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' Abst'raCt
A quahtauve research method, grounded theory, was used to explore the
predlscharge percepuons of four hospltahzed male sch1zophremcs Four to six’
interviews were conducted on each participant over a period of three ,toqﬁve months.
"Ivniti corrxp%‘rison‘ of incidents of data resulted in the emergence of broad conceptual
categories. Theor-etical sampling of date was utilized to further refine these categories .
| | and identify interrelationships among them. o
The core explanatog/v?a/riabie of _chronic Schizophrenic,s' perceptiohs at planned
discharge was "becoming ordinary." This varia'ble ‘accounted for participants'
charactexfiéation of th‘eir preadmission' experiences as we-ll as their anticipated future.
‘Because they wgre unable to "make i#' in the community, the participants described
| themselves as failures. (At predischarge, they anticipated eventual acqui;'ition of
productive roles in the community. The participants who were "anticipat.in:g/ mastery"‘

\

of iheir discharge communities were expecting immediate progress tow/ards‘ their_
_aspiration of "becoming ordinéry ! -

From the partrcrpams perspective, being in hospxtal is comparable to bemg in an
'army 'boot camp " because both institutions prepare its service recipients for roles_ _
.autonomous of mstitutfonai roles. . Discharge from :hospiral was sought when the
'participants either eseessed themselves ready to return to thecommuni_ty_ or they
-perceived the hospital was not facilitating thls return. It is debatable, however whether '
demstltutxonahzatlon of schlzophremcs has been accompamed with re- mtegratlon or

1nst1t‘unonahzat10n_ of schizophrenics vglt irgthe community. Published literature
; ’isuggests mar'these'indfviduais continue to oc marginal roles in the :  ..nunity.
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1. Statement of Problem

_Schizophrenia is called the cancer of psychiatry (Green, 1984). Based on the rate

of first adm'issions the incidence of schizophrenia in Canada is: 31 males and 2‘2

females per 100 000. The estlmated number hkely to be moderately and severely

« disabled- by schlzophrema is 2.6 person per 1 OOO of populauon Only . 50% of

- diagnosed-schizophrenics are expected to achleve either a complete or good recovery

(Bland, 1984). ,_

In Canada -the number of mentally ill individisals receiving;institu_tional care has

_' declined approxrmately 50% over a twenty year penbd In 1955 there were 4\55

psychlatnc inpatients per 100 OOO Byyl976 thxs number had decreased to 219 per
100,000 (Bland 1984). Research has revealed however that over 60% of

schrzophrenlcs requ1re at least one readmission (Bland Parker, & Orn, 1976 Bland

vParker & Ori, 1978; Cottman & Mezey, 1976). Demsutuuonalrzatlon of -

schlzophremcs has resulted in a cycle of repeated admlssrons known as the “the

>

revolving door syndrome."
Identiﬁcation of factors associated withrschizopllrenics' readrnission l\as' lead to
-the de“ye’l'opment‘ of specific interventions designed to reduce these,'admissions.
Although numerous researchers report ,r‘eductions in readmissions associatgd with -
imf)/lementation' of di;erse community-based interventions (e. g. Seeman, 1981), the
overall réadmlssion rates for schizophrenics remains ‘higb. The majority of disCh‘arged
-schizophrenics are not attending community-based programs. _Caton (1981) reports -
_only 17% of the chronic schizophrenics she studied complied with communlty,;based'

- treatment.



-

As ev1denced by the high readmission rate and the failure of discharge. chromc

schlzophremcs to cornply with community-based treatment, funher understanding of

schtzophrema is required. Although much research has been published about |

-

discharged schizophrenics, the researchers have examined the problem from the

perspectrve of care providers. In order to plan and 1mplement effective commumty-

~ based treatment understandmg schlzophremcs perceptlon of their experience is
necessan:. Within an mstttuttonal environment, schlzophremcs are "captive” service
recipiehts. They‘are not, however, captive service recipients within the"co"rnmunttsf,
and therefore are not easily accessed by care profes'sionals .

Although research substantiates the fact that community-based programs can
reduce readmrssrons, the schtzophremc must percelvve\these programs as beneficia. if
voluntary participation is to be achieved. Exploration of predischarge perceptons will
‘result in the tdenti'fication of schizophrenics' prtmary concerns associated with re-

.entering the community as well as their perceptions of discharge. | Systematic
examination of the percepttons of predischarge schtzophremcs will conmbute to the
: present understandm g of the illness and xts*»effects on individuals.

ThlS study exammed perceptions of predlscharge chronic schtzophremcs who
have expenenced at least two years of illness. Due to the length of their illness, it was
assumed that these 1nd1v1duals would be able to report the experience of bei:

" schizophrenic in the community as well as the experience of leaving a psychiatric care
facility[ . _ \ .
‘Research Question

The primary research question addressed bv the study was:

What are the perceptions of a'd_ult chronic schizophrenics during

‘planned transition frorn the hospital to the community?

39



Two secondary researcﬁ questioﬁs, associated ‘witlgu the primary question, W‘cre also
addressed in the ,ztudy. These were:
What are the primary concerns of chronic schizophrenics who afc anticipating
returning to the&SESmmunity".’ : X | |
How do predischarge.chronic schizophrenics desgribe the experience of leaving
a psychiatric care,facility? -
Definition of Terms.
X 1. Schizophrenia: In this study, schizophrenia is\Heﬁned as the presence of signs
Ayg * and symptoms of schizophrenia according to the ICD-9-CM éystem of disease
classification .(Intemational Classiﬁcaﬁgn of Disease, Clinical Modification). l
This classification system deﬁnes schizophrenia as a fundamental disturbance of
persoﬁality, accompanied with characteristic distortion of thought. There are
several sub-classifications of the disease based on the predominate presenting
symptom of the patient. The two sub-classifications applicable to this stedy are:
* Paranoid schizophrenia: Paranoid schizophrenia is characterized by the pfesenee "
of relatively stable delusions which are frlequently of a persecutory nature.
Hallucinations may also be present.
Residual schiéophrenia: Residual schizophrenia 1s bdeﬁ‘ned as the persistence of
c}hronic symptoms following "An initial acute exacerbation of the illness.
~ Delusions: Delusions are maintained false personal beliefs about reality even
ti;ough objective evidence contradicts this belief.
HalluCination;: Hallucinations are the presence of sensory experiences r}
originating from external Vstimulatdion of ﬂlat sense organ (United States National

Center for Health Statistics, 1978).

L]
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2. Chroni'c‘ity: In this .study, chronicity was defined as the presence of symptoms.

of schizophrenia for at least two years. yas not defined in terms of previous

hospitalizations because of the possibility that previous formal psychiatric care

of a patient may be unknown, for example, hospitalizations in other provinces. -

3. Preddischarge Status: Predischargé status was defined as the patient,in
cboperation v’vit'h his/h'er treatment team, was making plahs to return to the
community, such as, seeking living accommodations in‘the commuhify. In this
study, predischarge status referred only to patients procuring planned discharge

from hospital. /

(“



II. Review of the Lite_ratilre

A review of the literature regarding the prbfessionalfc'are of schizophrenics reveals
tour tdpic areas: néurol_eptics, community care, md charaétcrisn'cé'of the families and
schizophrenics. : ' , -
The Family

The f;i;xlily of the schizophrenic is eithei implicitly incr-...inated as the cause of the
illness or acknowledged as the schizophrenic's primary care-giver. These divergent
approaches towards the schizophrenic's fafnily have yielded two distinct themes"in the
professional literature regarding post-hospitz'ilizadon care. g

The family as the cause. Whén p{ofgssionaIS‘ assumg that dysfunctiohal family
‘dynamics pe'rpetuate schizophrenic episodes, interv"entioné are planned to facilitate
c?fange in farhily imeraclti‘ons. Numero;.ls _studiés_ on- “fami'lies with schizophrenlic
members ﬁave focussed on the amount of ekpressed_emotion evident in the igferfamilial
. interactions. Expressed emotions are defined és verbal expressions of criticism,
hostility,ﬂ and/or over-involvement (Vaughn, ngdef, Jones, Freeman, & F,alloon,‘
1984). High levels of these emotions are positively correlated with high rates of
- readmission (Hirsch, 1983; Leff, Kuipérs, Bcrkowiu.z, 'Eberllein-Vries, & Sturgeon,
1982; Leff & Vaughn, 1981; Liberman, Wallace, Fallbon, & Vaughn, 1981; Molihe,
Singh, K/I—orris, & Meltzer, 1985; Vaughn & Leff, 1976; Vaughn et alj., 1984).
~ Therefore, the objective of planned intervention is to protect the patient from his/her
family environment. Planned interventions include strategies for reducin g the patient's
face-to-face contact with relatives and/or enhancing the patient's capacity to cope with
the styessful environment by prescribing‘neur.oleptic drugs (Hirsch, 1983; Leff &

Vaughn, 1981; Rosenfield, 1982; Vaughn et al., 1984). Treatment strategies are also

.
»
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designed to reduce the amount of expressed emotions preserit in family interactions.

\, WT -

These interventions include soc1a1 s}xlls training (Lrberman et al., 1981) edication
about schlzophrema (Leff et al., 1982; Liberman et .al., 1981), and relatlve support
groups (Leff et al., 1982~Shenoy, Shires, & White, 1981).

The underlymg assumptlon of these studles is that there is a causal relatronshrp
between exp- ssed emotion and schlzophremc relapse When ihe family is envisaged
as the pnmary caretaker, however, no assumptions are made regardmg the famlly s
contnbunon to the etrology of readrmssron ‘

The family as the caretaker When the famrly is seen as the primary caretaker of

the discharged schizophrenic, research studﬁs/examme_ the problems experienced by |

these far_nilies (Hatfield, 197% Ruuidhs & Prudo, 1983; Turkat & Buzzell, 1983).
Intervertt_ions are designed to develo: and\strengthen family caretaking skills and
include: education about the disease (Falloon et al., 1985; Glick et al., 1985; Hatﬁeld,

1979; McGill, Falloon, Boyd, & Wood-Siverio, 1983), counseling about potential

coping strategies (Falloon et’al., 1985; Glick et al., 1985), and the establishment of

(o]

relative support groups (Thornton, Plummer, Seeman, & Littmann, 19JSI).

-

Neuroleptic dﬁlg's are prescribed to reduce theASChizophrenic"s disruptive symptoms

: (Mantonakls Markldls Kontaxakls & Liakos, 1985)

Researchers studym g the schlzophremc s family regard either the family or the

discharged patient as disadvantaged. One.exception, in which no assumpnon is made

" regarding the relative functional well-being of either, is the study by Scott and Alwyn

(1978). Using the results of self-administered paper tests, these researchers report that

if congruence is present between the family's perception of themselves and the

schizophrenic's perception of the family then the work and social functioning of the

- schizophrenic is better. However, the informants used in this study were young first



\

~ admission schizpphrcnics, with é modal age between 16 and 17 years. A study in
Whioh researchers explored the adult chrdnic schizophi'enic’s Perception of ‘his/her
family, including perceived legitirhatc care l?chaviors of family members, could not be
located. ‘
Neﬁroleptics '
" Researchers have uheqliivocally demonstrated the relationshiﬁ between relépse in
‘previously maintained sch.iZOphrcnics and discontinuaﬁon or decrease of neufolepti'cv
dosages. Relapse rétes,are‘ doubled (Gbldberg, Schooler, Hogarty, & Roper, 1977;
Hogarty, Goldberg, & Schooler, 1974; Hogarty, Goldberg, ScH,oéler, & Ul'r'ilcv:h, 1974;
Hogaﬁy & Ulrich, 1977; Lehmann, Wilsod, & Deutscﬁ, 1983), sextupled (Kayton,
Beck, & Koh, 1976), and increased twelvefold (Rifkin, Quitkin, Rabiner, & Klein,
1977) after the ‘substitution of ‘neurolept»icv'drugs’wbith placebos. Also schizophrenics
who experiencé relapses tend to;ge' more acutely ill (Johnsbn, Pasterski, Ludlow,
S'treet, & Taylor, 1983; Lehmann ‘et al., 1983).and display more antisocial and self-
destructive behavior (Lehmann et al., 1983).
As a result of the dramatic inf;reésc in relapse following discontinuation or
rcduct{iori of neuroleptics, studies were designed to clarify the relationship between '
drug %:ompli_ancy a~nd the rate of relapse. Researchers hypothesized that those

schizophrenics receiving intramuscular injections of fluphenazine (a neuroleptic) every
!
, .

one tb two weeks would experience fewer relapses than thase on the oral medication
(flu]/;&lhenazine hydrdchlon’dé). The relapse rate between ‘the ‘two groups was not
sig‘x{iﬁcantly different (Hogarty et al., 1979; Rifkin et al., 1977; Schooler et al.‘, 1980).
Individual factors, sugh as omitting oé_c%aéional doses, did nof account for relapse in

schizophrenics taking neuroleptics. It should be noted, however, that those

schizophrenics unwilling to cooperate with aftercare-were not included in these studies..

'



Attendanee in aftercare progfams is associated with reduced readmission rates (Caton,
1981).
.

Some researchers have focussed on identifying characteristics of schizophrenics
who conslstently refuse to comply with their medication regimes. Van Putten,
Crumpton, and Yale (1976) found that inpatients exhibiting grandiose symptoms tend
to refuse drug therapy; whereas symptoms of anxiety and depression are éSsoclated |
with dru_g complinncy. Acceptance of diagnosis, insightvintc‘) the illness, as well as
more frequent rehospitalizations are also associated with drug cc“)mpliéncy (Nelson,
Gdld}Hu_tchinson, & Benezra, 1975). Results from other studies, hewever, confound
these explanations based solely on tl1e ‘characteristi‘es of drug refusers'.

Other researchers have examined the relationship between drug‘ compliance and
subjectively reported sidLe effects. Statements by schizophrenics reflecting negative -
attitudes about drug therapy commonly include references to side effects (Davidh..zar.
Austin, & McBride, 1986). Drug nonoompliance is associated with more severe side
effects among self-medicated hospitalized schizophrenics (Nelson et al.,, 1975). Subtle
side effects, such as, decreased ambition, 1rr1tab111ty, and restlessness are significantly
associated with schizophrenics' reluctance to take drugs (Van Putten, 1978). It is |
problematic, however, to dlstmgulsh between subtle extrapyrlmadal side effects and
drué dysphorla (Hogan,"‘Awad, & Easlnvood,'l983); Regardlesws of the etiology of
subtle "side effects,” the subjectively reported exnerience by schizophrenics taking
medications prnved to have the greatest discriminatory power in differentiating between
noncompliers and compliers (Hogan et al., 1983). ‘
| External factors also appear to affect com‘pliancy with medication. Nelson, Gold,
. .Hutchison, and Benezra (1975) report that drug compliancy is affected by

'schizophrenics' pefception of their attending physicians' degree of interest in them.

g



~ The study by McEvoy, Aland, Wilson, Guy, and Hawkins (19_81)» indirectly supports
the influence of the health care professionals on schizophrenics' compliance with
meflicadon. After interviewing 45 chronic schiz()phrenics,. the researChers found that ’
only 13% oE the roup are aware of their diagnosis; however, 44% stated they would
require medications in the future.
From the results of these studies, it appears that refusal to comply with
‘medications after discharge contributes signif cantly to rehospitalization of chronic
schizophrenics. Discharge from inpatient facilities is often accompanied by 'referral toa
community based treatment team, resulting in the loss of therapeutic relationships
developed asa inpaﬁem These therapéutic relationships are ass'ociated' with increased
drug compliance (Nelson et al., 1975). As such, it would be beneﬁmal and germane to
dlSCOVCI‘ how schlzophremcs perceive themselves at d1$charge For example do they
believe their illness is controlled by medication, or.do they belxeve they are healthy and
in control of their emotional state? It Appears reasonable to expect that if schizophrenics |
percei\}e discharge from hospital as signifying recovery of their mental health, they may
also regard continued drug therapy as unneceésary. .‘ |
The Schfzophrenic | \
Research into the charactenstlcs of schlzophrenics in remission acquues parucular
relevance when one examines the lon g-term outcome of first admission schizophrenics.
A ten year. fqllow—up study of schizophrenic patients (N=88) revealed 64% of the
| patients required at least one ‘readmissioﬂn. (Bland et al., 1978); during an eight year
follow-up.of 41 schizophrenics, 67% required further hospiialization (Cettman &
Mezey, 1976). Characteristics of schizophrenics are either studied from the perspective

of the rcsearcher (using objective, impersonal tests), or from the perspective of the

schizophrenic (using subjective descriptions of their experience with the illness).



Two themes emerge in thc professmnal literature describing schizophrenics at risk .

f0r re-exacerbations:- (2" residual symptoms are a component of the disease itself
(Caton, 1981; Glick, Braff, Johnson, & Showstack,‘ 1981; Harrow,MGﬂrinker,
Silverstein, & Holzman, 1978; Hirsch, 1983; Morgan, 1979; Wing, 19’}8) and, (b)
schizophrenics lack skills to effectively cope with stressful life events (Boker et al.,
1984; Canton & Fraccon, 1985; Kayton et al., 1976; MacKinnon, 1977; Rhoades,
1982; Seeman &, Cole, 1977; Serban, 1979; Van Hassel, Bloom, &'Gonzalcz, 1982:

Van Putten et al., 1976). Historically, it was assumed that the institutionalization of

schizophrenics contributed to the chronic course of the illness in some patients The"

failure of hospitalization rates to decline-gince de1nst1tuhonahzanon however, supports
the supposmon that chronicity is a component of schizophrenia (Caton, 1981; Hansell
& Willis, 1977; Harrow et al., 1978). Interventions to compensate for these chronic
' dxsabilmes include modlfymg the environment (Hirsch, 1983; Morgan 1979; Wing,
1978) and prescnbmg neuroleptics (ng, 1978)..

The second theme/erpergm g from objective studies of chronic schizophrenia is the
inability of schizophrenics to cope with interpersonal kfe stresses and stresses
associated with s”.ymp’toms of schizophrenia. Compared with nonpsychiatrically ill
people, schizophrenics have higher stress levels. The level of stress bis highest among
those diagnosed-as chronic and is associated with all life events (Canton & Fraccon
1985; Serban 1975). The majonty of newly hospitalized schizophrenics are able to
- identify prempuatmg events which occurred during the prod_ormal»penod of the
~ éRacerbation (Canton & Fraccon, 1985). Depression among schizophrenics is

correlated with the stress of daily living and insight into personal inadequacies (Serban,

1979). Intervention ‘strategies designed to enhance the coping abilities of the

N &N
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schizophrenic include relaxation u—ai;iing and the de\}elopment of interpersonal skills
(Rhoades, 1982; Van Hassel et al., 1982). |

Coping with the disease and its symptoms has also gained attention in the

literature. The schizophrenic actively attempts to control his/her symptoms. Fighting *

back and ‘acceptance are two strategies identified by Cohen and Berk (1985). Social
withdrawal and increasing social contact are identified by Kanas and Barr (1984) as

two divergent techniques used by schizophrenics to control auditory hallucinations.

- Seventy-five percent of the schizophrenics interviewed by Boker and associates (N=40)

reported compensatory efforts such as testing reality wheh having hallucinations
(1984). Only one study could be found in which the researcher explored
schizophrenics' coping with tﬁe knowledge of their persqnal susceptibility to mental

illness following an acute psychotic episode. MacKinnon (1977) postulates that the
| reversal of a psychotic state involving grandiose delusiéns results'in a sense 6f loss and
grief as the sCHiZOphrenic mustforego the hero role. |

Subjective reports by schizophrenics in the professional literature are meager. In

addition to descriptions of psychotics episodes, two themes emerge from published

subjective reports of schizophrenics: feelings of helplessness and loneliness (Betz, |

1980; Linn, Caffey, Klett, Hogarty, & Lamb, 1979) and the lack of ﬁrofessicinfd

optimism regarding their recovery (Anonymous, 1986; Lovejoy, 1984; Wescott, .

1979).

An incongruence emefges betWeen professionals’ appraisal of schizophrenics and

schizophrenics' reported experience. The professional views the schizophrenic as

having personality weaknesses or deficiencies. These are conceptualized as either

irreversible components of the illness or a.velopmental weaknesses, such as, the

1



. inability to copq::with mundane ’s‘tr.css.'ﬁl'h‘ compaﬁsc_m, the schizophrenic expresses
- feelings of helplessness and the need for emotiénal support and reassurance. ‘

The schizophrenic's concerns ar.ld pcrc:ivcd needs when discharged from hospital
have not been examined. Neveﬁhgless, numerous researchers have evalﬁated the
effectiveness of aftercare treatment facilities. The next section .will review these
studies. o

M !
Community Care

Three aspects of the community care of schizophrenics are examined in the
literature: reduction in the number and length of hospitalization, psychiatric treatment
within the commuﬁity, and residential care facilitiés.

* Reduction of length and number of hospitélizations. The development
community-bascd alternatives to - hospitalization has accompanied the
deinstitutionalization of the mentally ill. The two mairi eas of 1 mvestlganon are: (1).
brief hospltahzatlons followed by commumty referral and (2) care of psychotic
schlzophremcs in the community using intensive home visits or residential treatment
facilities. |

The results of the studies compaﬁng short and long-term hospitalization on
schizophrenics' community adjustment are ambiguous. Three different research
projects yielded three conspicuousiy contradictory results. In a study that examines the

outcome of a group of schizophrenics at four weeks (Glick, Hargreév’es, Raskin, &

Kutner, 1975), one year (Glick, Hargreaves, Drues, & Showstack, 1976), and two |

years (Hargreaves, Glick, Drues, Showstack, & Feigenbaum, 1977), the researchers
~ repart that the initial short-term evaluation reveals patients assignéd to the brief
hosp}talization group show significantly less withdrawal, and complain of leés

subjective distress (Glick et al., 1975). ‘Thc results, as measured by a global
k2 . N
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assessment scale, favored lengthier hospitalization, however, at the end of one year

o

éGlick et al.; 1976). At the end of a two year follow-up, the outcome still favored

long-term hospitalized, especially for those schizophrenics who had good prehospital

functioning (Hargreaves et al., 1977). No difference was found between the groups

with regards to.duration and frequency of rehospitalization, and level of functioning in
the community.
 On the other hand, Herz (1983) reports that schizophrenics who were briefly

hospitalized continue o experience more favorable outcomes throughout one year of

follow-up. He reports that these individuals have better social functioning and exhibit -

fewer residual symptoms. In contrast to these researchers, Caton (1982), after

following dlleii}cd schizophrenics for one year, reports that the length of
hospnahzahon\h\a—ls/no effect on: number of readrmssmns level of positive symptoms,
social functioning, and aftercare comphance. |

There is agreement among researchers fegarding the effectiveness of providing
intensive community c<are in place of hospitalization. Significantly more séhizdphrenics
and their relatives report greater satisfaction with community based tréatment (Hoult &
Reynolds, 1984; Pai & Kapur, 1983), and reédmission rates are lower for community
treated schizophrenics (Hoult .& Reynolds, 1984; Pai & Roberts, 1983). In another
study, altho’ugh the readmissibn rate for clients in a résidential treatment center aré not
lower than the h.'ospital group, the researchers report that fewer of the community based
clients required maintenance medications (Mosher & Menn, 1978). |

14
Living Accommodations. There is a paucity of studies examining the effects of

different types of living accommodations on discharged schizophrenics. Most

discharge planning is directed towards either aftercare or maintenance medications

(Caton, Geldstein, Serrano, & Bender, ”1984). Three studies_ were found. that examiné
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nonfamilial, residential accommodations for chrohic schizophrenics. Solomon, Baird,

Everstine, an obar ( 1980) report chronic schizophrenics living in board and care
homes fare better than those hv1ng 1ndependent1y Respondents in board-and-care
homes tend to be more frequently engaged in meaningful actlvmes such as, sheltered
workskops or day hospitals. Although Van Putten and Spar (1979) did not find the

'‘board-and-care' client socrally more active, they conclude these homes »uccessfully
| mamtam schizophrenics i in the commumty Schizophrenics restdlng in foster- homes

(more traditional famlly units) show sxgmﬁcant improvement in social functiomng in

compatison to long-term hospitalized patients (Linn, Klett, & Caffey, 1980); and more

favorable outcomes are obtained in foster homes that most emulate the traditional family =

setting, for example, those homes which do not closely supervise the adult
schizophremc and where children are present Compansons between patients living in
foster and board and care homes were not foundl

Community care of the discharged schiZ%pﬁrenic. A variety of services are
present in community treatment facilitiesthat provide aitercare treatment for
schizophrenics. The services include: coffee groups (Masnik, Olarte & Rosen,
1980\soc1a1 skills trammg (El Islam, 1982; Solomon et al., 1980), day clinics
(Donlon & Rada, 1976), day hospitals (Niskanen, 1974), and major role therap)[
(Goldberg et al., 1977). Program evaluation studies have focussed on identifying
characteristics of either the program or the schizophrenic that dppear related to client

outcome.

Particular attributes of schizophrenic clients have been considered when

accounting for differences in outcome following program attendance. Negativistic

attitudes and passivity characterize clients who fail to improve or who deteriorate 'in- day

‘ hospitals (Niskanen, l974)'and‘dun'ng social skiIIS'training (Bellack, Turner, Hersen,

14
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& Luber, 1984). Schizophrenics with high levels of residual symptorus and poorer

[ § [ . - -. . } . - .
community adjustment tend to relapse more quickly when involved in sociotherapy or
major role therapy (Goldberg et al., 1977).

- Other studies have examined program characteristics associated with successful

treatment of chronic schizophrenics. The need to avoid utilization of confrontational

techniques in the treatment of chronic schizephrenics is noted by Masnik, Olarte, and

Rosenc (1980) The‘se resea'rchers' report group attendance, rather than group

partlcxpatlon is correlated with reduced rehospltallzanon The effectiveness of

nonthreatemng reallty orientated groups in reducmg chromc schizophrenics'

rehosprtalizatlon rates is supported by three other studies (Alden, Weddington,

vJa‘cobson, & Glanturco, 1979; Melzer, 1979; Seeman, ,1981). A_significant

‘ relationsh_ip exists between treatment center characteristics and client outcompes (Linn et

1979) Better outcomes are associated with centers that focus on recreational and

occupational therapy ﬁnd utilize primary therapists. In contrast, poorer outcomes are © °

associated with centers that focus on famrly and’ group psy‘chotherapy and have a hrgh

patient turnover.

Rehospitalization is associated with failure to attend 'aftercare services (Caton,

Fd
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1981; Serban & Thomas, 1974) Utlhzatton of these serv1ces by dlscharged_

schlzophremcs therefore, is a legmmate concern of health care professronals Caton

(1981) reports only 17% of 119 chrome schlzophremcs she studred fully complied with

their discharge treatment plan. ' Cottman and Mezey (1976) report that 510% of the

_ involvement with aftercare servrces The necessny of. desxgmng these services to meet

the needs of chronic qth]zophremcs is 1mp11ed as the more successful centers are those

schizophrenics followed for 8.5 years after their first-admjssion (N=41) had 11tt1e‘»' R

X
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" which meét the subjectively reported needs of schizophrenics: the need for support and
_ . ,
social interaction. )

Utilization of commur'.. services cannot be predicted by the schizophrenic's

assessment of their worth. A.- >ugh 72.3% of 641 schizophrenics stated attendance iﬁ

-aftercare facilities would be beneficial, only 28.3% reported regular attendance in

community facilities (Serban and Thomas, 1974). It is apparent that an intervenin
variab'c m.st account for the discrepancy between attendance and attitude towards

aftercarc facilities. This explanatory variable was identified during.in-depth interviews
3 ’ :

.with: impending and discharged schizophrenics.

It appears that although much professiohal attention has been directed towards the

fate of the discharged schizophrenic, there has been a failure to systematicgl'ly»assess'

adult schizophrenics' perception of the plahﬁed transition fromlhospital to the
‘community. To recapitulaté, txhe primary research Ciucstion addressed by this study is:
"What are the perceptions of adult chronic schizophrenics during the
planned transition from the hospital to t‘He community?" The researcher
e_kplored predischargc. schi’zophrenics' perception of this event using grounded. theory,

a qualitative research approach .

16



III. Research Method

Dickoff van.d James (1968) define theory as a "conccptuai system or framework
iﬁvented for some purpose” (p.198). These authors emphasize "that theory is invented
rather than found in, or discovered irzl, or abstracted from reality" (p.198). The
founders of grounded theory, Glaser and Strauss (1967), cohtend theorizing from the
armch‘air', rather than from data, may yield irrelevant ~theorie.s as tﬁey do not
conceptualize the studied phenomenon. R

Grounded theory is the discovery of theory from systematically obtained data
}(Glaser & Strauss, 1967). Grounded theory is not invented, but rather, it emerges
during the process of researching an empirical area of inquiry. Because this theory is
grounded in the data, the.theoretical concepts will conceptually desc‘:ribev aspects of the
studied phenomenon as well as -mleaningfully explain variation within .the data (Glaser
& Strauss, 1967). The terﬁi "grounded theory" refers to a method of generating theory
and the product of this generation. The process of theory generation is cardinal in
determining the fit and relevancy of the theory (Glaser & Strauss, 1967). The research
method used in this study was grounded theory.

" Data Collection
Research Setting
| Participants of this study were accessed at a psychiatric care facility located in
central Alberta. This facility is a designated treatment center for both involuntary
(certified) and voluntary admissions. Study participant's‘were residents éf two of the'
hospital's rehabilitation units. DataQ collection was conducted in both institutional and
non-institutional settings. The contexts of the unStrﬁcturéd inter riews are described in

the section p 2rtaining to reliability of study results. -
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Sample
| The criteria for selection of informants wasi
a) diagnosis of sc}nzophrema made by the participant's attendmg physician,
b) chronicity of symptoms of schlzophrem
c) predischarge status.
d) mental competency to provide informed consent as assessed by the
participant's attending ph);sician,
€) eighteen years of age or older, and
f).consent to participate in the study.
Patients were :xcluded from th¢ study if they had a court appointed guardian under
Alberta's Dependent Adults Act. |
The sample was composed of four in-patients from two rehabilitation units at the
research setting. The participants were young adult males in their twenties and thirties:
The diagnosis of thr;ae participants was paranoid schizophrenia, and ‘the fourth
participant was diagnosed rgsidﬁal schizophrenia. During their ho'spitaliz,ation, all
participants had electroencephalographies (EEGs) which yielded normal results.
| The participants héve lengthy histories of mental illness, ranging from three to
fifteen years. Two panicipants had two previous known psychiatric hospitalizations,
and two participants had six and seven previous admissions respective. ~0 of the
participants had previous admissions to the research setting. Only one participant
entered hospital voluntarily. The mode of admission for thevot‘her three pérticipants
was formal. By the time the st.dy was completed, all participants were voluntary.
Some participants did experience a chaﬁge in their hospital $tatus during the study.
Participants were receiving 'évv‘ariety of treatments in hospital incluciing: milieu

therapy, predischarge group therapy, recreational therapy, and occupational programs,
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,
such as, ceramics. As well, all participants Qerc receiving drug therapy. The primary
drugs prescribed were depot neuroléptics: flupenthixol decanoate and pipotiazine
palmitate. Three participants were also prescribed antiparkinsonism agents, in addition
to major tranquilizers. ‘
Collection of Data

To discover the perceptions of predischarge chronic schizophrenics, unsfrhctured
interviews were conducted on a convenience sample of participants. Interviews were
cbnducted over a period of ten months. The respondents partic,ipated in the study foy
three to five months contingent on the length of their predischarge period. Figure 1
diagrams the‘nﬁmbc.r of intervieves per participant and the month of each interview.

Each participant was interviewed four to six times.

A
Key
* Interview
| Discharge
. . % .
Participant 4 _ . * 7 * * * |
L *
& Participant 3 x :
'S 3 *
g \
8 Participant 2 ; * * *
. - 2 *
Participant 1 o . o

Aug. Sept. Oct. Nov. Dec. Jan. Feb. Mar. Apr. May

1987 ' ‘ : 1988
Month of Interview

Figure 1. Month and number of interviews per participant:



‘ Because the _predischarge'pcrceptioné of schizophrenics were unknown at
commencement of the study, general opening interview questions were used to facilitate
verbalization of participants' perceptions:

I: I'm trying to get an idea of what it's like to be discharged from
hosp1ta1 What has it been like for you"

I: Maybe you can begm by telling me what has been happemng
with  you for the 1dst couple of weeks.

I: What is it like to go back into the community?
Verbal probeé were utilized to explore participants' respons;s asvwell as confirm the
researcher's understanding of these responses.( The difficulties associated with
interviewing schizophrenic informants are addressed in-depth in the final chapter.
D‘ata Analysis -

Data analysis was performed on transcribed verbanm interviews. Data were first
‘coded by content to yield sul;:c,tanuve codes. Constant comparison of these incidents of
data resulted in clustering data to form broad categories. Theoretical sampling in’the
field warsvutilized in order to refine these emerging categories and their properties.
Purposeful sampling was discontinued when the incoming data failed to yield new
information, and the categories were considered saturated‘ (Glaser- & Strauss, 1967).

In addition to data collection guided by category refinement, hypothesizing
relationéhips between these categories also provided direction for further data -
collection. Comparisons wére made with the inco'min g data to either verify or discredit |
these posfulated relationships. Memoing (noting of the researcher's',theoretical
thoughts stimulated during the analysis) detached the researcher from the descriptive
data, thercby facili_tating the formation of hypothesis and theoretical codes.

The process of systematic and simultaneous data collection, coding, and analysis

yielded -a- substantive grour;dcd theory, which goth describes and explains chronic
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Schizophrenies‘ perceptions at predischarge. The core explanatory variable of the theory
is "becoming ordinary." This concept cmérgcd during data analysis as the primary
explanatory factor of participants' perceptions at predischarge.

Ethical Considerations

in addition tc)> concerns pertaining to assuring anonymity, interviewing

hospitalized schizophrenics presented two unique ethical concerns. Safeguards
instituted to ensure maintenance of participants' anonymity are addressed in the next
section. The first concern was related to éssessment of competency of potential
participants to provide informed cons_ént. Competency ehtails the capacity of the
individual to appreciate the nature of the study and the consequences of participation
and non-participation (Picard, 1984). As no judicial test is availabie in Canada to
evaluate competency, Picard recommends that when the competency of one giving
consent is questionable, the mental status of tile individual should be‘e\ialuated by a
psychiatrist. In this study, panicipahtswere referred to the researcher after their
attending physiéian& assessed them competent to provide informed consent. Inform
'éonsent was then obtained from the informant by the researcher. -

Safeguards were’ also institufcd to ensure respondents were voluntarily
participating in the project. In additi‘on to the use of pﬁnted consent documents, the
participants' understanding of his consent was assessed by requesting him to
paraphrase the content of ‘the consent. Two further safeguards of informed consenf
.were instituted in response to findings reported by other researchers. Palmer and Wohl
(1972) report that 12 out of 40 psychiatric patients studied could not read a consent at
an acceptable level of literacy. Prior to the first interview, this researcher requesied
participants to orally read the consents. All participants displayed adequate literacy

skills. The vecond safeguard was in response to.findings in the previous noted study
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and a study byCutt}ing (1979). These researchers raise important concerns regarding
the accuracy and comprehensivehcss of schizophrenics' memory over time. Prior to
each interview and in order to compensétc for the potential loss of or inaccurate
| recolfec;ion 6f previously presented information, participants were bprescnted with
photocopies of the original consent to review .

The second ethical concern was ethical behavior on the part of the researcher if
psychopathology was elicited during interviews. If the researcher had concerns for the
safety of the informant and/or other people, she was ethically bound to report severe
psychopathology to nursing staff or attending ph';sicians. If the eli_cited
psychopathology was not assessed as severe according to the above criteria, the
researcher encouraged participants to discuss the matter with nursing staff or their
attending physician. These conditions of study participation were noted on printed
consent forms. |

Risks and Benefits.

This study bosed minimal risk to the. informants. The gfeatest risk for
participants was breach of their anonymity. vSeveral safeguards in this study minimized
this risk. First, confidentiality of the raw data was assured. The tapes were transcribed

. by the student and were locked in a ﬁlmg cabinet until completion of the thesis. The
tapes were then erased. The transcripts are identified by code names rather than by
participants' names. All potentially idenﬁfying data, such as personal names, have
been deleted fro;n the transcripts. The consent forms, which contain the participants'
names, are also storcd in a locked ﬁlihg cabinet'a‘t‘? the student residence.l

Although irrelevant data has been changed in this final report, participants' quotes

are included in the analy51s of the data, Itis possible, based on these quotations, that

/

mental health profcssmnals 1nt1mate1y involved with these participants may identify -
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these individuals. But it is expected that these professionals will comply with ’smndardé
of professional ethics and maintain the pai‘ticipants' anonymity.

The participants were informed they would incur no direct benefit by consénting'
to participate in the study. Although the participants verbalized plcasufé with bcing

, \
interviewed, they also noted that the interviews provided no personal benefit. One
participant, however, stéted he felt Ijeassurcd regarding the stability of his mental well-
being after talking to an "outsider.”
- Reliability and Validity of Study Results
Reliability

Reliability of a qualitative research is contingent upon the degree which chance
- factors have influenced the results (Fiela & Morse, 1985). The three potential threats to
reliability resulted fr)om the context of the interviews, interviewér effect, and maturation
effects associated with the length of the predischafge peﬁod.

Context of the interviews. Study participants were inpatients of a psychiatric care
center. Initial interviews were conducted on participants‘ nursing units and thé setting
" for the interviews was either the unit managers' office or, if that whs unavailable, the
unit's trevatmcn't room. Interviews in the tréatment room, however, were interrupted
numerous times by nursing staff réquiring access to supplies. In order to ascertain if
the instit}utional settiﬁg of the interviews affected the quality of information obta’ine‘d,
interviews were also conducted in the hospital's cafeteria, public restaurants, énd a
public park. |

The environme;lt per se did not affect the quality of information obtained, but

rather, effects were associated with the presence of extraneous conversations and

s

threats to privacy. Ih.comparison to interviews conducted in the -public park and on

participants’ nursing units, participants were more reticent in interviews conducted in
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the hospital's cafeteria and in pnblic restaurants. Participants were easily distracted by
extraneous conversations in restaurants, regardless of the number of patrons present.
In addmon ‘to being dxst:racted in these settings, one partlcrpant verbalized concern
regarding the potential for others to overhear the interview.

There was no difference in the quality of interviews conducted in_participants'
nursing units and in the public park. Both of these areas were appropriate settings for
interviews. Altering the context of the interviews enhanced the reliability of the study

results because this allows for the effect of the context of interviews to be identified and

: controlledt

Interviewer Effect. The second potential threat to the reliability of the study
results was the potential effect of participants' perception of he interviewer. The
printed consent form explicitly disassociated the researcher from adopting a therapeutic
role within the hospital. This was 'verbally reinforced with participants prior to each
intervlew. Particip_ants’ acceptance of the researcher's lack of affiliation with the
hospital was evident. in thelinterviews. For example, one participant descnbed
purposefully misleading the hospital staff regarding hearing "voices." If this pammpant
had perceived the researcher as being associated with the hospital or in a therapeutic

role, he would not have revealed this information. The ethical dilemrna arising from the

acquisition of such knowledge is discussed in the ﬁnal chapter.

" However, the partlclpants verbalized awareness of the difference in status '

between themselves and the 1nterv1ewer They initially verbalized concern regardln g
the i 1nterv1ewer s perceptlon of them. For example, one participant sa1d “You probably
thmk I'm stupid." When these types of concerns were. volunteered by the participants

during an interview, the interviewer directly reassured the participants: "No, I don"t
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: think_you;re stupid.” This reéssurancc was effcctivé as it facilitated the development of
rapport and enhanced the quality of information obtained.

Maturation Effects. Third, maturation became a pptential threat to reliability
because of the length of the predischarge period. This period ranged from three to five,

months for participants who were discharged during the study. The fourth participam

remained hospitalized at the completion of the study. The events effecting participants

and their accompanying feelings pertaining to this extended wait were included as data
and analyzed. This enhances the reliability of the resﬁlts because the effects of an
extended predischarge wait did not raﬁdomly affected the data, but rather, they
systematically became part of the results. |

Validi

Validity is the degree to which the research findings represent reality (Field &

Morse, 1985). Application of the medical inodel to mental illness has deterred research -

in this area. Weinstein (1979) notes "since the mentally ill (by definition) possess some
kind ‘of psychopathology and exhibit ;zarious symptomatology,- their opinions of
themselves or their situation are asvsumed to be unreliable or irrelevant” (p. 240). This
study demonstrates that chroﬁi?: schizophrenics are able to verbalize their perceptio_ns of
predischarge. Three additi‘onal'source's of déta verified the accuracy of the inforrr;;ation
gained from unstructured interviews. _

First, comparison of data with participants' hospital files verified the events

described by the participants. Occasiohally, the participants interpréted these events

25

differently. However, perceptions are subjective interpretations of experience and - .

therefore cannot be discredited with objective sources of data. The second source of
compar:son was information volunteered by nursing unit managers. Again, this

resource \erified the data gained from the participants.



The third source of data-ve}ification was comparison of information obtained in
. different interviews. Previouf interviews were an appropriate source of verification
because of the length of time between interviews. The predischarge period for the

-

majority of participants was lengthy (three to five months). If partigipants had

purposefully misled the interviewer, serious discrepancies would be present between |

<

the interviews. However, the discrepancies found between these interviews were
Changes associated with the participants' extended wait for discharge and, therefore,
~ were included as data.

Finally, validity of this theory is furthered By the process of genc;ating grounded

theory. Use of constant comparison at all levels of theory generation resulted in

corrections of i 1naccura01es throughout the research process (Glaser & Strauss, 1967)

The researcher had planned to utilize scconda{y mformants to verify the
theoretical concepts which repfcsent descriptive data. This, however, was impossible
due to the extended delay in receiving institutional-appri)\)él (six moiiths). Prior to the
inclusion of the 'concepts in the theory, the student verified the concepts with primary
‘participants. As well, although published research on schizophrenia does not address
schi'zophrenics' perception at predischarge, several relevant themes in the literature
support the application of the theoretical concepts. Relevant research iricludes
exaniination of discharged schizophrenics' functioning in the community and attitudes
towards hospitalization.

Generallzabihty of the Results

A substantive grounded theory can be only validly generahzed to the population

studied (Hutchinson, 1986). The selection of comparison groups determines the scope.

of generalizability of grounded theoi'y (Glaser & Strauss, 196?./’1*45 theory accounts

_ for the perceptions of predischarge chronic schizophrenics. Because of similarities

-4y
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bctweén their situations, these results are generalizable to othér chronic mentally ill

‘ ihdividuals in the process of being discharged frorﬁ hospital. Generalizability is

possible because the theoretical concepts are detaéhed from the descriptive data they
emerged (Glaser & Strauss, 1967). o

This theory may have application to other chronically ill people who are

institutionalized for treatment and are undergoing the experience of returning to the

community. Potential substantive areas of application are predischarge perceptions of

physically handicapped, drug addicts, and alcoholics. This theory, however, should
not be generalized to these populations, but rather, these populations could be

~investigated to discover if an émergent fit occurs (Glaser & Strauss, 1967).
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IV. Preadmission “xperiences: Being a Failure

Indjviduais do not become psychiatric inj:atien’ts solely due to the existence of
mental hospitals. Although psychiatric admissions may coincide with the application of |
the label "mentally ill," numerous factors interact to culminate in these admissions. One

. factor is the patient's prehospitalization functioning. Participants in this study -
consistently characterized their preadmission functioning as inade’quate. Their
perception of their failure to function in the community, combined with the meaning

-they assign to their~admission, produces the context for the occurrence of the process
"becoming ordinary." The ‘fol'lowing s\'ection of 'the paper reviews participants'
preadmission experiences and the meéning assigned to hospital admission.

The participants of this study do not envisage their préadmission experiences as
occurring within one subjective configuration of the past. Instead, on the basis of their
experiences, the participants cogni};ively fragment the past into two periods of time.
These periods are designated the extended past, and the preadmission past. The pivotal
point which demarcétes thcsé periods of time from each other is the participants' first
contact with mental health care. The following quotes from two participants illustrate
this phenomenon. ("R" designates the respondent and "I" the inferviewer.):

R: . and thenhad alot of freedom. And then all of the sudden,
wham, I'm stuck up in a hospital, and I was changed. I was—I
. didn't—I didn't give a damn for awhile, eh? And then, and
then, it got harder, even harder. And then the doctors got at me,
- . and that's where I'm at. The doctors are talking about me, eh?
What they think I am, and what they think, feel I want, and what
I— what I do, and what I think, and stuff like that.
L: What ways is the atmosphere "not peaceful”? '
*3 R: [pause] I don't know. Until I went home, I use to hang around
“with some really good friends, and I found that really relaxing
and peaceful. And then I went home and, ah, I ran into this

- mental health stuff. And I can'tsay "'ve had a peaceful moment
since.
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. I: You haven't had a peaceful moment since you 've been mvolved
with mental health people" _
. R: That's right.
I: What's been happening? o
R: Uh, I get deeper and deeper into qulcksand I guess. [pause]
I: You feel you're deeper in quicksand?
R: Yeah, there's no way out.
I: I don't understand. There's no way out of . . .
‘R: Out of mental health. -

The themes underlying respondents’ references to each of these two periods of

nme are different. The extended past is best characterized as "the good old days."

“Conversely, the part1c1pants preadmission past is an extended perlod of "not making

it" in the commnmty, culminating in the ;espondents present admission. The
preadmission pasf, which includes previous hospitalizations; ranges in length of time
. from appfoxi.mately three td fifteen years. The length of this period is confin gent upon
the past psychiatric history of the participant. .
The Extended Past

Events recal‘i\éd from the extended ~past are characteris_tically experiences which *
llustrate previdus successful @agement in the comrnunity'. The participants primarily
recalled two types of expenences:‘p_fevious interpersonal relationships and occupational
experiences: ’ |

R: Uh huh, someo’e to come home to. When I worked on the _

, rigs, I was living common-law. I'd come home after work,
there'd be a bacon and tomato sandwich there and a beer. The
little boy, he'd be j jumping and rolling around, giggling, and ‘
squealing, and cooing. [pause] And, ah, it made me feel like a
man! [pause] Made me feel real good! Like you'd come home
after sweating and working your muscles real hard getnng
screamed at by some ratty driller.

R:1 had aheckof a tune on the first couple of rigs I was working ’
on. Finally, I hit one I liked. That was, ah, a step up sub, I got -
offered a drilling job on one of them, at one time. That's how
come I like them. . ~
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Although recalled events occurred in the distant past the part1c1pant may speak as'-"

though they have occurred recently. For example one parttclpant dommated his

interviews with recollectlons of his experiences as a laborer. He frequently spoke as if

these events had occurred in the recent past. Clarification revealed that these events had .

occurred more than ten years prev1ously

R: Actually, it was tough with that rig. But then I had my cement
_forms in mind. I had worked for, eh, eighteen months on a
drilling rig straight. 8éven hours, no, well, it would be seven
days a week for elghteen months. And I just wanted to get
away. '

I: You'd get pretty tired?

R: Yeah, I was pretty sick of drilling rigs.

“I: Was that two years ago when you quit? :

R; No, that was, ah, back when I was about twenty- three years
old.

+ -

Two - further points can be made' about data gained from participants. First,

. _participants d1d not remxmsce about ch1ldhood 'days with thelr famlhes They
predominantly recalled expenences away from home or, if still llvmg at home,"

experiences w1th their school peers.- Second the parnmpant w1th the longest hlstory of

prev1ous psychxatrlc care rnade the fewest references to the extended past. In
_ comparison to the more recent histories of the other pammpants (three to fou.r years),
vt'his participant had a fifteen year history of psychiatric care. This particlpant’s
references’to his extended past were limited to relating illicit drug experiences shared
~ \with hls peers: / - ’ | ~~

»

R: We had the sense not to smoke drugs, hash or marijuana, after
we were on acid because we're an elite  We were, we were in
[a] generation that was lost in space. We, we had things to do
and we did them :

The Preadmnssnon ‘Past

The preadrmssxon past is best charactenzed as a long period of "not making it" in

the commumty, accompanied by fe‘elmgs of dlscouragement lonelmess and a sense of
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being everwhelmed.' So.m.e‘participants initiated compensatory behaviors to alleviate
these feelings. These Vbehavi'ors, however, wert‘ often dysf‘unctional because the
outcome tended to deepen the participants' feelings of alienation and ' thereby
compounded their sense of isolation from the gteater community.
"NQ]; Making It" -
"Not making it" is defined by the part1<:1pants as madequate functioning in the
commumty One parnmpam bluntly stated

"~ R:Ah, Idldn t think I'd get mentally thick—sick. I thought I'd be
able to function.

The yardstick generally used to measure their functioning was social noxms,l which the -
participants tinquestioningfy accepted as appropriéte standards for self-evaluation:

R: Kind of instead of going against the grains of society, I'll go

~ along with it.

I: Do you consider yourself going, as in the past, as going against
the grains?

R: Yeah, with aname like _ | I sure do.

I: What are the grains of somety, gomg with the grains of socxety" :
What does that mean?

R: Um, laughter, I suppose, and money, [pausej comfortably
involved with endeavors.

A second participant stated he had deviated from "the norm, from the righteous side of

society":

I: We were talking abou:t b/efore you went into s
you were doing a lot of drugs and alcohol and you flipped out.
Can you kind of describe what's flipped out. What happens
~when you flip out?

" R: Being out of the norm from the nghteous side of society.
[pause] When you do that, you become persecuted by yourself
and the people around you.

Self-comparisons were occasionally made with others in the comtnunity whom
the parﬁcipant perceived as having achieved the social norms for functioning:
- R:-You can always say that you're gonna make, make something

. out something, but it doesn't always work. That's, that's the
bugger. It's different, it's strange 'cause when—my brothers



and sisters are all super people. Like not super people, but they

all can make something work for them and I can't. Idon't

know. I don't know why. It's amazing. I've been trying.
Commur’:y members (including peers) whom the participant perceived as not
emulati:.g these norms -are rejected as yardsticks for comparison. One participant
-described his previous peer group in the communfty as "the dregs of society" because
the group members abused drugs and alcohol. Discharged psychiatric patients living in
the community are also rejected as standa‘rds”for comparison:

R:...you see, I spent some time in anofher group home. . . . It's
not nice at all because you realize that people that are there . . .

are there because of the same reason you're there.

_The.participants based their evaluation of "not making it" in the community on

their retrospective appraisal of their personal well-being while residing in the

community. They recalled both their level of functioning and accompanying mental ’

well-being.
Self-Evaluation of Community Functioning

CAll study participants characterized their preadmission functioning as inadequate.

They identified two areas of inadequate functioning: employment and intimate
interpersonal relationships. Only one participant expressed satisfaction with the quality

. of his preadmissien peer relationships. The majority of participants expreséed feelings

of loneliness. This lack of a sense of fellowship in the community resulted from either

the absence of companionship or the presence of non-supportive peers in the
community:

- I: And you find it not such a good idea being alone?
" R: Nah, I miss half of the world. Sleep through half and miss
+ another half . . . the whole world goes by. [pause]

R: My friends generally persecute me. They thought I was a joke.
_ I: They thought you were a joke? :
R: Uh huh, they'd play my emotions that way, find a weak ‘spot
and tease me about it. It's just a subtle way of giving me

s
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‘strength . By Jokmg about somebody's inadequacies, you

give them stren gth. Although you may frustrate them and put

them down, but, eventually, you gain strength from the ‘.
-situation.

The presence of peers in the community, therefore, cannot be eQuated with the
availability of emotional support. Although the participant in the previous qhote
reasoned his peers were helping him by rejecting his behavior, he did not identify thig
peer gfonp as supportive. He complained of feeling "loneliness to the max" when he
attempted to quit smoking marijuana.. He also stated that being mentally ill is being

frustrated:

R: You can't reveal your emotions properly—somebody to care
about or somebody that will listen.

The second area of inadequate community functioning identified was that of
'ennployment. The participants of this study are young adult males in theiretwenﬁes and
thirties. From their pe{spective, fundamental aspect of "not making it" was their failure
to be self-supporting in the community. Only one participant had been employed
dunng the previous two years. He described his job in a convenience store as "boring”
and "unfulfilling.” Due to termi_nation from his piace of employment, this participant
had been receiving unemployment insurance for the past year.

| The participants expressed ambivalent acceptance of supplementary sources of
financial support. Although they recognized their need for tnisfa‘ssistance, they
perceived social assistance as unearned income:

I: It sounds like you don ,,articularly like being on it [pension]

R: [pause] In some ways, it's necessary, in some ways, it's a hand

It CO:rtl you tell me more about that?

R: Well, you don't ever have to worry about being fired. So the

stress there is gone, so it's beneficial that way. Ah, getting

something for nothing has always disturbed me, so it's negative
in that way. That's my only beef abont being on it.
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If-Evaluation of Mental Well-Bein

The predominate emotional state recalled by participants is congruous with their
perceived functioning in the community. All participants» referred to feeling
overwhelmed white residing in the community. Some participants explicitly identified
* stregs as the underlying basis for these f;.;ings: ‘ G0

R: I never missed a day of work, you know. And things were

really piling up on me, you know, a lot of stress and stuff like

that. - My hair was just falling out. You should have seen that. 1

could go like this [running fingers through his hair]. I could go

like this with my [showed researcher hand with hair bctween the

fingers] like that, and have about ten hairs.
Other participants implicated stress in their dcscn'ptions of being overwhelmed. These
participants recalled feeling: "bogged down," being in a "real panic,” "everything was
moving kind of fast anyway, just not enough time," and "the whole world was upside
down there for a little while."

The level of stress experienced by participants is not temporally related to their
admissions. Instead, thé participants describe this stress as chronic and encompassing
the entire preadmission period. For example, although the preadmission past includes
previous psychiatric hospitalizations, the participants did not describe a transient pen’bd
of reduced stress followin g these discharges:

I: How about the other times when you left, how did you feel then?

R: 1 felt good. I felt good that I was leaving, but I'wasn't as certain
as I am now, you know. Like I thought, I didn't think I'd come
back but, you know, but, but I still had the problems. I was just
on a fake medication, you know.. They had me on the wrong

- meds, and, um, it was just a phony reality. Really, because I -
was walking around in a daze all day. That's ‘cause I was on
pretty heavy medication, you know.
A second parﬁéipént spoke of his anticipated Vsuccbe,ss following treatment:

R: I took Assertiveness Training and I thought, "Ah, ah, I got it

made, I can set myself in any direction I want" and then, it's



people that get to me, eh. It's the people, it's not thc—maybe it
is the surroundings. I dunno.

Being Qverwhelmed

Participants identified factors'whi\ch intensified or precipitated feelings of being -

overwhelmed in the community.  These factors are categorized into two main groups:
behaviofs of the participant and environmental inﬂuencés. Environmental influences
are further subdivided into ﬁonintrusivc and intrusive influences.

Environmental Influences )

Environmental influences are those influences which participants identify as

having an external origin. Intrusive influences encompass intrusions into the

participants' cognitive sphere by either known or unknown others.. One participant

described intrusive experiences as "things that aren't there, but pop in there, out of thin

"

air." Nonintrusive ihfluences are event_s/conditions occurring in the participants’
objective environment.
Intrusive influences. 'Mentél health proféssionals consiaer intrusive influences
~cardinal signs of pﬁychosis, an intrapsychic phenomenon. However, the parﬁcipants in
~ this study who experienced this phenomenon did not accept this premise: |

R: And, ah, I was laying on my bed and I was—I felt like I was
dying. It was this patient next to me cursing me to death. And I
was resentful for what he said. And, ah, I felt like my spirit was
leaving my body . ..

-

This experience occurred prior his transfer to the study's setting from a community
hoSpital. Another participant also retated experiences of mental intrusion by a known
other. He initially expressed disbelief at what was happening:

R: Okay, okay, just listen to me, okay. That's all I ask. Afhd, um,
one day, I was, I was sitting in bed and I was thinking about
, you know. And], I felt really bad | about it, and
everythmg like that. And I just started crying, eh? And, um, all
of sudden, all of sudden, all my thoughts were being displayed,
you know. I could hear my thoughts being said. And then I
asked them, I asked them through my mind. I said "How, how,
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how do; [arc] you doing this?" and they told me "ESP." And 1
said "That's bullshit, I don't believe in ESP.". And they said
"Some people have this special gift," you know, and it was
really amazing.
Although health care professionals categorize such experiences as intrapsychic,
the participants perceive them as being externally generated. Furthermore, the
participants continued to conceive of these experiences as iriterpersonal problems
throughout their hospitalization. The following quote illustrates how the participants ‘
envisage them as relationship problems rather than indicators of psychological
problems:
I: So when you'd go out, what would happen?
~R:Td drink a little bit too much [laugh], and get really plastered,
and forget to take my meds, and then I'd get sick again and
terrible.
I: What sort of things happened when you got sick again?
R: Um, .. . T was justhearing really bad voices and, um, telling
me really strange things, bizarre things. And I'd believe them
and I'd get sick, you know. They'd make me really sick.
For this participant, the pfesence of the voices was not indicative of illness, but rather,
~ illness resulted from his relationship with them, that is, he believed them.

Participants' feelings of being overwhelmed are directly and indirectly magnified
by intrusive experiences. Participants Wh_o experienced these phenomena described
direct changes in their mental well-being which théy attributed to the effect of these
experiences. One participant stated he felt "stifled" during these intrusive experiences.
Another participant described himself as "mentally restricted":

R: Um, I was restricted because I felt that there was people reading
my thoughts and, um, you know, and knew what I was doing,
¢ and everything like that, you know. And that use to bother me a
lot. So, I couldn't really function the way I want to function, eh.
This participant also described experiencing an extended period of "total depression"

while residing in the community.
Pt ¥



The participants’ descriptions of the subjective effect of the intrusions are similar
as the respondents characterized these expé'iences as burdensome and restrictive. The
indirect effects of these experiences are also similar. Fewer personal resources are

available for the participants to utilize when dealing with their nonintrusive

surroundings as personal resources are expended managing the intrusive experiences..

The participants' methods of managing intrusive experiences are described in the next

chapter.

°

Nonintrusive influences. The second type of precipitating environmental factors
identified by the participants are nonintrusive influences'. Nonintrusive influences are
events/conditions occurring within the participants' objective environment which the

participants identified as burdensome. The two major categories of nonintrusive
. . !

influences affecting the participants' sense of mental well-being were examined

previously. These were the lack of paid em;\)loymcnt and the lack of supportive

inggrpersonal relationships in the community. Each contributed to the participants’

sense of declining mental well-being in several ways.

The participants described feelings of inadequacy and failure arising from their

-

inability to obtain long term employment. Two participants attributed their failure to
obtain paid employmeni to the lack of Understandih g employers in the community:

R: Like I'm not lazy and I like to work, but I just, I can't, I can't
connect on [to] a good job or, ah, [a] patient employer.

As well, termination from workplaces adversély affected the participants' confidence in

their abilities to function in the community.

R: T use to work in a glass factory in .. .. The guy knew
damn well that I was sick, eh, and so he gave me the boot. The
same with, um, the same with the—it sort of makes me wonder
about myself. Just what — where I'am, and what kind of
functions I do have, you know. - '
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Several stressful incidents emerged from the lack of shbportiQe rclationships‘ in
the community. These incidents involve the rejection of participants' behavior by
signiﬁcaﬁt others. Incidents described by the'respon‘dcnts.; include: rejection“by
members of'conimunity institutions? such as, churches, requests by family members to

e/k alternative living aﬁanégfnéhts, and ﬁnaliy, rejection.o’f behavior by becrs.

~ The participants did not describe their commuhity amt’)ien;ce as supportive. Half

f the participants related incidents of iaenceived rejectiori by other community members:

[ ” R: ... sometimes, you see, I get the strangest 100ks, ybu know.
! I'm not gonna worry about it. It's too bad for them. N

" Another participant described himself as a "modern day leper.” He also stated:
R: As soon as someone finds out you've got a disease of the mind,

they right away start treating you as a second class citizen. As if
they're superior ‘cause they're somewhat more normal than you

v,
are. _ A : ‘
The majority of particfpants identified specific aspects 6r events in their social
‘environmenbt which contributed significantly to their feelings of being overwhelmed, for
example, rejection by significant others. There was one exception to this. The B

participant with the longest history of previous psychiatric care indiscriminately
describe_,d the social community outside the hospital as threatening ana punitive. To this
respondent, the community is composed of powerful, malevolent others:
R:...ifLifI try to do something, there's always someone out

there, that, that's there to outsmart me, you know. So, I gotta be

careful, I gotta—I can't just give up, rig}}t? '
Behavioral Influences

The final contributing fé_ctor igeﬁtiﬁed by respondents was the misuse of drugs

and alcohol. All participants QCscdbeq_d;'ug and alcohol related experiences. Only one

respbndpm reported Lis alcohol usage as limited to the extended past. The majority of

respondents describe continuous use of these substances throughout the preadmission

)
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period. Although environmental influences, such as, peer group pressure were present
for some participants, all respondents perceived use of these substances as volitional.

_ The participants accounted for their use of drugs and alcohol in two ways. First,
for some participants, the use of drljgs and alcohol was expected and acceptable peer
group behavior:

R: In the group I was dealing with it was socially acceptable, and it
made me feel good, sometimes paranoid. Tt would strengthen :
the ties between me and my friends, so I became to be dependent | \
on them, the dope and the company. It was a socializing skill.._~
Second, drugs and alcohol were described as an accessible method for reducing
feelings of insecurity as well as for augmenting the participants" ability to persevere in
the community. The use of these substances was a means for gaining temporary respite

from life in the community: -

R:...Ilike smoking hash, you know. It keeps me, it keeps me .
gomg I don't get burnt out and stuff like that.-. . . But I like
smoking dOpe and [pause] it's a great antldepressant

S R:...it's just something to get me away from where I am.
Another pespondent stated the use of drugs and alcohol alleviate& his feelinge of
insecurity and enhanced his sense of fellowship with his peers: o 4
I: When you say it helped you feel good, in what sort of ways?
R: I was able to relax, it took away the frusu’anen

I: Frustration from. .
R: Self—msecurmes

R:. I fe]t more at one with people in the room. I could carry out
~a conversation better

The behavior was detrimental to the respondent, however, when the intended
effect was not achieved. Adverse effects were not attributed to the use of these
substances but to their- misuse:

¥ R: I was drinking too much. I'd drink everyday. I was, I was

nearly an alcoholic by the time I got out of that place.
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R: 1 just take, I just, I overindulge. I just do too much of—I go to
the bar, I drink myself crazy.

The overuse of drugs and alcohol adversely affected the respondents' mental well-
being. The following quote from one mspoﬁdent best illustrates this effect:
I: It helped you relax? , :
R: Right. Actually it added stress in certain cases too. People get
paranoid when they use a lot of dope.
_I: Uh huh, what does it mean to 'get paranoid'?
R: Oh, cold, clammy physically, and your thoughts racing
mentally.
Iso]a"ted, indirect effects of substance overuse were also reported by participants.
For example, one participant reported he would forget to take his prescribed medication
when inebriated. He stated he would hear "really bad voices" as a consequence of his
failure to comply with his drug therapy. Only one respondent reported éxperiencing

‘negative feelings associated with the use of illegal substances:

R: Guilt because you're breaking the law. [pause] Guilt because
you're dependent upon a substance.

This concludes the description of those factors which respondents identified as
precipitating or intensifying feelings of being overwhelmed while residing in the
community. .A few closing remarks will clarify some aspects of the data. First, no
inﬂuences which facilitated the participants' adjusﬁnem in the community were included
in this section because none were elicited in the interviews. The participants describe
the preadmission period as an extended pén'od of "npt making it" in the community.

Second, the respondents identified few volitional behaviors as contributing to
their perception of "not making it." It should be noted the researcher has outlined only
those behaviors the respondents identify as contributive. Behaviors which others may
identify- as detrimental to community living, such as v?cience against others; are

“excluded because the respondents failed to label them as sucﬁ. -

\
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The final point relates to the time of occurrence of some events the respondents
have identified as contributing to the deterioration of their sense of personal well-being.

It was noted earlier that the preadmission period ranges from three to fiftben years,

. . ‘ . Lo ! ¢
contingent on the respondents' history of previous psychiatric care. Influences

identified by participants also fit into this extended time period. For example, one
respondent stated he believed that being asked to seek alternative living arrangements
precipitated his feelings of beiné overwhelmed. This incident, however, had occurred

at least three years-prior to his present admission. Personal rejection by a significant

other was identified by another participant as a major contributive factor to his sense of -

social isolation in the community. This rejection had also océurred in the distant past,
at least two years prior to his present admission.
Admission to Hospital

The meaning participants aséign to théir admission to hospital emerged from their
integration of three facets of admission to p’sychi_atric hbspitals: (1) the level of
preadmission functioning, (2) the pefceived initiator of admission, and (3) the
participant‘.s conception of mental hospitals per se. The fneaning assigned- to
hospirtali-zatlion consists of the behavioral and 'social implications of admissibn. The
behaviofal connotation applied to admission was that it signified to the participant how
poorly he was functioning in the community. The social connotation Was that

admission represented intolerance of the participant's behavior by the greater
community. ' o , ST,
The first factor influencing the meaning assigned to admission is the respondents'
_ assessment of their p;eadmission functioning. The respondents described themselves

a‘s‘ "not making it" in the comrhunity during this period of time. The primary emotional
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stati recalled from this time period was that of feeling overwhelmed and frustrated.
The prcadmlssmn period ended with the pammpant s admission-to hospital.

- The second influencing factor was the pamelpants perception of who initiated
their admission. A striking feature apparent in the data was the fact that the respondents
did not perceive their admissions to be a result of their own actions. This phenomenon
was apparent regardless of the respondent’s admission status: vvoluntary (i.e., signed
self in for treatment) or involuntary (i.e., admission certificates). The following quotes
illustrates this:

.. and then I got called back.
. . this was why I got sent here.
. I got committed. '
. he just sent me strai ight up here. [referring to family physician]
.1 got taken out the r ,-the police came, off duty, and, ah,
( you see, there was no évidence. And the next thing, you know, .
L1 was told "You re beyond our rules, we're shipping you to
‘And the next thing I knew”f was in an
- ambulance and up here.
These quotes are from respondents who were certified at the tune of admission. Only
one respondent voluntarily admitted himself to hospital. He too described his

admission as initiated by others, in his case, his father:

R: ... he, he took me out for a drive away from the home and,
um, ke said to get back to the place.

- This tendency for respondents to perceive their adinission as initiated by others is:

present regardless of the events precipitating the admission:

R: My doctor was sick and tired of me ODing. . . . he was fed up
with me, man. He just wasn't,gonna take no more of my shit.
He just sent me stralght up here. He called, as soon as he found
- out, he called straight up here. He 'was very firm with me, you
know. ,

. Although this pa.rtlclpant ad attempted su101de he st111 attributed his admlssmn to the

actions of his phy51 sefi. Another partmlpant was. admlttcd followmg a violent attack on
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another patient in a city hospital. This p.articipant also did not attribute his admission to
' _his violent behavior, but instead, he a;nibutéd it to the intervention of others.

Related to this ph‘en’Omehon was the failure of respondents to identify significant
‘events which resulted in the deterioration of their feelings of well-being immediate!y
prior to admission. Although two participants described events which precipitated their
admission, they did not describe any deterioration in their sense of well-being prior to
these incidents. Both participants described problems functibning in the community
prior to these incidents. For example, the respondent, whose suicide attempt
precipitatéd his admission, described experiencing an extended period of depressiqn
while he was living in the commiunity.

| R:...it's a terrible feeling living in depression, you know. It
really is, um, I've, I've lived with it for years, you know. Like
months on end I was living in total depression, you know.

The third factor influencing the méaning assigned to their admission was the
respondents’ perceptio‘n of psych’i’am'c hospitals per se. '.Their impression of psychiatric
hospitals varled and was dependent on the respondent s previous psychiatric treatment.
Respondents undergomg their first admlssmn to a provmcml psychlatnc treatment
center spoke of expenencmg trepidation when first informed of their imperiding

admission: o

R: I didn't like it, you know. I, I wondered "Oh, no, they're
sending me to , a crazy place," you know. 'Like you
hear so many things about , and they re such negative
things.

I: What sort of thmgs did you hear?

R:Um, just, just like this is a really terrible place to come 10 nd a
lot of bad memories from the people that come here, usually-
come back and stuff like that. Just a lot of negauw: things, you
know. )

A second respondent stated coming into hospital:

R: Scared the hell out of me. I'd,heard&ﬁlbl kinds?>f stories about
, 2 I was expecting thumb screws and stuff like that. . .
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Quite scared. Ididn't know what to expect. I was expecting
, ECT [electroconvulsive therapy] treatrrent, and large needles,
and lobotomies, and stuff like that.
Respondents with histories of previous admissions did not express this
trepidation. They tended to regard psychiatric caré centers as institutions for people
who fail to "make it" in the community. One participant described the hospital as "just
a warehouse to start over, I guess." A second respondent stated he Was admitted to _
hospital because he "burns out" in the cofnﬂaunity. "Somehow I can't function and I
can't perform -ort of thing." He also stated "it's not too bad" to get'admifted.
" It was indicated eariier,that the meaning participants assign to their admissions
consist of behavioral and social gpmponents. - Behaviorally, their admissions
- objectively substantiate their perception of themselves as failure: -
R: T seen my folks and I broke down in front of my father. 1 ,
started crying and he, he took me out for a drive away from the
home. And, um, he said to get back to the place. AndIsaid... .
"What about my position in life?", eh? "Why aren't I such a bi g
success like everyone else?" ' : ,
Another participant stated:
R: I'm not too proud of the place or myself being in here,
suppose. Just not interested. _ }
I: Uh huh. When you say you're not too, proud of yourself or of
the place, how do you see yourself being in here?
R: Hmm, just about on the bottom.
Socially, admission to the hospital was perceived by participants as symbolizing
: : v L S .
condemnation of their behavior by the greater community. One participant directly

referred to condemnation by others:

- R: 1 thought I was Being condemned and I would never get out.
I: Condemned by who? ‘

R: The g;ivemment. [pause] At least, that's what I thought at the

- time. & .
Ckher participants also made reference to feeling that they were being punished by

others for their behavior in the: communjty: -



—R . like I didn't do anythmg to make it in here. . . . I didn'f take
anybody s life. Ididn't murder anyone. I didn't steal anything.
- Well, I might of stole a pack of smokes or something from the.
corner drug store, but nothlng
Only one participant openly expressed resentrnent towards those he percelved. as
responsible for his admission. He stated he "was set up” and maintained others in the
community display the same behavior which he ‘felt contributed to his admission:
R: I get into a fistfight every ﬁv‘e or six years, it seems like, or an
act of violence of some sort. [pause] And there's other people
that I know on the outside that get into fistfights almost daily or
bi- dally, and they never get put away.
‘Admlssmn toa psychlamc care center, therefore also represents official redress of
individual's inability to function in the community.

The respondents’ preédmission"experiences, combined with the meaning assigned
to hospital admission, pror/'ides the context for the core vari;ible "becoming ordinary."
This context or necessary condition for the occurrence of the core variable is a condition
in which the respondent perceives himself as a failure in comparison to others or to
accepted social norms. All of the respondents empr asized behyavioral inadequacies and
not psychological difﬁculties when discussing their preadmission past.

In addition to providing the context for the core, the participants' fram‘e‘ of

reference affirms the phrase used to de*sign:i:te the core. "Becoming ordinary " is
assrgned to.desiznate the core variable in preference to "becoming normal ." To some,
normality may imply.judgement of the psychological well-being of the respondent. In
contrast, "becomingo ordinary" doesj not imply this. The respondents of this study
emphasized functional normalcy, not psychological wellness.
Disclussion ' ' <
The respondents' actual level of funcrioning in the community can only be

inferred from these data as the participants' preadmission experiences were

retrospectiv‘ely recalled. Their perception of their preadmission ‘function‘ing has likely
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been influenced by their admission and subsequent inpatient treatment. No assertion
can be made, therefore, regarding whether the respondents perceive their functioning as
inadequate prior to admission. However, published research results on the post-

hospital adjustment of chronic schizophrenics substantiate the problems identified by

the respondents of this study. ‘Although the researchers examined the sogial outcom« of

discharged schizophrenics, the results are applicable to this study as all of the
respondents have had previous admissions. When readmission occurs, the period of
time that was once post-discharge becomes preadmission.

The social outcome for discharged chronic schizophrenics when measured by

employment status is dismal. Caton (1981) reports that only 12% of 119 young

chronic schizophrenics (mean age of 34 years) had paid full-time employment at some
time during the year following discharge. Only one study participant had continuous

paid employment throughout that year, and only twenty-seven percent of the

participants had worked either part-time or full-time during the year. However, Caton

‘does not-specify whether the participants were employed in the competitive markétp'lace

oor in sheltered work environments.

Another group of researchers assessed the social adjustment of 46 chronic

schizophrenics attending ambulatory treatment facilities. Thirty-six percent of the

participants had worked "most of the time" in the three years prior to the interview.

Forty-five percqng;had worked "briefly or not at all” during this time period (Glazer,
Sholomskas, W;lljams, & Weissman, 1982). Again, the researchers did not describe

the type of /v;vor_k environment of the empléyed parn'cipants. The researchers also report

that the:"s’;i;'jdy ﬁarticipants identiﬁed employment as one area of poor adjustment in the

| commumty Grusky, Tierney, Manderscheid, and Grusky (1985) did d1stmgu1sh

.-between employment in the marketplace and ‘he” zred employment. In this study,
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two-stage, strat_iﬁed sample of chronically mentally ill adults who participated in
community support programs were suryeyed. 'Sixty-nine percent of the sample of
1,471 parucrpants had either & primary or secondary diagnosis of schlzophrema These
researciaers report that 25% of the pamelpants were employed at the time qglthc survey.

Of these, 60% were employed in sheltered settlngs

. "

A

Only one publlshed study was found in wh1ch the researchers explored chronic

schlzophremcs'atutudes toward employment. Serban and Thomas §l974) interviewed

516 chronic schizophrenics at admission and discharge from hospital.. The researchers

report that 71.9% of these participants were unemployed during the two years prior to
admission. Only 13.4% had been employed full-time. Of the total participants, 50. 8‘%

reported tl‘lat employment would be beneficial to their mental well -being; 49. 2% stated

J

’ employment had no 51gn1ﬁcant value. Paradox1cally, 67.2% of the paruc1pants stated

they believed reliance on yvelfare was detrimental to their miental well—bemg. Serbap

(1975) also examined the stress experienced by these participants while living in the
,c‘ommunity The i'es'earcher reports that chronic schizophrenics have the greatest level
of stress asso<:1ated wuh being unemployed and rt:celvmg social a551stance in

-
w

‘comparison thh two other groups: acute sch1zophren1cs (N= 125) and a comparable

. nonpsychlamc control group (N= 95)

 These researchérs Substantxate that the majonty of chronic schlzophremcs livin gin

I

" the commumty are unable to establxsh stable employment records._ This theme i 1_s also -

recurrent througlj"out the inte'rviews of this study. The respondents of this study,
however all mdlcated that failure to achieve stable pa1d employment in the commumty

was mdlcatlve of failure to function in the commumty Their inability to obtaln pald

)

emplo”ment accentuated their feelmgs of inadequacy. This ﬁndmg isin contrast to the .
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above noted study by Serban (1975), in which almost fifty percent of the participants
stated employment was not beneficial to their mental well-being.

Another theme prevalent in the interviews was the respondents' feelings of social

isolation while residing in the community. This sense of isolation cannot be attributed |

to the absence of social contacts in the community. ‘The majority of participants in the -

study described frequent contact With either family members or peers. Only one
participant described himself as isolated from his family and bereft of friendship.
However, all participaﬁts did describe themselves as lackir:g intimate, egalitarian
~ relationships, especially with members of the opposite sex. |

Resebarchers_ have determinéd that schizophrenics, in addition to professional
support, do have social support available in the cofnmunity. Caton (1981) found that
50% of the schizophrenics studied reported the presence of another person in the
. commur‘lityq who would supply needed assisiance. Sokolovsky, Cohen, Berger, and
Geiger.(1978) examined the social networks of discharged psychiatric patients living in
a‘singl'e fé)ém occupancy hotei. The researchers report th:at the most impaired subgroup

of schlzophremcs re51dmg in the hotel had supportive relatxonshlps with other hotel

occupants These social networks were comprised of approximately ten people. They .

were 51gn1ﬁcantly different in comparison to the networks of schizophrenic occupants
- with minimal or no residual symptoms and those o¢cupants with no history of
W
psychosm The chronic schlzophremcs social contacts were more dependent, and the
network connections were lcss complex. (Cqmplexny refers to the degree of variability
in the incentives fér social interactions within ghe network.) ’
Chronic schizophrenics, therefore, do not appear to be sociétlly isolated in terms

of available supportive others within the community. Even though these supports are

available, chronic schizophrenics continue to describe themselves as socially isolated.
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This isolation appears to be associated with the lack of egalitarian relationships in the
community. Serban (1975), who studled 516 chromc schlzophremcs reports
participants described themselves as feeling hlghly frustrated in the commumty This
frustration was associated with the absence of a social life and feelings of total
isolation. _ }
| The participants of this study consistently recalled feeling frustrated and
. overwhelmed during the preadmlssmn penod These feelmgs were agcmted with
omnipresent stress experienced within the community. Althou gh numerous researchers
%have focussed on identifying prempltaung factors related tosthe onset or exacerbation of
symptoms (e. g. Canton & Fraccon, 1985), other re;earchers have rcjected the
relevancy of 'this focus. Serbaﬁ (1979) suggests research which focuses on
precipitating fa;tors may be inappropriate when studying the functioning of chronic
schizophrenics in the community. In mental health care, chronicity refers to chronicity
of residual symptomsl Discharged chronic schizokphrenics are returning to. community
- life with a high degree of functional impairment. Because this impairment encumbers
théir functioning, stress is inevitab_le when schizophrenics reside in the community.
The rejection of the relevancy of .identifying 'precipitating events associated with
exacerbations of s'ymptbms in chronic schizophrenics may be premature.
Researéh results indicate that chronic schizophrenics residing in the community
report more stressful problems that do acute schizophrenics (first admission) (Serban &
Woloshin, 1974) and nonpsychiatric comparison groups (Serban & Woloshin, 1974;

. SN .
Canton & Fraccon, 1985). Furthermore, researchers also suggest that the stress

_experienced by chronic schizophrenics is ubiquitous. Stressful problems are present in

- all areas of community functioning in which the sc}zophrenic is actively parficipatin g

This is illustrated in Serban's (1979) study of 100 chronic schizophrenic outpatients.

———
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49



Except for employmcnt and marriage, the study participants reported stressful problems
in all areas of, Qgﬁvuy Because too few parttcxpants were married or employed, the
presence of streggcguld not be assessed. Another study by the same researcher, with a
different set of pgticipants, revealed tha't‘ chronic schizophrenics experienced
significantly more stress assocmted with the absence of these social roles than did
participants from two comparison groups: &cnfe schlzophremcs and nonpsychiatric
respondents. Chromc schizophrenics reported sxgmﬁcantly more stress associated with
being gependcnt' onvsdeial assistance, the inability to establish interpersonal
relationsftips, and parental interference with daily living (Serban & Woloshin, 1974).

Although consensus is present among researchers regarding the prevalence of
stressful problems experienced by chronic schii‘ophrenics living in the community, the
results of research attempung to xdenttfy discrete prec1p1tann g events which culmmatc n
readm1551on are inconclusive. The maJonty of 516 chronic schizophrenics interviewed
by Serban (1975) could not identify precipitating event‘s resulting in their readmissions.
Only 38.37% of thesc participants were able to identify discrete stressful events
occurring prior to hospitalization. Thos¥ participants who identified specxﬁc stressful
events statcd these events were seconda.ry" factors contributing to thetr admlsslon
Rabkin (1980), who reviewed several studles on stressful events and readmissions,
concludes that discrete, stressful events alone are insufficient in accounting for
rehospitalization. She suggests these events incrementally increase the existing stress
of impaired people. |

Researchers have focussed on identifying disc;iminatory stressful events

~ occurring prior to the schizophrenic's admission. The precipitating event, however,

may only have a precipitating effect when it interacts with certain environmental

e of living

characteristics. For crxampvle ¢~ ldstein and Caton (1983) found the

ae
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arrangement that chronic schizophrenics were discharged to did not affect length of
community stay. However, chﬁracteristics of-/ the participant's environment were
significantly associated with rehospitalization. The characteristics identified by the
researchers were the presence of social support and degree of interpersonal stress

ev1dent in the envxron

AL Interpersonal stress /affected readmission rates when the
environment lacked social support. Unfortunately, the concept "social support” was
not clearly defined by iae researchers. N

The preadmission experiences of the participants of this study are similar tb the
social adjustment of discharged chronic séhizophrenics as related by the abbve
researchers. The pamclpants of .this study described extended periods of feeling
overwhelmed pnor to admission (o hospital. %ﬁugh two of the respondents reported
stressful events which resulted in the1r behavior bemg brought to the attention of
professionals, they did not 1dentffy these events as prempltatmg an acute course of
illness. Instead, the participants perceived the events as part of a succession of events

culminating in their admission. Their hospital admission arrested a progressive course

of feeling overwhelmed in the community. It is noteworthy that all of the respondents

consistently desc_rie themselves as lonely.and bereft of intimate interpersonal
relationships. | |

The participants of this study perceive themselves .as failing to "make it" in the
community. The preadmission experiences described by the participants 111ustrates thelr
inability to:rf/xeet envuonmemal demands faced by "ordinary people The next chapter
examines the respondents‘ perception of themselves and their anticipated future during

the predischarge phase of their hospitalization.
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V. Readiness to Return to the Community:

"Anticipating Mastery"

3

This chapter presents the research findings on participants' predischarge

~ perceptions regarding their personal well-being and forthcoming return to the

community. The meaning participants assign to their return to the community is

different from the meaning they assign fto the act of being discharged. This latter

defftion is addressed in the next chapter. \
' pn’maaﬂ‘g ' study participants vxgas that the participants, in
'cooperanon with their treatm ['toe “__eklng commun#¥placement. Although

the pam@iphnts were selecfed in accordance. this cn’terion, it is apparent from thé”

N #W

‘ data that respondents expressed desire to leaxf“e hospital may not be representative of

their assessment of readiness to return to the communit yo oo - .
All respondent;""' erbalized a desue to leave hosprtal One respondent however,
was uncertain about his readiness to reside in the community (see ﬁgureﬁ 2). In
‘ &
contrast, the other respondents anticipated successful transirions to community living.

These respondents were “anticipating mastery"” of their post- hospltal communities.

/\They did not refer to their ant1c1pated future adjustment solely in terms of their ability to

~

>

manage commumty demands. The participants who were "anticipating mastery" were
anticipating personal excellence in their pursuit of "ordmary goals. These respondents
expected to prevail over community demands and pursue their asplratlons of being

mdependent and self-sufficient. "Anticipating mastery," therefore, refers to the

respondents’ belief that they can attain their personal goals by way of their interactions

with their environments. ™
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Desire Anticipated Functioning Readiness
N o
R1: 1 wanted to get If I was, if I was, ah, to go outin Absént
“the hell out of this, the world, I'd never make it. I just .
hospital that's what can't, I just can't put it together. I
I want. can't put enough of myself together,
R2: Ah, Ijustdon't like I'm looking—I'm kind of excited about Present .
spending my time in finding a job and earning some money -
here. to put in the bank. @
R3:1don't, I don't like Um, I see. myself working, and I see myself  Present

being here, you know.  myself progressing. I see myself as being
I'd jump at the chance single and loving every minute of it.
to get out of here.

R4: [It's been] long enough. In a month from now, I should be on Present

Half a year, half ayear =~ AISCH [pension], working part time, )
* to me anyway. That's as attending programs, getting back into S
~much as I yant to spend  society on a even basis, or a controlled

in this place. basis rather.

Figure 2. Comparison of participants' desire for dlscharge and anticipated community
functioning. , -

Indicators of ";Anticipﬂating Mastery"

The participants expressed "anticipating mastery” of post-hospital communities in
three ways: (1) by anticipating successful transition to'comrhunity living, (2) by
plannﬁlﬁ;g concrete strategies for attaining goals in thc; commur";-i.ty, and (3) by expreséing
positive self-regard.

‘ 1) Anticipating Successful Transition to4€ommunity Livin
"The participants "anticipating inastery" perceived returning to the community as
- an opportunity to "start over”. In contrast to their recalled preadmission failures, these
participants antjcipated'positive post-discharge experiences. Discharge, therefore, does -
not precede resumption of their previous life in the commumty, instead, it ushers in
/\ N

newhfe ’ | PN Nl
N

R: It's gonna be a new experience. I'm looking forward to it, and
it's gonna be wonderful.
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R: It's a new beginning in the sense that, um, I'm starting my life ’
over. I'm, I'm moving out of the house, and, you know, I'm
‘gonna be going to school and all those things.

R: Just a new beginning for me anyway. . .. Oh, just starting to
hoard things for the future again. Maybe buy a new car or
whatever. -

These respondents were anticipating successful transition to community living:
£ R: Il be a lot of hard work too, you know. Like it'll definitely,
‘ you know, be it's pros and cons, but I'm sure that I'll be able to
adjust and fit in right. '

R: T feel most comfortable out in the community right now. After

.iving in a place like that [hospital], I think I'm more than. , g
o prepared to survive in the community. , L

R: I found it hard to make a living before, but now life seems a lot
simpler.

They also stated they were ready¥or discharge. One participant stat2d "I'm just ready
to go. I, I can't puf it into words. There's, you know when you're ready to and I
ready'to go". Another reported being "ready and able to deal with myself and. soc‘iety»”.
_Only one of th.e"panicipants was unequivocal regarding future inpatient treatment.
Tt participanf stated his problems are resolved, and "this'time I won't be coming
back. Like this is the last time I'll be here. I kQ}_ow that for a fact." The other two
participants expressed uncertainty regérc;ing their need for future rehospitalization.
This uncertainty is associated with their $peculation that their present state of personal
well-being could decline. One participant stated "I'll ﬁever have to come back to a place
like this again. If I evé_r‘ got sick, I hope I don“tfhave to come back to this place."” ‘

K The fourth participant did not characterize his impen_ding return to thé community
as indicative of "starting a new life."v This‘ participant perceived his forthcoming return
to the community as a continuation of his preadmission "struggle to make it": /

R: It's the people that get.to me, eh? .It's the people, it's not the—
maybe it's the surroundings. I dunno. Something's gotta hook

on my line or something. Because always when I'm there, . . .
if I try to do something, there's always someone out there, ...

-
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that's there to outsmart me, you know. So I gotta be careful. 1
gotta. Ican'tjust give up.

This participant was not anticipating successful transition to community living, but
instead he verbalized uncertainty regarding his readiness to reside in the community:
R: Probably end up back here ir another half year Will be some
tiny . . . incident at the group home. Either that or 'cause I can't

find work. Somehow ., . I can't function and I can't perform
sort of thing. .

As evidenced by the preceding quote this partxmpant was also uncertain regarding
his need for future readmissions. His uncertamty, however, was assocmted with lack
of confidence in his current competency to manage in the-commumty.

The participants' characterization 'of their anticipated community environments did
not account for the van'ances in "anticipating mastery" of these en)vironments.

2

Anticipated Community Environment

‘

Participants' anticipated community environmems can be categon'zed into two

3
types (1) nonthreatening, hospitable environments, and (2) threatening, malevolent
environments. The participants were equally distributed into these two types of

anticipated community environments.
Nonthreatening, hospitable environment. Two participants characterized their
discharge communities as offering both employment opportunities and emotional

support from family members and friends. Although only one participant perceiv ed
{
this environment as having charitable attrlbutes neither percelved the environment as

punitive or restrictive:

R: I got a job waiting for me in . T got buckets of money
waiting for me in, ah, , which is a nice town. I'm
closer to the phone. . . . I'm never broke either. 1 can always
phone up service rigs and go to work for them. Um, .. . they
make about the same. Like, ah, you can work about maybe ten
days fora service rig and make a month's pay.

, R It just goes . 1o say, you know, all you have to do is hold out
5 your hand, you know. If you 're in need, that's all you have to

r‘*_ »’,! ¥ N



do.is hold out your hand and it's given to you. It's a great song,
you know. This is a great country. . . . It's a great country, you
know. Everything is set up for me, you know. There's, you
know, I don't have to be a genius to, you know, survive and
nothing like that. ' '

Threatening, malevolent environment. Two participants characterized their
anticipated community ambiences as threatening and malevolent. They described these
environnfents as contafning anonymous, pﬁnitive o,thers. One of these participants
described the wﬁrld as "painful” and anticipated requiring daily deprogramming "from
all the nasty people" in the community.

R: I suppose that's the hardest thing that happens to a person
during the day, out in society is slander and common assault. . .
= [Common assault] is double talking a person'when he's having
another conversation. . . . [Two conversations going on at
orce,] one mdlicious and one benign.
- R: Somebody that's——what's the word I'm looking for—is, ah, up
' o date on my problems. Is able to counsel me at the daybreak
and the day end. [pause] That's about it. Somebody to
deprogram me at the end of the day. . . . Well, everyday
. somebody gives you certain information, derogatory or positive
or whatever. And you just gottd sort the good from the bad and
have a good night. - ‘

" Althou gh this participant stated supportive friends are present in his community:

R; I've been in contact with a few of my friends that are still my
3 friends. And they are gonna be happy to see me out of there .
- [hospital] and they're being very supportive in that way.

he also speaks of being "damned"- by the "righteous people. The ones that feel too self:

righteous. There's a difference between righteous and self-righteous". °

The second participant did not identify any sources of emotional support within
his discharge community. He characterized the world as oppressive and immoral:

R: You know, like . . . if the world doésn't settle down, like there
- will be bugs and everything else. People will be putting bugs in
people’s brains. And it's all a Chinese factor, right? Like the
Chinese are out to kill, eh? Idon't know why, but they're out to
frighten the world, its population and to seduction. It's . . . very
terminal. It's . . . you have to be careful or you can get caughtin
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that. Who knows. . . . It's very sin. . . . It's a . . .. big sin. It's
alargesinandIdo :+ ‘t—being part of it. :

R: I mean there's ... aloi . youngin ﬁhc world . . . that are really
strong. And, um, and, ah, their power tripping ways take them
- wherever they wanna go. They power trip at the face of the
person. - ' ’
The first indicator of "anticipating mastery" is anticipating the successful

transition to community living. The participants who assess themselves ready to return

C . " . M . . . :
to the community characterize their return as "starting over.” In contrast, the participant

who does not assess himself as ready to return to the community does not express the
belief that the entry into the community is an opportunity to re-establish himself in thé

community. . He does not perceive his forthcoming discharge as having much impact on

-

his present life course.

.M“J'

2) Plahning Concrete Strategies for Attaining Goals in the Community

The second indicator of "anticipating mastery" is planning concrete strategies for

»

a_ttaiining personal goals in the community._ Although one participant defined- his
impending return to the community differently, his long-term aspirations are similar to

those expressed by the other participants.

** Aspirations ;

All of the respondents want to gain a sense of personal achievement in the

community. Prior to their admissions, they' occupied marginal, dependent community
rdles. At predischarge, they expressed a desire to become productive, self-supporting
‘community’rﬁ?mbers: N
"R: It's my tﬁm .. . to give back to society. . . . I've taken so
~much, why not return it? I've lived my life in sin and I'm not

afraid to admit it. It's about time I did something good for the.
world. .

R: 'l do it. T have lots of time yet but, you know, but I wanna start
producing and making some constructive progressions in life.
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"R: Iyanna work. I wanna get back. I wanna work in the work
fdrce. I wanna work for a living, earn a living.

The majority of participants preferred.manual labor employment; only one '.

participant aspired to become a professional. This partic¢ipant, however, planned to
TN o S ’ :

finance his eiication by working in restaurants. The places of employment preferred

"/ A ' N .

by the other participants were: T

R: I'd like to learn how to, I wouldn't mind managing a . . .
greenhouse.

R: Um and then I'm gonna be a carpenter again.

.R: Warehouse work would be nice. I had a cbuple ofjobsllike that.
I enjoyed it. Shipping and receiving. '

Although they did not consider their past employment histories in the community, the
participants did not perceive their-employment aspirations as unrealistic ambitions

considering their age and gender.

ThrjS of the participants also aspire to establish long-term relationshins with

w
g

an”
7

menibers'of the opposite sex. They believe these relationships would contribute to their ...

sense of fulfillment in the community:
R:...because I want a lasting relationship. I've seen how happy
some married couples are. I've seem my brother and his
girlfriend. They' arried common-law. But, ah, a long
standingrelatidnship means security for me. .
R: I want a nice wife, and, you know, a happy little family, you
know, to raise. And, you know, be my own and that. That
seems great. That's what it's all about.
These participants stated, however, that the attainment of financial self-sufficiency was
prerequisite to seeking interpersonal commitments with others. The participant who
characterized his return to the community as continuation of his "struggle to make it"
did not make reference to anticipated or desired interpersonal relationships within the

community. ' : T T

* The following quotes illustrates the participants' long-term aspirations.
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R ... full time job, a steady girlfriend, some leisure actlvmes I
‘hink that would make fora healthy lifestyle . . . ur; just the
everyday things. g@t ' .

R: I'm gonna make a prorrus"é to myself that I'm gonna get out of
that group home in , and get an apartment. And eam a..
wage and eventually, eventually get back on my own am:l SR
eventually earn my own ki gp , you know o o

[

R:. .. just going to school and getnn g.a good educanon solcag, &
get a good job and so, you KnioW, I‘gan eventually get a mf,,/:‘ sl e
girlfriend and settle down and havg&¥amity,you know. Work
to live... . . So that's what I want out’ oﬁtfe ~That's what'T' m L

working towards. Yeah, I get it someday R s

e
o .
The long-term aspirationis of these part1c1pants were to become or_dinary." In his last

interview, a respondent confirmed the use of the concept "ordinary" to ch'araaerize,his

future aspirations:

R To be as ordmary as possible. [pause] Like mother wanted me
to go into law, but ah, law and politics. 1don't think I'll ever be
able to do that now. I'm too scandalous.

I: As ordinary as possible. In what sort of ways?

R: As far as holding down a job. [pause} Ah, [pause] just holdmg
a normal job, leading a normat life.” Going to the movies once a
week. Takmg a girlfriend out for dinner. Cleamng house.

.(”

The pamC1pants did not anticipate instant fulﬁllment of their aspirations, anu all of them

described strateg1es for gaining entry into the community.

Gaining entry to the commumty In order to leave the.hospital, the part1c1pants
* recognized their need for living accommodation and financial support in the
community. Securing living accommodations was a concern for these participants as
they anticipated being unable to return to previous residential nxrangernents. Although
the participants aspired towards independerit living in the distant future, this was not an

- immediate post-hospitalization preference Most of the participants initially ant1c1pated

. ';':‘r_placement in alternative living arrangements (approved or group homes) within the

': commumty. One pamclpant anticipated living with family members. Recognition of

7
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R S
their need for companionship and support in the cdrﬁmunity was the respondents’
A .
underlying rationale for seeking shared accommodation:
R: Ah, this time I feel I'll be stronger and more capable of dealing

with it, especially with living in a group home situation. I'll

have support there . . . you have somebody to talk to after the

day and reveal your problems to.
The participant who plarned to reside with family members stated that independent

| accommodation "seemed kipd‘ of lonely, I guess. I don't know'if I could handle it".
The respondents who requested referrals to altemati-ve community placements
perceived themselves as having a choice régard__ing these placements. $or example, one
participaht stated procurement of an alternative community placement would hasten his
attending physician's decision to dischafge him:
« R: They [alternative living arran géments] are the easiest and
© "quickest way to get discharged. . . . Well as long as you have a

place to live, you get a discharge. As long as someone is willin g

to take responsibility for you.
When clarification was sought regarding independent living accommodations, he
stated, "I'd probably get a place and be discharged. [pause] Just that I feel an approved
home is the best situation for me right now." o

THis freedom of choice, however, was limited by the respondents desiré for

Nl
discharge, combined with their reluctance to enter into independent living

arrangements. The respondents agreed to the first available placement that aécepted
them, regardless of their asseésment of the appropriateness of the placement. Thé
"féllowing two quotes illustrate this. Both participants' statements describe their
‘ impression of proposed alternative living’g_rmn gements following evaluative placements
at the rcsidences. Both participants, however, intended to be discharged to these
community placements. |

“

R: Temporary, I don't want to live there very long. ‘If I'm there for
ayear,I'm. .. it's gonna be a miracle ‘cause I know dam well
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the people of don't—¥ren't—isn't—aren't, they're not
ready for me and I'm not ready for them. E

R: . .it's a different situation, um, it's not an easy one to do, you
vknow Especially like, . . . I don't really like her. [laugh] To
tell you the truth, to tell you the truth, I don't really like her, and
I don't like the way she does things. But it's my only home for
right now, so I'm just gonna, you know, do the best I can, and®
you know, try to try to make it work, you know, and
- everythmg

’9 ’ » - . . . . D
' O”r%- one of the four partiCipants obtained accommodation in his preferred
LB :
" community placement. This was the participant who planned to return to residing with
family members. The plans of the participants who sought alternative living
arrangements failed to materialize after the community agencies‘rejected them as
~ candidates for placement. Two of the three participants consequently.decided to seek
independent living accommodations within their preadmission communities:
R: Well, I figured the group homes weren't available to me and the
approved homes weren't available for me in the __area.
- The next best thing to do was get a place of my own.
. she's been feeling a little bit sick so she didn't really need the
extra stress on her, or anything like that. So, um, she just said
that she couldn't take me and that. . . . I'm ready to find my own
" place. Like I.wanna go to school and stuff Tike that, you know I
don't wanna be sntmg’ in here any longer.
At the time this study was completed the fourth pammpant remained in hospital..

The second 1mmed1ate concern for the. partrcrpants was the arrangement of
fmanmal support All of the partlclpants asprred to achleve financial independence in
the distant future However 1mmed1ate ﬁnanc1al support was required in order for the
partrc1panfs to be dlscharged thls was arranged by the hospital's socral services
department. Although the pamcrpants expressed satrsfacuon with the financial support
available to famhtate therr return to the commumty, they percelved this support as
temporary, as51stanc_e. e

1
g
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Anchoring future aspirations. .The participants aspire to. become independent,
productive members of their community. The above noted courses of action are aimed
at gaining entry into the community. In addition to addressing these immediate
concerns, the participants "anticipating mastery"” of their commuhity ehvirolrlments
formulated plans of acﬁons oriented towards attaining their aspirétions. The participant
who did not perceive entry into the community as an opportunity to "start over” did not
formulate plans beyonéi his immediate attainment of community placement.

The participants who characterized their entry into the community as "starting a
new life" ccgniti.vely anchored their future aspiration.s in community oriented strategies.
The 1ntended outcome of these plans was to estabhsh themselves in the community,

t
’?culmmatmg in the achievement of financial self-sufﬁmency Because financial self-

sufﬁc1ency was perceived by the pammpants as a prerequisite to romantic commitment,
explication of employment strategles dominated this section of the data. o o

These participants were cognizant of the influence of community factors on
empLoyment opportunities and anticipated r@ﬁing supplementary financial support

until paid employment was obtained:

R: T1L, T'll try to find a job. If I can't find a job, I'll live off somal
assistance awhile until I can go to school.

R: Um, Canada Pension said that if I touldn't work they woullj pay
me four hundred dollars a month, and I figure that's fair. If I .
can't workat least Ijwon't starve or put anyone out.

o0 -0 Two partxmpants anticipated rapid transition to productive roles in the competitive

;('marketplace Both of these pamcxpants initiated their plans for procunng employment
'1n the community prior to discharge. The first part101pant contacted famlly members
regarding employment opportunities in hlS community. The second participant, who

aspired to become a nurse, planhed to enroll in high school upgrading courses offered



at a community college and he oBtained a colleg;a-pplication form duﬁng a leave of
absence from the hospital.

The vthircjil‘participam did not anticipate immediate employment in the competitive
marketplace. Because this participant assessed himself as needing a slower transition,

he sought self-satisfaction in the community through less competitive means. He was

the only partiCipént who purposefully planned to attend cor: nunity-based treatment |

programs. This participant believed these treatment programs would facilitate his
transition towards self-reliance:
R: 1 don‘anow if it's life skills, or whatever it's called. It'll be
psychotherapy in one degree or another, and rehab in another.
[To put me] in a'p_osition to be able to go back to work again.
R: I a month from now, I should be on AISCH [disability
pension], working part time, attending programs, getting back
into society on an even basis, or a controlled basis rather.
If unable to obtain part-time employment, he stated he may volunteer to work with the

Canadian Mental Health Association as an alternative means of contributing to the

community.

All of these participants, however, anticipated contact with health care

professionals in the community. Only the aforementioned participant perceived these

professionals as having a role in facilitating his adjustment to community life.

References to community-based professionals made by the other two participants |

pertained only to follow-up drug therapy. Neither of these participants expressed

unconditional acceptance of the continued need for drug therapy in the community.
The first participant compared mental health care to quicksand:

R: Well, you're not ever gor{'ﬁé, getaway from it. . .. like I'll have |
to go home and I'll have to take medication for the rest of my
life. '

-~

+
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Although he verbalized reluctant acceptance of continued drug therapy in- his
interviews, statements to a family member negated this acceptance. The family member
told the reséarcher that the participant‘ had suggested he may discontinue his
medications after discharge. When this relative informed him compliance with his drug

i
P

therapy was a condition» of his accommodation, he consented to comply with continued

drug therapy The second partlmpant planned to seek professronal assistance in -

undertaking a drug- free trial in the commumty

R: Like’ when I get to__« Im gonna see a doctor and I'm .
gonna gradually take myself off thls, and see how Ido, you
know : '

PO L
o

The participant who assesSed hlmself as not ‘S'eady to return to the commumty d1d

not describe strategies to anchor future asptratlons Beyond those of obtalmng,

L
commumty placement, thlS participant was 1nde0151ve regardmg his future plans
‘R: Idon't know. . . . If I can't find somethrng to do, I mrght have
to leave it. . Well I go into the group home on December the
first, 1 guess They promised me that, gointo the group home
on December the first. So I got that but then I 1 don t know
how TI'll  manage after that P .. ~ '

Furthermore, this participant verbahzed recognition ‘of--his inab'i’lity to formulate :

concrete future plans of actions. For exa ple beyond hrs mabthty to obtain
employment, he could not 1dent1fy a ba51s for his _]OblCSS status
R: I don't think there is. . . . I'm gonna go.out and earn it. So, 1.
just don't know how to go about it. I need gurdance . [From]
people, myself, things around me. = - :

ThlS participant also expressed recognition of his need for further rehabilitation in

‘the communlty but hlS references to-community-based treatrnent are uncertain. He did

not estabhsh either explicit tlme lines, or anticipated behavioral outcomes he hoped to
achieve by attending community based programs, as did the participant noted

previously.

64



ES

R: Well, I'd probably have to be a whole bunch of rehabilitation
somewhere. And that's maybe what I'm just sort of entering
into. Maybe I should take .  that daycare program up at the
hospital in . ‘Well, i’ m gonna have to do something in
' so maybe that'd be a good start..
= . :
The second indicator of "aniﬂ%ting mastery" is planning concrete strategies for
attaining personal goals in the community. Although all participants aspire to become
\ [ S
self-supporting community members, apar: from strategies associated with gaining
entry into the community, one participant did no formulate concrete plans for attaining
his long term goals.. This participant did not assess himself as ready to return to the
' conimunity and was unsure about his future plans.
3) Expressing Positive Self-Regard
The third indicator of "anticipating mastery" was expressing a positive self-
regard. The self-references made by respondents also varied with their assessment of
their readiness to return to the community.’ “Those fespondents who perceived
themselves ready for discharge expressed positive self-regard. These participants
characterized their present mental well—being: as improved in comparison to their
‘preadmission well-being: N ¢
*a
R: I just feel better about myself. I'm able to breath properly I've
got a song in my heart, a whistle on my lips.
R: 1 feel really good about myself. I like myself a lot.
Although the third participant did not make direct self-references, he described himself
as feeling less "bogged down" and "discouraged.”

R: Well, T kind of hope I'm never in thls—get bogged down and as
. bad shape as when I started anyway.

iy 9
In contrast, the participant who assessed himself as not ready to return to the

community made disparaging self-references. .‘

R: I'm, I'm juvst a creep, you know.. I'm just a creep in sheep's
clothing. . .. I'm just afraid whether you'll think I'm a joke or
> - something—as some kind of a last joke going on in the universe,
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- or something really stupid. . . my rmnd is so small, you know.
Sometimes I feel like I don't even have a mind.

k]

This participant also described himself as "degenerating” wnd "pretty screwed up," and
he did not identify any changes in:his mental well-being since his admission to hospital:

- R: You know, I'm, ah, I'm pretty screwed up, man. But later on
maybe I'll get it together. But [pause] it's still the same., I'm, .
T'm a human being, right? . . . I just hate the thoughts going [on]
in my head. ' i . -

A

Moréover, he consistently described his mental well-being as havin g deteriorated since
his first contact with mental health professionals:

R: ] started to do stupid things at home so my father figured I
needed help and I probably did. But I don't know what kind of
. help it was. Itdidn't seem to help too much. . . . When I went
there the first time, it never [worked] so . . . look at where I am
~now. ‘I'm worse off than-I was when I went in there. I would
.have been better off just to stay the helitaway!

R: But I, I don't think I'll ever be the same as I was when I was
growing up. I'don't know how it happened. I just got involved.
I got the first series of treatment and then, and then I just never *
‘recovered, you know. :

The variance in the participants' self—regard was also reflected in their feelings of

self-confidence. One paxﬁé_ipént described §elf—conﬁdence as: “

R: Being able'to walk into a place with my head up. Being able to
sit down and be pleasant and bright; order a meal without any
hassles within myself. '

Statements indicative of self-confidence are present in the interviews of the participants

L3

who assessed themselves as ready to return to the community:

R: Oh, I adrhit 1 have problems, it's just that I've learned how to
deal with them.

R: I'vé got the brains and stamina enough to, um, take advantage of /
' this and make something out of my life. :
The pan‘i‘cipﬂarjlt who believed he was not ready to return to the community described his
. ' xf "_,f R .

A\

- present abilities as inadequate.



R: It's only manual dexterity and skills . . . that if I had more
accomplishment and more know how, I wouldn't b€ in trouble. .

7
In addition, this participant continued to express feelings of being overwhelmed:
R: Somethings, somethings make it—somethings will start me up
and then shut me down,.eh, in this hospital. It's very unreal.
Sometimes I feel better than others and then automatically I'll
switch back to a bad mood. T
And he characterized himself as "decentered":
R: I don't have any problem,you see, I don't happen to have a
center of gravity there, that's all: I go tumbling down the hill all
the time. :

This participant sense of a lack of self-autonomy precluded the co-existence of feelings

: of self-confidence.

The third indicator of “"anticipating mastery" was expressing positive self-regard.
The participants who.assessed themselves as ready for discharge expressed feelings of
positive sélf—regard and self-reliance. In contrast, the participant who assessed himself
as not ready to return to- the community ‘continAued to describe himself as being
overwhelmed and was self-depreciating.

Gaining Control of Intrusive Experiences

In this secﬁ‘gion, two respondents’ predischarge perceptions of their intrusive
experiences are répo'rted. These participants describe gaining control of the effects of
these eiperiences on their behaviors. As a result, they describe unique changes in their
wCH-being, in addition to the aforementigx‘jgd generalized improvements i.n their well-
being. Also,‘ disagreements with hospital professionals regarding their readinéés for
discharge based on the presence of these experiences resulted in these participants
assuminlg a more assénive stance when _seekihg discharge. The participants' patﬁways
to discharge are described in the next chapter.

- The particular control behaviors initiated by the participants were derived from

their perception of the nature of the intrusive experiences. The respondents did not
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verbalize absolute acceptance of professiogals' contention that these experiences are
’ /

intrapsychic phenomenon:

R: It's true, let me tell you. As God is my witness. I believe it's
because I . . . hear voices, and I know for sure that it's true, ) 0y
because they can read my thoughts. Like I have someone right {% "
now even reading my thoughts. .

Another participant stated what he hears is "r

R: I figure I don't hallucinate it half as much as what I hear.

I: Yeah, you've told me that before — what you hear is real.

R: Generally. I'll grant some of what I hear . . . is garbled, is
misinterpreted by me. Butif ° rrusmterpret somethmg, I
generally ask the question "V 1y" or "What" or "Did you say
that".. S "

]

The failure of psychorroplc drugs toeradic  hese experiences was interpreted by the
pamcxpams as substannatmg their contentic that these experiences were objectively
real:

I: And that's when they tried you on that new drug? ‘

-R: Yeah, yeah,but it didn't work, you know. I mean if there's a
transmitter in your room, I mean, no ‘matter I was on 900
milligrams of chlorpromazine a day and I was still hearing
voices. So that must tell you something. Icould be on 1800
milligrams of chlorpromazine a day, and I could still hear voices
if they're there. Lately, they haven't been there.

I: But if they're there, they're there.

R: They're there, they're there. No drugs gonna—TI know what I
_ hear. Iknow what [ see.

The second panicipant also related similar beliefs:

R With this medication, the super drugs they put me on, and the
heavy doses they put me on, I shouldn't hallucinate. .
~Actually I didn't tell them that. I—the thought just came to me.
I'm gonna use it the next time they tell me I'm hallucinating.
Usually, I just kept my mouth shut and grin and bear it.

~ These participants’ attempted to identify external sources of the auditory stimuli.
One participant maintained that his proclaimed source is indisputable:
R: . .. she believed that I hear voices, but she didn't believe there

was a transmitter in my room, you know. And, of course, there
is, you know. It might not be inside my room, but it's, it's just
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outside my room possibly, you know. And I hear these voices.
. That's it. .

The second participant expressed grcater uncertainty about the source of these
experiences. He stated somg of his auditory stimuli maybe hallucmatlons He deﬁncd‘ .
hallucinations as "hearing things that aren 't there". Distinguishing between objectively-

' ¥ ) ' . .
based auditory stimuli and hallucinations, however, was difficult for this participant.

An experience was classified as a hallucinationéonly after all possiblé sources of

‘environmental causation were eliminated:

R:..asin where I am, where I am in relation to the room. What
I'm picking up could be conversations down the hall. It's
echoing or it could be something coming through the air vent
that's shares with, like the nursing offices. There's an air vent
that comes down and I can sometimes hearing them talking in
there. . .. Then if I can't, if I can't analyze it scientifically and
decide, if I can't give it a feasible reason where it's coming from,
then I decide it's a hallucination.

Nevertheless, this participant accounted for probable intrusive experienges by
referring to a broad range of potential environmental sources:

R: Well, lately it's been—I've been called a child abuser, a faggot.
. Staff do it to stress me out and see if I can take it or not.
Patients do it just to be downright nasty. They want some sort
of power over each other. . . . It's like a pecking order in a hen
house.

R: Oh, [pause] one of the games like "Wear my face" or [pause]
something like that, or stuff like that. . . . If you look at
somebody and they don't like the way you look at them, they'l]
say "Wear my face". . .. It means you're suppose to hallucinate
and think that you're wearing their face. This is a reminder that
you are not suppose to look them in the eye.

R: Yeah, it's hypnosis is all it is. Suggestion and feeling
suggestions, and—I dor't know. Half of the hallucinations 1
ever got in my life are due to hypnosis. '
When this participant was not experiencing or discussing probable intrusive

experiences, he was able to relate to these experiences as if they were hallucinations:

R: If I have an overload of information, I hallucinate. Uh, [pause]
that's about it, and when that happens, I get frustrated and



‘angry, and I get paranoid. . . . I kept hearing other conversations
and figured they were talking about me.
I: During that, do you realize what's going on?
R: I-do now..
However, when the participant was experiencing these sensations during the interviews
or was discussing probable intrusive experiences, he related to them as if they were
objectively real experiences. For example, this participant was freque ily distracted
during the interviews. He would occasionally turn his head aside and mutter
profanities. He attributed the cause of his distraction to environmental stimuli, Such_ as,
“voices in a passing car.
Regardless of the attributed source of these experiences, both participants

described gaining some control over the affects of the experiences on their behaviors.

The methods used to gain control may be classified as proactive and reactive behaviors.

Proactive behaviors are behaviors initiated by the participants in order to affect the

quaﬂfty/quantity of the incoming stimuli. In contrast, the intent of reactive behaviors is

to modify the participants' response to the incoming stimuli.

Proactive Strategies '
odification of the quality, ang/or the quantity of incoming auditory stimuli was
achieved enacting behaviors designed to akter one of two aspects of the intrusive
experience. The first type of prdaciive behaviors is a behavior directed towards the
perceived source of the stimuli. One participant described conf;onting the perceived
source in order to suppress further intrusions:
R: I was taking my meds, minding my own business. And another
guy was talking while I was distracted. And then all of the
sudden he starts calling me "Faggot! You fairy! Everybody hates
you!”, and this and that, and started walking away. And I yelled
out his name, right, very loudly. And he turned around and says "

"Ah, you faggot, fairy! You coward!" I blew up, just went into
arage! ...Ijumped him. I pushed him down actually.
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Proactive behaviors directed towards the perceived source of the auditory stimuii

are not-necessarily aggressive behaviors. The second participant described using his

"voices" as mediators in order to bargain with the perceived source of the intrusive
experiences:’

R: I'm still trying to get them to tell me that she'll have coffee with
me, but I can't convince them. [laugh]

I: You can't convince them yet?

R: No, I try try everything, I'm telling you, I do.

As well as attempting to contact the perceived source through his "voices," this

participant also endeavored to establish contact through associates of the perceived

)
“

source living in the community: -

R: ... and she just wrote me a letter back and just told me - ;
everything was okay, you know. Everything was—"Hey, you
never did that much to our family." And, you know, "We
forgive you for anything that you might of done.” And all that
so, you know, everything is okay.

’ ‘ ) f"‘%. ;'. "_ . N E ;.)’
It should be noted that the content of the intrisive experiences of these partictpants are

markedly different. The "voices" of the first participant were punitive, while:'the

2 d type of proactive behavxors involved deflectlng 1ncom1ng snmull by

ttentlon away from the intrusive "voices." These behaviors were
R ‘;\
imptemented by, the participant who heard punitive "voices". Redirection strategies
3
/
include concentrating on conversation with others and concentrating on bodily

" movements:
R: I was a little stressed out in the restaurant tonight. You were
5 there and you were talking todne; so I didn't feel too bad. .
So 1 just keptlistening to my | mouth chewmg, and listening to
~you, and I felt okay.
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* o Reactive Strategies

The intent of reactive behaviors was to alter personal responses to auditory -

stimuli.

Reactive behaviors consisted of both passive and active behaviors. Both -

~

participants described passively ignoring auditory stimuli:

R: I don't let certain things bother me anymore. By certain things I
. mean just small problems that arose in day to day life living in an
institution. . . . Ah, I would say people stealing things spiritually
- [pause] or giving things spiritually. Things that can't be seen . .
because I feel that as long as I'm breathing and thinking, that I
don't have to worry about spiritual things anymore. And it's—if
“they're there, they're there. And if they're not, they're gone. - -
‘R: Tknow that they're lies. I know that they're lies. They're not,
they're not truth. They lie so I just don't believe’them. . . . I just
_ don't believe everything I hear these days. I use to'believe . in”
““everything I was told, eh? .

The participant who heard punitive "voices" described implementing active-

=yTeactive behaviors. These were purposeful behaviors designed to reduce ‘the

participant's feeling of anger and tension:

1
m’f:‘i»a. :

-

s .
strategies:

R: Isigh and relax. Make yourself be nonviolent. Make yourself
be as calm as possible. o . i
R: Then it's'a fantasy and then I resolve that and say{"That was a
fantasy and I'm not going to listen to it anymore and it's not
there” and go onto something different. . . . With me it goes **
away. Sometimes it takes a little work. Sometimes I have to go
take a bath or a long‘walk or just go to sleep and forget about it. -

This participant perceived psychotropic medications as an adjunct to his reactive

-

» R:1t's, ah, a matter of over abundance of stimulus or stimuli—I]

hallucinate. -Where with the neuroleptic drugs, the tranquilizers,
“or neuroleptic would be a major tranquilizer, I don't freak out - .
about it anymore. It comes and passes. . . . I feel sedated but
not restrained. [pause] Uh, the violence'in me is restrained but
- the rest, the freedom of thought isn't. C
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The participant who described his present injtrusive experiences as nonthreatening
did not perceive his medications as affecting these experiences or his immediate reaction

to them. He stated the medications alleviate his feelings of depression;

R: Now I feel, I feel lots better. This flupenthixol is a mir cle
drug. Itis! Itis! Who ever invented it, I'd 1lk€ to write them a
_ letter and tell them "Thank you for helping me." 1really would
because it's, it's so good that I feel, I feel so much better. It's—
it had an antldepressant effect on ya and, um, it's so much better.

. Gaining control over the effects of these experiences contributed to the
participants' sense of improved well-being. Prior to gaining this control, the
respondents characterized the intrusions as repressive. In order to protect their well-
being, the participants reacted either through acting out behaviors or withdrawal.
Gaining control of these experiences attenuated their reﬁ)ressive effects, thereby
'allowm g the pam(npam to redlrect his attention to other aspects of hxs environment.

The pamcrpants predlscharge descriptions of the effects, of mtruswe expenences
on thelr personal well-being are antipodal to those recollected dunng the preadmission
period. One participant recalled being "preoccupied” and "mentally restricted” as a
consequence of these experienccs. At predischarge, he described himself as

emancipated from these effects.

R: You know, they don't, they don't isterfere with my, you know,
they don't preoccupy me too much, you know. They don't

interfere with my daily routines and stuff like that. . . . I can go
out and do the things that I want to now. And before I was
basically restricted-mentally, you:know. ’

The other pértiéipant recalled being "distracted and "frustrated”, by these experiences.

He characterized himself as being iy a "cold rage." 'During the predischarge pel'iod»,"this" .

participant describes this rage as diss'ipiated. "I'm much more calm, my head is clearer.

’ p ‘ . ] . . ‘ 1¢ X |
T don't feel the inner turmoil that I use to." He also stated he was less distracted. .

¢ ) ‘ . N . )
"'T'm able.to read.and write.again. I'm able to listen to teleyision and radio again”.

T
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One further aspect of these data réquires highlighting. Th:s 1s in relztion to how
the participants accounted for the uniqueness of these experiencss, with “1e attending
tzelicf of personal well-being. The participants rejected professicnals' contentions that
these ekperiences were intrapsychic phenomena. Accompanying his rejection was the
implicit rejection of the accompanying premise that the presence >f 1aese experienées
inferred mental illness. The participants accounted for the uniqueness of their
experiences by attributing their reception of these intrusions to excéptional

characteristics possessed by themselves or by the source of the intrusions. For

example, in one interview, a participant asked the interviewer if she heard a voice call

"hime"'murderer.” He stated her failure to hear this voice was due to her less "acute"

hearing. The second participant accounted for his unique experiences by attributing the
source with exceptional abilify. He stated "she hired a person that has this special gift
to read my mind". The participants, therefdre, perceived themselves asvpsychologically
ordinary peo‘ple with extraordinary experiences.

Discussion

»

Three of the four study participants anticipate relatively stralghtforward,

acqmsmon of productlve commumty roles. Research on psychiatric inpatients'

attitudes towards hospitalizations su ggests that predischarge patients ‘'may have high *

5

expiectations prior to their return to the cdmmunity.' Weinstein (1979) reviewed |

quanmatlve studles m Wthh the researchers reported psychiatric pauents amtudes

towards hospltahzanon The participants displayed favorable amtudes in 78. 9% of the -

38 studies reviewed. Patlcnts attitudes towards hospltahzanon however, vary at
dlfferent stages of the expenence Weinstein reports that these atntudes tend to become

favorable dunng part101pants hospltahzatlon and 1mmcd1ately prior to dlscharge

a
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Follow-up studies into the community demonstrate that favorable attitudes tend to

decline following discharge (Weinstein, 1979). Small, Small, and Hayden (1965)

reinterviewed study participants sixteen to twenty months following their discharge.’

These researchers report approximately 50% of participants who had :shown positive
attitude shifts during their hospitalization reported a decline in the favoraBlcng:ss of thgir
attitudes towards their hospital experience. Research by Allen and Barton (1976)
substantiate the results of ‘the above nqted researchers. The polaﬁty of participants'
atAtitudes rrgeasured at admission, discharge, and follow-up were neutral, positive, and
negative (0 +-) for patients from acute caré units, and negative, positive; and negative
(- + -) for patients from chronic care units. A hégative shift in attitude i§ also evident in
~ these paniéipants at follow-up. ' .

In this study, the panicipanté who reponéd greatést alleviation of their feelings of
being overwhelmed and being failures evaluated their hospital experiences posi.t:ively in

terms of help received and anticipated successful adjustment to community living. If

the participants’ experiences in their communities are negative, it is probable that these

attitudes will 315_0 show a negative shift. If the community milieu does not facilitate the

process "becoming ordinary," these parcici'pants may re-enter the preadmission phase of
their hospitalization, which is characterized by feeling overwhelmed and labelling the

self as a failure..
' o

- "Anticipating rpéste‘ry" refers to the respondents’ beliefs that they can attain their .

. personal goal‘s through their interactions with their environment. White (1974)
. Lk : . .

distinguishes mastery from coping by the type of demands that each of these concepts
involves. Mastery refers to successful management of everyday;, familiar tasks; coping
refers to succcssful-f management of difficult, unpracticed tasks. According to White,

_both of these termis are subordinate to adaptation, which is the acceptable compromise

7%
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the individual achieves in his intez:aetions with his environment. Another distinction
between the two terms may be prgposed.‘- "Anticipating mastery” of the environment
involves anticipating management of a multiplicity of eve.ryday tasks. In contrast,
antlclpatlng copmg generally refers to anticipating management of a c1rcumscnbed set
of tasks. .

The nature of the participants' anticipated community environment did not account
for differences in anticipated mastery. One participant, who characterized his expected

environment as threatening and malevolent, was, "anticipating mastery" of that

environment. Mechanic (1974) states that the contention that successful adaptation'

requires an accurate perception of reality is a commonmisconceptiOm This may a}so be*

v

true for mastery The aforementioned pamclpant developed strategies to augment ‘his

capacity to deal with his threatemng environment. These strategles 1nvolved the

utilization of community resources, i.e., comm‘umty -based treatment programs and -

e

altemauve living arrangements.

i

5
Relevance to the Core Variable ' Becommg Ordinary"

The core explanatory variable for the results of thrs study is "becoming ordmary
All participants did not anticipate "becoming ordinary" in their immediate post-hospital
period. The p‘redischarg‘e participants who were "anticipating mastery" of their
communities were anticipating immediate acquisition of produetive community roles.

“These participants were: (1) anticipating successful transition to community living, (2)

planning.concrete strategies for attaining ‘goals'in the community, and (3) expressing
positive self—regard One partrcrpant not - "anticipating mastery of- his" dlscharge'

commumty, anticipated eventual progress towards the achleVement of independence

- and self-sufficiency. The concept ."antrcrpatmg mastery," therefore, differentiates

h
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between the participants predicting immediate or eventual progress towards "becoming

ordinary."

- The participants' experiences int hospital may provide the personal framework for |

"becoming ordinary.” This framework is the participants' anticipation of personal
success in their community. In order to anticipate success, the participants must
relinquish their perception of themselves as failures. However, being: ivnstitutionalized
precludes merhbership in the grez;ter community. “"Becoming ordinary," therefore, is a
proccvss which cannot be experienced in the hospital. The next éhaptcr describes the
partigipants' perception of their hospital _exben'ence, including pathways to gaining theit”

discharge. ‘ B S . @
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VI. The Hospital Experience: Being in a "Boot 'Ca'rnp"f

One participant sa1d that being in hospital is analogous to being in an army "boot

camp. He made this analogy based his com@anson of the similarities between the
structures and the functions of these organizations. Being a psychiatric inpatient is
comparable tq being an army recruit because the hospital: (1) segregates patients from
the pedestrian community, (2) stay is temporary and is to prepare patients for
community living, (3) is a residential facility e§tablished and managed by service
providers for service recipients, (4) is a receptacle for "conscripted" service recipients,
and lastly, (5) is an institution in which interpersonal relationships are based on '_'expen
By . : "
authoritarianism':
R: It's like entering boot camp in the army. . . . It's an exercise in
discipline for yourself; the staff, from the ‘staff. You have to be
_good. ... When you are able to accept discipline from
somebody that's in a position to give it to you, and have
discipline for yourself, take care of yourself, that's when you're
ready to leave. o
Although the other participants did not make this analogy, their interviews confirmed

the appropriateness of this comparison.

Being in a Boot Camp

1) Segregates Patients from the Pedestrian Community ;
The participants perceived the hospital as an institution detached from the
community. They described their admission in terms of being "sent away" from their

preadmissionh corfwnunities: - - .
- R: He just sent me straight up here.
R: We're shipping youto ._-

In contrast, leaving the hospital, is referred to as "re-entering" the conviu.aly.

- Rilt'sare- em;ry into society.
- R:Itll mean Im ﬁnally accepted back mto socmty

v}

g”f
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Furthermore, the participants perceived that the hospital was detached from its
surrOundihg"community. - "Well, yo‘u're' a few miles from any civilization. It's
extremely quiet outside Excur51ons mto the nelghborm g town are referred to as going
up to town or gomg into the- town
Leave. of absences from t-he hospital were sanctioned excursions into the
p_edes'm'an community. The participants characterized these leaves as trials to evaluate
. . ~ » ' : b ‘ ) - :
-their readiness to return to the community:
R: It's just that I'm feeling more adapted to itaseachL.O.A. -
confirms.
. ready and able to deal w1th myself and society.
R: ] was—I wasn't makin g no trouble at my approved home, you
know. I was being in on time and going to sleep and not getting
up quite when I was suppose to, but that can be worked on.
Leaves of absence, therefore, were planned, temporary reintegrations into the
community. Excursions into the hospital's adjacent town, in contrast, were assigned
recreational connotation because they are privileges granted by the hospital's

professionals:

R: A couple of weeks ago I got full privileges. . . . I'm able to go
to town and come back when I please. Ican walk into town
whenever I want to. I don't have to check in during the day. 1

. just have to be here for meal times and med times.

Desplteaﬁemﬁwtmde of the geographical boundaries of the mstltutlon the part1c1pant§

#
with town pr1v1leges continued to see themselves as appendages of the hospital

commurity.

2) Stay is Tempora and is to Prepare Patients For ommunity Livin

_The belief. that psychiatric hosp1tals are institutions for treatment of people unable

o

to functlon in the commumty per51sted throughout the mterv1ew During a terrrunatlon

t A

interview', one participant stated that psychlamc care centers are for:

- 719
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~perceived treatment needs, they:
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R: i’cbple that are emotidnally sick or have psychological problems
or physiological problems. That means they just can't cope with
society on a day to day level.

All participants perceived their hospitalizations as temporary ‘and anticipated returning to
the community in the future. "At least there's a beginning and an end to ,

anyway.” According to these participants, the primary function of the hospital is to

resolve their personal problems, thereby facilitating their return to community living:

“R:It's, you see, it's an establishment for putting you back on your
own again. .

R: The facilities good, you know. I'd ’su.gge\s‘f it to anyone that is
having problems coping with life, and you know, you know,
just to get their problems set up.

The particip;clnt-s believed that guardianship issues should not be the primary
concern of the hggpital staff:

R: Pegdaps it's not so much of a dodge as people covering their
back, covering their backdoor. Making sure when I go home
I'm%at a time bomb and go out and get physical. Go out and
start trouble, eh? - :

When the participants perceived guardian concerns being accorded precedence over

srbalized feelings of anger and frustration:

1 don't ge around generally attacking
entally, or verbally or physically, rather.

i by Service Providers for Service Recipients
Recipients of psychiatric care live in a milieu created by others. Admission to a
psychiatric hospital compels individuals to relinquish previous lifestyles, and adapt to

communal institutional living and the concomitant impositibn of standards of expected

~ conduct. However, the characteristics of institutional miljéu vary within the hospital.

The hospital is partitioned into nursing units: each with a designated patient population.

The milieu of these units varies markedly, contingent on the type of service provided by



the unit. All of the participants were admitted on admi{ssion units and later transferred:
. ! ’ ,’7 . ’

to rehabilitation units.
Admission units. The participants' reference té.their admission unit was

v

~ consistently negative. They recalled the experience of being incarcerated, that is, being

"locked up"' } ) e
 R:Ididn'tlike it atall whenIwason______, you know. It
was . . . terrible, you know. Just . . . the feeling of being
locked up is just an awful feeling, you k .. I can never stand

: bemg in jail or anything like that, you kn w. Like I wouldn't do
anythlng 1o, go to jail or anything like that, you know. Butl
-, doni know . it was a terrible feeling. I can't even explain it,
you know. 1 just, it's just . . . terrible, you know, being locked
up like that. Like, like you 're locked up in a cage, eh? You
e can't go nowhere. You can't do anything. Sure they have
pool tables, and they have ping pong tables, and they have juice,
. and they have peoplé around to talk to, and stuff like that, but
still it's not a good feeling to be locked up in a place like that.

Consistent with their description of these units as incarceratory, the participants also
L : o o
described the service prov1ders as authoritative:

- R: The staff can be extremely domineering on the admission wards.
It's their .. . exerting their authority. And you comie to know,
and come to grips with the reality of being in an institution,
where there are certain rules that must be followed.

R: They lock you out of bed, and go along there, and hustle you in
a group all the time.

- Two other themes present in the data pertaining to admission units were references to

being over-medlcated and recelvmg 1mpersona1 care:

R It's a very heavy sedate ward. They sedate you like crazy on the .,
ward and then they send you to another ward from there if
you're not able to leave. Well, usually the stay is quite long, eh?
So you get fed up to the point where you're kicking or hitting%
someone and they send, they fire you into another part oﬁ@u’i’
hospital.

: ,v; Pt :
One participant stated he could not recollect his feelmgs regarding his? uang‘er to.a

@

rehabllrtatlonumtbecause o N : By oy e

) o - ’“’iﬂ‘* S «‘- : ,:_\ i
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R: I was pretty knocked out and wacl{cd out, severely medicated,
and I was very confused. . .. 1 was;just being handled like a
crate. o ‘

7R

Rehabilitation units. The participants' referencé to these units was both positive
( o

R YY
and negative. The quality of their evaluation was contingent upon their standard of
S

comparison. When the participants compared these units td:the admission units, their

e

e

references were positive.

R: Well, on , like that's 4 pretty open ward. There's a lot 6?"‘_” e _
freedom there. There isn't much freedom on—when I first came * '
in here.

R: ... the same thing only not an intense. They're more of your
buddies here. Once you get better, it's sort of like, ah, after
shock. '

R: I came over to , and it was even better, eh? You
know, open ward. I can come and go as I please, you now. I
don't have to check in at any time, you know, I can just go out
whenever I want to, you know, and that was great.

However, when the participants' standard for evaluation was their previous
lifest}-lle, these units were aléo characterized as being similar to "jails." Instead of
incarceration as it did in the participants' references to the admission units this penal
comparison referred to group living and regulation of behavior by others .

R: T have to edt meals with a lot of people. Thave to sleep in my
own cubicle with other people around. I have to sit in the same
room with a lot of other people. [pause] if I fist fight, I'm in

ouble. [pause] If I blow my cool, I get medication . . . and I
ave people exerting an authority over me. I'm use to being
independent and living on my own.

R: Just whereas your freedoms are confined to a certain area. You
have to be in at a'certain timew Um, your meals are all cooked for
you. You go-down, stand in line like you would in jail, you
know, and get your food, and, you know, eat and then go back
up to the ward. Take you meds, hang out for awhile, you know,
make a call once in awhile, have visitors once in awhile.

R: Um, just, um, 'cause you're, you're restricted to a ward. You
gotta be in at a certain time. Um, you have to get up in the
mornings and go to work, you know. . . . I've never been to jail



so I can't—I'm just saying it as a fact that, um, that it seem like
to me, it's, it's a lot like what jail would be like.

4) Is a Receptacle for "Conscript ervice Recipients

As stated in the previous chapter, partlclpants attributed thelr admission to the
interventions of other people. No participant described hisaadmission as self-initiated.
Subsequently, the participants characterized the hospital community as being comprised
of two broad groups of people: "insiders" and "outsiders.” From the participants'’
perspective, service recipients aré the "insiders" and service\providers are the

"outsiders" of the institution. "Insiders" are totally immersed in the institutional milieu;

whereas "outsiders," in addition to creating the milieu, are detached from it:

R: The way they give their treatment. . . . It's based on real society. -
[pause]. .-. On being on the outside. How an outside person
would deal with you. After all, they are from the outside.

Living, working on the inside. We have to live it but they work
it. ' '

Admission to hospital resulted in participants being assigned membership to the

“insiders" group. This mandatory group assignment, however, was not accompanied

with statements of affiliation with that group. All participants desired to be

+

disassociated from.t}gg_‘,“insider" group:

R: You have to come back [from LOAs] and sit around with sick
L };;people again and listen to them cry and whine. You know, F«. e
suppose, I suppose, I suppose it's to evoke some compassion in’

, a person, but to live with it, day in and day out, gets kind of
"tifing.

R: What am I doing here? You know, there's all these sick people
around me and, you know, I'm totally sane, you know. There's
nothing wrong with me. How am I stippose to feel?

Eola i

Another participant told the researcher that the other participants she was interviewing
were "crackpots.” Although the participants did make occasional references to peer

relationships with other patients, they described these patients as not "sick".

83
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~ Participants desired to be affiliated with the "outsider" group. Becéusc they

perceived nursing staff as exemplars of this group, the respondents aspired to emulate
‘ <

their qualities. .
R: ... something like the péople here in this hospital. Like the .
nurses and stuff. [pause] You know what [ mean.
' : A
One participant attributed his career aspirations of becﬁ('“)'gming a nurse to his experiences

-~

with the hospital's nurses:

R: I just met a lot of nice nurses and stuff like that and I like the job
that they do and everything like that. and that's what I'd like to -
be doing myself, eh?

A third participant explicitly ;ejected affiliation with the "insider" group. He described
the nursing professionals as his "peers":
R: Talking to the staff is, because they're educated. I've got a
certain amount of education myself. . . . To me, they're my .

peers unless, unless the patients have been to school and studied.
It's just not the same. ‘ =

3) Is an Institution in Which Interpersonal Relationships are Based on "Expert

~

Authoritarianism"

"Expert -authoritarianism" refers to relationships charz :teri. == ~v.obedience:to

«experts. Four recurring thémes in data resulted’in the ap;icati®- of this term to

describe the relationship between hospital's professionals and participants. These . ;8

' themes were:
a) Institutional privileges and community resources were accessed throu -' ’
profe'ssionals. .
b) The decision to "promote” patients was the prerogative of experts.
c) Experts' assessment of readipess for "prom’oti.on" \J;/as ‘valued by t

0

participants.
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d) Participants were compliant with aspects of their treatment they coﬁsider non-
thefapev..ltic. |

Institutional privileges and community resources were accessed through the
professionals. At admission, professionals imposed constrain-ts on partiéipants‘

freedom of _movémen't. Personal liberties were incrementally regained as professionals

.granted panicipants privile.ges. The participants described a hierarchy of privileges -

. comprised of thr&j levels. The first level, close w'atch, requires that the participant be

.accompanied by staff membefs when leaving the unit. When limited privileges are

granted, the participant is "Allowed to go out for a few hours at a time, not up to town,

but to stay on the }i{ospi,tal's grounds". Acquisition of full privileges authorizes the
participant to leave the hospital's grounds. However, they are required to return to
‘ their units for meals andamedications. Oné participant, with full privileges, described
himse}ﬁ‘as a "trustee”: "Well, now that I'm a trustee, it's'not told‘bad"_. Based on the
"notes the nurses take every night," privileges are granted by pani_cipants' attending

N

phy51c1ans

Commumty resources were also accessed through professionals. The type of

formal community assistance sought by pdrticipants was contingent on thexr personal ‘

resources in the community. Supplementary means of financial support are required by
all particif:ants in order to leave the hospital. Financial support is arranged by the
hospital's social services department. Participants,d'id not express any difficulties
accessing this support:
R: T kept on him [social worker] by asking him about getting out,
and making arrangements to get my AISCH [pension] reinstated,
and things like that. So he went down with me a week ago

Thursday, a week ago today, and we got the ball rolling for
paper work on my AISCH.

~
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The second type of formal commumty assistance sought by part1¢1pants was
A ]

altemanve community placeme@.ts Three participants, requlred aQJ’ss to thése . =

-

placements because %ey were unahpwe to return to prev1ou%“hv1ng accommodations.

Two groups of experts must approve participants' candidacy'for p_lacement: hospjtal 2

] e ¥ “ . ) ) N ’,
professionals and community placement operators. (
. ‘ . . . Qta

The hospital's professionals referred participants fo community placements. As
p prot p p yp ,

. " . .
previougly indicated, participants had a chdice regarding placement in alternative living
EER .
arrangements. However, access to the hospital's social workers was limited-because of
’,‘r t' . . .
these professmnal's caseloads: : .
~ - 3
R: We tried various placement programs and seeing as the social
worker is dealing with thirty* to sixty other peo)le at the same
time, I have to wait my turn.

)
Yy

_ - .

-« Operators of community placement r_es1dences ‘:ssess the su1tab111.g/ of the - {
. - .

partlclpant for the placement.® Althoggh the hospital's professionals assess the

part101pants readiness for placement commumty placement professionals frequently
.;dld not concur thh these assessments” Two of the partlupants were rejected as
placement candidate$; the third participant was> condmonally accepted One pamc1pant

who was rejected was advised by community p]lacement operators to reapply for

49

placement in one month: ' ' : _
» ' : he

oy R: They Vaid come back in a month. We're not turning you down

: permariently. We jug feel that you are not ready yet, and we
4 ~ want you to come back-in a month and reapply.
p _
The operators of another part1c1pants placement imposed condmons on his relocation.

} *
R: 1, ah I'm happy to go there but I wasn't, I didn't want to go on
. their arrangements. They wanted me to come there in 2 matter of -
three or.four LOAs [léave of absences], four LOAs and at the

4 first of DCCember move in.

" The decision to promote panents was the prerogatize of experts. Participants'

procurement of discharge from the hospital was contingent on obtaining as§ent from

N )
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their atte{adin’g physicians. The act of discharge was an action performed by others. '

i . . . , . ) - T,
The following quotes glustratc parucipants’ perception of their subordination to

- professionals' prerogative: .
L ‘ | -
> R: Actually if they said a few days and that was a week.ago, it
, - should have been a couple of days ago. . . . I don't think they're
4 " in any rush to let me go. - . ¥ . .
& o, .
g R: ... just the fact that she [physician] wouldn't , you know, she =
' wouldn't let me go, or.nothing like that, you knotv. She IR,
wouldn't, she was being obsynate with me and stuff like that. .
Y Especially after I saw that other doctor, um, you know. She . .".
really wanted me tosstick around for awhile.

R: Ever}; time I say within two to three Weeks, it ends up being a
+ month later. So. .. I believe them when they come up to.me
one day and say "_* » pack your bags. We're going'to A
« I" . . | .

R: It'¥]ike the donkey and the carrot. Holding the discharge in
front of my nose, and then, the lagt minute snatching it away. -

[

All participants were voluntary patients at the tingg of the study. They verbalized
_ T ‘ q.

t

awareness of their legal right to leave hospital:

R:...and now thatI got the voluntary'status, I know that I have
the choice to leave. I can leave. o

R: Of course, I could, I could leave right now. I could just pack
my things and say I'm going. There's nothing they could do
aboutit. . -

| ¥

Although limited personal‘_wresources did prohibit the panicipants from diécharging

themselves égainst medical édvice,gthe panicipants sought pro{éssionaj discﬁarge even

when alternative communi;y resources were obtained.. The participants' desire for
B prbfcsSional "pfornotion" 'vs_/as_related F’o their perception of the professionaié' area of
o experﬁse, which is éxamined in the folloi;ving section.

Experts’ “atvsessment of readiness for "prbmorion" was valued by the participants.
&The hospital's experts evaluated partic"ipa,nts' méntal well-being and formulated
B aqtﬁoritative judg{me‘ms regarding their readiness to return tov the community. j

— s sees . . . Co
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R:lWelI, tht; doétor, Dr. , didn‘t believe me. She. .. v .
believed that T was still too sick to go out into the community ~

R:They've dcc1ded that I'm more coherent in my speech, I'm not
deluded, or I have very few delusions. Things that aren't gonna
make me mcompauble with the people around- me, or on the,

s

v . - outside. o i &

Prbfessmnal concyrrence of re?dlness to be’ﬁlscharged was 1mportant to the

participants who assessed themselves, {eady to return to the community:

R BY, gomg through, going through the ropes, to-use a chché I,
- feel more comfortable having the approval of somebody ~
professional saying, "Yes , you're ready to leave.!' .

Coa

Professional asgem to leave hospital was interpretedr‘by these participants as

<

”

‘ represehting‘professional confirmation of their "sanity".
R: It wil men that I am certifiably sane. | .and I can say to
somepody, if somebody says to me, "Ah you're crazy, "Ican
say o, I'm not. I've got a piece of paper to prove it.'

¢ R Wel], that's agood feeling [to get dischargcd] At least you

know you're half sane anyway. . .. Well, [pause] you never -
know, There could be somethmg wrong, like you watch on TV
. all the time,

<

The participant who assessed’ hlmself as not ready to return to the commumty,
expressed unCertainty regarding the meaning of being dischargéd from hospital.” When

asked what discharge meant to him, he stated "I'don't know. I'm not around, I'm'not

L]
around any of my relatives”. s
. R
Farticipants were compliant with aspects of their treatment they consider non-

therapeutic. Participants characterized themselves compliant with all aspects of their

hospital care, regardless of the perceived therapeutic value of specific interventions.

v

They cemplied with therapies tuhey con's'id'erjedv n'on-therapeutic because of their B

subordinate position within t};e organization and the accompanying dependency. on the

benevolence of e‘xperts: o ’gﬁ
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R: They told me, they told me the shots that were.being taken. So I
Just. .. agreed with that and went peacefully, you know. I
wasn't gonna put up too much of a fight, you know. . . . I could
have, you know. I could have really raised hell, you know,
around here but there's no use in it, you know. There's no ‘
- satisfaction out of it, you know: I don't get nothing out of it for
raising hell so I'll . . . just do what they tell me to do, you know.
- - For once in my life, I'll listen to somebody, you know, rather
-that doing my own thing, you know. ‘ Yeah. . . . Ah, it would
- get me nowhere. It would just upset things, you know. Screw
- up the whole system and, you know, it's . . . not worth it.
< o - . .
"% One participant stated he attended structured therapy sessions he perceived as

‘non-therapeutic because
R:If I wanna get a place in the group home or approved home in

» I have to go through this course. .
Two "participants stated their vocational programs had no therapeutic value.

N

- Compliance with authoritative directives accounted for their attendance:
~ R:They send you to OT for one hour a day, you know, and you're
N suppose to work and stuff like that, you know. But.Ijust. ..

-find little use in it, you know. I.. .. don't like it. Maybe I'm a
~ rebel. Idon't know, but I don't like it one bit. '

Only one respdndent assigned therapeutic value to his participation in vocational
. program.v‘ He did not, however, perceive these programs as facilitatin g the dévelopmem
of work skills, but rather, they provided an environment to test his ability to manage
. stressful situations: - |
* R: When I started working in the snack bar, I felt more competent
about being around more other people; and bein g—putting
myself in a social situation where the noise level and the.
conversation level was quite high—the potential for getting
strained. : ’ :
Although participants disliked institutional living, their overall evaluations of their
hospital experiences were not negative. The participants who had previous admissions
- to'the institution were néutral regarding their&ospital experience:. "Oh well, it's not too -

‘ bad [t‘o be here]. F can think of worse places."' - The participant who stated his
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hospitalization had not.facilitated recovery of his mental well-being described his
treatment as exemplary: T A ‘

"R:Ican't...see any better way than 'doing it than the way they are
doing it. " Just exactly the'way they are doing it. 'Cause they're
coming as close as I think they'll ever come toproblem solving.

As far 4s I am concemed
.5

The two participants ‘who experienced their first adnﬁssion to the hospital
evaluated their overall experiences pos‘i'tively. In coinbarison to the treatment they ~
recei.v_ed in fcomrriun,ity hospitals, bd(\h ‘of these participants characterized the
profe§éiona1S' as "caring", and the‘hdsp\it.al as offering the "best" treatmedtin Alberta: |

b R:If you'ré'sidk and ydu need Ueaﬁnent, it's probably the best in

Alberta or in western Canada. I'd say Alf%na for sure seeing as

I've been in a few hospitals around. If you want treatment, it's
good for a certain amount of time.

From the part1c1pants perspective, the prlma.ry funcnon of the hospital was to
ameliorate personal problems which hinder thelr functioning in the community.
Therefore, discharge was sou ght when participant evaluated themselves ready toreturn
to the community or perceived the treatment provided in fhe hospital was not\}/\
facilitating ‘this reiurn. -The next section describes the participants' pathways to
discharge. | | N . o
| Pathways to Discharge: " Getting Out" »
The study participants per_ceived that disch_arge from hospital was granted by the
experts. These participants verbally exhibited diverse patterns of discharge behaviors.
- There are three patterns of "getting out" behavior‘evident in the ihtéﬁiCWS' marking
time, taking charge, and breakmg out. The particular pattem of behawor demonstrated
by partlclpants was contmgent on the interaction of two factors: self—assessment of __

*

. readiness 10 return to the community and self-assessment of the likelihood of being.

-y



discharged. Figure 3 illustrates the interaction between these conditions and

AN J

st subsequem pattern of "getting out! ' behavior. | A

| Each of the four cells in the.- followmg diagram describes. conSiellaiigns of
behawdrs i:playeﬁ“ by the parncxpants As the conditions detenmmng the behav1ora1
pattem vary, there is an accompa.nylng change in the "getting out" behav1or If there is
vananon in the condmons affectmg hlS dxscharge ong participant can be classified as
fitting into more than one cell. ‘

i ; :
{ . r

Self-assessment of readiness

& . . ,‘ + - a , .
G R
_ ig Marking . Breaking
~ ‘§ * Time - Out
£
B “‘ alb
= cld
=]
S Taking nei
g . Charge: | | Sick ‘
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Figure 3 Pathways to dischérge: Patterns of .predischarge behavior.

- Marking Time .+ : *
o Partxcxpams markmg time were enduring continued hospltahzanon

R:T1 . make the best of it. I'll just do my thmg, and just wait.
T'm _]US[ domg time r.ght now. ' ‘



-
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This pattern of behavior was present when participants assessed themselves as ready to '

‘eturn to the community and assessed the likelihood of getting dibsc‘harged as ;;robablc.

The verbal indicators of marking time are attributing present inpatient status to lack of

available alternatives in the community, and characterizing predischarge behavior as

N —_

"doing time." S e o :

. ,Attribitting present inpatie:’nt status to the lack ‘,:o‘f available aliernatives. "I—“'he‘
panic'ipants marking time assessed themselve‘s.reacyiy to return to the comrﬁurility. They
accounted for their continued inpaﬁent status by .referl:ing to théir laék of personal

‘resources necessary for cémmunity living. . ' )
R: I feel like, you know, I don't have any other place to go right
now, so you know, it's . . . peaches and cream as far as I'm
concerned, you know;, for . . . the time being.

R: Ah, [pause] I'm in a hurry if they got some money that I can live
on....Idon't have anything to live on unless they are going to

. gwe me a pension.

Characterizing predischarge behavior as "doing time”. When the participants

were exhibiting marking time behavior, they asserted their continued hospitalization

"© was non-therapeutic because they had regained their

perspective of these participants, the hospital provig€d temporary acegmmodation until

¥ commUnity placement was rea]ized. {

‘R:Ifeelitin my. soul you know I'don't need to stay here any

~ longer. I'm just ‘bumming off the government right now, you
know, waiting so. . . . It's a joke. It's a total joke. I...there's
nothmg more that they can do for me, you know Like I'mj just
doing time, that's all I'm domg

~—R:TI'mj just waiting for placement T

L4

"9

ntal well-being. From the

\

Feelings of boredom and frustranon accompamed extended walts for commumty .

placemem

R: T've been waiting for almost two montlls, I'd say. So...it .-
gets rather impatient, you know. I get bored to tears sometimes



-

.here you know, But I just try to look for.é ings to do, and go
down 1o the snack bar and have coffee, stuff like that when I
can. And see girls and socialize a bit, and that's about it,

R: I've been wa1tlng for placement for the last two agdahalf =
months. . ., It's frustratlng It's like waiting for a big pay-off in
“alottery.

Breaking Qut
. \ : N F Y .
Participants breakmg out of hospxtal were returning prematurely to the

8 L .
community: :

R: Iwanted to get the hell out of this hos'pital. That's what I want.

-

This pattern of "gewing out" behawor was present when partlclpants assessed

themselves as not ready to Teturn to the commumty and assessed the likelihood of

getnr'FISCharng as probable. Although the convergence of these conditions to

deteriRine a pattern of "getnng*out" behavmrs appears to be improbable, nevertheless
this beHavioral paftem Was evident in the interviews. The two verbal indicators of

breakm g out are charactcnzmg contmued inpatient status as futtle in terms of expected

.outcome of treatment apd 1mpUIswe1y proposing to leave hospital. ,

“"Eharacterizing continued inpatient status as fuile i in terms of expected outcome of
zreatment Participa.nts manifesting bréaking out behaviors assessed themselves as not

ready to return to the community. However, they perceived the hospital's treatment

“was not fac111tat1ng recovery of their mental well- bem g

R: I have to get hold of my folks and tell them that I'm commg up
that way and then head, maybe head west. Because, um, .. . I
can't seem to getit together here ; - e

R: I get very terrified as you can notice. Unless that's what
basically I am. I'm just terrifiedof this place. ... . I'm terrifiggd
~of whatjt Can do to me and where it can take me. . Um the
fact that 1t S...gonna take me nowhere

Impulszvely pr‘oposlng 1o leave hospztaT These pamcxpants stated therr present

A

hOSpltal stay was non therapeunc The ranonale r this judgement was their

v
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percepfion that treatment was not improving their mental well-being. The primary
motive of seeking discharge, therefore, was to get away from the hospital. These
participants impulsively proposed to leave hospital without consideration of their
éxpectcd proficiency with managing in the community, or the availability of placement: ‘,

R:. .. the more I think about it, the more I think I should just pack
- up and leave right now. ot , .

R: Yeah, we shduld take off tonight, and just go there for awhile. !

R: T have to get a hold of my folks and tell that I'm coming up that
way and then head, maybe head_ west.

Taking Charge ' &
Paniéipants t‘a'king charge were purposefully dem_onst%atingtheir readinéss to

~ leave hospital: _ ‘ .
| R: When I first got. turnf{ed] down for the group home, and then it

became a real battle. . . . Well, I had to prove myself, that I was

ready to be discharged. And, ah, [pause] that's about it. I just

had to prove that I was ready, capable of surviving on my own.
’fhis‘ patt'em of "getting out” behavior was cvidex{t when participants assessed
themselves ready for discharge and assessed the likelihood of being dischargcd és
.imp_robable. The two verbal indicators of taking charge were éttrib:ting present *
* inpatient stgltus to professionals' ‘unwillingnes& to authorize their discharge ‘anfd
| charactérizing prc';c,en't patient behavior as "convincing" professionals of their readiness
to be discharged. o » . -

. Artributing présent inpati‘eni st'a‘tuvs t0 profefsionals’ unwillingness to &uthorize
their discharge. Partiéipants exhibiting taking charge behavior perceived they wére -
- ready to return to the cominunity. They attributed their brcsgnt hospitalizati_oﬁ t_o_»',..
: professiopal;s' refusal tb diséhafge them: _"n\ | ‘ | | |

| | R: I'felt that they were just playing games and trying 'to keep me in

here as long as possible. . . . I think they are just grasping at -
straws to keep me in here. : ( .
) . ' . . . /A
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R: I felt pissed off because she's [physician] looking at me as if I'm
sick and I have a psychiatric problem, and I don't, I'm totally
“sane! . . . I swear to God on my mother's grave. I'm totally
sane. There's notliing wrong with me, not a thing. There's.no
* reason why I should stay here any longer. ’

Characterizing present inpatient behavior as “convincing" professionals of their,

“readi;zess to be discharged. " The underlying basis of the. difference between
: Lo

participants' and professionals' assessment of participants' readiness to be discharged
was disagreement regarding the criteria for readiness. Participants perceived that their’
readiness to leave hospital should be evaluated on the basis of continued evidence of the
“behaviors which precipitated their admissions, regardléss of the presence or absence of
+ other abnormal symptoms: '
R: I'm not gonna Ob, that's, it's not the point of the voices\ It's
the point of, of me ODing all the time and taking too many
drugs, and stuff like that. And I'm not gonna“do that ho- more
because I feel good. There's no reason why.
R: Ah, probably on my admission file, there’s some strange things

about my sexual nature and . . . what I was hearing at the time.
[pause] I was hypnotized. . .. They're holding it against me.

Because participants perceived the major problem behaviors were eradicated, they

evaluz{ted themselves as ready for discharge.

In order to .institute behaviors intendidg to convince professionals of their
readiness, ‘t.hese parti(pipants identified behaviors they thought professionals used as
criteria for assessing readiness for discharge. The participants then initiated behaviors
with the inten'ded outcbme of convincing profcssionals of their rcadihcss for discharge.
The participants who exhibited "takiné charge" behaviors were also those participants
who described intrusive experiences. | S

The first participant  -~culated that professionais' criteria for his ré_édines's to be

discharged was his demonstrated ability to control. his anger:

/

g5 T
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R: I think it was anger control—is the main thing that they are = |

concerned abqut. _ !

His anger was associated wi;h thfeatcning' and punitive intrusive experiences whichrhe .
attributed to others in his; immediate cnvironmcnt;- Although the participant did not
perceive his reaction to these intrus‘i,ons'as irizippropn'ate, he.de_scribed purbosefully ,
controlling thisreaction in order to pr'.ove his readiness to be discharged:

R: In my case;, I have to play a kitten, and take shit and abuse from
everybody. . .. in my case, that's like taking away the wings off
an airplane. . . . In the — in the fact that I don't use it for
aggression, I use it for self-defense. -

W Y

R: I was quiet and kept to myself—didn't lash out in anger at

. anybody. At least when Idid, I made peace afterwards, which is

" exactly what I did today. He still thinks he's got one up on me
but I'm langhing inside at him anyway. It's a children's game.

The second participant speculated that his attehdi;ig physician wanted his "vgices
stopped” prior to his discharge. "Um, I'm not sure—probably about the voices and |

everything. They wanted to get those stopped and so, I don't know.” He initiated

. . . L . .
behaviors to convince his physician this had occurred:

R: By just talking to him patiently and, um, téﬁing him that, um, I

"wasn't hearing voices anymore. So 1. .. told a little white lie,
~ butIdon't...need to be in hospital any longer. . .. Well . . !
R just told them that just because they're asking me about my

voices and, you know, I ;. . don't hear them all the time
anymore, you know.. Um . . . just once in awhile I hear them,
and they don't preoccupy me, so there's no problem there, you
know. ' S

Although the behaviors degcribed by these participants were different, the intended

effec: was the same, that is, to convince professionals of their readiness to be

discharged. N . " .
) Both of these participants avoided situa"ns in which they would have to address

the source of these experiences. ’

R: And she [physician] wouldn't believe me that there's a
transmitter in my room, so I just refused-to talk to her after
awhile, you know. ’



When the second parttc1pant was told by professxonals he was hallucmatm 8. he stateqd
T just kept my mouth shut, and grm and bear it." Followmg “the physwrans

bauthonzauon of their discharge, both participants charactertzed thetr attending
hysic as being on their side:

physicns g W

R: I feel great now that Dr. has realized I'm no longer a
danger to myself or socrety So, she's on myside now.

R: He s [physician] . . basrcally looked at itin my . . . eyes and
seen that I'm ready to g0, s0 . . . I think he's carrymg through
with it, eh? s

" The fourth cell in figure 3 (cell d) consists of patients who do not assess

themselves as ready for discharge and do not consider it likely that. they will be

* discharged. They Were consrdered "too" sick", and were excluded from the study

Ideally durmg the course of recovery, patients’ would move from cell d to cell a, pl’lOI' to -

exiting the hospttal However pamc1pants in thls study moved from cell ato cell c
when dlsagreements emerged between them and the hospltal profess1onals regardlng /

" their readmess to leave hospital. These dlsagreements were pre01p1tated by rejection of

- candidacy for placement in altemauve living accommodauons R _ |

-
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To the part1c1pants bemg in hosp1tal 1s comparable to betng in an armyr"boot e

‘

camp". In addmon to orgamzauonal and structural stmtlanttes the i pnmary functron of °
both- institutions is’ to prepare its service recrprents for roles autonomous from

mstltuuonal roles. Partrcrpants of thlS study sought drscharge from hospttal when they a

¢ v

: asscssed themselves ready to return to the commumty or they perceived hospltal

g j‘treatment was not facilitating thxs retum The three types of "gettlng out” behav10rs

verbally exhrbtted by pamcrpants are marldng tlrne breakmg out and takmg charge

DISCUSSIOH

i

Mentally 111 1nd1v1duals do not want tobei msurutto ) |

. patients, mcludmg part1c1pants of thlS study de51re tor be” drsassocxated from other

o

V.0 reover, psychtamc 3
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mentally ill 1nd1v1duals Research results mdlcate psychratnc 1npat1ents do not
_internalize 1dent1ﬁcat1on wrth the "hosprtal world " Karmel (1970) analyzed psychiatric
patients' responses “to her research questlon "Who am 17" She reports that the
participahts h'ospitaliZed for at least \tWo yeats manifest a decrease in their "home worldt.
- social identity. This d’ecrease, however is not accom»panie‘dwith a cdrreSponding-riSe

in their personal identification with the "hospltal world." 'I’hese results are also evident

in partjcipants who had been hospltahzed for ﬁfteen to twenty years. The researcher '

concludes that the study part1c1pants did not mtemalrze a personal identity based on
;the1r roles as mental patients. :

A possrble explana .on for mental pauents unwrllrngness to assocrate with other
mental patients is their own attitudes towards mental illness. Although this study did
not examine participants-‘ attitude ‘towards mental illhess, otherresearchers have’

. Glovannom and Ullmann (1963) compared psychratnc Inpatients amtudes towards

mental 1llness w1th the attltudes ellcrted from a normal populatlon dunng a previous

~

' study. In this study, the pa‘mcrpants rated the concepts "Neurotic Man," "Average

Man," "Psychiatrist,” "Insane Man,"."Father," and "Me\" O;'l ratin‘g scales. Both the
psychiatric 1npat1ents and the normal companson group rated the "Insane Man as
"dlrty, bad, cold dangerous unpredictable, [and] worthless" (p. 399). The results of
this study are congruent with these findings. The study participants reject affiliation

wi’th the patient group, and desire to emulate the qualities of -nursih'g s/taff.'

3
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-
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- VL. Conclusion-
All participants recalled pleasant experlences from the1r extended past. Moreover,
: they described thls past as dlscontmuous from their preadmission pdst, Wthh began
with their first contact w1th formal mental health care. The preadmlssmn past 1s an

extended perlod of "not makmg it" in the commumty, culminating w1th their present .

admissions.

Preadmission | Hospital [ Anticipated

Read Extended [ . e
.y l Past Past Experience | ‘Future
+ - +/- o+
Not " Extended ’
Past

Rzcady - v :

‘ + Anticipated -
I'uture

+/ -

Key
+ Positive Experience
- Negative Experience

Figure 4. Aetual and anticipated life expeﬁﬁences of study parﬁcipémts.
The actual and anticipated life.experiences of participaﬁ,ts are schematically

presented in figure 4. The first row of circles (ﬁgure 4) represents the life-experiences -

~ of participants who assessed themselves as ready to return to the community. These
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'participants were "antic.i‘pating mastery" of their commﬁnity environmcnts and
characterized their immediate future as "new beginnings." Their life -cxpériences
therefore, can be depicted as pmﬁf{as_ﬁn g linearly.

Thé second sét of circles (ﬁgurei4) represents the life| experiences of - the

participant who did not, assess himself as ready to return to the community. This

participant characterized his immediate future as a continuation of the preadmission

"struggle &o ake it" and predicted the need for future rehospi:{‘iizations. Because he

anticipatedfevéntual acquisition of productive community roles, the circle representing

-

~his anticipated future is not obliterated by circles representing present hospital and

preadmission é)iperienggs.
) o et
Becoming Ordinary
* The core explanatory variable of the results was "becoming ordinary.” A process
labelled "becoming ordinary” outwardly appeared to be paradoxical. Adults are not

‘generally viewed as striving for ordinariness, but instead, towards outstanding life

careers. When viewed from within the participants' frame of reference, however, this

. . T , :
concept lost much of its paradoxical impact. The participants' frame of reference was

their preadmission experiences. All participants described themselves as failures during
this extended time period beéause they were "not méking it" in the commﬁnity. Their
admission to hospital removed them from overwhelming community environments.
At predischurge, all participants aspired .to become self—supportivn'g and
independent. (All participants, however, did not antic_ipate immediate progress towards
4 » :

~"becoming ordinary.” The predischarge participants who were "anticipating maStery"

-

- commu:y roles. From their perspective, they were "becoming ordinary." The

participant v/ho was anticipating continuation of his preadmission struggle to "make it"

<

' ; B . <

of their ¢ nmunities were also anticipating immediate acquisition of productive -
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in the community_ was not anﬁcipating immediatgprogrcss towards "becomin g
! ordinary." Self-‘assessment of unreadiness toi‘retum to the community was
accompanied with anticipated inability to maneige in the community and the prediction
of the need for future rehospitalizations. Figure 5 schematically presents the process of

v

"becoming ordinary." . , .

) . . ) . . Being ina
‘ Being overwhelmed '-—> Being 4 failure . Getting admitted
Self-assessment
Becormng ordinary Antic1patmg Ready
striving to fitin - mastery

of readiness
Figure 5. Flow chart depicting process "becoming ordinary."

Anticipating*
struggle

&

.

The concept "becoming ord1nary4 embodied part1c1pants perception of their
anticipated future as well as their past experiences, and subsequently, it was
' superordinate to all other concepts. To recapitulate, participants who characterized
themselv_es as past failures in the community were anticipating assuming "ordinary"
roles in the community. "Becoming .ordinary" was the belief of participants that ti?‘xx

would become normal, productive community members.
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Discussion of Results
'I;hc hallmark of modem psychiatry is the defnstitutionalizatibn of the rhentally ill
, ) . ,
from large- specialized hospitals. For the majority of schizophrenics, however,
deinstitutionalization does not augur adjustment to community living but raher, a cycle
of repeated admissions known as the “revolving door syndrome.” Schizophrenics’
participation in community-based treatment programs is‘aseocia'ed with reduced
readmission rates (e. g. Seeman, 1981). The majon'ty of chronic schiszhrenics‘,
however, do not comply with planned aftercare ‘(Cétpn, 1981) and the overall
| readmission rates for these individuals remains high. Canadian based reseafchers,
| Bland, Parker, and Orn, report that over 60% of schizophrenics will require at least one
readmiss_iéh'(1978). :
This researcher'explered the berceptions of predischarge chronic §chi20phrenics.
" All of the pamcxpams were experiencing readmissions and, therefore, had previous
experience ‘with retummg to the community following hospxtahzanon The study
participants antic 1pated eventually "fitting in" with their discharge communmes They
were "becoming orcinary.”" The majority of these participants expected their

forthcoming experiences in the community to be different than their previous

experiences. These participants were anticipating immediate acquisition of contributive’

‘ vmembership roles in the community.

It is debatable, however, -\x’/hether' deinstitutionalization of schizophrenics has
been accompanied with re-integration or "institutionalization" of schizophrenics within
the community (Rachlin, 1978) Present community-based treatment of schxzophremcs
sets them apart from other members of their commumty These treatments are aimed at
either changing the schlzophremc or modifying his/her immediate environment.

Strategie:: designed to change the individual include: medications (e. g. Goldberg et al.,,

-

|
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1977), soc1al skills training (e. g El Islam ;\982) day hospital$ (e. g. Niskanen,
1974) and group therapy (e. g Masmk et al., 1980). Treatment mtcrventions
* designed to modify the schlzophremc s immediate environment include: family therapy
(e. g. Glick et al,, 19*5). reiative. support groups (e. g. Leff et z;l. 1?82) family
education (e. g Falloon et al., 1985), and altcmatlve living accommodatlons (e. g.
, ”‘So]omon et al., 1980).  Although thesc diverse ;roatments are based on different
ass'umptions regarding the ietiology .of schizophrenia,' their implementation- has a\
common effeot on the schizophrenic. All of these therapies distance the schizophrenic
from others in the corrimunity. ) .

Research co;noaﬁng the outcome of schizophreni'cs"in dcvelooing countries and
industrialized countries suggests that the typc of community environment affects the
« ntcome of schizophrenia. Rosoarchers associated with the World Health Organization
did a two year follow-up of schizophronics with "relatively recent” diagnoses in nine |
countries. T_ho researchers were‘able to trace 97.1% of the.original cohort (N=1202), Ve '
and completed re-examinations of 75.1% of the cohort (averaged from nufnerous ‘
centers). These researchers report a more positive outcorlne is associated with
ochizophrepics' residing in developing countries (Sartorius, Jableosky, & Shapiro,
1977). | ‘
| Other rosea'rchers have substantiated these results. Waxle_r (1979) followed
consecutive first admissioo schizophrenics in Sri Lanka (N=66) for five years. This
researcher reports comparable results to those obtained in the WHO study.
Schizophrenics in Sri Lanka like the non -industrial. countries 1ncluded in the WHO
study, showed cons\stently more favorablc outcomes than schlzophremos livmg in

industrialized countries. Warner (1983) su ggests three possible explanations for these

results: different cultural.definitions of mental illness determine treatment as well as
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stigma associated with it, developing countries have socially acceptable work that
schizophrenics can do, and the presence of extended families provides a broader base
for emotional support.

The rec.ent‘discovery and development of oil resources in the Arabian Gulf

provided a research setting in which traditional and industrial cultures could be

1

compared within one indigenous population. El-Islam (1979) compared the outcome of

schizophrenics Hving in extended families with those living in nuclear families in Qatar.
Nuclear families emerged with the development and éccompzi@ing wealth associated

with oil. This resea,\pehe.z followed schizophrenics (N=540) for one to seven years

~(average length of follow-up was 4.2 years). In compaﬁson to those living in nuclear

families, the outcome of schizophrenics living in extended family setting was more
.favorable. Comparison of these living arrangements revealed that extended families

~ . more closely supervised medications, tolerated minor behavioral abnormalities, allowed

temporary withdrawal, assisted in normalizing the 'schizopvhreni‘c's symptoms into

soc1a11y -shared belief systems, expected no rec:1procal feedback from the schlzophremc
| famlly member, and occupied_their leisure time (El Islam, 1982).
Within industrial countries, schlzophremcs continue to occupy marginal roles in

the co}nmunity as evident in their reports of social isolation (e. g. SérBan, 1975) and
. f .

! : . . .
high unemployment rates (e. g. Caton, 1981). Grusky and associates examined the

social adjustment of chronic mentally ill individuals in the United States. The majority

of th"e 971 panicipanté had either a primary or secondary diagnosis of schizephrenia

(69%). These researchers report that work gnd community bonding were significantly

correlated with personal and community adjustment. Family bonding was not. They

also report 'service use was positively associated w1th commumty bondmg and

Iy

neganvely aqsocxated with work and family bonding.
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The participants of tﬁis study described themselves as "becoming ordinary" and
"anticipated eventual acquisition of productive community roles. Their references to
commuriity-based treatment programs were limited to programs they identified as
facilitating their returﬁ to the comfnimity. The majority pf pArticiparits perceiv: 1
alternative living arrangements Would facilitéte this return to the community because
shared accommodation\s would offset feelings of sociall isolation. However, only one
’participant chCﬁbcd-othér coxﬁmunity treatment programs that would facilitate his
transition to proﬂuctive cdmmunity roles -

Program attendance is ﬁositi\:ely_associated with community bonding (Grusky ét |
al.,' 1985).'" The bonding of schizophrenics with their commu‘nitic;s, however, can only
occur if the commu;ﬁty environ;n_cnt facilitates this bonding. Meaningful re-integration

| f-ef .thé mentally ill in the community réquirgs the support of -communit'y members
| (Borus, 1978). If community-based Ueétment is not accompahied’ by acceptance of
chronic rﬁentally ill individuals, these tr'eatmentsvwill only serve to "institutionalize" the
schizoph?enié within the community. This study demonstrates thét schizophrenics do
not want to be marginal members of the community. |
R:I'm a lot cleaner in my mind from the lack 6f street drugs and
I've [got] more insight into myself and other people. I've seen
the extreme cases, the dregs of society. Now I can look for the
quote beautiful people, and see how they react. . . . I can put my
gutter life behind me and start living like a normal human being
again.
| Implications for Mental Health Care
The study results have implications for three aspects of mental health care of

chronic schizophrenics: inpatient care, discharge planning, and community-based care.

Inpatient Care
e
\

‘\,\ As a consequence of their inability to function in the community, the participants

of thi\s‘ study characterized themselves as failures. Admission to a psychiatric care



‘facili_ty obje\ciively substz -+ .ted this negaiive self-evaluation. Hospital professionals’
awareness of paticnts' negative sélf—rcgard and understanding of the basis of these
feelings will facilitate the delivery of professional, empathic care. In addition to
encouraging verbalization of these feelings, inpatient interventions may be directed
towards exploﬁng patients"‘cxpectancie% as well as esiablishing realistic intermediate
goals.
4Patiems perceived professionai staff, especially unit nursing staff, as role models.
*Professional behavior towards patients is mandatory io maintain this perc¢ptionl
Patients’ positive regard for professionals is the found_afion fbr, the deve’lbpnﬁent 'and
maintenancé of therapellxtic relationships.
Finally, understanding ihdividualfs‘ perception of intrusive experiences ié a
prerequisite for providing professional‘ interventions. For some patients, drug therapy

does not eradicate mental intrusions and these patientstust learn to effectively cope

' with these ex'periences (Falloon & Talbot, 1981). A nonjudgemental approach by" '

professionals will facilitate patients' disclosure of tl:ese experiences. The participants
who rglated these éxpen’ences ;1150 described nurf;eroug;éoping sFrategies. Facilitating
cpen disclosure of these experiences will provide professionals with information so
they lzay reinforce effective coping strategies and discourage inappropﬁate stfategies.

_ s _
Discharge Planning i

The first major finding of the study relevant to discharge planning was that

predischarge schizophrenics exhibit diverse behaviors associated with procuring their

discharge. These behaviorgare noted on figure 3 (page 91). Expressed desire to leave

‘hospital may not be representative of patients' readiness to return to-the community.
Assessment of readiness to return to the community is necessary in order to plan

community care. Patients who assess themselves as not ready to return to the
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| community but insist on 'leaving ho“spital will fequire intensive corrtmunity support.
Although these patients are "breékihg out" of hospital,I plaxtned discharge may be more

. beneficial than discharge against medical advice without planned support. Assessment
of patlents strategles for attammg their personal goals in the community may be the
most comprehensive method for assessing their readiness to leave hospital. To plan
concrete goals, the patient must assess-his ability to fpnetion in the community as well
as anticipate community demands. Referrals to con}munity agencies, therefore, can be

made on the basis of patient needs.

The second major finding was the desire for shared accommodations in tHe ‘

commumty The pamcxpants of this study accepted community placement, regardless
- gof their evaluatlon of the¢ appropriateness of the pla'cement. ' Although professionals
A may seek patients' assessment of placement following evaluzttory leaves, patients may
. not openly disclose their feelings because of their awareness of the lack of' alternative
choices. Effective discharge planning rethires community resources be available to
patients, such as, diverse,éltemative living arrangements.
Community Care
- The ‘majority of participants perceived discharge from hospital as representing
expert confirmation of their "sanity". This belief of schizophrenics has implications for
‘compliance @/ith drug therapy as well as participation in community—batsed programs.
Patient education and counseling regarding drug therapy must continue in the
community. Non-compliance with medication is associated with high rates of
~ readmission rates (Go%dberg etal., 1.977 & Lehn”i’igm etal., 1983).

Second, panicipants' belief regarding their Bsamty was accompanied with a

desire to "fit in" with their discharge communities. This suggests that these patxents-

would be more w111mg to attend "practlcal" oriented commumty programs, rather than
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programs oriented towards individual psychotherapy. For example, from the
* perspective of these young adult males, attainment of paid 'employme‘nt was the initial
step towards. “fitting in." Although employment tounseling may assist patients with
seeking jobs, appropriate employment opportunities must exist in their discharge
communities. The development of alternative employment opportunities in workplace

which do not segregate mentally ill individuals from other community m_gmbers may be

)

necessary. ‘ - . ‘ a
Sugges't’ions for Further Research
The exf)loratory nature of this study has yielded résults which indicate areas
fequiriné further research. Research on these areas would expand present
. understandmg of the expcnence of being a schlzophremc as well as the experience of‘
r_etummg to the community from a psychxgtnc care facility. |

1. The majority of predischarge schizophrenics in this study anticipated
successful transition to community living. A longimdiﬁal, qualitative study fpllowing

patients into the community is required to identify the effects of community demands on
“the process "becoming ordinary." "Do discharged schizophrenics continue to display

the process, or do their experiences in the community result in the emergence of ¢
different processes?” v | L
2. The study result§ demonstrate that patients' expressed desire to leave hospital
" may not signify their self-assessment of readiness to return to the community. A
'éplentiai. research question suggested by the stud; results is: "Does patient's self-
evaluation of readiness to return to the co_mmunity predict outcome in the community?"

3. A qualitative study designed-to expiore schizophrenics' perception of mental
illness is needed. 'Thc majori,'ty of participants pefceived discharge from hospital as
confirming thcif "sanity." Exploration of the question "How do psychiatric patients

Y



define mental wel] -being and mental illness?" has potential 1mphcanons for inpatient
and commumty care as well as drug therapy. | '

4. Exploration of post-discharge schizophrenics' needs in the community~Would
facilitate planning supportive follow-up in the hospital. At predischarge, the majority
of participants of this study anticipated relatively straightforward transition to
community living. Inclusion of drscharged schxzophremcs in a study would facilitate
identification of community- baged needs emergmg from expenerfced deﬁcrenc1es in the
commumty |

5. The study sample needs to be enlarged to'include both gehders as well as a
range of ages. A relevant study question co_uld be: "What is thefffect of age- and sex-
related social norms on schizephrenics' perceptioh of themselves and their
functioning?" ' |

| 6. Assessment of comrnunity members' attitudes towards mental illness and re-
integration of psychiatric patients into the community is needed. Results of such a
study has implications for the preparation of predisc_harge mental patients as weil as the
development and implementation of public education \i)rograms. ’
\ , ) Discussion of the Method

Accessing Informants

* Problems were éncountered accessing study mfonnants This difficulty was not
related to problems assocrated w1th gaining access to su1table candidates in the research
setnng The researcher reviewed predischarge patlents chart w1th unit managers and

suitable participants were referred to the researcher by their attending physrc' ans. All

pamc1pants who met study criteria agreed to participate in the studyy Sevcral ;potentral

' parncrpants were excluded from the study because they had court appointed guardians.

The researcher did not anuexpate problerps accessmg mformants Brior to commencing A
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the study, discharge statistics for the research setting were examined. These statistics
} - :
revealed that an adeqpate base of discharges had occurred during the months prior to
the study. |
Initial criteria for inclusion of participants was modified to include participants
with a history of continuous drug and alcohol uise. The inclusion criteria was modified
because of the high prevalence of use of these substances among potential participants.

Three of the four study participants had a hisiory of continuous drug and alcohol abuse.

As the results indicate, they primarily accounted for use of these substances by

referring to alleviation of feelings of being overwhelmed in the community. For these

participants, abuse of drugs and alcohol was part ‘o.f_th'c’ir experience of being a
| schizophrenic in the comm{uni'ty. ) | |

The’resuTtS .of this study emerged from analysis of data gained from four
respondents. Thvere is an inverse relationship between the numer'of subjects and the

‘depth of data collected; the fewer the subjects, the greater the depth of data collected (J.

Morse, personal communication). Generating grounded theory involves the discovery

of theory from data; rather than verification of preconceived concepts (Glaser &
Strauss, 1967). In order to generate a theory relevant to the area of inquiry, the
researcﬁer muét obtain an adequate depth of data to ensure accurate representaggon of the
siubstantive area (Glaser & Strauss, 1967). Initial sampling was performed on

respordents with knowledge of the experience of being a predischarge schizophrenic.

As substantive categories began to emerge, participant sampling was replaced with

theoretical sampling, and sampling was conducted on the basis of the developing theory

<

(Glaser & Strauss, 1967).

Adeqaacy of the sampling of this data should be evaluated on thggbasis of the

integration cf the theory as well as it relevancy to the substantive’area (Glaser &

/

/
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(~— Strauss, 1967).4 The intent of the researcher was to theoretically. account for the -
percepuons of chronic schlzophremcs durmg predxscharge Because the theory i<
| grounded in data obtained from predlscharge chromc schizophrenics, this theory 1s
relevant to t:;u expenences The mterrelanonslup among the concepts supports the :
‘researcher’s contention that the theory is integrated. All concepts in this theory are
components of the core variable, "becoming ordmary " Integratlon of the theory,
however, does not imply that the theory W111 fully explain all potentlal varlatlon in
predtscharge perceptions of chronic schxzophremcs Theory generat1on itself, is a
) process and gaps in the theory represent opportunities for further expansion of that
theory (Glaser, 1978) This theory, however does account for a broad range of
predischarge behaviors. The qualtty of data gained from four respondents therefore
| was adequate to generate a theory about the predischarge perceptions of Fhronic

N schizophrenics\

Interviewing Informants Who Are Schizophrenic »

An informant is an individual who has knowledge about an area of lnquiry and is
willing to share this knowledge with the researcher (Field & Morse ’1985) All
mformants are not equal in terms of their depth of knowledge or thelr ability to
verbalize this knowledge Schlzophremcs are .not generally considered "good"
informants 1f the criteria for evaluation is comprehensrveness of their responses and
complex development of ideas. o

In comparison with nonpsychlamc individuals, the speech of schlzophremcs is
different. Researchers report that schizophrenics exhibit more frequent speech errors,
fewer well formed sentences, and more frequent repetition of words and false dtarts

_ “(Fraser, King, Thomas, & Kendell, 1986). Allen (1983) states chronic schizophrenics

characteristically display "poverty of thought" which is evident m their "poverty of
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speech.” The speech of chronic schizophrenics contains less complex ideas, fewer .

ideas, and less variety of ideas, in contrast with the speech of a normal comparis,on

group (Allen, 1983) Schlzophremcs, therefore are "poor’ 1nformantsm terms to the1r

-

: ablhty to verbahze ideas.

In order to elicit pamclpants perceptlons at predlscharge it became apparent

, d/ uring initial 1nterv1ews that the researchers techmque of interviewing required

'modlﬁcatlon. Although informants volunteered information, they did not generally .

develop their ideaS'

v

I: Tell me about the group home. What is it hke to be gomg there
Monday?

[ " R: Uh, [pause], going there Monday?-It'l], it relntegrates me mto
society at a team@evel . . '

I: What was happemng" - E
~R: Ah actually Justandiculous test of my mmd

I: What's it been like [to bein hospltaJ]"

R: Oh, something I'd rather not do again, I suppose. [pause]
I: In what sort of ways?

R: Ah, I just dont like spendmg my time in here

The researcher initially increased the length of sxlence dur1ng 1nterv1ews to

determine if the informants required more time to cognmvely formulate thejr responses.

- However, use of longer perlods of sﬂence was not accompamed thh\further gams of

‘data. In the following quote, the numbers in brackets refers to the lengfh of silence in -

seconds

I: What's it been like for you to spend your time in here? |
R: Uh [19 seconds], ah, I'd, I'd just like a peaceful atmosphere [8
" - seconds]. I don t know [32 seconds]

. iy v & g
Two interviewing techniques effecnvely fac111tated respondents _elab‘oranon of

responses: frequent verbal probing and direct ,le‘ading'vqnesf“ions. TWo types of.verbal '
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probes were used. The first was short, general‘statements or quesitions requesting
* more information: |
I: What was that like?
I: How about ndw?
I: And then wh‘at happened?
The second type w1 probe used was short, summary statements followed by verbal
probes for sneciﬁc iniormation.

I: How did you come to this type of feeling, just to do what you are

told to do? ., oo

e

I: When you say you can’t make it on your own, can you expand -
ERe on that a little bit? N

Direct leading questions were also utilized to facilitate elaboration of prev1ous
" responses. These questions were used when a silence occurred in the interview and the
prev1ous topic had been explored. Dlrect questlons guided the informants to previously
volunteered mfogmanon which required further elaboration.
I: It seems like you have plans for what you want to do when you
getout. I haven't really got a picture of what it is like to be
dJscharged Can you go into that a bit?

- I: Can you just go back and descnbe to me how it came about that
you went into the group home? ,

Unstructuredvmterwews can be conducted with sc:hizophrenic inf‘orm‘énts. The
quality of the interviews should be evaluated in terms of the ability of these informants -
to've_rbalize their 'subjective perceptions of their experience. T his ‘will‘facilitate
modification of mterv1ew1ng techniques to enhance pamclpants elaboration of their.
responses. The researcher domg grounded theory, however ‘must ground the content
of probes and direct leadm g questlons in prewously obtained data.

The re‘searcher S prev1ous experience as a pSychiatric nurse was helpful when

interviewing these informants. Because of her background in"p'sy‘chiatry, the



e
researcher did not react with disbelief or surprise when strange data was elicited. As

well, the researcher felt comfortable with participants who displayed unuéual behavior. .-

For example, during interviews, one participant would turn his head to the side and

mutter profanities.

Ethical Concerns. The researcher encountered ethical concerns during interviews

with two participants. The first participant purposefully misled treatment staff about the
presence of his "voices." Action was not takéi by the researcher because: (a) the
participant‘ verbalized awafeness of his behavior as well as u}lderstanding of potential
consequences of this behavior, and (b) the content of the "voices" was not punitive.

- The participant did not verbalize feelings of aggression towards himself or others.

The second particjpdnt was an ethical quandary. This participant verbalized ‘

bizarre beliefs regardm g the researcher's use of the i interviews:

‘R:'Cause you're getting it all on tape, eh? Then takmg it back and
putting 1t on a Cosmic wheel, and pretty soon I won't be
anywhere except for in my own head.

Following this statement, the interview was immediately discontinued, and clarification
(.i : g . . . .
~ was sought by the researcher.” Because the participant verbalized clear understandin gof

the use of the information, the intervicw continued:

R: You'll probably use it for your term paper or somethmg, or
that's what you're hoping for.

This participant also verbalized suicidal ideations during an interview and his potential

for suicide was assessed: ' _ - -

I: Whenever I come and see any other guys, I'll come up and say
"Hi" to you.

R: Yeah, if I'm still around, if I'm not dead by the time you come
back. If I don't decide to commit suicide or Something.

I: If you don't decide, what do you mean ?

R: Yeah, if I can't handle somethmg, right, a bit large. Anyways,
you see, like [pause] Ican't remcmber the second half of that
saying. [pause] _

I3
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I _ ,can I just mtexject here a bit? It bothers me when you
say "If I don't commit suicide." Has that been on your mind?
R: No.

No further action was taken because clarification revealed tt participant wés not
suicidal at that time. Although seeking further clanﬁcatlon may have disrupted the

' process of obtaining data, these i mterrupnons were ethically unavoidable.

i

eneratin unded Th
The process of generating a theory about the preelischarge perceptions of chronic
schizophrenics has been both eirduous and rewarding. Feelings of accompiishment
accompanied the emerger-e of theoretical concepts from the data. Achieving and
‘maintaining theoretical sensitivity to the data, however, was difficult. Theoretical

senisitivity is an intellectual openness towards the data to ensure that the theory emerges

from the data and not from preconceived assumptions of the researcher (Glaser &.

Strauss, 1967). Initial anxieties of the researcher regarding the quality of the interviews
resulted in her seeking information on preconceived areas of concerns. Explication of
implicit assumptions and reinforcement of the need for theoretical sensitivity resulted in
acceptance of the quality of interviews as well as modification of interviewing
techniques.

Grounded theory was an appropriate research method for gaining knowled_

115

about the perceptions of predischarge schizophrenics. Unanticipated results were "-

obtained because the paﬁieipants were encourageéd to 'teach' the researeher what their
‘experience is hke Results unantlmpated bv <he researcher 1nc1ude the presence of
differeh predischarge behaviors, the participants' desire to "become ordinary", and the
participants' description of gaining control of intrusive expenences. »
Summary Of the Study
A qualitative research method, grounded theory, was used to explore the

predischarge perceptions of four hospltalized male schizophrenics. Four to six

t



interviews were conducted on each participant over a period of three to five months.
Interviews were recorded ahd data analysis was performed on the transéribed verbatim
interviews. Initial comparisb_n of incidents of data resulted in the cmcfgénce of broad
conceptual categories. Theoretical sampling of data wasz utilized to further refine these
categories and identify interrelationships among them.

The core explanatory variable of chronic sc':hizophreﬁics' perceptions at planned
discharge was "'becoming ordinary." This variable accounted for participants'
characterization of their preadmission,lexp.erignces as well as their anticipated future.
Because‘nhey were unable tc;"make it" in the community, the participants described
themselves as failures. At predischarge, they anticipated eventual apqui;ition of
productive roles in the community. The participants who .were “anticipating mastery"
of .their discharge communities were expecting immediate progress towards their
aspiration of "becoming ordinary." |

From the participants' perspective, being in hospital is comparable to being in an
army "boot camp"' because both i‘;xstitutions prepare its service recipients fc;r roles
" autonomous of institutional ro_les._' Discharge from hospital was sought when the
f)articipants either assessed themselves ready to return to the community or they

perceived the hospital was not facilitating thig return. The three types of "getting out”
\ o

- ~

behaviors verbally exhibited by the participants were marking time, breaking out, and
‘taking charge. | |

It is debatable, however, whether deinstitutionalization of séhiszhreni'cs haé
bée;ﬁ accompanied with re4integrétion or "institutionalization” of schiz~ophreniu'cs within_
the cbmmunity. Published literatilre suggests that these iﬁdiyiduals comtinue to occupy
marginai roles in the community. The schizophrenics of this study desired contributive

4

membersh p roles within-their communities.

.
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