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ABSTRACT

It was the purpose of this research project to
explore some family factors as they relate to psychiatric
hospitalization., The project was to determine if there was
a relationship between family involvement in the in-hospltal
and post=hospital treatment of the identified psychlatric
patient and the number of readmissions to the hospital of
that patient.

The researcher used an ex post facto study design
with a sample of patients who at the time of first admisslon
lived with, and at the time of discharge returned to, a
"family" where family was defined as living with at least
one adult person aged nineteen to sixty years. The vatients
in the sample were initially hospitalized in the Decartment
of Psychiatry of the I1.0.D.E. Hospitals between December 1,
1969, and October 31, 1970. The sample included thirty-six
former patiernts who had had at least one readmission to the
facility within eighteen months of their initial discharge,
and thirty-six who had had no such readmission. Data was
collected from the hospital records for the entire sample,
using a schedule designed by the researcher. Introductory
letters were seunt to each subject. It was possible to in-
terview thirty former patients and nineteen of their significant
others. The structure of the interview with each was provided

by two interview schedules, again desigred by the researcher,
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It was fourd that family difficulties were a prime
factor in the vatient's hospitalization, that quite often
there was a particular worry at home, ard that the problem
had been developing for sometime. Both patients and
significant others generally found that hospitalization
helped the patient. The major form of family involvement
in treatment was visiting and showing concern. However,
the family of the non-readmission group was more therapeutically
involved in treatment, as perceived by the patient, than
was the family of the readmission grouu. There was no
difference between the reports of the significant others of
the readmission and non-readmission grcups on this point,
Therefore the hypothesis has received at least preliminary

support and further research on the topic 1s rnecessary.
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CHAPTER 1
INTRODUCTION

It is the purpose of this research project to ex-
plore some of the family factors as they relate to psychla-
tric hospitalization. The project will determine 1f there
15 & relationship between family involvement in the in-
nhospital and post-hospital treatment of the identified psy-
chiatric patient and the number of readmissions to the
hospital of that patient.

What initially interested the researcher in the
subject of family involvement 1in treatment was her social
work experiences at I.0.D.E. Hospltals in Windsor, in the
Department of Psychiatry. The nospital was her field place-~
ment for the completion of her Bachelor of Social Work
degree in the academic year 1970-1971. Though her experi-
ence was limited, two days per vweek for a seven month perlod,
1t suggested to her that family dynamics were & prime factor
in the development of the "sickness" of one member of the
family, and that often the "sickness" was an jndividual's
reaction to stress within the family gsystem. 1T thus seemed
less than adequate to treat only the jdentified patient and
then to send him pack to the setting that had been influential

1
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in the evolution of his need for hospltalization, especlally
when there had bheen little or no family intervention or
family preparation for the discharge of the patient.

In the past fifteen to twenty-flve years psycﬁia-
tric hospitalization has undergone extensive modificatlon.
There has been a movement away from long term hospitaliza-
tion toward short term stays; the emphaslis 1s more on re-
habilitation and therapy, and less on.incarceration; more on
problems in daily living and less on the "sickness" of an
1ndividua1.1 As the length of psychiatric hospitalization
decreased, the importance of the "significant others" in
the 1life of the patient has increased. Thompson and Wiley
noted that:

Particularly in a short term hospital where

most patients come from and return to their

families, the family as a unit, and through

its individual members, plays a key role in

relation to the patient's 111ness,2treato
ment, and posthospital adjustment.

1 See Max Silverstein, Psychiatric Aftercare (Phila-
delphia: Unlversity of Pennsylvanla Press, 19687, P. 33
William Clayton, "Release of the Chronic Psychiatric Patient",
Mental Hygiene LIV (July, 1970), p. 410; Ira Friedman, Otto
von Mering, Edward Hinko, "Intermittent Patienthood: The
Hospital Career of Today's Mental Patient", Archives of Gen-
eral Psychiatry XIV, (April, 1966), p. 390; David Rahling
and John Lion, "Patients with Repeated Admissions to a Psy-
chiatric Emergency Service", Community Mental Health Journal
VI (April, 1970), p. 313; and Shirley S. Angrist, et al.,
Women After Treatment: A Study of Former Mental Patlients
and Their Normal Neilghbours {(Wew York: Appleton-Century-
Crofts, 1968), pe 22.

2 Richard Thompson and Elizabeth Wiley, "Reaching
Families of Hospitalized Patients: A Group Approach,"
Community Mental Health Journal, VI (February, 1970), p. 22,




3.

More specifically, Mezaros and Mezaros suggested that of
all the factors which had jnfluenced the process of re-
adaptation of the schizophrenic patient, his relationship
with his family seemed to have been of prime 1mportance.3
Professionals began to realize the importance of
the environment from which the patient came and to which he
returned. What aspects of employment were problematic,
and to what extent? Was living in a2 high-rise apartment
or on a rural farm a factor in an individual's withdrawal
from socliety? Such factors affect the individual's adjust-
ment and his ability to remain in the community as does the
support recelved from his church, interest groups, friends,
extended family, and nelghbours.
A very specifilc aspect of the environment of the
individual is his family. The family as a primary reference
group ror the individual in hils clevelopmentLlb has been re-~

ceiving increasing emphasis in the 1iterature.5 The family

3 A,F, Mezaros and E.S. Mezaros, "Integration of
the Discharged Schlzophrenlc Patient within the Family," in
Mental Patients in Transition, ed. by Milton Greenblatt, et
al. (Springfields Charles C. Thomas, 1961), D. 218.

4 gee Hilde Bruch, "Changing Approaches to the
Study of the Family," in Family Structure, Dynamics and
Therapy, ed. by Irvin M. Cohen (Wasnington, D.C.: Psychla-
tric Research Reports, Amerlcan Psychiatric Assoclatlion, 1966),
Pe 5

5 See Don Jackson and Virginia Satilr, "A Review
of Psychlatric Developments in Family Diagnosis and Famlly
Treatment," in Exploring the Base for Family Therapy, ed. by

mt—

Nathan Ackerman, Frances Beatman and Sanford Sherman (New
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is described as a system. This suggests that the phenomena
observed in family function or dysfunction are not random
but exist within a structure of interaction and interde-
pendence, It also implies that the family 1is a gesfalt,

the whole being larger than the sum of 1its parts. The famlly
has a life that is greater than the sum of the lives of the
individual members. Thus, when an individual manifests a
problem, the problem often can be seen as a difficulty in
family interaction.

6

Both current literature” and the personal experi-
ence of the researcher indicate the necessity of looking at
the family in its relationship to the treatment of the in-
dividual. If the family is a factor in the etiology of the
symptons manifested by the identified patient, or if the
patient is the symptom carrier for a disturbed family, should
the family not be involved in treatment. This seems essen-

tial since the patient most frequently leaves the hospital

to live again with the "problem" famlly.

York: Family Service Association, 1961), pp. 37-40 for the
history of the development of family work. The history in-
dicates a gradually increasing emphasis on the family as the
unit of treatment.

6 Thompson and Wiley, "Reaching Patients of Hos-
pitalized Patients," p. 22; and Kalman Flomenhaft, David M.
Kaplan, and Donald G. Langsley, "Avoiding Psychlatric Hos-
pitalization," Social Work, XIV (October, 1969), pe 40.
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Angrist noted:

Unless more 1is understood about the dy-

namics of post-hospital adjustment, the

gains in the discharge rate will be par-

tially and perhaps even wholly, offset

by the increased rate of readmission,
Along with the increased discharge rate and the decreased
length of hospitalization has come a dramatlic rise in the
rate of readmissions. Readmission should not be seen as
generally negative, since it may,.in fact, be part of one
type of effective aftercare program at a particular time,
However, for the individual and his family, readmlssion
can suggest lack of success, some stigma, and a sign of ad-
justment difficulties. The patlient moves back and forth
between the "sick" role and the "somewhat stable member of
society" role. The family intermittently loses a member
and often its prime means of financial or emotional support.
In either case the famlly experliences stress and must reas-
semble its members and their roles in an effort to maintain
a functioning unit. In this respect it would seem advan-
tageous to both the family and the "slck" individual to
avoid the need for readmission. Would the fact of family
involvement in any of the treatment of the individual have
a differential effect on the likelihood of readmission?
It is the hypothesis of the researcher that a patient whose

family 1is involved in any treatment, either during or after

7 Angrist, Women After Treatment, p. 21.
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hospitalization, or both, will be less likely to be read-
mitted than a patient whose family has no such involvement.
The primary purpose of this research, then, lis to
test the above-mentioned hypothesis. 1In addition, the re-
searcher hopes to provide the hospiltal with information re-
'garding treatment and aftercare as experienced by former
patients and their families. This information could be
utilized to further develop existing hospital services and
to extend them beyond the present second and third levels of
prevention, namely, treatment of emerging malfunctioning,
and rehabilitation. The goal should be an increased empha-
sis on intervention before the occurence of pathology or
malfunctioning. Primary prevention, as it is called, is
an essentiel aspect of community mental health. A second
value of the information obtained by the researcher would
be to develop further hypotheses for testing, again with
the long range goal of developing and extending hospital
treatment and services. The final goal of the researcher
is to galn knowledge, experientially, regarding family
attitudes toward involvement in treatment. This will be

for her own utilization in future practice.



CHAPTER 11
A SURVEY OF THE LITERATURE

A comprehensive survey of the literature concern-
ing family involvement in the treatment of the psychiatric
patient and the rate of readmiséion to the psychiatric
hospital would be a task of considerable magnitude, The
development of an adequate understanding of the topic would
involve reviewing the literature concerned with the family
and its dynamicsj psychlatric hospitalization and altérna-
tives to hospitalization; treatment of individuals and theilr
families, as well as the effectiveness of each; the etiology
of mental disorders; dynamics of readmisslon; and varlious
systems and types of aftercare. To faclilitate an under-
standing of the project toplic the researcher read some
material related to each of these aspects and then divided
it into three major sections for ease of presentation. The
sections are:

1. Family Dynamics and Mental Disorder,

2. The Psychiatric Patilent, Post-hospital Adjust-

ment and Headmission,

3. Psychiatric Services and Aftercare,

None of these sections is distinct and complete in itself.

Some overlapping or seeming lack of continuity will be

7



obvious but all relevant material will be covered.

FAMILY DYNAMICS AND MENTAL DISORDER

In a very real sense it may be said that

the study of the family as a significant

system in its own right has no history,

no body of commonly accepted concepts

and no established findings. This 1is

especially true in regard to the topic of

the family of the psychiatric patient.

"Phe Family of the Psychiatric Patient," from
which this quote is borrowed, was probably the first in-
clusive work on the subject. The authors noted that there
had been a strong bias against including the family in
psychotherapeutic procedures because of the difficulty in
handling transference with more than one person at a time.
However, professionals began to view these dangers as less
serious. The authors then svzgested that the treatment of
the family as a group had advantages, and that "some of the
patterns of interaction that produced and maintained path-
ology in the affected person were subtle and not easily
comprehended except by dlirect observation in interaction."2

Concurrently, Jackson and Satir outlined the fac-

tors that were influential in the development of a family

1 gJohn P. Spiegel eand Normen W, Bell, "The Family
of the Psychiatric Patient," in American Handbook of FPsy-
chiatry, Vol. 1, ed. by Silvano Arieti (New Yorks: Basic
Books, Inc., 1959), p. 114,

2 Ibid., p. 136.
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orientation to psychiatry. These factors can be summarized

as follows:

1.

2.

3e

.

Psychiatry had become less medically oriented.
Since the nineteenth century it had begun to
borrow from psychology, sociology, and anthro-

pology.

Fractitioners in the child guldance movement
found that the child who was labelled by the
family as the patient was not necessarlly the
"sickest" in the family and treating the child
was not enough.

The psychoanalytic movement influenced famlly
diagnosis by means of such concepts as maternal
sinfluence and the Oedipal conflict. Ego psy-
chology took more of an interactive and trans-
actional approach, and there was a shift in
emphasis from psychiatric diagnosis to char-
acter, marital and child guidance problems.

Practioners realized that health existed within
the same framework as pathology and thus began
to focus on the "why" of i1llness rather than
psychopathological symptoms.

Studies on schizophrenia indicated important
results related to the family. Brown showed
that the success or failure of chronic schizo-
phrenic patients when they left the hospital
depended on the living situation to which they
returned. The highest failure rate occurred
with those returning to spouse and parents;
and it was not related to diagnosls or prog-
nosis., It was found, too, that the single
most significant correlate with a patient's
length of hospitalizatlon was the number of
visits he recelved, during his first two
months in the hospltal.

Two promising avenues for the exploration of
family interaction became apparent. These
were the field of soclal psychology and 1its
study of small groups, and the field of 3
social communication and information theory.

3 Don Jackson and Virginlia Satir, "A Review of
Psychiatric Developments," pp. 31-35.



By 1958, many different researchers and authors had con-
tributed to the wealth of knowledge included in "the family
orientation to psychiatry." Freud, with his emphasis on
the psycho-sexual stages of development and parental influ-
ence on the child, set the stage. He was followed by Acker-
man, Richardson, Splegel, Jackson, Bowen, and others.

Richardson, in Patients Have Families, one of the

earliest works on "the family," wrote about physical disease:

The idea of disease as an entity which is

1imited to one person, and can be trans-

mitted or spread from one individual to

another fades into the background, and

disease becomes an integral part of the

continuous process of living. The family

is the unit of illness, because it 1is

the unit of living.
He supported thils statement with case material throughout
the book and underlined the value of the country doctor of
years ago Who knew the family and its problems intimetely,
and therefore could relate to the emotional as well as the
physical problems. Today, the public nealth nurse continues
to use this concept. One of the precepts of community health
nursing is: "In community health nursing the family, rather
than the individual patient, 1is recognized as the unit of

service."

4 Henry B. Bichardson, Patients Have Families
(New York: The Commonwealth Fund, 1948), Do 76,

5 Kathleen M. Leahy, Marguerite M. Cobb, and Mary
C. Jones, Community Health Nursing (2nd ed; New York: lc-

e —————

Graw Hill Book Company, 1972), Do 27«



11.

In 1963, A. Russell lLee suggested that in the

previous ten years conceptualizations regarding mental dis~-

orders had undergone a radical transformatlion away from the

medical illness model. He stated:

a view about the development of mental
disorders has arisen which postulates
that the mental disturbance within the
family member 1is the direct result and
expression of forces within the famlily
itself.e.e The identified patient
thereby becomes a symptom of a dis-
turbed mental apparatus. .ssThe very

symptoms which the

family member de-

velops are interpretable as a state-
ment or communication about the
stresses he has lived under and con-
tinues 20 1ive under within the family

system,

According to Lee there had be

en three major conceptual

shifts concerning familial stress antecedent to the break-

down of one member. Tnese shifts were: (L) from overt

traume to convert stress, (2)

from past factors to here-

and-now factors, and (3)

interpersonal conflict.7

from intrapsychic conflict to

Mental disorder was seen as ris-

ing out of family p

rocesses and the everyday aspects of

family 1living. These produced stress

and this, in turn, caused the breakdo

within the family

wn and further stress.

6 A. BRussell Lee, Ypsychodynamics of the Family
under Stress of Ill Health," The Family 1is the Patlient:

n——

The Group Approach to Treatment of
Tionograph VII, Soclal wWork Practice 1
Rehabilitation Settings, (New Yorks:
of Social Workers, 1965), pPP. 12-13.

7 Ipid., pe 13.

T Family Health Problems,

n Medical Care and
National Association

4
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8
He diagrammed the situation thus:

disturbed interaction ———— stress
psychological disorder
Because the family was the setting for the individual's symp-
tom development and manifestation, the need for family in-
volvement in treatment became obvious.

Sampson et a2l. reported on a study conducted by
the California Department of Mental Hygiene. The subjects
were seventeen families in which the wife, mother of several
small children, was hospitalized with a diagnosis of schizo-
phrenia, It was found:

that the wife's schizophrenia episode

occurred as part of a process of marital

disintegration. Her manifest illness

did not ordinarily precede and produce

marital disintegration, rather it arose

in the context of chronically conflict-

ing or recently decayed marital family

relations. Hospitalization routinely

took place at a relatively late stage

of both 5amily and personal disorgan-

ization.

Hospitalization tended to interrupt and neutralize the forces

of marital disintegration and helped the family move toward

8 1bid., p. 1k4.

9 Harold Sampson, et al., "The Mental Hospital and
Marital Family Ties," in The Other Side: Perspectives on
Deviance, ed. by Howard S. . Becker (New York: The PFree Fress,
19647, p. 141. See also Harold Sampson, Sheldon L. Messinger
and Eobert D. Towne, "Family Processes and Becoming a lMental
Patient," in American Journal of Sociology, LXVIII (February,
1962), p. 89 where the authors noted that the occasion for
hospitelization was mot the recognition of "mental illness
by the patient or his family, but the inability to cope with
the disturbed behaviour in the family."
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the reintegration of their strained relationships. However,
the authors do not accept hospitalization as the answer be-
cause it can weaken tles with the community and isolate the
individual. Rather, they suggest family oriented psycho~
therapies that might change the balance of forces within the
family that had initiated and sustalined the individual and
family pathologye

As noted previously, Jackson and Satilr suggested
that the work on schizophrenlia facilitated the family orien-
tation to psychiatry, and i1t was Bowen who did some of the
early research and writing. From 1954 to 1957 he conducted
a research project 1in which normal parents and their schizo-
phrenic offspring 1ived together in the psychiatric hospital.
From his previous observations he had 1dentified "the famlily
as the unit of jllness." He elaborated that each family
member was an individual on one level, but that on a deeper
level the central famlly group was as one., He called this
central family oneness the "undifferentiated famlly ego mass."1

Using this ldea of family oneness, Bowen developed
some aspects of family dynamics. Schizophrenia was des-
cribed as a generalized family problem that disabled one
member of the family. Both parents were equally immature,

and their overadequate, inadequate reciprocity led to

10 Murrey Bowen, "The Family as the Unit of Study
and Treatment," American Journal of Orthopsychiatry, XXX1
(Jenuary, 1961), p. 45.
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functional helplessness and an intense interdependence be-
tween father, mother and patient.

Bowen expanded these 1ldeas in a subsequent article.11
Children grow up to achleve varying levels of differentiation
of self from the undifferentiated famlly ego massS. The mature
person has a well-defined ego boundary, whereas one who later
becomes schizophrenic has a relatively low level of differ-
entiation of self. People tend to marry spouses With iden-
tical levels of differentiation of self. Spouses with a low
differentiation of self long for closeness, but closeness
results in the fusion of two pseudo selfs into a common self.
To avoid the anxiety of fusion the two keep an emotional
distance between them and the result is a constant struggle
for dominant ego strength. Bowen concluded that "schizo-
phrenia develops in a family in which the parents have &

1ow level of differentiation of self and in which a high

level of parental impairment 1s transmitted to one or more

children."12

Sehizophrenia, which requires three or more
generations to develop and demands that the parents transmit

a major part of the parental problem to a single child 1in

11 Murrey Bowen, "Family Psychotherapy with Schizo-
phrenia in the Hospital and in Private Fractice," in Inten-
sive Family Therepy, e€d. by Ivan Boszormenyi-Nagy and James
I. Framo (New York: Harper and Bow, Hoeber Division, 1965),
pp. 213-243.

12 1pi4., p. 222.
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each generation, is transmitted by the "family projection
process."13 The three steps in thls process are (1) feeling-
thinking, (2) examining-labeling, and (3) treating. A
major crisis occurs when one member collapses and there 1s
no longer someone to absorb the famlly projection. Bowen
found that in a family with severe schizophrenia the family
projection process was never completely resolved though it
could disappear for a time. He stated that it was with
problems less severe than schizophrenia that avolding the
"sick-patient dilagnosis" was of direct benefit in helping
the family ego mass toward a higher level of differentiation
of selflu and therefore, a higher level of both individual -
and family functioning.

The concepts discussed by Ackerman in "FPamily Ther-
apy" do not differ, in essence, from those of Bowen, though
each uses different terminology. Ackermaen defines the homeo~
dynamic principle as "the preservation of a certain center
of self and the addition of healthy dimensions %o the self
in a neversending series of group 1nteractions,"15 and suggests

that because the family is the matrix of human relationships,

13 1pid., p. 224,
1% 1pid., p. 234.

15 Nathan Ackermen, "Family Therapy," in American
Handbook of Psychiatry, Vol. II1, ed. by Silvano Arletl
(New York: Basic Books, Inc., 1966), p. 203.
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whether they are healthy or sick, then the family is the
natural point for intervention whern the homeodynamic prin-
ciple breaks down. He observed that the incentive for the
referral of a patlent for psychotherapy was often the out-
break of a disabling conflict in famlily relations rather
than a clear recognition of specific psychopathological
symptoms in one famlily member and concluded that:

Family psychotherapy...can be useful in

the treatment of psychosis, neurosis,

and character disorders... [it] is

uniquely effective with marital dis-

.orders and with disturbances involv-

ing the relations of a child or an

adolescent with the family.16

Satirl? expanded upon Bowen's concept of level
differentiation of self. She noted that people with low
self-esteem seemed to choose each other as mates., Each had
high hopes and great fears; each expected to be disappointed.
After marriage each found the other to be different from his
expectations, and saw this differentness, when it led to

conflict, as evidence of his being unloved. Then different-

ness could not be tolerated.

16 1pid., p. 209. See also k. wildman, "Communi-
cation in Family Therapy," The British Journal of Psych-
jatric Social Work, IX (Autumn, 1967), p. 79, where the
author notes that there is no confirmation that family
interviewing accomplishes more or less than individual
therapy but that it conserves time, avoids hospitalization,
utilizes resources, and appears to succeed with even long-
term, chronic hospitalized patients.

17 Virginia Ssatir, Conjoint Family Therapy, (Call-
fornia: Science and Behaviour Books, Ince., 1967), ppe 1-60.
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Each married "to get" without reallzing that he
would have "to give." The couple have a child hopling for
an opoortunity to feel lowved, but again find thét they must
give. As well, each parent's wish for an extension of him-
self, in the chlild, gets blocked or challenged by the other
parent's wishes. The child and parents form a triangle and
each struggles against being the one who is left out. There
is little opportunity for parental validation, then; and 1t
is only with parental velidation that the child learns how
to influence and predict response, how to structure his
world, and to esteem himself as masterful and sexual. The
child becomes so entangled in his parents' struggle that he
has no opportunity in or reinforcement of hlis differentia-
tion of self; he comes to believe that he holds hls parents
together. Satir suggests that when one person has pailn
which shows in symptoms, all members feel the pain. The
family is therefore the logical point for intervention.

In an academic lecture given in Toronto, Anthony
reported the results of three years of data collection in
a research project designed to discover the ways in which
different families deal with the impact of 1llness and the

changes in organization and functlon which ensue.18 The

18§, James Anthony, "The Mutative Impact on Family
Life of Serious Mental and Physical Illness in a Parent,"
Canadian Psychiatric Association Journal, XIV (October, 1969),

P. 433.
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family evolved an explanation for themselves and for the
public, to account for the illness. With the development of
this explanation, the family appeared more stable because it
had made a meaningful connection between the past, present
and future. The various results of the illness were growth
and differentiation, breakdown and rally, or rout and disin-
tegration. The particular outcome for a family was determined
by the amount of psychologically-sound understanding and
superstitious, magical thinking present in the family's
exXplanation of the illness. Because it is the explanation
that lends stablility to the family, the importance of famlly
intervention for the development of a realistic explanation
of the illness 1is obvious.

The Committee on the Famlly Group for the Advance-
ment of Psychlatry reported some interesting information from
thelr survey of clinicians--psychiatiists, psychologists,
social workers and others--who used family therapy. Family
theory was defined as a combination of the theories of in-
dividuael personality dynamics and multi-person system dynamics.
Family therapy was not seen as a treatment method in the
usual sense since there were no generally-agreed-upon set of
procedures followed by practitioners., However, practitioners
held in common the premise that psychopathology in the in-
dividual could be an expression of family pathology and the

conviction thet seeing the family together might have
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advantages over seeing the members 1nd1vidua11y.19

Framo, in a recent article entitled "Symptoms from
a Family Transactional ViewPoint"zo discussed symptom-pro-
ducing family situations, symptom choice, symptom maintenance
and symptom reduction, pseudosymptoms and sharing and ex-
change of symptoms, and presented the formulation that symp-
toms are the concomitant of the universal conflict of autono-
mous strivings and loyalty to the family relationship system.
Some of his closing remarks are of special interest since
they concur with the observations made by the researcher
while working at the hospltal:

Despite the movement of the helping
professions toward social factors,
clinical practice is still overwhelm-
ingly oriented toward the principle
that there is an individual patient
with a focal disorder. The alterna-
tive being offered here 1s that most
people's problems stem from the 4if-
ficulties arising from the famlliar
social systems in which they presently
live, and that when there is family
distress the symptoms may appear in
any form, in any member as a function
of what is going on in that system. 2l

The family approach offers a meaning-
ful supplanter to the medical model,
which, while supported financially
and emotionally as a vested interest
is proving increasingly inappropriate
for these times of sweeping cultural
changes.,

19 See The Committee on the Family Group for the
Advancement of Psychiatry, Treatment of Families in Conflict
(New York: Science House, 1970), Dpe 30




20,

The importance of family factors in the etlology
of mental disorders and the need for family involvement 1in
treatment should now be obvious. One of the gaps in the
literature is sufficient documentation of the effectlveness
of family involvement in treatment. Some work has been done
as noted above, but the etiological development of 1llness
is more represented 1in the 1iterature than is the effective-
ness of treatment aspect. Ferhaps more research on the
effectiveness of family involvement in treatment would add
credibility to the validity of a femily approach to treatment.

THE PSYCHIATRIC PATIENT, POSTHOSPITAL
ADJUSTMENT 3 AND READMISSION

With the high rates of release from the psychia-
tric hospitals in the past ten years the proportion of long-
stay patients had been . declining. However, concomitantly,
readmission rates have risen to as high as sixty-four per
cent., The hospital career of the mental patient has changed
from one of long-stay chroniclty to intermittent patient-

hood.23 Friedman, von Mering, and Hinko proposed that:

20 james L. Framo, "Symptoms from a Family Trans-
sctional viewpoint," in Nathan Ackerman, Family Therapy in
Transition (Boston: Little, Brown and Company, 1970),

Pp. 125-16h.

21 Ibid., pe 166,
22 Ibid., p. 168.

23 Friedman, von Mering, and Hinko, "Intermittent
Patienthood," pp. 389-390. Note also that the "sixty-four
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if hospital patient care 1s to remain
effective in the face of changing con-
ditions, extramural and intramural
treatment planning cannot be separate
1ssues. If 2 short intramural period
makes current psychotherapeutic ap-
proaches seem less meaningful than in
the past personnel can get involved

in extensive programs ln family thera-
py, therapy with relatives, environ-
mental manipulation vocational plan-
ning and guidance.Z&

And Angrist suggested that any gains in the discharge rate
would be offset by the increased rate of readmlission unless
more was understood about post-hospital adjustment.25

In studying post-hospital ad justment Purvis and
Miskimins noted that community aftercare programs tended to
increase post-hospltal community adjustment and minimize
the need for rehospitalization. They found that hospitall-
zation alone was insufficient in achieving community adjust-

ment, and that follow-up was better than no follow-up, but

per cent" 1is an American statistic. No comparable statis-
tiec for the rate of readmisslion in Ontario could be found
in the Mental Health Division of the Department of Health
of the Province of Ontario, One Hundred and Fourth Annual

Report (Toronto: Ontario Department of Health, 19705.

2k Friedmen, von Mering, and Hinko, "Intermittent
Fatienthood," pp. 391-392.

25 Angrist, Women After Treatment, p. 21. See
also Dorothy Miller, “"Alternatives to Mental Patient Re-
hospitalization," Community Mental Health Journal, 11
(Summer, 1966), p. 1243 The rate of Tehospltallization
could become a significant public health problem.
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that a community-based program was most efficient since it
fostered independence.26 And Silverstein found that patients
who left the hospital were more likely to sustain their
"ocommunity tenure" if they made use of available aftercare
services.27

A major research project concerned with readmission
was conducted by Freeman and Simmons in Massachusetts - in the
1ate 1950's. The researchers hypothesized that a differen-
tial "tolerance of deviance"28 would explain the post-hos-
pital performance of patlents. However, the characteristics
of family settings and family members provided only a limited
understanding of the patient's success or failure in remalin-
ing in the community. The authors concluded that differen-
tial "tolerance of deviance" was useful as an explanation,
primarily in range of instrumental performance and secon-
darily of rates of rehospitalization. The expected rela-
tionship between community tenure and performance levels
was not supported. A significant finding was that patients
who return to the hospital have relatives who neither expect

nor insist upon a particular behaviour, and high performance

26 g,A. Purvis and R.W. Miskimins, "Effects of
Community Follow-up on Post-hospital Ad justment of Psychlia-
tric Patients," Community Mental Health Journal, VI (October,
1970), pp. 376 and 380,

27 silverstein, Psychiatric Aftercare, D. 40.

28 Tolerance of deviance was defined as the con-
tinued acceptance of the former patient by his family
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levels most frequently occur in the settings in which rela-
tives hold high expectations and insist upon these high
performance 1evels.29 Since the performance of the patient
1s congruent with the expectations of family members, the
hospital should emphasize the return of patients to either
productive non-kin settings or to families with high expec-
tation systems so as to minimize readmissions.

Other important findings include:

l. Family members, rather than community agents
or the patients themselves, are the principal
arbiters of the patient's community tenure.

2. A key variable in predicting the post-hospital
performance of successful patients is length
of hospltallization. Female patients hospital-
1zed longer tend to be rehospitalized in
greater proportions. Both males and females
who perform at high levels are much more
1likely to have been hospitalized for a short
tinme.

3. There was no significant difference between
the proportion of patients rehospitalized 0
from conjugal and from parental families.3

In 1967 Maisel set out to examine the processes

underlying the soclal adjustment of the discharged mental

patient on his return to the community.31 He notes that

members, even when he falled to perform in instrumental roles.
See Howard E. Freeman and Ozzie G. Simmons, The Mental Fatient
Comes Home (New Yorks John Wiley and Sons, Inc., 1963), P. B.

29 Ibid., p. 142.
30 1Ibid., p. 70, 85 and 103 respectively.
31 Robert Maisel, "The Ex~-Mental Patient and Rehos~-

pitalization: Some Research Findings," Social Problems, XV
(Summer, 1967)’ Pe 20,
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previous studies had retained a traditional individualistic
focus on psychlatry and seemed to assume that rehospitaliza-
tion was merely a function of the recurrence of illness.,
In his own study Maisel found that sixty-one per cent of
ex-patients worked or had some source of income in the first
year after discharge. During this period eighty-nine per
cent of those who worked as compared with forty-eight per
cent of non-workers remained in the community.32 The im-
portance of work for an ex-mental patient implies that pro-
tection of status through having a job and an income helps
him retain his position in the community. Dependence on
others provides only short-term security since those who are
not working avoild rehospitalization for only short perlods.
Schuerman's hypothesis that patients whose marital
expectatlions at discharge were relatively unfulfilled would
show greater post-hospital symptomatology after dlscharge
than those patients whose expectations were being met was
not supported. The findings were that even if the wife had
all the time and affection she wanted from her husband, she
was more likely to develop symptoms if he was not responsive.
£o her emotional needs at times of difficulty. Frustration
in merriage was a less important factor in causing sympto-

matology Where needs are belng met outside marriage; for

32 1pid., p. 22.
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those with no outside rescurces, gratification in marrlage

33

was most important. In terms of service delivery this
suggests the need for someone to relate to at the times of
every-day crises, and the idea of encouraging the wife to
seek out friends and relatives, if not her husband, who would
provide support.34

Clayton noted that factors important to a low rate
of reasdmission of chronic psychiatric patients were medica-
tion, close follow-up by social workers, continued avalil-
ability of the ward rhysician for consultation, and the level
of tolerance of the patients' behaviour in the family or
nursing home.35 The findings of Rajotte and Denber do not
differ. Reporting on a similar group, they noted that those
who had readmissions had generally stopped taking maintenance
medication, lived in a poor soclal environment and had no
personal relationship with the doctor or social worker in

the follow=-up period.36

33 John Schuerman, "Marital Interaction and Fost-
hospital Adjustment," Social Casework, LI1Il (March, 1972),
ppo 168-1690

3% Ibid., p. 172.

35 Claytzn, "Release of the Chronic Psychiatric
Patient," pp. 409-410.

36 Faul Rajotte and Herman Denber, "Intensive
Follow-Up Study of 50 Chronic Relapsing Psychotic Female
Patients," in Mental Patlents in Transition, ed. by Milton
Greenblatt et al. (Springfield: Charles C. Thomas, 1961),
p. 139. See also Silverstein, Psychiatric Aftercare, p. 263
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Thus, many variables related to the adjustment of
the psychlatric patient in the community include aftercare,
especially community-based aftercare; relatives' expectation
of , and insistence upon high performance levels; length of
hospitalization; employment; emotional support from husband
and relatives in times of stress; medicatlon; soclal work
follow-up; and level of tolerance of patients' behavior in
the family or nursing home. The family, then, emerges as

a prime factor in community tenure.

PSYCHIATRIC SERVICES AND AFTERCARE

In Ontario the psychiatric patient population
reached a peak in 1960 ( 25,630) and has been decreasing
every year, with the exception of 1964, at the rate of L,9
per cent per year. Reports from 1970 indicate a further
development of communlity resources, and an increase in the
number of individuals being served in thelr own community.
This number is now fifty-nine per cent of the total number
admitted to a speclal service for the treatment of psychia-

tric disorders. The increasing utilization of local services

and A.J. Mezaros and E.S. Mezaros, "Integration of the Dis-
charged Schizophrenic Patient Within the Family," p. 218
where it is stated that the patient's relationship to his
family is of outstanding importance in the process of the
readaptation of the schlzophrenic patient.
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is also reflected by the number of patients served on an
outpatient basis.37 These trends are as expected from the
long-term objective defined by the Mental Health Division of
the Ontario Department of Health in 1966:

to make readily available a comprehen-
sive range of services 1in prevention,
diagnosis, treatment or training, and
rehabilitation with respect to mental
1llness so that continuing care will
be available to the patient with the
least possible separation from his
home and community.

The concepts of "rehabilitation" and "prevention," as well
as "least possible separation from hemesand ccommunity” ‘in-
troduce the topic of aftercare,

Aftercare achieved high-priority at-
tention in the United States beglnning
in 1955, This was the year of the
dramatic reversal of the upward trend
in the number of patients resident in
mental hospitals. The dlscovery and
widespread use of the psychopharmaceu-
tical drugs, the increase of personnel-
to-patient ratios in hospitals, the
increased provision of alternative
community services, including out-
patient clinics, day care centres,
psychiatric units 1in general hospita%s
--a2ll contributed to this phenomena. 9

This summation defines the areas to be considered in this

final section.

37 ontario Department of Health, One Hundred and
Fourth Annual Report, p. 9.

38 Committee on the Healing Arts, Beport of the
Committee on the Healing Arts, 1970, Vol. } T ToFomtoT —

ueen's Printer, 1970), D. 1L1.
39 silverstein, Psychiatric Aftercare, p. 3. Note
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Aftercare, the process of providing services to
assist the mental patient in the community after his in-
patient psychiatric treatment,“o includes a great variety
of services. However, Silverstein observed that three after-
care services, regulation of medication, counseling, and
psychotherapy constituted seventy-five per cent of the after-~
care recommendations for his study patients,41 and that
patients are successful in remaining in the community if
they use avallable aftercare services. ie noted that thirty-
five and one-half per cent of the study patients who re-
turned to the hospital did not utilize available aftercare
services and concluded that aftercare services can, if used,
help released patients sustain "community tenure . "2

One aspect of aftercare is "home care." In Saskat-

chewan a study was conducted with an experimental and a

that in Saskatchewan the mental hospital population dropped
from 3,100 in 1963 to about 1,200 in 1968. Canada, too,

was experiencing a decrease in the numbers resident in mental
hospitals. See Colin M. Smith, "NMeasuring Some Effects of
Mental Illness on the Home," Canadian Psychiatric Association
Journal, XIV (April, 1969), p. 97.

40 gsilverstein, Psychiatric Aftercare, b. 3.

Y1 1pi4,, p. 1.

h2 Ibid., pp. 40-41, See also Alan Sheldon and
Kenneth J. Jones, "Maintenance in the Community: A Study of
Psychiatric Aftercare and Rehospitalization," British Jour-
nal of Psychiatry, CXILI (September, 1967), pe. 1011l where
They report that aftercare resulted in a longer period out-
side the hospital, a shorter rehospitalization and fewer
readmissions for all diagnoses except schizophrenia.
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control group of patients seen at the Psychiatrlic Department,
University Hospital, Saskatoon. One of the measures utilized
was a scale "to determine the effect of having the patient
at home as percelved by the person most closely associated
with him."43 It was administered to a significant other of
the patient at the time of the patient's referral and again
three months after he left the hospital. In the intervening
period the experimental group received home care, the control
group did not. It was found that:

the informants of home-care patlents

had undergone a more striking diminu-~

tion of complaints than those of the

control group and 1t was concluded

that home care has been effective to

a considerable ﬁﬁtent in relieving

their problems.
It was thus concluded that psychlatric patients should re-
ceive follow-up and be suppdrted in the community, both for
their own sake and the sake of those who live with them.

The two most recent‘developments in psychiatry,
community psychiatry and psychopharmacology,u5 are integral

aspects of aftercare, Community psychiatry 1is defined as

a social action movement that is intended to help the patient

43 gpith, "Measuring Some Effects of Mental Ill-
ness," p. 99.

4 1p34., p. 101.

5 Garfield Turney, "Psychiatric Therapies: 1800-~
1968," in Changing Patterns in Esychiatric Care, ed. by
Theo%ore Rothman ELos Angeles: Hush hesearch Foundation,
1970), p. 26.



30.

regain positive relations to his family and the community
environment through the use of drugs, and individual and
group psychotherapy. Its theoretlical bases are the social
and behavioral sclences, and the emphasis on understanding
has shifted from the individual patient to family, social
and cultural milieu.46 There has been a concomlitant role
shift for the psychiatrist. He has moved from the doctor-
patient type of role to being a community leader and educa~
tor, and there is emphasls on prevention through health-
promoting activities and-consultation to caretaker agents
such as teachers, nurses, clergy, and police who can give
supportive care in the community.47
What gave a real thrust to community psychiatry
was President Kennedy's 1963 Message to Congress. It called
for a fifty per cent reduction of the number of patlients in
custodial institutions. This was to be accomplished by
providing better community facillties for all aspects of
treatment and care for the emotionally disturbed and mentally
111, and by improving the coordination of existing resources.
The United States Federal guldelines defining the nature of

e comprehensive community health program indicated that the

five following services would have to be provided to any

46 1pid., p. 26.

b7 Bernard Neugeboren, Psychiatric Clinics: A
Typology of Service Patterns (New Jersey: The Scarecrow
Press, 1970), p. 14,
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resident residing in its geographic area: inpatient care;
outpatient care; consultation and education; partial hos-
pitalization; and twenty-~four-hour emergency service,

Goldberg,48 in discussing the community mental
health centre, suggests that the experlience of seeking to
be of help to others and finding one's efforts helpful and
apprecliated 1s therapeutic, especially for the emotionally
disturbed person who has been deprived of meaningful and
significant relationships with others at home and in the
community. Thus he proposes that there is a missing com-
ponent in mental health, namely, self-help. His example
is a school teacher who receives marital counseling and then
compensates the community by tutoring students having prob-
lems 1in school, at low cost or no cost, instead of paying a
fee to the centre. He concludes:

As mental health specialists we be-

lieve that we can contribute more to

a comnunity and to the development

of its autonomous resources by pro-

viding consultation and training to

the traditional caretakers and other

community agents than by emphasizing4

and specializing in direct services. 9

He notes, also, that in the past, mental health centres have

been used both by the chronically and acutely ill, but only

48 car: Goldberg, "A Community is More Than a Psyche:
The Concept of Community Mental Health," Canada's Mental
Health, XX (May-August, 1972), pp. 15=21.

%9 Ivid., p. 21.
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at the time of crisis. He suggests that & self-help com-
ponent would remove the "sickness" stigma from such centres
and facllitate their use for primary preventlion so that
hospitalization would not be a necessity.

The previous section of this chapter noted a
vafiety of factors associated with readmlssion. One of
these was medication. Since the 1950's the many psycho-
pharmaceutical advancements have brought a different orien-
tation to psychilatric treatment. They have made possible
the maintenance in the community of psychiatric patients.
Hankoff and Galvin noted that "the use of drugs had con-
tributed significantly to both prevention of hospitalization
and shortening of hospital stay for the psychotic patient."50
The authors suggest that the "medlication alone 1s often less
important than the setting and the attitudes of the care-
glving professionals."51 Rajotte and Denber stressed that
the psychiatrist should be aware of the dynamic meaning
of the physlician-patient transaction in which the medium
of exchange is "the pill," and ccicluded that the physlclan-
patient relationshlp is one of the most important soclal

ad juncts to treatment.52

50 1,.D. Hankoff and John W. Galvin, "Psychophar=
mological Treatment and Its Implications for Soclal work,"
Social Work, XIII (July, 1968), p. L1,

51 Ibid.s, p. 46.

52 Rajotte and Denber, "Intensive Follow-Up Study,"
pp. 147 and 149.
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Partlal hospitalization 1s defined as a "generic

ferm to embrace day, night, evening, and weekend care--or

treatment, or centre, or service, or hospital."53 The pro-

gram goals in a day hospital can be summarized as follows:

1.

To provide an alternative to inpatient treat-
ment for those to whom necessary environmental
supports are avallaeble. Day hospitalization

is not appropriate for those who are suicidal,
those who are harmful to others, those who

are agitated and need heavy sedation, and
those too disoriented to travel to the program.

To provide a transitional facility for smooth-
Ing the patient's transition from inpatient
care to release from the hospital and possibly
shorten his inpatlent stay.

To provide intermediate term rehabilitation of
persons who have social and vocational deficits
resulting from and related to mental illness.

To provide services to those patients so im-
paired that they would otherwise need long-
term hospltalization and for those who have

a long history of mental illness and extreme
dependency from a very long previous hospitali-
zetion and who need considerable environmental
support and give little promise of ever gain-
ing independent functioning.5

The program seeks to provide a variety of meaningful activi-

ties; and there is emphasis on group methods, procedures and

relationships.

The remainder of the time is spent in occu-

pational therapy, recreation, working, and preparing lunch

and dinner,

53 Raymond M. Glasscote, et al., Partiael Hospitali-
zation for the Mentally Ill1 (Washington, D.C.,$ Joint Infor-

mation Service of American Psychiatric Assoclation and National
Association for Mental Health, 1969), p. 7.

54 see Ibid., pp. 14-20.
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Another alternative to hospitalization is the
psychlatric emergency service. BRahling and Lion acknow-
ledged that an increasing number of psychlatric treatment
facilities have recognized the need to make this service
readily available to the community.55 The authors found
that borderline patients repeatedly come to the emergency
service. They are concerned with the present and aware of
their own urgent need of relief from distress. However,
they cannot cope with a future-oriented solution and so
neglect referrals for continued therapy.56

At the Colorado Psychiatric Hospital's Emergency
Psychiatric Service the percentage of patients hospltalized
when crisis therapy was available dropped from fifty-two
per cent to twenty-six per cent.57 When an individual was
ldentified as sick the famlly was seen for collaborative
work to obtain additional history and to alter the environ-
ment of the sick one. Family crisis, as opposed to indi-
vidual crisis treatment, was utilized. In a later article
on this same project it was reported that

six months after treatment experimentals

(received family crisis therapy] were

doing as well as controls f{were hospi-~
talized] on two measures of social

55 Rahling and Lion, "Patients with Repeated Ad-
missions of a Psychlatric bmergency Service," p. 313.
56 Ibid., p. 317,

57 Donald G. Langsley and David Kaplan, The Treat-
ment of Families in Crisis (New York: Grune and Stratton,
3938), po 210
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functioning, and that the experimentals

returned to prestress functloning much

more rapidly than did controls. Ap-

proximetely the same number of experi-

mentals were subsequently hospitalized

as the number of controls who were re-

hospitalized during the first six months

following discharge.... The duration

of hospitalization for control cases,

however, was approximately three times 8

as long as that for experimental cases.5

Family therapy, not necessarlly in an emergency
treatment situation, is another alternative to hospitaliza-
tion as well as a treatment to be offered as an Iinpatient or
outpatient service. Bostrom noted that 1t was a method ap-
plicable to a variety of problems presented in a family unit
including relatively chronic psychiatric illness.59 More on
the validity of the use of family therapy from the experi-
ences of Bowen, Ackerman, Satir, and Framo was presented
earlier in this chapter.,

Some aspects of aftercare are home care, the com-
munity mental health centre, psychopharmocology, emergency
psychiatric service, family crisis treatment and family
therapy. The family has a role in all of these aspects.

If not directly included in treatment it may provide the

58 PFlomenhaft, Kaplan and Langsley, "Avoiding
Psychiatric Hospitalization," pp. 43-44.

59 Dorothy Bostrom, "Objectives of Family Therapy,"
The Family is the Patient: The Group Approach to Treatment
of Family Health Problems, Monograph VI1, Soclal Work Practice
in Medlcal Care end Rehabilitation Settings (New York: Na-
tional Association of Social workers, 1965), p. 61.
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encouragement for the former patient's involvement in the
community mental health centre or create an atmosphere con-
ducive to the patient taking the prescribed medication.
Therefore, the family's role in aftercare is of prime impor-

tance,



CHAPTER III
RESEARCH DESIGN AND METHOLOLOGY

The purposes of this research project were outlined
priefly in the opening- chapter. The specific questions
that the project was deslgned to explore were as followus:

1. What was the 1ive1 of functioning
of the patient~ in the community at
the time of the interview with the
researcher?

2., How well was the patient functioning
before he was hospitalized?

3. What was the source Or sources of
the problem for which the patient
was hospitalized and was it in any
way related to family functioning?

4, From the patient's poinE of view
and that of his famlly, what were
the merits and the deficiencies of
both his in-hospital and post-
hospital treatment?

5, To what extent, and in what ways,
was the patient's famlily involved
in both his in-hosp%tal and post-
hospital treatment ?

1 patient is defined as the individual who was
nospitalized and who expressed or who had expressed for him,
symptoms problematic to the family.

2 Pamily is defined as 1iving with at least one
adult person aged nineteen to sixty years at the time of the
first admission to the hospital and upon the first discharge
from the hospital.

3 Family Involvement 1n Treatment 1s defined as

37
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A descriptive study deslign was considered, for the
purpose of exploring these questions, since

The objective [of this type of desigr]

1s a descriptive view, which may be

qualitative, quantitative--or both--

of a situation, agency, program, or

client group. It often has value for

planning, policy selﬁction, and pro-

gram implementation.

The descriptive deslign would satisfy some of the
purposes of the project. However, in order to test the
hypothesls concerning the relationship between family in-
volvement in treatment and frequency of readmission, the
experimental design was chosen. The decision in favour of
an experimental design does not prevent the inclusion of
descriptive material collected by the researcher even though
1t may not pertain specifically to the hypothesls regarding

family involvement.

RESEARCH DESIGN

From the broad range of experimental research de-
signs, the ex post facto design was chosen. To test the
hypothesis a longitudinal study with an experimental and a

control group would have been superior. However, this would

the gamut of possible activities, under "treatment," in which
the family or some of 1ts members participate, For example,
1t could include the soclal worker or physician doing an in-
take interview with the patient's relatives; joint interview-
Ing of husband and wife, or parents and child; marital
counselling; or family intervention.

4 aifred J. Kahn, "The Design of Research," in
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have required that the researcher have a different relation-
ship with the hospital than was possible, Conductling the
study would have been difficult within the current opera-
tions of the hospital since little foundation has been de-
veloped for an extended research project. As well, the time
avallable for the completion of a Master's thesis would not

permit this type of project.

The ex post facto experimental design5 has been
diagrammed by Kahn as follows:
Time 1 Time 2
(Before) (After)
Group A X Stimulus Xl
Group B X1 No Stimulus X%

Data 1s collected first to establish the equallty of Group
A and Group B at Time 1, and then to support the assertion
that Group A was exposed to a certain stimulus while Group
B was not exposed to this stimulus. Primary data collection
occurs during or after Time 2, and makes possible a comparison
of X1 and X%.

The ex post facto design has two divisions: the
effect~to-cause studies and the cause-to-effect studies.
The latter are used to compare the effects of & situation;

for example, what is the effect of being an oldest child as

Social Work Research, ed. by Norman A, Polansky (Chicago:
The University of Chicago Press, 1960), p. 53.

5 1bid., p. 64.
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opposed to being a youngest child, on the amount of respon-
sibility accepted for personal actions at age twenty-one.
The former is employed to study relatively rare effects and
their causes. The researcher chose this division of the ex
post facto design and interpreted it, for the purposes of
this study, as in Table 1.

TABLE 1

THE BFFRCT-TO-CAUSE DIVISION CF THr pX rOST FACTO
EXPRRIMENTAL DESIGN AS AFFLILD TO THIS
RLSEARCH PROJECT

Before After
Group A - Pre-hospital functioning Readmission6
- Source of problem
- In-hospital and post-
hospital treatment
- Family involvement 1in
treatment

Group B - Fre-hospital functioning No Readmission?
- Source of problem
- In-hospital and post-
hosvital treatment
~ Pamily involvement in
treatment

6 Readmission was defined as any subsequent ad-
mission, as an inpatient, to the psychiatric facility at the
I.0.Deko Hospitals, within eighteen months of the initial
discharge from that facility.

7 Mo Readmission was defined as having no sub-
sequent admission, as an inpatient, to the psychiatric
facility at I.0.D.k. Hospitals, within eighteen months after
discharge from that facility. Readmission and non-readmission
were not intended to imply either success or faillure in the
patient's adjustment in the community. An individual with
no readmissions could have been referred to a larger facility
such 2s the Ontario Hospital at St. Thomas, after a short
time in the community. At the same time, as noted in Chapter
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Kahn noted that the validity of the ex post facto

study

+sesSeems to hinge, most often, on 1its

ability to assert with confidence that

groups which they are comparing after

the fact were, actually, comparable

before the fact, i.e....before the

events under study.
The validity of the researcher's use of this design for this
project, namely, the extent of the comparability of the two
groups before the events under study, will be discussed in

the chapter on znalysis of data.

The Fopulation

The population for this research project was all
adult patients from the Department of Ysychiatry at the
1.0,D.k. Hospitals in Windsor, Ontario during the period
from December 1, 1969, to October 31, 1970. The decision

to use this particular population was based on the fact that the

I, readmission did not necessarily imply failure since it
may heve been an aspect of therapeutic aftercare.

8 Kahn, "The Design of Hesearch," in 3ocial work
hesearch, p. 66,
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I.0.D.E. Hospitals is the major short-term psychliatric
facility in Essex County. Supporting factors 1in the de-
cision were the hospital's interest in being used as the
setting for this research project, and the researcher's

familiarity with the facility, its programs and personnel.

Department of Psychilatry of the 1.0.,D.8. Hospltals

In October of 1963 the adult psychiatric facility
of 1.0.D.E. Hospitals opened under the name of Community
Psychiatric Hospital. It operated under the 1961 Community
Psychiatric Hospitals Act and provided inpatient treatment
for adults and outpatient services for children. When the
Mental Health Act was passed 1in 1967 it was implemented by
the hospital. Doctor Robert J. Mason, Clinical Director,
cited the determining philosophies existent in the Community
Psychiatric Hospital. They are as follows:

1. to treat outpatients and inpatients;

2. to be of service to the many soclal agencles

school authorities, and courts, with respect
to their clients and their inservice tralining

programss and

3. to participate in community plannling regarding
gaps and overlaps in service.

As of September 15, 1971 the Community Psychlatric
Hospital came under the Public Hospitals Act, as well as the
Mental Health Act, and its name was changed to the Department
of Psychiatry of the 1.0.D.E. Hospitals, Since its opening,

the facility has served Windsor and Essex County. In 1969



. 43,

the bed capacity of the facility was eighty, but this was
cut to fifty-four in 1970 when one of the three wards was
closed to accommodate patients for a Thoracic Unit. Two
other hospitals, Hotel Dieu of St. Joseph and Metropblitan
Hospital, serve the Windsor area and have psychlatric wards,
Their psychiatric beds number thirty-five and twenty-three,
respectively.

Teble 2, below, indlicates a comparison of some
statistics for inpatient service from 1969 to 1971 in the

Department of Psychiatry at the 1.0.D.E. Hospitals,

TABLE 2

FIGURES USED TO DETERMINE AVERAGE NUMBER OF FPATIENT
DAYS FOR EACH IKPATIENT FOR 1969, 1970, AND 1971.

Year 1969 1970 1971
Patient Days 14,413 21,947 18,018
Admissions 490 L79 616
Patients Carried Over

From Previous Year 61 70 52
Patients Served 551 549 668

Average Number of Patlent
Deys for Each Fatient 26,1 L0 27
The figures in Table 2 indicate a fifty-two per
cent increase in patient days from 1969 to 1970. For the
same time period there was an almost negligible decrease in

the number of admissions, thereby giving rise to a fifty-three
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per cent increase in the average number of patient days per
ratient,

From 1970 to 1971 there was a thirteen per cent de-
crease in the number of patient days, and a twenty-nine per
cent increase in admissions, despite a decrease in the number
of psychiatric beds. The result was a thirty-three per cent
decrease in the average number of patient days per patient.
This recent trend toward shorter periods of hospitalization
has allowed the treatment of more pafients in the year. PFac-
tors in this trend may have been the Day-=-Care (SeTeQePePom=
Special Treatment Out-Patient Program) program initiated in
1971, and the opening of the Moditen Clinic in November of
that year. This clinic offers injections of a long-acting
anti-psychotic tranquilizer to discharged patients to pre=-
vent their recurrent admissions to the hospital, whlle the
Day-Care program allows patients to return to the community
sooner and to be maintained there with supportive therapy.

In 1971 as well, tre Connaught Clinic opened to offer in-
tensive therapy to alcoholics and their families. These
programs, while not in operation at the time the patients in
this research sample received theilr initial hospital treat-
ment, indicate that the hospital is broadening its treat-
ment: scope.

During 1970 services included in-patient treatment

in the following departments: psychiatry, neuropsychology,
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occupational therapy, psychology, social work, and speech
therapy. Special programs included an evening drop-in

centre for discharged patients, and "Recovery, Inc.," a
community based self-help organization for chronically nervous

patients.,

The Sample

The initial design for the sample was to select
subjects defined by the following criteria:

1. all subjects were to be first ad-

missions to the Department of
Psychiatry at the I.0.D.k. Hospi-
tals;

2. all subjects were to be adults be=-
tween the ages of twenty-one and
sixty years of age at the time of
the initial hospitalization;

3. &all subjects were to live within
a specific geographic area, namely,
within twenty miles of the hospi-
tals; and

4, at the time of first admission all
subjects were to have lived with,
and at the time of discharge to
have returned to,a “family."

An initial perusal of the admission and discharge
books suggested that a three-month perliod from the discharge
book might yileld an adequate sample. All those who met the
above criteria from the months of May, June, and July, 1970
were chosen. This cholce of dates allowed an eighteen-month
period for possible readmission to occur. The elghteen=-

month period was chosen because of 1ts use in previous.,
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studies and the findings therein. Angrist noted from a
study in Maryland that within eighteen months forty-five

per cent of psychotics and thirty-two per cent of psycho-
neurotics and personallty disorders from three state hospi-
tals were re-hospitalized.7 Another study indicated that
eighty~-seven per cent of the patients admitted to the hospital
in the year ending March, 1959 were former patients, thirty-
seven per cent of whom were returned within a year of thelr
release.8 Another factor in the choice of the elghteen~
month period was the ex post facto study design; it would
have been difficult to locate some of those who had not been
in contact with the hospital for more than two years.

By the process of choosing all those who met the
criteria in the three-month period, only a few subjects with
readmissions were drawn, while there was a large number with
no readmissicns. It was obvious that because of the differ-
ence in the size of the two groups, comparison would have
been distorted. As well, 1imiting the geographlc area to
within twenty miles of the hospital hindered the total sample

size. This sample was therefore discarded.

7Shirley S. Angrist et al., Woman After Treatment:
Study of Mental Patients and Their Normal WNeighbours (New

A
Tork:  Appleton-Century-crofts, 1968), P. 22.

B8see Paul Rajotte and Herman Denber, "Intenslve
Follow-Up Study of 50 Chronic Relapsing Psychotic Female
Fatlents," in Mental Fatients in Transition ed. by Milton

Greenblatt et al. (Springfield, Illinios: Charles C. Thomas,
1961), p. 139.
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For the second selection of the sample the criteria
1isted previously were utilized, with the modification that
the geographlic area Was extended to within twenty-five miles
of the hospital; Belle Biver and Kingsville becanme the nor-
thern and southern 1limits of the eastern boundary of the area,
A1l those who met the criteria, whose discharge date fell
between January 1, 1970 and September 30, 1970, and who had
a readmission within the eighteen months after their first
diécharge were included. This yielded a total of twenty-
eight subjects. Then, using a table of random rurbers, &a
sample of twenty-eight subjects, each of whom met the cri-
teria, whose discharge date fell between January 1, 1970
and September 30, 1970, and who had no subsequent admission
to the hospital, within the eighteen-month period, was
selected. The number of non-readmitted subjects randomly
chosen from each month was determined by the number that
had had readmissions that same month. Ffor example, in Janu-
ary, 1970 only one pexrson who had any subsegquent admissions
met 811 the criteria, sO that only one person with no sub-
sequent admission was then randomly selected. Thus the re-
admission group represented all subjects who met the cri-
teria where as the non—readmiséion subjects were a random
sample, matched 1in number with the readmission group. At
the time of selection each subject was assigned a code

number so as TO Preserve confidentiality.
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During the process of data collectlon it became
apparent that a number of the subjects selected were, for
a variety of reasons,, not available to be interviewed. To
maintain the desired sample additional subjects were chosen
by the same method previously described. These subjects were
drawn from the months of December, 1969 and October, 1970.
These particular months were utilized so that the sample-
would represent a continuous time period, namely, December,

1969 to October, 1970,

Method of Data Collection

For the purpose of data collection five schedules
were devised:
Schedule I. - Hospital Record Data (Personal)
Schedule II - Hospital Record Data
Schedule II11 - Interview with Patient
Schedule IV - Intefview with Significant Other9

Schedule V - RBesearcher's Comments at_the Con-
clusion of the Interview

9 Significant Other referred to those people who
had the greatest influence on an individual's evaluation of
himself and who had the greatest impact on his acceptance
or rejection of social norms., For example, in the soclializa-
tion of a child, the significant others generally include
his parents, teachers, and playmates. See George A, Theo-
dorson and Achilles G. Theodorson, & Modern Dictionary of
Sociology (New York: Thomas Y. Crowell, 1969), p. 381.

10 see Appendix A.
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A brief description of the content of each of the schedules

is as follows:

Schedule

Schedule

Schedule

Schedule

Schedule

When Schedules

I - Hospital Record Data (Personal) was used

IT

III

Iv

to note the name, address, telephone
number, case number, and assigned number
of each subject. The information on this
sheet was needed to mail letters of intro-
ductionll to the subjects in the sample
and to arrange, by telephone, a convenient
time for an interview., This sheet was
destroyed when the interview was completed,
and only the code number was used there-
after,

Hospital Record Data was used to record

the following data from individual hospital
records: age; marital status; diagnosis;
physiclan; type of inpatient treatment ard
aftercare; readmission information; et
cetera.

Intefview with Patient, used as a guide

"during the interview, contained two types

of questions: scale-type questions ard
open-ended questions. The latter was
desirable to obtain comments from the
respondents.

Interview with Patient's Significant Other
was very simlilar to Interview with Patient
in intent, design and content.

Hesearcher's Comments at the Conclusion of
the Interview was used by the researcher to
record notes on the family situstion and
the interview, as well as relevant comments,

I and II were completed a letter was sent

to eech subject in the sample to explain the nroject and its

purposes.,

Within two weeks, each person was telephoned, and

11

See Appendix B.
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an interview was arranged. Schedules III, IV, and V were
then completed at the time of the interview.

Personal interviews with each subject in the sample
and a member of the family to whom each returned when dis-
charged were chosen because they provided the opportunity
to pose open-ended questions that could facilitate the de~-
velopment of a plilcture of the experience of the family with
respect to the patient's hospitalization. Using only hos-
pital records or a mailed questionnaire would have limited
this aspect, further, the hospital records did not contain
sufficient information to answer the gquestions posed by this

research design.

Analysis of Data
Analysis of data will involve the comparison of the

age and sex of the study sample and the hospital population
to determine how representative the sample is. Chi aquare
will be used to test the null hypothesis of no significant
difference between the population and the sample. In a
similar manner those interviewed will be compared to the total
sample on vertinent varlables. The hypothesis of no signifi-
cant difference between the total sample and those interviewed
will be tested.

Chi sguare aund the proportions test will be used to
test various aspects of the major hypothesls of the dif-

ferential family involvement between the rradmission and
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non-readmission groups. Correlations will be utilized, as
they are relevant, to relate specfic variables. DUescriptive
material from the interviewing process will be oresented

along with these analyzed results.



CHAPTER 1V

FRESKNTATION OF DATA AND FINDINGS

During the process of data collection the re-
searcher accumulated more material than could be properly
presented and analyzed within the requirements for this
thesis. After considerable thought she decided that the
findings from the interview process were of primary interest
and importance. Therefore these findings will form the major
portion of this chapter. A summary of the data collected
from the hospital records with Schedule II is available in
Appendix D for reference, as necessary.

For ease of presentation, this chapter is divided
into the following five sections:

l. Description of the Inpatient Hospital Setting,

2. PFindings Belated to the Sample,

3. Findings from the Interview Process,

4, Findings from the Interviewer's Comment Schedule,

5e gﬁgmary of the Research Fingings.

The first section, "Description of the Inpatient
Hospital Setting," is presented to describe the setting in
which this research took place. It outlines the physical
outlay of the facility, hospital procedures, staffing, pro-
grams and the operation of the Professional Advisory Committee
at the time of the hospital stay of the subjects included in

the research sample.

52



53.

"Findings Related to the Sample" includes a dis-
cussion of the representativeness of the sample of the popu-
lation, and of respondents of the sample, This will deter-
mine if the results of the study can be generalized., Also
bresented is support for the validity of the use of the ex
post facto design in this study, the geographic distribution
of the sample, and the distribution of the sample by inter-
view status. The information in this section is presented
as background to the understanding and interpretation of the
findings from the interviews.

The third section, "Pindings from the Interview
Process," is a presentation of the data collected during the
interview with the patient and his significant other. It is
organized under the five categories this research was de-
signed to explore, as noted in Chapter III. Present level
of functioning of the patient includes how the patient and
his significant other feel that they get along with each
other and the patient's use of time; patient's level of
functioning before his hospitalization includes employment
status, job satisfaction, and ability to take responsibility
at home; the source of the problem for which the patient was
hospitalized includes influential factors in the need for
hospitalization, the presence of a particular worry at home
before hospitalization, the length of the onset of the problem,

and ways of coping with it; the merits and deficiencies of



54,

hospital treatment covers the degree of help received from
his hospital stay and from the hospital staff, his prepara-
tion for discharge, recommended medication after release,
and suggestions from patients and significant others; and
family involvement in treatment outlines family reaction to
the patient after his hospitalization, home visiting, the
return home, and family involvement in treatment.

"Findings from the Interviewer's Comment Schedule"
includes the interviewer's appraisal of those attitudes the
vratient and the significant other had toward each other,
those the patient and his family had toward the hospital,
and those the patient and the significant other had toward
the interview process; and a summary of some of the inter-
viewer's comments at the completion of the interview.

The fifth section of tpe'chapter will provide a

sumnmary of the important research findings.

Description of the Inpatient Hospital Setting

The following section on the inpatient hospital
setting will provide a brief description of the facilities
and programs at the 1.0.D.L, Hospitals' Department of Psy-
chiatry, in 1970 at the time when the subjects in this re=-
search sample were inpatients.

Facility Organization and Frocedures

As noted in Chapter III in the description of the
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Department of Psychiatry, until June, 1970, the psychiatric
facility had eighty inpatient beds. At that time the number
was reduced to fifty-four. These beds are located on two
different floors in two different wings of the building.
There is the third floor, the admission unit, which has
twenty-nine beds, of which four are for seclusion and one is
for observation., At one end of the floor is the vatient
dining room where meazls are served, a television room, and

a sunporch. At the other end is the nursing station, a small
conference room, and a treatment room used for Electro-
convulsive Therapy and Indoklon Convulsive Therapy. The
central block contains utility and supply rooms, as well as
an examination room and a consultation office. On opposite
sides of both long corridors there are patient rooms--private,
semi-private, and four-bed wards. The atmosphere of the ward
is quite informal. Patients are dressed during the day as
soon as they feel well enough, and most of the staff are
dressed in street clothes.,

The west wing of the building is used as a transi-
tion facility. Patients are transferred here from the third
floor, before they are discharged from the hospital. The
nursing station is centralized with three corridors radiat-
ing from it. In this central room there are tables zand
chalrs, couches, a pool table (purchased by the patients

wWith money raised during various projects), and a small,
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glassed-in sterec room. The patients' rooms are off each
of the three corridors. Down the hall from the entrance to
this unit is the patients’ dining room. Agealin, the atmos-
phere is very informal and relaxed.

According to hospital procedure, the physician 1is
the only staff member with formal admitting privileges. How-
ever, a family doctor mey refer one of his patients, some
people walk in requesting theilr admission, or the psycholo-
gist or social worker may 2dmit a peatlent with the consulta-
tion of a physician. Whoever admits the patient continues
as primery therapist. Discharge is generally the decision of
the attending physician, though the patient or his family may
consult with him about this. Visiting hours are six to eight
p.m. On weekdays, and noon to eight p.m. OnN weekends and holi-
days. The frequency of weekend passes from the hospital varies
with the individual physician and patient; 1t depends on the

need of the patient and the decision of the physician.

Staff and rrograms
The paid staff, which numbered eighty=-two 1in 1970,
included seven physicisns, five of whom were psychiztristsj]
three psychologists, one neuropsychologist and two psycho-
metristsy three registered and one agsistant occupstional
therapisty three socizl workerss one sheech therapist; four-

teen registered nurses and four registered nursing assistents;
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and seven male attendants. The number of nursing staff 1s

approximate and includes twenty-four hour service, seven

days a week.
The
1.

3

Mo

programs in operation in 1970 included:

the Milieuw Therapy Program, initiated for

the west wing patients, was a form of patient
self-government, with a heavy emphasis on
various forms of group therapys

Indoklon Convulsive Therapy, Electro-convul-
sive Therapy, chemotherapy and psychiatric
consultation;

occupational therapy, which involved craft
work, work assessment and the areas for job
placement in the hospital, woodwork and light
metal work, the regular Friday morning Coffee
and Cookie Sale and luncheons for the staff
and patients, as well as recreational therapy
involving swimming, bowling, hiking, and
campfires during the summer;

psychological services; namely, interviews,
psychodiagnosis, individual and group psycho-
therapy, and clinical case conferences and
consultations; and

social work services; namely, social history
gathering, casework, and group and Milieu
Therapy. There were also neuropsychology

and speech therapy services avallable.

There were two different types of case conferences

used during 1970. Initially all staff met twice per month

to discuss every admission, and once a month to review the

cases of those who had been in the hospital longer than two

months. Later in the year it was decided that one staff from

each discipline would meet with each physician once per week

for a detailed interdisciplinary team conference on that

physician's patients.
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Erofessional Advisory Committee

To develop a broader sccpe of information, know-
ledge, and interdepartment co-ordination, the Frofessional
Advisory Committee was formed. Thls committee participated
in en advisory capacity, in the decisions of the Axecutive-
Director and functioned somewhat the same as the Medical
Advisory Committee utilized by most other hospitals except
that its scope was broader than that of the Medical Advisory
Committee. The prime purpose of the Professional Advisory
Committee, which included the Heads of all the Departments
in the Devartment of Psychiatry, was to advise and assist
the Executive-Director in matters pertaining to the analysis,
suvervision, and review of all clinlcal work and treatment
programs provided to psychiatric patients through the hos-
pital.

Findings Related to the Sample

The research sample included seventy-two patients
who had received inpatient treatment in the Department of
Psychiatry of the I.0.D.E. Hospitals between December 1,
1969, and Cctober 31, 1970, Thirty-six of these patients
had at least one admission to the hospital, since their |
first admission, in the eighteen months following their
first discharge from the facility; and thirty-six had no
such subsequent admission.

The following section will present some of the
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more interesting and relevant findings related to the total
sample, Included will be a discussion of the representa-
tiveness of the sample on the variables of age and sex; the
representativeness of patients interviewed by sex, age, and
diagnosisj; the validity of use of the ex post facto study
design for this research; the geographic distribution of the
sample; and the distribution of the sample by interview

status.

Representativeness of the Sample
This section will include a discussion of the rep-
resentativeness of the sample on the variables of age and
seX.

Patient Population by Ssx

The number of males and females in the population,
sample, and the group of respondents for each month of the
study period is presented in Table 3, (on following page)e

As indicated in Table 3, during the period from
December 1, 1969, through October 31, 1970, there were 248
males and 276 females1 discharged from the hospital. The

research sample included thirty-eight males and thirty-four

1 see I.0.D.E. Hospitals, "I.0.D.i. Hospitals
Supplement to the Annual Report 1969," Windsor, 1969, and
"] ,C.D.bs Hospitals Supplement to the Annual Report 1970,"
Windsor, 1970.
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TABLE 3

DISTRIRBUTION OF POPULATION, SANMPLL, AND
RESPONDENTS, MONTHLY, BY SBX

Males Females Total

.2 Sam, Res. Pop. Sam. Res, Pop. Sam, Rhes,
2

Pop D
(248) (38) (16) (276)(34) (14) (524)(72) (30)
December, 1969 23 5 2 28 1 1 51 6 3

January, 1970 13 2 1 21 0 0 34 2 1
February, 1970 24 L 2 21 2 1 L5 6 3
Marech, 1970 23 2 0 21 2 0 Lh L 0
April, 1970 40 6 3 24 6 3 64 12 6
May, 1970 29 1 0 32 1 1 61 2 1
June, 1970 20 3 1 33 5 1 53 2
July, 1970 21 2 1 26 2 2 L7 L 3
August, 1970 22 5 2 24 5 2 L6 10 b
September, 1970 13 1 0 20 7 3 33 8 3
October, 1970 20 7 L 26 3 0 46 10 4

females. A chi square test indicates that there is no sta-
tistically significant difference3 between the population and

the sample, in composition, by sex.

Patient Distribution by Age

With random tables, three of the eleven study

2 The following abbreviations will be used
in tables, henceforward: Pop.--Fopulation, Sam,.~--Sample, Bes.--
Respondents; namely, those subjects in the sample who agreed
to have an interviews ( ) indicates "n" for each column.

3 Henceforward, unless otherwise stated, the
level of significance will be .05,
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months were chosen. The ages of 21l patients discharged
during these three months, namely, June, September, and
January, 1970, were recorded. The distribution is reported
in Table 4 along with the age distribution of the sample and
the resvondents.

TABLE 4

DISTRIRUTION, BY AGE, OF FOPULATION,
SAMPLE, ARD RESPONDLNTS

Age Range -Population - Sample Respondents
(n=120) (n=72) (n=30)

Under 21 22 0 0

21 - 30 32 21 9

31 - 40 23 21 7

L1 - 50 20 24 11

51 - 60 13 6 3
Over 60 10 0 0

The average age of the 120 persons in the popula-
tion was 35.8 yearsj; the range was thirteen to eighty-=-two
years. The average age of the subjects in the sample was
37.3 years, with the range from twenty-one to sixty years as
defined by the sample crlteria. The average ages of the
population and the sample are almost equal;j and a chi sqguare
test revealed no significant difference in age distribution
of the population and the sample, though the population is

concentrated in the twenty-one to thirty age group whereas



62,

the sample is slightly overrepresented in the forty-one to
fifty age group.

Therefore the sample is representative of the total
hospital population on the variables of sex and age distri-
bution., Other variables were not compared because of the

inability to obtain such information.

Representativeness of Patlents Interviewed

Respondents by Sex

As indicated in Table 3, there were thirty-eight
males and thirty-four females in the research sample. The
respondents included sixteen females and fourteen males.
There is no statistically significant difference between
the sample and the respondents, in composition, by sex.

Respondents by Age

The average age of those in the research sample
was 37.3 years, while the average age of the respondents
was 37.8 years. The average ages of the sample and the
respondents are almost equalj testing revealed no statis-
tiéally significant difference in the age distribution of the
sample and the respondents. This distribution was presented
in Table 4.

Therefore the respondents are representative of
the sample on the variables of sex and age distribution.
Since the sample is representative of the hospital population,

and the respondents are representative of the sample,
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then the respondents are representative of the hospital

population on these two varisbles,

Respondents by Diagnosis

| There is no statistically significant difference

between the sample and the respondents by diagnosis, as

indicated in Table 5, though the psychoses are overrepresented
TABIE 5

PERCLNTAGE OF SUBJECTS IN SANFLE ArD
RrRSPONDENTS, BY DIAGNCSIS

Sample Respondents

(N=72) (N=30)
Psych03154 3661 535
Neurosis 30,6 30,0
Personality Disorder 25,0 1645
Transient Situational

Disturbance 8.3 0.0
and the personality disorders are underrepresented in the
respondents. Because the finding is not significant, it
ls assumed to have no effect on the findings from the inter-
view process, and the respondents are representative of the

sample on diagnosis.,

b See James C, Coleman, Abnormal Fksychology and
liodern Life (Chicago: Scott, Freeman and Company, 1956), p.
back cover, for definitions of each of these diagnoses as
prepared in 1952 and still used by the American Psychiatric
Association,
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Validity of Study Design

Tt was noted in Chapter III that the validity of
the ex post facto research design was dependent upon the
comparability of the two groups before the event under study
occurred. In this instance the event 1s readmission. The
researcher will now address herself to the question of the
comparability of the two groups.

A perusal of "General Characteristics of the
Research Sample"5 indicates that the average ages of the
readmission and non-readmisslon groups, respectively, were
36,7 and 37.9 years; that there were twenty males and slix-
teen females in the readmission group and eighteen of each
sex 1n the non-readmission group; and that there were twenty-
four, eleven, and one from the readmission group and twenty-
seven, six, and three from the non-readmission group in each
of conjugal, parental, and other types of families respec-
tively. The readmission and non-readmission groups were
similar in diagnosis and marital status, as well. Therefore
1t can be sald that the use of the ex post facto design was
valid for this research.

Geographic Distribution of the Sample

The geographic area from which the sample was drawn

5 see Appendix D.
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included Greater Windsor as well as the geographic area
within a twenty-five mile radius of the city. Figure 1
1llustrates the distribution of the sample by city wards,

and Table 6 outlines the distribution nurerically. The

TABLE 6

GLOGHAPHIC DISTRIBULIUN OF THE SAMPLR, BY WARDS

g6 NR T Fop.

I NI I NI ages

(n=15) (n=21) (n=15) (n=21) (N=72) 21-60

Ward 1 3 1 3 5 12 5788

Ward 2 2 1 1 1 5 L6688

Ward 3 2 2 0 3 ? 5262

Ward L 1 5 1 0 7 6747

Ward 5 2 L 1 b 11 6519

Ward 6 1 0 0 3 L L4507

Ward 7 0 1 1 2 L 7228

Ward & 2 2 1 0 5 11022

Other

Areas 2 5 7 3 17 #*

* impossible to estimate this figure

totals in each ward for the genersl population aged twenty-
one to sixty years was taken from the 1971 City of Windsor
census data.

Table 6 suggests that 76.5 per cent (55) of the
semple resided in the city at the time of the first hospitali-

zation, and that the remaining 23.5 per cent (17) lived

6 Henceforward the following abbreviations will
be used in the tables: LE--Readmission, Mi-~Non-Readmission,
T--Total, I-~Intecrviewed, and NI-~lot Interviewed.
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outside the city limits. The null hypothesis that there

was no significant difference between the distribution of

the sample in the wards and the distribution of adults,

ages twenty-one to sixty years, in the wards was rejected.
The sample was overrepresented in Ward 1 and Ward 5 and
underrepresented in Ward 7 and Ward 8. The researcher
attempted to obtain other statistics, by wards, such as

level of education, crime rate, standard of living, et

cetera, hbut no figures were available from any city authority.

This would be an area for further research.

Distribution of Sample by Interview Status

Of the total sample (72), 42 per cent (30) were
interviewed; the remaining 58 per cent (42) fall into the
categories noted in Table 7, on the followirg page.

As indicated in Table 7, one subject had died since
her hospitalization. Twenty per cent (14) of the total
sample refused to be interviewed. Of these, twelve subjects
gave a definite verbal refusal when first contacted by tele-
phone, Reasons for the refusal ineluded trying to forget
the whole matter, not living in a suitable neighbourhood,
and not wishing to be bothered. For two of the fourteen
refusals, the researcher phoned at different times and on a
variety of days and did not find the subject a home, so she

left a message. There was no response when the researcher
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TABLE 7
DISTRIBUTICK OF SAMFLE BY INTHRVIEW STATUS

R NR T
No, Fer No, Per No, Per
(n=36) Cent (n=36) Cent (N=72) Cent

Interviewed
Patient
Patient and Family

19.5 L 11.1 11 15.3
22.2 11 30.6 19 264

0~7

Not Interviewed
Deceased 0
Refusal ‘

-in conversation
with interviewee
-no return call
Letter Returned
Letter Not Returned
-nc reoly to
second mailed note
-not at address or
in directory
-wrong phone number
and not in directory
-moved
~disappeared
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left telephone messageson several occasions. In one instance
an interview was arranged by the subject who then ignored any
subsequent calls and messages. A refusal rate of 19.5 per

cent (14) of the sample may seem high, but taken in the con-
text of the subject matter of the interview and given the

fact that some people would find such inquiries quite threaten-
ing, the refusal rate is understandable. Fifty per cent (7)

of those who refused to be interviewed had a diagnosis of

bpsychoneurosis, the diagnosis that is characterized by anxiety.,
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This would lend support to the idea of the threatening nature
of the toplic for some of the subjects.

The remaining 37.5 per cent (27) of the sample is
broadly classified as "unlocatable." The introductory letter
was returned by the post office for 12.5 per cent (9) of the
sample, When letters were returned the addresses were checked
at the hospital and in the city directory end remailed, when
appropriate. For 25 per cent (18) of the sample, or 67 per
cent (18) of the "unlocatables," the letter was not returned.
This suggested that the post office may have had a forwarding
address for the subject; however they are not allowed to re-
lease this information. For the three subjects who had no
telephone and were not at home when a personal visit was made
by the researcher, a note was left at the time of the second
call, asking the subject to call the researcher if he were
willing to be interviewed. Four subjects or 5.6 per cent of
the total subjects in the sample were not at the address
listed in the hospital records or at the one listed in the
city directory; 9.7 per cent (7) were not at the phone number
recorded and they were not listed in the city directory; 4.2
per cent (3) had definitely moved; and l.4 per cent (1) had
definitely disappeared. In the case of the disappearance,
the mother phoned to ask if I had seen her daughter who had
attempted suicide twice before leaving home; she had not

been seen for some time,
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Lack of Interview with Significant Othexr

It will be noted from Table 7, that of the thirty
subjects interviewed, it was possible to interview a'"sig;
nificant other" for 63 per cent (19) of the subjects. The
reasons for no interview of the "significant other" of the

remaining 37 per cent (11) of the sample are listed in

Table 8.
TABLE 8
DISTRIBUTION FOH LACK OF INTERVILW
WITH SIGNIFPICANT OTHEER
R NR T
(n=7) (n=4) (N=11)
[+
Refusal -by patient 5¥ 1 6
-by significant

other 1 1 2

lioved from Windsor 1 0 1

Deceased 0 2 2

% z=2,54 Statistically Significant
It is statistically significant that more of the readmission
than the non-readmission group refused to have a significant
other interviewed. Where it was the patient who refused
that his "significant other" be interviewed, this was in
some instances a factor on which the interview with the
patient himself was dependent. The prospects of having a
family member asked questions about the personal experiences
of the patient, related to his illness, are obviously very

threatening.
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Findings from Interview FProcess

This section will include the materisl collected
during the interview with both the patient and his signifi-
cant other, as well as the researcher's comments at the con-
clusion of the interview. The following section ls essentlal

as background to the understanding of the findings.

Type of Family and Mumber of Children of Respondents

The number of patients and significant others
interviewed, by readmission status and type of family with

which the patient is living presently, i1s outlined in Table 9.

TABIL 9

NUMBER OF PATIENTS AND SIGNIFICANT OTHLRES INTERVILWED
BY TYPE OF FAMILY AND READMISSION STATUS

‘Patient Significant Other
R NR T B NR T
(n=15) (n=15) (N=30) (n=8) (n=11) (N=19)
Conjugeal 7 9 16 4 8 12
Parental 7 L 11 4 3 7
Alone 1 2 3 0 0 0

As indicated in Table 9, seven respondents of the
readmission group lived with their parental famlly. Three
of these seven were single and had always or intermittently
lived at home, while four were married. Three of the four
returned home because of marital problems and subsequent

hospitalization, and the remaining one moved home after his



72.

wife's death. The respondent who lived alone hzd done so
since his wife moved out of town. Of the four living with
parental families in the non-readmission group, one was
married and moved home after his wife left him while the
other three had always been at home. The two respondents of
this group who lived alone had done so since the death of
their significant other. Of the eleven who lived with paren-
tal families, 45 per cent (5) did so because of marital prob-
lems. There is not a significant difference between eight
and eleven, the numbers of significant others from the read-
mission and non-readmission groups, respectively, who were
interviewed.

Table 10 indicates the number of children of those

respondents who had children. There i1s no appreciable

TABLr 10

NUMBER OF CHILDREN LIVING WITH COnJUGAL
FAMILIES, BY HEADMISSION STATUS

Number R MR
(n=8) (n=9)

N EWH
oHMNH &
e )

Average 2 3
difference between the readmission and non-readmission groups.

Non-readmission families have, on the average, one more child,
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than do readmission families.

The Present Level of Functioning of the Patient
To consider the present level of functioning of the

7

former patient the researcher posed questions' concerning the
former patient's feellngs about the quality of his present
relationship with his mate or parental family, and the amount
of time he spent with his family, his friends and alone, as
well as the kinds of activities in which they participated

together. Questions of this nature were directed to both

the patient and his significant other.

How the Former Fatient and his Family Get Along

Bow Patient Gets Along with his Mate
As indicated in Table 11, with few exceptions,
patients from both groups see themselves as getting along
"yery well" or "quite well," with thelr mates., In fact,
TABLE 11

HOW whLL COUrLE GRETS ALONG W1TE BACH OLHrpk, GENBEALLY
AND SLYXUALLY, AS EXPRLSSED BY THE FOKMER PATIENT

Generally Sexually
R NR T R ~ NR o, T
(n=15) (n=15) (N=30) (n=15) (n=15) (N=30)
Very Well 2 2 i3 0 3 3
Quite Well L 7 11 2 3 5
Adequately 0 0 0 1 2 3
Quite Poorly 0 0 0 1 0 1
Very FPoorly 1 0 1 2 0 2
Not Appropriate 8 6 14 8 6 14

% one response was lost from each because of the use of
a translator.

7 See Appendix A: Schedules 111 and 1V, henceforward,
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94 per cent (15) of those subjects 1living with conjugel
families felt that they get along at least "quite well."
This is a statistically significant finding since x2=12.25.

Respondents, in commenting on their choise, said:
"After thirty years of 1living together she's used to my ways:
we can live with each other's jdiosyncracies."; "We agree on
most things. What arguments we have soon blow over."; "we
have the same likes, we share the same goals, we think along
the same lines."; "He beats me up less. He has become a cub
leader, and spends more time with the family."

The woman who chose “very poorly" cited her hus-
band's drinking and non-support of the family as important
factors. At the time of the interview she was planning to
place her four children with the Children's Aid Society and
to live on her own until she made some money to support them.
The husband's behavior pattern of drinking and non-support
was constant and had been known to the Children's Aid Society
for several years.

Though both groups felt generally that they get
along positively with their mate, sexual compatibility pre-
sented a different pattern. FPFifty per cent (3) of the read-
mission group, as opposed to 100 per cent (8) of the non-

readmiscsion group felt that they get slong “adequately" or

for the questions used to collect the stated information.
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better. Using a proportions test a significance of 2.45
was found. Therefore the readmission and non-readmission
groups differ significantly on how well they get along with
thelr mates sexually.

Few respondents chose to make responses of explana-
tion for their choices on the quality of thelr sexual re-
lationship. Comments included: “Since he's stopped running
around and has changed, we ge£ éléng very well."; "There are
no problems."; "My husband was disabled in a car accident.
His disability presents certain difficulties, but we manage
satisfactorily within these limitations."; iy wife and 1
decided on once 2 week and that suits me fine since we're
both not so young as we used to be."; "Sexual relatlons have
been a problem since I had a hysterectomy over a year ago.";
"He drinks and doesn't give us any money."; and "My wife isn't
interested in sex anymore."

How Mate Gets Along with the Former Patient

When the significant other was asked how well he
gets along generally and sexually with the former patient,
responses were as categorized in Table 12 on the following page.

From Table 12, 92 per cent (11) of the signiflcgnt
others felt that they get along "adequately" of better
generally with thelr mates, the former patients. This 1s &
statistically significant finding. There 1s not a statis-

tically significant difference between the 75 per cent (3)
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TABLE 12

HOW WELL COUFLE GLTS ALCMNG WITH EACH OTHEH, GbMRRALLY
AND 3bXULLLY, AS 2XrEE3SLD BY Thb SIGKIFLICANL OThHwnk

Generally Sexually
R NB T R NR T
(n=8) (n=11) (N=19) (n=8) (n=11) (N=19)
Very well
Quite Well
Adequately

Quite Poorly
Very roorly
Not Appropriate

N O N OW
FHoMNMOH
WH O &
N oW W

EHOFMNDO
WO o FW

¥ one response was lost because of the use of a
translator,

of the readmission group and the 100 per cent (8) of the non-
readmission grour that chose "adequately" or better. The
response patternis similar to that of the patients on the
same question.

Significant others made the following comments re-
garding their general relationship with the former patient:
"We have no problems."; "We've worked out a mutually-satis-
fying system of subordinate-dominant roles and give-and-take.";
"Wwe never fight though we do have some arguments. She looks
after the house."j "My husband and 1 have had no major prob-
lem in fifteen years."; "He has a lot of different ldeas.

Ee's strong so there is no use arguing. I just let it go in
one ear and out the other."; and "“He drirks, he beats me and
the kids, he walks out on us for deys at a time, and sometimes

the police have to come to get things straightened out."

&
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In the area of sexual compatibility, 75 per cent
(3) of the mates of the readmission group and 86 per cent (6)
of the mates of the non-readmission group felt that they get
along "adequately" or better with the former patient. This
is quite different from the responses of the patient group.
This is accounted for by the fact that twoof the three ratients
who stated that they get along less than adequately with
their mate, refused to have the mate interviewed, while for
the third person, husband and wife agreed that they get along
"very poorly."

The comments of significant others on sexual conm-
patibility included: "We have no problems in that area,";
"Before she went to the hospital she was on pills and so
doped up that she did not respond, but now she is almost too
much for me."; "I keep putting it off as long as I can. He
drinks and I don't want to play second to the bottle.";

"I'm often tired and go to bed early. He never misses the
eleven o'clock news so that we don't get together too often.";
"He's in the change of life and impotent now." and "My wife

is past that now."

How ratlient and Parental Family Get Along
How well the patient and his parental family get
along is presented in Table 13 on the following page. Bighty

per cent (8) of the patients get along "adequately" or better
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TABLE 13

HOW whLL FaTIaNT GeTS ALOKG WITH FPARENTAL FAHILY AND
HOW WRLL FAKILY GLTS ALONG WITH PATIENT

Patient Significant Other
ot + NR T R MR T

(n=15) (n=15) (N=30) (n=8) (n=11) (N=19)
Very Wwell 2 1 3 2 1 3
Quite Well 3 0 3 0 0 0
Adequately 0 2 2 2 1 3
quite Poorly 1 1 2 0 1 1
Very Poorly 0 0 0 0 0 0
Not Appropriate 8 11 19 4 8 12

* one interviewee felt that he could not respond.
with their parental family. Using a proportions test a
significance of 3.32 was found. BEighty-three per cent (5) of
the patients in the readmission group and 75 per cent (3) of
the patients in the non-readmission group felt that they get
along "adequately" or better. This is not a statistically
significant finding, so that the two groups are not differen-
tiated on this variable. The pattern is that of both patients
and significant others in the conjugal situation.

The comments of the patients included: "we have

no fights or arguments."; "My parents allow me my independence.";

"Ny mother is a good cook." "We just seem to get along with
each other."; "I have it pretty good at home. My parents
have tried their best."; "Sometimes 1'm resentful. I think
that my parents love my sister more than me." and "Sometimes
my mom is on my back and sometimes she's not."

From Table 13, 86 per cent (6) of the significant
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others in parental families stated that they get along
"adequately" or better with their son or daughter who 1is a
former patient. This 1is a statistically significant finding.
Most parents get along at least adequately with the former
patient. This is similar to the response pattern for the
conjugal situation and for the patient in the parental family.
It is not statistically significant that 100 per cent (&)

of the significant others in parental families of the read-
mission group and 67 per cent (2) of those in the non-read-
mission group felt that they get along adequately or better
with the former patient.

Some of the explanations of parents for thelr
choice of response are as follows: "We have no trouble.";
"ie have no reason to think otherwise."; "ky wife and 1 did
not spend enough time with our davghter. We didn't talk
things out with enough openness." and "We have our problems
but they get straightened out eventually as they do 1in most
families." The mother who chose "quilte poorly" gave her
son's drinking as the reason. At the time of the interview
she was upset about the problem,thus the researcher arranged

counseling at the hospital for her and hex son.

Former Patients' Use of Time

Table 14 shows the patient's impression of how

time is spent. Most patients spend at least some time with
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family, friends and alone. There are few differences between
the readmission and non-readmlssion groups. However, one
trend does emerge. A larger per cent of the non-readmission
group spend "a good deal" of time with the family than do the
readmission grour.
TABLE 14
PATILNT'S IMPRESSION OF THi ANOUNT OF TIME

SPENT WITH FANILY, FR1LNDS, AND ALONL,
EXFRESSED IN PERCENTAGLES (n=15)

Family Friends Alone
R NR R NR R NE
3 % K%
A Good vezal 26.7 60.0 133 3343 26.7 26.7
Some 40.0 26.7 L6.7 40,0 3343 40,0
Very Little 26.7, 6.6, 26,7 26.7  33.3 333
None 6.6 6.6 13.3 0.0 60\3 O.O
# these patients no longer have family in the immediate

vicinity
*% z=1,94 Nc- Statistical Significance

Former patients indicated a brozd range of activities
that they engaged in with their families. Watching television,
visiting friends and relatives, and playing cards were ac-
tivities consistently shared, no matter what time the famlly
spent together. Those who spent "a good deal" of time to-
gether emphasized working in the house and yard together
and sharing sports activities, while those who spent "“very
little" time with the family generally ate and slept together.

With friends, as with the family, cards and table
games were a favorite pastime., Several respondents men-

tioned dinner, drinking and dancing as activities shared,
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and casual chats were also suggested. A few said that they
watched television and participated in or watched various
sports.

As with activities with family and friends, so it
was with activities alone--no definite pattern emerged to
differentiate the readmission and non-readmission groups.
Activities when alone included housework, hobbles and reading.
Those who spent more time alone seemed to spend more time

watching television.

The Patient's Functioning Before His Hospitalization
To consider the patient's functioning before his
hospitalization two variables were utilized: enmployment

and ability to take responsibility at home.

Employment Status and Job Satisfactlon

The employment status of each of the patients in

the sample is outlined in Table 15. The table indicates

TABLE 15
EMPLOYMENT STATUS OF FATIENT AT THR Tikk OF
HOSFITALIZATION
R LR T
(n=15) (n=15) (N=30)

Fulltime 13 7 20
Partinme 0 1 1
Unemployed :

Housewife 2 4 6

Seeking Job 0 1 1

Attending School 0 1 1

Mentally Betarded 0 1 1
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that only one person who was unemployed actually wanted a
job. The remainder of the sample was employed or satisfied
with the status of housewife.

From Table 16, 85 per cent (17) of those who were
employed before their hospitalization, felt that they got
along "okay" or better with the people where they worked.

This 1s a statistically significant percentage. Alsoc, 75

TABLE 16

HOW WELL THE PATIENT FLLT HE GOT ALONG
WITH TH: FROPLE WHERE HE WORKED

B NR

No. s Per No. Per

(n=13) Cent (n=8) Cent

Very Well 3 25.0 1 12.5
Quite well 5 41,7 2 25,0
Okey 1 8.3 5 6205
Quite Poorly 1 8.3 0 0.0
Very Poorly 2 16.7 0 0.0

* one interviewee d4id not respond.
per cent (9) of the readmission group and 100 per cent of
the non-readmission group felt that they got along “okay"
or better with the people where they worked. With the pro-
portions test a significance of 2,00 was found. This 1is
statistically significant. Thus the non-readmlission group
feel that they got along better with their fellow employees
and the management than do the readmission group.

From Table 17, on the following page, 84.5 per

cent (11) of the readmissicn group snd 75 per cent (6) of
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TABLE 17

HOw THE FATIRNT FeLT ABOUT HIS JOB

R NR
No, Per No. Fer
(n=13) Cent (n=8) Cent
It Was Okay 6 46.0 3 375
Disliked Job 2 15.5 2 5e 0

the non-readmission group felt that their job was "okay"

or better. This is not a statistically significant dif-
ference between the two groups. It should be noted that
most of the subjects in the sample were satisfied with theilr
jobs.,

Responsibility Assumed by ratient for his Home and Pamily

Both the patient and his significant other answered
a scale-type question concerning how much responsiblility the
patient assumed for his home and family before his hospital-
ization. The responses are presented in Table 18 and Table

19 (on the following page).

TABLE 18

BOME HESrONSIBILITY AsSSUMED BY PATIEN PRIOn TU H1S
HOSPITALIZATION, AS RbrORTeD BY PALIENT

R NE T
No. Per Noe. Per NO. Per
(n=15) Cent (n=15) Cent (N=30) Cent

Sole Responsibility 5 33.3 & 53.3 13 43.3
hKesponsibility Often 3 20.0 4 26.7 7 23 .4
Ueccasional Responsibility 3 20,0 1 6.7 4 13.3
No Hesponsibility 4 26.7 2 13.53 6 20.0
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As obvious from Table 18, 53.3 per cent (8) of
the readmission group and 80 per cent (12) of the non-read-
mission group took responsibility for the home and children
at least often. Though this finding is not statistically
significant, it does suggest that the non-readmission group
took more responsibility at home than did the readmission

group.

TABLE 19

HOME RBESFONSIBILITY ASSUMED BY FPATIRENT FEIOh TO HIS
HCSEITALIZATION, AS REPORTED BY SIGNIFICANT OTHLR

R NR T
No. % PFer No. Per NOo Fer
(n=8)" Cent (n=11) Cent (N=19) Cent

3646 33

Sole RKesponsibility 1 14.3 6 54,5 7 39.0
Besponsibility Often 1 14.3 2 18.2 3 16.6
Cccasional Responsibility 255 2846 0 2,..18.2 4 22,2
No Responsibility 3 42.8 1 9.1 L 22.2

# one made no response because of recent move
#% z=2,16 Statistically Significant.
#%% z=],97 Statistically Significant
From Table 19, signhificantly more of the significant

others of the non-readmission group than of the readmission
group stated that the patient functioned at the highest level
before hospitalization, while significantly more of the re-
admission group than the non-readmission group stated that
the patient functioned at the lowest level before hospitali-

zation. This would support the trend from the patients'

responses as seen in Table 18, There are two possible
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explanations for these findings: 1) The functioning of the
patient who has subsequent admissions to the hospital may
have been more impaired at the time of initial hospitaliza-
tion than that of a patient who has no subsequent admissionsj; or
2) Because of subsequent admissions the patient and the
significant others of the readmisslion group may se€e the pre-
vious functioning of the patient as being more negative than
it gotually was,

Table 20 presents a correlation of Table 18 and
Table 19. As indicated, 56 per cent (10) of patients and
significant others agreed upon the amount of responsibility
assumed by the patient. And in six of the remaining elight
combined ratings there was a one point difference between
the rating given by the patient and that of the significant

others. For the two other combinations, there was a two-point

TABLE 20

PATIRNTS' AMND SIGNIFICANT OTHLES' IMPHESSIUNS
OF HOMk ERSFONSIBILITY ASSUMED BY PATIENT

Bating of Patient RBating of significant COther
S.Re R.OC, G.Re NeOe
S.RE. 5 2 0 0
H.O. 1 1 0 1
O.R. 1 1 1 1
NeUo 0 0 1 3
Sehe==-S0le Hesponsibllitys h.Ue.--Kesponsibility Often;

Uk e-=-Uccasional Kesponsibility; N.O.--No Responsibillty.
difference, so that in 11 per cent (2) of the comtinations

then, there was a noticeable amount of disagreement on level
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of responsibility. The 89 per cent of almost complete agree-
ment lends reliability to the findings that the non-readmission
group accept more responsibility at home.

The Source(s) of The Problem For Which The FPatient Vas
Hospitalized, and It's Relationship To Family Functioning

- To consider this aspect of the project the researcher

posed questions concerning what was most influential in the
development of the problem for which the patient was hospitali-
zed, the presence of any particular worry at home just pre-
vious to hospitalization, the length of the onset of the
illness, and other possible ways of ccping with the problem
without hospitalization. Questions were directed to both

the patient and his significant other.

Influential Factors in the ratient's Mheed for Hospitalization

The responses of the patients and their significant
others to what was the most influential factor in the develop-
rent of the problem for which the patient was hospitalized
are presented in Table 21 and Table 22 (on the following
page), respectively.

From Table 21 it is obvious that there is little
difference between the readmission and the non-readmission
grours on this variaﬁle. In terms of this research it is
important to note that 40 per cent (6) of the readmission

group and 33 per cent (7) of the non-readmission grouy saw
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TABLE 21

FROBLLEMS THAT HOSPITALIZLD FATILNTS,
AS REPORTED BY FATILNTS

R NR T

No. Per No. Per Noe. Fer

(n=15) Cent (n=15) Cent (N=30) Cent
Work 2 13.3 1 6.7 3 10.0
Individual 6 40,0 7 L6, 13 43,0
Family 6 40,0 5 33.3 11 370
Friends and
Neighbours 1 6.7 0, 0.0 1 33
CGther 0 0,0 2 13.3 2 6.7

¥ Mother" includes a car accident, and insurmountable
financial problems for a father of seven children.

family difficulties as the single most influential factor
in the development of the problem. This represents 37
per cent (13) of the sample, and family difficulties are
seen as the second most frequent prime factor in psychiatriec
hospitalization.

TABLE 22

FROBLEMS THAT HOSFPITALIZED FPATIENTS,
AS REFORTED BY SIGMNIFICANT OTHERS

R NR T

No. Per No. Per No. Per

(n=8) Cent (n=11) Cent (N=19) Cent
Work 1 12.5 2 18.2 3 15.6
individual 3 375 4 36.3 7 37.0
Family L 50,0 3 27.3 7 37.0
Friends and
Neighbours 0 0.0 0 0.0 0 0.0
Other 0 0.0 2% 18.2 2 10.4

* "other" includes a car accident, and insurmountable
financial problems for a father of seven children.

Similar to Table 21, Table 22 indicates little
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difference between the readmission and the non-readmission
groups on the most influential fgctor in the development of
the problem. And 37 per cent (7) of the total sample of
significant others saw family difficulties as the prime
factor in hospitalization. Therefore it ranked as equally
important as individual difficulties. This finding of the
importance of family difficulties as a prime factor in the
development of the problem for which the patient was hos-
pitalized is as expected.8

farticular Worry at Home Before the Patient
Was Hospitalized

As the percentages in Table 23 indicate, both
patients and significant others of the readmission group,
more often than the non-readmission group, stated that there

was a special problem at home before the patient was

TABLE 23

PRESENCE OF SprCIal. WOBRY AT HOME, AS REFORTLU
BY FATILENT AND SIGNIFICANT OTHER

B NE T

N No. rer No. Fer No. rer
Patient (n=15) Cent (n=15) Cent (N=30) Cent
Yes 8 53.0 6 40.0 14 Lé.5
No 7 47,0 9 60.0 16 53.5
Significant Other (n=8) (n=11) (N=19)

Yes n 50,0 3 27.2 7 37.0
No 4 50,0 8 72.8 12 63.0

: 8 See Sampson, "The Mental Hospital and Marital
Ties," p. 12 in Chapter I1I.
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hospitalized, though the finding is not statistically sig-
nificant. For the total sample of patients, 46.5 per cent
(14) of the patients and 37 per cent (7) of the significant
others stated that there was a particular worry at home Jjust
before the patient was hospitalized. This is as expected,
given the etiology of mental problems wlthin the family as

described in Chapter 11,

Worries Cited
For an outline of the worries mentioned by patlients

and significant others see Table 24,

TABLE 24

WORKILS AT HOME AS CITLD BY PATIBNTS AND
SIGNIFICANT OTHEES, BY PERCERTAGES

Fatient Slgnificant Cther
NR T NE T
(n 8) (n=6) (N=14) (n—4 (n=3) (K=7)
Marital Problems 25.0 16.7 21.4 0.0 33.3 14.3
Separation and

heeded Adjustment 25.0 16.7 21.4 0.0 0.0 0.0
Fear of Fhysically

Hurting Family 0.0 16.7 742 0.0 0.0 0.0
Difficulties with

Parent 0.0 16.7 7.2 0.0 0.0 0.0
Terminal Illness of ,

a Family lember 37.5 16.7 28.6 50.0 0.0 28&.6
Death of a Partner 12.5 0.0 762 0.0 0.0 0.0
Financial Problems 0.0 16.7 7.2 25.0 0.0 14.3
Threatened Family

Court 0.0 0.0 0.0 25.0 0. 14.3
filusband's wWorking

Situation 0.0 0.0 0.0 0.0 66.7 28.6

In Table 24 the patient's category with the highest
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percentage was "Terminal Illness of a Family Member," in-
dicating, perhaps, an inability to cope with life's crises.
The responses of 50 per cent (7) of the total sample of
patlients, five readmissions and two non-readmissions, were
specifically related to marriage;9 namely, marital problems
and separation and death. The loss of a significant other,
either emotlionally or physically, seems to leave no recourse
for some people, except hospitalization, as the individual
tries to learn to cope with his loss. Terminal illness of

a family member and a husband's working situation were the
worries cited most often by the significant other. Fifty-
seven per cent (4) of the worries cited by the significant
other were related to marriage and the family, namely,
marital problems, threatened family court and husband's

working situation.

Length of Onset of Problem and kays of Coping With 1t.

As indicated by Table 25, 93.3 per cent of the
patients and 89.5 per cent of the significent others felt

that the problem had been developing for sometime. This is

9 See Appendix C, for 2 letter to support the idea
of hospitalized patients having poor relationships with mates
and parents.
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TABLE 25

LENGTH OF ONSET OF FPROBLiM AS bXFRLESSED
BY PATIENT AND SIGNIFICANT OTHLR

B NR B

No. Per No. Per No, Per
ratient (n=15) Cent (n=15) Cent (N=30) Cent
Suddenly 0 0.0 2 13.3 27 6.7
For Scometime 15 100.0 13 86.7 28 93.3
Significant Other (n=8) (n=11) (N=19)
Suddenly 1 12.5 1 9.1 27 10.5
For Sometime 7 87.5 10 90.9 177" 89.5

% 2—22 6 Statistically Significant
#%  x2=11,82 Statistically Significant

a statistically significant finding. In almost every in-
stance the problem had been developing for sometime. Table
26 expands upon this finding.

Fatients and significaent others agreed that there

was no other way to have coped with the problem; hoscitalization

TABLE 26

Wikl THiKE OTHeh WAYS OF COFRING WITH THR FPROBLEM,
WITHOUT THE PATIENT'S HOSFITALIZATION?

R NR T
No. Fer No. Per No. rer

Patient (n= 15) ‘Cent (n=15) Cent (N=30 Cent
Yes 3 21.2 3 21.2 6 21.2
o) 11 78,8 11 78.8 22 76.8
Significant Cther  (n=8) (n=11)% (N=19)
Yes 2 25.0 2 20,0  4¥%¥2p.2
No 6 75.0 g8 80,0  14"""77.8

3 one subject in each felt that he could not resgond
¥ =9.,15 Statistically Significant
ik x2—5 55 3tatistically Significant
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was the only answer at that point. This finding is sta-
tistically significant. Seventy-nine per cent of the
patients and 77.8 per cent of the significant others saw

hospitalization &8 essential.lo

Wwhen people cannot cope
with a problem after an extended period of seeking answers
on their own, they turn to the hospital.

The 21 per cent (6) of the patients who gave al-
ternatives to nospitalization mede these comments: "Getting
away from my nusband; his drinking ig the problem."; iy
family should not have pothered me."; vguicide." and "My
sister and her family should have visited moxe often and
helped me when Mother was dying." Thus one person felt
family support would have helped while another found it
detrimental. Another subject saw the hospital as his salva-
tion.

The twenty-two per cent (4) of the significant
others who saw alternatives to hospitalization commenteds:
"He would have gotten over it at home."3; "The doctoxr should
have kept her off those pills. She was too doped up for
sex so I ran around. She was nervous and the pills didn't
help that." and “Ihe family doctor could nave looked after

it. She just needed time and interviews."

T0 see Sampson et al. Chepter 1I, page 12. The
authors suggest that hospitalization.is not the result of
the recognition of the mental illness of a family member but
rather the inability to cope wWith the behavior within the

family. Therefore this research project supvorts the findings

of Sampson et al.



93

Merits and Deficiencies of Hospital Treatment

To consider the merits and deficlencies of in-
hospital and post-hospital treatment, as experienced by the
patient and his significant other, the researcher asked
questions related to how helpful the stay in the hospital
was, how the hospital staff was helpful, how they could have
been more helpful, preparation of the patient and family for
the patient's discharge, maintenance medication to be taken

at home, and suggestions for service development.

Helpfulness of Hospital Stay and Hospital Staff

The patients'! responses to "How helpful was your
stay in the hospital?" are presented 1in Table 27. Table 26

has the responses of the significant others to the same gques-

tion.
TABLE 27
HELPRULNESS OF PATILNT'S HOSPITAL STAY,
AS EXPKESSED BY PATIeNT
B NR T

o, Per No Per No. Fer

(n=15) Cent (n=15) Cent (N=30) Cent
Very Helpful 7 46,7 10 66.7 17 570
Somewhat Helpful 7 Lé.7 5 3%.3 12 40,0
Not Helpful 1 6.6 0 0.0 1 3.0

As indicated in Table 27, 97 per cent (29) of the
patients thought that their hospitalization helped them at
lezst somewhat. This is a statistically significant finding.

1t indicates that patients generally perceive their
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hospitalization as a positive experience.

When asked "In what ways was your stay helpful or
not helpful?" the comments of the patients who chose'helpful'
included: "It gave me an opportunity to get away from the
situation, and time to mature."; "I realized that I wasn't
the only one with a problem and that other people's problems
are even worse."; "1 had a social worker and nurses to listen
to me."; "The structure of the hospital forced me to live
each day, namely to eat and sleep, and I hadn't been before.";
"] shared my problems with the other patients and they shared
theirs."; "I didn't drink for awhile."; and "I got a rest but
didn't solve my problem." The subject who chose “"not helpful"
said: "I couldn't sleep. The more erratic patients were
not separate from the rest. There should be more occupational
therapy so that not so much time is left to the individual.

I 4didn't like being herded and I felt watched by tours of
student nurses."
TABLE 28

WAS FATICNT'S STAY In HCSEITAL hbLrpPFUL,
AS ReorORTED BY SIGRIFICANLD OTHeR

E NE T
No. Per No. Per Noo Per
(n=8) Cent (n=11) Cent (N=19) Cent
Yes 5% 62,5 11%¥  100.0  16XF 84,0
No 3 37+5 0 0.0 37 16.0

¥ z=2,1¢ Statistically Significant
##  x2=F,9 Statistically Significant
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As shown in Table 28, 84 per cent of the signifi-
cant others thought that the patient's stay in the hospital
helped him and 16 per cent felt that it did rot. This is
statistically significant and in agreement with the findings
from the patient's responses that they themselves found
their hospitalization helpful.

Also, 62.5 per cent (5) of the readmission group
and 100 per cent (11) of the non-readmission group said that
the hospitalization of the patient helped him. There is a
statistically significant difference between these two
groups so that significantly more of the significant others
of the non-readmission group than the readmission group
thought that the initial hospitalization of the patient had
been helpful,

Slgnificant others who indicated "yes" in response
to the "helpfulness of stay" question commented: "He saw
the doctor mcre often than at St. Thomas."; "He seems to under-
stand himself better."; and "The doctor helped pin down the
problem to my job and moving so I got another job and things
are fine now." Those who said "no," that the hospital did
not help, noted: "He was too drugged." and “His stay in the
hospital was good for nothing. He still drinks. Nothing was

changed."

Helpfulness of Hospital staff, as Beported by ratient

As shown in Table 29 (on the following page) 42
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per cent (13) of the patients felt that it was the physician
who helped them the most during their stay in the hospital.
Fellow patients were found to be the most helpful with the
second greatest frequencye. The readmission group cited the
physician and fellow patients as most helpful almost equally

as often, while the non-readmission group said that the

TABLE 29

PATInKT'S IMPRESSLION OF WHC WAS MUST HelrFUL
TO RiMm DURING HIS HOSPITALIZATION

k NR T

NO % rer NO»  uu per NO rer

(n=15)" Cent (n=15) Cent (N=30) Cent
Fhysician 6 3745 7 46,6 13 L2.0
Nurse 2 12.5 1 6.7 3 9.7
Social Worker 2 12.5 2 13453 L 12.9
Fellow Patients 5 31.3 2 13.3 7 22.6
Orderly 1 6.2 0 0.0 1 3.2
Fsychologist 0 0.0 1 6.7 1 3.2
All 0 0.0 2 1343 2 bl

¥ one subject in each mentioned both nurse and Social
Workexr

=% one subject could not respond
physician was the most helpful three times as often as they
cited fellow patients. Wwhen asked in what ways they found
the physician helpful, eight subjects stated that it was
his talking #wothem, nis reassurance and straighforward
approach. Four found the drugs the physician prescribed most
helpful, while one patient stated: “"hHe gave good advice."

ratients who said that the nurses were "most

helpful" stated: "They talked To me, tried to help, and
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were understanding."; and "It was fun playing pool with the
pretty Oriental nurses."

The comments of those who found the social worker
most helpful included: T l1iked the way he talked to me 4"
and "He asked me to take some leadership position in the
patient's group. 1 didn't but it made me feel good to be
asked."

Some remarks of those who thought that fellow
patients were the most helpful to them were: "Seeing others
with the same problem Or worse gave e the desire to get
better."; "I liked sharing advice and realized that 1 would
have to help myself."; "I enjoyed group therapy. 1t gave
me & chance to relate to other patients.” and "Seeing others
with worse problems made me want to get out." While the
patient who chose the psychologist noted., "He helped by
talking to me and working out with me in the gym. I got
physically active and had the chance to release my pent=-up
emotions. He saw my wife and 1 together about one half of
the time." And the one who selected the orderly commented:
e explained hospital procedure and ward life to me., When
1 knew what was golng to happen I could relax and start to
get better."

In answer to the questlon, "In what ways could
others have been more helpful?" there were & great verlety

of answers. Some of the more general conments weres: "The
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staff should talk to you more...They should ask more personal
guestions to get us to open up more."; "There was too much
supervision. We felt watched."; "It would be nice to be
asked to do something rather than be ordered to do it.";

"The staff did not seem interested in us and made fun of

some of the patients in front of them."3 and "The Cruncil of
fatients should be continued."

Specific comments follow: "o, T, was awful. It
really seemed unpleasant. It's difficult to get gratifica-
tion when you're told to do something."; "Some professional
should explain what it means to have a nervous breakdown
and how long you're going to be in the hospital."; "Someone
should explain about meals and visiting and all that as soon
as someone is admitted."; "There should be someone to listen
to you--a father confessor sort of person."; "The moxre
disturbed people should be kept separate."; and "There should
be some discussion with patients about ad justment in soclety
and the stigma of mental illness." Two patients found
their communication in the hospital severely limited because
they spoke little knglish.

Numerous statements were related to the physician:
"I ywould have liked to see him oftener--three times a week
instead of twice."; "He should have seen me SOONEI. 1 was
in for five days before I saw a doctor." and "He should try

to understand deeper problems rather than just superficiel
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ones." One subject wanted to change physicians but was not
allowed to do so, While another said, "I couldn't talk to
the doctor; he didn't seem to listen; I couldn't communicate.
1 wanted another doctor but I didn't ask."

Scme of the patients could think of no ways that
the staff could have been more helpful and made the following
comments: "Everything was good."; "I have no complaints."
and "It was adequate.”
helpfulness of Hospital Staff, as Heported by

Significant Others
TABLE 30

SIGNIFICANT OTHRR'S IMFERSSION CF WHO WAS NCST HRLFFUL
TO FATIENT DURING HIS HOSPITALIZATICK

- NR T

No. Fer No. Per No. Pex

(n=8) Cent (n=11)" cCent (k=19) Cent
Physician 3 3745 5 54,5 8 47,0
Nurse 0 0.0 0 0.0 0 0.0
Social Worker 2 25.0 1 11l.1 3 17.7
Fellow lratients 3 375 1 11.1 [ 23.6
Fsychologist 0 0.0 1 11l.1 1 5.9
All 0 0.0 1 11.1 1l 5.9

*  two subjects could not say
The results presented in Table 30 are very similar
to those in the preceding Table. Both the patients and the
significant others said the physician was the orne who helped
the patient the most during the patientts hospitalization.
In both instarnces fellow patients viere cited as the most

helpful, after the physician. As with the patients, the
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significant others of the readmission group cited the physician
as the most helpful, equally as often, while the non-read-
mission group said that the physiclan was the most helpful

five times as often as they cited fellow patients.

When the significant others were asked in what ways
others could have been more helpful, their comments included:
"The doctor gave too many pills and I could never get hold
of him."; "I wanted to talk to the doctor to give him some
background. My husband came home on weekends, drank and
scared my kids. When he was back I called the doctor and
left messages, but he never called back. It is easier to
go to Moscow to the Kremlin, get tickets and see 5talin than
to see a psychiatrist." and "“As soon as one person is ad-
mitted, get someone to the home to get the facts of his 1life
and childhood and to see how the family is managing without one
member., There should also be some follow-up to check pro-

gress after discharge."

Preparation for Discharge

Headiness for Discharge

Table 31 (on the following page), indicates that
there is little difference, between the readmission'and non-
readmissionr groups on feeling of readiness to go homej; 77
per cent (23) felt ready to leave the hospital when discharged.

Comments on this question included: "I wanted to get back to
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TABLE 31
HOw RiEADY p~TILRNT wAS TO GO HOME, AS nkPOETLD
BY FATI=NT AND S1IGRIPICaANI CTELRR
A NE i
No. rer No. rer NOo. Per
Patient (n=15) Cent (n=15) Cent (N=30) Cent
Very Ready 11 73.5 12 §0.0 23 7740
Somewhat Ready 3 20,0 3 20.0 6 20.0
Not Ready 1 6.5 0 0.0 1 3.0
Significant Cther (n=8) (n=11) (N=19)
Definitely Ready 4 50,0 8 7247 12 63.0
Seemed Leady 2 25.0 2 18.2 L 21.0
hot Eeady 2 25.0 1 9.1 3 16.0

my family and the routine."; "I felt able to look after the
kids,."; "Some of the new patients were starting to bother
me."; and "I was still disturbed and went to St. Thomas
after my second hospitalization at 1.0.D.L."; "I was appre-
hensive about being accepted."; "I wanted to go back to apply
for a job promotion, I did, but 1 didn't feel well enough."
As shown in Table 31, 63 per cent (12) of the total
significant others felt the patient was ready to come home.
Fifty per cent (4) from the reazdmission group and 72.7 per
cent (8) of the non-readmission groupn felt the patient was
ready to come home. This 1is not a statistically significant
finding but it does irdicate a trend. As an afterthought,
more of the significant others of the readmission group
feel the patient was not ready to come home.

Comments of the significant others incliudeds: "He
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seemed better and more relaxed."; "She could take care of the
kids."3 "1t was proven; she never went back." and "She stayed
five days longer than the doctor saild, till she knew she was
ready." "She was alright for awhile, but then got worse and
had to go back."; and "It took her awhile to adjust to living
with the family.” ; "He went back to drinking soon so he
wasn't better." and "He was still sick; he should have gone

to the clinic from the hospital rather than from the home."

Person Suggesting Discharge
As indicated in Table 32, it is the physician who
suggests the patient's discharge in 60 per cent (18) of the

discharges. This is a statistically significant finding,

TABLL 32

FATIoNI'S BolCORT COF wHC SUGGESTED HIS DISCH&EGE

R NR T
No. Per No. Per No. rer
(n=15) Cent (n=15) Cent (N=30) Cent
Self 6" 4040 3H 20.0 9* 30,0
Physician 7 46.5 11 73,0 1% 60.0
Mutual 2 13.5 1 7.0 3 10,0

% z=2,50 Significant
#% g=] ,25 Not Significant

The physician suggests the discharge twice as often as the
patient suggests it for himself. The physician was the only
staff person recommending discharge. Of the 30 per cent (9)

of the patients who suggested their own discharge, L0 per cent
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(6) were readmissions and 20 per cent (3) were non-readmis-
sions. This is not statistically significant but suggests
perhaps that readmissions are anxious to get out, possibly

because they had been hosgpitalized for a longer time.ll

Staff Preparation of Patient for Discharge

In Table 33 below 46.5 per cent (14) of the patients
had scme discussion regarding their discharge with the
physician. An almost equal percentage, 43.5 per cent (13) had
no discussion with anyone. Cf the readmission group, 33.3

per cent (5), and of the non-readmission group, 60 per cent

TABLE 33

STAFF DISCUSSIUN WITH IEbL FATIENT RRGAEDING DISCHAKGL

R NR T
No. ., Fer No. . Per ho. Fer
(n=15)" Cent (n=15) Cent (N=30) Cent
Fhysician gEE 33.3 g¥ 60.0 14 46.5
Social Worker 2 13.3 2 13.3 b 13.3
Group Therapy 1 6.7 0 0.0 0 0.0
Staff o 0.0 1. 6.7 2 6.7
hone 9*¥%¥ 60,0 EEE 26,7 13 3.5

* Subjects in both groups cited both Physician and Social
- Worker.
#%  z=1,59 Not significant
*®¥wk z=],94 hot significant

(9) had some discussion with the physician. This is not a

statistically significant difference, but it suggests an

1l see Appendix D,
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important trend. Would more preparation of the patient for
discharge, on the part of the physician, increase the likeli-
hood of the patients remaining in the community?12 What
reinforces this suggestion is the fact that nine of the read-
mission group and four of the non-readmission group got no
preparation whatever for discharge. This finding approaches
statistical significance and is deserving of consideration.
Those patients who discussed their discharge with
a staff person covered such topics as job, home, marital
partner and children, medication, the desire for discharge and

day-care.

Frepsration of Family for Patient's Discharge

Wwhen the former patient was asked what discussions
the staff had had with his significant other before his dis-
charge, four said the physician talked to his familyj; seven-
teen said there was no discussion and eight did not know.
There was no statistical difference between readmission and
non-readmission group reporting of family involvement in the
discharge process. For the four who saw a physician and the
seventeen who had no discussion, z=4.4. It is therefore
statistically significant that fourteen per cent (4) of

significant others spoke to a physilcilan wnile fifty-seven

12 gee Chapter I1I for several references lending
support to the idea that aftercare helps to sustain com-
munity tenure.
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per cent (17) of the significant others received no prepara-=
tion or instructions regarding the patients' discharges.

When significant others were asked what consulta-

tion they were given regarding the patients' discharges, seven

of the readmission group and eight of the non-readmission
group said they received nonej; namely, 79 per cent (15)
received no preparation or instruction, while 21 per cent
(4) 4id recelve some. This is a statistically significant
difference. MNost families received no preparation for the
patients' discharges. When the physician did speak to the
significant other, he discussed medication, going honme, and

the family helping more at home.

Medication at Home

When they returned home, 90 per cent (27) of the
patients were given some medication. This is found to be
statistically significant with a proportions test. Most
patients are given medication to helpr them in their ad just-
ment to home and societye.

As indicated in table 34, one person did not take
the prescribed medications all the rest took what was sug-
gested. Of those who took the medication, 33.3 per cent (9)
discontinued it of thelr own accord while 63 per cent (17)

took it as long as they were supgosed to. There was a
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TABLE 34

HOW LG [He PATILNT CONTIkULD TO TAKe kiBDICATIUN

R NH T
hO . rer No. ker No. Fer
(n=14) Cent (n=13) Cent (N=27) Cent
As long as supposed to 10 71.5 7 5440 17 630
As long as needed 4 28.5 5 3645 9 333
Not at all 0 0.0 1 75 1 37

greater percentage of readmissions than non-readmissions who
continued to use the medication.

From Table 35 of those who took medication, 73.3
per cent (19) felt that the medication was at least somewhat
helpful; 26.7 per cent (7) felt the medications were not

helpful. This is statistically significant.

T4BLE 35

EOW HoLPFUL The PATIekES FOUND THe MeUICATION

R NR T
No. Per Noe. Per No. Fer
(n=14) Cent (n=12) Cent (N=26) Cent
Very Helpful 6 43.0 5 41.7 11 42.5
Somewhat Helpful 4 28.5 L 33.3 8 30.8
Not Helpful L 28.5 3 2540 7 26.7

Thus a significant number of patients find the
medications helpful in adjusting to home. There 1s no dif-
ference between the readmission and non-readmission groups.
The comments of those who took the medication included:

"1t helped me to relax so it was easier for the family to

be with me; and I felt I was doing what the doctor asked and
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this gave me confidernce that I would get better."; "I'm
high-strung without ity "I felt 1 was in another world.
1t was a cop out but I did rely on them."3 "I got a shot
one day and felt sick for four days, but then was fine for
a week. 1t gave me some bad side effects, and ups and dowunse";
“Ihere's a lot you have to do for yourself. Iedlcation
can't do everything."; "They nad no effect on my condition.
They relaxed me physically rather then mentally."; "You
can't take a>pill to feel happy."

Of the significant others, 84 per cent (16) said
that the patient took some medication at home. This figure
agrees with the percentage of patients who said that they
were taking medication. Those who said the patient was
taking medication made these commentss: “Tt helped to keep
ner relaxed and calm."; "It made him drowsy so he slept
during the day and then cou'dn't sleep at night."; and "The

drugs mean she can stay at home, and not in the hospital."

Patients! and Significant Others' Suggestions

The final question asked of both the patient and
his significant other was: "A4s you look back on it now, do
you think that there are other services oOr instructions that
might have been helpful to you when you were leaving the
hospital?"

13
Patients gave the following suggestions:

13 see also Appendix C.
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-"Day-care should have been available at the
hospital soconer."

-%The doctor should see a patient as soon as he
comes in rather than wait two or three days."
and "I only saw the doctor twice 2 week. 1t
was not enough. He should talk to you longer
and three times per week,”

-"Passing time was = problem. Occupational
therapy is not enough to fill the time., Wwork-
ing outside on the grounds was good for me."

-"IMy problem was that I didn't think my parents
loved me as much as my sister. Wouldn't the
family therapy that they talk about in psychol-
0ogy books have helped us?"

~"The staff should have given us more encourage-
ment "

-"1 would heave liked to talk to the doctor when
I was leaving."

-"There should be some follow-up during and after
hospitalization. The social worker should get to
the family as soon as the patient is admitted to
the hospital."

Suggestions of the significant others included:

~-"There should be more follow-up so the patient
does not end up going back a second time. They
should be able to see the doctor socner and more
often."

-"They should continue group therapy."

-"There didn't seem to be any follow-uv. I
thought someone would have asked to talk to me
[sister who azdmitted patient]. The doctor spoke
to me only once on the phone. There shculd be
more family involvement."

-"There should be persons on staff rather than a
doctor or a nurse, who are authority figuxres, in
whom the patient can confide."

-"No follow-up is needed. He would have felt sick
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if someone from the hospital had called."

Family Involvement in Treatment
To consider family involvement in the in-hospital
and post-hospital treatment, as experienced by the patient
and nhis significant other, the researcher asked questions
about how the family reacted toward the vatient after nis
hospitalization, visiting home and returning home, the
presence of other emotional problems in the family and family

involvement in treatment.

Family Beaction to the ratient After his Hospitalization

Both the patient and his significant other were
asked if the family reacts any differently toward the patient
row, as compared to before his hospitalization. The re-

sponses are reported in Table 36.

TABLE 36

LOns FARILY REACT ANY DIFFLERENTLY TC PATInKT KOW?

B MR T
) No. rer Ko. rer No. Fer
Fatient (n=15) Cent (n=15) Cent (N=30) Cent
Yes 7 47.0 6 40.0° 13 43,0%*
NoO 8 53.0 9 60.0 17 57.0
Significant Other (n=8) (n=11) (N=19)
Yes 3 37.5 2 18.0% 5 26.,0%%

3*

z=1.29 bot Statistically Significent
#%  z=1,21 Nhot Stztistically Significant
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Of the patients, 57 per cent said "No," the family
did not react differently, while 74 per cent of the signifi-
cant others said the same. 1t seems that the significant
others see themselves as reacting less differently than did
the patients, though it is not a statistically significant
difference. The idea that more of the significant others of
the non-readmission group see€ themselves as reacting no
differently to the patient, relates to the fact that more
(72.7% versus 50%) of the significant others of the non-
readmission than the readmission group, as an afterthought,
felt that the patient had definitely been ready to comeé home
and so would react to him with this in mind.

The researcher observed with interest, some of the
reactions of the interviewees when this question was asked.
Some patients and significant others said, "Yes" with pride,
while others gave a very defensive "No." Some of the com-
ments of those patients who said "yes" included: "They show
more concern and understanding."'; "We get along better and
the family doesn't preach anymore.'; "Arguments start easier
but pass more quickly."; "They treated me like a stranger."
and "They seemed to resent me and lectured me." Significant
others said: "We're ﬁore friendly and like him mcreé now
that he doesn't drink so much."; "we're more careful to
avoid friction and criticism of each other."; "1 consciously

avoid suggesting doing things with him."3; and "We have to
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change our ways and attitudes so that it won't happen again."

Visiting Home and Beturning Home

Frequency of Visits Home
There is no statistically significant difference
between the groups on the frequency of visits home. However,

more non-readmissions make no visits whatever. This is

TABL: 37
FREQUENCY OF PATILNT'S VISITS HOME
R NR T

No. Per NO. rer No. Fer
(n=15) Cent (n=15) Cent (N=30) Cent

One Day FPer Week 2 13.3 2 13.3 L 13.3
One to Two Days

Per Week 11 734 7 46.7 18 60,0
More Than Two Days

Per Week 0 0.0 1 6e7 1 3ol
Not At All 2 13.3 5 33.3 7 2343

partially explained by the shorter hospitalization of the
non-readmission group, and the fact that those who are in
for five to ten days do not usually come home because the

time is too short.

Helpfulness of Visits Home

As shown in Table 38, 87 per cent (20) of the
patients who visited home during their hospitalization found
these visits helpful to them. This 1s a statistically signifi-
cant finding. There was no difference between the readmission

and non-readmission groups on whether or not they found the
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TABLL 38
WEEE THe VISITS HOMB BElLPFUL?
R NR T

No. Per No. Per No. rer

(n=13) Cent (n=10) Cent (N=23) Cent
Yes 11 84,5 9 90.0 207 87.0
No 2 15.5 1 10,0 3 15.0

# x2=15,7 Significant

visit home helpful. Those who found the visits home helpful
made the following statements: wIt made me aware of what
living outside the hospital was likeo"3 "I could see the
differences in the relationships at home." and "I realized
that I was more haprny at home with my family than in the
hospital." One subject who said "No," that the visits were
not helpful, stated: "I felt that going home was going back

to a trap and I wasn't ready to go back."

Consideration of Living Arrangements

Table 39 indicates a very statistically significant
finding. Without exception the significant others stated that
they did not consider alternate living arrangements for the
patient. A further poinf is that there was almost perfect
agreement betweeh the patient and the éignificant otﬁer.
Three out of four patients who said that they had considered
other arrangements did not have a significant other inter-
viewed, so that only 1in one instance did the patient and

significant other disagree. The fact that little consideration
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DID PATIENT CONSIDER LIVING ANYWHERE BUT AT HOML?

R NR T
No. Per No. Per ho. rer

ratient (n=15) Cent (n=15) Cent (N=30) Cent
Yes 3 20.0 1 6.7 L 13.0
No 12 50.0 14 933 26 67.0 |
Significant Cther (n=8) (n=11) (N=19)

Yes 0 0.0 0 0.0 0 o.oj
No B 100.0 11 100.0 19 100.0

# Statistically Significant
was given to alternate living arrangements suggests that any
femily problems were not extreme enough to cause family dis-

integration.

Presence of Other kmotional Problems in Family

As indicated in Table 40, 77.8 per cent (14) had

no other emotional problems 1in the family that required that

TABLE 40

PRESENCE OF BROTICKAL rROBLEM 1k FAMTLY ,
ShESIDES Ik IDENTIFInD kaTlibNT

54 NR T
No. Fexr No. rer No. rer
(n=8) Cent (n=11)"  Cent (h=19) Cent
Yes 3 37.5,,. L 10,0, 4T 22,2
NoO 5 62.5:\' 9 90.01...— 14*1«'7: 77.8

% no response from one subject
#%  g=1,42 Not Simgnificant
xw®  x2=5,55 Statisticdlly Significent

person to have professional help. This is a statistically
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significant finding. Of the readmission group, 37.5 per cent
(3), and of the non-readmission group, 10 per cent (1), had
another member of the fémily, besides the patient, who had
an emotlional problem. This finding is not statistically
significant but suggests a higher degree of disruption in the
families of those who have admlissions to the hospital sub-

sequent to the first hospitalization.

Family Involvement in Treatment

Of the patients, two from the readmission group
and one from the non-readmission group said that their
family was not at all involved in their treatment, while of
the significant others, one of the readmission group and
three from the non-readmission group said that they were not

involved in the patient's treatment.

rFatients' Perceptions of Family Involvement in Treatment

As indicated in Table 41, (on the following page),
89.5 per cent (17) of the readmission group and 52.9 per cent
of the non-readmission group saw involvement in treatment as
visiting, showing concern, offering encouragement, and send-
ing cards or bringing gifts. 3Such activities are expected
aspects of life and are not defined as therapeutic in a
strict "treatment" sense, though they are necessary to de-
velop and maintain the patient's positive attitude toward

life, and his relationships. We visit, send cards, and offer
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TABLL 41

WwAYS I WHICH FATIELL FLLY FAMLILY
WAS INVOLVLD IN ThiaTmednT

R NE , T
No., , Fer ho., . Fer No. rer
(n=15)" Cent (n=15)" cent (iN=30) Cent
Visited 12 63.0 8 L4740 20 5545
Showed Concern 5 26.5 1 5.9 6 16.7
Saw pPhyslcian or s s
Social Worker 2 10.577 7 41,2 9 25.0
Joint Sessions 0 C.0 1 59 1 2.8

¥*

each vatient stated all ways
#% z=2,13 Statistically Significant

encouragement on many occasions besides when a friend or rele-
tive is hospitalized. The most important statistically sig-
nificant finding from Table 41 is that 41 .2 per cent (7) of
the significant others of the non-readmission group saw the
physician or social worker, while 10.5 per cent (2) of the
significant others of thé rezdmission group did this. And
further, in one case an interviewee from the nor-readmission
group and his wife were seen jointly for a series of sesslons.
The significant others of the non-readmission group Were more
involved in treatment.
Significant Others' Ferceptions of Family lnvolvement
in Treatment

The pattern in Table 42 (or the follo: ing page) 1is

not so striking as that in Table 41, Visiting was again the

ma jor means of involvement. And more significant others of
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TABLE 42

WAYS I WiHICH SIGHKIF1CANT OTHoR FLLT FAKMILY
Was 1NVOLVED Il rAT1ERT'S THEATHMLNT

R NR T
No, Per No. Fer No, rer
(n=15) Cent (n=15) Cent (N=30) Cent

Visited L 44,7 1§ 57.0 12 34,7
Showed Concern 1 11.1 1 11.1 2 8.7
Saw rhysician or

Social Worker 3 33.3 5 36.0 8 34.9
Attended Clinic

Meetings 1 11.1 0 0.0 1 11l.1

the non-readmission group than of the readmission group saw
the physicisn or the social worker, though this 1s not a

statistically significant finding.

Desire for Increased Family Involvement
A statistically significant number of the patients

(66.6%) 4id not want their family more involved in their

TABLE 43

SHOULD FAMILY Br MOnk INVOLVED IN FATIENI'S THRALKLNT?

. H NR T
' No. Per No. Fer No. Fer
Patient (n=15) Cent (n=15) Cent (N=30) Cent
Yes b 26.77 3 20.0 7 2347
No 9 60.0 11 73.4 20 66.6""
Did Not Know 2 13.3 1 6.5 3 10.0
Significant Other (n=8) (n=11) (N=19)
Yes 5 62.5% L 3644 9 Lg.o
No 2 25.0 Ly 36.4 6 31.6
Did lNot Know 1 12.5 3 27.2 4 20.4

*  z=1,.72 Not Significant
*%  z=2.75 Statistically Significant
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treatment. However, there was no statistically significant
difference, for the significant others, on whether or not they
wanted to be more involved in the patient's treatment. Forty=-
eight per cent of the significant others wanted to be involved
in the patient's treatment, while only 23.4 per cent of the
patients wanted family to be involved in trestment. This was
especially true for the patients and significant others in the
readmission group. The fact that 48 per cent of the signifi-
cant others wanted to be more involved in the patient's
treatment suggests this is an untapped resource that should be

further explored for its potential usefulness.

Use of Aftercare by pratient and his Family
As indicated in Table 44, the readmission group

used the aftercare services more frequently then did the

TABLL 44

APTERCARE AS SUGGESTLED TO AND USLD BY raTlblT (n=15)

R NR
Offered Used Uffered Used
Day Care 2 3 2 1
Visits to Fhysician 7 8 6 5
Social Work Services 1 1 2 0
Group Sessions 6 6 3 1
Family Counseling 0 0 2 0
Referral to Community
Agency 0 0 2 0
Home Visits 0 0 1 0
Qutpatient Occupational
Therapy 0 0 1 1
Fublic Health Nurse 2 2 0 1
Family Doctor 0 0 2 2
See Fsychologist 0 0 1 1
TOTAL 20 20 22 12
None > 3 6 6
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non-readmission group who seem to try to manage more on thelr
own. The services offered and used were almost entirely in-
dividuzal services rather than family services. When the sig-
nificant others were asked what aftercare services were

offered to the family, twelve replied that there had been
nothing, while two gave the public health nurse, and one each
said the family doctor, the Connaught Clinic, and the psycholo-
gist. Two significant others were offered visits to the
physician and one was offered social work services. The public
health nurse, the psychologist, the Connaught Clinic, and the
family doctor were the only services used. Thus, the famlly

was not involved in the patient's aftercare,

Findings from the Interviewer's Comment Schedule

This section will include a brief report of the
interviewer's appraisal at the conclusion of the interview
with the patient and his significant other. The researcher
feels that this appraisal is relatively unbiased on the read-
mission-non-readmission variable since she did not consult
her information from Schedule II before each interview and
so had no idea whether she was interviewing a person who had
any subsequent admissions. It will be noted that the questions
in the interview schedules with the patient and his signifi-
cant other referred only to initial hospitalization so that
in most instances readmission was not menticned during the

interview,
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Interviewer's Appraisal of Patient's and Significant
Other's Attitude toward Each Other

From Table 45, most of the patients and significant
others in both the groups were seen, by the resesrcher, to
have at least somewhat positive feelings toward one another.
There are no statistically significent differences between

the readmission and non-readmission groups. However it seems

TABLE 45

INT-RVIEWRR'S APFRAISAL OF INTERVIEWRE'S FRELING

Patient Toward Significant Other

Significant Other Toward ratient

R NR 31 MR

Very Fositive 2 6 2 5
Somewhat FPositive 7 7 2 6
Neutral 1 2 L 0
Somewhat Negative 2 2 0 0
Very Negative 2 0 0 0
No Indication 1 0 7 4

that the researcher perceived both patient and significant
other in the non-readmission group as MOre often having gosi-
tive feelings towaxrd one another than was the case with the
readmission group. <The findings, then, are similax to those

reported under the present functioning of the patient.

Attitude of Patient and Family Toward Hospital
Under attitude of pstient and his family toward the
hospital the researcher felt that 46.5 ver cent (14) respected
and appreciated the hospital function; 40 per cent (12) re-

spected the hospital and personnel in general, but had some



4

120.

criticisms; 6.7 per cent (2) were not impressed with the
hospital but accepted its potential usefulness; and 6.7 per
cent (2) gave no indication whatever. There were no signifi-
cant differences between the readmission and non-readmission
groups. It would, however, be statistically significant that
86.5 per cent (26) respected the hospital, with or without
criticism.

Attitude of Patient and Significant

Other Toward Interview

llost of the patients and their significant others

were frierdly toward the interviewer and answered the ques-

tions with interest. The rest agreed to the interview wWith

TABLE 46

AP LPTTUDE OF PATInND AND SIGhIFICANT
OTHER TOWARD IMToBVILW

Patient Significant Cther
R NR R NR
(n=15) (n=15) (n=%) (n=11)
Friendly 7 9 5 9
Neutral 7 5 3 2
nostile 1 1 0 0

hesitation, but answered most of the guestions and Were, at
the conclusion, guite surprised at how non-threatening the
experience had been. Only two patients were guite hostile
toward the interviewer during the interview, and the hostility
was confined to subtle remarks and refusal to answer some

gquestions.
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Interviewer's Comments
In the process of interviewing the researcher happened
upon some interesting thoughts, some of which follow:

-There were several people in the sample who spoke
almost no English. The interview was possible with an inter-
preter., There were, however, requests for some staff to in-
terpret for them in the hospital. Discussion with the
physician was limited because of the language barrier, and
the idea of the therapeutic milieu is loste.

-There were several people who were either in a
crisis situation at the time of the interview or felt that a
crisis was approaching. The researcher made two definite
referrals, aided in the placement of four children with the
Children's Aid Society at the time of crisis, and offered
referrals in three more situations. These last three offers
were refused because of other agency involvement and a sense
of frustration with the problem.

-There seemed to be quite a few people employed 1in
factories and "on the 1line" at the car plants. How 1is this
related to problem development, and to the number of "un-
locatables" who might be very translent? How does the type
of work and keeping that type of job effect the family and
the problem for which the patlent was hospitalized?

-My definition of family presents some difficulties.
For example, if it was on the record that a patient who was
thirty-five years old returned to live with hils mother,
there was no way of knowing whether the woman was fifty-five
or seventy-five years old. In the case that she was the
elder, the possibility of her involvement in treatment would
be more limited.

-One subject of the non-readmission group was
interviewed in the hospital. He had been in the community
for two years and was hospitalized about the time of the
studye.

-The purpose of the research was difficult to ex-
plore because of the limited amount of femily work done during
or after hospitalization.

~-The researcher noted that she seemed to be driving
to one part of the city more often than the others, and so
prepared the map presented in this chapter.

4
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Summary of Besearch Findings

This summary is presented in the same format as

was the information in the body of the chapter,
Findings Related to the Sample

Because the sample is representative of the popula-
tion and the respondents are representative of the sample on
the variables of age and sex, then, the respondents are rep-
resentative of the hospital population at least on these
variables. The researcher has therefore assumed that her
findings can be generalized.

Comparison of the general characteristics of the
readmission and non-readmission groups in the sample indicated
that the use of the ex post facto research design was valid
for this study.

It was found that the sample was not evenly dis-
tributed throughout the eight wards in the city. There was
s concentration of the sample in Ward 1 and Ward 5. This
suggests that these may be "high risk" areas for the develop-

ment of problems necessitating hospitalization.

Findings from Interview Frocess

Fresent Level of Functioning of the Patient

Both patients and significant others, in general,
feel that they get along with each other, both in the conjugal

and parental family situations.
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The area of sexual compatibility clearly differen-
tiates the readmission and non-readmission patients. More of
the non-readmission patlents get along adequately or better,
sexually, with their mates. The pattern for significant
others responses to this question is not so distinct but it
is interesting that two of the three patients who said they
get a2long less than adequately, sexually, with their mate,
refused to have that mate interviewed.

Most patients spend at least some time with thelr
families; the non-readmission group does SO mOre oftenn than
the readmission group. In spending more time together the
non-readmission families share working and playing, while
readmission families often only eat and sleep in the same
house.

Therefore the non-readmission group is functioning
somewhat better on one varisble, sexual compatibility, and
somewhat better on enjoying time and activities with the
family. In all other aspects reported in this section the

two groups are similar.

The Patient's Functioning Before his Hospitalization

The significant finding under employment was that
significantly more of the non-readmission grouv got along
okay or better with the people where they worked.

More of the patients from the non-readmission

group said that they took responsibility at home at least
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often. Though not statistically significant it indicates a
strong trend that is supported by the responses of the signifi-
cant other. J3ignificantly more of the significant others of
the non-readmission group said that the patients functioned
with sole responsibility for their roles in the family be-
fore hospitalization; while significantly more of the read-
mission grouv sald that the patients functioned with no
responsibility for their roles in the family before their
hospitalization. Correlating patient's and significart
other's responses indicated agreement, within one point, most
of the time. This lends reliability to the finding that the
non-readmission group takes more responsibility at home,
before hospitalization. |

Source of FProblem for which Patient was Hospitalized
and It's Relationship to Family Functioning

The most influentizl factor in the patient's hos-
pitalization, as stated by the patient, was individual dif-
ficulties. The second most influential factor was family
difficulties. Significant others gave individual difficul-
ties and family difficulties equally often. Thus family
difficulties is an important factor in hospitalization,
though not a statistically significant one.

Approximately one-half of the patients and one-
third of the significant others said that there was a special

worry at home before the patient was hospitalized. Though
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not statistically significant it underlines the fact that
family difficulties are definitely a factor in psychiatric
problems.

Most vatients and significant others said that the
problem had becn developing for sometime and that by the time
of hospitalization there was no other way of coving with the

problem.

Merits and Deficiencies of Hospital Treatment

Vost of the patients and the significant others
felt that the patient's hospitalization was helpful. Sig-
nificantly more of the significant others from the non-read-
mission group said this.

Both patients and significant others felt that the
physician was the person most heloful to the patient. Fellow
patients ranked second as most helpful.

Most patients and significant others felt that the
patient was ready to come home. Of the significant others,
however, the readmission group was less certain than the
non-readmission group about the patient's readiness. Most
often it was the physician who suggested discharges; in fact,
he was the only one, besldes the patient himself, to 4o SO.

The physician discussed discharge with the patient
for one-half of the subjects interviewed. And more of the

readmission group than the non-readmission group received no
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preparation for discharge. The patients reported that very
seldom did the family see the physician and that more often
than not the family receilved no preparation for the patient's
discharge. The significant others agreed that most often
none of the hospital staff discussed the patient's discharge
with them.

Most patients were given medication to use at hone,
and they took the medication glven to them, at least for
awhile. Most of those who took medication found it helonful.

The suggestions of the patients and their signifi-
cant others regarding treatment and the hospital were related
to ‘the topics covered in this section, and can be referred

to 28 necessary.

Family Involvement in Treatment

Patients and significant others agreed that more
often than not the family reacted no differently toward the
patient after his hospitalization. The significant others
said this more often than did the patient, but the finding was
not statistically significant.

Most patients visited home at least one day per
week during the last half of their hospitalization. Of
those who visited home most found that the visit was helpful.

Tt is statistically significant that most of the

patients and none of the significant others conisidered no
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alternate living arrangements for the patient when he was
leaving the hospital. Where there was a famlly problem, it
was not great enough to cause family disintegration.

Both patient and significant other saw the family's
ma jor form of involvement in treatment as visiting and show-
ing concern. However, there is a statistically significant
difference between the resdmission and non-readmission group
of vatients on the number of times that they saild the family
talked to the doctor or social worker. This differentiation
is not supported by the significant others, to a2 significant
degree., Most patients did not want their family more in-
volved in their treatment, while many significant others
wanted to be more involved 1in treatment, The famlly was

not involved in the patient's aftercare.

Findings from the Interviewer's Comment Schedule

Though the findings of the researcher from Schedule
V were not statistically significant in differentiating the
readmission and non-readmission groubps; they supported the
trends from the interviews with the patient and his signifi-
cant other. And, it was indicated that most of the sample

was neutral, if not friendly, during the interview.



CHAPTEE V

CONCLUSIONS AkD RioCOMMELDATIONS

The researcher began this research in order to seek
support for her hypothesis that a2 patient whose famlly 1s
involved in any treatment, either during or after the patient's
hospitalization, or both, will be less likely to be readmlitted
then a patient whose family has no such involvement; as well
as to gather mzterial about the hospital experience as
perceived by the patient and his significant other. Two
groups of fifteen former patients each, one with subsequent
admissions to the psychiatric facility, and one with no
such subsequent admissions within eighteen months after
the initial discharge, were interviewed. Where possible

a significant other was interviewed as well.

The Major Findings

The major findings are reviewed under the same
organization as they were presented in Chapter IV,
Present Level of Functioning of Former Fatient
liost patients and significant others, in both
conjugal and parental famlilles, indicated that they got along
adequately or better with one another, However, the more
intimate variable of sexual compatliblility differentiated the

readmission and non-readmission patients. The non-readmission

128
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ones get along better with their mates now, than do the
readmission ones. There is no significant difference between
the two groups on the amount of time spent with family, with
friends and alone. However, it does seem that the non-readmis-
sion group spends more time with the family, and that they
spend this time sharing more closely.

Patient's Functioning Before his Hospitalization

The questlons related to employment did not differ-
entiate the two groups, except on how well the patient got
along with the people where he worked prior to his initial
admission. Significantly more of the non-resdmission than
the readmission group got along okay or better with the people
where they worked,

There was a trend for more of the catients from the
non-readmission than the readmission group to irndicate that
they took responsivility for their role at home at least often
before their intital hospitalization. This trend was supvorted
by two statistically significant findirgs from the sigrificant
others., DMore of the significant others of the non-readmission
group sald that the patient functioned with sole responsibility
for his role, while more of the readmission group said that
the patient functioned with no responsibility for his role
in the family before he was hospitalized,

It would seem that on the variables of getting along
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with fellow workers and taklng responsibility at home for
one's role, the functioning of the readmisslion group was

more impaired at the time of hospitalization than was the
functioning of the non-readmlssion groupe.

Sources of Problem for which Patient has Hospitalized
and Their Eelationship to Family Functioning

Family difficulties was given as the most influential
factor in the patient's hospitalization by both patient and
significant other only slightly less frequently than weré
individual difficulties. Thus family difficulties emerge as
an important factor in nospitalization. As well, one-half
of the patients and one=-third of the significant others said
that there was a particular worry at home just before the
hospitalization. Thelir worries included marital problems,
and death and illness in the family. The problems had most
definitely been developing for sometime, as reproted by .
both the paetient and his significant other.

Merits and Deficiencies of Hospital Treatment

Both patients and significant others said that they
felt that the patient's hospitalization heloed him. Signifi-
cantly more of the significant others of the non-readmission
group said this. Physicians and then fellow patlents were
cited by vatients and significant others &s most helpful.
Most of the patients ard the significant others felt that the

patient wes at least somewhat ready to come home when he left
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the hospital. However, the significant others of the readmis-
sion group were somewhat less certain about the patient's
readiness to come home. More of the readmission than the
non-readmission group said that they received no preparation
for discharge, in terms of discussing ad justment, job and
nome with a member of the staff. The patients and significant
others agreed that in most cases the staff did not discuss the
patient's discharge with the family.

Family Involvement in Treatment

Both patients and significant others stated that more
often than not the family reacted no differently toward the
patient after his hospitalization. Patients found visiting
home during their hospitalization helpful. Only infrequently
was a 1iving arrangement, alternate to coming home, considered
for or by the patient,

Both the patient and his significant other saw the
ma jor form of the family's involvement in treatment as
visiting and showing concern. However, significantly more of
the significant others of the non-readmission group talked
to the physician or social worker, as re«ported by the patient.
Therefore, the family of the non-readmission group was more
therepeutically involved, as perceived by the pastient, than
was the family of the readmisslion group. There is no difference

between the reports of the significant others of the readmission
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and non-readmission groups on this point.

Original Research Hypothesis

HKesearch Hypothesis:
A patient whose family is involved in
any treatment, either during or after the
patient's hospitalization, or both, will
be less likely to be readmitted than a
patient whose family has no such involvement.

The hypothesis proved to be difficult to test
because of the limited amount of family involvement 1in
treatment. However the findings related to what limited
involvement there was are summarized below,

Both the patient and the significant other perceilved
their major form of involvement as visiting and showing
concern, The only findlng in this area that statistically
differentiates the readmission and non-readmission groups was
that more of the patients in the readmission group reported
that their significant other saw the physician or socizal
worker. Therefore the hypothesis 1is supported by this finding.
There was no difference between the readmission and non-read-
mission groups when 1t was the significant other reporting
on his involvement.

The lack of agreement between the patient and his
significant other is difficult to explain. Of the readmission
group, in one instance the two agreed that the significant

other had seen the physiclan or social worker, while one
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patient and two significant others reported that they had
seen the physician or soclal worker when the other did not.
Of the non-readmission group, three patients and significant
others agreed, while two patients and one significant other
said that they had seen the physician or social worker when
the other did not mention it. One of the readmissions and
two of the non-readmissions,who had no significant other
interviewed, said that a member of the family had seen the
physician or social worker.

These firdilngs suggests that in order to more
accurately test the hypotheslis, very distinct measures of
family involvement should be defined. Therefore the
researcher presents these flndings as an exploratory base on
which to develop further studies of family involvement in

treatmente.

The Readmitted FPatient and his Family

The patient with 2 rezamission presents a pilcture
somewhat different from that of the patient with no readmissions.
For the patient with subsequent admissions, personal relation-
ships are sometimes problemztic. He got along less well
with his fellow workers before his hospitalization than the
patient with no readmlssions. And even now, he gets along
less thaa adequately, sexually, with his mate; and he spends
less time with his family. Also he refused, more often, to

allow his significant other to be interviewed,
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Just before the time of his hospitalization the
patient took little responsibllity for his role at home and
he reported, more often than did the non-~readmission patient,
that there was a particular worry 2t home., He also considered
alternate living arrangements when leaving the hosplital more
frequently than did the patient who had no subsequent
admissions, and he was also hospitalized for a longer time.

During his hospitallzatlion he found the physician
and fellow vatients the "most helpful" almost equally as often.
It is interesting to note that fellow patients were considered
most helpful when it seems that personal relationships were
problematic. From comments during the interviews it is obvious
that the patierts shared much in terms of mutual problems.
However, this sharing was not constructive enough to sustaln
the patient in the oommunity, and therefore it would seem
necessary that this be supplemented with professional support.
Group therapy would allow the mutual sharing but the purpose
and program would add the therapeutic element.

Despite the fact that more frequently there were
particular worfies at home and that more frequently other
family members hzd experienced emotional problems, the patient
with readmiscsions definitely did not want the famlly more
involved in his treatment, Visiting and showing c.ncern

was the expected and acceptable extent of involvement.
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Though he was hospitalized for a longer time, the
patient with readmissions received leés preparation for discharge.
He made more extensive use of aftercare. In spite of this he
was rehospitalized within eighteen months.

The significant other of the patlient with subsequent
admissions noted that prior to hospitalization the patient
took almost no responsibility at home and that most frequently
it was a family problem that hospitalized the patient. Twice
as often as did the significant other of the patient with
readmissions said that there was a worry at home. They percelived
the patient as less ready to come home when he was discharged
and saw the vatient's stay in the heosvital 2s less helpful,

The significant other wanted to be more involved 1n the
patient's treatuent, almost twice as often as did the signifi-
cant other of the patient with no readmission.

4 Possible BExplanation

The researcher proposes, tren, that pztients are
admitted to the hospital with various levels ard degrees of
personal and family dysfunction, and that for those with
subsequent admissions this degree 1s higher. For this reason
the family member identified as the patlent bears a greater
degree of gullt or anxiety, ard the stigma of being the “problem"
is much greater. The patlent accepts thls label and the guilt,

and thus he does not want the family involved. Hospltallzation
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provides a rest from the problem situation but gives no
solution; despite the longer initial hospitalization, the
patient was readmitted.

It 1s not surprising that the patient is not able
to remain in the community. His hospitalization removed
him from an environment that, in rany cases, was problematic
for him. BEemoval from and return to an environment, when
no change has occurred in that environment, cannot be expected
to reinforce the gains of hospital tréatment, especlally when
neilther the patient nor his family were vrepared for the
patient's return. The problem still exists; the patiert is
eventually again hospitalized in search of a solution for
the family.

The famlly sees that there is a problem ard a family
worry: they see their own involvement in it. Therefore triey
want to be involved ir. the treatment. At the same time there are
hopes and fears end uncertainties. The patiert was
hospitalized for his own sake and that of the family. However
his hospitalization is not the solution to the family problems;
1t merely chenges roles and interaction for 2 time. Thus
the family is not certain that the patient should come home;
the idea that the patient "was not ready" wcnld be a more
acceptable rationzalization to the significant other than
would the thought of urmanageable problems in the home

situation. 4lso, the family did not see the hospitalization
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as very helpful, possibly hecause the patient did not
maintain his tenure in the community.

The researcher sees this as a plausible explanation
of her findings in view of past research and writing on

the famlly as presented in Chapter 1II.

Becommendations

As a result of the findings of thils research
project the researcher makes the following recommendations:

- Certain areas of the city seem to be "high
risk" areas, in terms of the-development of
problems that eventually require hospitaliz-
ation. The researcher suggests that this be
the subject of further research to determine
some of the factors contributing to the "high
risk" nature of the areas, and that the hospital
or other community resources consider and
explore tre possibilities of doing some
preventive work in the community, particularly
in trese areas.

- The fact that problems had been develooring
for sometime again underlines the need to
reach families in trouble sooner, before the
problem becomes a crisis requiring hospital-
lzation. FPrimary prevention in the commuriity
is essential.

~ Because relationships are problemzstic,
particularly to scme patients, treatment crograms
should place more =emphasis on developing irter-
rersonal relationship skills. This could

include marital and family counseling and patient
grouv sesslons,

- The va2lue of sharing with fellow patlienrts,
as expresced by the former patient, sug-ests
that groupy programs would be a very =zcceptable
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and effective form of treatment. Well-program-
med group sessions would facilitate patient
sharing in an environment that 1is defined by

the constructive professional input of physician,
social worker, Nurse, psychologist ard occupat-
jonal therapist.

- The nature of the problems for which patlents
were hospitalized underlines the need for a
family orientation toward treatment. The initial
support given to the research hypothesis empha-
sizes the importance for the professional staff

to involve the famlily of the patient in treatment.
Family involvement should be. more extensively
utilized while the patient is in the hospital

as well as in aftercare treatment; the desire of
significant others to be involved in treatment 1is
a definite resource that the hospital should
utilize. Involvement could irclude many
combinations or variations as tre needs of the
individual and his family suggest, and could

range from an interview with the orimary therapist
to family therapy with the entire family.

- aAlthough petients indicated that they did not
wish treir families more involved in their
treatment, the researcher sees this as a lack

of understanding of what ascistance this could
be in their treatment Drogress. In order to
effectively utilize family involvement vatients
would need to be convinced that this form of
treatment would ald their recovery end read just-
ment. Therefore the professional stalf of the
nospital should add this preliminary educ=tional
aspect to the treatment program.

- Although patients indicated that the physician
was the most helpful person in their treatment
it was evident that other personnel and patients
contributed to helping the patient. This would
sugeest the need to strengthen all areas of the
therapeutic milieu so 2= to provide meximum
treatment possibilities.

- Preparation of the patient 2nd his family
for the patient's discharge must become 2
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program priority. without it, use of readmission
becomes the patient's only means of obtaining
the continuirg help he wishes and needs.

- Patients did not indicate any negative feelings
about the hospital as the arena for treatment.
This should encourage the hospital in its
continuation and increase of aftercare programs
directed toward both patients and their
significant others.

- The value of family involvement in treatment
requires more research. The development of
specific measures of family involvement would
provide a more conclusive method of testing
the research hypothesis.

- The number of people found to be "unlocat-
able" in this particular research pooulation
suggests that a concurrent study might be better
than the ex post facto design. A concurrent
study would have the advantage trat patients
could be prepared for follow-up, &nd therefore
less suspiclious erd anxious when approached,

- The findirg that those with subsequent admis-
sions to the hospital were experiencing a higher
degree of personal and family dysfunction at the
time of the initial admission sugrests that

this should be an area for further research.
Degree of impalirment of functioning should be
related to a varisty of treatrment programs

to ascertain the most efrective means of
facilitating the natlent's improvement and
thereby reducing the number of his readmissiors.



APPENDIX A

HOSPITAL RECOKD DATA (PERSONAL):

Assigned Number:

Case Number:

Name ¢

SCHEDULE I

Address:

Telephone Number:

Name of person patlient was
released to live with when
first discharged:

140
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Be

9.

10.

11.

12.

HOSFITAL RECORD DATA: SCHEDULE II

Data of record reading:

141 [ ]

Assigned number:

Date of first discharge:

Date of first admission:

Length of first hospitallization:

(in days)

Age (in years):

Sex:

Marital Status: Single

Married

Divorced

Widowed

Separated

Diagnosis (if any):

Diagnostic Person (if any)

Profession of Diagnostlc Person:

Patient's relationshlp to person
who admittzd him to hospltal:
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14,

15.

16.

17.

Types of therapy, &as indicated
on the record, that were used
during the initial hospitalli-
zation:

Individual

Family

Others (specify)

Number of days patient visited

home during the last half of

his first hospitallizations:
Less than one day per week
One to two days per week
More than two days per week

Patient's relationshlp to person
with whom he 1lived when first
released from the hospital:

Type of Famlilys Conjugal
Parental

Suggestlions regarding aftercare
following the first discharge,
as recorded in the file by
various members of the treat-
ment team:

142,

Profession of FPerson
meking Suggestion

Suggestion
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18. Record of out-patient contacts with hospital personnel

prior to any subsequent admission:
Date of Notation Reason for Out-patlent
Contact
19, Readmission (if any):
Date of Length Readmission Diagnostic _ Treatment
Readmission of stay dlagnosis Person (1f different)

(1f different) (if different)
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144,

INTERVIEW WITH PATIENT: SCHEDULE III

Assigned Number:

Dates Time:

The first thing that I would like to know is who lives
in the house with you. (Record this)

And then I would like to know their approximate ages.

Relationship to you Age

(a) (If living with mate). How do you and your (husband/
wife), as a couple, get along, compared to most other

couples?
very well quite poorly
quite well very poorly
adequately not approprilate

(b) What makes you feel this way?

(a) (If living with mate)., How do you and your (husband/
wife), get along sexually?

very well qulite poorly
quite well very poorly
adequately not appropriate

(b) What makes you feel this way?

(2) (If living with parental family)., How do you get
along with your parents, compared to how most other
people get along with their parents?

very well quite poorly
qulte well very poorly
adequately not appropriate




(v)
5, (a)
(b)
6., (a)
(b)
(e)
7o (a)
(b)
8, (a)

145,

What makes you feel this way?

How much time do you usually spend with the members
of your family?

a good deal
some
very little

What kinds of things do you do with your family or
some members of your family?

How meny friends would you say that you have?
lots of friends
some friends
no friends

How much time do you spend with your friends?
a good deal
some
very little

What kind of things do you do when you are with your
friends?

How much time do you spend by yourself?
a good deal
some
very little

What do you usueally do when you are alone?

Before your hospitalization, what was
status?

your employment

employed fulltime
employed part-time
unemployed
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11,

(v)

(c)

(a)

(b)

(a)

(v)

(c)

(a)

114’6 [ ]

(If unemployed). Why were you unemployed?

(If unemployed).. For how long were you unemployed?

If employed, which of the following best describes
how you got along with the people where you worked?

very well quite poorly
quite well very poorly
okay

If employed, which of the followling would you say
best describes how you felt about your job?

I liked it very much
It was okay
I disliked 1t intensely

How many relatives live within a half-hour's drive
of your home?

Of these, how many have you seen

in the past month
in the past slx months
in the past year

How helpful were these relatives to you during and
after your hospitalization?

very helpful not very helpful
somewhat helpful not helpful at all
moderately did not see them

What did they do that was helpful or not helpful to
you?

As you remember now, before your first hospitalization,
which of the following best describes you in relation
to those with whom you live:

(To be written out and handed to respondent).



1z,

13.

14,

o~

147,

I had almost sole responsibility for the care of
the house and the children, if any. 1 took re-~
sponsibility for maintaining family affairs or
acted as head of the house.

I often had & share in the care of the house and
the children. I often took responsibility for
meintaining family affailrs or acted as head of
the house.

I occasionally had a share in caring for the house
and children, if any. I sometimes took respon-
sibility for maintalning family affairs or acted
as head of the house.

I took no responsibility for the care of the house
and the children, if any. 1 took no responsibility
for meinteining family affalrs nor acted as head

of the house.,

a) Do you feel that your family reacts any differently

to you now, say as compared to before you were
hospitalized?

—~

~

yes
no

b) In what ways do they react differently?

¢c) Are there other ways that you would like to be re-

acted to?

Which of the following would you say was most influential
in the development of the problem for which you were
hospitalized?

i

work

very personal, indlvidual difficulties

family difficultiles

relationships with friends or in your neighbourhood
others (specify)

(a) Did you have any special worry at home just before
you went to the hospital?

yes
no



15.

16.

17.

18.

(b)

(c)

(a)

(b)

(a)

()

(e)

How

(a)

(b)

148,

What was it?

Did the problem develop quite suddenly or do you feel
that it had been developing for sometime?

suddenly
for sometime

Do you think there may have been any other ways to
have coped with the problem without your hospitall-
zation?

yes
no

What would these ways have been?

Of all those with whom you were in contact while you
were in the hospital, whom did you feel was most
helpful to you? (Do not read list. Allow respondent
to make suggestions).

physician 0.T. staff
nurses fellow patients
social worker other (specify)

In what ways was thls person helpful?

In what ways could the others have been more helpful?

did you come to go to the hospital in the first place?

How helpful was your steay in the hospital?
very helpful
somewhat helpful
not helpful

In what ways was it helpful or not helpful?
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20,

21.

22,

149.

(a) How involved was your family in your treatment at
the hospital?

moderately
very little
not at all

(b) In what ways were they involved?

(c) Would you have l1iked your family to have been more
involved in your treatment?

yes
no

(d) In what ways do you thing they should have been 1in-
volved?

Next, I would like to ask some questions about leaving the
hospital the first time.

(a) How ready to go home did you feel when you were dis-
charged?

. very ready
somewhat ready
not ready at all

(b) Why did you choose that response?

Who suggested your discharge from the hospital?

you

your famlly
your physiclan
other (specify)
do not know

]

To what extent did you and your family agree that you
should return home when you were discharged?

strongly agree mildly dilsagree

mildly agree strongly dlsagree
not a consideration
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24,

25,

26,

150.

Before your discharge, did you conslder going any place
else, rather than home to your family?

(a)

(b)

(c)

(a)

(v)

(a)

(v)

How often did you visit home during the last half of
your stay in the hosplital?

less than one day per week
one to two days per week
more than two days per week
other (specify)

Were these visits helpful?

yes
no

In what ways were they helpful or not helpful?

While you were in the hospiltal, what kinds of dls-
cussions regarding your discharge and aftercare did
you have with the people in the hospital?

Kind of Discussion With Whom?

What kinds of discussions regarding discharge and
aftercare did members of the staff have with your
family?

Kind of Discussion With Whom?

When you left the hospital were you given any medl-
cation?

yes
no

How long did you continue to use the medication?

as long as I was supposed to
as long as I thought I needed it
1 did not use it at all
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28,

151.

(¢) How helpful was the medlicatlion as you ad justed to

living

at home?

very helpful
somewhat helpful
not helpful

(d). Why d1d you choose the preceding answer?.

(a) What types of aftercare services were offered to you
and your family?

HITH

(b) Which
family

T

As you look

day care

visits to the physician

social work services

group sesslons

family counselling

referral to a community agency
home visilts

out-patient occupational therapy
other (specify)

of the aftercare services did you and your

use?

day care

visits to the physician

social work services

group sesslons

family counselling

referral to a community agency
home visits

out-patient occupational therapy
other (specify)

back on it now, do you think that there are

other services or instructions that might have been help-
ful to you when you were leaving the hospital?
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INTERVIEW WITH PATIENT'S SIGNIFICANT OTHER:
SCHEDULE IV
Assigned Number: Patient's Name Designated: #¥%

Date:

Time:

Eelationship of respondent to patient:

First of all I would like to ask some questions about the
family 1living here in the house.

1. (a)
(v)
2. (a)
(b)
3. (a)

(b)

How much time do you usually spend with the members
of your family?

a good deal
some
very little

What kinds of things do you do with your family or
some members of your family?

(If l1iving with mate). How do you and your (husband/
wife), as a couple, get along, compared to most other
couples?

very well quite poorly
quite well very poorly
adequately not appropriate

What makes you feel this way?

(If 1iving with mate). How do you and your (husband/
wife), get along sexually?

very well gquite poorly
quite well very poorly
adequately not appropriate

What mekes you feel this way?
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(a) (If 1iving with parental family). How does *#*¥ get
along with you, as compared to how most other children
get along with their parents?

very well quite poorly
qulte well very poorly
adequately not appropriate

(p) What makes you feel this way?

As you remember now, before ##% was first hospitalized,
which of the following best describes #*%% in reliatlion to
those with whom he/she lived:

(To be written out and nanded to the respondent ).

He/she had almost sole responsibility for the care
of the house and the chilldren, if any. He/she took
responsibility for mainteining famlly affairs or
acted as head of the house.

He/she often had a share in the care of the house
and the children, 1f any. He/she often took re-
sponsibility for maintaining family affalrs or
acted as head of the house.

He/she occasionally had a share in caring for the
house and the children, if any. He/she sometlmes
took responsibility for maintaining family affairs
or acted as head of the house.

He/she took no responsibility for the care of the
house and the children, 1if any. He/she took no
responsibility for maintaining family affalrs nor
acted as head of the house.

(a) Do you feel that you and the rest of the family re-
act any differently toward ¥*¥%* now, as compared to
pefore he/she was hospitalized?

yes
no

(p) In what ways do you react differently?

Now we can move on to consider #*¥#% first hospitalization.
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10.

154,

Which of the following would you say was most influen-
tial in the development of the problem for which #¥%
was hospitalized?

i

(a)

(b)

(c)

(a)

(b)

(a)

(b)

work

very personal, ipndividual difficultles

family difficultiles

relationships with friends or in your neighbourhood
other (specify)

Did you and the family or *¥#¥% have any special worry
at home Just before he/she went to the hospital?

yes
no

wWhat was 1t?

Did the problem develop quite suddenly or do you
feel that it had been developing for sometime?

suddenly
for sometime

Do you think that there may have been any other ways
to have coped with the problem without #*#*% hospitalil-
zation?

yes
no

What would these ways have been?

Of all those involved in the treatment of ¥*%*¥* in the
nospital, whom do you feel was most helpful to him/
her?

(Do not read 1list. Allow respondent to make sug-
gestions).

physiclian O.le staff
nurses fellow patients
social worker other (specify)

in what ways was this person helpful?
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12.

130

14,

(c)

(a)

(b)

(a)

(b)

(c)

155.

In what ways would the others have been more helpful?

Do you feel that ##% gtay in the hospital helped
him/her?

yes
no

In what ways was it helpful or not helpful?

How involved were you and the family in ¥*%% treat-
ment at the hospital?

somewhat
a little
not at all

In what ways were you involved?

Would you have llked to be mbfe involved in his/her
treatment?

Next I would like to ask some questions about leaving the
hospital the first time.

(a)

(b)
(a)

Which of the following statements best descrlbes,

as you remember now, your thoughts about #*¥*# leaving
the hospital?

(To be written out and handed to respondent ).

He definitely was well enough to come home,
He seemed better, but I had some doubts about
whether he was well enough to come home .

He should not have come home yet.

|

Why did you choose that response?

Before *#% discharge, dld you and the family con-
sider any different living arrangements for him/her,
other than coming home?

yes
no
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16.

17.

18.

(v)

(2)

(a)

(v)

(a)

(b)

156,

For what reasons did you conslder alternate living
arrangements?

What kinds of discusslons regarding *#%4% discharge
and aftercare dld members of the staff at the hos-
pital have with you and the family?

Kind of Discusslon wWith Whom?

what types of aftercare services were offered to the
family?

day cearxe

visits to the physiclan

social work services

group sesslons

family counselling

referral to some community agency
home visits

other (specify)

111

=
=
o
Q
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of the aftercare services did the family use?

day care

visits to the physiclan

social work services

group sessions

family counselling

referral to some community agency
home visits

other (specify)

[T

Was #*¥%% given any medication to use at home, after
his/her discharge?

yes
no

In what ways was 1t helpful or not helpful?

Often relatives of patients recelve or want help and
edvice regarding the patient's problem. Heve you or any
family member received advice?
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Problem Who Gave Advice? Was it Useful?

Before
Hospitalization

During
Hospitalization

After
Hospitalizatlon

19, (a) Since *¥¥* was first hospitalized has any other member
of the family gone to the hospital, seen a profes-
sional person, or visited a community agency regard-
ing an emotlonal problem?

yes
no

(b) Why?

(¢) Whom did they see?

20, As you look back on 1t now, what other services or in-
structions might have been helpful to ##% and to the family
when #¥% left the hospital?

A



158 .

RESEARCHER'S COMMENTS AT THE CONCLUSION COF THE INTERVILW:
SCHEDULE V

Assigned Number:
Date: Times -

1. (a) Interviewer's evaluation of the patient's feeling
toward his family: (Check one ).

very positive somewhat negative
somewhat positilve very negative
neutral no indication

(p) Interviewer's evaluation of significant other's
feeling toward the patient: (Check one).

very positive somewhat negative
somewhat positlve very negative
neutral “no indication

2. Attitude of patient and nis family toward the hospital:

respects and appreclates the nospital function
respects nospital and personnel in general, but
has some criticisms

not impressed with nospital but accepts its po-
tential usefulness ‘
resents hospital, jncluding personnel and policy
other (specify)

i

3. f(a) Attitude of patient toward interviews:

friendly
neutral
hostile

(b) Attitude of significant other toward interview:
friendly

neutral
hostile

4y, Any further comments:



APPENDIX C

LETTER FROM AN INIRERVIEWEE
FOLLOWING THE INTERVIEW

Dear Miss Schnarr:

As you know, my #%#% gnd myself have had an jnterview with you.
After you left our place, my #%% gnd I had a talk about what
we felt would help us the most concerning the hospital treat-
ment we both have had in the past.

As a hospital patient, have several weekly group therapy meet-
ings with patlents who have the "same problem."

Direct criticism or direct ridicule is the worst thing for &
patient or for anyone, in fact. If this action is used fre-
quently by a nurse, psychiatrist or the head psychiatrist, by
any employee who works at a Psychlatric hospital towards & .
patient they should be fired! This 1s fair!!?! Whatever job a
person has, if they are only interested in good pay and don't
care enough about doing an honest, sincere job then they don't
deserve to be in that professioni! We need agreement or com=
passion. Of course we can't have this all the time but in-
stead of direct critlcism or ridicule why not ask us criticlism
in the way of “"guestions." This way a patient feels (for
example, that his doctor accegts him and a patient can there-

fore criticize his own actlons, not criticized by his doctor).

|

Whether a hospital or out-patient, wouldn't interviews with
their famillies with the patient's psychliatrist, help? One
interview at least wouldn't hurt! At least the psychiatrist
could tell them, the patient's problems and possible solutlons.
If my relationshlp with my parents were improved I think it
would help me a lot!! But of course this is only my opinion!
However, one thing 1 nad in common with almost all the patlents
I met at the hosplitalj our biggest common problem was husbands
or wives! (In most cases we had lots of discipline, oOr parents
didn't care, or mainly the jack of Iove. A 10t of the patients
have agreed on this-that we have had a lack of love. We may
love others but are rarely loved back! In fact many have never
known what love really 1is! I was very fortunate. I met a
young man who loved me and I likewilse, love himt I will always
be grateful for this.

160
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Why 1isn't there more, for example Recovery Inc. meetings which
some are held in various churches in Windsor? These meetings
as you know are for persons who think or aet upon taking their
own lives le. suicide. Why couldn't there be more centres held
by the Mental Health Association? In *#%, I'm trying to get
Recovery meetings to be held in a church or some place. ¥*#¥ 1g
a small town but you'd be surprised how many people seek psy-
chiatric help! Suilcide is the third greatest "killer" among
college and high school students,

P.S. I have written you what I feel is the truth and very
valuable to me. I hope it is of some value to others!

Thank you for everything!

Yours sincerely,

*¥%



APPENDIX D

GENERAL CHARACTER1ISTICS OF THE RESEARCH SAMPLEl
I - Interviewed
NI - Not Interviewed
T = Total
HReadmission  No Readmission __ Total
I NI T I NI T
n=15 n=21 n=36 n=15 n=21 n=36. N=72
Length of
Hospitalization
(in days)
l - 21 5 9 14 9 8 17 31
22 - 42 2 5 7 3 7 10 17
43 - 8 7 15 3 6 9 24
Average length 49,7 63.1 57.3 44,2 33 37.6 47.5
Age at time of
admission
(in years)
21 - 30 5 8 13 n 4 8 21
31 - 40 3 () 9 L 8 12 21
4l - 50 6 6 12 5 7 12 24
51 - 60 1 1 2 2 2 L 6
Average Age 37.8 35.5 36.7 37.7 38.2 37.9 37.3
Sex
Male 9 11 20 7 11 18 38
Female 6 10 16 8 10 18 34
Marital Status
Single 2 3 5 3 0 3 8
Married 9 16 25 10 16 26 31
Divorced 1 1 2 0 3 3 5
Widowed 1 0 1 0 0 0 1
Separated 2 1 3 2 2 L 7

1 see Appendix A, Schedule II for the data collec-
tion instrument.
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Variables Readmission No Readmission _ Total
I NI T I NI T
Diagnosils >
Brain Disorders 0 0 0 1 0 1 1
Mental Deficiency 0 O o 1 O 1 13
Psychoses 8 7 15 5 L 9 24
Psychosomatic )

Dlsorders 0 0 0 0 0 0 0
Psychoneuroses 4 7 11 5 6 11 22
Personallty

Disorders 3 5 8 2 8 10 18
Transient Situa-

tional Distur-

bance 0 2 2 0 L L 6

Diagnostic Person
M.D. 1 3 0 3 2 3 5 8
M.D. 2 2 3 5 0 0 0 5
M.De 3 2 3 5 5 L 9 14
MeDe 4 5 5 10 3 4 7 17
M.D. 5 1 1 2 1 1 2 4
M.D. 6 0 3 3 1 1 2 5
M.De 7 2 6 8 3 8 11 19
Profession of

Diagnostilc

Person All were physiclans
Relationship of

Person Admit-

ting Patient
Husband 3 2 5 3 6 9 14
Wife 2 7 9 3 6 9 18
Daughter or Son 0 1 1 0 0 1 1
Parent L 2 6 L 1 5 11
Other L 6 10 2 5 7 17
Unknown 2 3 5 3 3 6 11

Type of Therapy
Individual 14 21 35 15 21 36 71
Family 0 0 0 0 0 0 04
Qther 1 0 1 0 0 0 1

Complete diagnosis was schil
Thus,

chronic atrophlc brain syndrome
with the psychoses.

3 complete disgnosis
mental retardation. This, too,
psychoses.

4 Other is "no therapy
the patient left the hospital, against advice,

zophrenia due to

this will be included

was catatonic schizophrenia,
will be included with the

¥ since in this one linstance

after one daye.
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Varlables Headmlssion No Readmission Total
L NI T 1 NI T

Number of Days
Patlient visited
Home per week

Less than one 6 10 16 9 8 17 33
One to two 7 4 11 2 8 10 21
More than two 2 ? 9 L 5 9 18
Relationship of
Person to whom
Patlent was re-
leased
Husband L 7 11 7 7 14 25
Wife 5 8 13 3 10 13 26
Daughter or Son 0 1 1 0 0] 0 1
Parent 6 3 9 5 1 6 15
Other 0 2 2 0 3 3 5
Type of Famlly
Conjugal 9 15 24 10 17 27 51
Parental 6 5 11 5 1 6 17
Other 0 1 1 0 3 3 L
Suggestions re-
garding Aftercsare
In-hospital 7 8 15 L 8 12 27
Outside Hospital 3 3 6 2 5 7 13
None 5 10 15 9 8 17 32
Frequency of Use
of Aftercare
Not at all 9 13 22 9 14 23 Lg
One to five 2 8 10 2 6 8 18
More than five 4 0 L 4 1 5 9
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