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CHAPTER I
INTRODUCTION

Caring for our mentally ill is a pervasive problem. A major
concern involves both where and how the psychiatric patient should be
treated in order to reach optimal level of functioning. Smith (1968)
has referred to the commmity mental health movement as the ''third
mental health revolution'.

The first mental health revolution unshackled the insane. By
calling them sick it managed to treat them as human. Its monuments
are the great usually isolated mental hospitals. The second
revolution came from the spread of dynamic psychiatry (mainly
Freud's) and was characterized by individual, one to one psycho-
therapy. Now the third revolution throws off the constraints of
the doctor-patient model. The idea that mental disorder is a
private misery and relates the trouble and the cure to the entire
web of social and personal relationships in which the individual
is caught (Smith, 1968, p. 19).
According to Segal and Aviram (1978), the efficiency, efficacy and
therapeutic value of caring for recovering individuals in psychiatric
hospitals should be questioned. They advocate that the ex-psychiatric
patient should be placed in privately owned facilities where their
cost of care is partly subsidized by the state or local government.
Reports of the failures of state hospitals have led us to seek
more appropriate methods of care. We have moved to a system of
community care hoping to find better treatment and increased
recovery (Segal and Aviram, 1978, p. 7).
The commumnity mental health movement, then, can be viewed as an exten-
sion of psychiatric hospitalizations and it is perhaps a more realistic

alternative if the goal is rehabilitation. If the commumity is to
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accept a major responsibility in the rehabilitation of the ex-
psychiatric patient, it must devise effective programs and methods to
evaluate these programs in order to maximize rehabilitation for indi-
viduals being discharged from psychiatric hospitals.

Need for the Study

The current trend in the hospitalization of psychiatric patients
is to reduce the length of the hospitalization and therefore hopefully
decrease institutionalization and dependence on the hospital. In
doing this, there has been a growing concern about how to best prepare
these individuals for adequate functioning upon discharge (Mosher,
Fenisilver, Katz, and Weinckowski, 1970). This present investigation
advocates the use of the intermediate care facility (ICF) or "halfway
house'' as a viable treatment alternative for those individuals no
longer in need of in-patient care but unable to function independently
in the commmity at time of discharge.

Since treatment of our mentally ill is so quickly moving in
this direction, there is a great need to evaluate these aftercare
programs in relation to their effect on rehabilitation. Are they
working toward the stated goals of rehabilitation and social integra-
tion or is the commuﬁity care system establishing its own potentially
chronic population outside the psychiatric setting? In evaluating the
aftercare program, it is essential also to evaluate the people living
there. The emphasis of the ICF halfway house is the provision of a
temporary residence as a transitional environment immediately following
hospitalization and before resumption of independent living. All

patients, however, do not use the facility in this ideal sense--



transitional living. There is a need to determine through specific
measures if a pattern can be established among discharged psychiatric
patients regarding their use of the intermediate care facility.

Purpose of the Study

The purpose of the study, then, is tc demonstrate that positive
adjustment among ex-psychiatric patients can be enhanced by a compre-
hensive aftercare program.

The concepts of locus of control and premorbid adjustment have
been utilized as potential indicators for social and commmity adjust-
ment. This investigation will explore the relationship between locus
of control, level of premorbid adjustment and commmity and social
adjustment among schizophrenics discharged from psychiatric hospitals
to a rehabilitation aftercare program.

Definition of Terms

Locus of control - or internal vs. external control of reinforcement

is a generalized expectancy that refers to the way in which an individ-
ual views his/her behavior and the occurrence of reward or punishment.
Rotter I-E Scale (1966) will be utilized to measure this concept.

Premorbid adjustment - level of social, sexual and work adjustment

reached prior to the onset of illness. Premorbid adjustment will be
measured by the General Information Questionnaire (DeWolfe, 1966) and
scored on the Phillips Scale of Premorbid Adjustment (Phillips, 1953).

Process-reactive distinction - based on premorbid adjustment, it is

used to subclassify schizophrenics and reduce heterogeneity by sub-
classing schiozphrenics.

Aftercare facility - the intermediate care facility (ICF) or halfway




house. In this study, one facility was used, The Grasmere Residential

Home.

Primary counselor - a staff member of the ICF who has the major

responsibility in planning the rehabilitation program of a particular
resident.
Resident - an individual residing in the halfway house.

Social adjustment - the level at which the individual appears to adapt

to the aftercare facility, as measured by the primary counselor on the
Social Adjustment Behavior Rating Scale (Aumack, 1968).

Community adjustment - the level at which the individual resident per-

ceives himself or herself in reference to community life. This will
be measured by the Commmity Adaptation Schedule (Roen and Burmes,
1968).

Institutionalization - increasing dependence on the institutional

environment. The breakdown of external social roles and the loss of
a place in society.

Limitations of the Study

The subjects in this study cannot be considered a random sample
for several reasons. Only residents admitted over a specific time
period were assessed. The residents included in the investigation all
have the same diagnosis (schizophrenia) and there is a limitation in
the age group (20-40 years old). Also, individuals who did not stay
the entire six month assessment period were dropped from the study.
This selection process naturally limits the external validity
(Campbell and Stanley, 1963). This sample can be considered repre-

sentative of schizophrenics, aged 20-40, who are discharged from



psychiatric hospitals to the Grasmere Residential Home and who reside
there at least six months.

An apparent weakness in this study is the lack of control for
institutionalization. A younger population has been selected to
attempt to control for subjects with lengthy hospitalization histories.

Organization of the Study

This study is organized under five major headings. Chapter I
has introduced the research problem and stated the need and purpose
of the study, definition of terms, and the limitations imposed by its
design. Chapter II reviews the literature as it pertains to commumity
and social adjustment in a comprehensive aftercare program. This
chapter also reviews the literature pertaining to the instruments used
in this study: The Community Adaptation Schedule, the Social Adjust-
ment Behavior Rating Scale, Phillips Scale of Premorbid Adjustment,
the General Information Questionnaire, and Rotter's Scale of Internal-
External Control; the chapter also states the hypotheses. Chapter III
outlines the design of the study which includes a review of the sub-
jects, setting, instruments, training of raters and proposed method
for data analysis. The data is analyzed in terms of the study's
hypotheses in Chapter IV. Chapter V examines the results and then
summarizes fhe investigation and offers recommendations for future

research.



CHAPTER II
REVIEW OF THE RELATED LITERATURE

A major and ever increasing problem in the field of mental
illness is not the hospitalized but the formerly hospitalized patient.
In the last decade hospitals have reported a decline in the number
of beds occupied by psychiatric patients. Statistics also indicate
that the length of hospitalization has become substantially shorter.
To some extent though, it appears that the mental health dilemma has
not improved but has transferred its focus. The problem has gone
from the hospital to the community: length of stay in hospitals has
declined and fewer beds are needed, but readmission rates have
increased (Freeman and Simmons, 1963).

There is substantial evidence supporting the claims that psychia-
tric hospitalizations alone cannot foster rehabilitation in the com-
mmity. Forsythe and Fairweather (1961) did not find a significant
relationship between hospital behavior and later community adjustment.
Williams and Walker (1961) found that a patient's chances of rehospi-
talization were unrelated to his condition at discharge. Mendel and
Green (1967) state that hospitals are not being used appropriately.
They feel a major problem is the feeling of alienation and isolation
imposed on patients by being in a psychiatric hospital and therefore
not an active contributing member of society. These authors caution
mental health professional regarding the use of the psychiatric

6



7
hospital. Ruesch, Brodsky, and Fisher (1964) feel that hospitalization
encourages dependency and social isolation.

Hospitals, unfortunately, are not discharging people into the
commmity who are restored to health and able to resume active and
responsible roles in the community. Instead, patients are being dis-
charged after minimal improvement. They receive little continuity of
care after discharge. In a study done by Purvis and Miskimins (1970),
it was found that hospitalization alone was insufficient for adjustment
to the community after discharge. A comprehensive community oriented
follow-up program was the most useful method for increasing adjustment
of former psychiatric patients. Pasamanick, Scarpitti and Dinitz
(1967) have shown that returning psychiatric admissions to the com-
mmnity with support and medication is more effective than hospital
based treatments.

After conducting a community based "aftercare program' for dis-
charged psychiatric patients, Kasser and Cohen (1966) concluded that
the prevention of rehospitalization and "a gradual degree of adjust-
ment'' to the community can be a result of a structure follow-up pro-
gram. Studies done by Beard, et.al. (1963), Hornstra and McPartland
(1963), and Mendel and Rapport (1963), indicate that commumity after-
care programs tend to minimize the need for rehospitalization.

The use of the ICF or halfway house is an alternative for indi-
viduals not in need of in-patient care and yet umnable to maintain
independent functioning in the community (Segal and Aviram, 1978).
Ex-psychiatric patients are often not accepted into 'mormal’’ community

life. Their behavior, according to Black (1978) turns out to be



8
inconsistent in relation to community expectation. The function of the
halfway house is to provide temporary residence as a transitional
environment immediately following hospitalization and before beginning
independently living (Landy and Greenblatt, 1965).

The formal development of the halfway house is recent, but there
have been sheltered situations in the past that parallel the philosophy
of the halfway house. One of the earlier was in Britain. The British
Mental Health After-Care Association placed psychiatric patients in
private homes or convalescent homes (Apte, 1968). In 1879, The After-
Care Association was founded as a voluntary association to establish
intermediate care situations for ex-psychiatric patients (Jones, 1972).
It was hoped that with the establishment of these facilities, hospi-
talizations could be prevented. Glasscote, et.al. (1971a) suggested
that the recent interest in halfway houses is twofold: the realization
that our treatment of the mentally ill has not proven beneficial; and
the increased concern for individuals playing an active role in society.

Halfway houses in the United States developed their present form
in the 1950's; Rutland Corner House opened in Boston in 1954. In
1969, a survey by Glasscote and associates estimated 128 halfway
houses in the U.S. The halfway house is literally midway between the
hospital and the community. It can serve people that cannot function
independently and yet can no longer benefit from an institutional
setting. The current definition used by the National Institute of
Mental Health defines halfway houses as '"'residential facilities in
operation seven days a week, with around the clock supervision (or a

staff member living in the halfway house), and providing room, board,



and assistance in the activities of daily living' (Goldmier, 1977,
p. 6). Definitions of the halfway house usually emphasize its aims
as a transitional living facility. Glasscote, et.al. (1971a) feel
that halfway houses may also serve as more permanent facilities for
people who are not ready or able to move fully into the community.
They define halfway house as a 'nonmedical residential facility
specifically intended to enhance the capabilities of people who are
mentally ill, or who are impaired by residual deficits from mental
illness, to remain in the community, participating to the fullest
possible extent in commumnity life' (p. 11).

Within the halfway house itself, measures are needed to assess
which individuals will use the facility as a transitional living
facility and thus be more adapted to the community and which individ-
uals will maintain long term residence in the halfway house.

Community and Social Adjustment

A number of scales have been developed to measure community

and social adjustment. The idea of commmity adjustment evolved from
the dissatisfaction with intrapsychic measures as evaluation criteria
(Harris and Brown, 1974). Commmity adjustment refers to an individ-
ual's lifestyle within his or her environment and emphasizes achieve-
ment in daily life (Roen, Ottenstein, Cooper and Burnes, 1966). The
Community Adaptation Schedule (CAS) was developed as a research tool
for use in community mental health research (Roen and Burnes, 1968).
The concept represents an attempt to define the positive attributes
of mental health in terms of an individual's relationship to their

environment. Several studies have been reported in the development of
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the CAS. In an early study, Roen, Ottenstein, Cooper and Burnes (1966)
compared aftercare patients and normal individuals on a preliminary
version of the CAS. On most of the variables the patients received
scores that indicated less adjustment. A study was done by Harris
and Brown (1974) on the relationship between the CAS and The Personal
Orientation Inventory (POI), a measure of positive mental health
emphasizing the relationship of the individual to himself or herself.
The POI (Shostrom, 1964) was devised to measure self-actualization, a
concept that has evolved from the work of Maslow (1962). The self-
actualizing person, as measured by the POI, is one who functions
autonomously, has a realistic self-image and tends to live in the
present. Since the concepts of community adjustment and self-
actualization both focus on positive mental health it was hypothesized
that there would be a positive relationship between the CAS and POI.
The results of the study confirmed this hypothesis.

One drawback of both the CAS and POI is that they are self-
report scales only. Although measures have been built into the
scales to control for inconsistencies in answering, they are still
limited by only reflecting an individual's perspective of himself or
herself.

The Social Adjustment Behavior Rating Scale (SABRS) has been
utilized where the responses of a significant other is desired. It
was developed to measure two aspects of psychiatric patients' social
adjustment: work level and socialization level. Work level refers
to one's work potential, ranging from complete dependency to an

ability to maintain and support others. Socialization level refers
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to one's social interaction potential, ranging from complete social
isolation to mature social interaction.

The SABRS (Aumack, 1968) was used in a study by Price (1968) in
assessing schizophrenics conceptual performance along a dimension of
pathology. Price felt the use of behavior criteria would serve to
reduce variability within pathology groups and allow a generalization
of results to a larger proportion of schizophrenic patients.

Premorbid Adjustment

Besides actual measures of community and social adjustment, the
process reactive distinction (level of premorbid adjustment) in
schizophrenia had been utilized in predicting patients who will
improve and patients who will not improve psychiatrically. According
to Phillips (1953), maturity in the premorbid period, primarily the
work record and social adjustment, appears to be related to a potential
for improvement (good premorbid adjustment). The more inappropriate
the thoughts and behavior, the less likely improvement will occur
(poor premorbid adjustment). The Phillips Scale (1953) was developed
to assess a patient’'s potential for improvement. The scale was con-
structed from a number of case histories of schizophrenic patients.
It has proved reliable in reducing heterogeneity in schizophrenia.

Higgins (1972) sees the process-reactive distinction as a valid
one that describes two different ways of looking at the world. Pro-
cess schizophrenia usually develops early in life and the individual
has a long history of unusual behavior. There is usually no evidence
of one precipitating event leading to the onset of illness. The

individual tends to resist treatment; the prognosis is poor. Reactive
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schizophrenia develops suddenly, usually following an emotionally
disruptive event. The individual usually suffers anxiety and guilt.
This is often coupled with irrational ideations or delusions. The
reactive schizophrenia, however, has a much greater potential for
recovery due to their usual amenability to therapy and investment in
change.

There is some evidence that process schizophrenics function at a
lower level of personality organization as inferred from Rorschach
responses (Belmont, Birch, Klein and Pollack, 1964). Pugh and Ray
(1965) found process schizophrenics to be more labile while reactive
schizophrenics show more socially appropriate behavior. Higgins
(1972) reported that studies presented to the APA found that process
schizophrenics differ significantly from normal patients. There was
also a difference between the process and reactive schizophrenics.

The difference between normal subjects and reactive schizophrenics
did not reach the significant level.

The General Information Questionnaire (GIQ) has been utilized
in determining adjustment when records of a patient are not sufficient
to use the Phillips Scale (DeWolfe, 1966). The GIQ can be used to
gather information from schizophrenic patients and this information
can be used in categorizing the individual as '‘process' or ''reactive'
using the Phillips scale.

Locus of Control

Using the GIQ rated on the Phillips Scale, Lottman and DeWolfe
(1972) compared the process-reactive distinction to another form of

adjustment: locus of control. Rotter's (1966) concept of locus of
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control (I-E) refers to a person's perception of the relationship that
exists with their behavior and subsequent events (Ducette and Wolk,
1972). Individuals with internal control see their behavior as con-
tingent on life experiences; individuals with external control see
themselves as controlled by external forces (i.e., luck or fate).
Individuals cannot be labelled as all internal or external, but a
person may be described as more internal or external than another.

The investigation by Lottman and DeWolfe (1972) found that process
schizophrenics were more externally controlled than reacfive
schizophrenics.

In the literature concerning adjustment and I-E, Hall (1964)
found a positive relationship between external control and maladjust-
ment. Shybut (1968) used a modified I-E scale and found that the more
severe the psychiatric impairment, the greater the external control
in the patient. A study by Hersch and Scheibe (1967) indicated that
locus of control was consistently related to social adjustment and
internals showing better adjustment over externals. This study also
indicated that internally controlled individuals described themselves
as having more positive attributes such as: higher levels of activity,
effectiveness and independence. Lefcourt (1966) feels that a belief
in one's own control is a potential indicator for satisfactory adjust-
ment in life. A study done by Steinberg et.al. (1974), used Rotter's
I-E Scale to predict post-hospital adjustment of independent function-
ing. No significant changes were found in I-E scores, but there were
significant negative correlations between I-E and independence scores.

This would support Lottman and DeWolfe's (1972) finding that within
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schizophrenia, locus of control is a characteristic based on premorbid
adjustment and not a result of current symptomology.

This investigation will examine a possible relationship between
locus of control (as measured by the I-E Scale), level of premorbid
adjustment (as measured by the GIQ and the Phillips Scale) and the
commmity and social adjustment (as measured by the CAS and SABRS).

The Hypotheses of the Study

1) Positive social adjustment among schizophrenics can be
enhanced by a comprehensive aftercare program.

2) Schizophrenics displaying a good premorbid adjustment will
improve in community adjustment to a greater extent than schizophrenics
displaying a poor premorbid adjustment.

3) Schizophrenics with a more internal locus of control will show
more improvement in community adjustment when compared to schizophrenics

with a more external locus of control.



CHAPTER III
METHOD

The purpose of this study is to explore the relationships
between locus of control, level of premorbid adjustment, and commmity
and social adjustment among schizophrenics discharged from psychiatric
hospitals to a rehabilitation aftercare program. This chapter presents
the methodology used to achieve this purpose. First, the subject
population and the setting will be described. The materials and
instruments used, the selection and training of raters, and the
procedure for collecting the data will then be presented. Finally,
the design and the statistical methods used to indicate the significance
of the data will be described.

Subjects

The 55 subjects in this study were individuals, aged 20-40,
diagnosed as schizophrenic, who entered a psychosocial rehabilitation
program over a four month period. The diagnosis of schizophrenia was
established prior to their entering the facility, usually by the
psychiatrist of the discharging hospital. Table 1 presents a summary
of the demographic data on the subjects.

Setting

The Grasmere Residential Home is a psychosocial rehabilitation
program located in Chicago's uptown neighborhood. The home is a
three-story structure and has a capacity of 222 beds, most of which

15



Table 1

A Summary of Demographic Data

16

Sex
Male
Female
Age
20-24
25-29
30-34
35-40

Race

Black
Caucasian
Hispanic
Religion
Catholic
Jewish
Protestant
Other
None

Marital Status

Single
Divorced

Married

Frequency

29
26

22
12
12

44

23

25

43
12

Percent

22

o

<o
o
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are occupied. There are 15 clinical staff employed. The Grasmere was
established as a residential care program in the mid 1960's when the
community mental health movement began. In 1972 Grasmere was issued a
license as a residential facility and in 1975 when federal regulations
required certification at the intermediate level of care (ICF),
Grasmere received this certification. Grasmere is also licensed by
the Illinois Department of Public Health as an ICF and has a city of
Chicago Board of Health license as a halfway house (See Appendix A).
Materials

Demographic Data Questionnaire (Face Sheet). This information was

obtained during the admission process. All pertinent demographic
information was typed on a standard form and placed in the resident's
chart.

General Information Questionnaire. The General Information Question-

naire (GIQ) was devised to elicit case history information from those
schizophrenic patients who did not have sufficient records to obtain
direct measures from the Phillips scale. The process-reactive score
was assessed by the GIQ in all cases since it has been shown to be a
reliable estimate of the Phillips Scale score.

The GIQ (DeWolfe, 1966) consists of 58 items, 53 being multiple
choice; the other are five short answers. An example of a multiple
choice question would be: How many friends did you have between the
ages of six and twelve? (real friends, not just people you knew by
name). The choices would range from no real friends to more than ten
friends. An example of a short answer question would be: What groups

or organizations do you belong to? The forms for males and females
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are essentially the same with slight differences appropriate to the
gender of the individual (e.g., male form refers to "wife' and female
form refers to "husband"). The questionnaire was usually finished in
15 to 20 minutes.

Validity studies have shown that neither clinical expertise or
psychological sophistication are needed to accurately assess individ-
uals on the GIQ.

Phillips Scale. The Phillips Scale (1953) was developed from case

histories of a number of schizophrenic patients. Data which seemed to
differentiate between those who improved and those who did not improve
were selected. The material falls into three categories: a) the
premorbid history, b) possible precipitating factors and, c) signs of
the disorder. The category or premorbid history contains six subsec-
tions: recent sexual adjustment, social aspects of sexual life during
adolescence and immediately beyond, social aspects of recent sexual
life: 30 years of age and above, social aspects of recent sexual
life: 30 years of age and below, history of personal relations and
recent premorbid adjustment on personal relations. The possible
precipitating factors category contains two subsections: personal
stresses and environmental stresses. The signs of the disorder cate-
gory contains three subsections: affect and mood, impulsivity and
thought processes.

In establishing individual subsections, the dividing point
between the improved groups was assigned a value of three. Data was
arranged according to significance of improvement or nonimprovement

away from the score of three. Each score ranged from zero to six,
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with zero being a score showing good improvement and six being a score
showing little or no improvement. The number of subsections in the
section differs according to the degree of discrimination in the sub-
section. For example, in the area of sexual adjustment it was possible
to arrange case history information in seven steps of increasing
adequacy of adjustment. The steps were assigned scores from zero to
six. For other sections that amount of discrimination was not
possible.

Rotter's Scale of Internal-External Control. Rotter's Scale of

Internal-External Control (I-E) is a scale consisting of 29 items,
including six filler items. The scale takes approximately 15 to 30
minutes to complete. Each item consists of a pair of alternatives
lettered a or h. The subjects were asked to select the one they
believed to be true and were told it was a measure of personal belief;
therefore, there were no right or wrong answers. For example: a) One
of the reasons we have war is that people don't take enough interest
in politics; and b) There will always be wars, no matter how hard
people try to prevent them.

The significant construct validity of the scale is shown by
predicted differences in behavior for individuals above and below the
median of the scale. The hypotheses that are strongly supported are
that an individual with more internal control will: 1) probably be
more alert to his/her environment and capable of coordinating current
information and future behavior and 2) cognizant of means to improve
his/her environment (Rotter, 1966).

Social Adjustment Behavior Rating Scale. The SABRS was used to measure
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social adjustment. It was designed to be measured by a significant
other. The scale contains 78 items and takes approximately 20 minutes
to answer. The counselor was asked whether the person did or did not
have the specific behavior in question. For example, "Is able to
behave appropriately outside the home?'" is a typical question on the
socialization level. ''Can handle occasional frustrations on the job?"
is a typical question on the work level. The scale was first used in
38 VA hospitals, each contributing 1% of current male psychiatric
patients. The scofes suggested that the scale differentiates over a
wide range of behaviors and the scores were normally distributed.

When used to measure the effectiveness of a small experimental
"milieu therapy'' ward of schizophrenic patients, significant scores
were obtained and no change was reported for the control group
(Aumack, 1968). The score on this scale was a partial operational
definition of adjustment.

Community Adaptation Schedule. The CAS was also used to measure com-

munity adjustment. The CAS (Roen and Burnes, 1968) is a self report
scale and 'is designed to elicit three modes of responses: actual
behavior, affect and cognition. Responses to the items are rated on
a six point scale. Subjects were asked to circle the number above the
phrase that best described them. The scaled answers are arranged so
that the higher number scores mean better adjustment and lower scores
mean less adequate adjustment. The 217 questions of the CAS are
divided into six chapters, each interested in the individual's inter-
actions with the commmity. The six chapters include work commumity

which is answered only by wage earners. It asks questions about
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satisfaction with current employment and income. The second chapter
is family community and is answered by everyone. It asks about satis-
faction with current family and home situations. The third chapter is
social commmity and is also answered by everyone. Questions concern
social life and satisfaction in this area. The fourth chapter is
larger community (answered by everyone) and this section entails ques-
tions about activities outside the home and satisfaction with leisure
time activities. The fifth chapter is commercial community. Also
answered by everyone, it includes questions about budgeting, finaﬁcial
matters, and the person's future in this area. The final chapter is
professional community, completed by everyone. Questions concern the
extent of using social service agencies and the satisfaction with them
(See Appendix B). Studies concerning construct validity for the CAS
indicate that the person who was adjusted to his or her community as
measured by the CAS score was usually more affable, reliable and self
actualizing (Cook and Josephs, 1970).

According to Weissman (1975), the most definitive application
of the scale has been in multi-treatment studies of aftercare. The
items include a combination of lifelong behavior and current behavior
and, therefore, becomes potentially less sensitive for evaluative
research. This consideration should be kept in mind in relation to
the present study.

Selection and Training of Raters

Each new resident was assigned a primary counselor on admission.
For the most part, counselors were assigned on an arbitrary basis

unless the psychological history indicated a difficulty in working
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with individuals of a specific gender, race or religion.

Each primary counselor carries a caseload of 20-25 residents.

If an individual on their caseload was participating in the study,
they became the rater for that individual. The primary counselor
serves as the direct service provider in the program. They are
responsible for skills training, activities and behavioral programs.

Two in-service meetings were held for the purpose of training
the raters in assessing individuals on the SABRS and in scoring the
GIQ on the Phillips Scale. The first meeting was used to explain the
SABRS. To illustrate the use of the instrument the experimenter chose
individuals from each raters' caseload, not participating in the
study, and asked the rater to assess that resident on the SABRS. The
instrument was scored for each individual and was followed by a discus-
sion of the differing levels of social adjustment. The second meeting
was used to explain the construction of the Phillips Scale and how the
GIQ could be utilized when insufficient case histories existed.

Each subject was rated on the SABRS three days after admission
and again in six months by the second rater who remained constant
throughout the study. On a random basis this second rater did a
second SABRS on a subject three days after admission. The reliability
measurements were assessed for socialization level, work level and
total social adjustment level. Reliability coefficients were very
satisfactory for the SABRS measurement of socialization level
(r = .916), work level (r = .911) and total measurement (r = .936).
Procedure

On admission to the Grasmere Residential Home, the I-E, GIQ and
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the CAS were administered to alternate subjects. As described in the
previous section, the scales determined locus of control, level of
premorbid adjustment and level of community adjustment. Each individ-
ual was given a description of the research and requested to sign a
consent form if he or she wished to participate (See Appendix C). All
subjects received an identification number, thereby retaining anonymity.
Numbers were assigned in chronological order for the two groups.

Dates of admission were recorded so that the posttests were administered
on the appropriate date (six months later).

Each new resident was assigned a primary counselor. The new
resident's orientation involved a three day structured program, includ-
ing complete physical, vocational and socialization assessments, as
well as orientation to the procedures of the home and the surrounding
commmity. During this three day period, there was an initial staff-
ing, including all clinical staff, to plan the course of treatment for
the individual. After this period, the individual was assessed on the
SABRS by the primary counselor. A second judge rated a random sample
of subjects so that the inter-rater reliability could be assessed on
the SABRS; this second judge remained constant throughout the study.

After one month, a comprehensive long-term treatment plan and
the first in a series of short term (three months) plans were con-
structed conjointly by the primary counselor and the resident. The
short term goals were re-assessed and revised every three months.

They reflected intermediate steps toward the long-term goals. The
primary counselor also did a weekly note on the individual, charting

progress with respect to various aspects of the program.
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The post-test date was six months after admission. Subjects who
were not pre-tested, were rated after six months on locus of control,
level of premorbid adjustment and community adjustment. They too were
rated on social adjustment by their primary counselor. The group that
was pre-tested was asked to assess themselves again on the CAS. They
were not required to take the I-E or the GIQ for a second time. The
clinical staff member that did the random second rating also did all
of the SABRS second ratings. No tests were scored until all 55 subjects
had been post-tested. This was done to avoid any bias on the part of
the counselors or the experimenter.

Design and Statistical Analysis

A separate sample pre-test post-test design (Campbell and Stanley,
1963) was utilized. All subjects were post-tested at the designated
six month follow-up date. The pretest-posttest group and the posttest
only group were placed in their respective cells. Cells were deter-
mined by two independent variables: locus of control and premorbid
adjustment. The scores of the behavior and community adjustment
scales (dependent variables) were placed in appropriate cells (See
Table 2). As indicated by Table 2, the data was analyzed in the fol-
lowing manner. Regarding community adjustment (CAS score) the effects
of locus of control and premorbid adjustment were analyzed in a two
(internal or external locus of control) by two (process or reactive
schizophrenia) analysis of variance. An additional 2X2 analysis of
variance (same independent variables) were performed on social adjust-
ment (SABRS score). For those subjects who were pre-tested, the

effects of the treatment program on community adjustment (CAS) and



Table 2

Statistical Design for Cell Placement

Pretest Pretest Posttest Posttest
Premorbid Adjustment Premorbid Adjustment Premorbid Adjustment Premorbid Adjustment
Process Reactive Process Reactive Process Reactive Process Reactive
Locus of
Control Internal J CAS CASt T ¢t SABRS SABRSY 1 CAS CAS} I [ SABRS SABRS
External CAS CAS| E | SABRS SABRS} E CAS CAS] E ] SABRS SABRS
Posttest (nly Posttest Only
Premorhid Adjastrent Premorbid Adjustment
Process Foact e Process Reactive
Locus of
Control Internul CAS U 1 SABRS SABRS

External CAS CASE L} SABRS SABRS




social adjustment (SABRS) was examined by appropriate t-tests within
each of the four cells generated by the locus of control and premorbid
adjustment matrix.

Selected demographic information (age, sex, race, and marital
status) were also examined to insure that their contribution as deter-

minant factors was minimal.



CHAPTER IV
RESULTS

The results will be discussed in the following format: first,
the relationship between the two independent variables will be
examined; the three hypotheses of the study will be discussed with
regard to community adjustment (CAS scores); and, finally, the three
hypotheses will be discussed with regard to social adjustment (SABRS
scores) .

The Relationship Between Locus of Control and Premorbid Adjustment

A chi-square analysis of the locus of control (2) by premorbid
adjustment (2) table (See Table 3) demonstrated that the distribution
of subjects was significantly different than that expected,

X? (1) = 5.36, p < .05. The difference in mean premorbid adjustment
scores between the internal and external group is also noteworthy,
although it did not reach significance, t (53) = p < .10. Means are
reported in Table 3.

Another point that deserves comment regards the consistency of
measurement of these two variables over time. To check the assumption
that locus of control and premorbid adjustment are stable characteris-
tics irregardless of treatment or time, locus of control and premorbid
adjustment scores of the pretest-posttest group and the posttest only
group were compared. Although no difference was found for the premor-

bid adjustment scores, the difference between locus of control scores
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Table 3

Subject Distribution in the Premorbid
Adjustment by Locus of Control Matrix

Premorbid Adjustment Premorbid
Process Reactive Adjustment (X)
Locus of Internal 10 13 23 X=14.01
Control
External 21 11 32 X = 17.00
31 24
Locus of _ _
Control (X) X =10.84 X =8.62

Note: X? (1) = 5.36, p < .05.
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for the pretest-posttest group (X = 10.70, N = 27) and those for the
posttest group only group (X = 9,07, N = 28) approached significance,
t (53) = -1.79, p < .10.

Locus of Control, Premorbid Adjustment and Community Adjustment

To test for the hypotheses of this study with regard to community
adjustment, CAS scores (pre- and post-test) from the pretest-posttest
group were compared by using correlated t-tests. There was an overall
improvement on the total CAS score from pretest to posttest within the
pretest-posttest group. On the pretest (X = 140.03, N = 27) and on the
posttest (X = 151.07), t (26) = -2.83, p < .01. Additionally, overall
improvement was found on the CAS summation score. For the pretest
(X = 499.07, N = 27) and on the posttest (X = 534.18, N = 27), t (26)
= -2.37, p < .05. A closer look at the more specific subsections
showed an increase from pretest to posttest within the pretest-posttest
group concerning work level: pretest (X = 3.96, N = 27) and posttest
(X =9.07, N=27), t (26) = -4.47, p < .001. To test for the effect
of the pretest, the posttest (pretest-posttest group) and the posttest
(posttest only group) were analyzed through the use of t-tests. There
was no significant difference on seven of the ten scored subsections
of the CAS. There were significant differences on larger community,
commercial community and the affect score. On the subsection of
larger community, the posttest only group (X = 19.85, N = 28) and
the pretest-posttest group (17.96, N = 27) differed significantly,

t (53) = 2.57, p < .05. The same was true for the subsection of com-
mercial community; the posttest only group (X = 20.00, N = 28) and the

pretest-posttest group (X = 17.85, N = 27) had significant differences
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in scores, t (53) = 2.37, p < .05. Finally a difference was indicated
in the affect of subjects: the posttest only group (X = 4.23, N = 28)
and the pretest-posttest group (X = 3.90, N = 27), t (53) = 2.64,

p < .05.

To test the second and third hypotheses, a 2 (premorbid adjust-
ment) by 2 (locus of control) analysis of variance with follow-up
t-tests were used. Although the overall analysis did not result in
significant effect of premorbid adjustment on community adjustment,
there was one specific finding: on the CAS summation scores the
reactive group (X = 587.70) was found to score significantly higher
than the process group (X = 520.4), t (53) = 2.97, p < .01.

Locus of control was a significant factor on several subsections
of the CAS. The difference between mean CAS summation scores of the
internally controlled group (X = 532.60, N = 10) and the externally
controlled group (X = 453.83, N = 12) reached significance, F (1,18)
= 8.787, p < .01.

The CAS mean pretest (pretest-posttest group) also reached
significance in terms of locus of control. The internally controlled
group (X = 21.69, N = 10) scored significantly higher than the exter-
nally controlled group (X = 15.45, N = 12), F (1,18) = 6.033, p < .05.
Additionally, in the subsection of larger community the internally
controlled group (X = 20.60, N = 10) and the externally controlled
group (X = 17.83, N = 12) differed significantly, t (20) = 2.23,

p < .05. Then on the professional community subsection, the internals
(X = 18.60, N = 10) and the externals (X = 12.75, N = 12) differed

significantly, t (20) = 2.34, p < .05, again in favor of the internals.



Although the overall analysis of the CAS posttest did not result in
significant effect, there was one significant finding within the sub-
sections. The CAS cognition estimate was found to be significant with
regards to locus of control. Internals (X = 91.90, N = 55) were found
to score higher than externals (X = 88.50, N = 55), F (1,43) = 4.18,

p < .05.

A further finding was the significance of sex on the CAS profes-
sional community subsection; the difference in scores for the females
(X = 17.06, N = 15) and the males (X = 13.08, N = 12) reached signifi-
cance, F (1,15) = 5.32, p < .05.

Locus of Control, Premorbid Adjustment and Social Adjustment

The scores on the SABRS will be analyzed in terms of the three
hypotheses of the study.

To test the first hypothesis, with regard to the SABRS score,
the (pre- and post-test) of the pretest-posttest group were compared
by using correlated t-tests. The results are summarized in Table 4.
As Table 4 indicates, significant improvement was reflected over the
six month period on the socialization level, work level and the total
SABRS score.

To test the second and third hypotheses a 2 (premorbid adjust-
ment) by 2 (locus of control) analysis of variance with follow-up
t-tests was utilized. The overall analysis of the SABRS total score
between the reactives (X = 24.23, N = 24) and the process (X = 20.83,
N = 31) did reach significance, F (1,43) = 5.69, p < .05. In the sub-
section of socialization level there was a significant finding on the

posttest (pretest-posttest group and the posttest only group), reactives



Table 4

Within Group Pretest-Posttest
Comparison of the Means on the SABRS

32

Variable - N Mean t-Value
Socialization Pre , 20.925
Level Post o 23.370 -5.53Rns
Work Pre 16.629

27
Level Post 19.333 -3.32%%
SABRS Pre 19.000
TOTAL qut 7 22.111 -4.,96%*
*p < .01

#4%p < 0001
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(X:= 20.54, N = 24) and process (X = 17.96, N = 31 reached significance,
t (53) = p < .05. A premorbid adjustment by locus of control interac-
action effect was noted when analyzing work level posttest, F (1,43)
= 5.70, p < .05. A closer analysis of this interaction determined a
relationship between internal locus of control and reactive schizo-
phrenia. The combination of these two specific variables indicated
more improvement in work level than the other variable combinations.
Internal reactives (X = 23.07, N = 14) showed more improvement than
the other three combined (internal-process, external-reactive, and
external-process) groups: (X = 17.93, N = 33), t (45) = 4.10,
p < .001.

In all areas of the SABRS pretest (pretest-posttest group)
internals scored significantly higher than externals. On the total
social adjustment score: internals (X = 22.20, N = 10) and the
externals (X:= 16.58, N = 12), F (1,18) = 6.64, p < .05. Scores
significantly differed on the subsection of work level, the internals
(X = 20.10, N = 10) scored higher than externals (X = 14.66, N = 12},
F (1,18) = 6.14, p < .05. Finally, the socialization scores for the
internals (X = 23.70, N = 10) and externals (X = 18.25, N = 12),

F (1,18) = 4.81, p < .05 also reached significance. Overall signifi-
cance was not reached for the total SABRS score but the work level
subsection posttest did reach significance; internals (X = 21.04,

N = 23) and externals (X = 17.95, N = 24), t (45) = 2.45, p < .001.

A discussion of these results will be presented in Chapter V.



CHAPTER V
DISCUSSION

The discussion of the study will be presented in two sections.
The first section will analyze the experimental findings and their
relation to current research. The second section will discuss metho-
dology and implications for future research.

Experimental Findings

The hypothesis that positive social adjustment among schizo-
phrenics can be enhanced by a comprehensive aftercare program was con-
firmed by this study. Although causality cannot be determined due to
extraneous variables, the operational definitions and hypotheses con-
cerning commmnity adjustment were confirmed. On the CAS total score,
there was significant change in scores from the pretest to the posttest
in the pretest-posttest group. Analysis also indicated significant
score differences in the summation scores and work scores. These
findings indicate that community adjustment increased over time on
the total CAS score. Especially noteworthy was the increase on the
work level subsection. These findings appear to parallel those of
Purvis and Miskimins (1970), whose findings strongly supported the
fact that high vocational adjustment and general commumity adjustment
were achieved through a comprehensive aftercare program.

To help in controlling for lack of objectivity or inconsistent
perspective on the part of the resident, the SABRS was utilized in

34
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assessing social adjustment by the primary counselor. On the two sub-
sections (work and socialization level) and the total score there was
significant increase in scores over the six month period. One inter-
pretation of this finding could be that over this six month period
each resident became a "member'' of the halfway house and therefore
behaviors which were once considered objectionable now became
acceptable in light of rater familiarity and tolerance of each resi-
dent. However, there are two controls in this study that appear to
contraindicate such a conclusion. First, there is the objectivity of
the SABRS scale. Counselors were asked for specific behavior criteria,
not impressions. A scale such as this was utilized so as to counter-
act the ambiguity that is possible through other types of question-
naires relying on assessments of attitude and intrapsychic change.
Secondly, a second rater was chosen to assess inter-rater reliability.
The reliability coefficients on the socialization level, work level,
and total score adjustment reflected strong agreement on all levels
between raters. The high reliability coefficients and objectivity of
the scale aid in reflecting behavior change enhancing social adjustment.

To test for the effect of the pretest, the posttest of the pre-
test-post-test group and the post-test of the posttest only group were
compared on the CAS scores. The analysis indicated no significant
difference on the sections of work community, family community,
social community, and professional community. There were significant
differences in the sections of commercial community and larger com-
munity. On the three modes of response there were no differences

noted in behavior and cognition but there was a difference noted in
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affect. In reviewing the CAS auestionnaire as an aid in elucidating
why the subsections of larger community, commercial community and
affect would be significantly higher for the posttest only group, it
became clear that many of the questions posed to the residents in
these sections were not germane to their lifestyle. The questions in
the larger community subsection of the CAS ask questions about involve-
ment in organized religion, importance in keeping up with current
events and views on local politics. The commercial community asks
questions about money management, savings programs, and modern techno-
logy as it is used in the home.

It appears that much of the pretest group relied on memory in
answering the CAS for the second time due to the feeling that the
questions were not applicable to them. However, the posttest only
group was seeing the scale for the first time and perhaps had not
formulated a decision. The more technical and abstract emphasis of
these sections could also be a contributing factor in the difference
between the affect score from the pretest-posttest group to the post-
test only group. Feedback that was received by the experimenter con-
cerning the CAS clearly indicated that although residents felt enthu-
siastic about the scale on the pretest, they failed to show the same
enthusiasm on the posttest, verbalizing dissatisfaction with the length
of the test and the time factor involved in finishing the scale.

A1l 55 subjects were scored on each of the scaies and then were
placed in the appropriate cell. The cells were designated by the
dependent variables of locus of control and premorbid adjustment (See

Table 3). The analysis indicated that the process group was more



externally controlled than the reactive group. This finding corre-
sponds with the finding by Lottman and DeWolfe (1972); process
schizophrenics were more external in control than reactive schizd-
phrenics.

There is some controversy about the stability of premorbid
adjustment over time. To check the stability of these characteristics,
the premorbid adjustment scores of the pretest-posttest group and the
posttest only group were compared. No significance was found, which
seems to indicate that premorbid adjustment is more than a fluctuating
characteristic. The pretest-posttest group was compared regarding
locus of control and the findings approached significance. Smith
(1970) indicates a significant change in locus of control over a six
month period for those admitted to a psychiatric hospital in a state
of crisis. Since residents are not assessed as being in a state of
crisis on admission, the change in scores cannot be attributed to a
change from crisis to normalcy. There can only be conjecture at this
point due to the lack of statistical data, but the variable of time
in the halfway house could be a contributing factor in changing the
locus of control score. This assumption is contrary to that of
Steinberg, et.al. (1974) and Lottman and DeWolfe (1972) who indicate
that locus of control is a stable characteristic and not the result
of current symptoms. The implications for future research will be
discussed in the second section of this chapter.

In discussing the second and third hypotheses, the CAS will
be discussed first in regard to premorbid adjustment and locus of

control. The SABRS will then be discussed in terms of the two



independent variables. The second hypothesis, that reactive schizo-
phrenics will improve in community adjustment more than process
schizophrenics, was confirmed by CAS and SABRS scores. Also the
third hypothesis, that internally controlled subjects would improve
more than externally controlled subjects, was also confirmed by the
CAS and SABRS scores.

An overall analysis of the CAS on premorbid adjustment did not
show significance. The summation score, however, did indicate the

reactive group scoring significantly higher than the process group.
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Locus of control was a significant factor on several subsections

of the CAS: the summation, mean pretest, larger community and pro-
fessional community. In each case the internally controlled group
received scores significantly higher than the externally controlled
group. These findings are supported by Phares (1973) research in
which internals were shown to be better able to influence the course
of their lives through interaction with the environment. There is a
noteworthy finding on the CAS posttest which reflects the level of
cognition of the resident. Again the internals scored significantly

higher than the externals.

To analyze if there was any significance in the premorbid adjust-

ment by locus of control (See Table 3) an analysis was done using pre-

morbid adjustment (2) by locus of control (2) by sex (2) by age (4).
Significance was found on the subsection of professional community
between males and females. Females scored significantly higher in

this area than males. This finding was interesting and it indicates

that women are more apt to utilize social service agencies and express
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satisfaction with them than males. This finding could be reflective
of our society in that it enables women more avenues for assistance
than it does males.

The overall analysis of the SABRS and premorbid adjustment
reflected significant findings. On the subsection of work level,
socialization level and total social adjustment score the reactives
scored higher than the process. These findings are supported by
DeWolfe (1974). He found that poor performance on tasks of process
schizophrenics were due to essentially three factors. The first was
their thought processes which were blunted by poor cognitive develop-
ment. The second was their lack of desire to require germane informa-
tion to accomplish a task and the third was the lack of involvement
in task demands. Data presented at the APA and reported by Higgins
(1972) found that process schizophrenics have larger than normal
personal space requirements. Due to the size of the halfway house
and the close proximity of all residents and staff, it seems reasonable
that the reactive schizophrenics would improve more than the process
because they would not have difficulty with close contact.

In all areas of the SABRS pretest on locus of control, the
internals scored significantly higher than the externals. The work
level posttest indicated the same relationship between reactive and
process schizophrenics.

A premorbid adjustment by locus of control effect was noted when
analyzing the work level posttest. The combination of internal locus
of control and reactive schizophrenia appears foremost in assessing

potential for increase in work level.
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This study seems to clearly indicate that reactive schizophrenics
who are more internally controlled adjust best to the commmity within
a comprehensive aftercare program. Although unaccounted for extraneous
variables were present, it seems plausible to evaluate the aftercare
program as an effective contribution to rehabilitation and social
integration.

Information on locus of control and premorbid adjustment should
be considered as tools for decisions concerning ward placement,
community placement, and time of discharge.

Now that we see the heterogeneity involved in a group previously
perceived comparable, how do we assess them in terms of the same
rehabilitation model? This study seems to indicate that we should
not. It seems a disservice to each resident to formulate treatment
plans and long term goals based on often times scanty social histories
and global diagnoses.

This study clearly delineates a group that can use the halfway
house as a transitional living facility and those that will use it as
more of a permanent residence. Nonetheless, with the overall distinc-
tion between process-reactive schizophrenia, internal-external control
and the subsequent empirical evidence, there is very little change in
terms of residents actually using the halfway house as a transitional
living facility. It appears that the lumping together of ex-
psychiatric patients does not prove beneficial to the higher function-
ing residents due to the unavoidable reinforcement of inappropriate
behavior and increased potential for institutionalization. The

resident population of this particular halfway house is 210 with a
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clinical staff of 15 covering each 24 hour period. It is therefore
difficult for residents to receive individualized attention. Many
learn that one way to receive attention is to act out behaviorally.
Again, due to the home's size, the lines for meals, medication, and
money are similar to those in institutional settings. Another aspect
inhibiting the potential of the halfway house concept is the welfare
system. The system exemplifies the benefits of remaining disabled so
as to continue receiving monetary benefits. This study chose to
explore a halfway house that is attempting to overcome some of these
inhibiting factors.

Implications for Future Research

A question that arose during the study was the factor of environ-
mental stability and its role in increased social and community adjust-
ment. It is possible that a stable environment over a particular
length of time could account for the change in scores. Possible
future research could involve a comparative study of patients admitted
to a long term psychiatric hospital, patients discharged to a halfway
house, and patients discharged back to their family. After a
specified period they could be tested on the CAS and SABRS.

This study indicated, as defined by operational definitions of
commmity and social adjustment the subjects did improve. Although
not negating extraneous variables, it is assumed the treatment component
of the halfway house was an integral factor in the improvement.

Another relevant study could include these instruments for residents
in other halfway houses. It could be used as an evaluative measure

for the home, but, could also indicate that differing subgroups attain
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increasing community adjustment in different settings.

The finding in this study indicated a less than significant
change in locus of control from externally controlled to more inter-
nally controlled over a six month period. It is possible that the
six month period was not long enough to reach a significant change.
Therefore, a follow-up study is indicated for all subjects who were
pretested on the locus of control scale in this study to assess if
there is a significant change over a one year period.

This study has utilized the CAS and the SABRS in assessing com-
munity and social adjustment and the use of premorbid adjustment and
locus of control in assessing potential for community adjustment. The
potential for research is pervasive. There is not only a great need
to evaluate programs but also to further specify criteria appropriate
for placement. In delineating groups among the psychiatric population
and specifying characteristics, we stand an improved chance of reducing
heterogeneity, establishing different models for rehabilitation accord-

ing to subgroups, and reaching optimal level of functioning.
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THE GRASMERE REHABILITATION PROGRAM
PHILOSOPHY OF THE PROGRAM

Grasmere is a privately owned community based residential program
which rests on two basic premises;

1) every human being has the right and the ability to maximize his
own unique potential for a functional and fulfilling life;

2) within the boundaries set be genetics and physical disability,
all non-functional aspects of a person's life style have been
learned and, therefore, have the real potential for being
repaired through new learning.

Because of these two assumptions, the program is essentially a con-
tractual arrangement between the resident and the Home to effect
positive and identifiable changes in the resident's life. Since this
contract must be tailored to the uniqueness of the individual, the
Long-Term Plan becomes, in effect, a description of the program as

it exists for that person. On the other hand, since we do not have
an infinite range of services and delivery styles, we work with

those people whose needs coincide with our expertise.

THEORETICAL CONTEXT FOR THE PROGRAM

Describing an ongoing program is similar to asking an individual

to give you a description of himself, since programs tend to have
an organic life of their own. When someone does this, he usually
has to give you not only a picture of what he is doing now but also
an idea of what influences have brought him to where he is now and
what goals and plans he has for the future, this being based on the
Gestalt principle that past, present and future are all a part of
the real present (cf. Lewin's concept of psychological space).

Although it is true that ''there is nothing new under the sun" this
is at the same time untrue, especially in the field of therapeutic
intervention. No program is entirely a replication of another or
an exact implementation of a theory, and no program is entirely
unique and without precedent. Consequently, in order to place the
Grasmere program in perspective, I would like to refer to some of
the theoretical concepts which provide a frame of reference for the
program. I do this acknowledging the fact that people assimilate
ideas according to their own stvle and choose from among possible
interpretations and approaches. This presentation of concepts is
necessarily selective and truncated, as it represents a static and
random sampling of the ideas and experiences which have influenced
those of us who have formulated the program.

Differences in goals of rehabilitation and psychotherapy: Rehabili-
tation is aimed at restoring the individual to a productive place
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in the community, productive being loosely defined as that which
makes for a fulfilled life. Psychotherapy is oriented more toward
internal emotional and characterological changes. Often both are
necessary for a person who has been traumatized by any sort of
disability or institutionalization. However, even though they are
almost always 'together', this doesn't mean they are the same thing.

The need to experience competence: In his now classic article
published In 1949, Robert White proposed that all animals, and
especially human beings, have a basic biological, as well as psycho-
logical, need for 'competence', by which he meant efficacy in
dealing with their environment.

The therapeutic milieu and the therapeutic community: Starting
with Maxwell Jones and George Fairweather, therapeutic programs
have evolved which emphasize the effectiveness of the total at-
mosphere and which involve both client ‘and staff in a therapeutic
alliance. The assumption here is that everyone is a member of the
community and a possible therapeutic agent for every other person.

Internal vs. external locus of control: Part of the research in
this area points to the fact that persons institutionalized in
psychiatric facilities very often fall towards the external locus
end of the scale; i.e., they assume that all effects which they
experience are due to forces outside of themselves and not under
the control of their own behaviors. This concept emphasizes that
the goal of therapeutic intervention with individuals is movement
from this external to an internal position, since the latter is
correlated with successful functioning in the commmity.

The relationship between coping and deviant behavior: This is the
neo-Freudian (Lois Murphy) approach to the concept of defense
mechanisms wherein the ego is allowed to develop ways of interact-
ing with the world which not only are survival oriented but also

are congruent with the behavior of others. It is a health oriented
rather than a disease way of looking at adaptive behavior. It

also includes to some extent the ideas of R. D. Laing on the schizo-
phrenic response to the perceived world.

Deviant behavior as learned: This does not preclude the possibility
that there i1s biological insufficiency or abnormality, nor does it
deny the effects of emotional and environmental stresses on the
individual. It emphasizes the role of learning in the formation

of behaviors geared toward the individual's survival and interac-
tion with his world and is derived from principles of reinforcement
theory.

The Humanistic premise that therapeutic change is only possible in
the context of an I-Thou interaction between human beings who
accept and value the intrinsic worth and dignity of each other.
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There are other writers whose ideas are similar to those mentioned
above: Glasser and the concept of reality therapy; Azrin and Allyon
and the use of direct behavior modification in the elimination of
psychiatric symptoms; Schneidman and Faberow whose work on suicide
seems especially relevant to dealing with depressed persons;

Lazarus and the concept of multimodal therapy; Silligman and the
concept of learned helplessness.

PROGRAM CONTENT

The Grasmere program integrates vocational, recreational, social
and behavioral sub-programs. In each of these, the goal is the
same, i.e., that the person obtain an optimal level of functioning
in an environment that is supportive. The following is a brief
description of these sub-programs:

The vocational program consists of a graduated series of work set-
tings. Individuals participate in these settings according to
their capabilities and personal employment goals. The most
sheltered type of vocational placement is involvement in the
licensed internal work program. Here individuals perform tasks in
various departments of the Home. A more structured and more
demanding work setting is the sheltered workshop which is operated
on the premises by Trilogy, Inc. There are two of these, and they
stress the establishment of work habits related to an industrial
setting.

These internal programs are used for either of two purposes. The
first is to provide long-term employment for those who by reason

of either age of functional level are inappropriate for vocational
programs outside the Home. The second purpose is to provide a
transitional program for persons who are preparing to enter other
training positions who are in a temporary crisis, or who are waiting
out the referral process to either a training or employment program.

The third level in this series is a diverse group of sheltered
workshops and training programs run by various community agencies.
The major resources at this time are Trilogy, Inc., a commmity
based workshop, Japanese American Service Committee Workshop,
Chicago School and Workshop for the Retarded, Chicago-Read Central
Workshop, Jewish Vocational Services Workshop and Diagnostic Center,
Thresholds, and Chicago Goodwill Rehabilitation Training Center.
The following table presents a typical monthly summary of the
vocational involvement of Grasmere residents. Also included under
vocational program are the use of community-based, day-long therapy
programs and local educational programs. Among those used are
Chandler Park, Edgewater-Uptown Day Program, Barclay Day Hospital,
Northwestern University Hospital Day Treatment Program, Chicago
Community Colleges, Urban Progress Center programs and Ravenswood
Day Center.
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AGE AND TYPE OF VOCATIONAL INVOLVEMENT FOR RESIDENTS
GRASMERE RESIDENTIAL HOME AS OF APRIL, 1979 (TOTAL CENSUS 201)

Under 26 36 46 56 Over
26 35 45 55 65 65

In-Home Workshops 6 9 12 21 16 7
Grasmere Work Program 9 5 3 4 7 2
Grasmere Pre-vocational Program 1 1 0 0 O 0
Community Workshops 0 17 10 3 4
Training Programs 0 0o 0 0 1 0
Competitive Employment Full-Time 0 1 0 1 0 0
Competitive Employment Part-Time 0 0 0 1 © 0

TOTAL 142 or 71% of Census

Some residents begin at an even lower level of development with
respect to vocational skills. This is especially true among the
younger residents whose academic and social learning has been
interrupted or stopped due to repeated or lengthy instutionaliza-
tions. At a crucial period (middle to late teens) they have
identified as '"'patients'' and, consequently, have developed the
repetoire of feelings, thoughts and actions appropriate to this
social definition of themselves. For them the vocational aspect

of the program initially consists of training in the role behaviors
of an autonomous adult (e.g., decision making, personal responsi-
bility, social responsibility). It also involves a great deal of
one-on-one counseling to help the person learn to incorporate these
behaviors into an adult self-concept. In addition, for those whose
basic academic skills are below survival level, there is tutoring
in reading, writing, arithmetic and English as a second language.
For those somewhat more skilled, there is an in-Home pre-GED pro-
gram.

The social skills training and the recreational programs may be
described together, since the activitiles available in the Home
often serve to meet goals of both. The social skills training pro-
gram not only aims at improving social interaction skills but also
at establishing community living skills. Again, it operates for
people who differ widely in functional level. At one end are

those persons requiring the re-establishment of minimal communica-
tion skills to reverse the process of isolation often brought about
by long years of institutionalization. For those already able to
commnicate, there are both structured and unstructured groups and
activities available. These, again, demand varying degrees of
active participation and referrals are made in accordance with
individual needs. At the other end are those whose social skills
are adequate and who wish to learn to enhance the quality of their
social encounters so as to bring more joy into their lives.

The recreational aspect of the program aims at preparing individuals
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to adequately structure leisure time in a reinforcing way. Acti-
vities such as movies, concerts and table games are low in social
demand and often serve as an easy entry for a person who is com-
fortable being with others but not adept at direct social involve-
ment. Exercise groups, ping pong, pool tournaments and discussion
clubs involve residents to a greater degree of social interaction.
Skill groups such as cooking club and writer's group are oriented
towards special interests and activities of daily living. All
skills groups are planned, have a definite cycle duration and a
syllabus outlining what is covered in each meeting.

Structured activities are an important part of most Long-Term

Care Plans. They are scheduled to complement the vocational skills
training and, thus, are offered in the traditional non-work hours
(i.e., evenings and weekends).

For both social and recreational development, the younger and more
active residents are encouraged to utilize community resources and
contacts to decrease dependence upon organizational support. There
is an Activities Advisory Board, composed of residents, which
organizes many of the special events and field trips. The table
below presents a typical schedule of a week's activities. This
schedule is revised every week and is available the day before

that week begins in order to insure that people can make decisions
concerning which activities they may choose to attend.

The term behavioral program is used to refer to those aspects of the
Grasmere Program which address themselves to particular individual
needs that do not fit into the description of the other programs.
Examples of these are re-establishing habits of basic hygiene,
clothing, room care, budgeting and managing money, alleviation of
crisis distress, restructuring of dynamic factors (psychotherapy).
Outside of short-term crisis intervention, psychotherapy is a
service which we seek from other commmity resources. These pro-
grams are often in the form of 'contracts' entered into by the
resident and the staff and sometimes include, as parties to the
contract, members of the resident's family or personnel of other
service agencies.

STAFF

If the program as described above is to be an effective and posi-
tive experience for the individual resident, it must take place
within the context of a supportive and therapeutic environment.

A major factor in creating such an environment is the selection of
staff who bring to their job not only functional ability but also
personal attributes that facilitate personal growth and develop-
ment. This approach to staff selection extends to all departments
of the Home, not just to the areas which are specifically clinical.
Maids, cooks and maintenance people are equally responsible for
the preservation of a therapeutic atmosphere. The following
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HAPPENINGS AND EVENTS
May 19 - May 25, 1979

Community Adventures

Group
Birthday Party

Theatre Experience
Bible Study Group

Rummy
Yoga

Photography Group

What's Going On
Bingo

Thinking Grasmere

Pokeno
Arts and Crafts

What's Going On
Bingo

Baseball: Central

Plaza

Pre Vocational Group

Social Group

Women's Beauty Shop

Job Mart

Activity Advisory

Board

What's Going On
Horseracing

English as a Second

Language
Stitch in Time
Dance Classes
Exercise Group

What's Going On
Bunco
Library Films

Education Classes

Women's Hygiene
Group

Cooking Group

Self Expression
Group

Staff
Staff

Rich

Jeanette
Bobbi
Lee

Staff
Martha
Rich
Jeanette

Becky

Staff
Jeanette

Staff
Lee
Bob
Carvie
Lee

Bob

Staff
Jeanette

Susan
Sally
Becky
Sally

Staff
Jeanette
Staff
Marie

Jean
Marian

Bobbi
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Community Room
Dining Room

Dining Room
Dining Room
Dining Room
3rd Fl. TV Room
Beauty Shop

Community Room
Dining Room
Dining Room

Commumnity Room

Community Room

Commumity Room
Dining Room

Lincoln Park
Dining Room
Dining Room
120 Shop

Dining Room

Dining Room

Community Room
Dining Room

120 Shop
Commmity Room
Dining Room
Gym

Community Room
Commumnity Room
Bezazian Library
120 Shop

Beauty Shop
Kitchen

3rd F1. TV Room



FRIDAY 10
May 25 2
7
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8
OUR BASEBALL

:00 am
:00 pm
:00 pm
:00 pm
:00 pm

8:
8:00 pm

:00 pm
SEASON STARTS THIS WEEK.

CHEER ON OUR TEAM.

What's Going On

Library Films

Bunco

Mind Relaxation
Group

Men's Hygiene Group

Women's Exploration
Group

Create a Card

Staff
Herman
Jeanette

Fred
Fred

Carvie
Jean
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Community Room
Dining Room
Community Room

3rd F1. TV Room
Beauty Shop

3rd F1. TV Room
Community Room

COME OUT AND JOIN THE FUN AND

INFORMATION ON FREE EVENTS FOR THE WEEK AND INFORMATION ON CHURCHES
AND SYNAGOGUES IN THE AREA MAY BE OBTAINED FROM THE FRONT DESK.
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descriptions include the responsibilities of those persons who pro-
vide direct clinical service.

Administrator: This person is responsible for the overall manage-
ment of the facility. He directly supervises the provision of all
support services, including those that are resident oriented and
those that are administrative in nature. He is ultimately responsi-
ble for selecting all staff and consultants to the Home and for
insuring compliance with all governing and regulatory bodies.

Director of Clinical Services: This person is responsible for
planning and administering the clinical program in the Home. In
consultation with the Administrator, he establishes clinical poli-
cies and procedures within the framework of a rehabilitation model.
He is responsible for insuring that all support services are
coordinated with the clinical program. He is responsible for the
orientation and training of all clinical staff, consultation on
individual cases, maintenance of inservice training and coordina-
tion with the Administrator in those decisions where administrative
and clinical demands overlap. He is responsible for maintaining
the unified, rehabilitative approach in all aspects of the Home's
functioning and is on call at all times for emergency situations.

Intake Coordinator: This person is responsible for the intake

and admission process of all new residents. He is also the liaison
verson with referring agencies. In addition, he serves as the
systems control person for insuring continuity and guality of care
within the program.

Program Coordinators: These people serve as the primary direct
service providers in the program. They are responsible for main-
taining the social skills training, the recreational and the
behavioral programs, and, at times, they are also involved in some
of the pre-vocational skills training. Specifically, they fulfill
this responsibility by performing three major interrelated types of
work:

1) acting as an ombudsman for a small (25-30) group of residents.
This entails assisting them in planning their program, maintain-
ing all necessary notes and forms, and expediting referrals to
various community programs.

2) acting as a facilitator and crisis intervention worker for any
of the residents in the Home and as a back-up person in imple-
menting programs initiated by another program coordinator. This
is to insure that residents receive consistent messages and see
the whole staff as equally available to them.

3) conducting and being responsible for planning two or three
structured social skills training or recreational groups.
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The program coordinator is, in effect, part social worker, part
vocational counselor, part recreational therapist and part personal
advocate/counselor. We believe that if we are to maintain a
unified "whole person' perspective of the resident, we cannot com-
partmentalize his being into nice, tidy, departmental or ''caseload"
units. The program coordinators also work some evening and weekend
hours so that the program runs sixteen hours per day, seven days
per week and is backed up by a consistent, informed and coordinated
night staff.

Activity Coordinator: This individual is responsible for the crea-
tion and maintenance of programs designed to teach basic interper-
sonal and social skills and to encourage use of community oriented
leisure-time activities. He is responsible for training program
coordinators in the use of groups as teaching devices and is a
resource person for residents desiring to set up specialized
interest groups. He is responsible for obtaining and maintaining
all supplies needed for groups, for keeping all necessary program
documentation and for coordinating all major special events in the
Home.

Vocational Services Coordinator: This person is responsible for
providing counseling to residents and consultation to program
coordinators with respect to vocational and educational programs.
He provides direct supervision to persons in the internal work
program and is a liaison with the commmity-based workshops. He
also conducts vocational groups within the Home and develops con-
tracts outside the Home for the education, training and employment
of residents. He is responsible for conducting all personnel
procedures with respect to work program participants and for main-
taining all necessary program documentation.

Health Services Coordinator: This registered nurse is responsible
for assuring twenty-four hour nursing service. He is responsible
for all medical records and for conducting staff and resident
training in the use of psychotropic medications. In addition to
these specific duties, the registered nurse is the primary source
of physical care for the residents. It is his responsibility to
be aware of their physical status and to be alert to any signs of
physical illness. The nurse is the person who arranges for all
outside medical consultations and is the liaison to the consulting
psychiatrists and general practitioners. He is also responsible
for working with residents and program coordinators on behavioral
programs which involve health care of medication maintenance.

Licensed Practical Nurse: This individual is responsible for
passing medication and for providing any necessary nursing care
when the Registered Nurse is not in the facility. He is also
trained to give emergency first aid treatment.
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PROGRAM TMPLEMENTATION

In this section the process by which an individual resident moves
through the Grasmere program is described. The intake procedure
usually starts with a phone referral from a worker in another
agency and/or hospital. At this time, the general appropriateness
of the Grasmere program and the minimum requirements for placement
are explored. Criteria which exclude an applicant's acceptance

" include: recent serious homicidal or suicidal behaviors, typically
combative behaviors, and medical conditions involving the need for
extensive personal or nursing care. If none of these exist, the
potential resident and his worker are invited for a pre-placement
interview. During this interview, the possibilities which the
Grasmere program holds are explored. Following the interview, a
decision is made concerning acceptance to the program and assign-
ment to a particular program coordinator. Concurrently, the pro-
spective resident decides if he wants to commit himself to this
type of program.

Once admitted, the individual is assigned to a program coordinator
who then has the primary responsibility for that person's program.
Immediately after intake, at the weekly clinical staff meeting,
background and recommendations regarding a new resident are pre-
sented to the entire staff. During the first week the new resident
is given an orientation program which includes specific appointments
with each of the coordinators. The results of these meetings are
summarized by the program coordinator and the resident and trans-
lated into a provisional goal-oriented treatment plan. At the end
of one month a comprehensive Long-Term Plan is constructed by

staff and resident and the first of a series of specific short-
term (three month) goals is identified. These operationally
defined goals are assessed and revised every three months and
reflect intermediate steps toward the long-term goals. In addition,
weekly notes chart the progress of a re51dent with respect to
various facets of his program.

Termination of an individual from participation in the program is
usually made in a joint decision by the resident and staff, and

can take many different forms. One possibility is return to a
psychiatric facility based on the need for either more intensive
treatment or a more structured living arrangement. A second is
admission to a physical hospital or nursing home based on the need
for more direct nursing or medical care. A third possibility is
admission to another residential care facility based on the need
for a different type of program orientation. A fourt alternative
1s discharge into independent community living based on the ability
of the individual to function adequately without institutional
support. A fifth alternative is return to the individual's original
family situation. The sixth possibility is a decision for the
person to remain in the Home but for the program to shift to one

of maintenance and sustaining care, based on the ability of the
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resident to maintain himself adequately in a semi-structured resi-
dential setting.

The exceptions to this joint decision process fall basically into
two categories: 1) unilateral decision by the resident to move

out against medical advice; and 2) unilateral administrative dis-
charge for gross violations of Grasmere community mores, persistent
involvement in illegal activity, or disruptive behavior, or active
alcoholism. = These latter are made by consultation between the
Administrator and the Clinical Director and reasonable efforts are
made to effect anv alternate living arrancement for tne person.

POPULATION DISTINCTIONS IN THE PROGRAM

Although every individual's program is to some extent umique,
there are similarities due to the characteristics of particular
populations. The program has proved, in its fifteen year history,
to be appropriate for four different c¢roupns of people.

The geriatric group includes persons approximately fifty-five years
of age and older. This age grouping is used because of the rela-
tively low probability of these individuals obtaining competitive
employment. For this group the aim is to establish a comfortable
and maximal level of participation and to maintain this level in
accordance with the person's physical capability. For many, this
means participation in a comparatively undemanding work activity
program. For others, where vocational involvement is precluded,
it centers around participation in the in-Home activities program.
For still others, no organized involvement is appropriate and the
effort of staff is toward the maintenance of personal care and
informal social contacts.

The middle-aged group includes primarily persons between the ages
of forty and fifty-five years who have experienced long histories
of institutionalization. This history may have consisted of either
a small number of long hospitalizations or a chronic pattern of
short-tem admissions. The emphasis with this group is on de-
cathecting the hospital as part of their life style. Therefore,
the efforts of staff are directed toward assisting them to esta-
blish and maintain viable contacts inside and outside the Home
which help anchor them in the community. There is also a decided
effort to direct them to vocational and/or training programs which
will address the need to overcome institutionalized patterns of
behavior.

The young adult group includes persons between twenty-five and
forty years of age. Often, these persons are seen as capable of
eventually attaining competitive employment and independent living.
However, they typically have sporadic work histories and an
unstable adult role definition. Therefore, a much more directed



VII.

60

effort is made to build vocational and social skills through the
use of high level workshop and/or training programs and through
group recreational and social activities.

The adolescent group includes persons from eighteen to twenty-five.
There are two major subgroups here with very different needs. Some
of these young people have been in and out of some form of agencv
care for a good vortion of their lives, while others are experienc-
ing only a first or second placement and residential care is an
alternative to hospitalization. Successfully completing develop-
mental tasks is the foundation of the program for these persons,
especially the shift from external to internal means of impulse
control.

EXCLUSIONS

Experience has indicated that there are particular groups who need
more specialized programs of rehabilitation who therefore do not
benefit from the Grasmere program. Describing these groups may be
helpful to individuals responsible to referral services.

Acting out Adolescents: By this is meant that group of adolescents
whose form of response is physically destructive in nature or

whose main area of conflict is that of dealing with authority
figures. Grasmere has neither the physical restrictions nor the
controlling atmosphere necessary for successfully working with such
persons.

Adults with a Decided and Repeated History of Combative Behavior:
Due to the small staff-resident ratio and the normative limits of
behavior which are set in the Home, Grasmere is not equipped to
deal with those individuals who cope through combative behavior.

Active Alcoholics or Drug Addicts: In addition to requiring more
stringent physical controls, this group often does not respond
favorably to an expectation oriented, motivational structure.

Currently Suicidal Persons with a Continuing History of Suicide
Attempts: For this group, the small staff-resident ratio and
emphasis on independence often present a serious threat to their
physical safety.

Extremely Institutionalized Individuals: Because of the type of
program and the need for the personal involvement of the resident

in the program, Grasmere cannot provide adequate service to those
individuals whose hospitalization experience has virtually destroyed
all motivation for commmity living. Grasmere does not have
structured, long-term programs for minimal personal care and rudi-
mentary living habits.
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CAS
Community Adaptation
Schedule

Sheldon R. Roen, Ph.D. — Alan }. Burnes, Ed.D.

Form 5-A

The foliowing survey has questions which describe the community in which
you live, and your life within it. Answer all questions about yourself as things
are now if you are living in the community, or as things were before if you are
presentiy living away from home.

Please answer the questions on the answer sheet provided. Please do not
write in the survay booklet. Beneath each question you will find answers that
range from 1 to 6. For each question, choose the number of the answer that
best fits you and write this number in the appropriate space for that question
on the answer sheet. Answer every question except where the directions allow
you to skip those that do not apply.

EXAMPLZS
A. 1f you are working ful! *ime, you wou!d answer fthe first
I — 4
Jquestion by putting The number 4 [fuil] in the 5lank on the
time

answer sheet for the first question.
2. If you do not work for wages, but have charge of the house-

work, you would begin with gquestion 22. !+ your fesling about
2
housework is dislike, you would put a 2 |DTsTike | in the olank

on the answer sheet for question 22,

Answers are not meant to be right or wrong and will vary irom person to
person. Your replies will be kept strictly confidential.

Copyright © 1963, 1968. Al rights reserved.
8ehavicrai Publications, inc.
(An affiliate of the Behavioral Sciences Center of Human Sciences, inc.
2852 Broadway — Momingside Heights
New York, N.Y. i0027
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b, WCRK COMMUNITY

O*”"Ea SXIP TO ”UTSTIOV uZ.

"7? dﬁGZS

Hew much time do vou put in at work now?

1 2 3 4 3 5
wne Tc Two  Apout nalf inrea To tour ruil siigntiy Mycn mor=
Qays car wesk *inm days per waek Tire mors *han than full
R dyll *time time
2. How do you feel 2apbout working?
| Z 3 4 3 3
Oistike very Uislixa Cislike scme  Like scme Like Lika vary
much much
3. | f you had time availanie, woula vou put in additicnal work hours for
mera say?
| 2 3 4 S 8
-atiniTely very lixely Likalv cnticeiy iary “afinitely
untikely ot
4. Hew long have ycu been uremoloved during The cast vear?
! 2 3 1 3 3
over nalf tArz2e TO Jne 7o Two Sver a saversl wontinually
The yesr six months months Heex days worked
5. Co vou *hink you czuld find 3 job 25 gcod 3s or dettar than your presant
ane #ithin four To six weeks, [ { necessary?
| 2 2, 4 3 6
cariniTaly vary Uniikaiy Lixeiy Vary cerinitaly
aot urniikely tikely
3. How wQuld you rm3T3 your serformance in your ~ork?
! 2 3 4 3 5
Tgey superiar Above Zaicw =zQr very
Superior Avarage average socr
7.  =cw d0 you feel atout vour orasent joo?
i 2 3 1 5 5
LiRk@ very RT) Li<a some Ci3iika Jigii<a Tisiixa
much scmre vary much
3, Arg your sresent Jutiss cnes THat make desT use OF vour sorx skills?
i 2 2 4 Z 2
lever +@ry saiacm s21acm Scmet i mes LtT2n AiWavs
3. dhaT i3 your arssent annuai incema?
! 2 3 4 = 3
SAITW 34 ,wuv Say = 35, 0uu- 37,.0U= 30, enl Jver
$3,499 35,399 38,399 513,300 319,380
i0. How cces vour incime maTen /Sur axgenses?
! 2 2 2 s 3
Huen degarate:y EEEFLERY ShignTiy noceriTay o
nNigrer higher gher lcwar icwer iower

63



i1, Zo you fsel ~hat you ¢3n (g~ wiil) earn more in this job or one !ike (t?

| Z z 4 5 &
Oefinitely Very Uniikeiy Likely Very Cefiniteiy
not uniikely likely
'2. How does your present income compare with vour previous income?
| Z 3 4 5 )
Much Tess Less AbauT The Somewhat Viors Much more
same more

13, As far as you kncw, how do vour co-worker's wages compars with yours?
ks =

| 2 3 4 s 5
Much. lass -853 AD2ut the same Somewhat Mora Much more
more

td., Would you say you have had money problems?
| 2 3 4 5 [
+.

Never Ve~ selcom Seidem Cf+an lery Jften Always

13, ncow do you fa2i zbcut changing vour job?

| 2 3 4 3 5
Very happy Lon'T want  Wouid mind Wouian'T want te NanT To
where | am o ming very much
i6. 0Oo you f2el that you will try +o qualify for a mere highly skitled iob?
i 2 4 5
cetinitely lery Untikeiy Likely Very T uefinitaiy
not aniikety likely
!7. How many of your co-workers do you consider friends?
| 2 3 4 5 &
Five or more Four Thrae Two Gne HNone

18. Are you satisfied with your job as ofthers seem to 2e with *heirs?
i 2 3 4 5 5

Much less Lass About the Scmewhat More Mucn more
same more

[ANSWER THIS SECII0H0 17 TOU ARE OWLZ EMPLOYED PART-IIME

OTHERS SXIP TO QUESTION 22.

19, How much time do vou spend looking for full time work?
| 2 3 4 5 5

Ncne margly any Yery tittle some Mych Yery much
20, How do ycu feel about working fdll time?
| 2 3 4 5 5
Like very Like Lik2 some Cislixe Cisiike Jisiika
much scme very much
21, Zo you think vou couid w~orw full time?
| 2 3 4 3 &
Tetinitely Vary Uniikely Liregly Vary Cerinitely
not unlixely likety
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.YOU JAVE CHARGE 0 H" HOUSEWORK. OTHERS S#IP T0 ZJLESTIOH 27..

22. Wrat is your feeling about housework?
| 2 3 4 5 6
Cisiike very Oisliks Oislixe Like Some Like Like very
much some much

23, How are you managing the housewcrk?
1 2 3 4 5 6
Very well Hell Fairly well Not dell Poorly Yery Poorly

24. How much of your housework is dcne by others?
! 2 3 4 5 6
Almost all Most Some Little rardly any Necne

25. 1f you had to, could you do all the nousework yoursel!f?

| 2 3 4 5 5
efinirely very InTikeTy Ciely Tary TeTTaiTeTy
not uniikely likely
26. in general, how do you fesl vou manage your housework in ccmpariscn
to how others manage theirs?
| 2 3 4 5 5
Much petter getter Somewnat Less weli Poorly Very
batter pcorly

UNDER 16 LIV'"’VG AT HGME AND IT IS EXP"'CT"D T‘?Ai" "'OJ ARE IN
OF THEIR DAIZY CARE. OTHERS .:KI"’ T0 QUESTICN 35.

27. How much of the care of your family are you able to accomplish by

yoursel 7
| 2 3 4 3 5
very much Mycn Scme Little hardly any “None
28, How do you feel about being responsibie for the children's care?
! 2 3 4 5 6
Dislike very Dislike Uisiixe some Like scme Lixe Like very
much much

29. How do you think you manage the needs of your family?
a

[ 2 3 5 5
Very goorly  Pcorly NeT well Fairly wel' Weil jery well
30. How much of an affort is it to care for your family?
| 2 3 4 5 5
Very easy casy Somewnat Somewhat Ui fficult Very
easy difficul® difficult
3t. Do you feel your management of your famiiv's needs should be improved?
| 2 3 4 5 5
Not at ali Hardly at ail Lit+ie Scome Mucn Very much

32. Co you fee!l that your efforts are appreciated by your children?
i 2 3 4 3 3
Not a1 ali Hardly aT ail LitTie scre Auen Jery much




33. How much cooparation do you get at home?
! 2 2 4 5 8

P

Very mucn Much Scme Little Hardly any none

34, in generai, co you *hink you get as much cooperation in your home &s
others get in tTheirs?

| 2 3 4 ) 6
Much iess Less Scmewhat Somewnat More Mucn more
less more

0. WORK PCTEMTIAL Cr HOMEMAKERST  ANSwe'x T3I5 5a4Cli0l Oiul &F
Y0U ARE A HOUSEWIFE WHO DOES NOT HOLD LOWN AN OUTSIZE JOB.
OTHERS SKIP? 70 QUESTION 39.

35. Curing your {ife what was the +total time you worksd for wages (part or
full timel? .
| 2 3 4 5 6
Never . n few monThs AbouT 2 40 or rour or Qver five
year thrae years five years years

36. How wculd you feel about nolding down a job?

| 2 3 4 5 8
Like very Like Like scme Uislixe Cisiiks Jislike
much some very much

37. Do you have any *training or abilities for some particuiar job?

! 2 3 4 3 5
Ncne Hardly any Little Some HMuch Very much
23. Do you expect fo work anytime in The future?
! 2 3 4 ) 5
Cefiniteiy T Very Unlikaly Likely ary Sefinitely
rot unlikely likely

. UNEMPLOYMENT. ANSW&ER 1415 5800100 7 oE 20U U
LIVING BUT ARE NOW UNEMPLOYED. DO QT ANSWER IF 10U ARE
TIRED, (QTHERS SKIP? TO QUESTION 44.

39. Cver +he past few weeks now often have you *tried *o find work?
-

! 2 3 4 5 3
Haven'~ Hardly Laess than a AoouT 3 YosT zvery
tried . aTt all day a week day 3 week ~Neekdays workday

40. How do you feel apout not working?

{ 2 3 4 3 3
Like very Lixe Like some Cisiike Sislive Dislike
much scme vary much
1i., Co you Think you #ill fina work scon?
| 2 3 4 5 5
JetfiniTely Very lixely Likely Sniikety Nary et niTeiv
uniikely not

2. Has anyone heiped vou try to find work?
! 2 z 2

4 - A

3
Net aT 3ti Hardly ar ali Littis some Muca Very much
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43, Do ycu think you are 3ble t3 work full time?
| 2 3 4 5 5
Cefinitely Very Uniikely Likely Very vefinitely
not unlikely likely

. VOUUNTEEF WORK. I0 3E AVCWEeREL 81 £ VARIONE.)

44, Qver the past few years, have you done volunteer work without pay?
| 2 3 4 5 )

. Nene Hardly any Little Some Much Jery much

45. In general, now do you feel about doing voluntser work?

| 2 3 4 5 5
Like very Like Like Uisiike Uistike Dislika
much some some very much

46. In generai, would you do votuntser work {f it were asked of ycu?

! 2 3 4 5 6
DefiniTaiy very Jniixkely Likely Vary Cefinitely
not uniikeiv likely

E. AGRK A1STORY.

47. At what age 3id you start working either part time or fuil time?
| 2 3 4 5 5

Uian'r Jver 25 25-2] 20-171 Ie=14 Selow 4

48, For how many different emplioyers have you worked?
2 3

1 2 3 4 3 ]
dver : 3i% or Four or Two or Ons Nene
Seven Seven five three

49, With regard to work, are you where you Thought vou would be at vour age?

i 2 3 4 5 5
very much S8 !lcw Screwhat Scmewhat Above Very much
belcw below above above

Pl FAMILY COMMUNITY

50. How much non-working time do you spend at your home?

i 2 2 4 A 5
Al Almost all st Some iary Hardly
Tittie any

31. Hecw do you feel 2bout home?

| 2 3 4 s 2
lery dis=- QOissatisfied scrmewnatT Somewnat sSatistfied Jery
satisfiad dissatisfied satisiiacg satisfied

352. Do you think your hcme living circumstancas need improvement?
| 2 b 4 5

[o1%

Very much Much Jcme LiTtie Hardly ot at
at ati alt
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[T SPQUSE. ANSWER 415 SECTICK ONLY IF LU ARE LIVING WITE
WYOUR JUSBAND CR WIFE. OTHERS SXIP T0D JUESTION 86,

53. In general, how much non-working time do you spend with your spouse?

| 2 3 4 : 5
Al AlmosT ail Mos+ Some Very [iftie Hardly
any
S4. How do you feel you gef along with your spouse?
| 2 3 4 3 6
Jery poorily Poorly Not well Fairly well el l Very well

55. In general, how much do you agree with your spouse in rzgard to such
Things as budget, friends, child care, home maragement, and recrsation?
| 2 3 4 S 5

Not at all rardly LiTTie Scme Miuch Jery much
at all

6. How would you rata the interest which your spcuse has in your daily

experiences.
| 2 3 4 5 5
Very much Muen Some LitTie very litTle AlmosT
rone

57. Hcw cffen do you have very pleasant experiences with your sajouse?

| 2 3 4 5 8
More than Onca a Once or fwice Less than mardly Never

onca a week week a2 month once a month ever

58, How do you fee| about your sexua! |ife with your spouse?

1 2 3 4 5 5
Very Uissatisfied Somewnat Scmewhat SaTistfiec very
dissatisfied dissatisfied satisfied satisfied

53. How easy is it for you to express your personal emotionai feelings tc
your spouse?

j 2 3 4 5 &
Vary sasy casy rairly sasy  SomewnaT Jery ExTremeiy
difficult difficult difficult
80. How do you think your spouse feels abouT his or ner sexual |ife?
| 2 3 4 5 5
Very Cissatisfied Somewhat Somewhat Satisfiag lary
dissatisfied dissatisfied satisfied satisfied

51, Hew often do you and your spouse have serious arguments?
| 2 3 4 5 5

Never Hargly ever seldom SomeTimes Of*ten Yery often

32. in general, how much love 20 you have Toward your Speuse now 23S
comparad with when vou were first married?
i 2 3 4 5 3
Nene “tucn 1ess Lass Apout The same Wore Mucn mere

33. How would you rate ycur marriage?
| 2 3 4 5 5

Yary raopy =agpy comewnat screwnat unnacpy Varv
happy unhaopy unhapoy
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54. How does vour marital relationship compars with others vou kacw who
ara married?

1 2 > 4 5 5
Much worse Worse sSomewnaT Somewhat zeTter Much
worse better better

65. How would your friends raTe vour relationship with vour spouse?

! p 3 4 5 5
Very close Close Sorewnat Screwhat Distant Very
clese distant distant

g
OVER 4 YEARS OF AGE’. OTHERS SKIP 10 QUESTION

66. Of the time availapole for it, how much time do you sperd with yvour
children? .
| 2 3 4 5 5
Ald Mast ek Tome Harcly any None

€7. In general, how do you get ziong with your children?

i 2 2 4 5 <
Very ocerly  Scmawhat Somewhat Wetl very TxTrameiy
pocriy well well well

68. Do any of your children come to you with their ftroublies
| 2 2 4
Never Haraly ever Seidom scmeTimes OfTen Yery often

Lo 1)

€9. How easy is it for your child(ren) to express personal smotional
feeiings fo you?

| 2 3 4 S 8
Jery easy casy Fairly Easy carriy SifficulT Very
difficult difficult
70. !n general, how do you feel about your cnild's (ren's) activities?
| 2 3 4 5 5
Very SaTistfied Somewhat Somawnat Dissatistied Very
satisfiad satisfied .dissatisfied dissatistied
71, How does your reiafionship with your cniidren compare #ith most ofher
families?
| 2 3 4 5 &
Mucn hetrer SeTter Somewnat Sorewnat Aacrse Much
better worse woerse

72. How much interest do you have in your children's daily exgeriences?
| 2 3 4 S 8
Ncne nardly any Littie some “tuch Very mucn

K. PARENTS.  ANSaz7 JHIS S2CilY [%4
WRE LIVING. OTHERS SKIP 70 QJ:STLSJ 35,

73. How often do you aiscuss impertanT matfers or do *things with your
parent(s)?
| 2 2 4 s 5]
3

Never rardiy ever Salaem scmetimes ytten lary orran
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. T0 3E ANSWERELD BY &
C’ION IS ABOUT RELATIVES OTHER THAN PAREVTS, SPOUSE CR
IZDREN WHO DO NOT LIVE IN YOUR HCME. IT INCLUDES BROTHEES
KD SISTERS, AUNTS AND WCLES, COUSINS AND IN-LAWS.

35. How many relatives do you have some perscnal contact with, even if i+
is oniy by letter? :

! 2 3 4 5 6
Neone One or ftwec Three or Five or Seven Jver ten
feur six To ten

86. How many of these relatives do you feei close to?

| 2 3 4 S 5
Gver eignt Seven or Five or Three or One or None
gight 5ix four wo
87. ‘ow often do you-'s2e or talk to these reiatives?
| 2 3 4 5 o
Never Hardiy ever Ssidom scmeTimes JfTen {ery JfTan

38, rave ‘nese other reiatives whe do nct live in your hcme peen cf
heip to you?
!

2 3 4 5 5
Yery much Mueh scme Littie Hardly NOT a3t
at ail atl

39, How do you feel about these relatives haiping you?
! 2 3 4
Uislixe very Cislike Dis!irk2 some Like somre Like Like veiy
much much

[0

90. How many of your reiatives !ive within one-nalf hour drive?

| 2 3 4 3 £
Over eight Seven ar Five or six 1hrse cr Cne or None
eight four Two
91. How many times have you talked with relatives over the nast month?
| 2 3 4 5 3
None Qne or two Thrze or Five or Seven or Qver
four six 2ight 2ight

111, SCCIAL COMMUNITY

92. How would vou rate your sccial life?
i 2 3 E 5 5
Very inactive ,nactive ScmewnaT scmewnat AcTive Yary
inactive active active
93, How <o you feel 200ut your sccizal life?
| 2 3 4 3 3
Jary Dissatistied Somewnat ScrewhaTt Saristfied Yamy

/
dissatisfied dissatisfied satistied satisfied
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74, How do you feel about getting together wiTn your parent (s)?
{ 2 3 4 5 5
LIk2 very Like Like some vislixe Uistike Dislike
much scme very much

75. How do you feel toward your narant (s)?
]

| 2 3 4 S 8
Vary ZisTant DisTant Screwnat Scmewnat Close Very
distant close close
76. How much time do you sgend with your narent (3)?
! 2 3 4 S 5
None Hardly any L:THie Some Much JYary mucn
77. How do you feel zbout your parent (s)?
! 2 3 4 5 3
Jislike vary Dislike sislixe Like some Like Like very
much 30me much
78. How easy is it for vou To axpress perscnal amotional feelings To your
sarents?
| 2 3 4 5 3
iery 2asy Easy Fairty 2asy Fairily SifficuiT Hery
difeicult diffiguit

79. Do you think vour parent (s) are satistied with you?

| 2 3 4 5 5
Not at al. Hardly at all Some Much Yary much  Comglately
20. Hew often 'do you have serious arguments with either or ooth sarent (3)?
| 2 2 4 S 5
Yary ofTtan utten Sometimes Seiaom Haradly aver tever
S8i. How much interest do your parents have in vour daily experiences?
| 2 3 4 5 3
None Hardly any Littie scme Muen Very much
32. in general, how much do you agrae with your narant {57
! 2 3 4 3 <
Not ar all m~ardly at aii scme Muen Very mucn Lompiatary
33. in generz2i, can you ceount on your parent {3 for help?
| 2 3 4 3 3
Always Very much Muen scme Hardiy ar
ali

w
=

4, How dces your relaticnshio with ycur parsnt (s) cocmpars with other
familias you know?

5 < = -
! 2 3 d 3 z
Ylucn worse HWarse Somewrat scmeanat SeTtTer Nagn
wCcrsa ce*tar cettar
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34. in general, how do you feel abou® sarticipating in cluts or groups?
|

2 3 4 8
Like very Like Like Uisiike S Disiike
much somewhat somewnat very much
$5. In general, how do you feel about your social acquaintancas?
i 2 3 ) 4 5 ]
Very disTant bistant Somewhat Somewhat C'ose Very
distant close close
96. How many social acquaintances do you have?
| 2 4 S 5
None Hardlv any Few Several Many Vary many

97. in general, do you Think your sccial acaguaintances 2-e dependadblie?
1 2 3 4 5 5

Never Very rarely Raraly Scmetimes Usually Always

98, On the whole, how would you describs the ceople you know in the town
i city where you !ive?

| 2 3 4 5 5
Very dnfriendly somewnar Scmawnat Friendly very
unfriendly unfriendiy friendly ‘riendly

. FRIENDS. TO BE ANSWERED BY EVERICWE.

99. How many personal friends do you have at the present time?

| 2 3 4 5 [
None Jne TWO Three Four Five or
more

109. Hew do you feel toward Them?

| 2 3 4 5 3
Vary close Close Somewnat Somewnat Jistant ery
close distant distant

101, How do you think they feel tTowards you?

| 2 3 4 5 B
Very Distant Somewnat Somewnat Cliose dery
distant distant close close
102. Do your friends give you help whan vou need it?
| 2 3 4 3 5
Very offen JfTten sometimes Seldom rdard!y sver Mever
103, What are your feelings toward the friend with whcm you spend the
most time?
| 2 3 4 5 3
Jislice very Cislike Jisiike Like scme Like Like very
much some much
124, Do vou have as much contact with personal frisnds as ycu want?
| 2 3 4 S 5
Always Usually SomeTimes Selqom Very rarely ‘ever
!02. How much Time do you spend with your “riends?
i 2 3 4 5 )
None #ardiv any  Jne Ir TwWo Few nours  Many nours At ieasT

nhours ner menth per week per week an nhour jer day



[&]
O

In general, “ow often wnen y3u 5o out do you go out with friands?

[ 2 3 4 5 3
Never Hardly evar Seligom Sometimes Cften very often
1C7. in general, what has your sociai !ife been like?
! 2 3 4 Ja 6
Yary active Active Jcmewnat Scmewhat lnacTive Very
active inactive inactive

103, How often do you see or Talk with your friends?
! 2 3 4 5 5

Daily ‘Acre than A few t'mes About once Seidom Never
once 2 week a month a menth

iC9., in general, how do vou feel apout your triendships?

| 2 3 4 5 5
Very Cissatisfied zomewhat Somewhat Satistied Very
dissatisfieg dissatis*ied satisfied satisfied
11C. In general, do you think your friends consider you a good frieng?
| 2 3 4 5 6
Laefiritely Yery Untikety Likely Very Cefinitely
rot uniixaly fikely

. DATING. ANSWER CHIS SECIICN CHLY IF 10U ARE IN A P0Siii0W T
DATE. OTHERS SKIP T0 JUESTION 117.

I11. How often do you date?
| 2 3 4 5 5

Never >eldem About once A few Times VesK iy Mcre than
a menth 3 month once a week

112, How dc you feel zbout ceing with the oppcsite sex?

| 2 3 4 S 5
Dislike vary Disiike Uislike Like Like LiKke very
much some scme much
113, Would you date more if you had the opportunity?
| 2 3 4 5 5
Cerinitaly very Likaly UnlTixeiy ELRY Definitely
tikely unlikely nct
114, How offen do you think apcut getfing married?
! 2 3 4 5 5
Never Hardly sver Seidem Sometimes OfTan iary ofTen
115, How do you feel apout getting married?
i 2 3 4 3 8
Lixe very Like Like Uislike Uislike  Jislike very
much ’ scme scme much
i18. Do vou Think you will eventuaily get marrisc?
| 2 3 4 b 2
cefinitely lery GniiKaly Likeiy iary cetriniTteiy

neT unlike!y iikely
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. PeQPLe AV WORK.  iNSWeR THIS SECTICN ONLY IF 10U 47e
PRESENTLY EMPLOYED. JTHERS SKIP TC QUESTION 121.

117. How do you find the social rziatiorships at work?

| 2 3 4 5 5
Very UnsaTisfying  scmewhat Somenhat Satisfying dary
ynsatisfying unsatisfying satisfving : satistying

113. How many of your co-workers o you consider frisnds?

! 2 3 4 3 3
Nene One TWO h-ee Four Five or
more

119, In general, how co you fes! toward your cc-werkers?

1 2 3 4 5 3
Cistike very Uisiike Dislike Like scme Lixe Like very
much some much
120. 2o you think you will get o kncw some of *hem netter?
| 2 3 4 > 8
Detinitaly Very iikely Likely Unlixely Very Definitsly
untikely not

. NEIGHBORS. T0 38 AVSWERZD 3Y Z/ERIONE

121, How offen do you visit with your neighbors fcr a half hour or more?
: 2 3 4 5 8
Never nargly aver Seidom SomaTimes Jften Very ofren

122, How would you rate their interest in your experiences?
} 2 3 4 g &
Yery much Much Some LitTle Rardly any None

125, In general, how do you feel about your neighbors?
| 2 3 4 5 2
Dislike very Cislike Dislixe Like some Like Like very
much scme nuch

124. Could vou ccunt on a neighbor for help if you needed i+?
| 2 4 5 5
Definitely Very Unlikely Likely iary Oefinitaly
notT unlikely jikely

125. Do ycu *hink neighbcrs should go out of their way to help one ancther?
i 2 3 4 5 5

3ways Very much Mych Some Hardiy aT Yot at
all alt

125, Hew co ycu feel Towars vour naighbors?

! 2 3 4 3 5
Very Urfrienaly scmewnat SomewnaT Srizngty Very
Jnfriendly unfriendly friancly friendly
127. How many neighbors do ycu <onsicer as personal friends?
| 2 z 4 5 £
None AlmcsT ~one very “ew Fow Many A argat

=3
@ G5
3
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128. in general, how dc people in your neighborhood act toward one another?

! 2 3 4 5 5
Very Uniriendly Somewnat Somewnat Friendly Very
untriendly unfriendty friendly friend!y

1V, LARGER COMMULNITY

129. How often do you go out for such recrzation as moviss, theafter, or

sporting svents?
| 2 3 4 5 6
Yery often Qftan Somawhat often Rarely Very rarely Never

120. How do you feel about These activities?

i 2 3 4 5 5
Dislike very Jisiike Oistixe Lixe 3some Like Like very
much scme much

Oo you think vou would Zo these things mors often i f vou had the
ogpertunity?

T
RN

i 2 3 4 5 5
“Lefinitely Very uniikeiy uniikely Lirely dery Cefinitely
noT likely

132. Abouf how many hours ger dav do vou soend doimg such *hings as reading,
watching 7Y, or working on a hobdby by ycurselt?

= ~

| 2 3 4 5 5
Jver three Three Two Cne Lass *than ore None

133. How do you feel zbout having mors network time given *o scheduled
entertainment broadcas+s and lass o news?
! 2 3 4 5 5
visiike very OisTike Lislixe some Like some Like Like very
much much

134, in general, would you rather spend your recreation time aione or wi+h

others?
i 2 3 4 5 B
Always aione MosTly More often  More offen MosTly Always with
aione alore with othars with others others

135. If you had the opportunity, do you think you would spend more time in
active recreation (iike bowling, *ennis, golf, or swimming)?

| 2 3 4 > 3
veriniTely iery Uniixely Likely T lery setinit2iy
not unlikely fikeiy

136, How often do you go to religious sarvices?
| 2 3 4 5
Never Selacm Faw *+imes Jnce or AsouT onca2 Mors Than
a year +aice 2 monTh 3 weex once 2 seak

(¥ 1]




137, hcw much satisfacTion do you get #rom religion?

| 2 3 4 5 5
Ncne Hargly zny Littie Some Much Very much
138, Oo you consider yourseif a religious person?
| 2 3 4 5 6
Comgiataiy Veary much Mucn Scme Hardly at atl Not at
altt

139, How much time per veek bevond religous sarvices dc you scend on
astivities (reTated fo re:igion,) such as family rituai, affiliateg
clubs 2nd groups, srayer, etc.?

| 2 2. 4 5 5
None Hardly any Very little rfairly much Muych VYery mucr
140. Considering that you have or will have a child, would you want religion
to become a2 major sart of his or her !ife?
| 2 3 4 3 8
Cefinitely Very Unlikeiv Likeiy Very cefiniteiy
not unlikely likely

ANTZATIONS AND GRCUPS. TO B35 AVSWERED 3Y ZVERYONE. THIS
ISECTION IS ABOUT SUCH ORGANIZATICNS AS P.T.A., ATHLETIC, RELIGIOUS,
POLITICAL, SOCIAL, LABOR, PROFESSIONAL, A4ND BUSINESS.

141, How many different organizations or clubs dc you belong to?
| 2 3 4 S 6

Over tour Four Three Two One None

142, How do you feel about participating in groups?
- 3 4

{ 5 6

o
Uislike vary Dislike Dislike some Like some Like Like very
much much
i43, How often do you attend group functions?
| 2 3 4 5 [
More than Abou* onca Mora +han About cnce Seldom Nevar

once a week a waek ance a month a monTh

144, How much satisfacTion do you get from group activities?
| 2 3 4 5 5

None Hard:y any Little some Much YVery much

145. In general, what do you think about pecple belonging to organizations?

| 2 3 4 5 5
of ne UnimporTant  SomewnatT, Scmewhat {mpcrtant Jery
importance unimportant important important

L. COMMUNICATIONS., 70 38 AVSWERELD 3Y E'ERFONEJ

146, How often do you read 2 newspaper cr news magazines?

! 2 3 4 5 5
Never Seldem Less Than Cnce 2 Daiy VMore than
once a week Nk cne daily

147, How much impor*ance do you attach to keeping up with currant svents?
| 2 3 2 3 5

None Rardiy any Littia Some Much Yery much
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148, Hcw many of the rollowing do you use in lgarning of events around you
.radio, TV, newsgapers, meetings, magazires, atc.)?
| B 4 5 5
Nene One Two Thrae sour Five

143, About how much Time would you say you devcte to current events (TV and
radio news and programs, Ziscussions, puttic meetings, newspapers, etc.)?
-

! 2 3 4 5 5
None A 2w hours  ACouT an two or three Four or Over five.
per month hour per hours per five hours hours a
week week per week week

150. Are ycu uscally bored by or disinterested in information about

financial matters or news?
| 2 3 4 5 5
Yery much Muen Scmewhat Littie Very littte Not at all

151, would you Ze in favor of using public communications media more for
information anc !ess for enfertainment?

; 2 2 4 5 )
Cerinitely Jery iikely Likeiy uniikely Yery unlikely Uetinifely
not

i52. How do you feel about The natwork giving news orioritfy cver schedulza

entertainment programs?

! 2 4 5 3

Cislike very Jislike Uizlike some Like some Like Like very
much mucn

[ LN

W ECCATION. 77 3 ANSER

133. OQOver the past year how often ¢id you listen to or afttend aducational
rectures or discussions?

| Z 3 4 5 5
Never - Hardiy aver Selgom Sometimes Jiten Jery ofTen
154, Do you think you will ever further your fcrmal aducation?
| Z 3 4 3 3
Definitely Vary unlixaly Likely Yery setinitaly
not unlikeiy fixely
155, Hew much of your reading Go you <o To cbtain new knowliszge or
information (ovher *han for racreation cniy)?
! Z 3 4 S 5
Nene Hardly any LiTTi2 Scme “uch Yery much
i36. in generai, how dces vour sducation comoares with *hat of veour sccial
acguaintances?
! 2 z 4 5 2
“uch Datter Seter Somewnat scmewrat iorse tuch
cetrte- wersa worse
137, How mucn feormal sducation 4o yo. have?
|- 2 3 4 3 5
Jidn't com= Jicn'rt Zom= ~igh senccl  Scme non- scme Lolisge
slete elemen- gleTe nigh 3raduate coliage study coliage
Tary 3chool scheel bevond nigh

scheod



. MOVING. 10 252 AI/SWERED BY cVERYOIZ

158. How wculd you feel about moving from your present hcmet
3 a

! 5 6
Li<a very Like Like scre Distike Oislike Disiike
much s0me very much
159. Do you think you will move over the next few vears?
| 2 3 4 5 5
Definitely Very Unlixely Possin'y Very Cefinitely
not uniikely likely
163, 1# you had to move, would you move to a different ccmmunitv?
1 2 3 4 5 6
Dafinitelv  Very likely Likely Unlikeiy Very Definitely
unlikely nct

X. CIVIC COMMUNITY. TO 3% ANS~EZRED 57 EZ/ZR{ONE.)

161, In gensral, how interssted are you in politics?
| 2 3 < S 5

NoT at Hardly at titrle Some Mucn Very much
att all

162. How does ycur knowledge of local government ofticials and activities o
compare with that of ofhers in your community?

| 2 3 4 5 6
Much more More Somewhat Somewnat Less Much iess
more jess

163, How much time do ycu scend keeping up with fccal political issues?
| 2 3 4 5 5
Very much Much Some Little Hardly any Nene

-+

164, Hew often have you sought information or aid from police znd fire
cdepartment services?
| 2 3 4 5 5
Never AimostT never Sefdom Sometimes CGftan Very often

165, How do you feel adbout the nolice?

! 2 3 4 5 5
~Dislike very Dislixe Uislike scme Lixe some Like Like very
much much
166, How weuld you feel about being selected for jury duty?
i 2 3 4 5 5
Lixe very Like Like some liciike scme Cistixe Cislike
much very much

167, rcw would you compare the way in which ycour lccal gcoverrment s run
#iTh other locaiities of the 3tats?

| 2 3 4
Much worse Norse Somewnat semewnaT Sarrer Much
worse satisfied hetter

= A
- <
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V. COMMERCIAL COMMUNITY

t. FINANCES. TJ BE ANSWERED BY EVERYOUNE.

168, How much money do ycu save?

| 2 3 4 5 8
Very much Much Some Little Hardly any None
153, -How dc you feel about vour savings program?
| 2 B 4 5 5
Very Oissaftisried somewnat Somewhat Satisfied Very
dissatisfied dissatisfied

170. Co you think you show gcod money hatits cr good money sense?
! 2 3 4 S 6

Qetinitaly Very rarely Rareiy Somewhat Usualiy Cefinitely
act

171, Would you say you have had money probiems?
! 2 3 4 5 5
Never very seldom Seliem Cften Very ofTen Always

172, How have ycu planned for your old age?
! 2 3 4 5 8

vary weii Nell Fairfy weli NoT wel i Pooriy Very oocrly

173. How do you feel about your system for paying bills +hat are mailed

0 you?
| 2 3 4 5 He
Very Uissatisfied Somewhar Somewnat satistied Jery
dissatisfied dissatisfied satisfied satisfied

174, Are you interasted in keeping informed about financia! mat+tars or news?
| 2 3 4 5 8
Yery often Cften Sometimes Seldom Hargly aver Never

175. Hew would you compare your financial status with that of your friends?
T / = F4

i 2 7 4 2 o}
Much worse fHorse  Somewhat worss scmewnat ceTter Much
better bet+ar

176. Lo you think you have vour debts under con*roi?

| 2 3 4 3 5
Cefinitely Pcorly Somewnat Nel | Very well Uef:nifely
not pooriy
K. SHOPSING. 70 8% 1NSWERED BY =VERIouc.

!77. in general, how do you feel 3Dout shopping?
! 2 3 4 3 5
sislike very Cisiike Cistike some Like score -ike Like very
much much

I7¢. Do you think looking for bargains i35 generzlly sorthwhilal

| 2 3 < 5 5

Zefinitely Very rarsly =<araly ScmeTimes Jsuatiy safiniTeiv
not




i79. Do you find it givas you a "1:ft" to buy something special?
! 2 3 4 5 6
Never Hardly 2ver  Seldom someTimes QOften Very often
180. How many charge azcounts do you have?
| 2 3 4 5 &
Nane Jne Two three rour Jdver four
I N ATION. ANE S/anlUUE,

i8t, -ow often do you grive a car?
| 2 3 4 5 6

Never Hardly ever Seldem Sometimes Jtten Very offen

132. Do yeou plan to take any special, overnight trips this year?

| 2 3 4 S 5
Datinitely Very Uniikely Lixely Very Cefinitely
not uniikely likely
183. “cw often do vou use any form of transportation?
| 2 3 4 5 &
Laily Almost daily More Than  About oncz A faw times Sefcem
onca a week a week a month

" 184, Do you fee!l that transportation is a problem for you?

! 2 3 4 5 6
Very otten Often ScmeTimes Seldom Hardly ever Never
185. Do you take leisure Trips on weekends and holidays?
1 2 3 4 5 6
Very ctften Qften SomeTimes 5&idom Hardly ever Never

196. !n general, would you rather spend vour recreation time aione or with

others?
| 2 3 4 5 6
Always with Mostiv wiTh More offen More often MosTiy Aiways
others cthers with others alone alone alcne

187, tf you had the funds fc buy as many as you wanted, hcw many electrical
3appliancas would you nave in your fome? (sucn 3as washer, aryer, hi-fi,
air conditioner, rotisserie, tape racorder, ™ radio, hair dryer,
dishwasher, evc.)?

1 2, 3 4 5 5
One or two three or Tour Five or seven or Nine or “ore than
six eight ten ten

138, How do vou fee! 2pbout using aufomatic devices in your household routire?
! 2 3 4 s &
1

Dislike very  Uisiike oislike scme Like scme Like Like very

much much

139, How much wouid you de interested in hearing apout new automatic
devicas as they zre deveioped?
| 2z 3 4 S <

Yery much Mueh Scme Litrie very NoT aT ail
littie

80



190. For how many years have you owned or mortgaged your own hcme?
| 2 3 4 5° 5

MNone AbouT one Two ihree Four Jver four

191. Do you fsel that your home {iving circumsTances nsed improvement?
! 2 3 4 5 3

iery much Much Some Littie =ardly aT YigT 3T
ati ail

192. How much rent or mortgage do you pay =2ach month?

i 2 2 4 > 5
Less Than 530 350 To 376 to STOt=3125 S12€-3130 Qver 3130
375 $i00
192, How do you fee! abcut cwning a ncuse, wnether or net you now cwn cnel
! 2 2 4 E )
Like very much Like Like scme Cislike scme Jislixe I ixe

194, How many tecrooms are thera in your nousa?

1
| 2 3 4 5 5
Over four rour thrae Two one Nene
195, Would ycu be witling Tc invest more of your income in making vour ncme
mores cocmfortatle or attractive?
| Z 3 4 3 5
sefriniTely Very unjiikely Lirely Vary Cetinite'y
not - unlixaly ii<ety

198, Heow do you fe=2i sbout staying at ycur orssent 2dcdress?

! 2 B ‘4 5 3
Uislike Disiike Uistike Like some Like - ke very
very mucn scme much
Azistvc,'-? ALL OF THE J0ESII0NS 1N 1315 SaCTIon)
L RTLATION TO Z'.'.E’ LAST COMMUNITY 70U ZIVEL
TN Z0R OVER TWO ZBAPS.
Wi, SROFESSICNAL ZOMMUN!TY
CO.  SCCUAL 3eRVICE AGeNCies. I 28 AVSWerRpD 31 TVERYONz. THAIS ScCT1od 15
WBCLUT SUCH AZLPING AGZNCIZS AS ’-’A.‘ IL[ 3" ””"', VELFART JEPARTMENT, VETERANS
ECCIAL CERVICE, THILD FUIDANCE MENTALZ BEALTH AGZNCIZE, RELIGIOUS, 50CIAL
MGZNCIZE, YISITING NURSSS, :"I’C.
137,

=

[

From how many sccizi agencies have vcu or vour family scught naio?
z 3

Ncne one Two nres “our Sver four

[98. How 20 ycu fee: apout such scocial zgancies?
i .

o
~Jon

i
i< very i _ik2 some Jisii-e some Cisiix2

macn Ve

< w
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199, wnat amount of contact for reasons of perscnal or family gdifficutty
have you had with the agency that has serviced vou most?

| 2 3 4 5 5
None one or two Ihree vo tive 5 To |0 i 1o 20 Jver 20
sassicns sessions sassions s8s3i0ns sessions

200. Would you be in favor of effor®s To sxpand thesa services?
i 2 3 4 S

N

Jefinitaly Verv Uniikely Likely ey Cefinitaly
not unlikely likely

EE.  OTHER COMMUNITY SERVICES AND ACTIVITIES. T0 2E ANSWERED
BY ZVERYONZT. THIS SECTICN IS ABOUT SUCH {OMMUNITY SERVICES
WS MEDICAL AND DENTAL CLIAICS, WELL BABY CLINICS, 3CH0CL
CXTZNSION FROGRAMS, TONWN RECREATION PRCGRAMS, COMMUNITY
SPONSORED IECREATION CENTERS (ZMCA, FOOLS), ETC.

2C1. Have vou participated in ccmmunity services ouTside of Thosa your werk
mav have required?
5

| Z 3 4 5 5]
Very often Jften scmeTimes Se | dom sarcly ever Nevar

20Z. Hew do you feel about Tthese services for yourself or familv?
! 2 3 [ 5 6

Cisiike very Distike Distike Liks some Like Like very
much scme much

2C3. Do you think you will have occcasion to rake us2 of These serwvices?

{ 2 3 EN 3 &
UBTINI TRy lary uniixely Likely Very ~DetiniTaiy
not antixaly | ikely

FE, INCIVIQUAL PROFESSIONALS. 0 3E AYSWZRED 3¥ ZVERYIOUZ,

204, Do yeu ! fami shvsicia awyer, centist, zccountan tanker

204, Do yeu have a family physician, | , Centist, tant, tanker,
stc. whem you feel free to call on because he knows you or your famiiy?

i 2 3 4 s &

Nope cne 1WO Thrae =our Mora Than
four
205. Do you feel it is impertant to have such crofessicnals readily
2vaiizbie?

! 2 3 4 5 5
cerinitely Srocaniy son' T Thirk inink 30 Protbapiy Cetinitely
not not Ee]
208, How often Zo vou consult any one of ~hes2 professicnals?
| 2 2 4 z 5
Yery oftan Jfren Scmetimes seldom Hargiy 2ver Nevar

237. 2o ycu arafer a professiocnal who 2lso knows vou persconaliy to one wno
does not?
i 4 5 5

| 2 3
HAucn fess -258 JcmewnaT i8s3  scmewnat Hors Much mors
nore
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BG. SCHOOLS. TO BE ANSWERED B EVERYONE.]

208, Have ycu particioated in orgenized discussions of school planning: for
example, building, the bucdget, election of board mempars, PTA?
| 2 3 4 5 &
Very mnuch Mucn scme Little Hardly any lione

209, Frow dec you reei 2bout the quality of educational services in veur arsa?
| 2 3 4 5 5
Jislike very Oisiike Ulsliike some Like some Like Like very
much . much

210, Woulc you suppert a measure o raise more fTax meney for improvement
of sctcois?
\

i 2 3 4 5 6
cefinitely Very likely Likely Unlikely Very Tatinitaly
unli<ely not

211, Of the time availavie for i+, how often do you use public schooi arazs
(such as tnhe gym, arTs and crafts, meeting rooms, scheol grouncs,
playing fields)?

-

! 2 3 4 5 3
Vary offen ~ Cftan sometimes Selcom Hardly 2ver Nevar
212. ‘Wouid you favor using more *ax money for opening schooi property o
gensral comaunity use?
1 2 3 4 ] )
DCefinitely Very unlikely Unlikely Likely Vary Oatinively
not likely
213, Would you be in favcr of raising saiaries of teachers?
! 2 3 4 5 )
Very much Much Scme Little Very little ot at
all

NSWER THE FOLLOWING SECTION ONLY IF 7QU HAVE CEILDREN IN SCHOOL.;

214, How offen 40 you visit your child's school?
| 2 2 . 4 5 3
Never Hardly ever Seldem SomeTimes Jften Very often

215, How much do you participate in the FTA?

| 2 3 4 3 5
Yery active ACTive Somewnat Somewnat Inactive Very
active inactive iractive
216. Co you xnow your child's (ren's) tesacher?
| 2 3 4 5 3
NoT art aill Hardly ittle somewnat Aei! Very weii
at all

217. Would you do volunteer work in the schcols or elisawnere if it were asked

of you?
i 2 3 4 5 3
Very Uniikely Scmewnat Scmewnat Likely vary
uniixeiy unlikely liaty likely



LEASE CHECK YOUR ANSWER SHEET T0 SEE IF Y0Q3

AVE ANSWERED ALL QUESTIONS WHICH APPLY.

THANK YOQOU
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Consent Form

Post Hospital Commmity and Social Adjustment Among Schizophrenics in
an After Care Rehabilitation Setting

I, , state that I am

over 18 years of age and that I wish to participate in a program of
research being conducted by Marian Fitzgibbon, who has fully explained
to me the procedures, risks, benefits and alternatives involved and
the need for the research; has informed me that I may withdraw from
participation at any time without prejudice; has offered to answer my
inquiries which I may make concerning the procedures to be followed;
and has informed me that I will be given a copy of this consent form.

I freely and voluntarily consent to my participation in the research

project.
(Signature of Staff Member) (Signature of Volunteer)
Date Signature of Witness to oral

explanation and signature of
volunteer.
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Within Groups Correlated t-tests on the SABRS

Standard Standard {(Difference) Standard

Number Standard 2-Tail T Degrees of 2-Tail
Variable of Cases Mean Deviation Error Mean Deviation Error Corr. Prob. Value Freedom Prob.
Socialization 27 20.9259 5.791 1.114 -3.4444 3.238 0.623 0.834 0.000 -5.53 26 0.000***
Level - Pre
Socialization 24.3704 5.343 1.028
Level - Post
Work Level - 27 16.6296 5.450 1.049 -2.7037 4,232 0.814 0.651 0.000 -3.32 26 0.003**
Pre
work Level - 19.3333 4,446 0.856
Post
Total - Pre 27 19.0000 5.262 1.013 -3.1111 3.262 0.628 0.789 0.000 -4.96 26 0.000***
Total - Post 22.1111 4.560 0.878
*=p o< 05
* =p < .01
*%% = p < ,001
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Within Groups Correlated t-tests on the CAS

Number Standard Standard (Difference) Standard Standard 2-Tail T Degrees of 2-Tail

Variable of Cases Mean Deviation Error Mean Deviation Error Corr. Prob. Value Freedom Prob.
CAS Work Pre 27 3.9630 3.252 0.626 -5.1111 5.938 1.143  0.254 0.201 -4.47 26 0.000%**
CAS Work Post 9.0741 5.863 1.128
CAS Family Pre 27 14.5556  5.866 1.129 -0.4074 4,822 0.928 0.685 0.000 -0.44 26 0.664
CAS Family Post 14.9630 6.248 1.202
CAS Social Pre 27 24.0000 7.550 1.453 -2.3704 7.606 1.464 0.392 0.043 -1.62 26 0.117
CAS Social Post 26.3704  6.058 1.166
CAS Larger Pre 27 19.1852  3.340 0.043 1.2222 3.434 0.662 0.363 0.062 1.85 26 0.076
CAS Larger Post 17,9030  2.667 0.513
CAS Commercial 27 17.2222 3,286 0.632 -0.6296 4.456 0.858 0.230 0.248 -0.73 26 0.469

Pre
CAS Commercial 17.8519  3.860 0.743

Post
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Number Standard Standard (Difference) Standard Standard 2-Tail T Degrees of 2-Tail

Variable of Cases Mean Deviation Error Mean Deviation Error Corr. Prob. Value Freedom Prob.
CAS Professional 27 15,2963  5.823 1.121 2.000 7.590 1.461 -0.132 0.510 1.37 26 0.183
Pre
CAS Professional 13.2963  4.159 0.800
Post
CAS Total Pre 27 140.0370 11.931 2.296 -11.0379 20.230 3.893 0.203 0.310 -2.83 26 0.009%%
CAS Total Post 151.0741 18.937 3.644
CAS Sum Pre 27 499.0741 69.158 13.309 -35.1111 76.960 14.811 0.611 0.001 -2.37 26 0.025%
CAS Sum Post 534,1852 96.369 18.546
CAS Cognition 27 3.7370 0.670 0.129 -0.0074 0.593 0.114 0.482 0.011 -0.06 26 0.949
Pre
CAS Cognition 3.7444  0.408 0.079
Post
CAS Mean Pre 27 20.3704 2.290 0.441 -0.7852 2.051 0.395 0.677 0.000 -1.99 26 0.057
CAS Mean Post 21.1555 2.717 0.523

06



Number Standard Standard (Difference) Standard Standard 2-Tail T Degrees of 2-Tail
Variable of Cases Mean Deviation Error Mean Deviation Error Corr. Prob. Value Freedom Prob.
CAS Affect Pre 27 4,0593 0.395 0.076 0.1519 0.349 0.067 0.560 0.002 2.26 26 0.032%
CAS Affect Post 3.9074 0.342 0.066
CAS Behavior Pre 27 3.0519 0.433 0.083 0.0037 0.403 0.078 0.512 0.006 0.05 26 0.962
CAS Behavior Post 3.0481 0.379 0.073
=p < .05
% = p o< .01
**% = p < 001
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APPROVAL SHEET

The thesis submitted by Marian L. Fitzgibbon has been read and approved
by the following Committee:

Dr. Gloria J. Lewis, Director
Associate Professor and Chairperson, Guidance and Counseling,
Loyola

Dr. Manuel S. Silverman
Associate Professor, Guidance and Counseling, Loyola

The final copies have been examined by the director of the thesis and
the signature which appears below verifies the fact that any necessary
changes have been incorporated and the thesis is now given final
approval by the Committee with reference to content and form.

The thesis is therefore accepted in partial fulfillment of the
requirements for the degree of Master of Arts.

<§>4LWAAL4/QV1 5l77 //943//

Dat?jT / / Bd‘ec- ¥'S

Signat
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