AFTERCARE SERVICES FOR

DISCHARGED MENTAL PATTIENTS

An Initial Assessment of the Services Offered
by the After Care Clinic to Patients
Discharged from Riverview Hospital

by

PATRICTA® FERN RODGERS
MARTANNE STEPHAN
ROBERT WHITELAW

Thesis Submitted in Partial Fulfilment
.of the Requirements for the .Degree of
MASTER OF SOCIAL WORK

in the. School of. Social. Work

pe

Accepted as conforming“fohthe standard
required for the degree of
Master of Social Work

School of Social Work

1966

. The University of British Columbia



In presenting this thesis in partial fulfilment of the
requirements for an advanced degree at the University of
British Columbia, I agree that the Library shall make it
freely available for referencéland study. I further
agree that permission for extensive copying of this thesis
for scholarly purposes may be granted by the Head of my
Department or by his representativés. It is understood
that copying or publication of this thesis for financial

gain shall not be allowed without my written permission.

School of Social Work

The University of British Columbia,
Vancouver 8, Canada. :

Date gju&i}«(‘o/ (964




- ii -

TABLE OF CONTENTS

Chapter 1. The Development of Aftercare

Page
Writers concern and statement of research problem.
General background of aftercare development.
Historical background. Development of aftercare
in British Columbia and Greater Vancouver......... 1

Chapter 2. Review of Literature

Five State Study and Minnesota Follow-Up Study.

Purpose and characteristic of the studies. Findings.
Mental Health Survey of Los Angeles County. Pur-

posée of the study. Clinic and out-patient services.
Interpretation of rehabilitation services. ¥Find-

ings of the survey. Conclusions and implications.. 25

Chapter 3. Methodology of the Study

Statement of problem.  Data, Research instruments.
Patient questionnaire, the instrument,  the sample,

and comments. The staff questionnaire, the instru-
ment, the sample, and comments. The agency question-
naire, the instrument, the sample. and comments..... L6

Chapter lj. Presentation of Data of the Patient
‘ Questionnaire

Description of the sample. Social needs and help
given. Work needs and help given. Home needs and
help given...l"'..f......l'O.O........Afto...'..f.. 59

Chapter 5., Significance of the Findings of the
Patient Questionnaire

General comment on sample. Services rendered. Work
needs. Social rieeds. Home needs. Conclusions.... 91

Chapter 6. Questionnaire to Professional Personnel

Findings of staff quesfionnaire. Analysis of staff
questionnaire. Findings of agency questionnaire.
Analyses of agency questionnaire..cccccecsescsssass 109

Chapter 7. Conclusions

Scope of service. Coordination of services. Division
of responsibility for aftercare service. Future
trendSOOOIO0.00.0...0.0...000.'......O..C"OOOQ".Q l2u



- iii -

"Appendices:
A, Patient Questionnaire
B. Tables
C. Staff Questionnaire
D, Agency Questionnaire
E. Bibliography



TABLES IN THE TEXT

Page
Table 1. Marital sStatus and S€Xe.eeeeseccccsocos 60
Table 2. Living arrangements by marital status
and sex...'..........Q".........".. lug
Table 3. Distribution of age by marital status
and sex.'............................ 61
Table . EAUCatiONecscecsecsssssossasssasascssnsca 150
Table 5. Education by marital status and sex,
hospital filGSo.oocnooa.oo.tooo_ooooo. 150
Table 6. Source Of INCOMOeeceeecsccssvsscccscsas 151
Table 7. Number of hospitalizations by marital ‘
status and sex, hospital files....... 152
Table 8., Number of hospitalizationSe.ceeeeeeeeees 152
Table 9. Diagnoses by sex and marital status,
: hospital £i1l6S.cseeesccccescsascoascns 63
Table 10. Comparison of interviewer and client
_ - agsessments of mental healtheeeeeeose 6l
Table 11l. Client estimate of SymMPtOMSeicceeesasse 153
Table 12. Client estimate of clinic helpP.eeeecosess 67
Table 13, Client estimate of improvement..c.eecess 153
Table 1. ' Client estimate of help given for
. specific problem by other agencies... 15
Table 15. Client estimate of time spent in
recrealioNeissccesssesccsccarscssssnns 15u .
Table 16, Client contact with relatives and frieénds 155
Table 17. Client opinion of neighbourS.ccecececeee 155
Table 18. Social contact by sex and marital status 70
Table 19. Source of income by marital status and .
. seXoo.-ooo'oooo-o'onoon-o-.o-ocoooooco 7
Table 20. Comparison of employment status and type
, before and after hospitalization..... 156
Table 21. Interviewer estimate of housing, neigh-
~ borhood and housekeepingesecsessesess 157
Table 22, Statement of work problem and help given 82
Table 23. Responsibility for household tasks..... 158
Table 2L, Client satisfaction with household tasks. 158
Table 25. Client and home member understanding... 159
Table 26. Statement of home problems and help
given by ClinicCeeesescecsescescssssns 89

Table 27. InteI'VieW Attitude.-ooo-oon.lo-uooooo'.' 55



ABSTRACT

There has been a growing trend to discharge
patients from mental hospitals after short perioda of
hospitalization. These discharged patients may have un-
regsolved problems and need continuing service in the
community if they are to maintain their level of social
functioning. The After Care Clinic in Burnaby was formed
to provide continuing service to the patient. However there
is much concern about the high readmission rates to the
hospital and the adequacy of the aftercare services.

The present study is a pilot study to examine the
services provided by the After Care Clinic. The researchers
reviewed aftercare literature and utilized hospital records.
Information was obtained from questionnaires to patients,
clinic staff and other agency staff. From these sources
the social, work, and home needs of patients and the treat-
ment given were examined. Opinions about the aftercare
services and possible improvements were also examined in
an attempt to assess the adequacy of the services provided
by the After Care Clinic.

The findings showed a large number of patient
needs and nominal service given. Treatment was medically
oriented with brief supportive therapy. Only one person in
the sample of I}5 saw a social worker. The staff of the
clinic and other agencies were aware of. the lack of ser-
vices for the discharged patient but differed in their
perception of their roles and their expectations of an
adequate service. The clinic staff thought that responsibil-
ity for aftercare services should be shared between hospital
and community agencies. However community agencies felt
that the hospital should assume responsibility. These
findings indicate the present gaps in the aftercare services
and the need for responsibility and leadership. It seemed
apparent that it should be the role of the mental health
branch to take responsibility for leadership in the develop-
ment of a coordinated and comprehensive aftercare service,
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AFTERCARE SERVICES FOR DISCHARGED
MENTAL PATIENTS



CHAPTER 1

THE DEVELOPMENT OF AFTERCARE..

A, Introduction _

| As an introduction to Chapter 1 of this thesis, the
 basis for the writers' selection of topic - namely After
Care Services to the mentally ill - should be made known
to the reader.

1. Adequacy of Service

Firstly, the writers, two having worked in the
mental health field, felt a concern over the quantity and
quality of follow-up care available to patients after dis-
charge. This problem, which had existed for many years,
became evén more acutely accentuated as a result of current
improved treatment methods and the current practice of
returning the patients rapidly to the community following
remission of their symptoms. More than ever, follow-up
care extending from the hospital into the community became
essential in the treatment continuum if the.gains made by
the patient during his hospitalization were to be maintained:
Hence, the After Care Clinic was established for the purposs
of sustaining discharged mental patients in the community.
As stated, the writers felt the adequacy of this serviée
might profitably be assessed particularly in view of some

of the more evident problems, for example, high re-admission



rates, procedure, policy and staffing, and co-ordination with
community resources, to name a few.

2. Research Problgm

Thefeforg,in this study, the intent of the writers
will be fo obtaip the judgements of those patients, members
of staff, and community agencies acquainted with the After
" Care Clinic én the ways in which the program meets and/or
fails to meet the needs of mental patients dischérged from
the Riverview Hospital.

To conclude this intfoduction, the writers, in
electing-to utilize.the After Care Clinie, Burnaby, B. C,
for this study, were hopeful their éxplorations might re-
flect certain problem areas which would merit further
regearch and lead pventually to an improved service. The
Hospital Administration have shown cOnsiderable‘awarenéss of
the problem and this awareness certainly is reflscted by
their willingness to allow the writers free scope to examine
the various aspects of the dilemma. The writefs will, at
this point, move into the main body of Chapter 1 which is

concerned with the background and development of After Care

- Clinics in North America with specific reference to the

After Care Clinic in Burnaby.

B, General Background Qf Aftercare Development

1. Changihg Concepts of Mental Illness

As a beginning the writers invite the reader to take

a brief look at the changing concept of mental illness., In
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order to do so, one should know how the medieval concept
sought to comprehend the mentally ill person in terms of
being "possessed by the devil". The problem was viewed as
a reliéious rather than medicél ohe. Prayers or exorcisms
to expel the devil were the universal means of déaling with
the personal fear which mental illness generated in the sane
populace. At a somewhat later point the medieval concept
altered - mental derangement then was considered the résult
of "sin". The "sinner" was "locked up" until such time as
remissién of nis symptdms miéht occur, At this point his
"punishment" being over he was released to face ﬁhe oppro-
brium of the community.

While traces of the medieval concepts still exist
down to the present in state hospitals and community alike,
certainly, care of the mentally ill has gradually improved
with the growth in understanding of mental illness. As long
as "cure" was regarded as a matter of chance, however, a sense
of hopeléssness in the area of mental illness prevailed. The
break through the veil of pessimism cloaking mental illness

occurred with the advent of the "wonder" drugs.

2., Advent of "Wonder' Drugs

Chance discoverj of the tranquilizing effect of
these drugs, originally developed for the treatment of tuber-
culosis, creatéd the basis for a more optimistic outlook in
the mental health field. The tranquillizing drugs, along with

other forms of treatment, for example, electro-convulsive
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therapy and coma insulin, were highly effective in control

of the gross symptoms of mental illness., Also, awareness
sharpened to the fact that, underlying mental illness were
poor interpersonal relationships, that cénfinement in a

mental hospital apart from the illness itself was socially
crippling, and, that the expectations of persons in the commun-
ity, i.9. of family, and social groups were consequential in
the restorative process. |

3. Changing Rols of Mental Hospitals

- In the past it had been the role of mental hospitals
to proteét'the community from the mentally ill. Now, with the
emergence of new and more optomistic concepts concerning the
nature of mental illness and its treatment, a shift occurred
in the attitudes of state hospitsl administrators and prac-
titioners alike, away from the traditional custodial orienta-
tion. To élarify, the former "psyche' oriented approach
yielded.to a "socially"_orientéd appréach; the traditional
custodial funétion of éhe mental hospital gave way to short
term treatment function. Patients received brief intensive
treatment utilizing drug or electro-convulsive therapy.
Following remission of symptoms, they were quickly returned
to the community. Unfortunately over half of the patients
discharged to the community just as quickly succumbed to the
stress of adjustment, and, failing to maintain the gains
made during hospitalization soonvrelapsed and were rehospital-

ized.



L. Needmfor Follow-up
AThé‘ﬁeedhfdr.follow-up service to discharged patients
as an extension of hospital treatment into the community had
become glaringly apparent. It was on the basis of this need
that the concept of aftercaré programs took shape.

The reader here should not have to stretch his imagin-
ation toxenvisage some of the problems, both old and new which
were exacerbated and created respectively by the extension of
the hospital treatment into the community in the form of After
Care;Clinics for the follow-up of discharged patients. The read-
er has only to remember the traditional hiatus between the
Mental Hospital and the community to gain some idea of the
magnitude of the problem of providing a co-ordinated, inﬁe—
grated, and continuing service to the discharged patient in
this community. Thus, with the establishment of aftercare
programs many immediate problems loomed up necessitating
decisions on the part of administration concerning the cover-
age and quality of service, the type of patients for reférral,
the eligibility for service, the maximum length of service
offered, the disciplines to be involved in programs, and the
serious problem of staffing, in view of shortage of trained
professionals., Also, many long range problems involving the
expansion of the service, co-ordination, and consultation
with other community agencies, development of various resources
to meet diverse patient needs, and determination of areas of

responsibility - these problems, too, required attention.
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Many of the problem areas which have been briefly mentioned
here will be examined later in relation to the writers!'
study of the present After Care Clinic in Burnaby. Atnthis
point, the writers wish to direct the reader's attention to
the general historical development of aftercére programs on
this continent, and to the specific development of the After

Care Clinic with which this study is involved.

C. Historical Background of Aftercarse

1., Beginning Development in U,S.A.

' The historical background of aftercare in‘Nofth America
began in'1873 when under the Charities Act Association in the
State of New York the first aftercare progrém‘waS'organized on
a lay basis. In 1908, the éommittee on Aftercare of the
Insane became the Committee on Prevention and Aftercare, and
#hereafter was concerned with the rehabilitatioﬁ of mental
patients, In 1910 the name was changed to the Committee of
Mental Hygiéhe of the State Charities Association and since has
continued to be, "a Committee of a Citizen's Organization con-
cerned with the dévelopment of resources fér the treatment of
‘any person in the state who is in need of care for a mental or
emotional handicap".1 The significance of this statement lies
in the fact that the value and desirability of citizen partic-

ipation is recognized and an organization is set up and

1. Gamble, J.E, "The After Department, Ontario Hospital,
London," Excerpt from.The Social Worker, June, 1951.




authorized by the state to promote public understanding,
education, and interest in the mental hospital and its pro-
gramme, and in the mental health of the community.

In the opinion of the writers, the approach taken by
the Committee of Mental Hygiene of the State Charities Assoc-
iatibn clearly gives recognition to the role of the community
in the rehabilitation of the discharged mental patient. It
corroborates the feeling of these writers and others that
After Care Clinics cannot begin to operate effectively in
isolation but must be co-ordinated with other social resources
within the community. Certainly, the expressed goals of the
Committee of Mental Hygiehe of the State Charities Association
were very commendable., The writers believe more promotion and
education in the field of mental health is essential if public
understanding and the development of suitable rehabilitative
resources within the community are our ultimate goals.'

2. After Care and Social Service

The déﬁélopment of this interest has led to "After
Care" and Social Service becoming an integral part of the
treaﬁment programs of hospitals in the United States and, to
a lesser extent, in Canada., The fact that most of the early
follow-up work with discharged patients was done by the mental
hospital social workers whose competence lay in the area of
the familj and community, would explain the natural affinity
between the Social Service and After Care development. 1In
short, we would naturally expect Social Service to have a

major role in the program of aftercare. It will be of inter-
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est to the reader to study the findings of this thesis-in
regard to this one aspect of Social Service role.in the
program. Certainly, if nothing else, it does verify that
aftercare programs differ widely as to their organization
and objectives and are dependent on such factors as staff-
ing, funds, geographical location, and the degree of current
enlightenment on the part of both hospital and community,
The writers wish at this point to continue their review of
the historical background. This review will include some
cormments regarding the afteréare situation prior to 1950,
the period of increasing aftercare development from 1950

on with emphasis on the Canadian scéne, concluding the sec-
tion with an account of aftercare development in this par-
ticular area of Vancouver.

3. Prior to 1950

Prior to World War II, if the reader were to peruse
the literature, he would find little evidence of interest
in psychiatric rehabilitation. In Mental Hospitals gener-
élly, practitioners---this applied not onlj to the medical
staff but to the social workers as well who, by training,
were "socially"” oriented---were too involved with the in-
hqspifal "team" approach to be active outside. Among the
earliest éfforﬁs perhaps were the solitary attempts made
within the individual State or Provincial Mental Hospital
in the late 1930's and during the 1940's to activate

patients who were becoming withdrawn. Rehabilitation
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programs, prior to his, were largely designed for the physic-
ally handicapped.

In psychiatry, it was the problem of the schizo-
phrenics; who comprised half of the hospital population, that
had long provided a real challenge especially in terms of
rehabilitation., It was the difficulty in normal communication
and the resulting'impoverishment in social relationship that
often, over the years, had taxed the mind and imagination of
the professional in working with the schizophrenic. Early
rehabilitation programs were directed to assisting the chronic
patients move out of hospital and back into the community.
Primarily, they were attempts to provide the quieter schizo-
phrenic patient who no longer reqﬁired to be hosgpitalized with
a more pleasant environment and to reduce the pressure of
overcrowded wards. Theyinvolved a process of re-education in
appropriate behavior.which in many instances.began within the
Mental Hospital itself.

L. Family and Foster Care Programs

Thus evolved the program known as "Family" Care. 1In
effect, fhis program consisted of placing éﬁitablé mental
patients in selected private homes in the community. Foster
ho@e care of the mentally ill received its impetus in the
early 1930's, mainly through the efforts of Hester B. Crutcher;
director_of Psychiatric Social Services for the New York
State Department of Mentél Hygiene. Owing largely to her

activity, New York finally ruled in 1935 that selected mental
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patients could be placed in private homes, At a later date,
other sections of the United States and Canada followed suit
in the development of foste? home care pfograms.

5. The Nature of Aftercare

“Befére thé writersproceed: to describe generally after-
care developments of the 1950's in Canada, and specifically,
the developments of the After“Care Clinic in Burnaby, British
Columbia, they wish to formulate for the reader a perspective
on the nature of aftercare gleaned from some of the written
articles on fhe subject.

"Aftercare is defined as a program designed
.to maintain or strengthen the improvement
attained by a patient during his hospital
treatment and to increase his likelihood
of making a good adjustment to community
living."

At this point, the writers would like to state, that,
in surveying in the literature a number of aftercare programs
in various parts of the country, they believe that, by and
large, aftercare is a service in name only. So much in the
literature emphasizes the inadequacy of the service. A marked
lag in aftercare development is evident and reasons to expiain
this lag are manifold. Prominentvamong them are the lack of
adequate funds and the staff shortages; the inadequacy of
health and welfare'agencies and their anxiety in coping with

ex-mental patients; the absence of an educated community; the

stigma which is imposed by mental illness; the complexity of

1. Stokes, A,B., "The Provision for Appropriate Aftercare:
Hospital and'éommunity‘Collaboration." Excerpt from Mental
Hospitals, February, 1961. .
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the illnesses themselves; the size of the problem in terms of
the number of patients affected; the patients own desire follow-
ing discharge to 'shake the dust of the hospital off their
feet'; and finall&, the patients own anxiety regarding the
attifude of the community. |

Schwartz and Schwartz speaking of the development of
aftercare have described aftercare as a "'nominal' service
rendered in compliance with the law or thé policy4attanding
the release of patients from State lMental Hospitals and
observe that for the majority of patients there is little or
none of it."l Also they state, "that old assumptions and
practices afe now widely questioned, and programs are being
specifically designed for particular types of ex-patients.
The o0ld and new exist side by side so that aftercare is a
batchwork>quilt of old ideas and new theories, with experi-
mental programs implementing both."2

The writers will have to agree with the above commen-
tary on general aftercare development as it exists at the
present time. Certainly a wide variation in aftercare pro-
grams does occur but most of the programs appear to have in
common a very primitive stage of development particularly in
regard to any comprehensive and co-ordinated community-
involved approach. Without a doubt, a dilemma does exist for

hospital administration. Improved treatment methods have

1. Schwartz, Morris S, and Charlotte Green. Social
Approaches to Mental Patient Care, “olumbia University Press,
New York and London, 196l. :

2., Ibid.
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meant a greater turnover of the patient population, hence a
greater need for beds. From the viewpoint of beds therefor,
as well.as the matter of much higher costs for in-hospital
.care, administration undoubtedly has the greatest interest in
Areturning patients to the community. From the point of view
of the patients interests hdwever, the writers question the
current policy of returning the patient to the community on
the groundsthat in many cases it is neither to the patient's,
nor to the community's benefit. What is gained for example,
in moving & chronic fype patient from the secure, and often
more stimulating environment of the Mental Hospital and plac-
iﬁg him in the static 'vegetative' atmosphere of a commercial
boarding home in the cémmunity. -

Well, the reader will have ample opportunity to ques-
tion the remarks, later conclusions, and recommendations made
in this study and hopefully it will stimulate him to draw a
few conclusions of his own. Meanwhile, the writers will move
on to the final section of this, the first Chapter, in which
we wish to cover briefly the situation of Canadian and Van-
couver aftercare development,

6. Post Discharge Programs Across Canada

In Canada as elsewhere, the situation pertaining to
the development of Aftercare services really only gathered
momentum in the 1ate,1950's and early 1960t's., This holds true
for all of the Provinces.‘ A report published by the Mental

Health Division, Ottawa, in 1960 indicates that all of the
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post-dischgrge programs then established, operated as out-
patient departments of Provincial Mental Hospitals and/or
General Hospitals and that post-care programs were still very
much in the experimental phase. 1In conjunction with the out-
patient departments all of the.provinces sponsored travelling
mental health cliniecs, Day hospitals or day care centres had
been established in a number of the Provinces at this time,
notably in Ontario with three Provincial sponsored day care
centres and three non-provincial sponseored centres; Montreal,
with four day care centres, Newfoundland with one day hospital,
and British Columbia with one day hospital. Night hospitals
wererto_be found only in the Montreal area where two were
operating on a time-limit basis,

As one might expect, it is in the larger centres where,
because of the numbers of patients alone, more organization of
service is to be found, together with more diversity of ser-
vice and also special services, for example the férensic
clinic, designed to meet a diversity of patient needs. As yet,
however, nowhere in Canadéd can any real claim be made to a
total aftercare program co-ordinated with community. For the
most part, each Province is operating a fragmentary program.
For instance, there are the developed foster care programs in
Manitoba and in Saskatchewan, or the programs to make more
effective use of public health fiseld staff in Nova Scotia, to
name two. The aftercare situation in Canada does indeed pre-

sent the picture of a patchwork quilt with many problems in
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way of getting the pieces seamed together.

To conclude this section,'preparatory to examining
the local scene in aftercare development, the writers do wish
to say that, historically, early recognition of the integral
part of aftercare in the treatment program prompted Dr. George
H, Stevenson, former Medical Superintendent of the Ontario
Hospital in Iomidn, Ontario, to create a depaftment in the early
1950's known as the Aftercare Department, to opefate as a
fUncfion of the hospital and aimed at offering patients every
facility for treatment. In the program, recognition of the
vasic contribution of Social Work, because of its "social
orientation, to the field of aftercare and.rehabilitation;
assured social workers an active role in the program. The
writers have but one comment to make, namely this, if social
workers don't have a basic contribution to make in the field

of aftercare and rehabilitation, who, then does?

D, Development of Aftercare in British Columbia

1. Pfoblems of Follow-up

In disqussiﬁg the development of aftercare in British
Columbia and in the Greater Vancouver area, the writers wish
at the beginniﬁg to state that British Columbia, like other
places, had innumerable problems in relation to the post-
discharge care of mental patients. Firstly, virtually little
follow-up care could be made availabie to patients discharged
froﬁ the Provinbial Mental Hospital and Crease Clinic. What

minimal follow-up there was;‘mainly fell to the Social
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Service Department within the hospital to provide. Secondly,
where before 1950,Asocia1 workers employed on a full-time
basis in the Mental Health Services, had been utilized some-
what more extensively in follow—ﬁp care in the community and
were in closer contact with the family doctor, the public
health nurse, and the families of discharged patients,vin
the years that followed 1950, the "team" approach became the
therapy unit of operation. As members 6f the team, social
workers attached to the Mental Health field were withdrawn
from community follow-up service to work full time on the
in-hospital based program. The result of this, of course,
was that from 1950 on there was even less follow-up cére
available to discharged patients. lThirdly, the Social Wel-
fare Branch, the City Social Service Dgpartment, and other
community social agencies had never héppily nor effectively
assumed much of a role in providing follow-up care to dis-
charged mental patients and as a matter of fact, felt qﬁitg
inadequate to do so.

2. Division of Responsibility

»This was the situation iﬁ British Columbia when Miss
A, K. Cafroll first took office as the Provincial Supervisor
of Psychiatric Social Work in 1951. It was her early and
continuing efforts in the Mental Health Service Division to
ignite the spark that weighs more than any otherhsingle
factor in the later development of the After Care Clinic in

the 1950's. Throughout the 1950t s however, let it be stated,
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that a serious struggle was being waged in the area of follow-
up cars, Heavily banded together on one side were the Social
Welfare Brénches, The City Social Service Department, and
other community soéial agenéies, increasiné the pressure of
their demands for clarification in the matter of responsibility
for follow-up services to patients discharged from the Provin-
cial Mental Hospital and Crease Clinic, On the other side was
the Pﬁovinciél Mental Hosbital. In between in the strﬁégle
wag the Social ServiceiDepartmant'of the hospital trying to
cope with the ffustratiéns of planning for discharged patients
in the face of increasing difficulties in dealing with the
Social Welfare Branch and the Municipal Agencies.
| - By 1957; the situation‘concerniné follow-up and the
rehabilifative needs of discharged patients‘had reached the
point_where it could no longer be ignored. In a memo to the
Superintendent, re: After care needs of patiént's discharged
from Provincial Menté; Hospital and Crsase Clinic, Miss Carroll
reiterated that "a top level administrative meetipg”was;headed
for the purpose 8f clarifying responsibilities, functioﬁs and
services related to the aftercare and rehabilitation of
patients discharged from the Institutions of the Mental Health
Services. It is my opinion that such interdepartﬁental ox-
ploration of responsibilities and the formation of policy
regarding these responsibilities can no longer be postponed.”
_Sqme of the situations referred to as being in need m
of clarification at that pime concerned residence require-

ments and the objections on the part of at least one Social

1. Hospital Memo, May 8, 1957.
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Assistance Administrator in an area handling fifty percent

of the patients discharged to administering social assistance
to individuals whose residence was not that of the City of
Vancouver. Another problem concerned the needs of the aged
patient for nursing and boarding home care, who was unable to
meet the prohibitive cost of such service which the municipal-
ity was unable to subsidize,

The other main area for delineation of responsibility
concerned itself with adequacy of support and supervision of
patients Hischarged to the community but still carfying
psychiatric residuals., The Director of Welfare and Social
Service Administrators aipressed concern regarding patients
who were unable to manage their own affairs and who were dis-
charged from the hospital without adequate planning or follow-
up sérVice, |

3. Proposal for Districting

-It was'at this timé that Social Welfare Administrators
put forth the suggestion that psychiatric social workers from
the Provincial Mental Health Services be appointed to work
in the local Social Welfare Branch distfiqt offices in those
areas of highest patient incidence. The purpose of this pro-
posed plan was to supervise patients ﬁith psychiatric residual
and co-ordinate with both health and welfare services in the
provision of pre-admission and aftercare services to patients
and their families, not only in relation to the mentally ill,

but to the mentally retarded as well.
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Again it was through théAefforts of Miss Carroll, who
met with local Welfare Administrators, that initial explora-
tion and formulation was undertaken for implementation of the
foregoing proposal re: districting of psychiatric social
workers from the Mental Health Service in Social Welfare
Offices on a part-time bésis to supervise and follow-up the
more complicated and difficult cases. While the Provincial
Government probably did see the need at this point for such
a plan, there were no funds forthcoming to finance the four
additional social workers required to carry it out.

4o First Attempted Aftercare Program

In the followiné year of 1959, a not ﬁob,successful
attempt was made to put the in-hospital ward-oriented social
worker back into the community with the aim in mind of pro-
viding more and better follow-up care to patisnts in the
community. An old house was purchased for the experiment in
a section of Vancouver where it was hoped patients could come
for more active follow-up service with scheduled office ard
home visits, collateral consultation, and development of
resources. While some good work was dohe in the area of
boarding homes, and in the area of communication with the
general practitioners, public health nurées, and community
bagencies, a number of factors mitigated against the success
of this first aftercare venture. Among these were the loca-
tion of the premises itself which tended to lie away from

the main hub of population in Vancouver; the ineffectiveness
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of one centralized spot for all of the Vancouver area as
compared with the more desirable arrangement of various units
located, for example, as are the Public Health Units, in a
number of different districts; the 'team' approach which in-
volved the hospital social worker ih ward activity rather than
community service; and lastly, despite the trend towards ex-
tension of the hospital into the community, the prevailing
feeling on the part of the hospital medical staff that their
responsibility was to treat the patient when he first came
into hospital and that, once the patient was discharged,
responsibility became properly that of the community.

| In essence, the improved treatment methods which
greatly shortened the in-hospital phase, made it inoreasingiy
difficult to draw a sharp line of distinction between what was
a psychiatric problem and what, a social problem. More than
ever, the need for extending treatment as a continuum from
hospital to community became apparent. When the first Mental
Health Centre opened in 1955, it was hoped that the Adult
Clinic could be utilized as an After Care Centre for patienﬁs
from the Provincial Mental Hospital and Crease Clinic, but
as the years rolled by up to 1961, it became evident that the
Mental Health Centre viewed their role as something quite
different. Theirs was to be a few case-intensive therapy

approach,

5, Bstablishment of After Care Clinic

'So it was, that on December lj, 1961, The After Care
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Clinic of the Provincial Mental Hospital and Crease Clinic was
opened for the purpose of giving a follow-up service\to 8x-
patients of the hospital who were living in the community.

6. General Policy

The general goal of the unit was simply, to maintain
patients.out of hospital and in the community functioning up
to their capabilities. This would suggest a fairly extensive
service but like many general statements that are not spelled
out much is left to the imagination of the reader, _The expecta-
tions of the aftercare project, however, were spellea-out as
follows: ‘ ,
| (a) Admissions to the After Care Unit will likely
| be upwards of five hundred patients per year.
(b) Shortening of in-patient hospitalization.
(¢) A decrease in in-patient re-admission ratesb
 for the Crease Clinic and Provincial Mental
Hospital, |
(d) A reduction of social tensions of patients in
the community.
(e) Better adjustment of patients in the community
| éocially, economically and occupationally.1
Results of aftercare in other areas of the country showed:
(a) Reduction of re-admission rates by one-half.
.(b) Reduction of duration of hospital stay after

re-admission,

1. Hospital Memo, December, 1960,
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(c) The cost of aftercare is approximately one
tenth that of in-patient services.l

The decision to establish an After Care Ciinic for
proVisioﬁ of follow-up care to the mentally ill, as afore-
mentioned in an earlier section on genéral aftercare develop-
ment, can be traced to a change in attitude of a thera-
peutically hopeful soft on the part of the professional staff
within the hospital. The growth in emphasis on community
care for the mentallylill, plus the awareness of the harmful
effects of prolonged institutional care, were strong factors
as well in the decision. Also, within the community itself,
a more enlightened public and professional opinion towards
the establishment of such a service added pressure from out-
side of the hospital. Additionally, there were concreéete
factors such as the demand for hospital beds occassioned
partly by the lesseniﬁg of stigma and fear of hospitalization
owing to better community understanding of ﬁental illness,
partly, to shortened hospitalizations, and partly, to the
high admission and re-admission rate for patients discharged
to the community, many of whom were still carrying cénsider-
able psychiatric residual. Activation of long term patiénts
and subsequent discharge of these patients to community aug-
mented the need in the area for community care. Finally, a
remaining factor was the knowledge that betwsen séventy and

eighty per cent of the discharged patients lived in areas

1. Ibid.
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that were accessible to the After Care Clinic, and that of this
group of patients; at least one in four requiring follow-up care
would not receive service from other professional facilities,
The procedure of the After Care Clinic evolved in what
seemed a'functionally practical service 6peration; The staff
comprised one full time senior psychiatrist with direct responsi-
bility to the Hospital Clinical Director, and one full time
social worker. This team together with a nurse attached to the
Clinic, handled the main operation of After Care. Additional
vigiting teams of resident doctors and social workers from the
hospital provided a visiting service on a half day per week
basis and had responsibility for ex-patients discharged from
their particular hospital area.
In the basic policy gstatement, two services available
in the aftercare progrém were delineated as follows:
(a) A sustaining minimal type service with pro-
vision of drugs which would also offef_
limited consultative advice to other pro-
fessional groups caring for discharged
‘patients,
(b) A more intensive service providing "supportive”
individual, group psychotherapy, soéial activ-
ities, etcefra, would be provided by the
Mental Health Centre, Burnaby.1
It is not the purpose of this thesis to examine minutely

the orgahizational problems of the After Care Clinic. Such

1. Hospital Memo, Decémber, 1960,



-23 -

problems as staff or line administration, involvement of
staff in the aftercare program, resignations of staff, summer
relisef, adequate facilities, --- all were present in the after-
care program development, Suffice to say that the After Care
Clinic which commenced operations December 1661, operated out
of a two storey house located in pfoximity to downtown Van-
couver, was compelled within two years to relocate because

of the rapid increase in the aftercare patient group whose
numbers from April 1962 to “arch 1963, had jumped from four
hundred and six to eight huhdred and fourteen., As a measure
of expediency tb offset the overcrowding, office space for
continued operation of the After Care Clinic was rented from
the Burnaby Mental Health Centre and operations moved into the
new quarters.in April of 196). Despite the somewhat inaccess-
ible location for many patients,'aftercare operations up t;
and including the period in which this thesis study is being
done, have remained as described in regard to location, facil-
ities, staffing, policy, procedure, and general goal. It
should be mentioned in conclusion, that a sincere effort on
the part of the Deputy Director of Mental Health Services
towards co-ordinéting the After Care Elinic with the Vancouver
General Hospital, the other main commﬁnity psychiatric re-
gsource, was not fruitful--but does reflect the impasse and
insurmountable problems that at the moment exist in terms of
extending and co-ordinating the aftercare service with other

city health and welfare services.
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This concludes Chapter_I of this Thesis. In ﬁhis
chapter,“the’writers have attempted to deécribe thé main
trends in general aftercare development, with specific refer-
ence to the development of the After Care Clinic, Burnaby.
Chapter II of the Thesis will concern itself with a review

of the literature 6n aftercare.,



CHAPTER 2

REVIEW OF LITERATURE

A, Introduction

Whenever a problem is taken under study it is desir-
able to examine experience elsewhere. The question of pro-
viding adequate aftercare services is not unique to British
Columbia by any means. The problem is world wide. In Canada
each year, approximately437,000 persons are dischargéd from
mental hospitals. Many a;e able to maintain their improve-
ment'outside the hospital but a large percentage relapse and
must be rehospitalized. Experience has shown that if a
patient 1s to continue any therapeutic gains made during his
hospitalization, he must be provided with a continuity of
services, extending from the hospital into the community.

The trend of the quick return of the patient to the
communit& has been established for some years now and many
problems have emerged. However, follow-up studies are still
relatively scarce in psychiatric literature. Besides the
usual difficulties involved in obtaining the actual data,
there are further difficulties created by the complexity of
interpersonal relationships, environmental changes, the
association of time and mental state. Also, when the group
of patients involved,covers.a wide extreme of ages and diag-

nostic categories, this, in turn, makes comparable statistics
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from Qné groﬁp of patients to another sub-group of question-
able validity.

However, there are three available studies that are
appropriate for our pufposes:-

1. Five State Studyl 5

2. Minnesota Follow-up Study -

3. Mental Health Survey of Los Angeles County3

The first two studies were éonceived to-attempt to
e?aluateuthe effectiveness of various aftercare programs, and
the conclusions of these studies are of significance to us in
our.-study. The third, the Los Angeles County Study, while
primarily anlinventory of the mental health resources of that
County and suggestions for future planning, contains one sec-
tion extremely valuable for this present study, namely, the
area of unmet needs of former patients of mentai hospitals,

Due to limitations of time and information available
for makiﬁg an intensive review, the writers restricted them-
selves to offering a brief appraisal of the salient findings
of the three above-noted studies and any summarized findings
by authorities of aftercare programs that are appropriate to

this thesis.

1. Free; Sbencér M, and Dddd;JDavid F. Aftercare for Dis-
charged Mental Patients. Philadelphia, Smith Kline & French
Laboratories, 1961. ‘ . . .

2. Minnesota Department of Public Welfare. Minnesota
Follow-Up Study: Final Report. Nov. 196l. S

3.'Caiif6rnié“ﬁépafﬁménﬁ of Mental Hygiené. Mental
Health Survey of Los Angeles County, Los Angeles, California,
1960. . . . _ , ) _
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B, Five State Study and Minnesota Follow-Up Study

In 1959, five states decided to participate in a

s » . R !
co-operative study of intensive follow-up care, or "aftercare',

of discharged mental patients, to determine whether it is
medically and economically sound. The study, involving more

than 600 patients, was conducted in-colorado, Kentucky,
Michigan, Pennsylvania and Virginia.m In May 19é0 the partici-
pants were able to discuss their findings. -

There were considerable dissimilarities both of a
geographical and organigzational nature in the aftercare pro-
grams of the five states. It is interesting to look at these
differences to see how different programs evolve when differ-
eﬁt circumstances prevail and different facilities exist,

In Colorado the study was conducted in a General
Hospital with patients coming from the state mental hospital
110 miles away. The program, set up by the psychiatric ser-
vice of the City énd County of Denver, operated independently
of the state hospital. It included a sizable number of alco-
holics, a group of patiehts excluded from studies in the other
four states.

In Pennsylvania, the study was conducted in the
psychiatfic’unit of a large urban general hospital. The in-
patients of this unit were given short term intensivehtherapy

and most admissions were voluntary. Aftercare included home

visits and represented close follow-up'outpatient treatment
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of patients who had been in the hospital.

Kentucky, whose program encompassed a rural popula-
tion, utilized travelling clinics and the patients travelled
L,0-50 miles for treatment., A community aftercare program had
been initiated at a state hospital in 1957 whereby a travelling
psychiatric team held monthly clinics in the rural counties.
The study program was integrated with this program.

7 Miqhigan; with its state hospital located 45 miles
from Detroit; gserved the metropolitan area of this,city. No
afteréare program had existed prior to the study. The program
was set up on the basis of a monthly visit by the patient to
the out-patient clinic at the state hospital.

- In Virginia, a well-organized aftercare program was
already functioning in community clinics operated by the staté
hospital. A state hospital team paid weekly visits to the
clinics and the study program was incorporated into the exist-
ing program.

The second study being_examined; The Minnesota Follow-
Up‘Study; was carried out‘by‘professional personnel of a o
state mental hospital from November 1958 through Jgnuary.1960.
The_findings were presented at conferences»in'August 1960 and
March 1961,.'The_study; concgrning_ZOS former psychiatric
patients; was conceived to determine whether certain factors
would_significantly affect the quality and duration of a
patient's post-discharge adjustment. Such factors considered

were:
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1. a period of special planning for the patient's
discharge begun at the time of his admission.

2. intensive effort directed at mobilizing ex-
isting community treatment, counselling,
casework, recreational, job placement and
other rehabilitation facilities for use by
the released mental patient.

3. pre-discharge planning in combination with
the mobilization of existing community
rehabilitation services.

The "extra" pre-discharge planning and aftercare were to be
brovided b§ interdisciplinary teams located in the state
hospital and_in the community. A second purpose of the
Follow-Up Study was to attempt to determine some of the fac-
tors that could be shown to be related to the post-hospital
adjustment of the state hospital patients.

Approximately two-thirds of the sample of 205 patients
lived in urban areas, the rest in rural communities and on
isolated farms.

Both the Five State Study and the Minnesota Study in-
volved two groups of patients, a "control" group and an after-
care group of similar patients who activeiy participated in a-
program set up to more nearly exemplify each state's version
of ideal care for discharged patients. The former lasted ten
months and the latter, with three community follow-up inter-
views, extended over a period of approximately six months.

2. Findings

H(é) Use of Drugs in Aftercare

" “Since éréﬁqﬁiliéihg.dfugs first made their impact

in the treatment of the mentally ill in the 1950's, there has

~
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been controversy as to their importance in helping the patient
maintain.his adjustment outside of the hospital. Both the
Five State Study and Minnesota Follow-Up Study contain ex-
pressions of opinions concerniné the importance of psycho-
pharmaceuticals in aftercare services., The Five State Study
came to the conclusion that, on the one hand patients who
continue %to take drugs while out of the hospital are more apt
to maintain their improvement than those who do not but that,
on the other hand, twice as many patients in the study group,
regardless of taking drugs or not, were able to maintain

ad justment outside of the hospital. In their opinion, therse-
fore, although drugs are important in the rehabilitation of
the mentally ill, the social, therapeutic support provided

by psychiatrists and social service workers is much more
effective than drugs alone. In the Minnesota Study, no con-
clusive evidence c¢ould be found that patients remaining on a
tranquilizing drug regime did any "better" than patients who
did not take drugs; there was no significént difference in the
rehospitalization rate, nor was there any significant differ-
ence in their functioning in the community. The researchers
came to the tentative conclusion that tranquilizers might
"helb" the patient in the hospital, speed his discharge, but
that éfter discharge, psychological and societal rehabilita-
tion apparently play a more significant role than purely

medical rehabilitation in his recovery,
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(b) Relgtivencqgtg Qf‘Hospitgl Care‘and Aftercarg

' one very important aspect of any program, par-
ticularly one under Government auspices, and even more so in
the mental health figld which more often than not has low
pridrity_reggrding services and facilities, is cost. The low
cost of aftercare services as compared to hcspitalization’is
one of the most significant features about it. Although no
figures were awailable from the Minnesota study;‘we_might
assume that the ones from the Five State Study with their
extremely wide variety of services_and facilities are typical.
The participating states of the Five State Study concluded
that cost of aftercare services for discharged mental patients
was about one-tenth of the hospital fates.

- Such figures do not take into account the savings to
the state by individuals remaining economically self-sufficient
rather than being hospitalized. _Alsq_there are the gains in
hpman_digpity to the individual who is able to remain self-
supporting.

(¢) Problems Encountered.‘

-Véfibﬁs ?fobléﬁs-érose in the different types of
aftercare programs.

In Colorado, the psychiatric service of the
General Hospiﬁalnwhepe the aftercare program was conducted
found thét the lack oﬁwsuffiqient_data sent from the State
Mentalegspitalgpampered‘their ability to plan intelligently

for the patients. It was difficult to contact some of the
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pgtients>who_hadAmoved from the addresses given by the
hospital. Fgrther, there were some problems in working with
the local aéencieg in that the latter did not have sufficient
knowledge of mental illness. Althqugh Kentucky had no problems
with agencies as none existed, they did have difficulty in
getting the patients to the clinics as the distance was time
cqnsgmipg and gdgt}y_to them. Michigan also found,that dis-
tance was a big obstacle for patients_and fuptbar; patients
were often reluctant to take advantage of the services of}ered;
such‘as drugs”withput charge; monthly qutpatient‘visits,'cogn-
selling, family and job problems, due to fear of rehospitalization.
The Minnesota researchers found that the design of the
research whlch dlctated that pre-dlscharge and aftercare be
treated as distinct and different operations constituted a
continuous difficulty. They came to the conclusion that the
most effective pepabilitétion of the mental patient could be
brought about by staff which, even if small;“could bridge the
gaps between the hospital and community, between patient and

family, and between patient and agency.

(d) Slgnlflcant Factors
" We were 1mpressed.by the significance of several
comments made by the researchers of the studies. They noted
for instance; the inability of community agencies to provide
services needed by the mentally ill, the fact that often
patients have given up helping themselves by asking for help.

It was noted that the great majority of discharged patients
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do have needs although they may not be able to express them
or bring them to the attention of others.

One of the almost universal needs of discharged mental
patients was found to be the need to "do something." Few of
the patients of the Minnesota Study féund employmené, éartly
because of the employment situation., But quite a few of them
did not even have chores, or small res?onsibilities in the
home. The researchers noted that when they were given some
responsibility, it generally had a very good sffect on their
wellbeing. Their feeling was that undoubtedly something could
be done in tﬁe community to help this group of people de#elop
interesting and meaningfulbleisure time activities,

For the purposes of this study, we believe it is
extremel§ important that so often in the general comments made
by the researchers of the two studies, the word "community"
appears. The concept of community involvement ié carried ;
step further by the suggestion of one of the conferees of the
Five State Study that the community should really assume

feSpoﬁsibilities for the continuity of treatment of psychiatric

patient to a much greater extent aﬁd that the real solution is
the community-based aftercare clinic,

It is quite surprising to learn that the findings of
different states with quite dissimilar aftercare programs tend
to be so similar. '

Dr. James Harris of Pennsylvania observed

We find that our general results pretty
much conform to the results of all the
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stated

(e)
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different states in the project, Regard-
less of the fact that we give short-term
intensive treatment, live in an urban
community, that we have easily available
outpatient facilities, and so forth, our
results are quite similar_to those
obtained in other states.

Funkhouser, commenting on the Virginia findings

. . . our after-care program was apparently
better organized than some, and yet we come
up with the sa%e gsort of figure as the rest
of the states.

Major Conclusions

 The majér conclusions of the Five State Study

were summarized:

1.

2e

Organized follow-up care of discharged mental
patients can cut readmission rates by about
half, As a corollary, it is much less '
costly to maintain a patient in the community,
through aftercare, than it is to maintain

him in the hospital.

No two states, or even hospitals, have the
same situation relative to follow-up care,
so there is no standard procedure that can
be followed in setting up such programs.

An aftercare program cannot exist by itself,
but must be closely integrated with the
community and community resources.

“Such seemingly mundane problems as trans-

portation and communication can be of major
importance to an aftercare program,

Patients who continue to take psycho-
pharmaceuticals while out of the hospital
are more apt to maintain their improvement
than those who refuse them.

1. Free and Dodd, op. cit., p. 5.

2. ﬂoc. cit.f
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6. Patient cooperation is crucial for a follow-
up program, One source of reluctance to
cooperate appears to be fear that the pro-
gram will return them to hospital. Adeguate
orientation and planning with patients and
family are of utmost importance.

‘ The Minnesota Study arrived at the following major
conclusibns: |

1. The data collected in the Study suggest that
the introduction of extra pre-discharge
planning and extra follow-up care are
effective in increasing the percentage of
patients who are able to maintain themselves
outside of the hospital. It seems impossible,
as yet, to say whether such extra services
may be most effectively applied before or
after discharge.

2. Data from the Study also suggest that re-
hospitalization is affected greatly by the
-tolerance of deviance of persons in the
patient's immediate environment while a
number of other factors seem to have an
effect on the quality of the patlent's
post-hospital adjustment.

3. For a sizeable group of patients (almost
1/3 of the sample) placement in a nursing
or foster home was successful, in terms
of their being ab%e to maintain themselves
in the community.

C. Mental Health Survey of Los Angeles County

1 Purpose of the Study

7 In Aprll 1960 the ‘text of the Mental Health Survey of
the Los Angeles County was published. This was a detailed
inveﬁtorj of the~existing mental health treatment resources

and also a specific blueprint indicatihg the lines along

1. Ibid., pp.5.=- 6.

2e ﬁinnesota, op. cit., Section F, p. 17.
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‘which development and community organization should proceed
in the effort to meet the mental health needs of its popu-
lation,

The report is an extremely comprehenéive survey felt
to be unique at the time. As noted earlier, the section that
is of significance for our purposes is the onevconcerning the
unmet needs of former paﬁients of mental hospitals. First,
however, a brief comment will be made about the resources
that are available to former mental hospital patients, such
as clinics, outpatient services, rehabilitation services and
facilities.

2. Clinic and Outpatient Services

'ThéseAtwb férﬁé-ﬁend-ﬁb'bé-used interchangeably by
the genefal public and occasionally by medical institutions
themselves. In the Los Angeles County area there are three
main types ofhclinic;, the commuﬁity, the proprietory and the
public., The service of the community clinics is free or part
pay and ié oriented to psychotherapy, group or individual,
and would be similar to that given at the Burnaby Mental
Health Center. A relatively small prOportion of their re-
ferrals are from>inpatient hospital services. The proprietory
clinics, privately owned and operated, charge fées, and their
referrals from hospital inpatient.services are extremely small
in number. Their purpose and function vary widely. The ser-
vices of some are similar to community psychiatric clines and

others are specifically limited to a certain function only
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such as marriage counselling. The public or outpatient ser-
vices are beginning to treat more patients referred from
hospitals and it is expected the numbers will continue to
rise in the future. FPFees are collected from those able to
pay. No information is available as to the service offered
in the public clinics although it is stated that the personnel
is similar to that of the community clinics and some proprietory
clinics - psychiatrists, clinical psychologists, psychiatric
social workers and nurses.,

Approximately 10 percent of the total number of
. patients“who attend the abo;e clinics are referrals from
hospital inpatient services. As we can see, the services they
offer do not appear to be desiéned to meet the broad needs of
patients who are discharged from mental hospitals. From ﬁhe
fifst chapter of this study, the services required and offered
by aftercare services would appear to be broader, i.e. more in
the direction of rehabilitation. What would rehabilitation
services consist of?

3. Interpretation of Rehabilitation Services
. I 1

state that ps&chiatric réhabilitation consists of services
provided under psychiatric direction with the major and
primary intent of such serviées being to restore, establish
and/or maintain.an optimum level of social, emotional, voca-

tional, and/or physical functioning consistent with the

[y

1. California, op. cit.,.p. 253.
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limitations imposed by the sequelae or residuals of mental ill-
ness, mental retardation or emotional disorder.

Psychiatric rahébilitation, under psychiatric direc-
tion may provide the following approaches: 1, Psychological
testing. 2. Supportive psychotherapy, social casework,
pastoral counéelling, psychological counselling - group and
individual, with patient and with patient's family. 3. Phys-
ical therapies.‘ i, Corrective therapy. «5. Vocational or
educational training.' 6. Social group activiﬁy. 7. Sheltered
environment (social,‘vocational). 8. Community planning,
interpretation and co-ordination of reﬁabilitation needs,

The Cormittee of the Los Angeles Survey recognized
that agehcieé differing widelﬁ in structure and puUrposes were
rendering one or more rehabilitation services such as the ones
noted above, to persons with mental or serious emotional dis-
turbances. They found that they could classify the agencies

in Los Apgelés County into two main groups as follows:

a, Primary Agencies -~ those whose total caseload con-

sists of persons reéovéring from psychiatric disorders such
ags (1) the hospitals (sometimes’offering day and night hospital
care); (2) outpatient'psychiatric clinics (actually almost
exclusively treatment focussed), (3) the Bureau of Social Work
of the State Department of Men£a1“H§giene~(foster home care
and_supervised work placements are among the major functions)

and (4) halfway houses and day centers designed exclusively

1., Ibid., p. 254.
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for the mentally ill.

b. Secondary Agencies - those whose caseload included

some persons reébﬁefiﬁg'frdm psychiatric disorders, This
category includes the agencies whose primary function is in
an area other than rehabilitation and also the rehabilita-
tion agencies serving chiefly persons with other (non-
psychiatric) types of disabilities. It included (1) The
Bureau of Public Assistance, (2) The Vocational Rehébilita-
tion Service of the State Deparfmént of Education, (3) shel-
tered workshops, (u)'families and children's agencies; (5)
the school, and (é)lgroup-work and.recreation agencies.‘

It is most ;ignifigant to note that, as in the Five
State Study and the Minnesota Follow-Up Study, two types of
resources are felt to be requifed in an aftercare program: -
those devoted to the follow-up psychiatric treatmsnt of mental
6r emotional disorders and those devoted to the social, eco-
nomic, and vocational rehabilitation of patients.

Certaihly the services offered by the above agencies
are manywand varied and there would supposedly be a.vast
number of resources available to the former psychiatric
patient, How were the resources meeting the needs?

e Qpiﬁions on Unmet Needs for Rehabilitation Services

The researchéfé of the Survey recognized that the
unmet neéd for almost any type of community service is, for
all practical purposes, unmeasureable. They believed it

might be possible to come close to an accurate measurement
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in the field of rehabilitation of the post hospital mental
patient, if every hospital had adequate discharge planning,
and if it could be determined at the point of discharge the
specific community rehabilitation services and facilities the
patient might require. He might remain a stabilized statis-
tic for a while if it turned out he was able to use each
facility and service along a planned continuum and of course,
provided he did not suffer a relapse. At least his needs
would have been expressed. "It is the unexpressed need, still
unarticulated as demand, tha%’is the unknown quantity; for it
there is no realistic yardstick."l

With the above in mind, éhe survey ressearchers de-
cided on an interesting approach. They felt it would be most
useful to consult the experience closest to the problem of
securing adequate rehabilitation resocurces for their patients.
The opinions of a variety of professions and agencies desaling
évery day with the seriously emotionally disturbed or the
mentally ill were therefore sought.

(a). The Madical Profession and Other Private Prac-
. titioners in the Mental Health UYUisciplines. .

Over 1500 profeséionals;>doct6£s,.medicél special-
ists, the psychiatrists, the psychologists, the social work-
ers in private practice, were contacted. Ninety-three out of
a hundred reported a shortage of all kindsuqf rehabilitation

facilities in Los Angeles. In answer to related questions

1, Ibid., p. 299.
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concerning community planning for mental health needs, the‘need
for recreefional and camping facilities, the shortage of day
hospitals, night hospitals, of foster homes for mental
patients, were all noted.

(b) Selected Outpatient Psych1atrlc Clinics

Staffs of such cllnlCS are another group whose
treatment responsibilities require knowledge of rehabilitation
facilities availabls to their patients,

Ten clinics, representative of this type of
facility, were asked with respect to a specific type of re-
habilitation such as sheltered employment or the halfway house
to indicate the degree to which it was available. There was
no type of rehabilitative facility or servics which some

clinic administrator did not find in short supply.

(c) Bureau of Social Work of the State Department of
. Mental Hygiene . S o ,

As the 1argest single agency in Los Angeles direct-
1y concerned with the rehabilitation of the mentally ill,
working entirely with patients from the state hospital, the
Bureau of Social Work was requested to secure the opinion of
its 37 caseworkers regarding the availability of rsehabilita-
tion and facilities. The following are the findings:

1. The caseworkers reported 2,296 unmet individual
needs for rehabilitation services, with some
patients needing more than one service.

2. The largest number of patients, L77, were
described as in need of social or recreational

services which would normally be the responsi-
bility of social group work agencies.
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3. Outpatient psychiatric services were needed
by 396 of their patients to enable them to
remain in the community (various kinds of
medical care, for supervising patients using
tranquilizing drugs and for prescription of
the drugs themselves).

L. Almost 8l percent of the casework staff stressed
the need for community jobs, vocational train-
ing, sheltered employment and similar work
focused services.

5. Almost [0 percent of the caseworkers said their
clients stood in need of more casework services.

6., Over half of the casework gstaff identified
patients (55) who needed family care homes
and an additional 41 patients were believed to
be in need of the halfway house type of care.

7. More than a third of the caseworkers emphasized
the current need for day hospitals and night
hospitals for those patients on leave in the
community.

8. About a half dozen of the bureau caseworkers
offered spontaneous comments about the great
need to co-ordinate community services on bshalf
of the mentally ill.

(d) Bureau of Public Assistance

"~ It was not feasiblé to‘sﬁrvej the entire roster
of public assistance recipients to determine the number of
diagnosed mental patients on the rolls who were currently in
need of rehabilitation services. 1In lieu of such an overall
survey, the Bureau selected 20 expérienced caseworkers whose
background énd training qualified them to identify those in
need of such services. The caseworkers identified 229 indiv-
iduals as needing psychiétric rehabilitation services. of

these, 1.5 percent had been former patients in mental

hospitals. Close to one-third had been treated in clinics
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or outpatient departments of hospitals and the remainder, 28.8
percent, had received psychiatric treatment from other sources
such as private practitioners. This distribution points.up

that the need for rehabilitation.services cannot be mpasured in
terms of the post-hospital patient alone. There may, in fact,
be more diagnosed and treated individuals néeding rehabilitation
services who have never been in hospitals than there are post-

’ hospital patients with similar needs.

(e) Vocational Rehabilitation Service

$Thé opiﬁidhé'éf sik.seiééﬁed éounsellors were
requested conéerning the unmet service needs of 99 clients who
were in the process of vocational rehabilitation. The 99
cases were distributed as follows: '
Status A (former patients of mental hospitals) . . .

Status B (clinically diagnosed but not hospitalized)
Status C (judged to be seriously disturbed) . . . .

W
(G U BN

The six rehabilitation counsellors identified ﬁu dif ferent
clients needing a total of 145 rehabilitation services, un-
availéble either through the Vocational Rehabilitation Service
or outside sources at the time of the study. Several clients
were in need of two or more kinds of service beyond those they
were receiving. The unmet needs of the 17 former patients of
mental hospitals ﬁere those such as psychotherapy, sheltered
work, maintenance for the client during training, job place-
ment, maintenance of family member(s) during program, rehabil-
itation transportation, occupationélwtools, equipment,

license, social casework, and vocational training.
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5. Findings of the Survey

The Survey researchérs found that the supply of rehabil-

itationufacilities for the mentally ill in Los Angeles County
is not adequate and that there is not the s&steﬁatic co-
ordination of efforts essential to the effective distribution
and use. DMore specifically, their opinions concerning the
inadequaciés were: -

1. Only one Agency, the Bureau of Social Work reaches
any substantial number of patients once they come
out of hospital and it is seriously hampered by
the acute shortage of community facilities in
every area of service and program essential to the
achievement of its goals.

2. Evidence suggests that many people are discharged
by the hospitals and other types of psychiatric
institutions, whose rehabilitation is nobody's
special responsibility. For most of these
patients there is no plan of follow-up care.

3. Frequently the institutions the patients leave
operate in isolation from the community re-
sources and make no effort to connect the
patient with the services he needs,

’ li. There is a confusing array of existing facilities,
most of which are designed primarily for a clien-
tele other than the mentally ill. Many of these
agencies endeavor to serve some mental patients
along with their other clients., The majority
offer only a part of the service required for
total rehabilitation of the patient and do not
have the necessary liason with other agencies in
order to ensure that the rehabilitation task is
completed.l

D. Conclugions and Implications
| Frbm-ﬁhé thfeé>stﬁdiés surveyed there are certain find-

ings thaé are particularly significant in our study of the

1. Tbid., ppe30l.- 305.
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aftercare services offered at the Burnaby Mental Health Centre.
Summarized very briefly they are:-

l. Organized follow-up care of discharged mental
patients can cut readmissions rates by about half.

2. It costs about 1/10 of the hospital per diem rate
to treat the patient out of hospital.

3. The continuity of services for the patient from
the hospital to the community is of great impor-
tance.

4. Aftercare programs must be integrated with the
community and community resources.

5. Community resources must be able to provide ser-
vices needed by the mentally ill. They must, in
other words, have some familiarity with psychia-
tric illness or have adequate psychiatric consulta-
tion.

6. Patient cooperation is the crux of the success of
any program. They must be thoroughly assured of
the goals and the cooperation of their families
must be obtained.

7. The actual value of psychopharmaceuticals cannot
be gauged. Although believed to be helpful in
maintaining adjustment outside of the psychiatric
hospital, the psychological and societal rehabil-
itation apparently play the most significant
roles.

8. Everyday problems of communication and transporta-
tion have great effect on the success of the
programs. ‘

9. Rehabilitation touches on all the important areas
of the former psychiatric patient's 1life - physical,
mental, emotional, economic, vocational and social
and therefore, requires a wide range of services
to meet his needs adequately.

These studies have been helpful to us in planning our

approach-to our own study of the Burnaby After Care Clinic and

have had some bearing on the methbdology used in thevinquiry.



CHAPTER 3
METHODOLOGY OF THE STUDY

In this chapter we will outline the social work and
regearch problem. We will then discuss in some detail the

research instruments and their use in this study.

Social Work Problem "

In recent years there has besn a growing trend to
discharge meptal patients after short periods of hospitalizaf
tion. As elaborated in Chapter 1 this trend is partly the
result of new developments in medication and new ideas about
mental illness. There has been a growing recognition of the
dangers of institutionalization and the need for the patient
to have social relationships in the community. Consequently
there has been less emphasis by hospital staff on custodial
care and more emphasis on short term treatment. The shortage
of hospital beds and the high costs of hospital tfeatment also
encouraged short term treatment . and early discharge.

However, with earlier discharge, patients leave the
hospital with many unresolved problems. In order to keep
them in the community and maintain or improve their social
functioning, continuing service is needed.

As noted in the first chapter there was some un-
willingnesé on the part of the Greater Vancouver community

to acceptAthe discharged patient. Many citizens feared and
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stigmatized the ex-patient and social agencies did not wish
to provide continuing service because of lack of money and
experienced staff, Recognition of thesé problems led to the
formation of the first aftercare clinic and later to the
After Care Clinic in Burnaby. However, many probléms still
remain, ag indicated Ey the high rate of readmission to the
hospital, |

The hospital is concerned about the services for the
discharged'patient. In particular, hospital staff are con-
cerned about the After Care Clinic and questions relating to
policy, facilities, staffing and co-ordination with other

agencies,

Research Problem

A series of discussions were held between researchers
and hospital_staff in which the aftercare problem was ex-
plored. As a result of these discussions, and discussions
with university staff, the research problem was selected. The
researchers decided to evaluate the services of the After Care
Clinic as this was the major service available to diécharged
patients and was manageable with the limited manpower and
time,

The problem chosen for research then was: Are the
needs of the discharged patient being met by the After Care
Clinic? Throughout the study the researchers were guidéd by

the foilowing questions:
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1, What are the social, work, and home needs of the
discharged patient?

2., What needs are met Ey the After Care Clinic?

3. What needs are not met by the After Care Clinic?

4. What role do other agencies play? |

5. What suggestions could.be madé to improve the
services to the discharged patient? |

The design of the study was expl&ratory, chosen to
stimulate inquiry info the aftercare services in the Greater
Vancouver area,

Underlying the research study were factual and value
assumptions. The researchers thought that early discharge and
rehabilitation in the community was generally desirable., They
assumed that an adequate aftercare programme would require'
adequate policies, facilities and staffing in a comprehensive
community programme,and that such a programme would be less:
expensive in economic and human terms than an inadequate after-
care programme. Generally the researchers felt that the dis-
charged patient has a right to adequate aftercare services.
They believed that the community has some respgnsibility to
éccept the discharged patient and the hospital; some respons-
ibility to facilitate this acceptance.

These guiding questions and underlying assumptions
were formulated after some familiarity with the aftercare
problem through consultation with experts and reading of

hospital and general literature.
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Research Instruments

In essence the researchers wanted to obtain data
which would allow them to evaluate the After Care Clinic and
answer their guiding questions. They chose therefore to
question the individuals who were most involved with the
aftercare services: the patients, the clinic staff, and
other community agency staff,

Generally patients and clinic staff were asked
about patient needs and treatment given. This gave research-
ers some idea of met and unmet needs. Clinic staff and other
agencies were also asked for their comments and suggestions
on aftercare services. This was done to obtain information
on the role of other agehcies and suggestions for improve-

ments which might be made in the aftercare services.

Sources of Information

HSSpital memos and communication provided vital
information for a historical review of the aftercare ser-
vices in Vancouver. They also clarified hospital policies
and objectives for the After Care Clinic. This background
was essential in formuléting a knoﬁledgeablé questionnaire to
clinic and agency staff,

Patient files contained information on the patient
and his treatment both in the hospital and at the clinic.
This information gave a preliminary view of patient needs and
treatment and was kept in mind in formulating a questionnaire

to patients. Such background information helped interviewsrs
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to handle the interview more sensitively and allowed for per-
tinent probe questions. Information on the hospital files
such as age and educationbgave a rough check on the validity
of patient responses, while information such as diagnoses
provided additional data relevant to patient needs.

A brief review of the literature gave a general
orientation to the subject and was useful in defining the
research problem and in formulating questionnaires. A more
extensive reading provided fullér background on aftercare
services in general and in other clinics. In particular we
used:

1. Five State Study

2. Minnesota Follow-up Study

3. Mental Health Survey of Los Angeles County
The first two studies evaluated varioué aftercare programmes
and the third study surveyed aftercare resources indthe Los
Angeles County. These studies provided valuable comparative
material., They hélped the researchers to assess the services

in the Greater Vancouver area and to make suggestions for more

adequate aftercare services.,

Patient Questionnaire: The Instrument

The patient quéstionnaire grew out of a perusal of
aftercare,vhospipglﬁaﬁd.research literature. The questionnaire
preceded theaéxplicit formulation of the research design. The
general format was as follows: |

1. Social Life (1-5 and 26-33)

2. Treatment (6-25)
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Work Life (3L-Ll)
Home Life (L45-46-and 55-63)

L]

General Information (L47-54)

, 1
Personality Inventory (64-85)

*

=~ [0 2SN § R e V8
.

Interviewer Assessment (85-95)

The Patient Questionnaire thus-elicited information
which woul& provide a general description of the patients in
the sample, an assessment of social, work, and home needs of
the patients, and the help given by the After Care Clinic and
other agencies.

Questions were phrased as informally as possible and
arranged so that the less threatening and more objective ques-
tions were at the beginning, the more intense andvéhbjectiv%a
in the middle, and an interesting but more impersonal question,
at the end. The researchers felt that this order would make
the client fairly comfortable and facilitate honest responses,

Generally each section in the questionnairé was
organized with closed questions first followed by bpen ques-
tions. The closed questions obtained more objectiVe and com-
parative‘information while the open questions allowed for
greater depth into individual responses and thus provided a

check on the preceding closed questions.

1. The personality inventory and interview assessment were
patterned after questions presented in:

Freeman, H,E., Simmons, 0. The Mental Patient Comes Home,
Wiley, flow York, 1963. -
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The Sample

The researchers were interested in the discharged
mental patient. However,in choosing a populationi)they
decided to study only those individuals who had been dis-
charged from the Crease Unit after April '65. This was done
because the new Mental Health Act became éffective at that
date. The researchers further limited the population to
those who were referred to the After Care Clinic. This was
done because past and present information, including recént
phone numbers and addresses were readily available at'thé
Clinic for those referred. Moreover, the researchers felt
that including two different groups (those referred and those
not referred) would make the study too complicated for the
limited time available. It was further agreed to limit the
population to those referred individuals who were receiving
services from the Clinic., Thus the population excluded those
people who were not rqferred to the Clinic, those who were
referred but did not attend, and those who were referred,
attended briefly, and dropped out.

The sample size was 45. This number was considered
reasonable for the limited time available to the ressearchers,
The sample was drawn by using a randem number table.l The
fesearchers phoned the people drawn and made appointmenfs.

There was some difficulty in contacting the first

1, Edwards, Allan L. Statistical Methods for the:
Behavioral Sciences. Reinehart and Co, Inc., New York, 1954,
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415 selected and others were randomly added. However it was
only after 140 people were drawn that a samplé of 445 was
obtained. Thus 30 people were drawn Who had no phone, 11 did
not answer fheir phones after repeated attempts to contact
them, 16 people lived too far away, 8 people héd moved and
could not be reached, and 13 people refused to be inter-
viewed. In addition, the researchers excluded 10 pseople who
were not bresently receiving services and 7 people who were
receiving medication only. In total then 95 people were drawn
and not included in the sampie.

It would appear from these rejections that our
sample is biased in favour of those individuals who are more
settled, who had phones, who did not move, and who kept in
contact with the Clinic. In addition the researchers biased
the sample by excluding, in some cases, individuals who
attended sporadically or who received only medication. 1In
general then it appears that our sample favours the more for-
tunate dischargedbpatient, the one who is receiving most
service from the Clinic and who may be more stable. The
reader should take this bias into account when reading the

study.

Comments

The patient questionnaire was pretested at the
After Care'01inic. Each researcher interviewed two patients
and the results of the interviews were discussed. Some

questions seemed too long or complicated for the patients;
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these questions were shortensd or'subdivided. Other.questions
patients found hard to understand; these were re-worded to
make their meaning more clear. The order of presentation was
also changed to give a smoother flow to the interview. How-
ever; in spite of the pre-testiﬂg some- flaws in the question-
nairs and in the interview_proquune: remained. One question
was too complicated and led to inconsistencies in response.
Thus the number of people whb said they had a problem some-
times did not correspond to the numbef of people who indicated
what kind of help they received for that problem. There were
no categories for undecided or inapplicablevwhich wbuld have
been useful in tabulations. Other categories overlapped which
again led to difficulties in tabulation.

| Some subjective questions might have been supplemented
with objecﬁive questions. For example in question 55 "Nduld
you say your living accommodation is satigfactory?" a éﬁestion
on the number of people and rooms might have been gdded.
Similarly, with question’ 53 and 54 on financial worries an
additional question on the level of income would have given the
answers more meaning.

In general the time allowed for the discussion of the
pretest results was insufficient. The meaning of terms in the
questionnaire was hot gons over andhinterviewers independently
omitted and added categories which led to some inconsistency
in the resﬁlts.

The interviewers did not discuss beforehand their

manner of épproachg and interviewing patients and it was
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later seen that there were differences. Two of the re-
searchers favored a fairly aggressive appfoach while a third
favored a more permissive approach giving the patient more
chance to refuse to be interviewed. The interviewers also
differed in their method of interviewing. One interviewer
asked questions in a straightforward manner while the other
two cushioned questions with considerable support. -The re-
searchers agreed that the interview should be made aé com-
fortable as possible for the'patient, but had different
interpretations’of how this might be done.

One of the researchers knew some of his interviewses
from work with them at the hospital. It would seem that this
former relationship might influence_thé answers given, but it
is difficult to know the extent or direction of this influence.

Despite the differences in interviewing, in general
it seemed that patients were more‘relaxed towards the end of
the interview. The following chart taken from the rating made
by.the interviewers shows the distribution of attitudes at the

start and at the close of the interview,
Table 27 Interview Attitude .

ATTItTude At Start At Close
Hostile 5 0
Suépicious
Guarded 18 13
Friendly 17 21
Solicitous 2 8
Other - ‘

(Accepting) 3 3
Total . 45 45
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From the general correspondence of the answers given
with information received from the hospitalé)concerning age,
number of hospitalizations,and education it would seem that
the questions were answered with considerable honesty. Un-

fortunately,time did not allow for a more accurate individual

check on validity.

Staff Questionnaire

The staff questionnaire was designed by a member of
the research team who is working at the hospital. His famili-
arity with the hospital and After Care Clinic added to the

sophistication of the research instrument.

The Instrument

The questionnaire was 3 pages long and contained 12
questions.. It inquired into the character of the service,
basic therapies, type of patient referred, participation of
staff, and amount of contact with patients. All these ques-
tions were closed. In addition,open questions were included
to obtain opinions about the clinié purpose and suggestions

for the improvement of service.

The Sample

| .The population from which the sample was taken was
determineduto'be all those staff who had work experience at the
After Care Clinic. The sample size was set at 10. The re-
researcher: deéided to choose 5 social workers and 5 psychia-

trists as this would give two important and perhaps different
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outlooks. The researcher then selected those individuals he
considered to be most experienced with the Clinic, The

sample so chosen contained almost the total populatién.

Comment s

The questionnaire was not pretested but it was
given to two experts at the Clinic for suggestions, The
revised questionnaire was then given to each staff member to
be completed at his earliest conveniencs.

Only one question was somewhat ambiguous and in
general the questionnaire was well understood.

It was felt that the working relationship which
existed befween the researcher and.thé staff facilitated an
open expression of opinion that mizht otherwise have been
difficult to obtain. The response served the questionnaire's
purpose; it helped reaéarchers evaluate the Clinic service '
and gain a better appreciation of aftercare problems and

possibilities.

Agency Questionnaire: The Instrument

The agency questionnéire was only one page long and
had 8 QUestions. It asked for opinions on the present after-
care services and the liason between that agency, other
agencies, and the After Care Clinic, Generally it sought to
obtain an understanding of the way in which agencies per-
ceived the division of responsibility between community
agencies and the After Care Clinic. All questions had an

open part to allow agencies to express their views more fully.,
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The Sample

The researchers decided to mail questionﬁaires to all
agencies in the Greater Vancouver area who might have contact
with the discharged patient, Accordingly questionnaires were
mailed to provincial and municipal social welfare offices,
Metropolitan Heal th Clinics, Childrens' Aid Societies, Can-
adian Mental Health Associatiéns, and the Family Service

Agency. In 81l 12 questionnaires were mailed.

Cormments

Responses were received from all 12 agencies,
Generally the responses were detailed and gave a good picture
of agency orientation to aftercare services. This response was
useful in understanding the gaps and obstacles to an adequate
community aftercare service and in visualizihg some bridges_td
a more adequate service.

In conclusions we have briefly outlined the social
work and research problem and indicated some of the steps that
were taken in this study to obtain relevant information. We
shall now present in detail the findings of the patient

questionnaire.
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PRESENTATION OF DATA
. OF.THE . . .
PATIENT QUESTIONNAIRE
In this chapter we will present data from the
patient quéstionnaire supplemented to a limited extent by data
from hospital files. All tables are taken from the patient
questionnaire except where indicated otherwise. Tables not
included in the text are found in Appendix B.
We will first give a general descfiption of the
sample and the help given. Then we will describe the social,

work, and home needs and the‘help given in each of these areas.

A, General Description of the Sample and the Help Given

| IﬁjthiS”section we Will describe the maritél status,
living arrangements, age, education, source of income, mental
health, and stated problems of the sample. We will follow
this description of the sample with a statement of the help

given by the After Care Clinic and other agencies,

Marital Status

Our sample contained 26 women and 19 men. Twenty-
five individuals were married and most of these were wémen.
Most of the 11 single persons were men and the 8 separated,
divorced, and widowed people were all women with one excep-

tione.
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TABLE 1. Marital Status and Sex

Marital REPS :
Status Men ‘Women Total
Married 8 17 25
Separated 1 3 u
Widowed 0 3 3
Divorced 0 1 1
Single 10 2 12
Total 19 26 45

Living Arrangements»

In the following presentation of data we have ﬁsed
only singlé and married categories. We grouped the separated,
widowed and divorced individuals with single individuals. We
chose to do this because it seemed that their social, work, and
home needs would tend to be more similar to those of the single
person than to the married person., However, as you will notice
in Table 2, there is a wide range of living arrangements.
Thus some separated individuals with children may more closely
resemble married people with children.: Because there is a wide
range of situations any simple grouping ﬁill be unsatisfactory.
The reader should take the bias of our particular grouping
into account as he reads the following tables.

As can be seen from Table 2, 8 single people were

living alone, 3 in boarding hoﬁes and I with their friends or
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relatives. Two single men lived with their mother, 2 married
people 1ived-with their parents, and 2 separated womeén with
children also lived with parents. One woman lived alone with
her children. The majority of the married people lived with

their spouse and children. (Appendix B, Table 2)

Age

There was quite a large age range: from individuals
in their twenties to those in their seventies. More than half
(25) fell within the thirties and forties. There were 25
people in that range, 7 were younger and 13 blder.

TABLE 3. Distribution of Age by
S Marital Status and Sex

. Men Women .

Age Single Married Single Married Total
20-29 2 0 1 L 7
30-39 5 2 1 3 11
L4o-49 3 2 2 7 1l
50-59 1 1 N 1 7
60 & 0 3 1l 2 6

Over
Total 11 8 9 17 b5

It is interesting to note that the largest group of
single women were uO and over, while the largest group of
gingle men were under 40. The reverse is true for the married

people. Here very few of the married women were over 50
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while half of the married men were. Thus the single women and

the married men were generally older;'

Education

Four individuals had less than grade 6 while 13 had
over grade 12. The bulk obviously falls in between with the
most frequent category being those individuals with grade 7 td
grade 9. The single men are the most poorly educated, followed
by the marfiedwmen. Married women were the best educated.

(Appendix B, Tabes L and 5)

Source of Income

out of our sample there were 13 people with jébs and 15
who liQed from their husband's income. Government pensions
supported 8 and 10 were on Séqial Assistance. Thus we have
28 individuals who were living on their own or immediate family
resources and 18 individuals who were being supported by the
government. Other sources of income were also noted and some
individuals had more than one source. (Appendix B, Table 6)

In summary then, if we looked for the most character-
istic»persén in our sample, we would find a married woman
living with her spouse and children. She would be in her
forties and have a grade 7-9 education. She would be supported

by her husband.

Mental Health

We explored the mental health of our sample by noting
the number of admissions to the hospital (Riverview only), the

hospital diagnoses, client and interviewer ratings of mental

health and symptoms, and a personality inventory.
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According to the questionnaira, 9 people were hospital-
ized for the first time. Nineteen had been hospitalized 2 or
3 times, and the rest more than 3 timesv(7 were unknown). This
information corresponded fairly well with hospital data.

(Appendix B, Tables 7 and 8)

. 1
Table 9. Diagnosés by Sex and Marital 3tatus

gospital v Men ' - Women
iagnoses Single Married Single Married | Total

Bchizophrenic
Undifferentiated L 1
Schizophrenic
aranoid L 2
Manic
Depressive 3
Neurotic :
Depregsive 1
[Psychotic .
"Depressive 1l 1
Pther v
Depressive 2 1
Chronic
Anxiety -1
ersonality
Trait Disturbance 1

15
11
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Total | 11 8 9 17 L5

- From Table 9 it is apparent that most people were
diagnosed as schizophrenic. ‘The remainder were all depressive
reactions except for 2 who wefe diagnosed as personality trait
disturbance and chronic anxiety. Most single people were
schizophrenic while most of the married people were depressive

reactions.,

1. These diagnoses are from hospital files and pertain
to the last hospitalization only. _
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The interviewers assessed the patients' mental
health according to these categories: _ h
Grogsly Disturbed - Needing hospitalization

- Disturbed - Symptoms severe, may need hospitalization

Symptoms controlled,'functioning

Somewhat Disturbed
. minimally in community

Some discernable symptoms, functlonlng

Slightly Disturbed
- ' in communlty

Not Disturbed - No dlscernable symptoms, appears to be
- functioning normally
If we consider this assessment as paraliel to ratings
of Very Poér, Poor, Fair, Good and Very Good we can compare
interviewer and clieﬁt ratings as follows:

Table 10. Comparison of Interviewer and Client
Assessments of Mental Health

Assessment Interviever Client
Very‘Poor 2 0
Poor 8 3
Fair 17 12
Good | 13 26
Very good 5 3
Undecided 0 1
Total . 4s B 1=

Thus we see that clients tend to rate their mental
health better than interviewers. This is substantiated by
the interviewers' comments on the QUestion about symptoms.

(Appendix A, Qneétion-lB)
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There were a number of people who denied that they
had symptoﬁs. Theiinterviewers noted that these people were
often schizophrenic paranoid patients or patients with con-
considerable anxiety. For each symptom listed in Table 11,
there were about one-third affirmative responses. .Feeling
depressed, anxious, and tired were the most frequené responses
followed by difficulty in sleeping and forgetfulness. In
answer to the question 1L, "What worries you most about‘your
mental health?" some stated their inability to function in the
community, théir lack of concentration, low energy, and con-
fused ideas. HMany feared rehospitalization. Thus it appeared
that at least one-third of the.sample were suffering from
residual symptoms of their illness. |

It is interesting to note that in the personality
inventory, optimism wés the most frequent reéponse and fatal-
ism the least frequent, Eifher this invehtory was an in-
adequate measurement of personality or patients retained
considerable hopse despite their mental difficulties.

In summary, when we looked at the mental health of
our sample"weffound that most individuals have been hospital-
ized at least 3 times and are usually diagnosed as schizo-
phrenic. Most clients rated their health as good, but the
interviewers rate most as only fair or good. Many people did
not admit to symptoms and a personality inventory found
optimism to be the most frequent responsse.

Clients were asked about financial, work, personal,

physical, marital and other family problems. Many people
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did not admit to any problems. Those who did, noted finan-
cial, physical and other family Problems most frequently.
(Appendix B, Table 12)

In the probe gquestion clients elaborated on their
problems. Some worried about their marginal income, others
about their spouse or themselves losing their job. Some
worried about their work performance, their lack of drive,
coordination and the pressure on the job. Some people had
physical problems, ulcers, polio, back trouble and the physical
problems accompanying old age. Many people were in.conflict

with their spouse.

Help Given by the Clinip

We shall‘éstimate the help given by the Clinic by
looking at the kind of help the clients indicated ﬁhey
receiVed, the clients' estimate of this help, and their
estimate of their impfovement since coming to the Clinic.

Only one person was seeing a social worker. The
overwhelming majority of people saw a psychiatrist, but ﬁsually
less than once a month and for only 1-15 minutes. ‘A few people
saw their psychiatrist more than once a month for interviews
lasting at least 30 minutes. A few people were seeing =
psychologist for intensive group treatment.

None of the people were involved in any social
activities offered by the Clinic, but most (38) were receiv-
ing medication. Some said that the medication was keeping

them away from the hospital.
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Asked if they thought the Clinic was giving them

any help with their problems, clients replied as follows:

Table 12. Client Estimate of Clinic Help

Help Given
Problem Yos No Help Some Help Lots of Help
Financial 13 10 L 1
Work 18 11 3 0
Personal 9 6 q3 1
Physical 13 7 3 0
Marital 8 0 1
Family 12 6 3 1
Total 72 L7 16 L

Most people who felt that they were receiving finan-
cial or physical help were referring to the .medication they
received free from the Clinic.

In the probe question it appeared to the inter-
viewers that many people were receiving medication and some
supportive help. Some people said that the doctor "encouraged"
them and that "talk with the doctor helped", "someone listened."
A few people thought that the doctors didn't have enough time z
for them. Quite a few people didn't want ﬁelp. A few ox~
pressed a desire to'try to get aloﬁg by themselves, and a

number didn't think they needed anything from the Clinic but

medication.” When asked whether they thought their difficulties
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‘had improved since coming to the Clinic 9 people were unable
to answer and 12 felt that they had not improved at all, |
Sixteen people, however, felt they had improved somewhat

and 8 thought they had improved a great deal. (Appendix B,
Table 13)

‘ To summarize, the help given by the Clinic, it
appears thét only a few individuals get more than medication
and a brief visit with their psychiatrist. Of those who
admit to problems, most estimate that they receive no help
from the Clinic, However, most people do feel that their
difficulties have improved in some degree since coming to the

Clinic,

Help Given by Other Agencies . ‘

B Thirteen people said that they were gétting help
from other‘agencies. Ten out of the 13 said they were satis-
fied with this help. Most of the people thought that they
were getting some help from these agencies and others félt
that they were receiving a lot of help. (Appendix B, Table
1) Most people who thought that thej were gettingnsoﬁe help
indicated that this help was for financial or physical problems.
However, those who indicated that they were receiving a lot of
help indicated that this help was for personal and marital
problems. Thus it would appear from client estimates that
other agencies do give some or a lot of help‘ﬁith financial,

physical, personal, and marital problems.
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B, Social Needs and Help Given

We turn now from the general description of the
sample and the help given to an assessment of the social, work,
and home needs and help given in each of these areas.

In this section on social needs we will outline the
social problems by describing the client recreation, contact
with neighbours, relatives, and friends, interviewer estimate
of social contact, and client desire for social contact. We
will consider the social needs of the single men and women in
more detail and look at their statement of problems and help

given,

Recreation

The most common recreation was watching TV and iisten—
ing to thezradio. Movies and drives were the next.most popular.,
Most people indicate their involvement with sports is mainly
through TV, It is difficult to say how this would compare with
the average Vancouverite, but certainly it does point out the
frequency of recreation that is ﬁassive rather than active.
(Appendix B, Table 15) It is interesting to note that most

people (26) folt thatuthéy would like to be more active.

Contact with Neighbours, Friends, and Relatives

_ Only one person thought that the people in his neigh-
borhood were unfriendly, while two-thirds thought that their
neighbours were friendly or fairly friendly. Fourteen people
were undecided about their neighbours or thought they were

indifferent. Nine people had no close relatives, 12 said they
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had no friends. Of those who did have relatives, 15 saw them
at least once a week, while only 12 saw them less than once a
month. Of those who had friends, 17 saw them at least once a
week, while 10 saw them less than once a month. (Appendix B,
Tables 16 and 17) We can see from this that some people appear
ﬁo have quite a 1ot of contact with friends and relétives.
Others, however, may have no friends or relatives or visit them

less than once a month.,

Interviewsr Estimate of Social Contact

‘The writers looked at the social contact for each
person and'arbitrarily assigned a rating of poor, fair, and
good contact. Generally, this was a combination of the number
and quality of contact. However, because it was done impression-
istically, it 1s subject to error, and the reader should keep

this in mind in reading the following material.

Table 18. Social Contact by Sex and
. Marital Status

Social Men Women |-
Contacts Single Married | oingle Married | Total
Poor 5 1 3 5 1y
Fair 5 6 6 11 28
Good 1 1 0 1 3
Total 11 8 9 17 45

From this table we see that most people do have fair
social contacts. Somse people have only poor contacts and 3

have good. There does not seem to be any significant differ-
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ences between men and women, married and single. This may be
due to the wide range of living arrangemehts for patienté in
each of these categories,

Abqut half of the clients said that they wanted
more contact; another half did not. Again,about half thought
their social life was satisfactory and half thought it was:
unsatisfactory. A few people were undecided.

When we examined the probe questions onAsocial con-
tact we find that some people were doing quite well. They
seemed to have quite a number of activities and friendé and
got along with these friends. Of those who thoﬁght that
their social 1life was not satisfactory some were fully in-
volved with their families and could not manage: more contact
with ease. Others wished it was more like "the good old days"

' Some

when they had more friends and "used to know everybody.'
wanted ﬁo be a "part of somethiﬁg." Others just wantedva'few
people they bouid talk to. Howevéf there were drawbacks to
seeking more contact. Some complained of lack of money or
transportation; others felt that they just didn't know what to
do. Some felt that their age and physical probiems held them
back while others felt tied down at home. A good many people
were too tired to do anything and others found it difficult
to talk to friends, who didn't understand them. They felt
different from normal people: ' | |

Other people who were satisfied with their social

1life had minimal contact with others, They thought that they

"weren't bored"..."don't want to be bothered with people" or
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were indifferent. Many of those who did have some contact,
had minimal communication., They didn't like to express their
opinions "never argue with friends." The interviewers
commented that some people were too préoccupied with neurotic
syﬁptoms to tolerate people.

In summary then, we find that most people have
fairly paséive recreation, About one-third considered their
neighbours unfriendly, indifferent, or were undecided.

About 20 people had no friends or saw them less than once.a
month: 20 had no relatives or saw them less than once a
month. The interviewers rated about one-third as having poor
contact and most as only fair contact. Most people indicated
that they wanted to be more active and almost half desired
closer contact with people and thought their social life was

unsatisfactory.

Social Needs of the Single'Man

Of the 11 single men in our sample, 7 had been in
the hospital 3 times, 2 more often and 2 less often; Five were
assessed by the interviewers to have poor social contact, 5
‘to have fair, and 1 to have good social contact.,

A1l 5 of those with poor contact were schigophrenic.
Three were in their thirties, and 2 in their forties. Two
lived by themselves, 2 in boarding homes, and 1 with a brother.
Four were on Social Assistance, and 1 was on Disabled Person's
‘Allowance. ‘ ”

- One person stated that he had a physical problem and
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was receiving some help from another agency for this., No one
else was receiving any help from the Clinic or other agencies
for any physical, persénal, or family problems. One person,
who lived with his brother, stated personal and family prob-
lems. Another person who stated that he had no problems,

was not receiving medication,

Of those 5 who had fair contact, 3 were schizo-
phrenic, 1 suffered from a chronic anxiety state and another
from a reactive depression. Four were in their twenties, and
thirties, and one was in his fifties. Three were living by
themselves and the other 2 were with their mothers. Two had
jobs, one was on Social Assistance, and the other two were
supported by relatives or their own savings.

One of the above peoplse stated he had a personal
problem, but he was not on medication., Two, who lived with
their mothers, stated personal and famil& problems. One of
these was not taking medication. Other men did not state any
personal, physical, or family problems. None of these men
with fair contact was receiving any help from the Clinic for
personal, family or physical problems.

The individual with good contact was a separated
man in his“forties who suffered from a depressive reaction
after his wife left him. He was now living with friends and
had a job. He did not state any problems or help and was

not on medication.
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Social Needs of the Single Woman

| There are 2 singlé, 3 separated, 3 widowed, and 1
divorced wbman in the sample classified as single women.
The interviewers assessed 3 to have poor contact anq 6 to
have fair contact,

The 3 women with poor contact had 2, 3, and 6
hospitalizétions. These 3 women are all over [jO. One lives
by herself, another with her sister, and the third with her
mother and daughter. None had jobs.,

None of the above mentioned women stated any per-
sonal problems. The woman with the older daughter stated a
family problem. Not one was receiving any help for social
problems. The woman who lived alone was rehospitalized
shortly after the interview. She was not taking medication.

Those 6 women who have fair contact range in age
from 20 to over 50. Three had been hospitalized once: the
others 3, }j and 6 times. Two lived with children, one with
a sibling, one in a boardihg home, and 2 lived by themselves.
Three have jobs, 2 are on Social Assistance and one has a
bension.

Three of the women with fair contact admitted no
problems and were not getting any help from the Clinic, Of
the others, 3 stated that they had personal, physical or |
family problems and were receiving some help from the Clinic.

In summary then, we see that none of the single
men were réceiviﬁg any help for their social problems. None

of the women with poor social contact were receiving any
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help. Some of these people were not taking medication.
Those three who were helped were women who stated

problems ahd who had fair social contacts. Two were young

women with children, and one was an older university woman

who was living by herself and working.

C. Work Needs and Help Given

— In this section on work needs we will consider the
work probléms and help given by the Clinic and other agencies.
We will discuss the sources of income and felt financial
problems. We will briefly consider the work problems for
those working, looking for work and not looking for work. >We
will then examine in some detail the work problems of the single
and married, man and woman and the help given each of these

groups.

Source of Income

'Table 19. Source of Income by Marital
, Status and. Sex

Source of Men Women

Income Single Married | Single Married | Total
Job 3 y Ly 2 13

Social

Assistance 5 1 2 1 9

Pension 1 2 0 1 L

Spouse 0 13 13

Other 2 1 3 0 6

Total 11 8 9 17 L5




- 76 -

We notice from Table 19 that many of our sample
live on marginal incomes. Nine live on Social Assistance and
i on pensions. Other sources of income include minimal
savings. We do not know the occupations of husbands of

patients but many of these families appeared to the inter-

viewers to be living on marginal incomes.

Financial Problems

In reply to the question on financial worries,‘26
indicated that they were not worried at all, Only one person
considered himself very worried, and the remaining‘18 felt
that they were worried or somewhat worried. The most fre-
quent financial worry was for the lack of monéy in the future.
However, only 10 people expressed that fear. Still feﬁer
éxpressed the worry of lack of money presently'or worry of
old debts. A scanty 3 people were worried about being depend-

ent on other'people.

~ Work Problems

The trend is generally for less people to be em-
ployed aftér hospitalization and for more work to be un-
skilled, part time and irregular. (Appendix B, Table 20)

Of the 13 individuals who were preséntiy workiﬁg,
10 felt that their fellow workers and boss were easy to get
along with. Six felt that they did have work problems.

Asked if anything bothered them at work, 2 complained of lack

of coordination and energy, 2 of slowness and fear of making
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mistakes. One person thought the job did not pay enough and
2 complained of the pressure on the job.

Five people were looking for work. Three went
fairly regularly to the employment office and 2 made some
attempt to find work. These people thought that more jobs
available, more educatién, and more confidence would bé useful
in getting work. 'More experience would be useful. Once
employers knew that you had been in hospital it made things
more difficult.,"

Others who were not looking for work were women with
children, those who were too old, and those who thought that
their emotional problems were too severe. Some explained that
they were afraid they would "not measure up", "lacked the con-
fidence" and "didn't have the spunk." -

In éummafy, we see a numbef of people on marginal
incomes, and notice the tendency for those who work to get
worse jobs after hospitalization. Nineteen people worry about
finances and most of these worry about future financial diffi-
culties. Most people stated that they got along with the
people they worked with, but almost half thought that they had
some work problems. Only 5 people were looking for work, most
of these hesitantly. Some others who were not looking for
work, were fearful.

We shall now look in detail at the work needs of the
single man; single woman, married man and married woman. We
shall consider the needs and help given for those who are work-

ing, those who are looking for work, and those who are not
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looking for work.

We will describe each group so that the reader may
have some understanding of the‘capacity for work. We will
usually enumerate age, education, diagnoses, number of

hospitalization, and work experience.

Work Needs of the_Single Man

The_il single men in our sample are fairly young.
Seven are in thelr twenties or thirties., Most have been
hospitalized 3 times. Five have grade 10-12 education, 4 have
from 7-9 and the others have less, Only 3 are skilled workers.
Three were working, 2 looking for work, and é not looking for
work. |

Those 3 who did have jobs had large age and educa-
tional range. All were unskilled. Two were diagnosed as:. '
depressive reactions, and one was scﬁizophrenic. Two indicated
that they were having work problems, but were not getting any
help. One did not state any problems or any help. Two men
were not on medication. ‘

Both men who were looking for work were young and
lived with_their mothers. They had grade 12 education and
were unskilled. They were diagnosed as schizophrenic and had
3 and 5 hospitaliiations. Both had work experience. FEach
stated that he had work and financial problems, but thought he
was getting no help from the Clinic or any other agency. One
of these men was not receiving medication.

Of the 6 men not looking for work 5 were on Social
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Assistance and 1 on Disabled Person's Allowance. They had a
large age and educational range. All were schizophrenic
except for one, and most had been hospitalized at least 3
times. Only one had worked before. Five indicated that they
had a financial problem, and most said they were getting help
from other agencies. Three stated that they had a work
problem, but were receiving no help from the Clinic or any

other ageﬁcy; All were on medication,

Work Needs of thq Singlg Woman

| Thelé single women in our sample comprised 3 who
had grade f—9 education, 3 who had grade 10-12 and another 3
who had some university. Two stated that they had jobs, 3
that they were looking forhwork, and |}, that they were not
looking for work.

The two working women had a large age and educational
range. One felt that she had no work problems. The other
ﬁentioned work problems, but felt éhe was receivihg some help
for this problem from the Clinic. Both were receiving medica-
tion.

Three women were looking for work. Two had depend-
ent childrén and both were young. One had a gfade 9 education
and the other had a grade 12 education. One was diagnosed as
schizophrenic and was hospitalized 7 times; the other was
diagnosed as a depressive reaction and had been hospitalized
once. The former woman stated both financial and work problems

and felt she had received no help from the Clinic or any other
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agency. She was on medication. The latter woman stated
financial and work problems, but ﬁhought she was getting some
help from the Clinic for her work problem. The third woman

was in her forties and had a grade 8 education. She was living
on Social Assistance. She had been hospitalized once and felt
she was getting no help for her work problem,

-There were two older women who were not looking for
wofk. ~One was on a pension and the other received money from
her husband's estate. Neither had any financial or work prob-
lems. A third younger women on Disabled Person's Allowance
stated she did receive financial ﬁelp, but thougﬁt she had a
work problem for which she waé not receiving help. Our fourth
woman was in a very confused state and was rehospitalized as

mentioned earlier,

Work Needs of the Married Man

Of the 8 married men four men were working, and the
remaining L were not looking for work.

One of the working men was in his thirties, 2 were in
their forties, and the other in his fifties. Two were diag-
nosed as schizophrenics and 2 as depressive reéction31 One
was a university graduate and the others had grade 9 of less.
Two were unskilled, one skilled, and one professional.

One person stated that he had financial and work
problems and was getting no help. Another stated work problems
and no help given. One felt he had no financial or work

problems and a fourth stated work problems, but thought he
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was receiving a lot of help from the Clinic and theraby
group for this difficulty.

Three people not looking for work were all over
60 and were retired. They stated no financial or work
problems. The remainiﬁg person not looking for work was a
young man with 3 children. He was living on Social Assis-
tance, was diagnosed as schizophrenic, and had been hospital-
ized twice. He had a university degree. He thought he had
financial and work problems, but was not réceiving any help.

All were taking medication.

Work Needs of the Married Woman

| There were 2 married wbmep with jobs., All the rest
were not 160king for work. One woman had obtained her job
with the help of the Clinic. Both working women stated
financial problems and no help given.

There were 15 women not looking for work. Six
thought that they had no financial or work problems. One
gstated a financial worry and a lot of help given by another
agency. Two stated financial problems and no help given, and
3 stated ﬁork problems and no help given. Other women indi-
cated that their husbands were receiving Social Assistance,
Workmen's Compensation, Veteran's A1lowanée, gr‘Old.Age Pen-
sion., Of these women a few gtaéed financial problems and
work problems and no help given from other agencies.

In surmary then we find the following problems

and help given.
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Table 22, Statement of Work Problem

and Help Given

Work Problem Help Given by
Stated By Clinic
1 Single Woman Working YES

1 Single Woman Looking for Work YES

1 Married Man Working YES

3 Married Women with Husbands

on Some Assistance YES

6 Total
1 Single Man Working NO
1 Single Man Looking for Work NO

2 Single Women Looking for Work NO

1 Single Women Not Looking for Work NO

2 Married Men Working | N NO

1 Married Man ﬂot Looking for Work NO

3 Married Women Not Looking for Work NO
11 Total

C. Home Needs and Help Given

In this section on home needs weﬂwill consider the

interviewer and client estimates of housing and housekeeping

problems.,

agsessment of family relationships.

We will then look at the client and interviewer

Finally, we will examine

the home needs of married and single men and women with par-

ticular attention to. those with children and those who were,
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according to interviewer estimates, coping, not coping,or

partially coping.

Client and Interviewer Estimate of Housing Problem

The overwhelming majority of the clients rated their
accommodafions as satisfactory. The interviewers estimated
housing and neighbourhood as‘very'poor, poor, fair, good, very
good, and excellent. They found 30 individuals to have fair
or good housing, 9 feli below that and 5 were above. Similar-
ly with neighbourhood, 32 people were rated as living in a
fair or good neighbourhood. Seven were in poober areas, while
5 were in better areas. (Appendix B, Table 21)

Agked about their accommodations some peopie com-
plained that there was not enough room. Several people had
more than 2 people sharing one bedroom. At least 5 accommo-
dations were in the skid row of downtown Vancouver: dingy
single rooms generally unattractive and dirty.

Usually people lived in their residences for some
time. Thirty had been in their home over a year. The over-
Wheiming majority of peoble had been out of hospitai under

6 months.

Client and Interviewer Estimate.of Housekeeping Problems

The interviewers also rated the housekeeping stand-
ards. Thay considered 30 to have fair to good housekeeping,
7 to haﬁe poor or very poor, and the remaining 7 to have very

good. (Appendix B, Table 21)
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About half of thé people prepared meals themselves,
handled the grocery money, and did the cleaning. About one-
third did the shopping and laundry. Some people shared these
tasks, notably the cleaning. In othér gituations, others
took household responsibility, espeéially for the shopping
and the handling of grocery money. Only 5 people said they
were ungatisfied with the housework situation. Thirty thought
that they were satisfied or fairly satisfied. (Appendix B,
Tables 23 and 24) |
» In the probe questions about a dozen women com-
plained of’the housework, Some said they had no interest in
it, others said they had no energy to do it and no ambition
to keep it up. About a half dozen people lived in filthy
conditions aﬁd were satisfied with the housekeeping. Many of
these were single people, but some had families. Those who
lived in boarding homes or with friends or relativés had

relatively satisfactory living conditions.

Interviewer and“01ient Asgessment of Family Problems

Most people felt that they ﬁnderstood others and
that others understood them. When we compared understanding
of others with others understanding them, we found that
people generally felt that they. understood others more than
others understood them. In the probe questions it seemed to
the interviewers that manﬁlof these people had a rather super-
ficial understanding of the people they lived with. (Appendix

B, Table 2l)



- 8% -

Only 7 people thought that their relationship with
their family was poor or very poor. The remaining 27 thought
that they got along well or very well; Only one person
stated that he often thought of leaving, although about one-
third considered it sometimes.

According to the interviewers, it seemed that about
half a dozén people had good relations with their spouées.
The spouses were realistic and supportive. Several pseople
had adjustment problems, but were manéging. A number had
little contact: they were "leaving each other alone."
Another half a dozen wWere céntinually quarrelling, fiéhting
over money problems, and drinking heavily.

Children presented some problems. Some worried
about older children: their rebellion and "boy crazy"
behavior. Smaller children were disciplihe"problems and a
source of frustration to some of the married women,

Other individuals were living with their family

of orientation. There were frictions in these homes.

Home Needs of the Single Man

For home needs we will consider any statement of
personal, marital,.or other family problems. The inter-
viewers assessed | individualé as not coping, S ag partially
coping and 2 as coping. Again background information is pro-
vided on each group to help the reader make a fuller assess-
ment,

The L individuals who were not coping ranged in age
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from 30—50 yeérs. Three were schizophrenic and only one-had
been hospitalized less than three times. Three lived by them-
gelves and none was working. None of these men stated any
personal or family problems and nO‘help‘was indicated. One
man was not taking medication,

Those partially coping ranged in age from 20-40
years. Ali had been hospitalized 3 times or more. Most were
schizophrenics. One lived by himself, one boarded, one lived
with a brother and 2 lived with mothers. Two had resided at
their present addresses less than 6 months.and the other 3 had
not moved from their‘families. Only one had a job. Three-
persons stated a personal problem. Three listed othef.family
problems, None of these men said that they had received any
help. Three were taking medication and 2 were not.

The two men who could cope both had jobs. One lived
with friends and the other by himself. No problems were stated

by these 2 men and no help given.,

Home Needs of the Single Woman

There were 3 women who the interviewers estimated
were not cbping, 5 who were partially coping and one who was
coping.

The 3 woren who were not coping were older. All
were schiszhrenic and had been hospitalized 2, L, and 6 times.
Two lived by themselves and one with a sister, One had
fecently moved and the other 2 had lived in their residence

for over one year. One had a job. Two of these women said
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that they had no problems and were receiving no help. The
third stated a personal and other family problem and thbught
she was getting some help from the Clinic for these problems.

For those paftially coping there was an age range
from 20-70 years. Three were diagnosed as schizophrenic and
2 as depressive reaction. They were hospitalized from one to
7 times. One lived in a boarding house, one with her sister,
one with her mother and daughter and one with her parents and
son. The fifth lived alone with her children. Three of these
women said they had no problems and were not getting any help.
The other two women both had children and stated personal and
6ther family problems. Both felt that they were getting some
help from the Cliniec. |

One person was coping. She was 50 years old, had been
hospitalized only once. This person had a job and lived in a

hotel, She stated no problems and no help given.,

Y

Home Needs of the Married Woman

| Twelve of the married women had young children, 2
had older children and 3 had no children in the home. The
interviewers found that é‘were coping, 8 partially copihg énd
3 were not coping.

A1l 3 of those women not coping had children. One
woman said she had no problems and received no help. Another
mentioned a physical problem and was getting no help. ‘The third
stated marital and other family problems. She thought that she

was getting some help for these problems from other agencies.
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One woman was not taking medication.

Two of the 8 women who were partially coping had no
children. Both expressed physical problems and one a per-
sonal problem. No help was received. There were 2 young
women in their twenties and L older women in their forties.
Two of the older women said they had no problems. Two other
61der women said they had marital problems. No helb was given.
Both young women thought they had marital and other family
broblems. One said that she was obtaining some help for
these problems and the other said she was receiving a lot of
help from.ﬁhe Clinic and from other agencies.

One woman without children was coping. She ex-
pressed physical, marital and other family problems. She
thogght she received some help for her other family problems.

There were 5 women with children who were coping.
Three pesople éxpressed physical problems: 2 felt they were
feceiving some help. Four women stated personal problems and
3 thought they had help given. Three listed marital problems
but none were getting any help for this problem. Three
sﬁated other family problems and again no help was'given.

A1l these women were on medication.

Home Needs of the Married Man

- Four of these 8 men lived with their spouses only,
3 with'their spouse and éhildren and one with his spouse and
parents. There were only 2 men who had dependent children.

One of these with children had a job and the other was on
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Social Assistance. Both of these men had uhiversity degrees
and were in their thirties and forties.

Four people stated no problems and no help given.
One man stated a marital and other family problem. Another.
stated a personal problem and a third stated physical and
other family problems. None of these people received any
help. One man considered that he had a marital problem and
said he got a lot of heip through group therapy.

In summary we find: |

Table 26. Statement of Home Problem
and Help Given By Ulinic

Home Problem Stated by Help Given by Clinic
1 Singie Womag Not'Copihg - YES A
2 Single Women Partially Coping ' YES

1 Married Woman Not Coping ' YES

2 Married Women Partially Coping YES

6 Married Women Coping ' | ' YES

1 Married Man ___YBS
13 ' Total

3 Single Men Partially Coping ” NO

2 Married Women Not Coping NO

Ly Married Women Partially Coping NO

2 Married Women Coping T NO

3 Married Men NO

1 | Total
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In this chapter we have examined the characteristics
of the samﬁle and explored their social, work, and home needs.
We have divided the sample into married and single, men and
women and discussed each group separately. We have tried to
give the reader some background information on each group
that would prove useful in assessing the potential:. of these
people for treatment. |

In the next chapter we will discuss the significance
of our findings in regard to an assessment of the services

presently provided for the discharged patient.



CHAPTER 5

SIGNIFICANCE OF THE FINDINGS
OF THE
PATIENT QUESTIONNAIRE

A, Introduction

In examining the findings of our patient question-
naire, one must be cautioned to avoid making generalizations
about the sample. In the first place, some problems arose in
the selection of the sample so the 45 subjects do not con-
stitute a truly random sample. Secondly, this is, of course,
an exploratory study and there is no control group with which
to compare the research sample. Some of the needs that we
believe are characteristic of our sample, could well be
characteristic of persons in the general population.,

Because of the inconclusiveness of data, the writers
are often only able to speculate on problems and unmet needs
that appear to be present. We do believe, however, that the
questions posed in this chapter are indicative of the necess-
ity for further study concerning unmet needs of discharged
mental patients and the organization of community services
to meet these needs,

To look at our sample more specifically, we belileve !
that one'of the most significant features is the fact that
58 percent were diagnosed as-schizophrenic.. This percentage

is in line with the generally accorded incidence of the
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diagnoses of all those patients attending the After Care
Clinic in Burnaby, B, C, The debilitating effects of the
disease muét constantly be kept in mind.

It is often insidious in onset, precedsd
by gradual failure in a number of areas
of 1life. Although treatment brings
about a remission of acute symptoms, it
might be thought of an essentially a
chronic, phasic disorder rather than as
a relapsing disorder because it often
leaves a defect that continues to handi-
cap the afflictid individual between
acute episodes.

Throughout the analysis of our patient questionnaire, the fact
that there is such a high percentage of our subjects with the
diagnosis of schizophrenia, is reflected in many of the ques-
tions raised and suggestions made.

Initially, we are interested in the genefal picture

presented of the services given at the After Care Clinic.

B. Services Rendered

To go back to the time of discharge of the sample from
the mentél hospital, we find it quite surprising that in 34
percent of the cases the subjects state that the hospital had
made no leave plan for them. We might speculate on several
reasons for the apparent omission of this essential phase of
rehabilitation., First of all, it might be as the patients.
state, that no leave plans were made. Secondly, it might be

that if made, they weren't communicated adequately to the

1, Cumming, Elaine and John. "Some Questions on Community
Care." Canada's Mental Health, 13(6), p. 9.
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patient or thirdly, perhaps the subjects we interviewed were
rather hazy on what had been done. It is considered that
contact by the hospital psychiatrist»or social worker with
relatives is also an essential'factor in discharge planning
but according to soﬁe of the patients this contact was not
always made.

The subjects of our sample express 72 problems that
they are concerned about. It is interesting to observe that
the After Care Clinic is giving assistance on 20 of these
problems whereas the community agencies are giving help on
35 of the problems. Such community agencies and individuals
are the Public Health Nurse, school counsellors, Provincial
Department of Rehabilitation, City Social Service, Depart-
ment of Veterans Affairs, Outpatient Department of the
Vancouver General Hospital. We might wonder in-what'waj
these agencies became involved with the patients, i.e. if
referrals were made by hospital or After Care Clinic per-
sonnel. 1Initially, of course, the making of referrals is the
responsibility of the hospital at the time of discharge of
the patient. One of the most significant concepts that is
noted again and again in the literature is that of the
necessity of continuity of care. "The principle of contin-
uity of care reqﬁires the closest pbssible co-operation and
integration between the various services and professional

staff.“l

1., Canadian Mental Health Association. " More for the
Mind. 52 St. Clair Ave., Toronto, Ont., 1963, p. Ll.
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When asked the question as to whether their difficul-
ties hadwimproved since coming to After Care, 12 persons of
the total 45 reply "not at all" and 16 say "somewhat."
Although it is difficult to assess the validity of their
feplies, we might look at the facts of the sérvices available,
i.e. 34 of the 45 patients see the psychiatrists for 1 - 15
minutes and for all practical purposes no social service help
is. givem to them. | |

The writera cannot help but feel that it is somewhat
incredibie that ﬁu subjects of the 45 totai sample state that
they have no contact with a social worker. Many of the
problems the sﬁbjects note - financial, employment, marital;
family - for which they receive no help would require the
particular compentence of the fully-trained social worker
to deal with - the capacity to understand the patient and
his family, the knowlédge of the community and its resourcss,
and the skill required to bring patient and rehabilitation
services together. Once again, we feel that we must repeat
that with the rapid discharge policies now in effect, the
patient cannot be expected to maintain any therapeutic
gains made in hospital unless he receives adequate aftercarse
service.

If the community as a whole is to be served, treat-
ment in most cases must be based mainly on supportive,
reality-oriented therapy plus pharmacological and environ-
mental lines. As stated above, 7l percent (34) of the

sample see the psychiatrist 1 - 15 minutes. His
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treatment then is going to be limited to dispensing medication
and very brief, supportive "therapy." This may,.of course,
be the coming trend. | | 2
Should the physician perhaps, be reeponsible
for diagnosis, medical treatment and follow-
up and leave to others who may be more
skilled and more appropriately trained the
problems of dealing with the social, voca-
tional and oiher aspects of the patient's
total needs? :
We are suggesting, then, that one of the most obvious lacks
in meeting the needs of the patients of the After Care Clinic
is the almost total absence, at least in our sample, of essen-
tial social work, counselling or rehabilitative services.

We stated that 58 percent of our sample were diagnosed
as schizophrenic. This mental disorder is the outstanding
problem for comprehensive community psychiatric services.
Hospitals can readily obtain a remission which justifies dis-
charge, yet all too often this is followed by early relapse in
the community. It is true that we really don't know to what
extent a comprehensive community service can felieve the
chronic handicaps of schizophrenia. However, it is generally
agreed that an aftercare service increases the chances of
patients being able to remain in the community. Some studies
show that organized follow-up care of discharged mental

patients can cut reedmission rates by about half, Therefore,

although there are great gaps in knowledge concernihg a mental

1. Roberts, C. A, "Community Psychiatry - Inte%ration or
More Specialization?" Canada's Mental Health, 13(6), 1965.

2, Free and Dodd; op. cit.
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disorder such as schizophrenia, the problem remains of pro-
viding as effective an aftercare service as is possible at
the present time.

Eighty-four percent of our sample are taking medica-
tion. As noted in Chapter 2, although the continued use of
medication is felt to be helpful, the psychological and
societal rehabilitation apparently play the most significant
roles. Once again, as will be repetitiously noted through
this study, we must point at the lack of social service con-
tact. We might query what beneficial effect the drugs are
really having on these 38 patients when for most of them there
is an absence of the rehabilitation services believed to be
- the most important.

| Sixty percent (27) of the sample are believed by the
interviewers to be functioning minimally or less than mini-
mally in the community. Although the accuracy of this figure
can be questioned, it does seem to be of significance in bear-
ing out the opinions of former patients of the mental hospital

that their needs are not being met adequatsly.

C. Needs of the Sample

1. Work Needs

"Fundamental to adequate social adjustment is the
ability to carry on a life task. For most adult men this
means engaging in a gainful occupation; for women it may be

1 g o -
either homemaking or employment outside the home.,"”  With this

1. Rose, A, Mental Health and Mental Disorder. W. W.
Norton Inc., New York, 1955, p. 500.
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in mind we wish to look at the employment pattern of our
subjects. While we recognize that any conclusions must be
tentative because of the size and selection of the sample, we
feel justified in making certain comments about employability
factors that appear to stand out rather sharply.

To look at the general employment picture, we find
several éspects that could be significant. We note for
instance that six of the 13 peréons working complain of slow-
ness, lack of energy and co-ordination., Five unemployed
people express considerable hesitancy about looking for work
and others are afraid to look at all. It might be wondered
if these problems could be due to temporary or long-term
residual effects of the mental illness, effects of any medi-
cation they are taking or to loss of their former ability to
function more adequately.

We have a picture here then of approximately one-
third of our sample expressing unmet needs. We can only
speculate what would be necessary to meet these. It might
be that the overall effect of the medication should be exam-
ined, that work assessments should be made, that re-training
or sheltered work placements should be explored.

Of the 1l single male subjects, seven ére unemployed
whom we might normally expect to be employed in our society.
To look at this more closely, we are able to ascertain some
of the possible reasons for unemployment. We have a picture‘

of frequent relapses in mental illness and several of these
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subjects have limited education. Of the seven, six have been
diagnosed as schizophrenic. As noted earlier, schizophrenia
often leaves a defect that continues to handicap the affected
individuals between acute episodes. We have to consider that
many of these persons may not have acquired work skills or an
employment history helpful in planning any rehabilitation.
Although we might assume that possibly several might not be
able to meet the demands and pressures of private industry,
they might be able to do a limited amount of work under
sheltered conditions. We have to remember, of course, that
frequently the problem is characterized less by the necessity
of finding work for the patient than the need to sustain him
psychologically so that he will not have to return to the
hospital.

As far as the married men are concerned, one man only
is on Social Assistance. This man agéed 34 has a specialized
University éducation. His‘diagnosis was schizophrenic re-
action, paranoid type. He is, of course, a very isolated
cagse, but the complexity of problems in rehabilitation and
treatment are pointed out here - the necessity to look at the
severity of illness, the home situation, cultural background,
pressures of responsibility. K11 of these factors would be
of importance in his capacity ﬁo be employed and would have
to be taken into consideration in order to be able to plan
adequately to meet his needs. The subject in question stated
he was not receiving any help fbr his employment problems

from either the After Care Clinic or any other agencies.
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Two of the nine single women are on Social Assistance
and both require considerable help. Both were diagnosed as
schizophrenic. One, a young woman of'26 has a history of
seven or more hospitalizations. ©She has less than a Grade
nine education and no special work training. She lives with
her parents. From the files we know that it is believed her
environment is not conducive to her improvement. Alternative
accommodation in a halfway house had been arranged for her at
one‘point but she had declined to try it and returned to her
family's home. Now that the patient has returned, the writers
suggest that her needs might be best met by giving casework
gervices to the family and by endeavoring to psychologically
sustain her in the community. The other woman on Social
Agssistance, aged L1, has Grade éight education only, has done
housework at one time, and was at the time of our contact
from the interviewer's impression, incapable of holding é'
job.

Both of these two single unemployed women state that
they are not receiving any‘sociai service help through the
After Care Clinic or from any other community agency. One,
however, feels she receives some help from her psychiatrist
at the After Care Clinic for her personal problems.

Concerning the married women, a significant fact for
the purposes of our study is brought out. Some of the women
subjects who state their husbands are on Social Assistance
or are receiving pensions of some type, indicate there are

financial and work problems in the home. We might wonder to

4
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what extent the women's mental illness is affected by their
economic situation orvconversely, to what extent the work
status is affected by the illness., We might ask who is
responsible for giving these families some type of service?
Would it be community agencies or the After Care Clinic?
Because of uncertainty, would no one feel responsible?

2. Social Needs

There are two aspects that should be borne in mind,A
when assessing the social adjustment of our sample. 1In the
first place our middle class Canadian culture is strongly
oriented toward social activity. However, not all persons
who are discharged mental patients come from such backgrounds
and their values and those of their families may differ from
the middle class norm. Secondly, although a pattern of
social activity might seem quite restricted to the inter-
viewers, it has been found that former patiehts wo feel that
their existence, although it might be lonely and inactive, is
consonant with their preferences, adjust significantly better
than do those who seem to prefer a greater or lesser activity
1evel.1 We have to keep in mind, also, that those who have
numerous activities and interests display a more successful
level of adjustment in general.

Five of the single men in our sample who have very
poor social contacts had the diagnosis of schizophrenia and

none are receiving any help in the socialization area, Per-

1. Minnesota, op. cit., Section D, p. 9.
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sons suffering from this disorder usually find it hard to

relate to others. Part of the treatment in hospital is directed
to their resocialization, but unfortunately, any therapeutic
advances made during hOSpitalization may well disappear if
following discharge the patient has no further opportunity

for social contact. 1In all of Vancouver, there is only one
socialization resource with services apecifically for patients
discharged from Riverview Hospital. This is the White Cross
Social Center of the Canadian Mental Health Association.

An interesting point to the interviewers is that none
of the single men and women who are felt to have very poor
Socialization activities are being given any help by the
Clinic or any other agency. Yet the three single women who
have been helped, have fair social contacts, and are able to
state that they have problems. We might ask if any help that
is given is directed to the individuals who have more hopeful
prognoses and who are able to verbalize their difficulties,
and the persons with the least hopeful prognoses and poorest
communication abilities, are neglected. We might suggest
that the lack of help given seems bound to be reflected in thse
high re-hospitalization rate and could assume the form of a
vicious circle.

We observe that most people are not satisfied with
their social 1life and we receive a rather general feeling of
hopelessness in the comments made concerning their entire

situation. We might remember that it is in the very nature
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of mental illness that patients give up helping themselves or
or often even seeking necessary assistance. They thérefore
require a reaching-out service. We are suggeéting then, that
these people are expressing unmet needs, that some service
must reach them if they are to be more "in" the community, not
just on the periphery.

A very significant point in line with the above is
that not one of the patients is involved in any social activ-
ities that the After Care Clinic sponsors at the Burnaby
Mental Health Center. For one thing, the Clinic is located
in a place very awkward to reach except by automobile. It is
also of note that the Clinic is located in Burnaby, while the
greater portion of the patients live in Vancouver. The
California Surveyl observed that it appears that the likeli-
hood of utilizing a community psychiatric clinic productively
decreases in proportion to the distance the patient must
travel to reach it. We know that the inconvenient location,
the distance and cost of the transportation make it difficult
for many patients to come to the Clinic for treatment. There-
fore, unless he has ready transportation and happens to live
near the Clinic, he is unlikely to utilize any social activ-
ities., |

3., Home Needs

There are several factors it is helpful to keep in

mind while looking at the home needs of the subjects. One is

1. California, op. cit., ps 7.
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that gstudies have shown that in families where there is a
high emotional involvement between the psychotic patient and
one or more family members and where contact with them is as
long as 35 hours a week, the hospital readmission rate is
significantly higher than for low-involvement, low-contact
patients.l The Minnesota Study researcher32 stated that one
of the impoftant factors affecting hospitalizatién of the
patient is the tolerance felt by relatives in his immediate
environment for his behavior. It was found for instance,
that the patients placed in nuréing and foster homes, although
they might have had a longer period of hospitalization and
were considered a "poor risk" had a significantly lower re-
hospitalization rafe. Thevoperators of the homes had a
greater tolerance of deviance. At the same time, thé study
concluded that an optimal balance of tolerance and antici-
pation of normal behavior is important in the ex-patient's
adjustment. “
Looking at the picture in general concerning home
needs, we see that 2l of the L5 subjects have had three
hospitalizations or more. Of the 24, seven have had seven or
eight hospitalizations. Fifteen of the 2l were diagnosed as

schizophrenic. Only one of these 15 is living by himself, in

1. Titmuss, Richard M, "Community Care of the Mental Ill:
Some British Observations." Canada's Mental Health, Supplement
No. 49, Nov.-Dec. 1965, Department of National Health and
Welfare, Ottawa, Can. p. 5.

2. Minnesota, op., cit., Section D, p. 1l.
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a boarding home. The remainder are living with their spouses,
parents, mothers, relatives and friends. They are going to be
inevitably involved in the interpersonal rélationships in the
home, We are justified in asking whether it is possible that
the environment is a factor in the number of hospitalizations
of these persons, andwhether an alternative environment is
less likely to produce exacerbations.

We further note in this connection that two young
single men are living with their mothers and one young woman
- with her parents. The total number of hospitalizations for
the three is 15. Current theories of the etiology of schizo-
phrenia in regards to the effect of familial environment
emphasize even further the reason for explbring the environ-
ment of these persons. None of the three are currently receiv-
ing assistance concerning family relationships, although we
"know attempts had been made to help the young women in the
past.

Freemanl states that the trend of discharging patients
to the community who would be formerly kept hospitalized due
to chronic mental illness can mean that the burden shed by the
hospital will be passed on to the family and will eventually
be seen in various kinds of secondary breakdowns in family

members, Repeated relapses of patients with all their assoc-

1.Freeman, Hugh. "Community Mental Health Services and
the Mental Hospital." _Presented May 3, 1963 at a Conference
held by the Pueblo Association for Mental Health in Pueblo,
Colorado, p. 16L.
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iated social disruptions will exhaust the tolerance of rela-
tives and of the community in general.

What about the subjects with children? Of those
with three or more hospitalizations, (2}), eight have chil-
dren of school age or under. We might ask ourselves what
the repeated hospitalizations are doing to the children. Who
looks after them when the mother of a family is hospitalized?
Homemaker service is almost non-existent in comparison to the'
needs of the area served by the After Care Clinic. There are
often only two adults in the family unit and it is very diffi-
cult for the duties of either one to be taken over by the
other. Frequently it is the children in the family who suffer
most when a parent is hospitalized because of mental illness.
Not only are there the immediate problems in relation to the
care of the children, but there are the long range effects
to be considered. One studyl indicates that children coming in-
to the care of a child welfare organization are three times
more likely to have a mentally ill parent than those with an
ordinary background. Of the 12 married womén with pre-
school or school age children, none seem to be obtaining any
specific help from the After Care Clinic regarding the care
of their children. Assistance to discharged mothers with
children would seem t§ be an essential of any adequate after-
care program.

In connection with carrying the responsibility of

1. Titmuss, loc. cit.



- 106 -

homemaking tasks, we note that only six of the 17 married
women seem to be coping adequately., What happens to the 11
persons 1in the roles of mothers and wives? We might ask our-

selves if the tolérance of the families is not being strained.

D, Conclusions

From the data of our patient questionnaire and the
opinions of the subjects as to the ways the program meets or
fails to meet their needs, the following salient points have
emerged:

1. The subjects express 72 needs, financial, work,
personal, physical, marital, and others,such as
family problems. They state they are receiving no
help from the After Care Clinic for 47 of the nesds
but some help for 16. On the other hand, they say
they receive some help for 17 of these needs and
congiderable for 18 from community agencies.

2., Pifty-eight percent of the sample were diagnosed
as schizophrenic. This fact must be kept in mind
when considering how their needs must be met ard
that a wide range of services will be necessary.

3. In 34 percent of the cases, the hospital made no
leave plan for the patients and there was a lack
of contact with "significant others."

4. Seventy-five percent of the patients state they
see their psychiatrist for 1 - 15 minutes, usually
once a month,

5. Ninety-eight percent of the patients do not receive
social services.

6. Sixty percent of the subjects, according to the
interviewer's impressions, are functioning mini-
mally or less than minimally in the community.

7. Fifty-three percent of the sample have had three
hospitalizations or more. Fourteen percent have
had seven or more hospitalizations.
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8. Of the 11 single men, seven are unemployed and we
have a picture of frequent hospitalizations and
limited employment opportunities due to lack of
education and training. It seems unlikely that
several would be able to function in the usual
work setting. Only one of these persons receives
any help from the After Care Clinic or community
agencies in this regard. Two single women are on
Social Assistance. One states she receives some
help through her psychiatrist at the Clinic con-
cerning work problems.

9. Five of the single men in the sample have very
poor social contacts but state they are receiving
no help in this area.

10. The After Care Clinic social program held at :
Burnaby, B. C. is not utilized by any of our sample.
The writers suggest that distance from Vancouver
might be a reason.

11. The subjects, in the writers! opinions, are direct-
ly and indirectly expressing a wide range of needs
that are not being met, such as employment,
possible sheltered work placements. There are
needs for marital and family counselling, social-
ization and recreational activity, halfway houses.
It is the unexpressed need, still unarticulated
as demand that is the unknown quantity.

We have posed a number of questions in this chapter
that we judge as legitimate. We are aware, of course, that
we have not been able to obtain all the facts that are of
importance in the questions raised. Howéver, we do feel
justified in taking note of various factors that appear to
be of significance in meeting the needs of discharged mental
patients through an aftercare program. In our next chapter,
we will look at the opinions of professional personnel from
Riverview Hbspital with regard to the present aftercare

program at Burnaby Mental Health Center and also the opinions
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of various community agencies that have contact with some of

the discharged psychiatric patients.



CHAPTER 6
QUESTIONNAIRE TQ STAFF

»In order to ascertain staff attitude towards present
After Care program and the purpose of After Care, a question-
naire was submitted to five staff doctors and five social
workers who are either presently or were formerly attending
‘the After Care Clinic. Results of the enquiry indicate very
decidedly that the service is inadequate. (Question 1 -

Appendix C).

A, Findingg

1. Purpose of the After Care Clinic.

In fhe bpinion“of the ten'professionals questioned
the main purpose of the After Care Clinic was to provide the
discharged patient referred to the service with an immediate
post-hospital contact, thereby filling his dependency'needs,
and, helping control acute symptoms. In the opinion of at
least half of those questioned, symptom relief, and the
prevention of rehospitalization were the main aims of the
After Care Clinic (Question 2 - Appendix C). Pharmacotherapy
was heavily emphasized in the After Care program (Question
L - Appendix C). The main therapies employed were listed as
(2) medication, (b) individual supportive therapy, and (c)

brief reality therapy (Question 3 - Appendix C).
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2. Character of Service

Both the quantity‘and quality of the present service
was felt to be unsatisfactory by a majority of the professionals.
(Question 9a and 10 - Appendix C).

3. Types of Patients Referred

‘Main categories of patients referred to, or seen at
After Care were schizophrenic, schizoid, and depressed. Many
of the other problem types, for example, alcoholics, inade-
quate personalities, marginally adjusted skidvroad patients, and :
sociopaths, in particular, were not usually seen at After
Care. (Queétion 5b and Appendix C). Obviously there are many
patients who do not receive support from After Care nor from
any other agency in the community.

i, Participation of Staff

'Attendgnce at the After Care by the professionals
interviewed was less frequent than might be expected. As a
point for serious speculation three of the five social workers
were attending not 'at all. (Question 5a - Appendix C).

Among the reasons given by the social workers for not attend-

"not

ing were: "too involved with in-hospital caseload",
convinced of the value of the present After Care set-up."

5. Extent of Contact

The average time spent with a patient by the visit-
ing docﬁbr, who saw an average of 8 patients in three hours,
was 15 minutes. Actual time spent by the doctor with the

patient would be reduced by time utilized to write up daily
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prescriptions and brief dictation on each patient seen.
Visiting social workers spent an average of 30 minutes with
each patient and saw an average of four patients in three
hours. The permanent staff psychiatrist of the After Care
program averaged 20-30 minutes per patient and saw 20-30
patients each week. The permanent staff social worker spent
an average of 30 minutes per patient with the 30-440 patients
seen on the average weekly. (Question 6 - Appendix c).

6., Other Resources

’Community.resources regarded_to be chiefly involved
in shared responsibility for any adequate program of after-
care in the community of Greater Vancouver included.the two
main psychiatric units, namely, the'Burnaby Mental Health
Centre and the Vancouver General Hospital. Other health And
welfare agencies such as Metropolitan Health, the Family
Service Agencies, and the Department of Social Welfare were
viewed as related parts in4the total aftercare picture. The
private psychiatrist, and the general practitioner were also
seen as fundamental resource persons to the program. These
findings relate to Questions 7 and 8 - Appendix C of the
Questionnaire. Aswdesigned, these questions, unfortunately,
proved too complicated and as a consequence, tabulations have
been omitted,

Te Bagic Therapies

Questioned as to the type of therapy regarded to be

essential in an adequate aftercare treatment program, the
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doctorsllisted individual supportive therapy as foremost
therapy; the social workers listed co-ordinated rehabilitation
planning. This probably reflects the particular orientation
of each discipline. Medication and brief reality oriented
therapy were definitely regarded to be important in the after-
care program and reflected the most commonly employed forms of
therapy in the present nominal After Care service. Family
therapy and group therapy as far as both doctors and social
workers were concerned, were seldom embarked upon but were
viewed as important forms of therapy in any adequate after-
care service. Long term extensive psychotherapy was regarded
by both disciplines as the one "unessential” therapy form

for aftercare. (Question 2a and 2b - Appendix c).

8. Staff Attituds

It goes without saying that the basic philosophy of
the therapist considerably affects the treatment approach.
As evidenced from the findings of the questionnaire, the marked
trend towards a medical-pharmaceutical therapy orientation
would narrow the base of service mainly to an extenaion of
in-hospital treatment with heavy emphasis on medication, As
a consequence, professional sights on the overall social and
rehabilitation goals are desultory and lacking in any con-
sistent sharp focus. Thié situation is best reflected in the
limited role of the soéial worker in the present aftercare

program,
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9, Suggested“Improvement of Service

| Ways in which the éfﬁéfcéﬁe'éervices can be improved
were suggested. The open question (Question 12 - Appendix
C) evoked some inferesting and constructive ideas of a more
comprehensive sort together with other, briefer, unelaborated
‘responses. In their comments, doctors and social workers
alike expressed ideas cogent to the concept of an adequéte
aftergare service. These ideas involved the area of organiz-
ation of aftercare services with its related problems of
staffing, locating and service coverage. Ideas were also ex-
- pressed which are central to comprehensive aftercare program-
ming -~ total co-ordination of aftercare resources, development
of resources tailored to the needs of the patients, decentral-
ization of After Care Clinics, and broad community involvement.
Also mentioned were the establishment and utilization of
community-centered treatment resources such as Pre-Admission

Service, Day Care Units, and a brief 2-3 day In-Patient €linic.

B. Analysis of Findings

‘1. An Analysis of the Staff Questionnaire

An ahalysis of the Staff Qﬁeétionnaire reflects the
concensus of professional opinion that:the pfesent aftercare
is giving only nominal service in both coverage and diversity.
The findings have indica#ed that many patients who may require
éontact with the After,Care Clinic are discharged from River-
view Hospital without referral for aftercare services. These

are the patients who exist in the community largely as social
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rejects, appearing as frequent clients at the Vancouver General
Hospital Out-patient's Department or as re-admissions to River-
view Hospital. ;Addiéiohally, many patients who could derive
benefit from group discussion or marital counselling are denied
this help owing to the limited nature and aims of the present
aftercgre program. In essence, if as the literature suggests,
an adequate aftercaré service is based on the 'spectrum! idea
of offering a diversified service to a variety'of different
clients, then the doctors and social workers are justified in
concluding that in its present state, the After Care Clinic
cannot, by any means, be regarded as adequate. At present the
aftercare service is essentially a medically focused éervice
and as such offers the social worker a very limited role in the
total program. This largely would explain why not all social
workers attend the Clinic and why the Social Service Department
as a whole is not more active in the aftercare prograﬁ.

2. The Idea of Co-ordination

‘The‘idaa of'éb-drdinétion - a close link between hospi-
tal and the community - recurred throughout the questionnaire.
It seemed obvious from the comments of both doctors and social
workers than an aftercare program cannot operate in isolation
but should be integrated with the community and the resources
therein. In the local area at the moment, it is evident we
" have not yet consolidated the first step towards better co-
ordination and that integration of After Care Clinic with other
community resources in Vancouver is as yet a far cry from

reality.
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3., Leadership

The cénviction comes through in the questionnaire that
the Mentél Health Seryices must provide leadership in the
development and co-ordination of aftercare services with other
community resources. It is illogical, after all, to expect a
resistent and poorly informed community to assume the leader-
ship role. The implication is that without considerable
support to dévelop services for the mentally ill, the commun-
ity will not only resist involvement but may well mobilize
its hostility, and end up by closing its door more tightly

on the problewm.
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QUESTIONAIRE TO AGENCIES

A, Introduction

In an attempt to elicit an opinion concerning the
division of responsibility between aftercare and community
agencies, the adequacy or otherwise of the aftercare service
from the viewpoint of the community agencies, the major
problems in planning as seen through the eyes of the commun-
ity agencies, letters were submitted to twelve community
agencies., In sending questionnaires to these community
agencies, the writers hoped to obtain a feedback which would
shed further light on the adequacy of aftercare services and
which also would assist in validating the findings of our

atudy.

B. Agencies Selected

The agencies selected fell within the catchment area
in which the group of patients in the sample for this study
were namely drawn. Our inquiries were directed to the follow-
ing agencies, most of whom had a responsibility in accordance
with the agency function to meet the needs of discharged
patients living in their area. Inquiries were directed as
follows:

Metropolitan Health Services .
Social Welfare Departments . .
Children's Aid Societies . . .
City Social Service Department .

Canadian Mental Health Agsociation
FPamily Service Agency . « « « « o
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C. Responses Obtained

In response to 6up inquiry, all of the agencies con-
tacted replied. Two of the agencies returned most compre-
hensive, well conéidered reports. The remainder showed
varying degrees of awareness of the function and responsi-
bility of the After Care Clinic. One social welfare depart-
ment administrator stated that he had little knowledge of
aftercare. Partly this lack of knowledge can be attributed
to the fact that his particular agency had been involved
minimally in planning for discharged patients, and partly
to the fact that very little effort has been made by hospital
administration to publicize or interpret the service to the

community.

D, FPindings of Questionnaire

1. Adeguacy

Tables of the Agency Questionnaire will next be re-
viewed., uThe ideas and attitudes of community agency adminis-
pratops and personnel are reflected in this section via the
questions. With one exception, all of the .agencies replying
to the questionnaire termed the service provided by the After
Care Clinic inadequate in their opinien. Among the reasons
most commonly put forth were: the distance involved in
getting to and from the After Care Clinic: the lack of
sufficient coverage in numbers of patients discharged to the

community and still requiring follow-up: the brevity and
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infrequency of contact between the patient and aftercare
following discharge from the hospital: the problem of
patient motivation: the emergencies which arise after hours
and on weekends when no aftercare help is available: and
finally, the lack of adequate community resources to deal with
the variety of problems presented by the different types of
discharged patients. (Question 1 - Appendix D).
2. Liason

Insufficient liason was felt to be a problem by more
than half of the agencies both in regard to other agencies
and to the After Care Clinic. Lack of referral by the agen-
cies and hospital alike occurred all too frequently. Failure
by the hospital to notify appropriate agencies of termination
of in-hospital treatment and dischafge of patients to commun-
ity was likewise, a frequent omission. Communication difficul-
ty was listed as the third main problem area for community
agencies, with staff shortages and diverse discipline orienta-
tions at the base of the difficulty. (Questions 2 and 3 -
Appendix D).

3, Division of Responsibility

<pivision of respohsibility for provision of services
to dischérgedlpatients is covered under (&) own agency |
responsibility, (b) other agency responsibility, and (c)
After Care Clinic fesponsibility.

(a) Own Agency Responsibility

Own agency responsibility included mainly
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financial help to patients - social assistance, boarding
placement, clothing. The second major service given by a
number of the ageneies‘to discharged patients and their fam-
ilies was concerned with the care and protection of children.
One Vancouver agency functioned to meet the social and re-
creational needs of ex-patients. Limited supportive case-
work was only once mentioned as a given service and reflects
one of the greatest gaps in on-going community help to the
discharged patient. Family counselling service (if appro-~
priate following assessment) was mentioned as being a
function by one agency. (Qﬁestion li - Appendix D)

(b) Other Agency Responsibility

Other}égency responsibility it was felt should
be determined by the needs of the patient. Mentioned as
agencies which should assume responsibilityAfor meeting the
needs of ex-patients were: The Family Service Agency for
casework services, The Commuhity Neighbourhood Houses for
group work sgrvices'and group activities, The Metropolitan
Health Clinics in the case of pre-school ahd gchool children,
and The Canadian Mental Health Association in the area of
socializetion and recreation. (Question 5 - Appendix D)

(¢c) After Care Clinic Responsibility

After Care Clinic responsibility was viewed
critically by the various agencies contacted. Most felt the
After Care Clinic should provide active consultation to

other community agencies as well as giving an on-going
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quantitative and qualitative supportive therapy to discharged
patients., The need for a more frequent contact with the
family doctor was -emphasized as well as a mpré aggressive and
sustaining follow-up service by the After Care doctors and
social workers. One agency felt better control ought to be
exercised by After Care over the unmanageable or dangerous
patient. (Question 6 - Appendix D) |

L. Major Planning Problems

Major problems in planning for discharged patients
were cited by the.community agencies as follows: rapid dis-
charge with inadequate discharge planning; lack of sustained
contact following discharge and lack of adequate follow-up by
both doctors and social workers; unproductive referrals to
the family doctor; and lack of adequate referral to the
community agencies involved. Insufficient planning for need-
ed serviée was coupled with the lack of suitable community
resources (i.e. appropriate jobs, suitable living arrangements)
and an insﬁfficiency of trained professionals. Also, the
point was expressed of insufficient concern for the pro-
tection of the community and the inability of community agency
personnel to provide adequate supervision. (Question 7 -
Appendix D)

5. Other Comments

Other constructive suggestions included: emphasis on
prevention using the Mental Health Centre for referrals and

screening to avoid unnecessary hospitalization; an estimate
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of present and projected needs for service so that services
on an on-going basis might be provided; responsibility for
the development and provision of these services to the men-
tally ill; adequate medical supervision on a twenty-four
hour basis, with home visits when necessary; tailored
resources such as small living units operated by qualified
people, sheltered workshops, suitable job placements, and the

opportunity for socialization. (Question 8 - Appendix D)

E. Analysis of Findings

Analysis of the Agency Questionnaire indicates in
many instances, sharp awareness on the part of community
agency administrators where the problem of the mentally ill
person in the community is concerned. As a matter of fact,
one feels the views expressed reflect a realistic interest
in the current trend towards comprehensive community
psychiatry.

1. Responsibility in Development and Provision of
Service :

In general, administrators of social agencies are
keenly aware no array of therapeutic and supportive programs
exist to meet the needs of patients discharged to the local
community. Existing resources are slim, and more often than
not, lacking altogether. Each agency sees itself giving only
its primary service--not including psychiatric follow-up. It
seems apparent that the community agencies, involved as they
are in their own particular sphere of function, are not going
to take the initiative for developing and providing services

to the mentally ill. This means of course, initially, the
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major responsibility for the development and provision of
aftercare segvices must inevitably lie with the'Mental Health
Service Division. The implication here is that if the commun-
ity agendies are expected eventually to carry their own pro-
grams for afteréare, then considerably more effort by the
Mental Health Branch must be made to educate, involve, and
éupport the community agencies to équip them to handle the
problems of the mentally ill.,

2. Coordination and Control

Further; from the comments made, agency adminis-
trators feel keenly about the inadequacy of their staff to
cope with the problems of the mentally ill in the community.
They state, all too often when patients are discharged, the
trelt" anxiety on the part of the community and of the commun-
ity aéencies themselves, is entirely disregarded by hospital
administration. To expect the community, without adequate
support, to assume responsibility where "threat" exists is
wrong, particularly, when one stops to tﬁink hoﬁ ba&ly needed
is a "therapeutic" community if patients are to be\rehabili-
tated to that comﬁunity. In this light, it wotild seem that
coordination of services between the Mental Hospital and the
community agencies is a must if control is to be brought into
the present unstable situation between the éémmunity with its

social agencies and the Mental Hospital.

3. Current Dilemma

In termé of post-discharge planning, a definite
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schism appears to exist between what the hospital medical
staff feel to be adequate treatment and planning and what
the community agencies see as adequate, While, undoubtedly,
community expectations are perhaps too high, the same may be
said of hospital expectations in terms of what behavior is
acceptable to the community or what community agencies can
accomplish with limited staff and resources in terms of
agsisting patients in ﬁheir social and vocational adjust-
mént. Certainly the family doctor to whom many patients are
referred for follow-up service, 1s in no better position
than the community agency as far as time and training, but
is able to provide medication. The crux of the matter would
seem to be that the current trend of brief intensive treat-
ment and rapid return of patients to the community has pro-
duced a dilemma in the provision of adequate aftercare
gservices. This dilemma is reflected in the comments of

cormunity agency administrators on problems in planning.



CHAPTER 7

CONCLUSIONS

A, Introduction

“ From the beginning of this century there has been a
persisteﬁt shift of the locus of psychiatric care toward the
community and it is now gemerally believed that psychiatric
patients should be treated esarly, speedily and close to home -
95 percent of general adult psychiatric cases, it appears,
can be treated with, or without, hospitalization and can be
maintained in the community with adequate treatment and
supportive services.1 Two patterns of community psychiatry
are presently apparent; The first is the pian based on a
community mental health center and the second, the integration
of the mental health services with other community health and
welfare services.

At the moment, the Burnaby After Care Clinic of the
Provincial Mental Health Sefvices is in the unique position of
being somewhat in the center of two such patterns with no blue-
print for the future visible. There seems to be no plan at
the present of developing a comﬁunity-based mental health
center in Vancouver. The integrated approach of psychiatric
services, based on genéral hospitals, although it has been in

the discussion stage, has so far not materialized.

1. Roberts, op. cit., p. 3.
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Algng with the conflicting opinions concerning the
above two approaches, an extremely important factor to take
into consideration is that of the recommendations of the
Royal Commission on Health Services.1 The Commission has
made a number of impbrtant recommendations that are inevitably
going to have considerable influence on our present services
for the mentally ill. Some of the recommendations concern
training grants for professional personnel, psychiatric wards
or units in or attached to general hospitals, that such
psychiatric units have out-patient departments, in-patient
treatment and consultative service, 24 hour emergency service
and "day" and "night" care programs. Another important fac-
tor is tﬁat a national health scheme will give free psychiatric
service to everyone. It is expected that psychiatric coverage
will be available undef such a plan to L0 percent of the
population for the first time, that percentage not covered now
by pre-paid plans.

We hope and in fact expect that in time most of these
recommendations will be implemented. However,.we know that
none of the recommendations will come into effect until July
1967 and that a great percentage of them will in all proba-
bility take at least several years,

In the meantime, we are faced with problems that must

at this time be coped with. Ways must be found to meet the

1. Canada, Royal Commission on Health Services, Report,
Ottawa, Queen's Printer, 196l. -



- 126 -

problems in caring for mental illness in the community and
developing rehabilitation resources and also; the trends that
are visible in mental health programming must be kept in
mind.

In this thesis we have looked at, amongst other things,
the needs of the patients served by the After Care Clinic,
the opinions of the professional personnél regérding services
and also those of the community agencies who see a portion of
former mental hospital patients. Certain important ideas
have emerged concerning the scope,kco-ordination of services

and the division of responsibility for those services.

B, Scope of Service

 Aftercare is defined as any service which promotes
the adjustment of the discharged patient as he starts life
anew in the commuﬁity. We have illustrated from our patient
questionnaire that the needs of the former psychiatric patients
are many and varied. Numerous resources are required to meet
them. Treatmeht must be based mainly on supportive, reality-
oriented therapy plus pharmacological and environmental lines
if the community as a whole is to be served although intensive
psychotherapy both individual and group, should be one of the
treatment facilities available. Some of the newer aftercare
facilities that are considered to be essential are special-
ized day and night hospitals, half-way houses, day centers,
vocational rehabilitation resources, foster family homes,

sheltered workshops, group and recreational outlets.
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The professionals who are engaged in providing ser=-
vices at the After Care Clinic agree that medication and
brief reality oriented tﬁerapy are the most cormmonly employed
forms of therapy. However, they indicate that they believe a
more diversified service that would include such facilities
a8 noted above must be provided to meet the various treat-
ment needs of the patients and further that the base of the
service should be broadened to cover a wider range of
patients.

It is recognized that there is almost a complete lack
of the services that are considered a sine qua non of any
comprehensive aftercare program. However, there are certain
specific deficiencies we feel justified in noting.

1. Location

_Oné of the greatest drawbacks of thse Afﬁer Care Clinic
is the fact that it is not located in the center of population
and undue hardship is imposed on many patients because of this,
The Clinic does offer services one evening a month but the
distance that most patients have to travel is a discouraging
factor that adversely affects the full utilization of these
services.

2. Emergency Night Time and Weekend Service

This tyﬁe:of service is not avgiiéble to the patients
of the After Care Clinic. The Amsterdam Municipal Psychiatric
Servicslwhich>o£fefs a 2l hour service found that well over

70 percent of emergency calls. do not result in hospitalization.

1. Lemkau, P.V, and Crocetti, G.M, The Amsterdam Municipal

Psychiatric Service. A Psychiatﬁic Sociological Rgview
American Journal of Psychidtry, Vol. 117, pp.779-783, 1961.
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The Montreal General Hospital offers the same range of services
énd have found that the great majority of psychiatric emer-
gencies take place during the night hours. In their exper-
jence close to 50 percent of all psychiatric‘emergencies do

not require treatment in hospital. We feel that it is
legitimate to\éuggest that the rehosﬁitalizations of a

number of After Care patients might be prevented if emergency
service were available.

We mentioned that the Clinic is open one evening a
month, uFormal daytime hours of clinics are belisved to have
an adverée effect on the employﬁent status of patients, If
more patients had readily available and accessible evening
services, they might be more able to fulfill their working
responsibilities.,

3. Exciusion of Certain Diagnostic Categories

'Céftaih cétegories.of patiehté ffém Rivérview Hospital
are more or less routinely excluded from referral to the After
Care Clinic. These include, for instance, alcoholics and
character disofders. We are not suggesting that these groups
should be the’responsibility of the Clinic. We are, however,
saying that they most frequently do not receive any assis-
tance whatsoever from the Clinic or the community, and that
some form of service should be developed for them.

Another group of patients that the hospital seldom
refers to the After Care Clinic is the one composed of those

eligible for M. S. A, insurance. Referral to the Clinic -
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is at the discretion of the individual hospital psychiatrist
and is highly subject to bias. Private psychiatric services
are not always the answer to thewrehabilitation problems of
the discharged mental patients and theré is also the con-
sideration of the cost of medication. The Clinic dispenses

medication free of charge.

L. Availability of Psychotherapy
to offer.psychotherapy to discharged mental patiénts.“ How-
ever, as noted earlier in this section, such a service should
at least be available in a comprehensive aftercare program.
The Burnaby Mental Health Center does offef such a service
but it‘is highly selective and not always readily available
to former patients who might be referred from Riverview.

5. Group Therapy

i This is a sad1y neglected facet of the After Care
Clinic. In our patient questionnaire, two of the patiehts
who said fhey were receiving considerable service from the
Clinic, were invg}oup therapy with a psycholoéist from River-
%iew Hospital who assumes aftercare responsibilities., Group
theraby is well recognized as a significant trend in treat-
ing mental patients. If we are to provide better service
to the increasingly lafge numbers requiring it, this type
of treatment seems to be a natural line to follow.

6. Social Wopk Service

wOné ofhﬁhébhéét significant findings of our
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questionnaires is that 4 of 45 of our sample are not receiv-
ing social work services and that three of the five social
workers queried about aftercare services do ndt attend the
After Care Clinic. Since the needs of the patient are of
such a varied nature, it would seem desirable to expand the
involvement of social workers in an aftercarse program.

These are only a few facets that we believe to be of
significénce in the scope of services offered. We belié%e
that readily accessible emergency service is essential. FWe‘
further feel justified in stating that certain forms of
service could be implemented without too much difficulty and‘
also that a critical eye should be cast at certain procedures

of the Burnaby Mental Health Center and Riverview Hospital.

Ce. Co-ordipation of Services

1. Within #ﬁé'Hoépitéi

As in'éll 1érge méntal hospitals, Riverview Hospital
has within its structure many problems of co-ordination which
the present administration is trying to work out. 1In a
specifically medical setting, the Social Service Deﬁartﬁent
functions as an ancillary service. Problems of c;—ordinating
the treatment aims of the medical staff and the rehabilita-
tion goals of the social workers have always existed and in
some measure will continue to exist., It would appear many
of the problems in co-ordination stem from the lack of unity

among the various professional disciplines.
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2. Between the Menpal Health Services

Mental Health Center has relevance for this study, if for mno
other reason than to reflect the difficulty of co-ordinating
related services within the Mental Health Services Division.
A curfent problem of co-ordination prevailé between‘the
Burnaby Mental Health Clinic which generally provides therapy
for a small number of selected patients and the After Care
Clinic which must provide therapy for a maximum number of
patients in relation to a small part time staff.

3. Between Riverview Hospital and Community Agencies

'Some of the significant findings of the Agency
Questionnaire involved vital factors in the Whoié process
of co-ordination of services. Among the factors mentioned
were liason between agencies, adequate referral service,
relaxed communication, co-operation, and consultation. We
must face the fact that for a number of reasons the communi-
cation between the Riverview Hdspital and the community
agencies generally nas been scant. We are of the opinion-
that ease in communication between services coincides with
good co=-ordination of the services each has to offer,

li. Between the After Care Clinic and Community Agencies

At the momeh?_ény semblance of co-ordination between
the After Care Clinic and other community health and welfare
agencies is practically non-existent. An attempt on the

part of top hospital administration to co-ordinate the After
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Care Clinic with the one other main community psychiatric
fesoufce, the Vancouver General Hospital has not been too
successful. It did openpthe door however for future nego~
tiations so that now at least there is the possibility that
an accessible aftercare service could conceivably be
established in the community of Vancouver proper working in
conjunction with this one other major psychiatric resource.
We would envisage in this sort of aftercare program many of
the services recommended by both the staff and agency per-
sonnel in their respective questionnaires, namely, pre-
admission service, walk-in clinic, night hospitai,'emergency
service, and the like,

5. Referrals for Service.

In no other area doss the inter-disciplinary bias
show so élearly as in the area of referrals. As previously
mentioned in this section referrals have a significant
relationship to co-ordination of service.

Under the present aftercare arrangement the main
body of referrals from the hospital to aftercare come from
the doctors themselves. We would expect this to be the
case since each doctor has the regsponsgsibility for providing
aftercare services to those of his patients whom he‘feéls
requires them. One would question what happens if a partic-
ular doctor has a particular bias towards a patient:

It is significant that few referrals to the After
Care Gliﬁic are made by the hospital staff social workers.

One would wonder whether the hospital social workers do not
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feel they have a contribution to make in the area of follow-
up and rehabilitation.

As the referral system is structured at present
private psychiatrists and general practitioners in the
community can and do make a number of referrals of patients
to aftercare. In the case of community social agencies how-
ever the presenf general poliey governed by factors such as
the size of aftercare ataff, does not encoufage expansion of

the service through community referrals.

D, Division of Responsibility for Aftercare Service

" If we are to cbnsider where the.diviéion 6f résponsi-
bility for the provision of aftercare services lies, we must
first determine to what extent the community agencies are
willing to participate in a comprehensive aftercare program.
At the moment community agencies prefer to remain outside :
of the program giving only their primary service to dis-
charged patients but not the psychiatric follow-up which
patients usually require., Rather, from their questionnaire
comments about responsibility, community agency administrators
tended to exﬁect the Provinciai Mental Health Services to
take the responsibility of providing aftercare services to
dischérged patients, _

The Riverview Hospital, on the other hand, while it

has extehded‘service into the community through the After

Care Clinic would prefer that community health and welfare
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agencies share responsibility with the hospital in the pro-
vision of aftercare services to the many patients discharged
to the community. In particular, the professional personnel
of Riverview Hospitél saw the Burnaby Mental Health Centrs and
the Vancouver General Hospii_:al‘. as sharAi.ng 1:»he~ rééponéibility.

Here then is the picture: On the one hand of commun-
ity agency personnel feeling that responsibility for the pro-
vision of aftercare service should be that of the Provincial
Mental Hospital while, on the other hand hospital personnél
feel the aftercare service should be a shared responsibility.
Because thHe division of responsibility for provision of after-~
éare services was not clearly agreed upon by the respective‘
agencies concerned, it seemsdxto us that many patients dis-
charged from hospital to community were not receiving service
from either fesoyrce.

Another aspect which must be considered is the special
nature of the service itself. Many social agencies in the
community eﬁploy a large number of untrained personnel who
are ill-equipped to provide the specialized casework services
which the discharged patients would require. As a matter of
fact, even the experienced social worker, genefically trained,
could quite conceivably feel out of his depth in coping with
the problem of giving aftercare services to the mentally ill.
Might this illustration not point up the need for specialized
casework training for social workers going into special

fields, the field of mental health being one of them?
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Disadvantaged as most of the community agencies would
appear to be through lack of trained staff and limited re-
sources it is not particularly unusual that they should look
to the Mental Health Services Division to provide the leader-
ship reduired to educate the cémmunity and to provide the
guidelines for participation in the development of resources
tailored to meet the needs of the discharged mental patienty
This responsibility, we belisve, the Mental Health Services
Division should assume. Might not tpéined social work staff
frqm the Mental Health Services Division be districted in
communityihealth'or welfare offiées to assist as educators,
psychosocial diagnosticians, and therapists?

Future developments in the provisioﬁ of aftercare
servicesmmay also affect the division of responsibility between
medical and social work staff. There is the suggestion that
doctors in future may function pfimarily within the hospital
settings to diagnose and treat leaving the area of aftercare
and rehabilitation to the social workers and other special-
ists.l

This trend of development could well pose & serious
problem to a continuity of care in the_éervice of aftercare.
Although felt to be highly desirable, actual continuity of

care is seldom possible for a number of reasons. It would

seem imperative if the responsibility between doctbrs and

1. Cummihg, 02.>cit.
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social workers were divided in this manner, however, to
establish within the community a complement of highly
skilled psychiatric social workers in order that continuity
of care for discharged mental patients will be provided.

To conclude, some of the suggestions made here may
be partiéularly relevant where engaging community agencies and
the community at large in a comprehensive aftercare program

is concerned.

B, Puture Trends

‘As ‘we have noted, there is an uneasy state of flux
at the pfesent time in mehtal health programmingAbetwéen the
Provincial Mental Health Services and the Vancouver General
Hospital. Although the integrated approach to community
bsychiatry has not materialized so far, we might speculate
that with the influence of the recommendations of the Royal
COmmission on Health Serviées, such an approach could be
instituted.

Aftercare services would no doubt be a facet of such
an integrated pattern. We have noted the recommendations
concerning out-patient départments, twenty-four hour emer-
gency service and "day" and "night" care programs. Another
recommendation is éhatxthe péoposea psychiatric units of
general hospitals develop & rehabilitation service properly
staffed with psychiatric social workers and psychiatric
nurses and that this service be fully co-ordinated with

other community health and welfare services.
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We have made mention of the current problems con-
cerning écope, co-ordination and responsibility for after-
care programs, We believe that internal and external stress
will be characteristic of our mental health services for
some time to come.

Along with the possible future developments in pro-
viding services there are other trends to consider, such as
those of population. Since we have the ability to project
population growth and demographic trends, it is éséential
that such projections be used for rational planning to meet
mental health needs of the future. We are in a time of
extremely rapid social change in Canada and it is safe to
assume that much of this change will have a bearing on the
mental health of our population and mental health services
required. There is reason to believe, for instance, that
workers disblaced by automation may suffer mental as well as
economic distress. Dr. Hugh Keenleyside1 recently predicted
that divorce and alcoholism rates will double and the suicide
rate will triple within the next ten years. From our patient
questionnaire it seems that many of our formaf mental hospital
patients have unmet needs and we have felt justified in mak-
ing assumptions as to what effects the lack of a comprehensive
aftercare is having on the rehabilitation of the patients.
Even though private psychiatric care will bs available to

many more citizens in the future under the proposed national

1. "Keenley81de Paints a Gloomy Future " Vancouver Sun,
Vancouver, 5 March 1966, p. 2. . - , )
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medicars plan, there will still remain many persons requir-
ing services of an aftercare program. With our experience in
mind then, and such gloomy predictions as those of Dr., Keen-
leyside, we see it as essenﬁial that as adequate an“aftércare
program as is possible under the present confused state of
services, be developed.

It is vital further, that increased funds be made
available for the expansion of co-ordinated programs of re-
search into the causes of mental illness and that community
programs ahd presenﬁ treatment of services in the mental
illness field be continuously evaluated. A better understand-
ing must be gained of the consequences of various activities
directed towards the improvement of mental health and the
. prevention and control of mental disorders.

No ambitious plans, of course, can come to full
fruition without the proper number of people to do the job.

If mental health facilities and.programé are to accomplish

the purpose for which they are designed, they must be centered
in people. Along with the present population trends there
must be a commensurate increase in the recruitment and train-

ing of mental health manpower.
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APPENDIX A

A QUESTIONNAIRE UNIVERSITY OF BRITISH COLUMBIA
SCHOOL OF SOCIAL WORK

We are doing a study on the After Care programme and need to -
know something about the people who go there.

FIRST WE WOULD LIKE TO KNOW SOMETHING ABOUT HOW YOU SPEND YOUR
SPARE TIME. IT IS HARD TO ANSWER THESE QUESTIONS EXACTLY SO

A GENERAL REPLY WILL BE FINE.

1.

Could you tell me if you spend no time Some time A lot of time
on the following:

NO SOME LOT OF  WITH WITH

TIME TIME . TIME SELF OTHERS
LISTENING TO THE RADIO - S !
GARDENING . ___ 7 5 10 2
HOBBIES 15 2 9 3
SPORTS 1L 2 5 10
MOVIES 19 ) ) 17
DRIVES 17 n 2 19
CLUBS ' 7 - 11
" WATCHING T.V. 20 1L 7 25

Now would. you tell me if you do these activities mostly with

~ yourself or mostly with others.

Generally would you like to be e
more active YES 26 NO 17 UNDECIDED 2
less active YES NO o

_What activities would you like to do:more of

Tess of

Would you say you have any problems in occupying your spare
time as you would like?
EXPLAIN :

I WOULD LIKE TO ASK FOR: YOUR OPINIONS ABOUT THE AFTER CARE
PROGRAMME. AGAIN, IF YOU CANNOT.BE SPECIFIC A GENERAL IDEA

~ WILL BE MOST. APPRECIATED

Do you know if the’ hosp1ta1 had a leave plan or list of
recommendations made for you when you were dlscharged from the

hospital? YES _ 29 NO 15 UNDECIDED 1

Te

If yos, Who were these plans discussed with? YOURSELF _ 21
RELATIVES 10 FAMILY DOCTOR 5  OTHERS 8 .
UNDECIDED __ 1l
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8. Was this your first hospitalization? YES _9 NOo _36
9. If not, how may previous hospitalizations have there been?

(1 -9 patients

Number (2 -8

of ' ( 3 -11 "

hospitalizations (4 -5 "
(5 -4 "

10, How long is it now that you have been out of hospital?
1l month -« 3 months - 17 patlents .
} ' months- 6 months - 18
Over 6 months - 10 "

11, How long is it that you have been coming to the after care
clinic?
. 1 month - 3 months - 20 patlents
L4, months- 6 months - 17
Over 6 months - 18 "

12. Would you rate your mental health now as: -
VERY POOR POOR _3 FATR 12 GOOD 26 VERY GOOD _3
UNDECIDED ~ I . : .

S o YES Undecided
13. Do you have problems about SLEEPING 15

FEELING TIRED 18
BEING FORGETFUL 13 1
FEELING DEPRESSED 20 -1
FEELING ANXIOUS . 19
EATING 5]

INTERVIEWER'S COMMENTS __

1), What worries you most about your mental health?

15; Do you feel that your difficulties have improved since coming
toafter cgre? NOT AT ALL _12 SOMEWHAT _16 QUITE A BIT _4
A GREAT DEAL .}y UNDECIDED _9 _

How Often How Long

16, About how often do you sea a Tos53 than =15
social worker ) once a month-l minutes-1
How long would you spend with Not at all -4k -

him each interview?



17.

18.

19.
20.

21.

22.
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What about a psychiatrist

HOW OFTEN HOW LONG
Once a . Less than 1-15 minutes - 3l
month - 12 once a - 25 16-30 T -= §
' month Over 30 " - 3
More Not at _
frequent - 5 all - 3
A NURSE - -
1l=3 hours -

PSYCHOLOGIST 2

Group Therapy

Are their any social activities at the after care clinic that

you attend?

Yes - NO _U45
If so, what are they? N/A
How often do you attend?
Do you have any YES NO UNDECIDED N/A
FINANCIAL PROBLEMS 13 31 _ 1
WORK PROBLEMS . 13 27
PERSONAL. PROBLEMS 9 2l 15
PHYSICAL PROBLEMS 13 30 2
MARITAL PROBLEMS 5 21 16
OTHER FAMILY PROBLEMS 12 31 1 1
INTERVIEWER!'S .
COMMENTS -
Do you feel that , CONSIDERABLE
you are getting . NO HELP SOME HELP HELP  UNDECIDED
for these problems - S
at the clinie
FINANCIAL 10 ly 1
WORK : 11 3
PERSONAL PROBLEMS 6 3 1
PHYSICAL PROBLEMS i 3 '
MARITAL PROBLEMS i - 1 1
FAMILY PROBLEMS 6 3 1 2

ADDITIONAL COMMENTS

Are you taking medication?

YES _38 NO _7
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Are you getting help for your problems from any other agency
(give examples of agencles) YES _13 NO _32

Which agencies? Dept. of Veteran Affairs, Social Service
Departments, Public Health Nurse, School Counsellors,
Workmen's Compensation Board, Provincial Dept. Of Rehabill-
tation, -Outpatient Dept. -‘Vaocouver General Hospital,
Dlsabled Person's Allowance‘Dept

What kind of problems do they help you with and to what extent:
No Help Some Help Lot of Help
FINANCIAL 1 8. 1
WORK 1 2 2.
PERSONAL PROBLEMS 1 3
- PHYSICAL PROBLEMS Ly 1
-MARITAL PROBLEMS 3
FAMILY PROBLEMS 2 1

25.

26,

27.
28.

29.

30 'y

31.

32.

AréAYOU satisfied with the help these other agencies are
giving you? YES _10 NO 2 UNDECIDED 1l

Explain:

NOW COULD I ASK YOU A LITTLE MORE ABOUT YOUR SOCIAL'LIFE9

Would you tell me if the people in your nelghbourhood are
generally: Friendly 5 Fairly Friendly _5 Indifferent
8 _Unfriendly _1 _ Undecided 6

About how many close relatives do you have in this arsea?
None 1-3 15 L-6 _11 6-12 L4  Over 12 _ 6 :

Do you get to see these relatives at least: Once a week 15
Once & month _12 Less oftem _12 _

What about friends; how many do you have approximately:
None _12 1-3 16 L4-6 8 7-12 9

How often do you see them: Once a week _17 Once a month _9
Less frequently than once a month _10

Would you like to have closer contact with people9 Yes _20_
No _21  Undecided L '
Explain

Concerning your social life, generally speaking, are you:
Satisfied _2L, Unsatisfied _20 Undecided __1
Explain
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33. Do you feel you have differences with your friends concerning
religion, sex, money, health, others

I WOULD LIKE TO ASK YOU SOME QUESTIONS ABOUT WORK. AGAIN I
ﬁ6"ﬁ6T*Ei?EET7ﬁﬁEF7RﬁTTEﬁ3T?ﬁT7Eﬁ3?7ﬁ??ﬁﬁf?ﬁﬂﬁﬁﬁij‘ﬁﬁ‘&EﬁERAL
. ANSWERS WILL DO.

34. Would you tell me if you were working before hospitalization?
~ Yes _15 No

35. If yes: Full time _13 Part Time _]1 _Irregularly _1

36. What kind of work did you do9 Unskilled _10 Skilled _3
( Prof9351ona1 2 . )

37. Have you worked since being discharged from hospital?
Yes 18 No _20 :

38. If yes: Full time _10 Part time _5 Irregularly _3

39. What kind of work do you do now? Unskilled _13 Skilled _2
Professional _1 .

{O0: IF WORKING:
How about your fellow workers? Are they easy to get along
with 10 fair to get along with _3 hard to get along
with 0 : :

4Jl. Ordinarily, is your boss easy to get along with _10
fair to get along with _3 hard to get along with 0

42. In general, does anything bother you at work? Yes _6
No~ :
Explain: (probe)

43. IF NOT WORKING: ’
Ere you presently looking for work? Yes _5 No _27
Explain: (probe) : ,

Lly. What would be most useful in your getting employment?
More education or training _} More confidence More
skill _ 1 More luck _1  More jobs available

Explain: _
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Would you tell me who does the following houssehold work in
your home?

. SELF TOGETHER OTHER UNDECIDED
PREPARING THE MEALS .25 . 9. . .11 .

DOES THE GROCERY
.. _SHOPPING 1l 9 18 N
HANDLES THE GROCERY
‘MONEY 21 LT 17
DUSTS, SWEEPS AND DOES
OTHER USUAL CLEANING 2l 2 9 . 10
TAKES CARE OF LAUNDRY
AND MENDING 18 6 11 10
L6. Concérning the housework situation, Are you
SATISFIED _30 FAIRLY SATISFIED 10 UNSATISFIED 5
Explain: . . S L
NOW IHWOULD LIKE TO ASK YOU_SOME GENERALYPERSONAL QUESTIONS:
h?‘ Would &ou mind if I'asked you your ége? Are you between
20-29 _8  30-39 _1h 40-49 _11 Over 50 _12
48. Are you married 25 Separated _l  Widowed _3
- Divorced _1 Single _12
49. If married, how many pre-school children _ 8 School
children ll Working children home_2__ Children not at
home _10
50. What grade did you complete” 1—6 g 6 10 20 ' 10-12 _8
Over 12 _13 .
51. Have you had any special training? Yes 19 = No _26
If so, what . T
52. Wbuld you mind telling me what sources of income you have:
Yes No Yos No
Job 13 Relatives 1
Spouse ' 15 Social Assis-
01ld Age Pension ' 3 tance 10
Veterans Allowance 2 014 Age Asst. 1
. Disability B
' Allowance 2"
Other (specify): Estate 2 C.P.R.Pension 1
53. Do you worry about your financial position: Not worried 26

Somewhat worried _L Worrled L Very worried _1
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If worried, what bothers you about your financial condition:
Debts 6 Lack of money now _5 Lack of money for future
~-10 Being dependent on others _3

COULD I ASK YOU SOME PERSONAL QUESTIONS ABOUT YOUR HOME LIFE

55,
56,

57.
58.

59.

60.

61.

62,

63.

Would you say your living accommodation is satlsfactory9
Yes _35 No _10 Explain

How long have you lived at this place?
Under 6 months - 9 patients
7 months to 1 year - 6 " :
1-3 years - 12 "
Over 3 years - 18 "

Do you live by yourself _10 Parents (if one, specify)
Brother(s) _1 _ Sister(s) _1__ Spouse _1ll1  Children _2
Friends. 1 = Others (specify) 1 A.
Spouse afid yjoung children lﬁ
How would you say you get along with these people?

Very well ll Well _16_ Poorly _6 _ Not applicable g
Alright Z ery poorly 1

Do you feel that you have differences with the people you
live with concerning religion, sex, money, health, other?
Yes _17 No 2 Not applicable _J

Explain: (probe

Generally, do you feel that you understand the people with
whom you live? Yes _28 No _6 Undecided _4 Not

applicable _7 .
Why?

by you feel that they understand you? Yes _18 No _ 9
Undecided =~ 9 Not applicable 9 :
Why

Have you ever thought of leaving these people? Never _18

Sometimes _13 Often _1 Not applicable 10 Undecided

3

What are some of your most important problems in living with
these people?
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WE ARE NEARING THE END OF THE QUESTIONNAIRE NOW. I HAVE A NUMBER
OF SAYINGS TO READ TO .YOU AND I WOULD LIKE YOU TO ANSWER AS BEST
YOU CAN WHETHER YOU.THINK THE SAYING.IS. MOSTLY RIGHT OR MOSTLY .
WRONG . ' . : : o .

Mostly = Mostly
" Right Undsecided Wrong
6l . What young people need most of all
21 L 20 is strict discipline.
- Sometimes its hard to tell whether
65. 27 L 1l one likes something or not.

There's no reason to anticipate
trouble or worry about what may

66, 33 5 7 never happen.
o Man's life is completely under the
67. 12 8 25 control of fate.

There's little use in writing to
public officials because they aren't
really interested in the problems of

68. 18 3 2L the average man.
It is easy to classify most thlngs
69. 21 n 20 as either good or bad.

Any good leader should be strict with
people under him in order to gain
70. 23 L 18 their respect.
. It is worth at least a thousand
. dollars a year to have the habit of
1. 38 2 5 looking on the bright side of things.
‘ In spite of what some people say, the
problems of the average man are

72. 23

6 16 getting worse.
Nothing is so foolish as to anticipate
3. 2 5 8 misfortune.
Th. 9 5 21 Whatever you do must be done perfectly.
L - Whatever may happen to a person, it was
75. 15 Iy 26 prepared for him from all eternity.
- = . To fear the worst is to go through
76. 36 L 5 life with an unnecessary burden.
- Once your mind is made up, don't let
7T 13 5 27 anything change it. .
QUESTIONS 6L4-77
Yeos No Undecided
Authoritarianism Ll 33 , ¢}
Goal Dichotomy 35 L7 8
Pessimism 30 50 10
Fatalism 27 51 12 -
Anomie 51 30 9
Optimism yn 10 6

Rigidity 32 48 10
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WOULD YOU INDICATE IF YOU THINK THESE SAYINGS COULD GENER-~-
ALLY APPLY TOLYOU OR NOT?

I daydraam instead of doing work Yes 13 No 439' Undecided

78.
2
79. I am often just miserable for no sufficient reason Yes _17
No _26 Undecided _2
80. In general I'm self-confident about my abilities Yes _29
No _12 Und601ded ly
8l. To avoid arguments, do you usually keep your opinions to
: yourself? Yos _26 No _17 Undecided _2
82. Yo you feel somewhat apart even among friends Yes _17
. No _26 TUndecided _2 _
83. Ideas run through my head se as to prevent sleep Yes _20
: No _23  Undecided (2
84. My feelings alternate between happiness and sadness without
reason Yes _11 No _32 Undecided _2
85. I worry about being successful in life Yes 20 No 22 .
Undecided _3
QUESTIONS 78-85:
' Yes No =~ Undecided
Autism 33 53 L
Cycloid Thinking 28 58 Y
Self Confidence Ll 39 7
Withdrawal L3 L3 L
RATINGS TO.BE MADE BY INTERVIEWED IMMEDIATELY AFTER INTERVIEW
86. Informant interest in inferviewz‘ At Start At Close
Lack 12 2
Mild 26 31
_ High 7 12
87. Attitude towards interview: At Start At Close
Hostile o .5 0]
Suspicious, guarded 18 13
Friendly : - 17 21
Solicitous 2 8
Other 3 3

(Acceptlng)
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88. Informant's tension level: At Start At Close
. Nervous 19 11
Sporadic nervousness 14 19
Mostly relaxed 12 15

89. Informant's impression of emotional condition:

Grossly disturbed 2
Disturbed 8
Somewhat disturbed 17
Slightly disturbed 13

Not disturbed

90, Distraction during interview:
- OQutside sources Interview Sources

Mueh distraction 5 ] 2
Some distraction 21 15
~ No distraction 19 28

9l. Intervierers estimate of
N Estimate of
Housing Housekeeping Standard Neighbourhood

Very poor 2 -4 . 3
Poor 7 3 L
Pair 15 16 18
Good 15 1L 1L
Very good Ly 7 L
Excellent 1 0 1
Not seen 1 1 1

92. General Comments:
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APPENDIX B

Table 2. Living Arrangements by
Marital Status and Sex

Living Men - Women-
Arrangements Single Married| Single Married |Total
Self 5 3 8
Boarding
Home 2 1 3
Relatives 1 2 3
Friends 1 1
farents 2 2
Spouse i 3 7
Spousge and o
Children 3 13 16
Children 1 1
Spouse and
Parents 1 1
Spouse,Children,
and Parents 1
Children and
Parents | 2 2
Total 11 8 9 17 b5
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Table lj. Education

Education Clieht Response
Grade 1-6 - ﬁ

Grade 7-9 | 20

Grade 10-12 8

Over Grade 12 A3
Total | 45

Special Training 19

Table 5. Education by Marital Status and Sexl

Sex Men Women
RKducation Single Married | Single Married Total
1-6 2 1 3
7-9 L b 3 8 19
10 - 12 5 3 6 1y
University : 2 1 2 5
Trade : (2) (3) (5)
Totel  ° 11 9 10 16 L6

1. From hospital files.
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Table 6. Source of Income

Source of Income

Client Response

Job

Spouse

014 Age Pensipn
Veterans Allowance
Disability Allowance
o1d Age Assistance
Social Assistance
Relatives

Estate

C.P.R. Pension

13
15
13
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Table 7. Number of Hospitalizations
: by Marital Status and Sex™

Sex Men Women w
Number of _ Co o
Hospitalizations | Single Married | Single Married Total

1 1 1 3 L 9
2 1 L 1 3 9
3 7 1 3 1
L 1 2 3
5 1 2 3
6 &+ over 1 2 3 6
Total 11 8 9 13 41

Table 8., Number of Hospitalizations

Number of

Hospitalizations Client Response
1l 9
2 8
3 11
L
5
Over_5 1
Unknown 1
Total

L5

1, From hogpital files,
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Table 11. Client Estimate of Symptoms

Symptoms Client Response
Sleeping 15
Tired 18
Forgetful ’ | 13
Depressed 20
Anxious 19
Eating 8

Table 13, Client Estimate of Improvement

Improvement Client Response
Not At A1l | 12
Somewhat | 16

Quite a Bit L

A Great Deal 9
Unknown : b

Total U5
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Table 14. Client Estimate of Help Given For
Specific Problems by Other Agencies

Problems Other Agency Help _
YES No Help Some Help Lot of Help
Financial 13 1 8 | 1
Work 18 1 2 2
Personal 9 1 3
Physical "13 L 1
Marital - 8 0 3
" Other
Family 12 2 1
Total 72 2 17 11
Table 15. Client Estimate of Time
. Spent in Recreation.
Recreation Time Spent
Some time Lot of time Total
lRadio 21 7 27
T.V. 20 1} 34
Movies 19 L 23
Drives 17 L 21
Hobbies 15 2 17
Sporﬁs 1} 2 16
Clubs 7 3 10
Gard;ning 7 5 12
Other 1 7 21

P

J)’ g
S
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Table 16. Client Contact with
Relatives and Friends

Number Friends Relatives
0 » 12 v 9

1-3 16 15

L-6 8 11

7-12 9

Over 12

‘Time Friends Relatives
Once a Week 17 15

Once a Month 9 12

Less Often 10 12

Table 17. Client Opinion of Neighbours

Opinion Client Response
Friendly 25
Fairly Friendly 5
Indifferent 8
Unfriendly 1
Undecided __é_

Total 45
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Table 20. Comparison of Employment Status
and Type Before and After
Hospitalization *

Before After
Work Hospitalization Hospitalization
Yes 15 18
No : 8 20
Unskilled 10 13
Skilled 3 2
Professional 2 1
Full Time 13 10
Part Time 1 5
Irregular , 1 3

l. It was not always easy to classify skilled and un-
skilled . However, generally, we used trades and white
collar work as skilled; others as unskilled.
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Table 21. Interviewer Estimate of Housing,
. Neighbourhood and Housekeeping —

Interviewer
Estimate Neighbourhood Housing Housekeeping
Very Poor 3 -2 L
- Poor L 7 3
Fair 18 15 16
Good 1L 15 1
Very Good Iy L 7
Excellent 1 1 0
Total Ll nn Lh

1, Generally the rating was fairly impressionistic but there
was agreement between the interviewers to rate very poor and poor
as skid row and poor industrial neighbourhood, delapidated hous-
ing and filthy and grossly disordered housekeeping. Fair was
reserved for low income neighbourhood just adequate housing and
generally clean but disordered housekeeping. Good was con-
gidered normal working class area, housing in good shape and clean
and well kept housekeeping. Very good was considered to be good
residential area, modern, spacious home and careful personal
housekeeping. Excellent was reserved for upper income homes

and neighbourhood.,
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Table 23, Responsibility for Household Tasks

Persona Responsible

Tasks Self Share Other Undecided
Meals 25 9 11

Shopping 1l 9 18 N
Handles Grocery |

Money 21 7 17

Cleaning 2l 2 9 10
Laundry & : | |

Mending 18 6 11 10

Table 24. Client Satisfaction
With Household Tasks

Satisfaction Response
Satisfied , 30
Fairly Satisfied 10
Unsatisfied 5

Total 45
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Table 25, Clisent and Home

4 Member Understanding
Client Understand Understand
Response Others ' You
Yeos 28 18
No 6 9
Undecided n 9
Total 38 36
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APPENDIX C

QUESTIONNAIRE TO STAFF

1. Do you see the present After Care Ciinic services as:

2.

3.

o Dr. _S.W,
Adequate 1 0
Inadequate L 5

(a) Which of the following do you think would be essential
to. an adequate After Care treatment program? Indicate order
of importance - 1, 2, 3, etc. :

Doctoers  Social

Workers
2nd 3rd 1. medication ‘
lst 2nd 2. individual supportive therapy
5th S5th 3. group therapy
1th 6th L. family therapy
3rd Lth 5. brief reality oriented therapy

_ 6. long term extensive psychotherapy.

6th 1st 7. coordinated rehabilitative planning

8. others - state

(b) Which of the following do you think would be unessential
for an adequate After Care treatment program9 Mark tUT,

1. medication .

2. individual supportive therapy

3. group therapy

L. family therapy
Doctors Social 5. brief reality oriented therapy

Workers 6. long term extensive psychotherapy

x‘Unessentlal 7. coordinated rehabilitative planning

8. others - state

In your opinion, which form of therapy does the present After
Care Clinic seek to provide? Please list in order of emphasis.
Doctors  Social :

. Workers
2nd. 1st 1. medication :
1st 3rd 2. individual supportive therapy
5th 6th 3. group therapy
Lth 5th L. family therapy
3rd 2nd 5. brief reality oriented therapy
' 6. long term extensive psychotherapy
6th Lth 7. coordinated rehabilitative planning

8. others
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o In your opinion, what main purpose is'being served by the

present After Care Clinic?

Doctors

Social Workers

1., Immediate brief post-

hospital contact.

1.

Brief follow-up, Emphasis
on medication,

2. Fills the dependency 2., Medication. Meeting
needs of patients, crises.
3. Prevent rehospitaliza- 3. Dispensing medication.

tion., Control of acute Maintaining contact to
symptoms, spot relapse,

4. Doling out of medication. L. Medication. Check patient's
: progress in community.

5. Help patients readjust to 5. Medication. Observation.

home, job, problems. Minimal support. Occas-
ional referral to community

resources.

5.a Do you attend the After Care Clinic?
"7 Doctors Social Workers
Dally 1 1
Weekly 2 1
Bi-Monthly 1
Monthly 1
Not at all 0] 3

5.b What types of patients do you mainly refer to After Care?

Doctors Social
Workers _ v
l. patients with a chronic schizophrenic
X X history or schizophrenic residual.

single, schizoid patients w1th fow

X social contacts.

(character disorder) patients, for

example, problem passive aggressive

patients.,

. paranoidal patients.

. neurotics.

. patisnts with marital adjustment
problems.

. marginally adjusted skid road patients.

. alcoholics.

. adolescent adjustment problems.

depressed patients.

sociopathic personalities.

others.,
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6 If you attend the Cllnlc how much time do you spend, on the
average, with each. pat1ent°

Average Time Spent
20=30 mlnutes
15
Doctors 15 n
10 "
20 "
30 minutes
30 1
Social Workers 30 "
30 n
20 "

How many patients, on the average, wouid yéu»ééé?

Average No.of Patients Seen
2-30 patients per week
8 patients - 3 hours
Doctors 8 patients - 3 "
. 8 patients - 3 "
7-10 patients - 3 "
30-40 patients per wesek
5 patients - 3 hours

Social Workers 2-3 patients - 3 hours
6-7 patients - 3 hours
I} patients - 3 hours

7. What community resources would you see being involved in an
adequate hospital after care program?
For Example - V,G.H,
4 - Metropolitan ﬂealth .
- Burnaby Mental Health Clinic_
-~ Other community agencies

1. Medication | 'TABULATIONS WERE

2, Supportive Therapy OMITTED OWING TO

3. Individual Therapy PROBLEM IN INTER=
PRETATION OF QUESTION

4. Group Therapy

5. Family Therapy

6. Brief Réality_Oriented Therapy

7. Long Term Extensive Psyéhotherapy |

8. Coordinated Rehabilitative Planning

90 Other
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8. Which disciplines do you see as having a key role to play in
post discharge adjustment of patients? For example, psychia-
trist, General Practitioner, Public Health Nurse, psychiatric
social workers, other agency social workers, psychologist-
Please 1list in order of importance.

Concerning: -

1. Medication TABULATIONS WERE

2. Supportive Therapy OMITTED OWING TO

3. Individual Therapy PROBLEM IN INTER-

L. Group Therapy PRETATION OF QUESTION

5. Family Therapy

6. Brief Reality Oriented Therapy

Te tong Term Extensive Psyéhotherapy

8. Coordinated Rehabilitative Plamning

9. Other

9. Do you think the quantity of service at the After Care Clinie
is on the whole:

Doctors Social Workers
Satisfactory .2 . 2.
Unsatisfactory 3 3

10. Do you think the quality of service at the After Care Clinie
is on the whols: ' A

Doctors Social Werkers
Satisfactory . 2 1
Unsatisfactory 3 Ly

11. Some people believe that the main services rendered by the
After Care Clinic are:

(a) relief of symptoms, Doctors .Social Workers
Would you agree? YES . 3 1
..~ NO .
(b) prevention of rehospitalization.
. YES 2 ' L
NO

12, In what way do you think the After Care services can be
improved?
(For analysis)
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APPENDIX D

QUESTIONNAIRE
Generally do you feel that aftercare services in this
community are adequate 1 Inadequate {
Unknown 1 No aﬁswer Ly .(Metropolitan Health
Agencies). |

In what way?

Would you sdy that you have sufficient liason with other

agencies involved with the discharged patient? Yes 3

Nq 5» Unstated 1 No answer g ‘

Explain

What about the Aftercare Clinic in Burnaby. Do you feel
that you have sufficient iiason with them? ”

Yes g No 5 No answer h

Explain'

What responsibiiity do you feel your agency has for the

discharged patient?

What other agencies do you feel ought to be involved with

the patient?

How about the Aftercare Clinic? What responsibilities

do you feel they should assume for the treatment of the
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patient?

What do you see as the major problem in planning for the

discharged patient?

Other remarks, suggestions, comments.
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THE UNIVERSITY OF BRITISH COLUMBIA
.~ SCHOOL OF SOCIAL WORK

Vancouver 8; B. C.

Dear

We are Master of Social Work students at the
University of British Columbia. Our MSW Thesis is an
evaluation of after care services given bj the Aftercare

Clinic in Burnaby.

As your agency has contact with many patients dis-
charged from Riverview Hospital, Essondale, we would find
it most helpful to have your opinion about after care
services. Could you complete the enclosed questionnaire

and return it to us at your earliest convenience.
Thank you so much for your help.

Yours truly,
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APPENDIX D

AGENCY QUESTIONNAIRE

l. In what way? AGENCIES
. Inaccessibility and distance to After-

care Clinic « +v & o o « & &

Lack of coverage in service .

Lack of adequate stafflng o« o

Lack of emergency service . .

Lack of sustaining contact and follow—up.

Lack of adequate facilities and resourcss

HEFWWW-

2. Explain.
Referrals slow, minimal, or lacking
Inadequate discharge planning . . . « . &
Difficulties in inter-professional
. communication ¢« ¢ ¢ ¢ ¢ ¢ o o o o o o . 1

[ ]
[ ]
i

3. Explain.
Lack of referrals . . . e o o
Lack of staffing . « ¢ o ¢ o o ¢ o ¢ o« o
Lack of communications. « ¢« ¢ ¢ ¢ o o o o

]
L]
L]
L]
L]

NN

i+ What responsibility do you feel your agency has
for the discharged patient?

Provision of social assistance, boarding
homes’etc............‘.

Provision of social and recreational needs

Provision of protection services to children

Provieion of family counselling service .

Provision of limited supportive casework
Service ¢« .+ ¢ 4 4 4 6 e 6 6 o s o o e o

Provision to parents of casework in neglect
COSOA3 4 ¢ ¢ ¢ ¢ & ¢ ¢ o o o & o o o s =

N = HOH

5. What other agencies do you feel ought to be
involved with the patient?

Dependent on the needs of the patient . .

Gap between the needs of patients and
resources » . * . L ] L L] L [ ] * * L] L] * L]

None . .

Metropolitan Health Serv1ce, public health
nurSGSO L] L] * L [ ] L ] ® [ L] [ ] * L ] . L] ® [ L]

Family Service Agency . « o+ o ¢ o o o o o

Canadian Mental Health Association. . . .

Neighbourhood Houses and Community Centres

wkeEMhhNN HEHEN
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AGENCIES

6. How about the Aftercare Clinic? What respon-
sibilities do you feel they should assume for
the treatment of the patient?

Counselling and casework service to patients
-Consultation services to other agencies . .

Adequate follow-up and supervision. . .
Total responsibility. « « « ¢« ¢« ¢ o &
Continuum in treatment. .« ¢« « ¢ o« « &
Appropriate referrals . . ¢« « o o o &

VR AVE AN W AV N

T What do you see as the major problem in planning
for the discharged patient?
Lack of adequate community resources.
Lack in diversity of therapy. . . .

Lack of adequate staffing « « « o o &
Lag in the development of services. .

L] * [ 2 * *

Lack of adequate discharge planning
Lack of adequate follow-up service.
Lack of adequate inter-professional commun-
oo ication 4 . 4 d e 6 e e e s e s e e e s e
Inadequacy of cormunity agency personnel
tocope............ ¢« o o
Rapid discharge and need for adequate treat-
AmentOOOOOOCOOOOOQOOQCQQ
Adequate supervision and community protection
Lack of sustaining contact for patients . .

¢ O o o o °
e © o o o o

Hpow O WD

8. Other remarks, suggestions, comments.
Emphasis on prevention, screening and pre-
 8dmissSion SOrVICO ¢ ¢« ¢ e e o o s ¢ o s
Egstimate of present and projected needs,
on-going Service. « « ¢« ¢ o o ¢ o o o
Medically supervised emergency service 2l hr.
baSls * * L] L] * L * * L] L] L L ] [ ) L ] . L * L]
Diversity and individualization of resources
Responsibility for development and provision
Of 86PVICO. « o o o ¢ o o ¢ o o o o o o »
Total treatment planning. « ¢« ¢« o o o o o o

N Y N O .
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