept of community

mental health originated and had its greatest Stre;ngth in the United States. Canada

also felt the gt‘f’ects of the movement. Turner and Avison 11983) note that similar

developments in‘new:@g_ems.of‘care ‘for the chrontcally r;lenta]ly ill were clearly

obsﬁervable"in Ontario. [n 1959, Matthew Dymt;nd. then Mi‘nister uf Health. provided

the Ontario “Legislature with 4 report which stated that the organization of mental
N

health services should be inaugurated 4t the community level and mental hospituls

should havea closer provimity to the community teited from Greenland, 1961: Turner

“

& Avison, 1982) The Dvmond Report directly aifected the number of patients being

discharged into the community vare svstem in 4 positive direction from 1960-197t
icited from Turner & Avison. 1983).

Consequences of De-Institutionalization for the Mentally 11l \

It has been acknowledged by both crities and supporters of the community

,
|
eq

mental heuith movement that de-nstitutionalization for the chronteally ment“dlly ;]l
has fatled tAnthony, Buell. Sharratt, & Athotf, 1972, Mav. [uma & D’ixuﬁ. 1978..
l?.;'ppapurt. 1977, 19854, 1985b). Whi}g the consequences of de-institutionalization
have not been unii'ormiy negative, there is a reported zup between the pmcmis'e of mur'e

economical and humane treatment and the eventual outcome of the change of car® tor

W
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' the chronically mentally ill. Scull 11981} argues that for the majority of chronically

mentally ill "what appears to have changed is the packaging ragher than the reality of
their misery" tp 17). The four main consequences of de-institutionalization for the

mentally ill are

1) an increase in patient population in alternative custodial care
ii e., residential settings and nursing homes)

+2} anincrease in the frequency of re-admissions to . -
institutions

13) more-strain on the community

- +4) poor quality of life for the mentally 1l in the community

s

1 INCREASE IN PATIENT POPULATION [N ALTERNATIVE SETTING

Research has shown that chranic patients have been shifted from state and

# countv mental hospitals i the United States to alternative hospttal settings Felton &

. [3 N
‘\Shinn‘ 1981. Kiester. 1982: Paul & Lentz. 1977, Redlich & Kellert, 19731 According ro
American $tatistics, since 1960 the number of admissions in traditional care of state
and county hospitals has drastically decreased, primaritly because these institutions

sere the target for the de-institutionalization movewent + Kiesler 1982, Vischi et al .

19801 However. Vischi ot al. 119801 have noted that inpatient admissions have

dramatically increased in general hospital psychiatric units. communitty wental
f

health centers, VA psyehiatric units and private mental hospitals

I'his revolving door phenomenon has also been documented.in Canada.* An

.

c-



anualysis of hospital ;.ettings in Canada indicates"that 31% of admissions for the
mentally ill were to public general hospitals: 19% were ,admittedv 'to‘public 'me:ntal
hospitals (Statistics Canada, 1979). An essential point is that 20% of the patients uﬁjth
mental illness in public éeneral hospitals were released Individuals leaving public

-general hospitals are being re-admitted to public mental hospitals.

v

" 2. INCREASE IN FREQUENCY OF RE-ADMISSIONS IN INSTITUTIONS

@

it has been demoﬁs‘iratgd that there are high rates of relapse for the mentallv
ill lAnthon,‘v. B:mll. Sﬁarratt. & AthotT, 1972, Anthony. Cohen.s& Vitalo, 1978, Bassuk
& Gerson.:IQ’TB, May, Tuma & Dixon. 1976. May, Tuma, Yale. Potepan & Dixon,
1976]1. The relapse rates tor the chronically mentatlv ill increase over tune atter their
initial discharge, 2530% relapse at six months. 35-30% relapse at one _véar. and

70-75% relapse by three to tive vearsi1Anthony et al.. 1973

3. STRALN ON THE COMMUNITY

A number'u)_t&authors have documented the strain de-mstitutionalization has
placed on the mentally 1ll. their refatives, and their community rArnotf, 1975 Davis.
Dinitz & Pasamanick. 1974, Wing & Brown. 19701, Although the .well-being uf 2x-
patients with intact families 15’ t‘e]atiVE:l_\' goad, the sceumulated financial and
pS}‘ChUlutn)glCaI '.:ost to tamilies ove; the course ot the tllness 18 30 immense that there

otten is a4 refusal by tamilies to shoulder the intolerable burden in the future

. .
¢

It has viten been demonstrated that the chromically mentally il in the

community are wvolved in numerous criminal acts  Ozarin & Sharfstein 119301,

i




- -

following an analysis of 162 chronically mentally ill patients having been in the

community for one vear, provide data indicating -that 3% had police invblvemgent, -

Hoffman (19813, m a recent thesjs on."Mental Health Services for C)ntario'Co’rr_ectional
' . i ’ T e
Clients: A Target Population and Service Desecription with an Evaluative

Component”, found that 63% of inmates in Ontario Correctional institutions had

previous contact with the mental health system, ‘While' 49% had . prior psychiatric

treatment Consistent with the previvus tindings tHoffman. 1982) tound that 7% of

-
.

this population have severe reoceurring psychiatric illnesses

. . , o
4. "POOR QUALITY OF LIFE FOR THE MENTALLY ILL/IN THE

COMMUNITY :

Ex-psyvchiatric patients discharged into the community oiten experience
poverty and unemployment \SL{V:I et al, 19761 Long-term psvchmtric. patients
discharged intu the community clustér in low-income and puor-housipg areas within
close proximity to the hospital. and the chronicallv mentally ill us:uully do not return
to theiwr wriginal communities 'Greenblatt & Glazier. 19751 The psychiatrically
disabled sutfer impoverished li\{gs ‘u‘t‘er being discharged into the community because
they ure usually unempluvéd dl“ﬂ.;_; reyuire government financial assistance (Krauss &
Slavinsky, 1982). Estroif 119811 reported that within one vear aiter being released

from the hospital,” 30-50% of the chronicallv mentally ill work. while after vne-vear

only 20-25% are emploved

There are several other indicators ot the poor quality of life fur the chronically



® ~
v

mentally ill in the éommunity. Krauss and Slavinsky (1982) report they often become
‘ , . ' L
the victims of criminal acts. It has also been documented that people dislike and avoid

g

the mentally ill even to the point of blocking their entry into the community (Rabkin,

1979). Felton and Shinn (1981) note that for every community program that survives,

.

one community program fails as a result of community backlash:

Impediments to De-institutionalization for the Mentally Iif .

"The literature on de-institutionalization as a viable alternative for dealing

with the chronically merftally ill in our soctety was hindered by the following factors

t1) lack of political and economic support for implementation of de-
institutionalization tIhe Ad Hoc Committee un the Chronic Mental Pattent, 1979

kﬁesler. 1982, Price & Smith, 1982}

12 1aek of expanded community-based services for the chronically mentally il

tArmstrong, 1979. Bachrach, 1978, Ev&pé’;lgﬁ'g: Lamb, 1979: Rappaport 19854, 1985b.

Test, 1981, Test & Stein. 1978

13) lack of co-ordinution between various health und social ugenctes 1Bassuk &

i v )
Gerson. 1977: Evans. 1973, General Accounting Office. 1978, Gilbert & Specht. 1977,

B

Halpert. 1970; Lamb. 1976; Lamb, 1982

7

2y
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1. LACK OF POLITICAL AND ECONOMIC SUPPORT FOR

IMPLEMENTATION OF DE-INSTITUTIONALIZATION o

Althopgh the Canadian and American federal wovernments amended

v

legislation governing alternative hospital settings, the responsibility for fees was stil}
the individual's. It has been shown that the majority of mental health clients who use

éoiﬁmunity services are unable to pay for it and must rely on third party payment

*

Wolford et al., 1972). Private insurance plans and policies - favor in-patient

ho_spitalizatio'n - there are economic incentives for the chronically mentally ill to be

~inst~ituti;orrali2ed The Ad Huc Committee on the Chronic Mental Patient 1979;
_ Kiesler, 1982, and Price and Smith. 1982.‘ema?usize that there is a lack of economic
. h

incentive in the United States tor states to develup community care, programs. and
- i > -

chronically mentally ill individuals th seek community care instead ot hospitalization
; ) $
The result of this s a political shift away from support of lvcal communtty mental

health services. The President’s Comummnssion un Mental Health 11973) summurized

the situativn by commenyng that * . thelevel and fvpe of vare 2iven to the chronically
mentally disabled is trequently based on what services are tundable and not nn what

services are needed or appropriate” rPlatman. 1978, p. 3691

In Canada. the same lack of economic and political support for the de-
) . - ’ s
institutionalization of the chronically mentaily Ul is evident A case i peint is the

situation in the Provinee of Ontari There are ten provincially nwned and operated

psvehiatric hospitals aeross Ontarie - Brockville Psyehiatric Hospital: Hamilton

2
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. Psychiatric Hospital: Kingston Psychiatric Hospital: London Psychiatric Hospital;

Y

North Bay Psychiatric Hospital: Penetanguishene Mental Health bentre; St. Thomas
Psychiatric Hdspital; Lakehead Psychiatric Hospital‘«'l‘hu:ider Bay); Queen Street
Mental Health Centre (Toronto): and the Whig* Psychiatric Hospital. There ”are
several uthe.r psychiatric hospitals which are not government«;wnéd: Homewood
Sanitarium - Short Term 1Guelph); Homewood Sanitarium - Long‘Term {Guelph);
Victoria Hospital - Long Term i Londent, Roval Ottawa Hospital: Sudbury Algoma
l'!osp%tal; Clarke Institute of i’sychiatry Torontol; and Mett‘o;'s (Toron%o) .&ccording .to
the Ontario Ministrv ofHealth. there are sixtv-4ree hospitals in the province with
psvchiatric units lMinistry'of Hg“e'alt'h. Annual Report, 1982/1983} As~ut' 1983, there
were ten commﬁnity health“centres in Ontario 1 Ministry of Health, Annual Repovrt,

1982/19831.

[t is only w?thin the last two vears that communiry health ;etlters and health
service vrganizations received tull status as components of the Untario Health care
svstemn  Previously. community health centres and health §erv1c¢ urgam’mtioﬁs werae
considered experimental alternatives to the ttadition:.’ll n}ethod of delivering local

health care This new policy changes the funding tormat from short-term contracts tu

long-term overall budget based on the specitic programs provided
- &

- .o

The tfunding mechanisms tor psvchiatric huspitals iprovincial, hUSpi'tdlS with
psvehiatric units tpublict: and community mental heefkh centers differ. Although the

funding mechanisms for various mental health centres differ. ovverall provincial
¥ .
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government funding to health institutions has not kept pace with inilation tLiberal

- Committee on Health Care in Ontario, 1982). In fact. grants to hospitals with - .
i S . - )

e

psychiatric units (public) were inadequate to meet subsistence needs }Libeﬁal .
Committee on Health Care in Ontario, 1982). For example, community-based mental

health services in Ontario were grossly underfunded According o the Ontario

Ministry of Health, 121 programs were funded in 198071981 withl a budget of
$14.022,300 (Ministry of Health An{il#fal Report 1980/1 981). In 1932/1983. 19 ne’\i:" and
6 expanded community mental health programs were provided with funding The

actual statements of expenditure for these programs are not available However. 1t

. has been statéd that tunding was inadequate to meet the demund for community care

serviceg, Another instance where the balunce between institutional and community - .- -
& . e .

hased services in the province is not evident is in the-example of the Lakeshore -

Psyehiateic Hospital closure Ten millivn Jdollars was given to institutional programs

and enly 3 millivo to commurnuty programs . . - Lo o « ot

The Liberal Commiittee uw Healtﬁ Care in Ontario., ¥979. concluded 'that the -

- - S

chronically mentally ill in the community are the most eglectfd group m Ontarw - 4

)
J « -

finding wbichnis; supported by the lack of finang

-

c}ommi_ttment bv the Ministrv of

Health. The J.Socml:Planr;in;g and Research Council- Hamilton, chuarged that "the -
i N - v ; ’ - .
-

Minister af Health gfféqtively had washed hi*s'[sml hands ot providing. appropriate

% community-based alternatives to institutionat care. To date. no other Ministry has B

P - . - - - -
stepped forward to take on this responsibility” tcited frum Liberal Committee un -

Health Care in Ontario. 19791 The Liberai Committee vn Health Care in Ontario.

- s - » - - -~
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1979. charges, that the unpredictability of funding for community-based services has
) - ")

made it extremely difficult for ex-psychiatric patients to make the transition to

independent living.
% .. 2 LACK OF EXPANDED COMMUNITY-BASED SERVICES FOR THE

o - .

- CHRONICALLY MENTALLY ILL

h Bachrach 1197‘8)1&rgues that there has beén too much preoccupation on
- “ — - i - .‘- - N \b .

: xh’ahging p’oiiciesﬁfmz' community treatment and not enough effort directed toward
- - . . - -

- - " . -
- e

I expdnding community. programs to assist the mentally ill in making the transition

|
- o 2o
|

. trom the hospitaf to cominunity- life The general view in the literature is that

& . , |
- ;kr’tisans of de.institutionalizatibn helped to-create policies which removed the
- ( : :

- = - - .~ .,

= i
i

|

; ;) . 1 : i . - o
_shift in tréatment (Raz)papo't‘tj 19854: 1985b]  Armstrong 11979 has shown that the

- « % .

" - lgck™of specific rehabilitative. programs in the tommunity has prevented "most
. . d me:

~ had — -~ &

. " hospitalized mentaily ill patignts from being released. Simtlarly, Evans 119791 has

- L i _ ‘. ’ - : - .
-t pointed. out that sommunity-based services for the mentally ill.were 1nadequate for--
R . . “ « . i - - . . - - -
: - almost 830% of in-hospital patienté. . N e .
_5 - One explanation for the lack of*expanded. coramunity-based services tor the
- - - . & , - . . .

" mentilly ill. beyond pelitical and econuumu:' considerations, was that service providers

lacked an understanding of the chronic “impatrment which caused socially
. -‘ . i ' ‘:/J:‘.:Q « ~ v ) R
~dysfunctional behavior (Krauss & Slavinsky, 1982). Mental illness was aut seen as

- - <

- . .

being a pogsible ng@mﬁ“g problem rfequiring extensive ‘and long-term supporiive

B
? . -

 mentallyill from-hogpital codiinenent to communities. which were unprepared for the

~a



structures tLamb, 1979, Pest, 1981; Test & Stein, 1978); therefore, the eommunity was

not prep‘;:red to vifer Ioﬁg=terni support and services t Rappuport 1985a; 1985b).
e

P 3. LACK OF CO-ORDINATION AMONG VARIOUS HEALTH AND SOCIAL

AGENCIES ﬁ : K(

The last impediment to successtul de-institutivhalization ot the mentally ill
has been the lack of co.ordination of the service delivery system in the community
~ ~J)§' n

According tv Halpert 119701, mental health service programs have oftéen develuped

- without sdegquate and identifiuble goals and in the absence of sufficient ronsideration

- B o
ot the needs of the target population. It has been well ducumented that instedd of

=

having 1 well-integrated system of ser.ices most coramunities have 4 disorganized
’ arrav of agencies with ovprlapping or contlicting goals 1Generul Accounting Otfice.

1978, Gilbert & Specht. 1977, Halpert. 1970 Lamb. 1975 Lamb 19821 The General

" Xccounting Oftfice 11978) reports that the service delivery sustem hus- been -

disgguamezed and chaotic  Hospital release polictes-have not been co-urdinited with

thé avalubility of aftercare tactlities in the communitv 1Bussuk & Gerson. 1977,
Evans, 1983, General Avesunting Office 19771 Evuns 119734 has shown that
community-based wrw;ges' dere inadequate for ghmost 2040 of the chronically mentally

w o ! "
111 pupulation becduse there was a Jack of community linkages in service dnd referrul

\
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. *
Impliéations of De-institutionalization for the Mentally I1l

N " ’ » R T

A number of eorﬁmmﬂty-uriénted researchers have .argu'edrﬁhe problein
with de—inétitutiunulization was nét the concept' but rather the‘“ inlp!eniqx"xtétiud
tFairweather, 1972 l’ail‘wea;het' et al . 1969, F, aiIWeather‘et al.. 1974, Mars, Test,
Stein: 1973: Moscuwitz. 1980; Stelin. Test & Marx, 1975; Test. fﬂ%\st & Stein, 1978

Y

It has been demonstrated that when community programs are syccessfully

_implemented. the therapeutic vutcomes surpass those of hospital treatments t Braun et

B

al, 1981, Farweather, 1972 Fearweather et al.. 1969; Fairweather ot af . 1974;
Kiesler. 1982, Murx, Test, St?ﬁfﬁhﬁw\fuscuwuz. 1980; Rappapurt, 1985b; Stein.

ta

Test. Mara, 1975, Test. 1981 Test & Stein, 19780 Rappaport 119864.1985bi, 1n a
. !

R

review of ewsting community-based -mental heualth programs. has concluded that
“_ ' .
programs which dre successtully implemented are characterized as onguing, assertive:

and flexible »nvugh to identify the deficiences 1n the indivuluals and build on their

strengths

N

<1



THE LONG-TERM CHRONIC MENTAL PATIENT IN
CONTEMPORARY COMMUNITIES
¢

_The examination uf the tunsequéncés qf impediments tuwag:ds implementing
‘de-institutionalization procedure:i demonstrated that at the community level two
aspects seem important to successful de-institutionalization. 1) cu-ordination of
services, and 12} impruved‘quality of life t}w the chronic ménléally il person-making the
transition from the rhental hospital to curqufunity care, Fhese t\&-'o aspects will be

"

digcussed in this section.

H .

Preblems Affecting Individuals Afflicted with a Chrénic Mental liness

It is imperative that the service delivery svstem give sutfictent consideratiun

4 - ~ <

tu the needs of the chronically mentally ill, especiatlv factors that affect the quality of

fife uf the psichimmallv disabled in the community  Withput this tocus un quality of

lite, community care may not be care atall For un overwhelminyg nutnber ot mentally

.

il patients. vommunity cate is of 1 lesser quality and quantits than hospital ware

: *A‘hvére “at least foud. clothing, shelter and the - presence of- people routinely are

avatlable” Morse 1973, p 639-8401 S ’
. S, o

e

Simon i 19651 in his discussion or the long-term mentally Ul patient: describes

this special population as beiny warginal. vocationally madeyuate socialls isulated,

" and possessing exdggerated dependency needs  As a result of emotional disabilities,
g et 5 t

I -

. 4 * .
- i - R . C .
the chronically smentally il have a lagk ot selt contidence. inability to communicute,
pour problem-solying techniques. and an wability to tolerate the pre‘ssurg from the

.

¥V i - . . -

o .
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usual crises uf life t Lamb, 1976). The emotional disabilities of the mentally ill may be
S0 severe a%ud persistent that, without assistance thev will not be capable ot creating

nor maintaining the support systems thev need to remain in the community «Stein,
. _ k b
1979)." These support systems are seen as essential in "giving the patient a sense of

mastery - the feeling that he 1sict cun cope with his 1sic) internal drives, his isies

svmptomns, and the demands of his tsic) environment” i Lamb, 1979, p 9 _

’
Ludwig 11971) and Sandall 11975) provide a basis for understanding the

chronically mentally 11l patient sepurating from the hospual setting  \ccording tw

Sundall (19751, upon discharge from the méntal institution, the chronic mental pattent
- N ¥

has an abrupt and traumatic confrontation #ith reatity Lamb 19761 reters to thus

painful experience as "cultural shock™ where previous fears and tnadequacies come to

the fore  Chronie mentally il patients wsith prolonged hospitulization have more

-

complicated problems iLudwig, 19711 Ludwig 11971 deseribes these long-term

patients as experienciny
*" 4 detertoration in work habits. 4 diminution self-disaipline. an
atrophy an sdeial skills. the avoidance of campetitive situations, 4 passive
rather than active orientation toward the satistaction of their needs. and lony
exposure to an environment that places winimal demands and stresses on
them There 15 also a tendency for their vaiue svstem to change Ambitioh..
success. and the dreams of vouth begin to vamish and are supplanted by
regignation tu the status yuu and v nayging msecurity dbout their ability to
eule vutside the tamilar hospital setting. Tu accentuate this teeling ot soctul
alienation »ven turther. friendships evaporate uver the vears. tamuly
members die. family ties weaken. and numervus vther roots o the vriginal
community begin to sther In etfect. the patients’ emotwnal and
intellectual tifelines ty the outaide world becoge progressively closed off™

Ludwig, 1971 pp 192
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QUALITY OF LIFE fo4+#

x

From the perspective pf Zautra and Maio 11981} the quality of life experienced
By community members needs to be analyzed within the cohtext of two <major

categories: (1) life adjustment and (2) life satisfaction. Although these researchers do
not deal with the chronically mentally il specifically. their framework is useful in

examining the quality of life of ex-patients in the community - ~ ’

Life Adjustment ‘ . Q\
}
: P’
A number of researchers have indicated that the chronically mentally il have

very sﬁécial needs in the community setting tLamb. 1976, Ludwig. 1971, Sandall,

1975. Simon, 1965. Stein. 19791 Krauss and Slavinsky 11982) analvzed the literature
on the needs ot chronic psyehiatric panients in the community and reported that the
‘tollowing psvehosocial and physical dimensions atfect the chronie patients quality of

lite in the community:

* 4 heed n; be tuken cure uf}dependenqyj

" aneed lfur social interaction |sociul disability| '
* a need for relief from psvehiatric symptoms -
*u ne;ed for basic life neeéssit}es

* 4 need for hope

¢ v * - - e 3 )
The management of servicesftur the chyonically mentally il must begin with

the recdgnition ot the need tv be tak 1Bowers. 1974, Lamb. 1979, Robbins.-

19781 Even programs that emphasiz¢/ the importance of including clients in the

planning of services recognize thdf the mentally ill want servicr providers to take uver -



the responsibility of looking after them 1Robbins, 1978, Walters & Bowers, 1974)
Although there are many difficulties for professionals in dealing appropriatelv with
the dependency element, the chronically mentally ill attempt various actions to vet

service providers to take care of them.

The chronically mentally ill have a need for soctad interaction  Edelson 11976

" stageé that the chronic patient must be inciuded socially in the community before true
integréjcion is po§51bl,ev ~L'ni'cn'tunately. the difficulty in establ‘is,hing soeial intera‘ctior;
appears to be the direct resuit ofdiiﬁcultie(s w1t£1 patiggts’ unconventional thought ur
percept?ons and soc?al isolation (Krauss & F;lavtnsky'. 1982). Individuals sutfering

-‘t'mm 4 chronic mental illlj-'ﬁs'do not attempt to interact vith- wthers unless thev aré
assistefi in seei&ing or provoking stimulation with the envimnmer'xt Social inferaction
15 an essential f:.actur' atfecting the quality t;t'lit‘e of those atthicted withu chfonic mental
illness. Reseurch,hds mdicate;d that-the social networks and hattiral support syvstems

of the chronicaily mentally il tend to be smail. transient, closed, asvmmetrical and

nun-reciprocal (Beeis. 1975: Pattison & Pattison. 1981, Sukulovsky, Cohen. Berger &
Geiger. 1978) \Ioreuifer: Pattison and Pattison 119811 report that soctal networks and

natural support svstems are atfected bv the severitv ot svmptoms . -

The chromeally mentally ill have a nevd tor refief 'rum psvehwtrie “ymptoms
tie. depression, anger, motor retardation. thought disorders, hyperactivitsy , elations.
or social withdrawal) Psychiatric svmptoms of patients mav be stabilized at 4 low

level with the aid of medication According to Reider 119741 it is important that



o

therapeutic dosages of phenothiazines be monitored in the community through
supervision. Klerman 11977) has indicated that if the long“term psychotropic drugs
dre not set at ap;}ropriate maintenance levels, there may be an increase in neurvlogic

complications o

All individuals living in a community have a need jor busic life necessities.
.However. as a result of their mental illness. many long-term patients tind it especially
difficult to obtain food, clothing, shelter. and medicul attention. Often the need for

physical’ medical services is vverlovked for this chronic population because thev are
. - '

[

usually seen by medical professionals who focus un their mental iflness (Krauss &
 Slavainsky. 1982: Talbott & Linn. 1978, Wing, 1978) However. it has been stated that

the psvehiatrically disabled do require medical assistance for multiple concurrent
phyajcal itinesses 1 Kraﬁs;s & Slavinsky. 1982 Talbott & Linn, 1978; Winy, 1978). In

order for the chuonically mentaltly ill'to expertence an increased guality of life in the

‘community they must be yiven the basic life necessities of food, shelter. clothing, and
- B T ’ " - il )

medical services
All chronie mentally {lI patients in the community have a need jor hope. 1t 13

&difﬁcult for professronals tu extend services to meet this need One reason proposed in

the literature i> that mental health professionals attempt to ignure treatment tailures

As the 1llness persists. it is difficult for service providers to remain optumistic and
svimpathetic. This situétiunqnay lead to rejection and hostility un the pari of the

protessional towards the éhrofnic patient in the community [t has been stated that this
i .

L
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[y

type of behavior is coincident with a time in the patient’s life when continued and

renewed support is most important ( Krauss & Slavinsky, 1982).

¥

It is essential that mental health professionals recognize tiha,t chmnical{y:
mentally ill patients make slow Thanges or improvements (Allen, 1974). Instead’ of‘;:"
setting unrealisti'caliyl high expectations, it ts impertant that clznicians and patients
set expectations that mat;:h the cli;fnt's rate of progress Whex‘l acceptamje of a
realistic rate of progress is established. service providers will be capable of instilling
hope that the positive etfects of rehabﬂitation will emergé
Life Satisfaction

"A full ussessment of guality of tife includes the satisfaction level of the

. |

chronicallﬂ_v'. mentally 41l living in the cunm?un;t_\, Regearchers have argued that lite
satistaction should be a major component in our concept ot well-being 1Palmore &
Luikart, 1972) 'ﬁw cuncept of psychological well-being and level of happiness 1s often
useé to weasure life’ satisfaction ‘Bradbura. 19691 Campbell et al 11976 hu\é
demonstrated that the life satisfaction dimensions st happiness, general well-beme,

N ¥

Jand satistaction are interrelated.

While concern with wssues of happiness and lifé :atistuction has a strong

tradition in the mental health field 'Roberts, Pascoe. & Attkisson. 1933). these )

dimensions often examine a general life adjustment factor There does nut seem to be a

f
body of literature that assesses pevple’s teelings about their lives regarding multiple

dimensions. which may be conceptualized as different trom life adjustment fuctors.



CO-ORDINATION OF AFTERCARE SERVICES

Fl

The growing complexity of and accelerated ehange in communities has helped

st

to create disruptive, effects on suvcial services +The Social Planning Council of
{ - )

Metropolitan Toronto, 19701 According to Clark 19781, an ad hoc api)roach has been
.

used in the development-of mental health progmms.‘ Highly specialized institutions V

i1e.. schools, hospitals) whose programs and functions are generally known do not

seem to experience the mental health system us incoberent. Mental health programs

which are otfered to people in relation to where thev live. experience the svstem us

incoherent (Clark. 1976. The Socidl Planning Council of Metrgpolitun Corontn, 19701

N

According to the literature, despite theobvious advantages of co-wrdinated

.

mental health services in communities. there remain serious barriers to/tbeu-

d?velopment tMarks & Broskowski. 1981) Two areay which wfect co-ordination of

jervices at  the. local level are ‘11 itraorgunizational  factors. and, rSr
i - :

interorganizational factors ' Marks & Broskowski, 19811 Acvording to Sarason t19771)

the interorgamzational structure is examined by -investig'ating. the functioning of

organizations using 4n analvsis of their mternal structures  Warren 11967, Turk

11971), Baker and Schulberg ' 1970, examined the wntervrganizational structure by

focusing on the interactivn betweeil two or mure urganizativns with particular

reference to the urganizational pattern. Thev found that how agencies communicate s

<
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contingent upon internal factors. Although in'traorganizationai and

interorganizational factors are discussed separately, the variables are interdependent

and interact with one another in complex and poorly understood ways (Marks &

Browskowsky, 1981). Those factors will be discussed.in this section .

Intraorganization Factors
The findings from urganizational research on co-ordinativn at the service
. N
provider level has primarily focused -on intraurgamzatiunz{l factors Ev'un, 1967.
Etzioni, 1961) Thg{ study of intraorganizational factors involves examining

individuals within organizations.lemphusizing characteristics. that affect ability and

wllingness to develop and maintain program linkayes. -

Marks and Broskowsky 11981 reviewed the literature un intraorganizational

relationships and otfefed u summary of variables atfecting co-ordination at the local.

sérvice provision level It was found that orgamzations which ate internally well-

v

controlled. vrzanized vo-urdinated. and can be described as pussessing tlexible. -

mnovative leadership sty les, areexcellent candidates fof develuping external linkayes
. )

‘Marks and Broskowski. 19810  The concept

ot vontroiled. rganized. and

. v ~e T

vocordinated are different  internally well contro

d agencies have 4 distinet

governing body which is awure of all aspects v the nryanization Ty be well vrganized.
v ’

an agency must huve a clear and precise framework vhich Jelineates the various

departments and job descriptions  An agencs that 13 well co-ordinated exhibits u luck

of gaps und overlaps in departmental tunctions and statf respunsibiliti;as

\dditionally, there s a pulling together and collaburation dlnun;.g staff and’

departments for better service deliverv and productivity

v

P
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Interorganizational Factors
Researchers interested in mental health organizational research have not

extensively examined interorganizational variables (Evan, 19671, This is surprising
- .

since it has been shown that formal organizations are embedded in un environment

rwith varving complexities of norms and values) with other institutions tEvans, 1967).
However. since interorganizationai factors are part of a weneral class of boundary-
relations, this neglect is¢understandable. Boundary-relation issues are enormously

complex because 1t is difficult to analyze the division between one organzation and

"

another *

Marks ‘and Broskowskyv 11931 have identified three mtervrgunizational

factors which affect co-ordination at the local. service provision level 1) the

v

interdependency amonyg agencies in the service delivery network. 121 the extent of

complementary service goals among organizativns: and. 3) the extent of similar
philosophies of service delivery  In addition. support from top levels in the

organization, to form linkages 1s an important yariable in providing ro-ordinated

. ' - -
services 1Marks and Broskowsky, 1981v  Sarason et al. 119771 notes that the

o

emergence of networks between agencies is contingent un the extent to which needs

and purposes of agencies are matched.

A main issue in co-ordination of services 1s the relationship between public
and voluntary agencles Gilbert and Specht 1197419771 state that agency tunding

structures are an umportant aspect of co-urdination ” [t was found rhat public ugencies

«



v g
‘were more likely tp be involved in a co-ordinated network than either voluntary or
private organizations

<
CO-ORDINATING MENTAL HEALTH PROGRAMS
IN THE PROVINCE OF ONTARIO

In 1973.}?\(3 Ontario Ministry of Hedlth responded to the concern that co-

ordination of health planning should be provided at the logal level by establishing

health planning bodies throughout the province. It funde;{ twenty-one permanent’

District Health Councils, Each of these councils was funded by and ac’countabledto the

Ministry of Health, The responsibilities of a District Health Council include the

development of policles and plans for the delivery of health care within its district
QV : - - .

utilizing the provincial policies, guidelines. and standards as its framework. A speetfic

responsibility.of the District Health Cuu{nélls was to "provide leadership for and

erfsure the development of co-ordirfated health care groups and- programs in the

primary and secondary care sectors n the Jistrict” iHealth Planning Task Foree,

1974 .
Co-ordination of Mental Health Progfams in the Region being Studied ~

. '
During the time that the Ontarto Minstry of Health was uuplementing new

District Health Council co-ordinating bodies. 4 Steering Commuttee in the region was

.exploring alternative service delivery prograuns which would permit a combination of -



.
ty

-

" 1Social Resources Coﬁncil. September, 1982)

LI . - . Lo .
of Community and Social Services und the Regional Municipality - S -

«

the Steering Committee. with the suéport of the‘.Regional ‘Government an'd the

1

ministries involved. This research team investigated community attitudes toward

. Py ) .

health and social planning,in #e area. with the specific mandate to recommend a_ T

model or models for Regional_Secial and Health Plafning As a result of the
recomnieqdations. a model was accepted and the Distr_ict Health Council and the
= !

'

~ . o ) & N -
Sucial Resources Council were established in 1977, !

- - e

The Social Resources Counéil was established as a demonstration project

funded, by the Province 175%) and. Region (25%i After a three year trial period. the

Il
-

Council was foundtobe-sueédsstul and warranting financial support from the Ministry

w

-

At the present time. objectives ot -the council include béing.an advisery .-

planning body. and focusing on planning for voluntary and government-soclal services

e < .

@ the Region The Council 1s nof directly responsible for the administration or

deliverv of social services. nur dues 1t replace the function of boards nf social service
. . . C ek - - . ' y v T
agencies: the Regional Health and Suctal Services-Committee. or the local statf of the

v

Ministrv of Community and Social Services « Social. Resgurces Council, September,

.

1981). One of the responsibilities aof the Resources Counctl is to encourage. the

" 3 hnd %

development of co-ordinated social service programs and plans within the Region and

to make recommendations on ways of achieving optimuin use of -ésisting resources

o
'

[

_health and social service planning. An independent research team was appointed by © .

b

ot
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’ The Di¥¥rict Health Couneil is an advisory body to the Minister of Health for

- " B ' '()nFaIiQ_ “The District Health Q@ﬁncil is responsible for: (1) analyzing community-

- . -

- vt - - S - 4 h

health rieeds and making recommendations on short-térm priorities for immediate

etpe'ndi_ture or acfion; (2} Setting dp a planning mechanism.to determine %hé’ long-term

- . . -

. health needs of the region. and (3) meefing those néeds in an etfeetive and economical
- . hd - -~ ¢ E o . - - N

- - -
- . . -

2" fashion consistefit withthe resources available. -

'Iff}%@{l@%. —se;et:ai ’chiirfgesj}i this orgqﬁi%zational model were muade. The

! o - “ L -

A ~'Cof_xl_m\i;a“itjf,t—ieﬁlt;h’Gotimii;tteq functioning as a Shert-Range Planning Committee was

N " _ .
- = B - [ -

- - -
v -

¢ % eliminated and }eblgcéd’— Bg‘_an‘E‘m-ergenty _He‘aithj Systems Planning aCni)mmi»ttee :

N < - » o« -
had s

el I G

- . Additienally. after discussion by the board of the District Health Cpuncil dnd the
.+ Social Resources' Council, tHe “existing Joinit, Mental Health- Commuttee was
- v . " . . - . - . ‘u ) -

- v,a;estruétnregl.tﬁmugh'tlie formatiof of a new Mental Heulth Committee under -the
e “direction ot"the—kDistr"mt Health Council. The terms -of reference. for this new. -
b reconstituted cominittee include& determinmng gaps and identitiing needs in mental

: ¢ . tealth'services'with particular-attention to institutional and community-hased mental

- B} . N
. ‘.
= £l

health services within the regron V

The Soctal Resources Couneil has the mandate $o ericourage the develupment

. - uf ¢o-urdinated social service'programs and plans. while the District Health Colneit is
responsible fox identifving’ gaps and specitic needs in mental” health services
However -neithey, cotincil is responsible for co‘ordination of mental health services in

¥ -

I 2L ST ‘ C . K
~the region. Since 1973. there-has been no published investigation un cu-ordin‘ution of

. _mentul health services in the region. ¥ . - E

- PR ©



The region is not uifering service delivery of mentul heualth programs in
* -
accordance with uny co-ordinated model. although co-ordination may be present in un

informal manner . 9

~.

This research gus designed tu investigute the ep-ordination of aftercure

services for the chromcafly mentally ill in two communities in Svuthwestern Ontario

*
{, and to evaluate the qualitg of life ot former mental health patients i each community
- - .
. Connunity 1. according to key informants in the area. has 4 well cu-ordinated

service delivery system which s vell mutaged tur t?’le chronically mentaliv it i thewr
arvd. This community is served..b,\“ a general hospital which Joes not m-,n‘ide in-
hospital beds t‘qr individuals w1th mental illuess. Patients who have 4 severe condition
and require huspitalization are sent tu a psychiatric tacility 1n ;muther citv. The

mentallv ill in chis community usually ecene communtty ser.ices ttgmugh the
. Cominunity Mentul Health Centre Whic!; upéz:xtes tfrom within the general l‘lésli:ltd’l uit

an vut-patient basis  For the purpuses ot this research, Community 1 shall be labelled

Comemusuty Care Model. . .

Commuruty 2, according to kev infurmants. has an uneo-oedinated service
delivery svstem operating tur the chruniczjllv mentally 1l This community hus 4 *¢

.

- ‘ P :
majfor general huspital which has full~patient in-hospital fucilitios for the mentally il

P'hers are no community ser‘:lj@u being directly offered trom the hospital. however,

—

S
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-

patients usually become eligible for vut-patieht dayv treatment when the attending
ph},{sician releases them from ward care.  For the purposes of this reseurch,

C ulﬁmnnity 4 shull be labelled Instituiional Care Mudel.

v

The tirst purpose of this study is to examine co-ordination of services in the

iwu communities as reported bv the service providers. This studv will elicit reponses

regArdiny the degree of co-ordination of services in each community, as wigll as on the

intraorgumzational and interorganizational tuctors affecting co-ordination of mental

.health services. The self-report duta from the service providers will explore the

following questions:
&

I1]11s there a ditference between the two communities in the reported level of

ce-urdination, intervrganizational factors, ntravrganizational factors™

12] Who du the service providers-indicate have the mandate to cu-ordinate

services and who do they report should have this responsibility’
e
e

131 Which of the following variubles 15 related to whether or not service
providers repurt that their agency is mvolved in a co-ordinated network: tunding

structures; ratio of pald staff to volunteer statf opimoen of who should co-urdinate

services intravrganitational ur interorvanizational fuctors

Fhe second purpgse of this study 15 to emmiYe the service recerers’
perception of their quulity of' life  The puint of view of the «;]’mﬁ%xg mepral patient is

often neglected becuuse most research has fucused on consumer -atisfaction ratings
instead of yuality of lite  Several problems huve emerged with the nse of consumer

satisfaction ratings

Q\\ J
Y
. R
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According to the litgraturg, the general satisfaction level -of megtal health
clients with service received is between 80-90% (Gove and Fain 1977 Spenslev et ul-,

-

19801 It appears that consumer satisfaction data weyv not provide functional 3

Y

information for this study. because of the restricted variability of responses. Lebow

11983}, based on u review of the vonsumer satisfaetion literature, reports that no study

hus shown dissatisfaction levels above 100 It is suggested that part of the reason tor

these inflated satistuction levels may be due tu a n"umber of methodological problems

such as sample selecting and social-ps¥chological artifact (Gutek. 1973, Larson et al |

1979; Scheirer, 1978},

Severual reseurchers haie‘quesliuued the adequacy of havinyg consuiners judge
‘ =

i u

treatment since there may be 4 distortion of satisfaction levels because yt intensity of
treatment d]'ld-l:.i(.‘k of experience in gssessing treatment appropriately +Langs 1978,
Scheiter 1978)  Langs 11976‘1‘ 4and Scheirer 119731 have indicuted: that consumer
:atlsfuctién‘ data 15 not based on informed decisivn proceszes but rather on
transterence pmjectioné.pogmtivg dissonance. ellent ;:haracterist'ics. and uncons :xuus'
processes.  Based on the work by Simon 11965). Lamb (19791, Ludwig 11971 %md

h

Krauss und Sluv'm‘\k}i €198 on the-mental impairment of the chronieally meitally Ul

discussed in an earlier section, 1t seems réusonable ty question whether their impaired
. *

mental status will interfere with the decision process required to evaluate satistuction

with serviges in the commuiity. Moreover. service receivers may not want to judge

‘- services for tear of reprisal : .



»

t

. e

Hence, in order to include service receivers in this research, quality of life’is

3 . 5

* -
investigated rather than consumer satisfaction. Quality of life i3 examined using

measures of: (1] life adjustment Pased on factors outlined by Krauss and Slavinsky
¢ - * - B g

11982}, which were - a need to be taken cure of. a need for social interaction, 4 need for

relief from psychiatric symptoms, 3 need for basic life necessities, and u need tor hope.

and 12) life satisfaction using an adupted version of the Bradburn Satisfgetion Scale

.

More specifically, self-report data from the service receivers will explore the

tollowing questions
-
1] What- are the levels of life adjustment and lite satistuction Jfur the

- / - N s -
chronically mentally ill” , ‘

121 Are the psychosocial and physical dimensions of life adjustment separate

. measures of quality of life or ure rhey related to life satistaction levels’

- For purposes of this research. individuals wig are vhronwcaily mentadly dl and

requiring aftfercare services are defined as persuns in the communtty who have been

3 . = . . .
diagnosed as being: schizophrenic ur muanic-depressive In additivn. these mdivldudlsb
must have tour or more of the following churacteristics indicative of chronieits

* two ur more psychiatric admissions in the past five veurs

* failed to follow threugh vn post-discharge plans iincluding vut-patient

) treatment)
*‘ovidence of un unstable jubivocutional history or  inSSPRE obtain
emplovment ¢
w X ’ : ’
* involvement with three or moce commmunmty agencies or services
s

e
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. ) requent crises which have required professional attention/intervention
* a history of nan-compliance with medication regimes
* a lack of a supportive social network tother than immediate faniily).

-
N Ve .

. The term co-ordination is defined us the following factors present” among

4
4

service providers:

. * lack of overlaps or gaps in services

* information sharing

* established communication and referral network

* ¢ awareness of sérvices offered in the region -

. o -
—

- * success in interfacing with the service svstem

- f
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METHOD -

This research was comprised of three phases. In the first phase, key

L
individuals in two communities were interviewed. The second phase involved a muil
survey to service providers in the two communities. In the last phuase. service receivers
ichronically mentally ill individuals) in both communities were surveved using a muil

questionnaire. Figure one shows a yeneral overview of these three phases

FIGURE ONE - THE THREE PHASES

PHASE

PARTICIPANTS METHOD OF PURPOSE
DATA
COLLECTION
1 " key persons in-person to examine the
in the wnterview quality and -
community quantity of
famllar with - co-ordination;
" the service informal netuworks;
Jelivery and, opportunity Lo
. be in a4 co-ordinated
network.
2 service mail survey fo examine the
providers perception or
co-dprdination;
intraorganizational
. and interorgamizational
factors hypothesized
to affect co-ordination
— :
3 service mail survey to examine the
recelvers quality of Lire.



PHASE ONE - KEY INFORMANTS

- )
Participants -

The ten participants interviewed in this phase were key individuals familar

with the service deliverv system for the chronically mentally il in the twoy

communities, These participants were involved in the aftercare service svstem and
were affiliated with a number of ugencies in the community

Materials

Multiple chuice und open-ended questionnuire 1Key Informant Instrument-
Appendix A)

Measures
)
The face-to-tace interview was structured alony the lines of a tive-response-
category, 7-item Likert scale with rhree additionul vpen-ended items ‘Appendix A

The purpuse ot the interview wus |1] to examine the perceived differences or
stumnilarities between the two communities in guality and yuantity of co-ordination..f2]

to explore perceptiofis of informal cv-ordination networks. and | 3] to attain perceptions

of the uppurtunities to be in a co-ordinated network in both communities

Key individuals were also asked to examine and comment on the surveys tor

P

phases I'wo und Three of the research  * - !

Procedure .

S

Keyv individuals were contacted bv phone to arrange a 15-minute, tn-person

interview Respundents were met and mterviewedut their respective work settings

«

-



»

38 .

PHASE TWO-SERVICE PROVIDERS

Participants

The Directors of 38 community vrgamzartions who served the chronically-

mentally 11l in each of the two localities were usked to participate in the studv

%
.

Materials

* Directory of Community Services for the Reglon 1983-1984 prepared by
the Sucial-Planning Council )

* Letter of introduction to Service Providers i Appendix B

* Multiple chuice muail survev iService Providers' Survey -Appendis €1

. Measures

The purpese of the survey wus to investigate the service providers’ perception
of* 111 cyu-ordination: t2) mtr’rgamzatiunhl factors, and 13} interorgamzational

tactors [he nstrument utilized was a multiple choice and Likert furmat scale
’ € . ,
specifically designed tor this research tAppendix Ci. This instrument was divided into

.

two sections. Section A and Section B.

|
1 : f

Five yuestivns appeared 1n this section These items were concerned with

k)

service providers 111 lueation. +2) funding mechanism, 31 rativ of paid staff to



s

.

‘volunteers; t4) knowledge of the existence of a ¢o-ordination model; and 13/ type of -

cé-urdination model preferred. .

This information was required to unalvze variables that mayv dh'eg\j:he

- ——

vepurted levels of co-ordination and interorganizational and intraofganizational

factors. ..

Section B .

. x

A 22%tem Likert scale'with a five response categorv appeared in this section.

£

ltem responses ranged from “strongly disagree” to “:5run§1“y agree” with “neither

agree nor Jisagree” as a mid-point This scule-examined: [1] service providers’

¢ B i

perceptions of eo-ordination. and 121 interorganizational and’ mtravrganizational

factors hypuothesized to affect co-ordination. - -
¢ ; N * ’

(4} Service Providers’ Pereepitions of Cu-ordinétm- These nihe yuestions

fitems 2 11 wnelusive! were concerned with service providers perceptions of uverlaps

.

M o ¢ N - . i ) .
or Zaps in services. information sharing. established communication and reterral

a .

B 94 N
© nefworks between agencies, awareness of services atfered in the comimunity, and the

- -

amount ui success agencies experienced when deuling with the service delivery

_system-

- . .

«
. . -

12] Inferorgantzational Factors- These six questions were concerned with the -

« N -

service providers perceptions of tactors between avencies in the community
& ‘ o
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hypothesized to affect ¢o-ordination. These factors were:

[A] the interdependency among agencies in the servicex:
delivery network - item #19 .

{B] the extent of complementary servicé goals among organizations
-item #20 :

IC] the extent of similar philosephies of serv?ce deliver,\;
-items™# l4and #22

[D] suppoi‘t from top levels in the organization to forming
linkages - item #21
1]
LE1 security uf funding - item #1

.Y R ‘

13] Intraorganizational Factors- These sin guestions were concerned with
o

service providers’ perceptions ot tactors within their agency hypothesized to atfect

co-ordination These factors were.

lA interna] control- items #12 and #13 w
|B| internal organization - items #15and #15

1C] internai co-ordination 1tem #17

|D] flexible innovative leadership stvles - item 213 “

Procedure .

Each of the service providers who served the chromceally mentallv 1l were

mailed a letter of introduction and 1 survey 1Appendis B and Appendix €1 The majr

e
vbjectives of this survey were to research their perception. ot the co-ordination u)?\

services and to examine the structure of each organization ‘

In the letter to agency directors. the reseurcher tnformed each~ How his or her
. )

organization was selected, the general goal ot the study, huw and when the data would
be collected: and who was conducting the survey Participants were assured thev

£

would recetve 4 copy of the-completed study if requested

*‘



If the organization was committed to participate-in the study, the contact

person was agke& to mail the survey back to the researcher within two weeks, A

* self-addressed stampgd enveiope was enclesed.

Organizations which did not returﬁ the survey within the two weeks were

telephoned by the researcher to see if the agency did receive the information, had any

quest‘ions. required more time to complete the survey, or did not wish to participate

Data analvsis procedures will be discussed in the Results section.

Ld
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PHASE.THREE -SERVICE RECEIVERS ‘

c '
o

Participants .

A sample of individuals classified as chronieally mentally ill in edeh of the two

Y

communities participated in the study . -
Materials

*

* Letter of introduction for service organizations 1 Appendix D)
* Letter of introduction for service receivers 1 Appendix E1
* Service receivers' survey of Life Scale - Appendix F) )

3 - M ~
Measures . L - =

The instrument utilized was AtmultiLle choice and Likert format . scule

specifically designed for the research Appendix F1

.y . —_

- - {

‘The purpose of the survey was to examine quality of lite using two measuges.

1

111 life. adjustment and 2] life satisfaction. If1_addition. the following personul data

. . L ) R - .
was obtained 1items 1-- 7 inclusivet |1} geographic location {2] marital status ‘!F:}l

number ot children |4} accurrence 6t in-hospital treatment and| 5] satistaction with the

>

services in the community .For the purposes of controlling the number ot surveys

completed by each indivifiual. the partxcipunté were asked théiflate of birth e of ‘

two-returned survevs with the san# Jdate ot hirth would be discarded

&

Life Adjustment Scule

The Life Adjustment Scale examined five psychosocial and . physical -

dimensions using four multiple chuite yuestions and seven Likert format questions.



o

[D| aneed for basie life necessities - items’ #13, #14, #15, 7 |
_and #16 - A |

-t~ i

T U

3
1

\ v

More specifically, the Life Adjust%ment Scale examined the following factors:
{A] aneedto be taken care of - items #10land #11
{B} aneed for social interaction - items #8 and #9

lt] a need for relief from psychiatric symptoms - item #12

|E] 1 need for hope - items #17 and #18

Life Satistaction Scale

[

The Life Satisfaction Scale was bhised on the Bradburn t1969) Psychological |
Well-Betng Scale. Bradburn’s scale was |moditied to have five response categories

instead of two, with item responses ranging from "detinitely ves” tv "definitelv no" und

with "neither ves nor no" a3 a mid-point aThe Bradburn Scale 11965/ consists of two

dimensions of atfect. Positive and negative The positive affect scale tPAS) was

derived by weirghinyg the response options to the tive positive-oriented items litems 19,
—_— \\\

- I

20, 21, 24, 26) ranging from neutral

low. to moderatelv positive. to highly positive.
; . *
The negative affect scale 1 NAS) was derived by weighing the response options to the

y —

five negative-oriented items vitems 22, 23, 25, 27. 28) ranging trom neutral-luw. to
> " =]

moderately negative. to highly negative. W‘he Affect Balance Scale combined the PAS

and NAS into a single measure reflectinig Life Satisfaction bv balancing the- |1}
strongly positive | 2| moderately posttive 3] positive-negative |-4] moderately negative

.

and [5] strongly negative.

Procedure

i

Service agencies serving the chronically mentally ill wefe mailed a letter from-
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v

™~

s ' L s

the researcher informing them of the nature of the study and asking them to provide
their clients with the survey (Appendix D). Service receivers {chronically mentally ill
individuals) were given a letter of introduction (Appendix E) and a survey (Appendix

F) through an aggncj that-was serving them.

In the letter, the researéﬁm:!ined; the general goal of the study: how :md
when the data would be collected; and who was gondﬁcting the survey 'Part_icipants ‘
would be giveri a copy of the congpleted study if they wished by: 11} picking u/p a mpyi at
the office of the service providers whé qriginally gave them the survey, or {2}

contacting the résearcher

# -
The survey examined the ex-patients’ Quality of Life using measures of Life

adjustment and Life satistaction

’ de .
' The letter of introdudtion and the survey were given to the servicg receivers

=
= T

by the service providers The service receivers were asked t6 answer only vne survey,

Y

and return this survey to the researcher. -
v . - B . i

If the individual agreed to bfe a participant. she or she wus asked to mail the

survey back to the researcher within two weeks. A self addressed stamped envelope

~ ~ 4 ) . - . - ° -
was enclosed oo ‘ ; . {
£ %™ : . P - . .

: Ol L -
Data analvsis procedures witl be discussed 11 the Resnlts section

[ -
M
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The results are presented in three separate sections. |1 the first section

e
)

presents ingividual respunses from the kew infurmant interview, {2} the second section

examines  service providers’ respunses .on  co-ordination ,‘uf services und
mtraorganizational and interorgamzational variables: and. 13] the third section

eXamnines service receivers’ respunses to the Quality of Lite Scale. Al statistics were

culeulated using the Statistical Packuye fur the Social Sciences Programme 1SPSSY,
- « " 4

Norpsis, 1983) . ~

S
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\iuperceived cu-urdination rseeglable L)

RESULTS - SECTION 1

: KEY INFORMANTS

Pen people participated in the fuce-to-face interview  These kev informants

were familur with the service delivery system in buth the institutional®are model und

community care model  All ten individuals were asked questivhs pertaining to both
. N )

communities

Quantity/Quality of Co-ordination of Services

7 "Hespondents in kev informant imterviews isee Appendix A for interview

formats) were ashea to rate the two commumties on both yuantity and quality of

s

¥

Quantity uf Co-vrdinativn of Services ‘

[n the instit unmSJA care model. yuantity of’ co-ordination of services was rated

~ e 1 . . .
moderate by 20¢h and low by 30<¢  [n the community care model. quantity of cu-

ordinution of services wus ruted 4s moderite by 50<%. luw by 25¢% und high by 25¢%

H
» v "
- A

) f
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- Quality of Co-urdination of Services ‘

In the institutional care model. quality of co-ordination of services was rated

as low by 40¢% and very low by 50% of respondents. In the comniunity caré modet,

quality of co-ordination of services was rated moderate by 37 5%, low by 25%, and verv

low by 37.5% ‘
o

Overall Co-ordination vf Services

Analvsis of data trom interview respondents on guality and quantity of co-

urdination yield‘ed“ the following results:

11] Kev informants indicated that the comnunity care model had uwre co-

ordination than the institutional care model

121 Kev informants indicated that the coﬁmmnity care model had 4 higher

quality of co-ordination thun the institutional care mudel. .

.

{31 In each commumnity the amount of co-ordination ot services was reported as

being higher than the quality of cu~ording£}9n,

; s i
Content analysis was used to examne vpen-ended yuestions. Respondents

e . 4 . .
attributed differences between the two &Qmmumties n ep-ordination of services to. |11

differences between the two areus i treatment philosophies, 12] humogeneity uf

- treatment philusuphies within each community, and 3] size of the community

@
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TABLE 2 o
FREQUENCY DATA ON QUALITY AND QUANTITY OF
CO-ORDINATION OF SERVICES

e i R B e e et SR ettt e LR T .

YERY NETTHER LOw VERY
HIGH . HIGH.LOW LOW

8 o e T = me e e de o E & ke d ek m oy = o e e R e e A = e e e s = e o an s e = e e e = e o e

S T P e e dn g e g g e e e el i g G g g ol attvdhadbnd

QUANTITY OF
CO~ORDINATION

%)

Community 1* 2 4
© (TOTAL:=8) ’

[aw!
(Ve

Community 2*
{ TOTAL=10) -

. 24 T o o T 7 L 7 o 1 i e e i ko o T S . S Ll 4 Ak Sk n = k. r e e i o v Ae e e e o e o

S it e e i r rd e Ut o S T - > T i S ot AR o e Ml A . . - "

QUALITY OF
CO-ORDINAT[ON ’

(V)
[V
)
(W]
I
|

Community 1%
- (TOTAL=3)

A

ZOMMUNITY 2% 4 3] .
t TOFAL=10) :

B T A S B e e - e e S m e e e m . — e m m A e o ot ae — —

*COMMUNITY 1 = COMMUNITY CARE MODEL
*COMMUNITY 2 = INSTITUTIONAL CARE MODEL
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Ditferences Between the Two Communities on Treatment Philosophies

: : ) ) i
Key informants indicuted that the two communities did have different care

models: |1)the community care mode! used an ambulatory care model for dealing with

the chronically mentally ill client. and, |2] the ,institutional care model! used %

huspitalization model. Some key informants reported that co-ordination of services*s

wis-considered more important in the community care model because all services had
to be offered without the use of in»patien£ hospital settings. Failure to provide

necessary community services required bv the chronicaily mentally ill clients would

N *

result in the removal of the individual trom her or his community und admittance to an
17}

nut-uf-town hospital  The hosprtalization of 4 client was seen as a last resort and

considered a failure of the :{mbulut«;r}' model” Several respondents reported that

. although the cummunity with the community cure model had t%een ottered funding tor

—

"

in-patient vure, the otfer was not accepted In the institutional fare model, key
miormants reported that recidivism of the client was not Viewed as i1 treitment
fatlure  Vloreover, institutions were reported as showing little concern tor the co-

ordingtion uf services between their setting and the community. -

"Homogeneity of Treatment Philosop_hies Among Service Providers in each
4 N B

&

The homouyeneity of treatment philosvphies was identitied as a factor affecting

e

. . . Ty . - R . R
differences in co-ordination between the tweo communities Service agencies in the

community care model were all viewed as operating from the vommunity-based,

'™
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»

ambulatory care philesephy, while service agencies in the institutional care model
wer's fiot seen as huving similar treatment philosophies. Key informants reported that
many service agencies.in the institutional care model operated from 1 community-
based ghiiosophy -One respondent said that there was a feeling of "we” and “they”
betxvegn the different agencies operajing trom ditferent treatment philusophies in the
health care system. Respondents indicated that tﬁey had witnessed these !;Wo‘ditferent

patterns of care in the institutional care mode! creating contlict atfecting co-ordination

of services. -

Key informants reported that the agencies they were atfiliuted with in the
mstitutional care model were involved in small. cv-ordinated netwurks with other
sgrvice providers operating vut of a simular philosophy of care One respondent stated

that many service providers’ operating from similar treatment philosophies had

worked together at some time. when peapie changed jobs they kept their contacts A

. lack of vverall corordination of services resulted trom the existence of thesgysmall

networks

Size uf the Communities

[he size of the two communities was viewed as an important tactor attecting
cu-ordination of services While the c:nnmunity with the institutional care model was
very lurge und geographically spread nut. the vommunity with the community care
model was small with agencies within close pruximity i e, many community-based

agencies shared factlities with the Community Mental Health Centre:



Informal Networking in the Communities

2

Table 3 presents the frequency distribution from kev informants on questions

.

dealing with informul networking in the two communities.

Overall, respondents stated that it was “common” ur "very common” tor

|
"

service providers in the institutional care model to meet informally t70%). For the

community care model 162.5%) stated it was "common" or "verv common” for service

R

2

providers to meet informally  For the institativnal care model. no respondent

indicated that it was "uncommon” for service providers to meet informallv whereas in

the community care model twentv-tive percent t 25%1 believed it was "uncommon”

.

Responses to vpen-ended juestions indicated that in the mstitutional care

model individuals from  service” agencies who met informally and eschanged

information on co-ordination of services all had similar positions i the lelivery
svstem (ie, Directors. Board Members. Admimistrators)  Specifically, front-line
workers who directly dealt with chronically me‘t:tally ill elients were not included in

“

these informal sessions because the communication wecurred during breaks at board

-meetings. Administrative personnel were more likely to be members ut various boards

and therefore to be involved in informal exchanges of information. Respondents

commented thgt tront-line workers would benetit the most from informal discussions
) ] .

on cu-ordination of services
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TABLE 3
FREQUENCY DATA ON INFORMAL
CO-DRDINATION NETWORKS

Prifendiorin g givadbegerfersin g o gl finduilgi=ghedhegh i e faheiiaiisfughiiegedhogdioghe o e Giie-ghadauiiefalfindledhgh~ghedh=ghbghadlofioaiing

VERY COMMON NEITHER UNCOMMON  JERY

COMMON ) COMMON/ UNCOMMON

INCOMMON

HOW COMMON FOR

SERVICE
PROVIDERS

TO MEET ~ ‘
INFORMALLYT?

Community 1%*
(TOTALz3)

Community 2%
(TOTAL=10)

e R T o R - O
A - T T R R A St i =

RCOMMUNITY
*COMMUNITY 2

"on

-COMMUNITY ~ARE MODEL
INSTITUTIONAL CARE MODEL



RESULTS - SECTION TWO

SERVICE PROVIDERS

s

Results from the r;lailed out service proviaers' survey 15ee Appendix C) are
presented in two separz;te sections. 1] the first. referred to as prelimina(ry analysis,
preseI;tsda tactor :ix;aiysis uj‘ the survey instrument for service providers; and {2} the
second.,referrex; to as major analy-ées. examines three ot five tactors extracted from the -
t‘actof analvsis  tlabelled co-ordination. ir{traorganizationﬁal perceptions. and

»

interorganizational perceptions) in relation to the experimental questions

PARTICIPANTS

{

Of the 30 agencies sampled. 10 stated that their agency was not invelved with
the chronicatly mentally il Fiftv-three of the remaining seventy agencies responded

tu the survev- 13.4dgencies in the community with the community care model. a 96*0

)
response rate, and 33 agencies in the community with the institutional care model. a
=)

i

equivalent positions

27 respunse rute All respondents sere either directors’ of the agency ur held

B}
¥

L 4

Funding Structures - Fundjng structures were similar for most particlpantsp

59% of the service providers in the community care model received govergggent
funding, 12¢% community donations and. 29'% received a cumbination of government
tunding, community donutions, and tees from clients.

{n the community with the
institutional care model. 58% ot service providers recetved government tunding, 18—

“y
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received community donations. 1% received fees from clients, and 23% receivéd a

combination of government funding, community donations, and fees from clients

Ratio of Volunteers to Paid Staif - Participants were similar on the number of

»

volunteers to paid statf. Seventy percent of service providers in the community care

" model had l)—‘iui;j; volunteers on staff: twelve percent had 21-40% volunteers on statf,

six percent had 61-80% volunteers on staff, and. twelve percent had 31-100%

-

volunteers on staff ‘In the institutional care model. sixtv-eight percent had 0-20¢%

volunteers on staff. twelve percent had 21-40%, eight percent had £1-30¢%. and twelve

percent had 31-100%.

«

PRELIMINARY ANALYSIS

Factor Analysis

.

—-Fuctor analvsis was conducted to determine the degree ot assuciation of scale

<
v

items and to extract empinically derived groupings umony the items  This preliminary

analvsis is a data reduction technique that provides [al a battery of intercorrelated

vurtables having common factors, which can be more precisely represented in terms of

-

these reference factors. and {bl common factur loadings indicating the nature and

extent of correlations between variables (Kim & Mueller, 19734, 1973b).

.

The responses on the -service providers’ survey were analvzed using the
FACTOR sub-program in SPSSX  Fach surveyv scale item categorized by the

researcher as measuring co-ordination, interorganizuation perceptiuns. and



intraorganization perceptions. was scored on a 5-point Likert-type scale from t1) for
. .
“strongly disagree" to (5) for "strongly agree”

»

All wissing values were replaced with the variable mean; hence all cases were

used in the factor analysis and subsfitutions were treated as valid responses 1ie
- ~, P o - 2
MEANSUB.SPSSX). [nitial factors were extracted from the correlation matrix using

the Principal-components technique tHarman & Jones, 1966) Factors extracted were

rotated to orthogonal simple structure using th? Varimax solution  After rotation, 5
1 ——

| -
factors with eigenvalues greater thun 1.0 emerded. These factors together accounted
s —.
- 24

for 53 5% uf the variance with factors contributing 22.3%, 1168%, 7 9%, s 0%, and

Factur loadings on the Rutated Factor  Matrix which were smaller n

magnitude than 50 were eliminated from further analysis. lables 4.3, 8. 7. and 3

present variables belonying to each of the tive factors.

Scales in Service Providers’ Survey Instrument

Factor analysis indicated that items used to measure o-ordination.
interorganizational perceptions and intraorganizational perceptions sere grouped

tugether in distinct wavs as hypothesized. Variables in fuctor 1 can be labelled
i .
vo-ordination. vartables in factor 2 van be labelled intravrganizational perceptions. and

variables in factor 4 labelled inivrorganizationai perceptions  As indicated in Table 4,
Y { . . o
co-urdination is n;x%asuted using five variables. [Intraorganizativnal perceptions, as
K

indicated in Table 5. are measured using four vartables, which ull pertain to how

Bk



respondents perceive the internal workings of the agency. As indicated iﬁ—’[’ab}e 7.

interorganizational perceptions are measured using two variables concerning how the
” '
agencies view themselves in relationship to other service providers. ,

'
1
)
i

t
¢

— |
There are several important issues relating to factors 1, 2, and 4 represented

. inTable 4,5, and 7 respectively Factor 1. the co-ordination factor, has five items with

, .
factor foadings varving in magnitude from 55 to .80. The total amount of variance

accounted for by this faector is high-22.3 % Facter 2. the intraorganizational

perceptions factor. has four items with factor luadings varving in magnitude from 33
to 39. The total umount of variance explained bv this tactor is relatively high. 11 6<%,

Factor 4. inferorganizational 'perceptions factur. has only tweo items with tactor

b

loudings between 59 to 85 ﬁ'he totul amount of variance explained by

interorzanizational perceptivns is ¥ Comparatively, this factor s weak because (1]

only two items lvaded on the tactor: {2] the maygnitude of the fuctor uadln% 13 onlv st
the criteron levelt 31 Ol‘les:L abowe. [ 3] total varnce accounted for is -ml\vb% and {41
the items loaded on the tactor appear om the service providers’ survey as sequential
yuestions, raising the question of survey bias  However. the interorgamzational
perceptions factor will be included in turther analysis because }t #as based on strony
theoretical consﬁeratip‘ns, Vloreover as Table 9 indicates, ghe ~1ntemrganizatu:mal
perception tactor did not correlate with nther fuctors above the 5 (el Table 10
indicates that the two items in tactor 4 did nut correiute with other items in the other

factors. Therefore while there is 4 weuk compunent in this fuctor. eliminating it trom

turther unalvsis 1s not warranted



a

Variables in factors 3 and 5 indicated new entities Factor 3 ¢can be labelled

attitudes and factor 5 referrals for this study. Variables in each of the two factors are

presented in Tables 6 and 8 respectively.

Analysis of the five factors raises some interesting issues. Factor 1,

» o

co-ordination. consists of four items originally conceptualized as measuring co-
vrdination. and an additional item pertaining to strong directive leadership in anv
agency This indicates that the internal variable of leadership is related to how much

agencies in the community co-ordinate their etforts. Factor 2. intraorganizational
£

[

@

reeptions, consists only of items which were originally conceptualized as measuring

the internal workings of an'gency. Factor 4. interorganizational perceptions. consists

of two items which were originally conceptualized s measuring an agency's
percept§ilfol other service providers i their community

Items in factor 3. athitudes and factoer 5 referral are particularly mnteresting
! e

In tactor 3. euch one of the three items originally was conceptualized as meusuring

“co-ordination. intracrganizational perceptions. and interorganizational perceptions.
vet the items loaded heavily in the same tactor Specitically, an agencs’s belief that
co-ordination is impoertant, encouragement of staff to form co-operative relationships

with vther agencies.and the agency teports of financial security, all seem to be related
]

in some wav Factor 5 indicates that receiving referrals from other service providers is /
!
|

linked tu being knowledgeuble ubout uther agencies in the communitv This tinding is

not very surprising since being knowledgeable about other agencies mav 1n tact make



.
|
€
{
]
l

the-agency Eigher in profile and therefore mot&?@& to receive referrals- There are

many o'thver possible explanations. For éxamp]e. perhaps being knowledgeable about

other.agencies makes an dgency seem mare open and co-operative and therefore it is

* more likely to have clients sent frem other service providers. It is interesting to note,
however, that thesé-factor items are not related t6~ cosordination as hypothesized. It

was expected that receiving referrals and being knowledgeable about other agencies
i |
. o .
would be items which contributed to increased co-ordination.

“The scales measuring co-ordination. interorganizational p_er(:eptiuns. and
. . 1

intraorgamzational perceptions have very promising elements. In reference to factors

3 and 5. it1s possible that there.aresmore items which are related to these factors that

. —_—
[

were not drawn out 11 the survey. Further test refinement will help to establish the
) validity of these fuctors However. test retinement is bevohd the scope of this present

research.

s

Pearson-Preduct Correlation Cuoeffictents were computed between the tive

factors using the factur mean. Tuble 9 presents the correlation matrix Correlation

coetficients range ftom 08 to 5 indicating a low to moderate relationship between

factors: This finding indicates that a high relutionship between factors does not exist.

1
. ltems within the five factors—were analyzed using the RELIABILITY sub-

program in SPSSX Procedure RELIABILITY performs an item analysis on the

v

components in facjors by computing commonly used coefficients of reliubility

Reliability detinitions and estimates were made using Alpha Model; the overall alpha
. ,
-

-

P

ok
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was 3237. The ulphu assuciated with: factor b 1eo-ordination) wus 8144 fuctor 2

_tintraorgunizational perceptions) was .8423; factor 3 rattitude) was 6500; factor

Hrintervrganizational perceptivons) was 7098; and factor 5 treferral) wus. 6981 .

Since the mwin focus in this thesis is on ‘co-urdinution, interorgunizational
perceptions; and intmurgan}zutionul psrceptiuqs, these tuctors will be us;ed in further
analyses.  Co-ordirution. interorganizationul perceptions and intraorganizational
p‘ercgptwus will be exumined under the section lubelled Mujor Anulvses. Reuders
interested in the two additional factors rattitudes und ret‘et’r&is} should refer to
Appendis G for statistical analyses.

It should be :jpted that in all the subsequent :;xialyses. an averaye score on
wach of the five facturs“wﬂi be useud‘ This average scure was derived by ;ddill;‘f up the
numerical response oreach-item i the factor und dividing by the number of items

Hence, sach respundent hus one vverall scure tor vuch of the tive factors
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TABLE 4

-~

VARIMAX ROTATED PRINCIPAL COMPONENTS LOADINGS

FORFACTOR 1

=gt St g B S S S S S Pt S R R M I Y R e Y

D T By
hefed-Suf~drpmi=f g RS S A N T T e

1.

Agericies in the community
work well together °

. Agencies in the community

communicate
f

Co-operative information
sharing between agencies

.' Agency has a strong

directive leadership

v

. Patients.eclients are Iinked

effiiciently with services.
in the community

.80050

7u54Y
12987

51817
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TABLE 5
VARIMAX ROTATED PRINCIPAL COMPONENTS LOADINGS
FORFACTOR?2
. ITEM T INTRAORGANIZAT ONAL ) o
. . PERCEPTIONS -
FACTOR
15. Sgency has a clear . .
framework . ’ .39704
16. Agency has a sense 5
: of collaboration . 78583
3. Aéency notices if statf ’
disobey rules . 77824
17. Ageney is well co-ordinated .53153
Eigenvalue B 2.55719
% Total Variance 1.9 )
4
AN ’y‘ ‘
R @
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TABLE6 -
VARIMAX ROTATED PRINCIPAL COMPONENTS LOADINGS
FOR FACTOR 3
ITEM ¢ "ATTITUDE FACTOR o
2. MAgeney believes co-ordination - )
is important .73991
21. Agency encourages staff to form i
co-operative relationships with . . .
other agencies -+ .58888
{
. fa;gency is financially securs ‘ .51962
Eigenvalue . 1.74338
7 Total Vartiance ) 7.9
prolfrsiin el ol orgr i i s il e Sl St =g St i ired
+
-
Y
L ¢



TABLE 7
VARIMAX ROTATED PRINCIPAL COMPONENTS LOADINGS
’ FOR FACTOR 4 )
ITEM ' | INTERORGANIZATIONAL
PERCEPTIONS
* FACTOR
19, Belief that agencies in the v
community are interdependent ..65201
- L
20. Belief that other agencies in .
the community have complementary
service goals .59987
Eigenvalue ‘ 1.32080 )
7 Total Variance - 6.0 "

R R R R e R e e e s T A i S i~ -t
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TABLE 8 ;
VARIMAX ROTATED PRINCIPAL COMPONENTS LOADINGS
. FORFACTORS
ITEM ’ ~ REFERRAL
FACTOR
7. Agency receives referrals
from other service
providers 92035
6. Agency 1s knowledgeable
about other agencies in
the community . 5592’%‘
Eigenvalue ] ”'-"““ij65377 ““““““ ;““" .......
% Total Variance - 4.7 B
L
’ L
S

iy



TABLE 9
"
PEARSON CORRELATION COEFFICIENTS BETWEEN FIVE FACTORS

oriiraiiotio it vl ier o=t il gie- il i ulier-fieier oSl =iirefiersfi-five el diii vl el o=y <
FACTOR 1 FACTOR 2 FACTOR 3 FACTOR 4  FACTOR 5
(CO) (INTRA) (ATT) ( INTER) (REF)
Co 1.000 .3899 2682 L5184 1563
] pz.002 p=.029 pz.000 p=.137
INTRA 1.0000 L3425 L4222 L0985
| p=007 p=.001 p=.246
ATT . 1.0000 .2063 L3723
p=0T3 p=004
. INTER.. 1.0000 L0869
p=.272
REF 1.0000
S |
] |
2

I3
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MAJOR ANALYSES

This section examines factors that measure co-ordination, interorganization:l

perceptions. and intraorganizational perceptions in relation to the experimental
yuestions

;

i

After each experimental question two sections are presented. |11 analysis,

and |2] summary and comments The analvsis section presents the statistical

procedures and findings. The summary and and comments section expands on the
’155

: findings. .

Two statisticul procedures 'were utilized to analyze duta from the service

]
providers’ survey lal-t-test, and, [b] multiple regression anulysis  T-tests cumpare

meuns by calculating Student's t and testing the significant difference between the
L . . g . .
means. Multiple regression analysis was used tu studv the relativnship between 4

dependent variable and a set of independent vartables. The method specitied to build

the multiple regression equation was forward stepwise selection. This process entered

variables eligible for entry by calculating F values. and removed variables that were
. - . . :
no longer usetul trom the equation Pedhazur. 19821,

EXPERIMENTAL QUESTION #1
1s there a difference between the two communities in the reperted level of

co-ordination, interorganizational perceptions, or intraorganizational
perceptions? e

~
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Analysis

I
1

T-tests were performed on data from the community care model and the

1]
.

institutional care model to determine if there was any statistical significance between

i

communities on service providers’ self-reported data about co-ordination,

interorganizational perceptions, and intraorganizational perceptions. Missing valjues

were replaced with the variable mean hence, all cases were used in the I-test and

4

substitutions were treated as valid respunses

%
&t On a five-point scale, the mean response on co-ordination, interorganizational

perceptions, 'i e, beliet that agencies 1n the community are interdependent and have

complementary service goals) and intravrganizational perceptivns (1 e.. agency hus a
clear framework, and a sense of collaboration) in the community care model was 2 8,

1 1. and 3.0 respectively. Responses ranged from P 0-4.2 tor cu-ordination. 2.0-5.0 tor

intruorganizational perceptions, and 1.0-5 0 for interorganizational perceptivns  The

«

medn response from the institutional care model va co-urdinatiun. interorganizativnal

-

perceptions, and intraorganizational perceptions wus 3 2. 41 and 3 J respectively

Responses ranged from 13-44 for n:u»ufdinz%tion. 2050 tor intraorgamizational
R

perceptions. and 2 1-5 U for interorganmzational pe\fteptiuns,
a
i '

Results of the t-tests indicated that service providers’ perceptivns uf co-

ordination in the institutivnal care model were significantly higher than in the

community care model, [Frd9 =245, p< 053] Interorganiuzational perceptions

IFr491=1 37, p> 95| and intraorgamzuational perceptions [Frd1=1 i34, p> 15| were

.

not found to be significantly ditferent in the two communities

‘i
5 S
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Summary and Comments

The institutional care model reported a significantly higher level of co-
vrdination than the community care model. This finding was contrary to perceptions of
;key informants. Several pussible explanations for this finding mav be proposed There
may be uwre;et'fort in the community with the institutional vare model to co-ordinate
services in an effort to compensate for the size of the community  As noted earlier the

institutional care model is utilized n a community which s verv large and

@

" geographically spread out Key intormunts reported that meeting informally and

diseussing co-ordination of services does nut oceur more in one community than in the
other, TFherefurd. meeting informally to discuss cv-ordination mav not be a factor m
understanding the statistically higher perceived levels uof vo-ordination in the

community with the institutional care mud‘

As predicted, both communities reported low to .moderate levels of co-
‘ -
urdination. This finding supports the work 1by the General Accounting Office. 1978,

9 ‘
Gilbert and Specht, 1977, Halpert, 1970, and Lamb. 19761 which specities that services *

in the community are unco-ordinated. Since there is little incentive tp co-ordinate this

finding is not surprising  Many other fuctors also may be atfecting co-ordination at the
local level !

It 15 interesting to nute that interorganizational perceptions tie . belief that

agencles in the comunuhity are interdepg&dent and have complementary service goals)

m buth communities were tairly high 14 11, with intraorganizational perceptions iie



'

agency has u clear framework, sense of collaboration, is well co-ordinated) at the
mid-range 13 0, 3.3). Key informants had reported that there were ditferences among

agencies in the ;institutiofial care model on treatment philosophies. Therefore, it

|
might have beeri; suspected that interorganizational perceptions would have been
!

much lower in the community with the institutional care model because these
o ’
perceptions deal ispecifically with inter-agency relations Key informants mav not
i

I
. . | . » . . P
have been informed on co-ordination of services in the two communities
]
. B &

!
This anal&,ﬁsis indicates that service providers do feel strongly that agencies )
i
are interdepender;‘wt and have complementary service goals. vet they disagree that
‘f i
agencies in the cq’mmumty work well together, communicate, shefre information, and

]

v
-\‘.

linkﬁpatients efficiently withirvu:es in the community
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EXPERIMENTAL QUESTION #2 “

Who do the service providers indicate has the mandate to co-ordinate
services and who do they indicate should have this responsibility?

Analysis

Who has the Mandate to Co-ordinate Services

COMMUNITY CARE MODEL - Overall. 11% of respondents indicdted that

the Ministry of Health has the mandate to co-ordinate services: 12% District Health

£
=X,

Couneil; 29% Canadian Mental Health Association; and 18% other agencies.

Respondents who believed agencies other than these listed on the survey had the

mandate to co-urdinate services reported these agencies to be: |1} the Ministry of

Health with the Community and Social Services; or |2] Ministry of Health. District

Health Council, and Canadiam Mental Health Association.

INSTITUTIONAL CARE MODEL - Overall, 30% of respondents indicated

that the Ministrv of Health has the mandate to co-urdinate services: 1% Ministry of

Commumty and Social Services. 197 Social Resources Council. 26%% District Health
s

Council. 15% Canadian Mental Health Associatton. 265 indicated that nobody had

this responsibility; and 1°¢ indicated that other agencies had the mandate to co-

EY

ordinate services. Respondents who believed agencies uther than those listed on the

survev huad the mandate to co-ordinate services reported these dgenﬁgs to be. [1]the
s ' *
Ministry of Health with the Community and Social Services. ur 2] the District Health

Council with the Canadian Mental Health Association. o

2
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Who Should Have the Mandate to Co-ordinate Services -

COMMUNITY CARE MODEL . Overall, 41% uf respondents indicated that

the Ministry of Health should have the mandate to co-ordinate services: 18% District

Health Council; 29% Cuanadian Mental Health Association: and 12% other agencies
: £

should have the mandate to co-ordinate services Respondents who believed agencies

other than those listed on the survey should have the mandate to co-ordinate reported

several alternatives: an independent co-ordination otfice. Ministry of .Health with
- .

Community and Sucial Service( Community Mental Health Clinic; coalition of groups .

,

N v .
~ who plan together: and Ministry of Health Services. .

INSTITUTIONAL CARE MODEL - Overall. 26% of respondents indicated

that the Ministry of Health should have the mandate to co-ordinate services, 29¢

District Health Council."20¢% Canadian Mental Health Associaton. 10 Nlinistfy of

¢ [

Community and Socizl Services; 14 Social Resources Council, 16 nobody should have

the responsibility: und 22% indicated thut nther agencies should have the mandate to

co-ordinate services. Respondents who believedagenciesather than thosé listed on the

survey should have the mandate to co-ordinate reported several alternatives  un

independent “co-urdination office, Mimstry of Health with Community und Soctal

Services: coalition of groups who plan together: and Ministry of Health Services

Summary and Discussion

v 1t ts interesting to note that only service providers trom the institutivnal care

model knew that nobody had the responsibility_to co'vrdinate services, however. the

percentage was still low 126%). : o



Y

» - N . . a 4

Service providers assume that co-ordination was the responsibility of some
government body both in the community care model and institutional care model (53%
and 56% respedtively). There may bean énﬂude in the twe communities that agencies

are not expected to make co-ordinated efforts because the Ministry of Health or

District Héa]th~ Council provides direction in networking.

p

Furthermore. with co-ordination being perceived as being low icommunity

care model) or in the middle range « irgstitutiona\l care model), it is very interesting that

39% in the community care model and 56% in the institutional care model believed

that the government should have the mandate to co-ordinate services. This indicates
that even though the government was assumed to be the co-ordinating body by vver
half of the-respondents. and cp-ordination was perceived as being only low to moderate,

service providers still wanted the government to have the responsibility
The Canadian Mental Health Association was indicated by 15% of service
. ) . - ’ -
providers in the community cure model and 20% in-the institutional care model as an

agency which should have the mandate to ¢o-ordinate services. This agency was the

only non-governmental service provider which was thought to be 4 goud organization

tfor co-urdinating services

r's
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EXPERIMENTAL QUESTION #3 ) ST

Which of the following variables is related.to whether or not service

“providers report thut their. agency is involved in a co-ordinated network: )
- funding structures, ratioggf puid staff*to volunteer staff, belief of who

should co-ordinate services, intraurganizational perceptions, and
interorganizational perceptions ? ) ‘

Analyses .

Twa sepurate regression unalyses were computed o which |1} funding

structures, ratis of paid stail’ to velunteer. belief of who should co-ordinate services!

P ) v - - [}
intravrgunizational perceptivns, und interurganizational perceptivnis were regressed

- - . v

un co-vrdination amd, |2] additional predictors of attitude and providing referrals were

vegressed vn cu-ordination. - The forsuard stepwise procedure -was utilized tor both

. . R &9, ! N - )
anudy ses, * ! - .-

4 9, o

ve . . ' i ' -
Results are summarized in Tubf 10

“ s - »

When funding structares, rutio ol paid staff ty volunteer, belief ot who should

vo-urdinate  services, “intruurgainuaqtiunal percepfions  factor 21, and

—
£

terorganizationad  perceptions factor b were regressed ovu - cu-ordination, the

-

intervryattzativnad pereeptivns tuctie was found to signiticantly acevunt for 26890 of the

variance (U L611= 1825 p< UOU1] Neother independent wartabie wids sgniticunt

When the two additivnal facturs ‘attitudes and referruls) were regressed ol

N . ) - - I - - .
co-urdingtion. both predictors tailed to signicantly eaplain any further varnee in

‘ ¥ - ’ :
the dependent varuable of co-ordination,

v

-



© ' " Lxperieneing co-otdination in the same way. Based un previous dnalysis it muad be said
. - AN “ v o

> “that this level ut‘cu-glrvd‘imitiun is low  This finding supports the work by € lark ‘1970:’\;‘ -

Summiry and Discussion
It was indicated by service providers that the reported level of cu-ordination in
@ community was reluted to an agency's interurganizational perceptivns 1ie. belief

“that agencies in the community are interdependent und have complementary service

goals) Therefure, it wis demonstrated that interorganizationul perceptions played a

role ut deternunmny the perceived level of co-urdination reported by a service provider

{'his finding mayv support the work bv Marks and\Broskowsky 119811 where-

interorganizational factors were said to affect co-drdimation at the local service

-

- provision level. [t is important to consider, however. that the interorganization:l -

e -

o

perceptivus fuctor tfactor 41 wus relativelv weak. o

a

It is interesting to nute thut no.uther independent variable played.d significant

rule in Jdetermining the level of co-ordination.  Muarks and Broskowsks 11981
- . . * . . b -

.concluded that intravrganizational relationships affected eo-ordination. This finding « -

[ B

wits not nhpp’urtcd by the present research. This research also did not sypport- the

_finding by Gilbert & Specht 11974,1977), that a matn issue 0 cossrdination of services -
.9 ‘ " N
<= wus the telutionship between public and voluntary -agencies  Gilbert and Specht
) o NP - . ,""
PIYTHLYTT) stated that public agencies were more likely to be mvolved in a do- -

" N

. Co ' o I . ,‘ -
" ordinated network thun either voluntury-or privote organizations  Fundine Fructures Y
= ¢ " - N hd ) - @

were atilized 10 the present research tu catggorize an agency u$ bemng either voluntary

“ i

or public However, the present research dves indicate that all types of agencies are

- " R

%

v L~

hd - !

x . M

1o

. at BN v : !
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and The Secial Planning Council of Metropolitan Toronto 11970}, where it was shown

that agencies experience the system as unce-ordinated.

} bt
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TABLE 10 - SUMMARY TABLE
REGRESSION OF IN DEPENDENT VARIABLES ON CO-ORDINATION

e et kT o i T D U T e i 4 o LS Sk S o AL o e S e . e e o ae -
- = -~

PREDICTORS

MULTIPLE

R

R SQUARE

df F

e et et e e e e s e . Sl i .t o o 26

Interorganizational
perceptions
{ TOTAL=52)
Intracrganizational
perceptions
(TOTAL=52)

Attitudes
{TOTAL=52}

Referrals
{ TOTAL=52)

Should have the @
mandate to co-ordinate
(TOTAL=z52?

Ratio of paid staff to
volunteer
A TOTAL=52?

Has the mandate to
co-ordinate
¢ TOTAL=52)

Funding structure
{ TOTAL=52)

N
N

. 108

~470

L1063

.063

L0548

.01h .

.012

- 005

(1,521) 3

(1,51 2.

.25

.96

10

.30

as

ns



SUMMARY - SECTION 2" SERVICE PROVIDERS

Factor Analysis extracted five factors which were labelled co-ordination,
intraorganizational perceptigns.’ attitudes, interorganizational perceptions, and
referrals. It was indicated that the measures utilized for co-ordination.
interorganizational perceptions. and intraorganizational perceptions were very

. ot . . . . v ‘.
promising. The tactor labelled interorganizational perceptions was tound to be tuirly

weak. However, due to theoretical constderations used to form questivns pertaining to
relations betgi‘en agencies, this factor was found to be useful in turther analvses. All
three  factors of  co-ordination.’ intraorganizationdl  perceptions,  and

. ' } )
interorganizational perceptions were used in the analvses. It was suggested that in

“

tuture research, the two additional faetors of attitudes and referrals be analvzed
¥

turther for validity by test refinement

Service providers in a4 community with 4 community vare model repurted
®

cu-ordination as beiny low: and 4 community with an institutional cure model, an area
‘ .
suid by key informants to be unco-ordingted. reported a statisticallv higher level of

co-ordination Ce-ordination 1n both comimunities was rated "low” to “neither luw nor
high" Theretore. respondents indicated thut thewr perception of co-ordination of

services in their own.community is significantly different. Interorganmizational

perceptions in both communities were high. indicating that organizations strongls
v
/

believed thut agencies in the commuriity were interdependent and had complementary

service goals.  Intraorganizational perceptions in both communities. measured b

N

{/
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conditions within the organization tie. a clear framework, sense of collaboration.

§
I

co-ordination, and awareness of staif disobedience), were i the middle range.

I'he belief that the Ministry ot Health/District Health Council currently has
mandate to cu-ordinate services wus held by 59%(ot‘§gr;/ice providers in the community
care model and by 55¢% in the institutional care model talthough in reality udbody has
this mandate) Onlyéﬁ% of the service providers were aware that no agency had the
mandate to co-ordinate St;rVices, All 26% of the respondents unswering correctly were
in the institutional cure model. i‘sn uverwhelmiﬁg number of servicg providers
responded that the Minmstry of HealthyDistrict Health C:uuncil should hauve this
sesponsibility: 59Y% in the %mmunity care model, and. 55% 1n the institutional care

model - .
Therg were nu signiticant differences between the community with the

community care model or institutional care model in which agency they believed

presently hud the mandate to co-ordinate services or should have this responsibility.

J

Marks & Broskowsk: 119810 ndicate that interorganizational and

intraorganizational perceptions can either hinder yr .enhance co-ordination This

*

study has demonstrated that mterorganizational perceptions 1i e, belief that agencies
in the commiunity are interdependent and have complementary service godls) made a

!
) 1 . L
significant  difference in  determining the reported level of co-ordination.
. L . N .

Intraorganizational perceptions rie., ageney has a clear framework, sense. of

colluboration, is well co-ordinated) were not shown to uake u significant ditference in

Jdetermining the repgited level of co-ordination.

m T, oo .

e



RESULTS -SECTIONJ

SERVICE RECEIVERS

Results from the service receiver survey 1See Appendix Fi are presented in

two sections. |1) the first section, referred to as preliminary unalyses, presents the
. ’ .
scoring on the Quality of Life Scale, an@ also examines items in the service receivers’

yuality of life scale; and | 2] the second section, referred to as mujor anualyses, examines

specitie experimental questions.

3

There was one statistical procedure utilized in this section: Pearson
Curretation Coetfictents. Pearson correlation produced a matrice of correlation
voetficients indicating the refationship between various items  [n a correlation matris,

coefficients may runge i value from -1 00 to 1700 with 0 indicating no relationship
PARTICIPANTS

Location - All 42 respondents resided in the cummunity with the institutional
wpcativn D

v

care model .

Marital Status - Sixty-seven percent (87401 ot respondents were dingle, twelve
percent '129%) widowed. nine percent '9%) separated. five percent 15%) married, five

mercent (5% divoreed, and two percent’t 2% living common-law ~
p : o

Number of Children - Forty-seven (47%) uf respundents did not have any
children, thirty-three percent 13344 had vne, and twenty percent 120¢0) had twe or

mare

{n Hospital Treatment - Sixtv-seven percent 187%} of respondents hud been

-

i
“
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hospitalized for emotional problems and thirty-three percent 133%) were unsure if they
had been in the hospital for treatment. No respondent reported that they had never

been in hospital for emetional problems. ‘ .

Length of Time in the Community - Thirty-one percent (31%) of respondents

' A ey -

who had been howpitalized for emotional problems had been in the community for

u

1 '

under ohe year: nineteen percent {19%1 for one to two years: seven percent (7% had

been in the community for three-four vears; and, fourteen percent 1149 for five vears

-or more. Although only sixty-seven percent 167<%) of the respondents had been in the

hospital for evnotional problems. seventy-one 1719 ) answered this section. Therefore it
can be assumed that four percent 14<%1 of respondents. unsure i they had been
hospitalized for emetional problems answered this section.
S
)

Satisfactn with Services in the Community  Seventy-tive percent 1751 of

the respondents reported that they were either satistied 152t or very satisfled 1 23%
with services in the community  Fourteen percent 1 14¢Ly were neither satistied or
dissatistied while only eleven percent 111%: reported they were not satistied 19%1 or

verv.dissatisfied (291 with services in the community This finding ts consistent with

“
'

consumer satisfuction literuture 1Gove and Fuin 1977, Spensley et al , 1980) which

indicates thiat the general satistuction level of mental health clients with service

recelved is very high.



PRELIMINARY ANALYSES

Scoring of Service Receivers’ Survey
. - .

Life Adjustment Scale - Responses were scored on a 5-point Likert type scale

-
from (1) "detinitely no" to (51 "definitely ves". The following subscales were derived

tfrom this measure: |1] need for social interaction: {2} need for hope; |3] need for life

necessities: [4] need for relief from psycehiatric svmptoms: [5] need to be taken care of.

Subscales which had more than one item pertaining to them, were uveraged across
. «
items.

P

Life Satisfaction Scale - Positive atfect items were scored qn 4 5- point Likert

tvpe scule from 11) “definitely no” to 15) "definitely ves" ltems which meuasured

negative atfeet were scored on a 5-puint Likert type scale tromi 1) "definitely ves” to15)

a

A

Analysis !

“definitely no”

‘4

Prior to the examination of specific questions. preliminary data ahalysis was

condueted to assess the relationships between variables.

All iterms were correlated and a.Pearson product mument correlation matrix

was obtained. Table 11 presents these results The Pearson product moment

“ -
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TABLE 11 - PEARSON PRODUCT CORRELATION MATRIX
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correlation matrix indicates that items in the two scales of life adjustment and life

R I‘
satisfaction are not highly correlated. This demonstrates a low probability of
multicollinearity, a problem said to be present when independent variables are

.

correlated. -

Summary and Comments

The subscales of life adjustment and life satisfaction seem to have promising

-

elements. There 1s not a high degree of correlation between sub-scales There is no

indieation that any of the items should be eliminated from further unalysis.

Factor analvsis would be a better indicator of the validity of the scules.

However, a larger sample size would be required befure factor analysis would be

v
»

dppropriate. .

-



85

MAJOR ANALYSES

EXPERIMENTAL QUESTION #1 -

What are the levels of life adjustment and life satisfaction for the

chronically mentally ill in the community?

¢

‘Analysis

Table 12 presents service receivers’ responses on Life Adjustment. The meuans
for items measuring life satisfaction are presented in Table 13.

Summary and Comments
*

Overall, of the tive psyvchosocial and physical dimensions measured, social
interaction was the lowest. Service recetvers repurted that they had contact with four
peuple ur tess rof etther parent. child, sucial worker. nurse, psichologist. psvehiatrist.

counsellor. family doctor. or friend) per month Parents and family doctors vere
- »

reported 4s maln contact pergons. Quality of the contact averaged at 1 "no help at all”

Family doctors were reported as offering the most help. averaging 2 "some help

Uverall, reported levels of life satistaction were newther high nor low 3

The only item which had 4 high mean response rate was tweling pleused ubout

wecomplishung sumething However. all other items were 1n the middle category

It 15 very interesting to note that the chronically meatally il report a low

yuality of life it the community  These findings are consistent with the results from a

number of authurs who have documented the puor yuality of life for the mentally ill 1n

the communty (Estroff. 1931, Greenblatt & Glazer, 1975, Krauss & Slavinsky. 1982;

-~
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Slavinsky, et. al., 1976). In most research on quality of life, life satisfaction measures
are included with life adjustment, [t is not possible to investigate what each measure
has to -uniquely contribute to m:erall quality of life. This study was ‘designed to

examine both dimensions separatély. This research clearly demunstrated the reported  _ _

levels of elements of life satisfaction and life adjustment.

Intuitively, the reported level of social interaction seems very low Since this
population hav_g on‘going emotional prnbleﬁ:s. one may suggest that thev should have
a4 mmimum of one contact per month with nurses. psychologists, psvchiatrists,
counsellors, or social workers However, this was not found to be the situation No

information was gathered from a different population on social wmteraction for
I I

comparison. making it impussible tu infer o levels of social interaction were common
l

[t is important to note however, since social teraction was the least met life

adjustment need, that this finding 1s consistent with ather research, Krauss ind
Slavinsky 119821, Larhb 11979), Luadwug 119811, Sandall 11975). and Simon 19651, all
report that rhis special pepulation is seciallv isolated. Ludwig (19714 in particular

specities rhat chronic psychiatric patients or clients in the community become

progressivelv closed off and alienated trom vther peuple. including friends and famuly, ¢
g 3

Individuals sutfering from a chronic mental illness do not attempt to interact with

others unless thev are uassisted in seeking or proveking stimulation with the

environment.
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. TABLE 12 -
SERVICE RECEIVERS’ RESPONSES ON LIFE ADJUSTMENT DIMENSIONS

:::::::::::::::::‘::::}1':::::::::::::::::5:::=::I::::::I::::V:=:::==:
 DIMENSION - 'MEAN_(X) RESPONSE :
77 soeial Interaetion . .9512
(TOTAL=41) :
Taken Care Of 2.2293 -
{TOTAL=U1)
Relief from ;
- Psychlatric Symptoms 3.6667
(TOTAL=U1)
Life Necessities 3.7476
(TOTAL=41)
Hope
¢+ TOTALEL2) 3.8595
4 -
L.
"
|
) e
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. & '_ - PRy -
S TABLE 13 .
k *SERVICE REC EI‘YERS' RESPONSES ON LIFE SATISFACTION
: 7 Lo N
DIMENSION MEAN (X) RESPONSE
ON LIFE SATISFACTION
Pleased about L
. accompiishing something -_ 4.1190 3
Felt like things wete going
their way 3.2857
S B . .
Proud becduse someone
complimented them 5.6429
Felt so restless that they ) -
couldr}’t sit lotig in a chair 2.6429
L
Bored 2.30495
Excited or interested in something 3.2381
3 .
“Lonely or'remote trom others + 2.60078
Felt on top ot the world 2.4762
Upset wver being criticized 2.8095 ‘ )
Depressed or very unhappy 2.4762
TOTAL MEAN ¢+ X) RESPONSE ¢
DN gIFE SATISFACTION 2.9609
4 =
[y
IS “\\\ ' :
. )
n .
- '
@

o
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QUESTION #2

. ¥ .
Are the psychesocial and physical.dimensions of life’ adjustment separate
measures of uality of life or are they elated tolife satisfaction levels?

) /
Analysis
I
* * .
. Pearson-Product Correlation Coefficients were comp\{té% to determine-the

v 7

relationship between the life adjustment and lk‘satisfaction isee Table 11D

The Life adjustment factor of social interactiqgl did not corr®dte with any

"

items measuring®life satistaction
. )

. N

A signifitant negative correfation was found between the reported level of

B

care and teeling |1/ pl%ased about having accomplished sometfihg.i- 2790, p=<< 51 (2]

thut things were voing their wav - 3396, p< 013 {3} lot;e(y and remwote from uthers

- 5557, p<<.MOU1 and |41 upset vver symeone cnticiziﬁg them (- 5389, p« UOUII

Theretore, as the level of care increased. feeling pleased about having accomplished
ARy -
something und having things go their way decreused. This finding afsoindicates that

“an incredse in-the amount of care reported is assoctated with decredises in feelings of

Y

being lonely and remote from others. Increases inthe amount of care repurted was alsu

assoctated with being upset over someone criticizing them.

Retiet from psyehiatric svmptoms correlated sigmificantly with t;egling: By
i ‘ ‘ | ]
pleased about accumplishing semething + 2976, p-7 451, | 2] that tlﬁ’tgs were yuing

1 - * " ',2
their way 1 3863. p< V1), and. | 3] proud about a cemplinmient + 3827, p< U1v As the
individual felt better he ur she was more likely to teel pleased about having
dccomplished something; that things were going his or her way, and proud about

huving received u compliment o



Life necessities did not correlate significantly with life satisfaction factors.

/ ' ‘ The ameourit of hopetdisplayed by service providers that the respondent will

I "

recover from emotional problems was found to correlate positively with their feeling e
‘} pleased about having aceomplishéd something 1.3991, p<.01). Therefore when service
. providers indicated that thev had hope that the client or patient would recover the

service recerver was more likely to feel pleased about having accomplished sumething

Summary and Comments -

Dverall life adjustment dimensions of level of care, relief from psychiatric

v
symptoms, and hope of recovery correlated with items measuring lite satistaction. 1t is

.

tmportant to note that the life adjustment dimensivn of social interaction was not

-
v related to life satistfaction measures It may have been suspected that social
interaction wus velated to teelings of luneliness and remoteness tlite satisfuction
elements) becauge ot a lack of contact with people. However. statistically there i a

" distinction between just being with other pevple und actually communicating with v

s
v

them ‘Therefure. the level of social interaction reported are not generalized to overdil
: lite sutistuction but ruther seem to indicate a separate need.
’ Y . [y
It was Jemonstrated thut as the perceived amount of care received in the

comunuynity increased. feeling pleased about having accomplished something and

v - ’ ! ,
having things go their way decreased. As the amount of care increased. feelings of
<

ey

luneliness and remoteness from others decreased as did teelings of being upset over

L3

beinyg criticized These findings are extremely umportant. ﬂ:lje chronically mentally il
s
. may be judging how well they are doing by whetRer or not they are receving cure.

o
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This finding is helpful jn understaftling why receiving care makes service receivers
~ -

91

'

-

feel less pleased about having accomplished something. Service receivers may be

N

defining accomplishments as not receiving care. This point seems valid when it is
- .

3

noted that as the amount of hope of recovery displayed by service providers increased,

the likelihood that service receivers felt they had accomplished something increased,

]

. 0. . . . ¥ sy
¢ The tinding that feelings of loteliness and remoteness decrease with increased

i

in care raises a very important issue. Receiving care does create a situation where the

client or patient can be wish otliers.” However, while receiving care the chronically

- mentally ill do not teel that they are interacting with others Since only service

receivers from 4 community with an institutional model responded. it is possible that

the client/patient is not in an active-participatorv role

*

.

As. individuals experienced relief” from psychiatric svmptoms 4hey had u

greatek‘{[ikelih(fod of feeling pleased about accompiishing something and feeling that

things wl-re voing their way, as well as feeling proud because somevne complimented

them on something they had done [t is clear that feeling better contributes to yreater

levels of life satisfaction.

»

H

.
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SUMMARY OF RESULTS FOR SECTION 3 - SERVICE RECEIVERS

» > L .
* - kY ’ .
~ ) t p
The Quality 0{( Life Scale mdn:ated _some promising elements. [tems

pertammg to either L»{?Eﬁlstment or Life Satisfaction were not highlv related

.

between subscales. It is suggested that future research should be aimed at refining

- N

this scale,

The only service receivers responding to the survey were from the

institutional care model. Theretore. comparisons of responses between service

receivers in the community care model and the institutional care model were not

possible.

The reported levels of life adjustment dimensions and life satistuction
< .

dimensions were reported separately. ’

®

The life adjustment tactors level of care, reliet vf psvehiatric svmptoms, and

hape of recoverv were related to items measuring lite satisfaction These relanunships"

>

were dealt with and discussed.
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DISCUSSION .

- -+
Patterns of Serwvice Delivery . o

s

3 'S
- N 1

Thé$e have -been twe patthrns of care for the chmn\lcally mentally ill: 1]

institutionalization; and [21' de-institutionalization. The institutionalization model’

utilizes in-patient mental health treatment while the de-institutionalization model

®

advocates community care for the chronically mentally ill. Each of the two patterns

has specific underlying assumptions.~ In the jinstitutional care model a medical
——— Ed

.

approach is emphasized. which ‘views mental illness as a physical illness. Medical
advocates employ a range of physical interventions (i e, psychophardceutical dru,&.

, 2
electro-shotk, psvchosurgervy to cure the problem as well as various approaches to
i 3

psychotherapy  In contrast. the community care model emphasizes a community

13

mental health approach. which considers external ftorces tie. tamily? work, and

community) as they may relate to mental illness This model-assumes that a total
¥
health care system (s needed wherebv 4 wide range of community resocurces and

services (i e , medical care. vocational tratning, recreational activities: is oifered

v

Within the last twp decades thére has been enormous support for 4 shift from
institutjonal care to community care for thggchromcally mentally 1l The literature
suggests that the establishment of de-institutionalizationicommunity care model} as a
viable alternative in our societv was hindered by several tfactors. One of these wus a
lac:k of co-ordination among varoys health and sucial agencies «Bass‘uk & Gerson,

1977, Evans, 1973, General Accounting Office. 1978, Gilbert & Specht, 1977, Halpert,

W
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+

%

. have a dissorganized array of aggncies with overlapping or conflicting goals {General

R X

~——

1970, L“ar;lb. 1976, Lamk:;. 1982).- It has bgen well documented that most communities

Accounting ()@Ee. 1978: Gilbert & Specht, i97% ﬁalpert. 1970; Lamb, 1976, Lafb.

. ) ‘ P
N

1982).

.+ In the present research. reported levels of perceived co-ordination in both the

.
v

‘ community care and institutional care model were only low te moderate This finding
[}

| i
f . .

supports previous research on lack of co-ordination of services (Clark. 476: Evans,

~ ———

~—

1983, General Accounting Office. 1977, Krauss & Slavinsky, 1982)

=]

[n the present analvsis two communities. one with an institutional care model

. o v
and another with a community care model. were compured on a4 measure of setvice

'
»

. delivery co-ordination  Specifically, services providers in both Tommunities were

-

asked questions concerning their perception of co-ardination of -services for the

chronically mentally ill in their commynity The service providers in the institutional

vare model reported a sigmificantly higher amount of co-ordinution than zervice
P :

providers in the community care model Several factors may be vperating in the

: - R N [
institutional care model, which contribute to signuticantly higher levels uf percerved.
co-ordination. First, release policies in the institutivnal care model here. may link the

client or patient to commumty aftercare services when discharged Such policies

would initiate service co-ordination at a cruetdl time for the individual. Previous

researchers (Bassuk & Gerson, 1977, Evans. 1983.General Accounting Oftfice. 19771

.4
who have reported poor service co-ordination figwe not indicated the existence of such

"

v

«

L
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facilitating release policies. Secend, community aftercare workers while managing

»

- individual clients’ or patients’ community treatment may be aiding ih the co-
ordination of services between the hospital (where clients/patients are identified for

s ) . l\‘! .
the attercare programi and in the community-twhere clients/patients live after in-

¥

patient treatment)
Y
' ) il
F%_c_tg:s_ Affecting Co-ordination of Services . ’ ‘

A;‘rganizational resedrch has indicated that co-ordination of services is
| ) ) .
v relationships within an agency, refﬂr:'ed to 4s intraorganizational

affected {

*

perceptio <s, and between agencies. referred to as interorganizational perceptions’

tMarks & Eﬂroskowsky‘ 19811,
- T‘i;iis present studv tailed to#tind intraorganizational perceptions as a factoer
affecting cj’?-qrdinatiun of services, However. the present findings support previous
i :
t .

research, which dJemonstrates that intergggammuundl perceptions relate to vo-

ordination Jf services In other words, the present research indicates that beliets that
i .

L )
other agencies in the community are interdependent und have complementary services

- goals are important factors affecting co-ordination of services. One might conclude

. that it is possible that agencies have a higher likelihoud of co-ordinating services when

there 15 a sense of commonality and absense of competitions However, lkt?ilt important
: “w \ \ .
to note that factor 4. itervryunizutionul perceptions. was found to be a somgewhat weak

entity, statistically Therefore confidence in the tinding of 4 relatihship between
v » n

interorganizational ‘perceptions and percetved cu-ordination may be somewhat

‘diminished ‘ E}

v
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While intraorganizational perceptions failed to show they significantly
atfected co-ordination, analysis indicated that intraoﬁganizational perceptions were,
related to the third factor déscribed here as level of attitudes (i.e., service providers are

financially secure, believe that co-ordination is important. and encourage staff to form
. !
f ) . - ‘ + |
co-operative relationships with other agencies). Since some of the items loading on the

attitude factor were orginally conceptua‘zed as measuring co-ordination. it is possible

that previous researchers measured -co-ordination usfng items from this research’s
. (34 o ‘
factor 3 atfiude fattor ‘THis would offer 4 possible explanation for the tinding that

intraorganizational perceptions did not-affect co-ordinatio"

Cu-ordination and @ujitv of Life-for the Chronically Mentally IIl

Effectiveness of altercare services in the community s said fo be depen*nt on

the level of co-wrdination of services bv service providers 1Broskowsky, Marks, &
Burmen. 1982, Clark. 1976. Krauss & Slavinsky, 1982) Effectiveness of services may

he meuasured bv the'levelnt’qualit} of lite for the chronically mentallv il

"
.

[n the community with institutional care. elements measuring quality of life

tor the chronic psvchiatric patient were relatively low. Quality of life wds measured by -
life adjustment and life satisfaction measures. Information from the communitv care

b

model on quality of life of the chronically mentally il was not obtained.

. Further data gathered from chronic psvchiatric patients in the community

.

with the institutional care provides interesting information regarding the
-

snhancement of life quality for these individuals Che chronically mentally ill persons

* &

¥
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reported that their quality of life was enhanced by increases in care; relief from'

psychiatric symptoms; and service providers giving hope of recovery from the

psychiatric illness. *
3
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Summary — .

7 . . }
This research has demonstrated thataco-ordination of aftercare services is

relatively low. It was indicated that interorganizational perceptions affected co-

-

, .
ordination at the local level. [t was also demonstrated that those who are chronically

)

mentally ill experience a RELATIVELY poor quality of life in the community. These

findings are consistent with those cited by previous researchers {General Accounting

o Office. 1978: Gilbert, & Specht. 1977; Halpert, 1970; Krauss & Slavinsky, 1982: bamb;
. - 3 ~ "

>,
[

1982, Marks & Broskowsky, 1981)
X : B

”

"~ LIMITATIONS

®r

Service Providers

~
"

' ‘ 4
The level of co-

providers Unfortunately, there was no objective data base to examine the difference
‘ )
. 3 : I

between perceived and actual One of the problems in measuring actual co-ordination

1S using accurate instruments.

~ - . R . “ 0 - .
Service Receivers The\main limitation of this studv concerns sampling

-

procedures for obtaining data from service receivers, the chronically mentally ill

clients themselves The respundents were contacted indirectlv through service® t

providers which raises the yuestion, was the data coll@ted representative of the

chronically mentally ill persons in the community® Unfortunately since a research

.

b
ordination was measured by perceptions from service °

rp
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proposal was not»pmi'i_déd to agencies for their Board Review, most service providers

were unable to distribute the service receivers’ survey to their clients or patients

. "
w

Therefore. anly 4 few service providers participated in this phase of the research, those

who did were affiliated with noh-proﬁt. commeunity- oriented agencies based in the

institutional care model. This may have affected the responses of service receivers.

-

- Distribution ‘of the service receivers’ survey through service providers also

created other research limitations. [t was difficult for the researcher to exert control
over: [a] random selection of participants: and [b] individual completion of tHe

instrument. Service receivers responding to the research may not have provided a
representative sample of the chronicallv mentally ill. Service providers mayv have,
selected clients or patients with a level of functioning which enabled them to

participate in the research According to keyv informants, these better functioning

individuals have been involved in many studies. Additionally. it 1s impossible t&

ascertain if service receivers completed the ‘survev alone and made independent

judgements,

The total number of service receivers responding to the research was

i

insufficient to |a] test further the validity and reliability of Life Adjustment and Life

Satistaction measures, and [bl regress items in the Life Adjustment Scale and Life
I3

Satisfaction scdle separately. First, the Quality of Life scale vould not be subjected to

statistical procedures for refinefient With insufficient sample size, it was not possible
. N e r‘,’ X . 7 :
to determine the consistericy of scores vbtained’' by the same person with different

'
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I3

equivalent {tems. This reliability test would indicate the range of fluctuations likely
. . 2

to occur [nvestigating what the scale measures and how well it measures’it were

validity questions that this study could not address. Second, it is imperative that

sample size be considered in relationship to the nuniber of independent variables being

>
.

' considered. Due to the small sample size the number of independent¥ariables Rad to

be minimaf. . -

. Despite some of the admitted limitations of this study. there is no reason to

beljeve that results are merely spurious expecially since results did cencur with

previous research. v S -
> . E

The instruments constructed for S}Jrveying service providers and service

I3
s ~

receivers were based on theoretical considerations The scales indicated very
Q .
promising elements. The service providers’ survev had, intercorrelated variables with

common factor loadings which represented referénce factors of co-ordination.

intraorganizatiortal perceptions, and interorganizational perceptions The service

. .
. B . i - » = - > - - - \ »
receivers’ survey had items measuring either life satisfaction or life adjustment which
Y
. . . . L .
did not have @ high interrelationship across scales |
) ’
. )
¢ .
A . -
b
R . .
. 8 - ’ .
. - 3
oy &
I r
» R i “ .
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RECOMMENDATIONS
Lo

3 :

Service Providers L
Service providers have indigated in vther studies, that they experience the

svstem us fairly incoherent Passuk & Gerson, 1977; Evans, 1973, Generul Accounting
Otfice, 1977 Krauss & Slavinsky, 1982). Moreover, other reseurch has indicated that
]

v

“an ud_hue approach has been used in the development of wental health programs

vClﬁurkg’l;hGJi Therefore. the relatively low levels of pereeived co-vrdination of

Y
services by service providersls not surprising
o
This studv has indicaté®that intervrgunizativnal perceptions tie . belief that

9 v . - B
dgencies i the community are mterdependent und have complementary service goalss
-

= . - - @ - . :
can atfect co-ordination.  If setvice providers believe that aE{nCle: in the commuuity
are not mterdependent and Jdu not have complementary service gouls then co-

ordination ‘:vilL»Eﬁ?negutively affected-  This suppests that an educational Campalyn
‘ |

i

.
airited at Jemonstrating interdependence and non-competitive goals amony agencies

may be usetul This educationul cumpaign could be accomplished throush workshops

mvolying representatfves of communiey’ servicg providers  THe focus of these
e B -
workshops would be on illuaminating individual and common service delivery yoals und
.,’ -
u " * -
nhjectives. leam developinent strutegies as vutlined by Pleitfer and Jones 1 1980] eould

Y

" be emploved as un appropriate workshop format

& »
‘ i IF) '
The studk has s&ewn that many serviee providers believe that the Minist v of

3



/ Rotution of dgencies on the committee could be ronsidered

To2 *

Health/District Health Council should 'cu-m‘ding‘ite services in the community tor the
chr;)nically‘ mentally ill. This attitude amony the respondents muy have been fustered
by perceptions that the Ministry of Health/Districc Health Cuuﬂcil were: laj
wstublished and un-going; |bl anatfiliated with the service delivery systgm: and [c]
moust knowledgeuble about the asencies in the community due to their role in the
funding provess. A luck of time among service providers to be in an)ucrive LY-
urdir:ating role may also have affected their decisiuns. Ser¥ice providers have clearly
indicated in their responses on who should ve-ordinate services, that there must be a

- e

vocordinating body  Due to the willingness of service providers ty accept direction from
the Min&;\tr}; of HealttyDistrict Health Council, their role as potential coZordinators of
service delivers svstems should be examined. A pussible alternative. "»Vhlch reflects
service providers’ beliefs un who should co-ordinte services in the community for the
mentallv tll, mav be the formation of a co-nrdinating eommittee under the direction ot
the District Health Council  Members of this group might nclude:  |1) service
providers directly involved in ruse nmnugément itront-line workersi; and 2] service
providers who are apponted by un agency » board ur director to represent thewr views
Representation from buth the government and velunteer groups would be unportant.
) Last, consumer
participation should serivusly be considered.

lncentives for service providers to join in g‘ccn»urdinatéd fietwork are strongly

urged. At the present time, service pruviders recetve no encouragement to co-ordinate

services, [he Ministry of Health. District Health Council should investigate un

(

" &
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incentives program. A possible strategy may be to muke program tunding contingent

on rational program planning. Program plans, which could be submitted vearly to the

\t‘unding source through the District Health Council, would empirically demonstrate

program need and report statistically vn linkage and co-ordination. Linkage and

cv-ordination could be demonstrated by retferrals to other agencies. co-urdination

meetings with other agencies, cancelling programs already being offered in the
*

community. or beginning a program because it is needed. A strony co-ordinating bady
should be n place before incentive programs are initiated. )
Service Receivers

g

It has been well documented that the chronically mentally 1l have 4 poor

yuality of life in the communty (Greenblatt & Glazier. 1975, Krauss & Slavinsky.

T1982; Sluvinsky et al., 1976) The present research supports these previsus tindings.

This studv suggests that planned interventions from the service delivery

svstem ure warranted to ensure the clients’ or putients’ adjustment in the community
The present studv demonstrates that social interaction arguably, was the leust met
need. [t may be proposed that prugrams be developed to increuase the pussibility of

sucial interaction by soewl skills training and providing an environment where

o

interaction 1s pussible Individuals could receive social skills traititng dnd then be-
P ,

encouraged to Join recreational and sucial aetivities. Soeiad skills truining should be
; | .
on-going  Since it was demonstrated that sectal interaetion was not just reliet from

isolaton, it 1% important that social skills training, recreational. and social

programming be combined
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! I
Accoxiding to this study, patient vr client life satisfaction is positivély related

to receiving care, hope of recovery, and relief from psvchiatric symptoms from service

»

providers. Several recommendation’ are offered. First, service receivers who provided

& 4 .

additienal data by writing decompanying letters indicated that aftercare workers were
Vexrtremt'-iy helpt‘pl, Similarly, kev intormants and service providers acknowledged the
important role of the aftercare team. Cumments regarding the aftercure team
indicated the success of the program mn: |1] co-ordinuting individual cuses; [2]
providing advocacyv for life necessities tie., housing, food); 13] maintaining contact
w:vith clients vt patients who would normally not be seeing anvene, and t4] helping
clients/patients adjust to residing in .the community Therefore. extension of the

aftercare program by increasing the number of team workers should be seriously

considered.  Second. service providers should be made aware that extending h})pe ot

recovery to a client oe patient increuses life satistaction  Hopeful attltides are

encouriaged by agencies in the service delivery svstem to have ;'ealistic gxpectatioﬁs
and establish reulistic rates of progress. Sinee it has been shown that extending hope
and encouragement is very diﬂ'{cuit (Allan. 1974) service provider support groups be
helptul Such support groups for caregivers mav provide encouragement to instill hope
of recovery. a forum to discus§ the ditficulty in providing hope of recov.ery. dllﬁi assist

caregivers in dealing with the day-to-day problems vt this spectal population

Finally. the present research provided some evidenge that an institutional

care service delivery model could foster perceptions of service co-ordination at levels

higher than a community care service delivery model [he community care system in

. v




this stu?iy. functions v;ithout in‘patient hospital facilities and under policies
theoretially design;d to c;ncourage the use of community services: The »institut;ionallg ‘
centered service delivery system may be uset;111 f:ur effective co~ordination because i; 18
the one service that all chronic psychiatric patients have contact with. A possible
strategy for ca-ordinating services may be the use of a local in-patier;t tacility
available when necessary far ;)articular‘ stresstul times in the chronic ﬁacient‘s life

Use ot this facilﬁy may encourage bonding and responsibility by in-patient statf thus

—_—

facilitating co-ordination of services emanating trom a central Source. Factlity policy
must be to connect patients or clients to attercare services in the community. The

€
tactlity board should have community representation of service providers. .

‘ ) ¥ y

oo
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FUTURE RESEARCH

- Changes in the patterns of service delivery to the chronically mentally ill have

made community-based care possible. Developments in identifying etfective systems

- for dealing with the psychiatric client or patient. coupled with investigation of the

i N e -
quality of communitv life would help to improve de-institutionalization. Specific

recommendations for future research arising out ot this study are the following:

* A retinement component for the Quality of Life scale which involves
testing its reliability and validity

* Education and team building to nurture positive interorganizational
perceptions. An attempt could be made to meuasure co-ordination before.
and after such interventions. : A -

* The two additional factors ilubelled level of attitudes and referruls)
emerging in the service providers scale were not handled in depth in this
studv  Thus, a study which focused vn survey construction using these
factors would be usetul T )

, Replicat}on ot this study using a more direct method for surveving service
Tecetvers This direct method may increase sample size.and provide a
mure representative sample of the chronicallv mentally il in ihe
community s

* Planned interventions to imcrease hope of recovery extended by service
providers to clients or patients. An attempt could be made to compare
different approaches to increaSing the extension of hope of recovery ti e |
mutual aid group tor service providers, workshops, lectures!

‘ : t
* The development of a wav to meuasure co-urdination directly It may
- attempt to measure co-ordination of services by examining case studies ot
clients or patients. to measure gaps and overlaps by forming a directors,
yuantification to co-ordination events. and referruls

CONCLUSION

’

* The yrowing and accelerated changes in communities have helped tu create
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disruptive effects on the mental health system and recipients of services. The effects

. .

on the mental health system have resulted -in unco-ordinated delivery of services. 1t

) $

may be”’argued that the most severe consequences of the changes are experienced by
service receivers (i.e., the chronically mentallv ill) who experience a poor quality of life

in the comrunity.

Tessler and Goldman 11982) report that measuring guality of life for persons

, .
with chronic mental disabilities is a challenge for further research. Lamb (1981 has

noted that quality of life scales are unrealistic for the chronically mentally ill persons

. —

" because of the focus on "helping them become part of the mainstream of our soctetv"

.- -

and "normalization®  This research has attempted to examine the chronically
mentally ill person’s quality of life in way that is meaningful Analysis of literature in
the area was reviewed and a subsequent scale developed “While the Quality of Life
scale does need to be subjected to rigiourous refinement. it ts a beginning in making
.1pﬁ5priate goals for the mentallv il which involves living lives ot dignity with a

1 4

reasonable amount of comiort in the community. ) -

This research does not provide definitive conclusions regard{né the etfects ot“‘
level of cu-urdination ot serviees on quality of life for the chronically mentally il Still
intuit?vely. effective service co-ordination should enhance the life experience of these
clients and this thesis urges measures to development rationally co-ordinated service
deliverv systems However, severﬁl other levels of intervention mayv bé necessary to

improve the guality of life of the chronically mentally 1ll: |1] increase in amount of

)
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‘,j care, [2] changes in the setting of rehabilitation goals to make expectations more
realistic: [3T improved methods for dealing with psychiatric symptoms; and (4]

R )
f | . ! .
/ increases in conununity resources allocated to this special population (i.e., housing,

G

food, medical attention)

This reseérch is of special interest to community psjrchoiogy The values of
community psychology focus on ma;imizii';g the fit between individuals and their
environments. From this perspective hurn;;n well-being is determined ;ot onlv bv
intrapsychic‘tfactors but also by factors in the social environment. Empha‘si\’s in
cohﬁunity psychology rests on the developm;n;)f imfnan resources. One general

‘ ;onclusion of this action research is that the de-institutionalized chronically méntally
ill clientpatient have specific and speéidl needs which are not beingA ‘met in ghe

community Community psychology must focus on maximizing the it between the

mentally itll und their community

N
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APPENDIX A’

-

KEY INFORMANT INSTRUMENT

PR



N s

L

APPENDIXA
INTERVIEW OF KEY INDIVIDUALS »

Fossthe purposes of this research, individuals who are chronically mentally ill
» requiring aftercare services, shall be defined as a person in the community who has

been diagnosed as being: schizophreni¢, or manic-depressive. In addition, the

individual must indicate four or more of the following characteristics:

* has two or more psychiatric admissions in the past five yvears !

* has failed to follow through on post—udischarge plans (inctuding out-patient
™ reatment) ‘

.

* has evidence of an unstable job/vocational history or inability to ubtain
employment '

3

o ’ - - -
* has involvement with three or more community agencies/services

f‘ * has frequent crises which have  required  professional
dttentionvintervention : -

* has a history of non-compliance with medication regimes

«

"+ has a lack of a suppertive social network 1other than immediate familyy

~3uEe

AGENCY | DR 4

DATE

il
cd

11) 2 What is the quantity of the co-urdination ot aftercare services for the

_chronteally mentallv ill in the community two?

v



3

.+ very high
. higl@
* neither high nor low
* low

* very low _

W

*

111

chronically mentally ill in community one?

* very high

* high

* neither high nor low
< low

* very low

-2
L

t1) b What is the quantity of the co-ordination of aftercare services for the

!“‘ Y -
‘1) ¢ Whv do vou perceive the Juantity of co-ordination in this way’

i

2

v

)

e g

¢

Loa2)a. What is the quality of the co-ordination of uftercare services for the

chronically mentdllv ill in community two?

* verv high

* high

-
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*» neither high nor low
*tow

* véry low “

.

{2) b. What is the quality of the co-ordirg%ion of aftercare services for the

chronically mentally ill in community one?

* very high
¢ high . .
* neither high nor low

* low ) .
. . L

e

"+ very fow©

B »

2).c. §'Vhy do vou perceive the qualitv of co-ordination in this wav’

i3) Il service providers in gach of the two communities indicate that co-

ordination wn the two communities are different. what kinds ot explanations would vou

possibly have? 4
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(4) a. How commion do you think it is for service providers to meet informally
.

X . ”

(i.e., at social gatherings, during coffee breaks in meetings) and exchange information

. - .
-

s

contributing te the co-ordination of services for the chronically mentally ill in the

community two? : .

* very common : ' o &

o ' - - - R
*common = ~-- g\’ .

* neither common nor uncomimon
-~ . - i’ . N N "
* uncommon . g

> -
* very uncommon

- 1) b How commen do you think it is for service providers to meet informally
' ° * - i

lﬁiwe,apsnc‘lal gatherings.-during cotfee breaks int meetings) and ex¢hange information

. -

contributing to the co-ordination of services for the chromicallv mentally ill in -

‘ community one? ’ B S

¥ very common

- .

* common

- ’ . ' 1- ~
* neither common nor uncommon

* uncommon
- L3
’ -
-« very uncommeti’

(51 Da vou th@ﬁkﬁ_there is any difference 1n the amount of opportunity for-

servige providers in either of the two communities toYbe involved in a co-ordinated

w

network? - - .

.
3’ 7
.

\ 3 . ’ . ’ ) .\\:- ,

-

ﬁw
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* definitely yes >
. yqes , 3 ) ) ) .

* neither ves nor no
* np

* definitely no

o . t

(6) If service receivers in each of the two communities indicate a difference in

co-ordination of services in the two communities, what kinds

qf‘ explan}ations would
]
you possibfy have? ’

-
-

t7) In tight of the goals of the research what do vou think of the .

LY

mail survey for service providers

survey for service receivers
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APPENDIX B

3

LETTER OF INTRODUCTION TO

-

SERVICE PROVIDERS
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Date . A
Agency nume
>
Agency address :
B
Attention: ) ) \5
Deur

- 2
L I . < s S . .
Your yrganization was drawn trom the Diregtory of Cummunity Services tor

TINAME OF REGIONY Regiun. 1983-1984 because vour ugency is invu!th the

chronically mentally il

I ain currently tesearching the effectiveness uf services tor the chronicatly

mentally i in the s NAME OF REGION: Region whe are in need of aftercare 1 am

&

co . . A L . . s .
enclosing a4l survey with a seltuddrgssed envelope  This researchis for my MA
|

in Sucidl Community Psyehologv at Wiltnid Laurier University - My thesis advisor 15
Dr Stete Chrys 5
As tou may be uware ot at this tinte. the Distriet Health Counctl are also

conducting a study 1o the urea of mental health  The District Health Council study iga

—

.:ompreh:nswe men@.ﬂ hea_lth mvestyation of the entire region I’hz‘uugh discusstuns,
the District Health Counct] and l‘l’l}r’Self'thE‘ w—urdinated our efforts su that we do not
duplicate work. [t s npportant thenn that buth studies receive community
participation. Since my study will be'completed first, I will be providing the District

E}eulfh Council with a copy of mv results

Lwould greutly appreciate vour partictpation in this studs  {F you would like to

<3



—————— el 1

Graduate Student/Wilfrid Lau'rier University

17

v

be involved, please complete the attached survey and return it in the self- addressed
envelope provided within two weeks. The survey was gpeciﬁcqlly designed so that it s

will take vou only 10-15 minutes to complete. The information will be treated with the

L
s

apmost confidentialitv. The information will be seen only by myself und my thesis

advisor.

Thunk-vou very much for yvour assistance. {f vou should be interested in the
results of the study, pleasé indicate this on the survey. If you should have any
questions please do not hesitate to contact me at Wilfrid Laurier University, 384-1970.

Please leave the message with the Graduate Psychology Secreturv
5

Sincerely ,

L. Ferris

w

L
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SERVICE PROVIDERS’ SURVEY

LY
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SURVEY FOWSERYICE PROVIDERS
g;?ggg*mmms
b :

N

F})r the purposes of this research, individuals who are chronically mentally ill

requiring dttercare services, shall be defined as a person in the community whoe has

o -

been diagnosed as being: schizophrenic, or. manic-depressive. In addition. the

'

individual must indicate four or more of the following characteristics: z

*_has two or more psychiatric admissions in the past tive vears; )

4

* has tailed to’t'oll'ow through on post-dischange plans tincluding oubpétient
-treatment), - ’

b

* has evidence ot un unstable job/vocational history vr wnability to wbtain

employment; . . :

v

frequent crises  which have required professional
attentiowintervention;

* has a history of non-compliance with medicution regimes,

"* has a lack ot a supportive social network tother thun immediate family).

"

The term cu-ordination for the purpuses of this research. shall meuan the

}

tollowing factors present among service providers

luck ot wvertaps, gaps in services. )
information sharing,
vstablished communication and reterral network.

dawareness of servicesoffered in the community;



120

* success in interfacing with the service system.

Before beginning, please make sure that vou have read our definitions.

The following survey will only take you about T0-15 minutes to complete.

Please answer all the questions.

When you have completed the survey, please return it in the envelope

provided. .

Thank vou very much for,vour participation. [f you wish to have u copy of the
results. please indicate this below. The researcher will mail you the results when the

study has been co;npleted, - - o

IF-YOU WISH A COPY OF THE RESULTS OF THIS STUDY. PLEASE

INDICATE BELOW
PIYES b : -
LINO
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o
'SURVEY FOR SERVICE PROVIDERS

NAME OF AGENCY

»

1

i
|

POSITION OF THE INDIVIDUAL COMPLETING THE SURVEY

SECTION A

’ 1. Where is your agency located?
| | Kitchener-Waterloo
{ ]C‘dmbndge

| }other. please specify

2 How is vour vrgunization tunded? 1more than one may be checked)

W ' e

| | with governmed‘tal funding, please specify
| | with cummumty*”donations
|

l L
| | with fees from clients

[ {uther, please specity
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3. What percentage of peopl; within vour ?’)rganization, who providp services_
to your clients, are volunteers (not being paid for their services)?
[ ]0-20%
L121-40%
, 1 141-60%
| 161-30%

[ |81-100%

4. Who do you believe presently has the mandate to co-ordinate services for

b

tﬁe chronically mentatly tll in vour community? iCheck only one unswer)

|| Ministry of Health

L[ Ministry of Community & Social Services
L | Social Resources Council
] Distriet Health Council . ‘ -,
[ [ Canadian ‘\_}lental Health As‘sgcia‘tiun
1} \dayor:AlderpeuplezCulunsellor
[ | Noone

[ } Other. please specity
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5 Whe do you believe should have the mandate to co-ordinate services for the

»

. chronically mentally ill in your community? (Check only one answer)
[ | Ministry of Health,

[ | Ministry of Community &‘ Social Services

| ] Social Resources Council
- -
{ ] District Health Council
[ '®mnadian Mental Health Association -

[ | MayorsAlderpeople/Counsellor
|} Noone

{ | Other. please specify

PLEASE CONTINUE ON THE NEXT PAGE.. ...



SECTION B

FOR EACH OF THE FOLLOWING STATEMENTS, PLEASE [NDICATE

THE EXTENT TO WHICH YOU AGREE OR DISAGREE. PLEASE CIRCLE ONE -

ANSWER PER QUESTION. FOR THE PURPOSES OF THIS SECTION. PLEASE

USE THE FOLLOWING RATING SCALE.

-

1 = STRONGLY DISAGREE
2 = DISAGREE
3 = NEITHER AGREE NOR DISAGREE
1t = AGREE -

3 = STRONGLY AGREE
F

1 Ouroerganization is financially’
secure ona vear to vear basisv

A,
=
(8]
—
e
o

2 Co-ordination uf services for the chronically
mentailv 1l in the community is
important 1

[
[
e
!
[}



Ses

events, being otfered

3. There are gaps in services being
offered in this community for the
chronically mentally ill requiring
aftercare. .

4. There are overlaps in services being
offered in this community for the
chronically mentally ill requiring
aftercare

5 There is co-operate tnformation .
sharing between agencies in this community
serving the chronically mentally ilton
services, programs, lectures, special

-7

6 Our organization is sure that they gre
knowledgeable about othet service providers
programs, mandates, and services in this
community for the chronically mentally ill’
requiring aftercare.

7 Our organiZation frequently makes

referrals to other agencies for clients-patients
in this community who are chronically mentally
ill requiring aftercare services.

3. Ourorganization frequently receives

geterrals from other ageneies for clients-patients
in this community who are chronically mentally ill
requiring aftercare services -

9 Organizations involved with the chronically
mentallyill in this community communicate on
matters affecting their service provision.

¥

(&)

ta

3]



126

19 Chronically mentally ill clients-patients. -
re®ased in this community, are linked with the
necessary agencies with assistance from service
providers (i.e., out-patientclinies) in an
efficient way. -

11. Agencies in our community servingthe
chronically mentally ill. work well together.

‘

12. Our organizatien has a strong directive
leadership (governing body) te regulate itseif,

13. Itis likely for staif in our organization

to be noticed if they disobey rules/regulations
.~ palicy, etcetera in connection with dealing with

our clients,

14 Other agencies iTx our community serving
the chronically mentally ill operate programs
which are orgainized i similar way to

ours. .

U

15. Qur organization has a clear organizational
framework which stipulates the various
departments and/or job descriptions.

16 Our vrganization has a stronyg-sense of
collubdratiott and pulling tagether amongstatf

o

o L

17 Qur agency s co-ordimgied in such a way that
there are little or no gapsrovetlaps in
departmentssjob deseriptions.

«
*

18 Staffin our agencfv exhubit tlexibility and

Innovativeness which allows them to develop

their own leadership styles N

19. Agencies in our community serving the

chronicallv mentally ill are nterdependent.
\ i

ta

te

[

L )

| &

te

te
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_housing needs. another governmental assistance.

our organizations. -

20. Agencies in our community serying the
chronically rnentally ill have service goals which -
complement each other (i.e., one agency handles !

etcetera). k - a1 23

21. Our organization encourages their staﬂ'&_
form collaborative and co-operative relationships o

with ether service providers in the community. - 1

(£
@I

22. Most agencies in our community serving the

chronically mentally ill operate from’
treatment-philosophies which are similar to

v

THANK~YOU AGAINFeR YOUR PARTICI_PAT{ON!

S e -
- P» e

o
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APPENDIX D
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LETTER OF INTRODUCTION FOR -

SERVICE ORGANIZATIONS

[ad

e -

L7%



NAME OF AGENCY

I
| B

ADDRESS

Dear Sir/Madam: . y 9

L -

[ aw u graduute student at Wilfrid Laurier University inthe M A Community
Psycholugy program. }iy thesis advisor is Dr Steve Chris [ uw conducting research

k]
on the stfectiveness of services fur the chronieally nientally dl in sour community
Tour agency has ulready been cuntacted regurding vour participation in the study |

thank vou fur vour consideration iy this muatter,

As vou may be aware of at this tine, the District Heulth Council are dso

conducting a study in the urea uf mentul health Tive-District Health Couneil study is
comprehensive mentul health investigation of the entive region. hrough discussions;

LY . . i .
the District Heulth Couneil and myselt have co-ordinated our etfurts so that we do oot
duplicate " work It 15 haportant then that both studies recerve comunumty

"

participation  Sinee my study will be completed ﬁrsi.‘ 1 will be providing the Dhstrict

Heulth Couneil with iy tull results

6

I am interested in surveviny the service receiver’'s - our clients  In order to
- ’ ‘
ensare thut the sepvice recelver’s cannwf be identfed in ans wuy by the researcher and

thut they fully understand that they are under no ébligation tu cumplete the survey, [

Jm asking for your ussistunce 3

.

- )
- - F -
I have provided «ith this letter. s6veral survevs and letters of introduction for
¢

¢ —
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vour clients. | would greatly uppreciate it if' vou would give them ty the clients who ure

considered chronicully ﬂgmntally il If vou have more than fifteen clients who fit this
definition, pleuse rundomly select fifteen For the purposes of this reseurch,
individuals who are Uchmnically mentally ill requiring aftercare services shall be
defined us a person in the community who has been diagnused us being schizophrenic

or manic- depressive. In uddition, the individual must mndicate tyur or more of the

. 7 LN
tollowing chs

* has 2 or mure psychiatric udmissions in the past 5 veurs

* has failed to follow through on post-discharge plans vineluding uut»pati'ent
treatment) -

* has evidence uf an unstable jobivocational history ur nability to ubtain
employiment

* has trequent Lrises which huve required professional
attentionyintervention

* hus a history of non-eompliance with medication reyimes,

* has 4 lack uf'u suppurtive ngtwork tother than immediate tamily}

Veamt
[f vou are willing to partiwcipate 1n this stage of the research please distribute

the enclused letters and survevs tu vour clients It is unpertant that the individuals

[£]
understand that they do not have to participate and that their names ete will be kept
L]
confidentiul.

Thunk vou again for your assistance. .

Sincerely \ /7 N

Lori Ferris Graduate Student Wilfrid Laurier University

o
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Dear Sir/Madam:

¥
1 am doing research on how well organizations in your community are doing in

meeting vour needs. I have asked the agencies to till out a survey on how well they
N

‘

think they are doing in serving you.

£

>

However, I would like to find out how well vou think the agencies are doing in
meetings your needs. In wrder to discover this. | need vou to {ill out the QUrvey

“attached and return it to me in the envelope provided

[ would greatlv uppreciute vour help this research. Theretore. 1if you would like

S

“to be involved, please fill vut the survey and return it to me in the envelope provided If

vou should ha¢e anv questions you may contact me at-Wilfrid Laurier University by

phoning 834-197) Please leave messuge with the Graduate Psvchuoloyy Seeretary

If vou are interested in receiving the results? you may ask at the agency which

gave vou this survey The results should be available by September 30 1985 If vou

v .

wish vou may contact n}e directly tor the results

1]
Sincerely

)

L FERRIS Graduate Student, Wilfrid Laurier University

CamaEe APPENDIXF

&
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SERVICE RECEIVERS SURVEY
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SURVEY FOR SERVICE RECEIVERS

Instructions
- In each of the following questiéns, please circle the answer which wmost
describes vour situation, feelings. heliefs, etcetera. Please try to unswer each

question.

1 Where do vou live?
{ | Kitchener-Waterloo
[ | Cambridge

[ {other, please specify *

2. What is vour marita] status’
Y mur‘ried .
_|1separated

I ]divorced

| |single

| jcommon-law

{ | widowed



3. Do you have any children?

lino
L1t “
“H2
113 or more

4. What isyour date of birth?

(1)

. Have you ever been in-hospital for emotional problems?
| {yes
| Ino

[ Junsure

8. If vou have been in-huspital for emotional problems. how long age wus vour

5’tay in the hospital?
{10 - 6 months ago
{17 - 12 months ago
) 111 -2 years ago
13-4 yeafs ago

{ |5 or mare years agw
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7 Overall. do you‘think you are satisfied with the services you have received in vour
comumunity? L
[ I definitely yes
L lves
| | neither ves nor no
. e -
[ ] detinitely nok

~

3. In the last month. which uf the following peuple or groups huve you had

cofjtact with?

Pfrent: ’ nnee Iwice threg times or more
hildren: ohce twice three times or more u
Suctal Worker: - unce t—\vice three times or more .
Nurse once twice three times or more
Psychologist. once twice ) three times or more
Psychiatrist once twice three rimes or more
, Counsellor once , twice three times or more
Family Doctor vnce twice éhree times or ﬁwre
Friendiss ance twice three times or more

& .

'

by



9. Which of the following people who you have had contact within the last

month, has helped you the most?

Parent:

Children:

Sacial Worker-

Nurse:
Psychol()gist:
Psychiatrist:

Counsellor:

Family Doctor:

Friend(s):

no help
no help
no help
no help
no help
no help

no help

_no help

no help

some help

some help

some help

some help

some help

- some help

some help
some help

some help

alot of help

alot of help ——
alotof help «

alot of help

alotof help

" alot of help

alot of help

alotof help
i

dlot of help

T e
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10. Which of the following people or groups have helped vou contact people
who could help you?

| I parent
| | children

[l soqiai worker

¥
| | nurse

| | psvchologist
| | psychiatrist
[ {counsellor

{ | family doctor

{ ] friend

Lo

114

| 15 times ot more
‘z ‘

11 How otten have vou felt frustrated with an agency because vou have been

unable to get help trom them or assistance 1n tfinding someone who could help vou’

[

J\\
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12. Do you have relief from the emotional problem you once had?

—{ ] definitely ves

Hlyes “ o f

p
’ [
| } neither ves nor no™
yrj
[ Ine
[ | definitely no
. §
.

~ o

.
.



13. Do you ha\;e proper housingf;
[1 définitely ye;
{lyes
{ | neither ves nor no
t Ino
[ T.definitely no

14. Do you have enough food?

) i
[ |definitely no ‘

L Ino .
| I neither yes nor no

t1ves

t ] definitely ves
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1

I
1

15. Do you have ehough clothing?

doctor?

[ 1definitely no - . ‘\ g

tIno

{1} neithér yes nor no
Llyes

| | definitely yesu

16. Do you have any medical problemis) which have not been lovked into by a .

| Jdefinitely yes

Llves 7 ' -
| ] neither yes nor no

{ino

[ {definitely no

g‘;
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17. Do you feel like people working with you are hopf:f?ll that you will recovér from the

1 .
emotional problems you have been having?

[ ] definitely yes

Llyes
[ Ineither yes nor no x

[ Ino

| | definitely no

18 Doyou feel like people are looking after you in vour community?

[ | definitely no
tIno

| ] neither yes nor no
Llves

u

[ 1 definitelv ves

-

L4



[

I

19. During the past few weeks did you ever:feel pleased about having yceomplished

. ¢
_ sumething? ¢
-*

| | definitely ves =
| jyes

| fueither v&s nor o

-

| 1o
| | definitely no

B

2y During the past tew weeks did vou ever feel that things were going vour

‘«VL{v}}“ ‘ i} _——— 4 . ya
.t | definitely ves

- | lyes
{ | neither v es nor no ‘ " "~

| oo

- ) ' | Ldetinitely no | ' "



21. Duriny the past few weeks did ygu ever feel proud because someone complimented
S

—

vuu vn something vou had done?

.0 det‘mitei_v ves
Llves
| Ineither ye;s nor no
| Ine
| | detinitely no

PO

Iy

22 During the past tew weeks did you ever feel su restless that vou couldn't sit
“
luny in 4 chair”

| ldefinitely nv

‘1 ) -
1 1no
{ I neither ves nur no

| Jves

| ] defimtely ves . Y{
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23 During the past few weeks did ¥ou evér feel bored?
| ] definitely yves
l]yes ‘
1 ]'neither ves nor ne
| Ino

‘ *] definitely no

24 Duning the past few weeks did veu ever teel particulaﬂy excited or
interested in sumetf{ing"’ V
| | detinitelv ves
o Llves
I | neither ves nor no,

Ilno

i | definitelv no N

€

3
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25. During the past few weeks did you ever feel very lonely or remote from other™

people?

°o 146.

<

| | definitely no - }
lIno

| | neither ves nor no

l1yes

[ | definitely yes , ’

26. Dut;ing the past few weeks did vou ever feel on top of the world?
| [deﬁnitely:no

tlno

t Ineither ves nor ng i

[lves

{ | definitely ves
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L
~ P
27. During the past few weeks did you every feel upset because someone criticized

- b

you‘iJ
[ ldeﬁnitelvy yes -
| lyes
[1 neither yes nor no
L Ino

{ ] definitely no i

£l
4

28. During the past few weeks did you ever teel depressed or very unhappy?

. B
{ I definitely ves

~ llyes - L

N ki
| I neither yes nor no %
\\ - 3 "

{Ine _/)

{ | definitelv no

[
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DO YOU WANT A COPY OF THE RESULTS OF THIS STUDY?
LI YES
LINO

WHERE SHOULD THE RESULTS OF THE STUDY BE SENT”?

is:

¢ | 1toanother address:

THANK YOU FOR YOUR PARTICIPATION. PLEASE PUTTHE SURVEY
IN THE ENVELOPE AND MAIL IT AS SOON AS POSSIBLE THE POSTAGE 1S

o

PAIDFOR -
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APPENDIX G

ANALYSIS OF FACTORS S—AND 5

'
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. RESULTS - SECTION TWO - SERVICE PROVIDERS
MAJOR ANALYSES
The co-ordination, intraorganizational perceptions. and interorganizational
perceptions factors have been utilized in the main results section. This appendix
examines the other two factors extracéted from the factor analysis tlabelled attitudeé

and referrals).

Factor 3. uttuudes. accounted for 7.9% of overall variance. while factor 5.
referrals, contributed 4 7% in explaining the variance. [t should be noted that factor 5

is a weak factor and therefore confidence in it is diminished.

After each experimental yuestion referring to how une ot the tactors relates to

5 are presented as in the major analyses: {1} analysis,

4ll the other factors, two sectiunb

and {2} summarv and discussion  The uanalysis section presents the statistical
procedures and {indings while the summary and comments section expands on the

- - b
tindings,

L

Multiple regresslbn analysis was used to study the relationship between a
dependent variable and a set of independent variables. The methud used to build the
multiple regression equation was torward stepwise selection.  T'his process enters
variables based on significant F values into the equatiun and examines variables
already in the analysis for their continued usefulnpss Variables in the equation which

are not found to be usetul are removed from the analysis Pedhazur, 1982)
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Question #1
/
How do service providers’ responses on provision of referrals relate to all
other factors? ] :
Analysis - '

Regression analysis using the forward stepwise procedure was carried out

b where the dependent variable was referrals und the independent variables were:

attitudes, co-ordination, interorganizational perceptions., dnd intraorganizational
perceptions.

Table 14 summarizes the results.

- o" ]
Multiple R was found to be significant, [F{1.511=3.82, p< 1) Factor 3 tsee
Table E“wnsisting of fipanciul security. importance of cu-frdination. and

encouragement of statf to f6Fm co-operative relationships with ather agencres, was

found significantly to aceount for 15% of the variance in provision of referrals,

_ .
|F(1.511=8.69, p< .01 - T ’
Summary and Discussion
v Service providers' reported level of referrals was related to attitudes ireferrals

t means that the agency recerves refetrals from other service providers and knows about

other agencies in the community) This indicates that attitudes consisting of financial

L 4
i

security. importance ot co-nrdination. and encouragement of statf to form co-operutive
relationships with other agencies. play q significant role in determining an agency il
1

provision of rét’er;‘als. Nov uther mdependent variable demonstruted a swnificant

relationship to provision uf referrals.

o
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«

Itis interesting. to note that referrals ti.e., being knowledgeable about other
agencies in the community and receiving referx;als),are not retated to cmoraination,
interorganizational perceptions, nor intraorganizational per'ceptions. This indicates
that- co-ordination is definitely not related although the two were originally
conceptualized as measuring the same condition. Receiving referrals is not dependent
on how much an agehcy believes that service providers are interdependent and have

complementary service goals. An agerley's internal structure dees not atfect other

service providers willingness to send clients to the agency for services

iy



REGRESSION OF IN

- -

PREDICTOR

Attitudes
(TOTAL=52)

Funding Structure
(TQTAL=52)

Has- the mandate t
co-ordinate servi
(TOTAL=52)

Co-ordination
(TOTAL=52)

Intraorganization
Perceptions
{ TOTAL=52)

Should co-ordinat
serviees . '
(TOTAL=52)

Interorganization
Perceptions
{ TOTAL=52)

“

TABLE 14 - SUMMARY TABLE
DEPENDENT VARIABI:ES ON PROVISION OF REFERRALS

¥

- Lok o T o i Vo S o A S W o 7 e . e A AT A A o b b "

MULTIPLE R SQUARE df F . p
R .
382 146 11,49) 3.59 01
=211 -.ouy (1,49) 2.63 ns
o
ces 114 .013 (1,49) .68  ns
L1061 .0ou t1,49) .19 ns
=
al
-.033 -.001 1,49) .05 ns
e - .
.31 L0011 1, 49) .05 ns
&
al .
D10 .000 11,49) S0 ns

[ 28
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Question #2

How do service providers’ respguses on attitudes relate to all .other
factors? °

\‘
Summary and Discussion

@

]
Regression analysis using forward stepwise procedure was computed where

0

the dependent variable was attitudes (consisting of financial stability/importance ut

co-ordination/encourgement of staff to form co-operative relationships with other |

agencies) and the independent variables were: co-ordination. interorganizational ¥
perceptions; and, intraorganizational perceptions.

Table 15 summarizes the results.

.

Multiple R was found to be sig‘rﬁicant.[E(Z.SOl:T,SL p< 001} Provision of

referrals was found to be the best predictor of attitudes. accounting for 15% of the

h
3

Pg
variance. {F{1,51)=8.69, p< D1l. The F associated with the inecrement in R square

.+

change by the addition of mﬁraorgamzatlonal perceptions was ualse found to be

significant, [F11.51)= A 06, p< 05] Intracrganizational perceptivns accounted fur

119 of the variance in attitudes.

Summary and Discussion

It was demonstrated that the reported level of attitudes ii e . service providers
. ‘ are finaneially secure, believé that co-ordination is tmpértant, and erimumg%taff to
T form eo-operative relationships with other agencie:j;) was reldated to provision of
referrals and intraorganizational perceptions (i e . ageney has a clear tramework, has
.2

a sense of collaboration. and is well co-ordindted!. This indicutes that level of attitudes

depends significantly upon provision of referrals and intrasrganizativnal perceptions.



' Agencies with strong » intraﬁ;ganizational conditions (i.e., have a clear
framework, sense of cbllaborafit;r;. and co‘ordinétion) are com‘;;iéht that they are-
knowledgeable aimut other agencies and they rgceive referrals. Thesg ﬁndings provide
interesting info“rmation. Age;x}cies with strong intraﬁrganizatiunal conditions may be

more willing to share resourfes because they do not feel threatened by other agéncies.

It is possible that these agencies have a strong sense of self and do not need to remain

closed to input from other service praviders.

LY
m
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TABLE 15 - SUMMARY TABLE °
REGRESSION OF INDEPENDENT VARIABLES ON ATTITUDES

o o . T o i . T Ak . . M Tt o B o i e M e M o o e A o B M o e o o B ok e o Sy s 0 el Al e o

PREDICTOR MULTIPLE R SQUARE daf F p
R .
Provision of L ’
referrals . .382 . 146 {1,51y 8.69 - .O1
(TOTAL=52) : ’
Ihtraorganizational .
perceptions . 106 .092 (#{,51) 5.07 - 05
" {TOTAL=52) -
ALL SIGNIFICANT
PREDICTORS .438 L238 (2,50) 7.3 .91
Has the Manéate to i
co~-ordinate .210 .ol {1,51) 2.30 ns
(TOTAL=52)
Funding Structure -'  .096 .009 (1,51) .56 as
{TOTAL=52) ) ’ o
Should have the ‘ .
mandate to co-ordinate .84 07 (1,51) .44 ns
(TOTAL=52) \
Interorganizational . .
Perceptions . D77 006 (1,51 33 ns
(TOTAL=52)
-
Ratio of Paid Staff to '
Yolunteer Staff .OUs P .002 1,51y 13 =ns
- (TOTAL=52 o
>
- ’\(
4

P
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SUMMARY - APPENDIX G - RESULTS FROM SERVICE PROVIDERS -

) Literature un referrals and uttitudes as defined in this study are scuree. This

section hus provided information on the relativaship of referrals und attitudes to uther
factors of co-urdination, interorgunizational perceptions ti.e.. beliet thut upencies in
the community dre interdependent und have complementary service poals), und

intraorganizativnal perceptivns vie ., ugency hus a elear framework. and sense uof

collaborativn, and is well en-ordinated:.

This section has shown that intravrganizationul perceptions und referrals

tie, ugency receives referrals from uther service providers and is knowledveable

about ather agencies in the comnmunity) were significant predicturs of attitudes i o |

i3 . - . ] . . ¢ 0
ugency is financially Seeure. believes vo-vrdination 1s unportant, and enculitades stuft

to torm co-vperative relativnships with other ageucies

- *

It is sugyested that future research investigate refervul and attitude Factors in

moure depth .

Bl
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