- ABSTRACT

A number of concerns about the adequacy of psychiatric
services for children within the Province of Manitoba has
led to a‘closer examination of these services. By recon-
structing the careers of children receiving care from Selklrk
Mental Hospital, an overview of thé psychiatric service
system 1s obtained. An analyslis of the systeh'is'presented.
As well, the major step within a career are discussed, and
a humber‘of factors affecting a careef are isoiated. The
findings lead to the formulatlon of a Theory of.Crisis Pqints.
A number of recommendations, as well as some suggeéted hypotheses,

are presented.
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CHAPTER I

INTRODUCTION

This’study seeks to éstablish’the pathways and referral
routes of.children who have received psychiatric services
- within the eastern part of the Province of Manitoba. 1In
particular, it seeks to reconstruct the histories of children
‘who have received sérvices from Selkirk Mental Hospital.

A number of concerns regarding child psychilatric services
prompted the study. A major concern 1s that children are
presently receiving treatment on adult wards in our psychilatric
hospitals. It 1s. the feéling of the study group‘that such a
treatment setting 1is inappropriate and detriméntal td the
child. Support for such a position is given by the Canadian

Mental Health Association inrtheir publication, More for the

Mind,
Treatment of mentally 111 or emotionally disturbed
children requires methods, techniques, and skills
fundamentally different from those used with adult
patients, Children cannot be regarded as midget
adults. 1 ‘ -

The scarclty of facilities geared to treat children and
adolescents is another concern. On July 1, 1970, Selkirk
Mental Hospital established an adolescent ward, but only.afﬁer
falling in its attempts to have it established outside of 1its
bullding complex. Apart from this one ward, there'are'no long-
- term psychiatric treatment settings exclusively for adolescents

in the province.

1 Canadlan Mental Health Assoclation, More for the Mind
(Toronto: Canadian Mental Health Association, 1963), p. 135
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Closely related to this concern 1s the abparent lack
of government committment to take positIVe steps in the field
of mental health. A repbrt by the stﬁdy commlttee on»Child
and Family Service of the Winnipeg Soclal Service Audit
states,

| .. .We have no psychiatric treatment facilities for
children in this province desplte decades of govern-
ment acknowledgement of this desperate need.2 -
An édolescent wafd within the City of Wiﬁnipeg, or an 1increase
in the number of residential-treatment settings have both been
advocatéd for a number of years, with no results.

A fourth concern is the apparent lack of preventative
measures within the mental health realm, particularly for the
mental health of children. Community Clinics and Child Guid-
ance Clinics seem to reach only those already disturbed.
School Counselling services seem to be primarily focused on
the vocational choice of the student, with.little concern for
his family and home conditions.

It 1s also a concern that the rural areas of the province
do not seem to receive the same quality of psychlatric services
as do the urban areas. Members of the study group have seen |
families in 1solated areas requiring such services but being
unable to obtain them.

A final concern of the study group is that persons
ldentified as mentally 111 become stlgmatized by socilety

resulting in ostracism from many soclal circles. The extreme-

2Study Committee on Child and Family Service, An Evaluation

of the Final Report of the Social Service Audit (WiInnipeg:
Social Service Audit Inc., 1969), p. 16. .




form of this 1s evidenced by the large numbérs of patilents
in our mental institutions who have been virtually deserted
by their families. 1In our concerns wlth children,'it has
been observed that once a child beginsvto}receive psychiatric
service, this service tends to extend over a long period ofA
time, and to influence the child in his day-to-day living.
An example of this could be the "problem child" who Spends'
" his school years 1in special classrooms with similar children.
What are the effects of such a delilberate identification and
bseparation upon the self-identity of_the,chiid? Does sﬁch an
ldentification reinforcé the problem rather than treat 1t?

It was with these broad concerns that the study group
was motivated to conduct research in the field of psychiatric
services for children. As the field was explored more closely
through talking with concerned people, reading and discussion,
there evolved a more specific focus on the "system". Questions
such as what services are presently offered to children, how
do these services relate to one another, and how does a child
enter and pass through these services, were asked. The idea
of a career, being the history of a child as he works his way
through the system, was formulated. The task of the study was
therefore set to‘reconstruct the careers‘of children within
the psychlatric service system. In order to‘accompliSh this
task, a sample of children receiving séfvices from Selkirk |
Mental Hospital was chosen, and their histories studied.

As a result of this study the researchers are able to




present an analysis of the system, focusing on the aganciesrz
and the persons invoivéd within the system. As well, the
major steps within a career are;discusaed, and a number of
factors affecting a career are lsolated. The findings lead
to the formulation of a Theory of Crisis:Points, whiah is
presented as a flrst step for future research. From these
findings a number of recommendations are presented in the
final chapter of this report. ;

The format of this report is as follows. Chapter two
presents a detalled statement of the study, along with a
discussion of the study's evolution, and an expansion of the
key concepts involved. Methods used in conducting the
research are presented in chapter three. Chapter four contains
the results of the study, including the analysis of the‘
results. The conclusions drawn from the study are presented
in chapter five, wlth recommendations for future reseafch

and study in chapter six.




CHAPTER IT

THE STUDY : STATEMENT, KEY CONCEPTS, AND EVOLUTION

In-this chépter, a more explicit statement of the research
_proJect will be given along with a discussion of thé key‘cén-
cépts, making reference to the related iiterature. A final~
‘section will present the evolution of thé étudy, glving the . ot

reader an appreclation for the approach formulated.

Extended Statement of the Study

The research group conducted a formulative-expldratory
study of the histories of children receiving psychiatric care
at Selkirk Mental Hospitél. More specifically, the-emphasis’
was on the referral, assessment and subsequent service pro-
césses; subsequent service including treatment, subsequent
referral, and discharge. »

The formulative-exploratory design allows for the systematic
exploration of a field of study without the use of hypotheses.
It 1s frequently used in a field that has had limited develop-
ment and 1s described as "an essentlal early step in the
development of.knowledge".3 Selltiz et al describe such a
design as a means "to gain familiarity with a phenomenon or
to achleve new insight into 1t, often in order to formulate
a more precise research problem or to develop_hypothéses".u
It 1s an approach that allows for flexible methods of data

collection, also allowing for focus shifting as insights

3 Kahn, Alfred J., "The Design of Research" in Norman A.
Polansky, Ed. Social Work Research. (Chicago: University of
Chicago Press, 1960) p. 51. ‘

Selltiz, et al., Research Methods in Soclal Relations.
Henry Holtand Co., Inc., U.S.A., 1960 p. 50.
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are galned. That 1is, the methods used are determined by

the characteristics of the subjeét, rather than a theoretical
hypothesis.v The formulative-exploratory design was chosen
for this study because of a scarcity of research in the field
that it was appfoaching, and thé need fqr such research ﬁo be
done.

Three terms 1n the stétemeht of the study require further
clarification. History is defined as those events of the
child's past that are pertinent to the study, including the
referral, assessment, treatment and discharge processes of which
he was the subject. Social or family history is not of par-
ticular.relevance apart from providing some background for
the study. The career of the Chiid is seen as beling the sum
of the various referral processes of the child's history. The
concept of career will be developed later in this chapter.

A chlld is defined as a person whd 1s seventeen years of
age or under. For the purpose of the study, age was determined
at the date of admission to Selkirk Mental Hospital. Thus, if
a person wasva chlld upon admission, but subsequently became
an adult, he was still considered elegible for the study.

| Rather than defining psychlatric care in technical terms,
it was defined as that form of care offered by Selklirk Mental
Hospital. A person must be defined as having a mental dis-
order under the Mental Health Act of Maniltoba before he may
be admitted to the hospital. Therefore 1t is assumed that all
patients in the hospital are so defined.

Discussion of Concepts

There are five concepts that are central to the research

deslign. Four of these are referral, assessment, treatment and
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‘discharge. The fifth concept:of labelling,‘embodying the
| ideas of diviancy and. deviant careef; providés an overvilew
and a frameworkAfor the first four concepts. If ié theééy
five concepts that will receive attention here. |

The referral process is that serles of events by which:

é person with a problem, in this study anvemotional problem,
1s' made known to another person dr'agency for-the'purpose'of
receiving help for the problem. The person himself may make
the'réferral, of others may make it for him; the person'méy
or may not see the problem, and may or may not be in agfeé—'
ment with the refefral, The'referral_may or may not be appfo4-'
priate, may be formal or 1nfofmal, professional of lay,
effective 6r.inéffective. |

In a research study undertaken in Nevaork, some prin-
~clples for professional referral were drawn up as fdllows:

(1) referral to a community agency is a part of case-
work process. :

(2) policies ahd procedures relating to interagency
referral are essential for good social work
practice and successful referrals.

(3) methods and procedures of referral should be made
to the agency most acceptable and accessible to
the client.> . '

While these are broad guldelines to be followed in the

referral process, more specific_factors to be aware of have

been outlined in Rice's, Guide For Referral. She realilzes

‘that the human factor 1s often the most difficult to overcome

5 E.W. Wilson, and H.M{ Bartlett, "Referrals from Hospitals
to Social Agencies: Some Principles and Problems", Social -
Casework. Vol XXXVI (1955), pp. 457-465. '




in making successful referrals. Thus, in making referrals,
it is necessary to uﬁderstand the nature éf the client's
problem and his willingness to work on it, to explain the
service sought in the referral, to encourage the cllent to
keep the referral appointment, to make the actﬁal referral andv 
to communicate with the agency.6 Because the reason for
referral is for service,'follow-upfto insure delivery of

this Sefvice is also important.

Austin has pointed out that the need for referral is
directly related to the function prescribed to the agencyl
Often clients have to be directed to the appropriate agency'
before they can get service. It is also pointed out that
often deep-seated fears and psychologlcal resistance may pre-.
- vent clients from getting to the appropriate agency; the
working out of these fears will be necessary before a success-
ful referrai can be made.

One finding of the New York study was that there‘was a
lack of‘written policies 1in social service departments for
referral procedures which caused confusion between agencles
and led to unsuccessful r'eferral's.8 ‘It was felt that the
following procedures would constitute good casework préctices
of referrals:

(1) Consultation of supervisor for sultable referral
agency. :

6 E.P. Rice et al, Guide for Referral. (Boston: Dept. of
Maternal and Child Health, Harvard School of Public Health,
1965), p.p. 6-8.

T Ibid., p. 7.
8 Wilson and Bartlett, ap. cit. p. 459
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(2) Method of referral'should‘be'related to the problem
le. by telephone, conference, or letter.
(3) Referral should be confirmed in writing.

(4) The division of responsibility of the two agenciles
~ should be outlined. ' ' _

(5) 'Folloﬁ-up réport should be made.9 

It Was also redogﬁized that many of the worker's feelings
and motivations entered inté the referfal prbcess.: Attitudes
towards the referral agency affect the nature of the referral
as does thé referring worker's opinion of his agency and his
~position. Another inherent difficulty in referral is that
by nature one agency seems to be imposing 1its interpreta-.
tion of the broblem on.the other. These factorS‘may.often
create conflict in the referral process. However, if success-
- ful referral is made, it 1s natural for the referral agency to
reassess the problem 1n its own terms. |

The opposite procedure than the one described might also
be prevalent. WOrkefs in an agency may be conditioned to see
~a problem in terms that‘are consistentvwith the définitions
prevalent in the agenciés to which they make referrals. That
is, rather than use their own frame of reference they use that
of the receiving agency.

Two qdestions posed by the New York study are‘perhaps
relevant to the present study. First of all, are the referrals
made ehtirely in terms of the client's need? Are there other

factors influencing referral, such as work loads, special'

9Ibia., p. U460
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casework interests, finances, etc.? .As well, how can
co—opefation between'sgencies be developed? |

Another aspect of the referral process that has not
been discussed is that of the lay referral. Professional
referrals can only be made after the cllent has come to an
agency. Prior to this, a number of possible,events may
have taken place. - The client may have attempted to solve
his own problem, or those_around him.may have made'suggeStions
for a solution. Resources such as teachers or clergy may
have been consulted When the decision 1is made to_seek
professional help, the client may seek to discover; through
informal channels, the nature and the effectiveness of the
various services avallable. Once the agency 1is contacted
and one vislt 1s made, the client generally has the option of
continuing service or not. Thus, the 1lay referral system has
avgreat deal of control over the clientele of an agency.
This 1s particularly true of agencies that rely on direct
lay referrals.for its clients. A discussion of such a system
‘within the medical field may be found in Elilot FreidsOn's
article "Client Control and MedicalvPractice".10

The assessment'process is that series of events by which:

the person or agency receiving the referral, studies the "case"
and comes to some decisionvregarding,subsequent services, Thaﬁ».
1s, it 1s the period of time commencing with tne recelpt of a
referral by an agency and ending with the beginning of treat-
ment. This perlod of study may be short, consisting of a |

10 E110t Friedson, "Client Control Medical Practice",
The American Journal of Sociology, Vol LXV (January, 1960)
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quick assessment and a referral to a more apprdpriate"agency.
On the other hand, 1t may involve 1ongv1nterviews, confer-
ences, testing, consultatioﬁ and history taking before a
decisidn 1s reached. In SOme instances it may be found*}'
that assessment continues throughout thé}treatmentvproceSS,‘
or that treatment 1is begun before a complete assessment is |
made, |

A number of outlines used in making an assessmeht_or
diagnosis have been suggested. vHere we shall look at two
such suggestions. Florence Hollis, in hér book, Casework:

A Psychosocial Therapy, sees the dilagnosis period as lastihg‘

five or six interviews and éonsisting of three major steps:
assessmeht, establishment of dynamic and etiologicai inter-
relationships, and éategorization;ll In the assessment step,
the WOrker coilects ali the facts and organizes them, studies
them and attempts to find where the problems are. External
pressure such as housing, income, religion, and education
are studied as are the physical conditipn of the client and
the internal factors of his personality, particularly the
client's 1ibidinal and agressive characteristics. The cliént's
ego 1s examined along with his super-ego. "The assessment
process provides the worker with a workable knowledge of the
cllent's strengths and weakneéses, the pressures, gfatifica-
tions and potentials of his Situation,>baséd'on a study of
his current life, pertinent aspécts of his past 1life, and hisv

ways of acting in the casework interviews".l2

11 Plorence Hallis, Casework: A Psychosocial Therapy. New
York: (Random House, I96%), p. 178 ~

12 1bid., p. 187
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Having established the 'facts' the worker then étudies
the interaction patterns of envifohment and personality.
Certain charécteristic patterns thus emerge which will give
- the worker clues as to the cause of the problém being studied.
"Together the assessment and the dyhamic, etiological dlagnosis
should define aS'cleariy as possible the key points toward
which treatment must be directed".l3

The final stép of the diagnosls 1s termed categorization.
That 1s, the placing of the problem into a classification.
Hollls feels such a classification is necessary as 1t makes
a concise and‘specific description of the problem, and

facilitates easy communication for referrals. It also-gives

clues as to what symptons are common to various classifications.

'"If one knows enough about some characteristics of a person
to designate hls clinical diagnosis, one immediately has the
key ﬁo a great deal of other knowledge that will be useful
in the process of helping-him".lu

English and Finch, 1h Introduction to Psychlatry, see

the assessment process as consisting of thfee_steps: history

taking, examination, and diagnosis. History taking is designed

to "brihg out dominant personality traits, the focal points
of vulnerability in assoclation with the defense ﬁechniques
used by the individual, and the emotional conflicts".l5 fThe
examination focuses on thé present clrcumstances, part

proceSSes such as perception, intellection, emotion and

13 Ibid., p. 192
14 1p14., p. 198

15 s, English and S. Finch, Introduction to Psychiatry.
New York: (W.W. Norton and Co., Inc., 195%4), p. 77
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action, integrative functioning with the selfiand others;
and finally reactions to threaﬁs. The final step of
diagnosis, is seen as a means for a more'generalyunderStanding :
of the patient's underlying conflict and ellows for a clearer -
and moreiaccurate estimation of prognosis. . |

The standard method of classification of the American
- Psychlatric Association 1s then preeented. Two broad'classif—
ications distinguish.between organic disorders and nen-Organic
‘disorders. The organic disorders are divided 1ntovacute, |
chronic and mental deficlency. The non-organic disorders
include psychotlc disorders, psychophysiologic autonomic and
visceral disorders, psychoneurotic disorders, personality |
disorders and transient situational personality disorders. orf
particular interest 1s the psychotic disorders‘which include-
affective reaction (manic-depressive), schizophrenic reactions,
and paranoid reactions.as well as general psychotic reactions.
All together there are over ninety different claseifieations
presented.

‘The discusslon of catagorization or diagnosis leads into

the concept of labelling to be discussed below.

Subsequent service is the actual events or steps taken

fbllowing the referral and assessment processes. ' This may
be service offered by the assessing agency or 1t may consist
of another referral to another agency.' It may also consist
of no service at all, the case being discuarged as not in

~ need of treatment or classified as untreatable.

In discussing treatment as a major factor of eub-

sequent service, there are a number of»variables to consider.
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The nature'of'the treatment may vary from_médication‘and.
.shock treatment (E;C.T.), to therapeutic counselling such
‘as-psychotherapy, to soclal rehabilitation such as offered
by schools, Skills Unlimited, and the Open Door Club of
the Canadian Mental Health Association. The setting for
the treatment'may be through the out-patient department -
.of a hospital, a quasi;treatment setting such as a foster
“home or 1ﬁ5patient treatment within a réstriéted settihg,
such as Selkirk Mentai Hospital. The length of,treatment
may very from one day to several years, although the study
done by Wooley and Neiman indicates that the length of
treatment 1s generally less than one year.l6 ‘

By discharge the study means the termination of,séfvices
to-a client without simultaneously ihvolVing another agency
to continue the service. An example df such a siltuation would
“be the releasing of a child to hié parents, wiﬁhout'follow-up
being determined. |

-Having examined thevconcepts of referral, assessment,
treatment and discharge, let us now turn to the more general

concepts of deviance, deviant careers, and labelling. These

concepts are discussed by Howard Becker in his book,Outsiders.
Deviancy, he feels, "is not a quality of the act a person
commits, but rather a consequence of the applidation by others

of rules and sanctions to an offender".l7  That 1s, an act 1is

16 P. Wooley and M. Neiman. Assessment of Treatment Results
in Six Residential Treatment Centres for Children in Manitoba
March 30, 1967. Department of National Health and Welfare,
Government of Canada, Research Project 556-21-1. Unpublished.

17 H.S. Becker, Outsiders:- Studies in the Sociolo of
divance. New York: (The Free Press, 1963), p. 9




15

'only deviant when it has been sé labelled by people. Péople
who then commit these labelled acts of deviancé, become._”
labelled deviant themselves. Once so labelled, the_perSOn

is virtualiy forceq into a_deviant role,‘and he soon learns"
thebrules. fThus, the_person starts on,a'deviant careér'during
which time he assumes moré of the characteristics of.the;rble.
He assoclates with other similarly labelled and learns

throﬁgh this Social experlence. ‘ _

In applying these ideas to thls thesls, one mighﬁ pbstu-
late that if a chlild exhibits some behaviour such as hyper-
activity, hé wili not bé conSidered abnormal until someone
labels him és such. If he 1s in an environment where such
behaviour is acceptable there will be no problem. HoweVer,'
if for examblé,'hisvsphool teachér cannot control himbin the
classroom and éalls him a "bad boy", that is, labels him as
deviant, then suddenly a new concept of himself 1s presented
to this boy. If he sees himself as "bad" then he will begin
to act in what he considers a bad way. He beglns to be
singled out more often as being bad and may be ostracized
by his play mates. This bstracism forces the boy to turn

‘to other "bad" boys for companionship and new forms of deviance

are learned. Thus the boy is started bn a deviant cafeer.
If, instéad of being 1abe11ed.as bad, the boy had been

labelled as "disturbed", he would perhaps have received

much different treatment. He would suddénly be given atten-

tion by psychologists, social workers and perhaps psychiatrists.
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He might receive preferehtial treatment in the classroom and
at home, or may even be sent to a special school. If he
is placedbin a treatment centre, he associatesfwith other
children_labelledv"disturbed" and 1s then socialized 1nt§
the ébnormal role. Thé child.soon learns what typeé éf |
behaviour are expected of him and he will be seen as_ex_
hibiting’these'behavicurs, even 1f he dqes-notvmanifeét them.
An example‘of how a child might reqund tovan‘atmosphere
that expects him to féil or progress 1s given in Pzgmalion_

in the Classroom.l18 Children in a school system‘are placed

in speéial classrooms on an arbitraryvbasis but supposediy
according to thelr ability. It is found that they respond
to the level of expectation made for them rather than to
the level of their actual abllity. One might postulate that
~a child placed in a home for distrubed children will soon |
act disturbed, even 1if there is no basis for the disturbance.
~ Eliot Fredson, in the article "Disability as Social
Deviance" discusses thé process of labelling and the deviant
role.1? Medical or social_contfol institutions define de-
viancy or disability by specifiyling the attributesvthat
they term deviént. . They then’seek out people who conform
to these specifications and in treétment attempt towchange’
thelr behaviour to conform with what they believe to be their
potential. That is, a deviance is "anlimputed-condition,
and the imputation may or may not rest on the physical reality".zq
18 R. Rosenthal and L. Jaéobson, Pygmalion in the Classroom.
New York: (Hold, Rinehart and W1nsE%%T‘THET?‘T@BBTT‘““‘“‘“"
19 Eiliot Friedson, "Disability and Social Deviance", Socilolo

and Rehabilitation, M.B. Sussman, ed.: (American Sociological
Assoclation, 1965). ‘

20 Ibid., p. 71
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With the deviant label goes a deviant role until he has
been identified by others br by himself as deviant. Friédson‘
feels that agencles, although they "may not actually cﬁéate'
-deviaﬁt roles, do by the naturé of thelr activitiés rgfiné
aﬁd clarify their boundries; (and)‘add elements to the roies
that may not have existed previousiy"}21 Thus,vpeople may
be 1included that at flrst were excluded, énd others‘excluded 
thét at first were included. Thése ideas afe supported in _
the arficle by Thomas Scheff, "Typification in the Diagnoétic
Practices of Rehabilitatlon Agencies".22

‘.The>concept of a "good deviant" is one who fits the ‘
attributeé of thé label and piays the role of deviant well.
When an agency 1s assesslng an individual they willl seek out
information cdnfirming the label and will ignore evidence to .
contrary. There is also the possibility'that some 1nformation
will be "read into" the behaviour in order to make thevdeviénce
"fit better".

Having examined these;processes of labelling and deviant

cafeers, one initially becdmes sceptical of the system. However,

Thomas Scheff defends the process, clalming that by such

methods, deviancles become more precisely defined and the defini-

tions become more valid. As more scientifiic knowledge 1is
gained, the classifications become more accurate. With this
accuracy comes better Judgement in asséSsment and subsequently

better treatment.?23

21 Ibid., p. 83

22 Thomas J. Scheff, "Typification in the diagnostic Practices

of Rehabilitation Agencles", Soclology and Rehabilitation.
M.B. Sussman, ed.: (American Soclological Association, 1965).

23 Ipbib.
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In this section, material ranging from the'ver& seecifie
and cOncrete to the general abstract level has been presented.
Thevconcrete_material proved to be invaluable, particularly
in the formulation of questionaires and schedules. The
abstract-Material, particularly'concefning careere and 1abe111ng,
provides a conceptual framework that allows one to see contlnuity
in the process beilng etudied.
- Evolution of the Study

The formulation of the study as stated in the first part
of this chapter, was arrived at through different.phases of
development. It would seem appropriate, at this poiht, to
explaln these phases,’thus'allowing the reader to appreciate'
‘the course of development the study subsequently undertook.

Soon aftef the formation of the research groue, the
members of the group discussed and shared their concerns
pertaining to psychiatric services for youth.within the
province of Manitoba. These concerns have been summarized
in Chapter I of thisvrepert. A series of interviews were
then conducted with a number of persons having intefest in
thls field, for the purpose of seeking a sultable focus fof

the study. * It was suggested that a survey of the number

* The research group is indebted to the following persons
- who willingly gave thelr time and their ideas, in order to assist
in the formulation of the research topic:
Mr. Clive Bate, Executive Director, Children's Home of
Winnipeg.
Miss Patricia Desjardins, Executive Director, Manitoba
Branch, Canadian Mental Health Associatilon.
Prof. Mary Easterbrook, School of Social Work, University
~of Manitoba.
Prof. Gerald Erickson, School of Social WOrk, University
of Manitoba. : _
Prof. Joseph Ryant, School of Soclal Work, University of
Manitoba. _
- Mr. Ben Rykiss, Director, Social Service Department Selkirk
Mental Hospital. ’

Prof. Pat Wooley, School of Social WOrk University of
Manitoba."
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bofvchildren requiring psychiatric care 1h'thé proVihce,wohid
be beneficial, partitularly as‘such statistics-aré‘needed
to'provide welght to the argument for increased services. A ,
seéond suggestidn focused on réferral practicés, éuggésting
that often referrals are made as a matter of convenlence or
least expence father than.being based on an assessment of
need. A concern for the lack of facilities for agresslvely
acting out children was also expressed. -

"The researchvgroup tentatively formulated a study that
would evaluate the referral, assessment and tfeatment pro-
cesses of a sample of children receiving pyschiatrid services
using case historles as the sodrce of information. However,'
upon diScussion of this topic with a séminar consisting.of a
number of_simiiar research groups, it was recognized that
an evaluative study presents difficulties for social workers
entering the psychiatric field. As a result the focus of
the study was redirected to being a descriptive study of the
pyschlatric system, using similar éources for information
as before.

I Further consultation and discussion, reintroducéd the
ideé of the stigma. This led to the concepts of labelling
and devlant careers presented earlier in this chapter.

Due to the nature of the field being studiéd, and lack ofv
related research, 1t was felt that an exploratory design |
rather than a descriptive design would pfovide'greater

flexibiiity and be more appropriate. Thus, the'purp0se-set




20

for the research group was to conduct a formulative~explora-
tory study of the histories of children receiving pyschiatric
caré at Selkirk Mental Hospital. It was with this orienta-

tion that the research group began its study.
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CHAPTER ITI
. METHOD

In Chapter II én oufline of theievolution of the study
was given up to the formation by the formation bf'a research |
proposal. In thils chapter,‘the'methodsvused to accomplish-the
task outlined will be discussed. | -

.Having obtalned permission from the Hospital for Mental
Diseasesbat Selkirk to conduct the study, it was decilded that
a file queétionnaire would be>used to gather data from a
vsample of case files of chlldren feceiving care from that
institution. * The case histories of these children would
then'be traced back through each agency with whichAfhey had:
"been in contact. The same file questioﬁnaire being appliled
at each'point. As weil, interviews‘were to be cénducted with
pafents and relevént professionals; these being a further |
source of infofmation. It was soon recognized that the
task set forth was toé extensive in view of the time avail-
able. It was therefore, modified in that professioﬁal inter-
views were tb be replaced by a self-administered questionnaire.

Data colléction for this study began at ﬁhe Hospital
for Mental Diseases at Selkirk, where the Medical Records

initial contact with this department, we endeavoured to become

" #% The research group wishes to acknowledge the co-operation .
recelved from Dr. S. Kovacs, Medical Superintendent of the f
Hospital for Mental Diseases at Selkirk and the assistance of
hls staff including: Dr. W. Nakielny, Dr. A. Pacher, Dr. D.
Bednard, Mrs. F. Landygo and Mr. Wm. Wills.
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familiar with'the récofding and filing system used and to };
discover a system of recording which would allow us to |
tabulaté all admissions of patients seventeen years and
under during the last four years.

It was learned that admissions up to April, 1969 had
been fecorded in ledger type books from which allvadmissions
of young people from January, 1967 to April, 1969 could be
drawn. These 1edgers recorded all data on thé admission,
discharge, and limited‘information on the illness 1tself
for each patient admitted in the history of the Hospiltal.
| " In order to list all admissions from April, 1969, to
the present, a second method was necessary. This was found
to exist in the form of admission slips filed by the account-
ing department. These slips were filed at admission for the
purpose of expense billing and included limited statistical
data on age, date of birth, etc. From'a review of these
records we were able to complete our listing of admissions
and to cross-check the data gathered from the ledger records.

In choosing a sample from this 1listing, the following
factors were considered: |

(1) the number of files desired for the study.

(2) possible difficulties in tracing temporally

remote admlssions. ,

(3) the necessity of having a sample with similar

characteristics for pretesting.

It was decided that‘tWO cholces existed:'_to stndy all
admissions from September 30, 1969 to September 30, 1970 -

a one year period, or to include 1n our sample only admissions .
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from January 1, 1970 to September 30, 1970; After an orderly
preview of five files réndbmly drawn from the period‘January 1,
i96§vto'September 1, 1969; by which a rough estimate of the
work involved in tracing files was made, it was decided to

use the thirtj—one admissions ffom January 1,'1970 ﬁo |
‘Séptember 30, 1970 as our sample. At the séme time, a pre-
test sample was selected which included éll admissions during
1969.

Following this, the initial file questionnailre was
vdeveloped and applied to a second group of'five randomly
drawn files. This initial pretest was evaluated and the
questlionnalre was revamped slightly by making items more
explicit and by allowing more room for responses to be made.
The questilonnaire was then pretested a second time on a second
randomly selected pretest sample. As a result of this second
pretesting, it was felt that the questionnaire was acceptable
for data collection. Data collection from»Selkirkvfiles was
theh begun. |

At the same time, a letter to parents was developed
requesﬁing permiésion to include their child in the study
and to conduct an ihterview with them; This_was'pretestéd
~using the flrst pfetest sample without positive results.

Three of the five letters mailed were returned, unable to be
delivered, while replies to the other two were never receivéd.
A second pretest with a revised letter, requesting

permission to study each child's case only and not a personal
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interview with parents, was then undertaken. The results
of thie showed that only'one positive reply was made, while
three letters were returned undelivered.

At this point, it was decided that it would not be

- possible to‘conduct parental interviews. As well, following

o discussion with the research'advisor, it was felt that the

‘concern of the_researchersvover COnfidentiality Wae perhaps
over-emphasized and that parental permisson was not necessary.
This position was found to be acceptable to the agencies con-
cerned. However,vdata was of course to be treated ethically
and confldentially. That is, the-case'source.of all:data was
to remaln anonymous in all phases of the research study and .
its consequent reporting. |

Similarly,_a letterbof introduction for agencles to be
contacted was developed but not used. Instead all agencies_'
were contacted by telephone or in person by one of fhe three
research members. Each agency was informed of the study, its
purposes and nature and was asked to co-operate in data |
collection. All agencles were contacted once flle data collection
at Selkirk was completed and a list of agencles to be contacted
conldlbe tabulated. A 1list of cases to be studied at each
agency was also compiled.

Data collection at agencies involving a number of case
contacts was undertaken by all three researchers. At others,
only one member of the research team was involved. At each

agency involving more than one researcher, files were randomly
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assigned for study. As well, while data collection was
thought to be fairly well standardized across researchers,
no one person followed‘a case throughout data.collection,
ensuring that the effects of any bias between researchers
could be avoided. At all times, any.preblems_encountered
~1in data collection were discussed and resolved. | ‘
"Following the completion of file data eollection, a d
persohnel questionnaire, to be used 1n obtalning information
from staff, was developed. Whlle the data obtained through
thls questionnalire was felt to be complementary to that of
the flle questionnaire, it will not be presented in this
present'paper but will form the conteht of a supplement tp
follow. The questionnaire'wes then pretested with the
assistance of three psyehiatrists and three social workers
at two of the agencles contacted earlier. The results of
the pretest demonstrated that the questionnailre Was.explicitly
and clearly stated and applicable to various disiplines to be.
- tested. Only minor changes 1in spaeing were consequently
necessary. |
As previously declded, this questionnailre was to be given
to staff presently found in agencles contacted earlier in the
study. These staff membefs included psychiatrlsts, psycholo-
- glsts and soclal workers. In determining the actual sample
. to be studied, 1t was decided that the number of people to
bebtesfed in each agency should be roughly proportionate to

the number of cases in our study found to be 1n contact with
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each. Fbllowing this,keach research member undertbok to
persoﬁélly contact staff_memberskat various agencles

and gain their cb-opération in completing the self-administered
questlionnaire.

- Simultaneous with the administration of the personnel
‘questionnairé,-the anaiysis of file queétionnaire data was
 begun.. All questionﬁaires within each individuél‘case wefe
first chronologically ordered from the éarliest data to thg
most recent according to the date of referral.

; As all data was to be coded to allow for'frequency
‘tabulation and analysis, a system for coding was developed.
This resuited in.thevfile questionnaire items being divided
into forty—sevén separate units based upon the data originally
~sought and contained in ﬁhe responses to the qﬁestionnaire'
items. In order to develp an accurate system for coding
items on assesément, assemment 1£ems on.ail Questionnaires
were studled and listed. ‘These were grouped and regrouped
until a workable céding 5ystem for assessment ltems was
derived. The completed coding system was then applied to
‘all the file questlonnaires. At the same time, items needing
clarificatioh were edited.to facilitate the coding belng
undertaken. Combinations of response»categories according

to our coding system were recorded for later study. These
were then recorded or grouped with similar combinations and
recorded. With the addition of these combinations to our

initial coding system, a completed coding system was developed.
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In prepafation‘for ﬁabulation of the coded file material,
all file questiqnnaireS‘within a case were divided into units
of analysis. A unit was defiﬁed as belng one complete con-
_tact with an agency beginning with the receipt of a réferral,
vthrough‘asséssment, treatment and'referral to another agency.
or discharge. In so doing, ali d§ta‘Was divided into one
hundred and sixﬁy—three units. ‘ 7 -

The concept of unit of analeis was largely developéd
to provide a method for treating out-patient service. Through
its use, out-patient service was included as one component of
subséquent service and thus did not warrant a separatevunit
of analysis. By applying‘the concept ofvuhit of analysis to
the data, more than one file questionnaire could be grouped
into each unit. if the data recorded occured during a con-
-tinuous period of contact. | |

Prior to tabulation, a further point of clarification
was f'elt to be neceésary concerning referralé. When more |
thah one referral was made by an agency; the final referfai
resulting in termination of contact was to be récorded as part
of the original unit. Any other referrals were to be recorded
as a separate unit, with all questions not concerning re-
ferral aﬁsWered, "not applicable". These units were to
follow the unit éontaining_the terminating referral.

Following thé di#ision of file data‘into-units; all
units wére numbered in séquence from one to one’huﬁdred and

slxty-three. ~ The data from each unit was then recorded on
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forms‘along with thevunit humber, thevagency'letter“and
:the case number. Face sheet coded items, one to ten were
recorded on separate sheets for all thirty-one‘cases.
Fbllowingvthis process, the actual analysis of data was.
undertaken. Thé steps taken in this analysis W111 be out-
lined in detail in the followlng chapter.

| Fgllowing analysis a_number.of conclusions were drawn
on the basis of the observations made. These conclusions |
in turn, lead to the making of recommendations for the
agencles and personnel glving psychliatric services, and for,:
future research. Where possible, hypotheses were alsé put

forth. Thils concludes the chapter on method.
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CHAPTER IV

DATA ANALYSIS

Introduction

This chapter will present the results ef‘the analysie
of the file data gathered in the etudy. As well as pfe-
senting these results, an attempt will be made te intefpret
and‘disquss them. * |

| This chapter itself is to be divided into seven sections,
the first of which will give an outline of the methods and
.procedure ﬁsed in ﬁhe analysis. The remaining six sections
will present the actual results and their interpretation.

It should be mentioned that the data actually presented,
represents only that which is releeant to the analysis under-
taken. A more complete presentatioh of the data, listing
both frequencies and precentages for all categories, may
be found elsewhere in thisvpaper.**

Section - A: Techniques of Data Analysis

Following the development of the final codihg system,
‘the division of the data into units, and the actual coding
of these units; data analysis was undertaken. It was decided
~to filrst calculate the freQuencies with which each coded
~category in the‘overall data occurred. This was accomplished by

tabulating every coded response to each of the U7 1tems found

* The approach follows the pattern used by A.B. Hollingshead
and F.C. Redlich in Social Class and Mental Illness: A
Community Study. (New York: Wiley, 1958)

*% See Appendix B.
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in every unit of the overall data. The frequencies whioh
resulted,lwere then transformed lnto percentages to permit
for easier comparisons.

It should be noted here that-throughoﬁt data analysis,‘
'percentages were calculaﬁed on the'basis of the total data
minus any not applicahle responses. An example may prove
useful: (Table ITI in Appendix), 47 not applicable responses
were recorded; thus, for this item, percentages were cal—
culated on the basis of 116 units (the total 163 units minus
the 47 not applicables).

Following the calculation of frequencies and percentages
in the overall data, it was decided to limit further analysis
to five main blocks of data as follows

(a) The data describing the sample (questions 1- lO
x for each case studied).

(b). First referral data on the 31 cases studied.

(¢) The data resulting from the classification of
agencies into major and minor categories.

(d). The data resulting from a comparison of long trip
and short trip cases.

(e) Data studied in a comparison of urban and rural
cases.

Clarification of the concepts used to define each of these
blocks of data will follow in their respective sections.

As outlined earlier, percentages oalculated from frequency
_tabulations form the baslis for analysis in each seotion
Throughout analysis, the emphasis has been on the detection

of'trends or patterns wlthin or between various components of
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the data. ~Along with the presentation of the data to follow,
an attempt has been méde to interpret and discuss the
significance of these trends. This discussion in turn, leads

to the conclusions formuiated later in Chapter V.

' Sectioh B: . Description of the sample.

The sample chdsen for the study consisted of 31 adolescentsl
who had received service from the Hospiltal for.MentalbDiéeases
at Selkirk between January 1, 1970 and Septémber 30, 1970._

This was the total population that met the requirements set
forth., As such, the total population was chosen for study and
not a sample of it.v | »

The birthdates of the study population ranged from 1952
to 1956, plécing all cases 1n thelr adolescent years; as of

the time of the study. Table I summarizes the birthdates:

BIRTHDATE NUMBER : A
1952 7 22.5
1953 8 25.8
1954 7 22.5
1955 6 19.4
1956 3 9.7

TABLE I: BIRTHDATES

Within the sample there were 17 boys and 14 girls, all
of whom were single, apart from one, whose marital status

was not known.
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TW.5% of'the sample was from metropolitan Winnipeg, |
19.4% from the southern rural part of Manitoba, and 6.5%

from northern Manitoba. (See Table 2)

ADDRESS ‘ NUMBER R
URBAN 23 7h.2
SOUTH RURAL v 6 19.4
NORTH RURAL 2 6.5

TOTAL 31 | 100.1

TABLE 2: ADDRESS

Anglo-saxén background was found in 51.6% of the caSes
studied. Other European backgrounds, including German,
French and Slavic, accounted for another 32.3%. Canadian_
Indlan background was evident in 9.7% of the cases. (See

Table 3)

ETHNIC ORIGIN | NUMBER 3

ANGLO-SAXON 1
GERMAN .
FRENCH

SLAVIC

TREATY INDIAN
OTHER

UNKNOWN

H = N WU oy
) =\
WW\O WO O\

O MUIIH O\

TOTAL

W
i
]
o
o

TABLE 3: ETHNIC ORIGIN
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Guardianship of child was with an agency in five cases
or 16.1% of the sample, the remainder being with their
_parentsb(See Table 4). In seven cases, or 22.6%, the child

was not living with his parents. (See Table 5)

. GUARDIANSHIP . NUMBER | %
OWN PARENTS ~ 26 83.9
AGENCY 5 16.1

TOTAL 31 100.0

TABLE 4: GUARDIANSHIP

ADDRESS NUMBER %

SAME AS CASE 23 7h.2

DIFFERENT FROM CASE 7 22.6
UNKNOWN 1 3.2
TOTAL 31 100.0

TABLE 5: ADDRESS OF PARENTS

Four-fifths of the sample were students, another 12.9%
were unemployed; while only one caSe or 3.2% actuaily listed

an occupation. (See Table 6)




OCCUPATION ~ NUMBER | %
STUDENT . 25 80.6
UNEMPLOYED 1 12.9
EMPLOYED 1 3.2
UNKNOWN 1 3.2
TOTAL 31 99.9

TABLE 6: OCCUPATION OF CASE

Slightly over one half of the sample was Protestaht With
about one third being Roman Catholic. There were no Jewish

children in the sampie. (See Table 7)

RELIGION NUMBER %
PROTESTANT 17 54,8
ROMAN CATHOLIC 11 35.5
JEWISH v 0 0.0
OTHER 1 3.2
UNKNOWN 2 | 6.5
TOTAL 31 100.0

TABLE 7: RELIGION OF CASE

Limited data wés avallable on the occupation of the
parents. However, from the data avallable, over one half of

the parents worked as labourers. (See Table 8)
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 OCCUPATION NUMBER : %
PROFESSIONAL 2 6.5
SEMI-PROFESSIONAL 3 9.7
LABOURER 9 29.0
SELF-EMPLOYED NON- 1 3.2
PROFESSIONAL

UNEMPLOYED 0 0.0
UNKNOWN 16 51 .6
TOTAL | 31 | 100.0

TABLE 8: OCCUPATION OF PARENTS

These findings would indicate that there 1is a tendancy
for a child receiving services from Selkirk to be between
15 and 17 years bld; living in Winnipeg with his own parents,
of Anglo-Saxon, Protestant origin, still in school, with
parents working in a labouring position.

Sectlon C: Overall Data

(1) Referrals:

-~From Table 9 1t can be seen that there was a'gradual

YEAR OF REFERRAL

kY

1954
1955
1956
1957
1958
1959
1960
1961
1962
1963
1964
1965
1966
1967
1968
1969
1970
Unknown

oo
~—3

~NNVVOVINIONOHHITEHO I

wH+
OFO oD ETWLWWENNH

Table: 9: Year of Referral - Overall Data
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iﬁcrease-in the number of referralé per year beginning in

| 1954, the greétest number being made in'l970, (34.2 per cent).
This pattern is interrupted in 1965 when there was a decrease
in thé number of referrals. The decrease in 1965‘wi11 be

. partly explained below when age at referral 1is explored.

It is interesting to note the months that referrals are.

made. (See Table 10)

MONTH OF REFERRAL %
January 8.0
February 7.4
March 10.4
April 7.4

- May 5.5
June - 8.6
July 8.6
August 3.1
September 11.7
October 6.7
November .9
December 6.7

TABLE 10: MONTH OF REFERRAL - OVERALL DATA

March and September have the highest number of referrals,
with 10.4 per cent and 11.7 per cent of the referrals res-
pectively. The lowest month is August with only 3.1 per cent
of the referrals.

The establishment of an adolescent ward at Selkirk Mental
Hospital.in July 1970 seems tQ have had 1llttle effect on the
number of referrals, however, only a limlited time period after

thls date 1s under conslderation.
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The information regarding age at the date of referral

is presented in Figure Number 1.

30
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FIGURE 1: AGE AS OF DATE OF REFERRAL - OVERALL DATA

18
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There wére few refefrals prior to age five, although one
was recelved at age 2 months. There was a'general increase -
bin referral through the years 5 to 9, with a decrease for
years 10 and 11. The adolescent years from 12‘to 17
show an lncrease again with two peaks, one at age 13 and one
at age 17. Déta‘beyond age 17 was not collected and thus
no way of knowing what further pattern exists is avallable.
Within aAunit, as defined.by the study, there are two
points at which the question of referral 1s conéidéred. |
First, when an agency receives a referral and secondly,'when
an agency subsequently makes a further referral to another
agency. In each of these referrals there are two agenciles
and two personé (at least) involved.
Of 147 referrals received by agencles, 6L.6 per cent
" were made by a»prbfessional person, and 25.2 pervcent were
made by a lay person; The question of profeSsional_referrél'
will be dealt with shortly.

Table number 11 shows a breakdown of the lay referrals.

LAY PERSON MAKING REFERRAL PER CENT
SELF | 26.3
PARENTS | | 42.1
RELATIVES | 2.6
OTHER 23.7
PARENTS AND PROFESSIONAL 5.3

TABLE 11: LAY REFERRALS
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The two points of referral within a ﬁnit have been
examihed'according to the agency making or receiving the
referral, the profession of the person making or.receivihg
the reférral, and the poéition on agency staff that the
person holds. These flndlings are summarized in Tables 12;

13 and 14, respectively. From Table 12, 1t 1is seen that

Making Recelving
Making Receiving |Subsequent |Subsequent
Agency Referral |Referral Referral Referral
5 % % %
Selkirk Mental Hosp. 2.6 23.8 12.0 23.0
Wpg. Psychiatric Inst. 16.4 13.6 15.0 12.0
Wpg. Children's Hosp. | 12.1 19.0 - 16.0 9.0
Child Guidance Clin. 6.9 11.6 16.0 5.0
C.A.S. of Winnipeg 11.2 7.5 16.0 7.0
Wpg. General Hosp. 2.6 6.1 6.0 3.0
Schools 15.5
C.A.S. of East. Man. 2.6 2.0 1.0 4,0
Children's Home 1.4 2.0 3.0
Famlily Bureau 0.9 0.7 1.0 2.0
General Practitioner 5.2 0.7
Juvenile & Family 2.6 2.7 3.0 2.0
Court
Man. Home For 0.7 1.0 2.0
Retardates
Private Psychlatrists 2.6
Roslyn House 0.7 1.0
St. Agnes School 0.9 2.0 2.0 b0
St. Boniface Hosp. 1.7 2.7 ' 1.0
St. Joseph's Voc. 2.0 1.0 .o
School
Other 8.6 2.7 2.0 8.0
Unknown 6.9 6.0 - 10.0

TABLE 12: AGENCIES MAKING AND RECEIVING REFERRALS -
OVERALL DATA
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there were four main agencles making feferrals,_Winnipeg
PSychiatric Institute,’Children's Hospital, Children's A
'Aid Society of Winnipeg and schoOls.  The 1arge,role played
by shools here, should be particularly noted.

Agencles that recelved the most referrais were Selkirk
Mental Hospital, Chlldren's Hospital, Winnlpeg Psychiatric
Institute, The Child Guldance Clinic and the Children's Aid
Soclety of Winnipeg. This group of agencies, albng’with ﬁhe
‘w1nnipeg General Hospital form the core of those offering
psychlatric services to the study sample. Agencies making
subéequent referrals were of this core group as well. In
-comparing subsequent referrals made with referrals receivéd,_
Child Guidance Clinic énd Children's Aid made as many or more
subsequent referrals as they received. With Children's Aid,
this could be an indication that they make multiple referrals
oﬁ one case, perhaps to a number of agencies. Psychlatric |
Institute and Children's Hospltal made fewer subsequent
referrals, using treatmeht themselves rather than referring
for treatment. Selkirk Mental Hospltal made only about one-
quarter as many subsequent referrals as referrals received,
indlcating a high tendency to maintain treatment. The agenciles
receiving subéequent referrals offer an interesting pattern
in that Selkirk Mental Hospital received 23 per cent. There
1s a definltive trend in the referral process towards Selkirk
which 1s not unexpected, as thils was the source of the sample.

It 1s Interesting to note that although schools play a

large part in the makling of referrals they are not involved
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at all in any other part of the process.

The role played by the general practitioners also seems
to follow this same pattern. Closed treatment centres such
as Children's.Home, Manitoba Home for Retardates,‘Rdslyn
House, St. Anges School and St. Joseph's Vocatidnalechooi
all ténd'to.only recelve referrals, frequently only a‘sub—

vsequentvreferral.- It would éeem then, that some other agency
must first be‘involved before these institutions are used.

Minor agencies such as the Children's Aid Sdciety of
Eastern Manitoba, Famlly Bureau, Juvenile and Family Court
'and St. Boniface Hospital tended to follow a pattern similar
to the majJjor core agenciles discussed above. Further com-
parlson between the majJor and minor agencies will be given
later in this report.

The data concerning the professional status of and
staff position held by individuals making and receliving
'referrals will now be presented and discussed. Tables 13 and

14 contaln the relevant data.

Professional Person Making Recelving

Making or Recelving Making Receilving |Subsequent |[Subsequent
Referral Referral |Referral Referral Referral

' % % % %

Psychiatrist 42,1 62.6 4.0 44,0

Soclal Worker 23.2 12.9 29.0 18.0

General Practitioner 8.4 2.0 1.0

Psychologlst h.8 - 1.0

Teacher- 15.8 -

Other 4,2 1.4 1.0 3.0

[Psychiatrist + ——- 0.7 1.0

Unknown 6.3 15.6 24.0 - 34,0

TABLE 13: PROFESSIONAL PERSON MAKING OR RECEIVING REFERRALS -
OVERALL DATA




b2

Position of Person ‘ Making Receiving

Making or Recelving Making Receiving | Subsequent | Subsequent

Referral Referral | Referral Referral Referral

' % , 5 %
Chief Administrator 8.5 6.1 6.3 12.2
Supervisor 6.6 3.4 4,2 2.1
Staff Member 58.5 71.4 60.4 7.9
Other 2.8 0.7 1.0
Unknown 3.6 18.4 29.2 36.5

N

TABLE 14: POSITION OF PERSON MAKING OR RECEIVING REFERRAL -
OVERALL DATA

In all cases psychlatrists were the most active with social
workers playing the next most actlve part. Again teachers play
an important role in the making ofvreferrals but are not_involved
beyond that point. General practitioners repeat this pattern.

It would seem that the social workers' role in making referrals
is more important than in receiving them. The large unknown
factor (as high as 34 per cent) make conclusive results difficult.

By far, most referrals were handled by staff members rather
than supervisory or administrative personnel.

The data on how referrals are made 1s summarized in Table 15.
Referrals tended to be made by application forms or by personal
centacﬁ. However, letters were used more often onvsubsequent
referrals with personal contact and application forms being used
“less. A high unknown factor 35.4 per cent and 55.l4 per cent

diminishes the validity of results. (See Table 15)
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Method used in Referral Subsequent
Making Referrals 5 Ref;rral
0

Telephone 6.3 5.9
Letter 6.3 15.8
Personal Contact 19.4 '10.9
Application Form 26 .4 8.9
Other o 2.1 2.0
Telephone & Letter 1.4
Telephone & Personal Contact 1.0
Letter & Personal Contact 0.7
Letter & Application Form 1.4
Telephone & Letter & Personal 0.7

Contact .
Unknown 35.4 55.4

TABLE 15: METHOD USED IN MAKING REFERRALS - OVERALL DATA

The question of whether the agency makling the referral,

followed up the referral was only asked of the subsequent

referrals. These résults are summarized in Table 16.

Follow Up to subsequent referrals

No Follow Up

Telephone

Letter ’

Personal Contact with Client
Personal Contact wlth Agency
Other

Unknown

o
Ulul 50 £ 10O
HEE O

n

TABLE 16: FOLLOW UP TO SUBSEQUENT REFERRALS - OVERALL DATA

It was found that in 20.4 per cent of the cases, no follow up

was evlident. Personal contact with the cllient was the most
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common form.bf'follbw up. The high unknown factor, 55 per cent,
‘again makes conclusion quesﬁionable. o

Intake 1s defined as that point or event by which a client
makes contact with an agency and'the agency reSponds_with some
procedure to'determine; firstvof ail whether they will offer
fﬁrther service or not, and 1f so, what form that service will -
take. The results of.two questions: what was 1intake proéedure
‘énd what were the results of the intake prodedure are summarlzed

in Tables 17 and 18 respectively.

Intake Procedure : %

Personal Interview with | v 11.6
appointed Intake Worker

Personal Interview with | 34,1
Rotating Intake Worker

Collateral Person Interview with _ 1.4
appointed Intake Worker

Collateral Person interview with . v 1.4
Rotating Intake Worker :

Personal & Collateral Person Interview 6.1
wilth Rotating Worker ‘

Direct Admission without Interview ) 8.8

Other | R 5.4

Unknown : \ 31-3

TABLE 17: INTAKE PROCEDURE - OVERALL DATA
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Resuits of Intake ' %

~ No Case Made . 2.1
Admission _ ‘ 68.5
Referral to Oﬁher Agency 2.1
Out-Patient Department ' 21.9
Referral & Out-Patient } 0.7
Unknown ' | : | 5.5

TABLE 18: RESULTS OF INTAKE - OVERALL DATA

The main form that intake took was a personal interview with

‘a rotating intake wofker. Thié was sometimes combined with

an interview of a collateral person. Only one agency was

found that had an apﬁointed intake person on staff, this

being Selkirk Mental Hospital. Direct admlssion without an

interview was evident in 8.8 per cent of the units as shown

in Table 17, perhaps a reflection of the young age of the

clients and thelr 1nabllity to participate 1in an 1ntefview.
68.5 per cent of referrals resulted in an admission with

another 21.9 per cent receiving out-patlent service. Only 2.1

per cent were referred to another agency wilthout further‘service,

and only 2.1 per cent were not given service. It would thus

seem evident that in over 90 per ceht-of the cases, an attempt

was made to meet the clients' needs.
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(11) Assessmént;

A topic that is key to'this'study and closely’related
to the concept of labelling is that of assessment. Within
the study two main questions were asked regardiﬁg assessment. 
The first concerned its form, the second the actual assess-
‘ment made. Thefe were four points at which the study looked
at assessment: i) intake 2) the one that was used in treat-
ment or "working" assessment 3) assessment at referral and
- 4) assesSment at discharge. The results of this are summarized

1in Tables 19 and 20.

At
: At Subsequent "~ At
Form of Assessment |Intake | Working| Referral Discharge
' % % % %
Label 35.4 61.2 28.6 17.2
Cause 2.8 3.7 3.1
Symptom 29.9 10.4 10.2 7.8
Comparison 1.4 0.7 9.1 23.4
None Made 11.8 11.9 7.1 b7
Other 2.1 5.1 3.1
Label & Cause 1.5 '
Label & Symptom 6.9 2.2 b1
Label & Comparison 1.0 9.4
Cause & Symptom 0.7
Label & Cause & 1.0
Symptom
Label & Symptom 1.0 1.6
& Comparison
Unknown 9.0 9.0 29.6 32.8

TABLE 19: FORM OF ASSESSMENT - OVERALL DATA
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The pattern that emerges in Table 19 is interesting.

_At intake symptoms and labels were used sbout equally as
often. However, working assessment was predominantly a label,
symptoms being used only 10 per cent.sf the time. During a |
subsequent referral, labels were commonly used, but more

often in conjunction with symptoms. At discharge,‘compafison
with other assessments was the predominant form used with
labels used next most frequently. |

Table 20 shows the breakdown of the actual assessments.'
Within the section on labels, i1t is found that schizophrenla
was the most commonly used label. It was often used 1n con-
JunCtion with other labels. In working asséssment schilzophrenia
adcounted for U42.6 per cent of all assessments made. The labels
of personallty disorder, behavior disorder and thought'disorder
together accounted»for between 8 per cent and 13 per cent of
units. The,consistsncy of thelr use could indicaﬁe that little
Improvement Qccurred throughout the treatment process. |

Only 3 units (3 per cent) were assessed as having drug
induced or drug related problems.

The use of a comparison with other assessments tended to
be used most often in making subsequent referrals and dis-
charges.

There were three other questions asked regarding assess-
ment: how was the assessment determined, who made_the assess-
ment, and how long was the period between intake and the

formation of a working assessment. This information was
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: At

' At Subsequent - At
Actual Intake | Working Referral | Discharge

Assessment % % % 7

Schizophrenia 8.3
Psychotic
Mental Disorder
- With Organic Base
Epllepsy
Personallty Disordern
Behavlior Disorder
Thought Disorder
Family - Cause
Drug - Cause
Description of
Behavior
No Change
Improved
Deterioration
Other
- Schizophreniz + --
-Psychotic & Mental
Disorder-Organlc
Base v :
Epilepsy & Behavior | 1.6 0.8
Disorder-Organic
Base :
Personality Disorder 0.8
& Mental Disorder -
Organic Base _
Controlled & Mental 1.7
Disorder - Organic
Base
Improved & Mental 1.7
Disorder - Organic
Base
Epilepsy & Psychotic 0.8
Epilepsy & Behavior | 0.8
Disorder
Epilepsy & Drug 0.8
Epilepsy & No Change 1.7
Behavior Disorder & 1.6
Descrip. of Behav.
Thought Disorder & | 1.6 ‘ 3.3
Descrip. of Behav.
Drug & Descrip. of 0.8
Behavior
Unknown 10.3 "10.6 33.0 = 33.3

-
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TABLE 20: ACTUAL ASSESSMENT - OVERALL DATA
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gathered only on the working assessment and is tabulated in

Tables 21, 22, and 23.

Method of Determining Working Assessment

Consultation & Collaboration
Case Conference

Observation

Testing

Interview & Observation
Observation & -=—=-
Interview & ——ww-

Other

Unknown

5.8

3.3
13.2
2.5
11.6
23.2
9.1
4.1
27.3

'TABLE 21: METHOD USED TO DETERMINE WORKING ASSESSMENT -

OVERALL DATA

Table 21, indicates that observatlon, elther alone or with

some other method was involved in 48 per cent of the units.

Interviewing was involved 1in 20.7 per cent of the unlts.

Con-

sultation, case conferenclng or testing was used 1n less than

6 per cent of the units.

The vase majorlty of the assessments were made by psychi-

atrists with other professionals playlng a minor role here (see

Table 22).
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Person Making Working Assessment %

(o)}

HFMNDOOMNDHW~

Psychiatrist

Social Worker

General Practltioner

Psychologist

Psychiatrist & Psychologlst

Psychiatrist & Psychologlst & Social Worker
Other

Unknown

W\ CoOUT v o

N

TABLE 22: PERSON MAKING WORKING ASSESSMENT - OVERALL DATA

Table 23 indicates that most assessments were made within
60 days, and a high proportion (32.5 per cent) were made within

14 days. A high degree of unknowns make conclusilons difficult.

Length of Assessment Period v %
1 Day .2
2 - T Days 15.8
8 - 14 Days - 12.5
15 = 21 Days 5.8
22 - 28 Days 8.3
29 -~ 60 Days ' 10.8
61 - 90 Days '
Other 5.0
Unknown 37.5

TABLE 23: LENGTH OF ASSESSMENT PERIOD - OVERALL DATA

(11i1) Subsequent Service:
Having accepted a client on as in-patient or out-patient
basis and subsequently having made a working assessment, the

client 1s then glven some form of what the study calls sub-
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sequent service., In subséquent service, there are basically
three options: to give treatment, to make a referral, or

to discharge. In many cases a‘combination of these may be used
such as the giving of treatment and then_dischérgihg, Table 24

summarizes the study's findings regarding such subsequent service.

Subsequent Service ‘ %

N

WHOWKHUIOOH-II

Treatment

Referral

Discharge

None Given

Other :
Treatment & Referral
Treatment & Discharge
Treatment & Referral & Discharge
Treatment & Other
Referral & Discharge
Unknown

wH
ANAEJ 30O~ ~I =W

TABLE 24: SUBSEQUENT SERVICE - OVERALL DATA

Treatment alone was given in 27.3>per cent of the units and
57.6 per cent of the units 1n conjunction with some other form
of servioe resulting in a total of 84.9 per cent of all units.
Referfals, either alone or‘in conjunction with another service
were»made in 33.8 per cent of the units, while discharges were
made in 43.9 per cent of the units. Of those discharged only
1.4 per cent were gilven no other form of treatment.

Of the three factors lsolated, referrals have already
been discussed in the first part of thils dlscussion. The

question of treatment and discharge will be examlned here.
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Three questions were asked regarding treatment: length
of treatment, nature of treatment and the treatment setting.

The results are found in Tables 25, 26, and 27.

I

Length of Treatment

Day
Days
Month
Months
Months
Year
Years
Years
Other
Unknown

N =
WO VO £ UTUT IO -
O VO &=~ O\ON
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=

TABLE 25: LENGTH OF TREATMENT - OVERALL DATA

Nature of Treatment » %

Medication & ECT

Therapeutic Counselling

Social Rehabilitation

Other

Medication & Therapy & Social
Rehabllitation

Medication & Therapeutic 2

Medication & Social Rehabllitation

Therapy & Other ’

Medication & Other

Medication & Therapy & Other

Therapy & Social Rehabllitation

Unknown

o
~o o

e o o

OHOHOWW O\
OO NDOO O~3 &=~3\0

TABLE 26: NATURE OF TREATMENT - OVERALL DATA
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Tt was found that 69.2 per cent of the unitsvhad a
treatment period of less than one year with half belng less
than 3 months. Only 11.5 per cent had a treatment perlod
longer than one year. The most common length of treatment
was one month.

The common form of treatment (Table 26) 1s that of
'medication, which was used either élone or wlth some other
form of treatment in 63.9 per cent of ﬁhe units. Therapeutic
counselling was given in 47.5 per cent of the units, socilal
rehabilitation in 27.8 per cent of the units. The most common
combination of treatment was medication with therapeutic
counselling, used in 23.8 per cent of the units.

The favoured treatment setting (Table 27) seems to be
treatment in-patient which was used in 72.5 per cent of the
units. Out-patient service was given in 26.6 per cent of the
units. The use of non-treatment in-patlient facilities such

as foster homes was low, only 3.2 per cent of the units.

Treatment Setting %

Out-~Patient Department 21.8
Non-Treatment - In-Patient 2.4
Treatment - In-Patient 68.5
OPD & Treatment In-Patient 4.0
OPD & Non-Treatment In-Patient 0.8
Unknown 2.4

TABLE 27: TREATMENT SETTING - OVERALL DATA
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(1v)  Other Data: |

The last quéstion to be consldered 1s that of discharge;
Two questions were posed here: the first, to whom-was the
patient discharged, and secondly, what was the assessmenﬁ atv
discharge. The question'of assessment was dealt with 1In an
‘earlier Section.

When discharged, 60.9 per cent of the unlits were dis—
charged to their own parents. Another 9.4 per cént were dls-
charged to substitute parents such as foster parehts.»_Of
interest 1s the fact that only 3.1 per cent were discharged
to themselves, 1n other words, to thelr own responsibility

and not some other person's.

Section D: First Referral Data

(1) Referral:

An interesting group of data is obtained when bne
isolates the first referrals, that 1s, at the point that the
patient makes his first contact with the "system".

Flgure number 2, shows the age of the patient at the date
of the first referral. This would indicate that there are two
points at which first referrals are made, the first around age
8lx or seven and the second 1n the mid teens, with’a maximum
at age 15. A comparison of this graph with figure number one
yields some interesting findings. In the overall data there
were peaks at ages 13 and 17, that are not evident in the first
referral data. A possible explanation 1s that those who are
referred early in the system also are those who are referred

again at age 13 and agaln at 17.
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FIGURE 2: AGE AS OF DATE OF FIRST REFERRAL

One could hypothesize that the peaks at 13 and 17 were due to
the life cycle crisis of pubacence and of adulthood, which
wlll be discussed later in the chapter on concluslons. Thus,
a person already in the system would be more incllined to use
the services at these points. This could be the result of
greater famliliarity with problems, and consequently quicker
detection of same, a greater inclination to identify problems,
or a dependency on the system. The peak at 15 in the first
referrals might be seen as a time lag in the 13 year crisis.
People may be less knowledgeable of the system, less inclined

to use 1t, or unable to recognize symptoms as quickly when they

have not been exposed to these previously. Thus they are slower -
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to make referrals to the system. It would be.inﬁeresting
_ to determine if a simllar time lag exists 1In the 17 year
crisis.

Lay referrals accounted for 29 per cent of the first
referrals and professional, 61.2 per cent. These fligures
are not Véryvdifferent from those of the overall referral
system. It might have Been.anticipated that the 1ay referral
syStem would play a larger part here, but thils was not born
out. Of the elght lay referrals made three were made by
parents and only one was a self-referral. _

| Table 28 summarizes the déta on the agencies that weré

involved at the varlous points of the study 1in the flrst referrals.

Making Recelving
Waking Recelving| Subsequent | Subsequent
Referral |Referral Referral Referral
Agency % % %

Selkirk Mental Hosp. - 12.9 5.3 10.5
Winnipeg Psych. Inst. - 3.2 " 5.3 15.8
Children's Hospital 8.0 16.1 15.8 5.3
Child Guidance Clinigc - 22.6 21.1 -
C.A.S. of Winnlpeg - 6.5 5.3 5.3
Winnipeg Gen. Hosp. - 9.7 10.5 -
Schools 28.0 - - -
C.A.S. of Eastern - 3.2 - -
Children's Home - - : - 5.3
Famlly Bureau - 3.2 5.3 -
General Pract. 24,0 3.2 - -

Juv. & Fam. Court - 6.5 . 5.3

St. Agnes - - - 5.3

St. Boniface Hosp. - 6.5 - -
Other 24,0 6.5 5.3 15.8
Unknown 16.0 - 21.1 26.3

- TABLE 28: AGENCY MAKING AND RECEIVING FIRST REFERRAL
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About one-quarter of the referrals are made'by schools and
anéther one-quarter by general practitioners. The large
proportion of."other“ would indicateva wide vériety of sources
of referrals. Agaln the lmportance of the‘school is emphasized.

Of the agencles receiving first referrals the Child Guld-
ance Clinic 1Is most frequently used. This is in 1line with the
high percentage of school referrals. The Children's Hospital
of Winnipeg, SelkirkbMental Hospital and Winnlpeg General
Hospital were all central recipients of first feferrals. A
number of minor agencles were also involved at this point,
including the Children's Aid Soclety of Eastern Manitoba, Famlly
Bureau, Juvenile and Family Court and St. Boniface Hospiltal.

Most agencles were inclined to make subsequent referrals
on at least some of the referrals receilved, the Child Guldance
‘CIinic being most inclined to do so. |

Those agencles receiving the subsequent referrals, tended
to be the Winnipeg Psychiatric Institute, Selkirk Mental Hospital
and Family Bureau. As there was a large number of agencies
involved, with only a few units, positive conclusions are diffi-
cult to make.

In comparing Table 28 with 12, there are a number of inter-
esting points. The drift towards Selkirk is not as marked on
the first referrals. All referrals from general practitioners
were on first referrals. The vast majJority of Family Bureau

involvement was also on first referrals.




Tables 29 and 30 present the data on

58

in making and recelving first referrals.

the person involved

Making Recelving
Making Receiving | Subsequent | Subsequent
Referral] Referral Referral Referral
% % % %
Psychiatrist 12.5 ug.u 31.6 21.1
Social WorKer 8.3 12.9 21.6 21.1
General Pract. 25.0 3.2
Psychologist 12.9 5.3
School Teacher 20.8
Other 8.3 5.3
Unknown 25.0 22.6 36.8 57.9
TABLE 29: PROFESSIONAL PERSON RECEIVING OR MAKING FIRST

REFERRALS

Making Recelving
Making Receiving| Subsequent| Subsequent
Referral] Referral Referral Referral
% % % %
Chief Admin. 8.7 5.6
Supervisor 4,3 6.5 5.9 5.6
Staff Member 47.8 67.7 58.8 27.8
Other 8.7 3.2 5.6
Unknown 30.4 22.6 35.3 55.6
TABLE 30: POSITION OF PERSONS MAKING OR RECEIVING FIRST

REFERRALS

Again evidence holds that general practitloners and school teachers

are key persons in makling first referrals.

In comparlson to

Table 13 in the overall data, the trend towards the involvement

of psychiatrist and soclial workers continues.

Similarly, the use
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of staff members rather than supervisory and administrative
staff 1s noted.
| Method of referral gave preference (as shown in Table 31)
" to the application‘form and personal contact, as was the

preference in the overall data.

Subsequent
: ' Referral Referral
Method % %

Telephone 10.0 11.1
Letter ’ 6.7 11.1
Personal Contact 20.0 5.6
Application Form 23.3

Other. ” 5.6
Unknown 40.0 66.7

TABLE 31: METHOD USED IN MAKING FIRST REFERRALS

One différence 1s that there was no combinatlons used on the
first referral, indicating perhaps a more direct form of re-
quest for heip.on the first referral.

Follow-up to referrals was still poor, although a greater
use of ﬁersonai contact 1s evildent than'was the case 1n the
overall data. A small sample and large unknown factor make

conclusions difficult. This data is found in Table 32.

Follow-up %
No follow-up 26.3
Personal Contact with Client 10.5
Letter ' 5.3
Personal Contact with Agency 10.5
Unknown bh7.4

TABLE 32: FOLLOW-UP TO FIRST SUBSEQUENT REFERRAL
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~Table 33 concerns itsself with intake procedure.

Intake Procedure %
Interview with rotating intake worker 35.5
Collateral persén interview & appolnted 3.2
intake worker .
Personal l1nterview & collatéral person 16.1
intake & rotating Iintake worker
Direct admission without intake | 6.5
Other 6.5

Unknown | 32.3

TABLE 33: INTAKE PROCEDURE ON FIRST REFERRAL

It would seem that on first referral elther a personal 1nterf
view alone or a collaterél persoh wlth a rotating intake
worker 1s the most common formvof intake. There'seems to be
a greater reliance upon using collateral persons on firét
referral than in the overéll data (19.3 per cent compared with
8.9 per cent), perhaps due'ﬁo the generally younger age of
the’patient being considered and alsQ to later referrals having
Information previously gained from collateral persohs.

The results of intake on the first referral are shown on

Table 34.

Results %
No case made 6.7
Admission 4o .0
Referral to other agency 6.7
OPD 40 .0
Unknown 6.7

TABLE 34: RESULTS OF INTAKE ON FIRST REFERRAL
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There seems to be equal preference to admission and giving
out-patient service, both belng offered 40 per cent Qf the
time. Compared with the overall data there 1s a much greater
tendency ﬁo use out-patients rather than admissions on first
referral. AlSo, there are proportionately more referrals.

It 1is interesting to note that 2 of 3 units that were registered

as "no case made" were on the first referral.

(11) Assessment: |

Table 35 indicates that at intake on first referrals there
is a marked'tendency to use labels over symptoms (U46.5 per cent
compared with 17.9 per éent). This 1is contrasted with the
overaii data that showed these two flgures to be much closer.
The increase 1n the use of tables for working asséssment was
‘not found in the first reférral, rather the figures remaihed
close to those of intake assessment. The data for dlscharge
assessment is limited but indicates greater similarity'in the

use of symptoms and labels.

Subsequent
Form Intake | Working Referral Discharge
' % % % %
Label ' 46.4 45.8 27.2 23.5
Cause 7.1 8.3 5.6 -
Symptom 17.9 20.8 11.1 17.7
Comp. & Other - - - 5.9
Assessment _ '
None Made 7.1 16.7 22.2 5.9
Label & Symptom 7.1 - - 5.9
Other - - 5.6 5.9
Unknown 14.3 8.3 27.2 35.3

TABLE 35: FORM OF ASSESSMENT ON FIRST REFERRALS
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Table 36 summarizes-the actual assessments'made on first
referrals. The data 1s very limited but indicates trends
similar to those of the overall data (Table 20). Again there
1s a pronounced use of ﬁhe label of schiszhrenia and of

description of behaviour.

‘ Subsequent
Assessment Intake | Working Referral Discharge
% % %
Schizophrenia 24.0 23.8 14.3 6.7
Psychotic 8.0 h,8 7.1 -
Ment. Dis. and 8.0 9.5 14.3 6.7
Organlc Base
Personality Dis. - 4.8 - 6.7
Behaviour Disorder 12.0 9.5 - 6.7
Family 8.0 9.5 - -
Drug - - 7.1 -
Description of Beh. 20.0 28.6 7.1 20.0
No Change - - - 6.7
Thought Disorder & h,o - - -
Desc. of Beh. ,
Pschotic & Mental .o - - -
Dis. & Org. Base
Drug & Desc. of Beh. - - - 6.7
Unknown 12.0 9.5 50.0 40.0

TABLE 36: ACTUAL ASSESSMENT AT FIRST REFERRAL

The data on how the working assessment was determined and
who made the working assessment on first referrals was 1imited,
but confirmed the results found in the overall data. It thus
Vhas not been reproduced here. Similarly, for length of assess-
ment period data for only half of the units was avallable.

This followed a similar pattern to the overall data.
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(111) Subsequent Service:

Subsequent service (Table 37) follows a pattern similar
to the overall data, that 1s, a high usé of treatment (77.7
per cent) and frequent use of referral (44,4 per cent), |
although there seems to be a greater tendency to use referral,
perhaps indicating that not all first referrals are to be

apprdpriate agency.

Subsequent Service . %

Treatment

Referral

Discharge

Treatment & Referral

Treatment & Discharge

Treatment & Referral & Discharge
Referral & Discharge

None Given

HoHE R
WWHNEI =0
~N~IHMO o

TABLE 37: SUBSEQUENT SERVICE OF FIRST REFERRALS

Table 38, showing length of treatment, indicates that
most treatment is less than one year (62.5 per cent) while none
was less than seven days. Up to three months is the most fre-
quent length of treatment. Compared.to the overallbdata, it -
is seen that generally first referrals receive longer treat-

ment than the overall referrals but rarely over one year.
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Length of Treatment ‘ %

Day
.Days
Month .
Months
Months
Year
Years
Years
Other
Unknown

FOFEF OB~
=N
Htr:ﬂmHﬂl

N
~NwWwww EN &

TABLE 38: LENGTH OF TREATMENT - FIRST.REFERRALS

The nature of the treatment bffered_(Table 39) tended to
‘be therapeutic counselling (77,1 per cent) and the use of
medication (54.4 per cent), social rehabilitation beilng used
least (18.1 per cent). These are in sharp contrast to the
overallvfigureé which showed medication being used mofe fre-

quently than counselling.

Nature of Treatment %
Medication 13.6
Therapeutic Counselling : 31.8
Soclal Rehabilitation -
"Other 9.1
Medication & Ther. Coun. & Social Reh. 13.1
Medicatlion & Ther. Counselling 22.7
Medication & Social Rehabilitation 4,5
Unknown , 4.5

TABLE 39: NATURE OF TREATMENT - FIRST REFERRAL
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To complete the treatment plcture, treatment setting
(Table 40) indicates a high use of out-patient service (56.5
per cent) compared with the overall data (26.6 per cent).

in-patient treatment was given 1in 43.5 per cent of the units

compéred with 72.5 per cent of thé Cverall units.

Setting Type | K
Out-Patient | | » 56.5
Treatment In-Patient 43.5

Not Applicable S -

Unknown - | | -

TABLE 40: TREATMENT SETTING - FIRST REFERRAL

It would thus seem thét on first referrals there was a
tendency to use out-patlent service over an extended pefiod of
time of up to one year, offering predomlnantly counselling
as ﬁhe form of treatment. <Subsequent to this there was a
tendency towards greater use of medication and in-patient

servlce. -
(iv) Other Data:

The data on discharge on first reférrals applied to only
17 units of which five were unknown. Nine, ér 52.9 per cent
were dlscharged to own parents, one to self, and one to |
substlitute parents. These findings follow the pattern of
the overall data, although limited data makes conclusions

difficult.
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Section E: Major Agency - Mlnor Agency Data

In this sectlon, the relevant data from the study of
major and minor agencles will be presented and discussed.
‘Thié will be accomplished by_pfeSenting_the data in eithér
tabular form or written form as felt to be appropriate for
clarity and precision. Tables will be used, generally speak-
ihg, fo group related data into a cohérent and manageable . |
form, as has beeh the pattern followed previously.

Two series of tables will be used in all: the first
to'present only major agency data thus allowlng for comparisons
between individual majJor agencles. The second serles will
outline the data compiled separately for all major agencles
‘ and for all minor agencies which will allow for -comparisons- to
~be made between the two.

Major agencies were defined as belng those with which
nin or more unlts of study had been in contact. Ih all, six
agencles were classified as major agencles having up to 35
units of study. One hundred and thirty-two units comprised
the major agency data.

Minor agencles on the other hand, were defined as those
with which four or less units of study had been in contact.
Nine agencles were 1included in thils category, comprisling a

total of 22 units of study.

(a) Major Agency Data
(1) Referrals:

From Table 41, it can be seen that the six majJjor agenciles
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can be ranked according to their importance in making and

receiVing referrals and subsequent referrals.

Making Receiving
Making Receliving | Subsequent Subsequent
Agency Referral | Referral Referral Referral
' % % % %

. S.M.H. 3.1 26.5 11.3 26.5
W.P.I. 20.0 15.1 . - 17.0 13.3
W.G.H. 3.1 7.5 6.8 L.8
C.A.S. WPG. 8.4 15.1. - 15.8 7.2
CH. HOSP. 13.6 20.4 17.0 9.6
c.G.C. 8.4 15.1 15.8 3.6

TABLE 41: MAJOR AGENCIES MAKING AND RECEIVING REFERRALS

Selkirk, as was to be expected, received most referrals and sub-
'sequent referrals; 26.5 per cenﬁ in each case. However,
Selkirk did not make many referrals or subsequent referrals.
in other words, Selkirk 1s a recelver rather than initiator
of referrals and subsequent referrals.

The Wlinnipeg Psychiatric Institute appears to play an
important role in both recelving and making referrals and
‘subsequent referrals. The Institute made 20.0 per cent of
all agency referrals and 17.0 per cent of the subsequent
referrals. This indlcates that anﬂimportant role 1s held by
the Institute in making referrals and hence facllitating the
delivery of psychlatric service to young people.

Children's Hospital also appears to play an lmportant

role both in making referrals and recelving referrals and
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subséquent referrals. Thils role parallels that of the
Psychiatric Institute; however, the percentage figures
shown in Table 41 indicate that except'for recelving
referrals,vChildren's Hospital‘is not quite as important as
the Institute.

| The Children's Ald Society and Child Guidance Clinic
appear to play'almdst identical roles in the referral process,
at least 1n the magnitude of interaction in the referral
and subsequent referral process. Both agencles made a simllar
number of subsequent referrals to the number they recelved,
with 15.8 per cent subseqﬁent referrals made and 15.1 per cent
reférrals recelved. This indicates that both of these agencies
play an important role in facilitating the delivery of psychiatric
services, as do the Psychliatric Instltute and the Chlldren's
Hospital.

The Winnipeg Genefal Hospltal ranks the lowest on the
hilerarchy of importance in thevreferral process, maklng and
recelving a relatively small percentage of referrals and
subsequent referrals.

The data of Table 42 concerning the person recelving and
making referrals and subseduent referrals, indicates that
psychlatrists play the most lmportant role in this referral
process. Some significant detalls of the data largely exceptilons

to the rule, should be commented on.




MAKING REFERRAL RECEIVING REFERRAL
TO FROM
C.A.S.|{C.H. C.A.S.|C.H.
PERSON S.M.H.|W.P.I.|W.G.H. |WPG. HOSP.|C.G.C. S.M.H. (W.P.I.|W.G.H. |WPG. HOSP.{ C.G.C,
Psychiatrist 74.2 130.0 27.2 100.0 (100.0 77;7 11.1
Social Worker 23.0 72.7 17.6
General Pract. 88.8
Teacher 64,4
MAKING SUBSEQUENT RECEIVING SUBSEQUENT
REFERRAL FROM REFERRAIL. FROM
C.A.S.|C.H. , C.A.S.|C.H.
PERSON S.M.H.{W.P.I.|W.G.H. {WPG. HOSP.}|C.G.C. "S.M.H. |W.P.I.|W.G.H.|WPG. HOSP.|{ C.G.C.
Psychiatrist 54.5 {87.5 85.7 93.7 53.3 |47.0 “ 18.1 53.3 | 71.5 63.7 46;6 2T7.5
Social Worker 4s5.5 6.6 12.5 20.0 {11.0
General Pract.
Treacher.
TABLE 42: PERSON MAKING AND RECEIVING REFERRALS
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Of the referrals made to the Chiid'Guidance Clinics,‘
64.0 per cent were made by teachers, and 23.0 per cent of
those to Children's Hospital were made by social workers.

Referrals at the General Hospital were mainly receilved
by general practitioners (88.8 per cent). At the Children's_

Aid Society; soclal workers recelved 72.7 per cent of the

referrals, but most subsequent referrals made by C.A.S. were -

made by psychlatrists (93.7 per cent). Why this reversal
occurs 1is speculation, but it may be that referrals are more
readily accepted by other major agencies when made by a
psychlatrist. Thus, when necessary, C.A.S. will have a
psychiatrists make a needed referral.

The only other finding is that Selklrk tended to direct
subsequent referrals to social work personnel. This occured
at discharge and likely was intended to provide for follow—up
service by social workers after discharge.

The data concerning the position of the person involved
in the referral process is found in Table 43. The major »
trend observed in this data is that staff members, not chilef
administrators or supervisory staff, are malnly active in
referral. This pattern 1s reflected primarlly in the data on
recelving referrals and on making subsequent referrals.

Within these two quadrants of Table 43, minimal activity
by the chief administrator was found at the Psychilatris
Institute (10.0 per cent) and at Children's Hospital (10.0
per cent). At the W.P.I. the chief administrator made 12.5

per cent of the subsequent referrals. At the Children's




PERSON MAKING REFERRAL

PERSON RECEIVING REFERRA

TO vevenennn. % At verrnennn. %
STAFF C.A.S.|C.H. C.A.S.{C.H.
POSITION S.M.H.| W.P.I.|W.G.H.|WPG. |HOSP.|C.G.C.| S.M.H.|W.P.I.|W.G.H.|WPG. |HOSP.|cC.G.C.
Chief Admin. | 15.1 | 7.6 20.0 10.0 7.4 | 5.8
Supervisor 15.2 11.6 13.3 5.0 11.1
Staff Member 5.7 46.1 80.0 50.0 64.7 60.0 100.0 |85.0 88.8 163.3 66.6 |58.8
PERSON MAKING SUBSEQUENT PERSON RECEIVING SUBSEQUENT
REFERRAL FROM ....... % REFERRAL FROM ....... %
STAFF C.A.S.|C.H. » C.A.S.{C.H.
POSITION S.M.I.} W.P.I.|W.G.H. |WPG. HOSP.|C.G.C. S.M.H.{W.P.I.|W.G.H.|WPG,. HOSP.|C.G.C.
Chief Admin. 12.5 18.4 6.2 21.3
Supervisor 14.3 8.3 5.9 9.2 6.2
Staff Member 81.8 75.0 71.4 62.5 66.5 58.8 45.4 |57.1 71.3 |81.2 42.8 137.5
i

TABLE 43:

POSITION OF PERSON MAKING AND RECEIVING

REFERRALS - MAJOR AGENCY DATA

1L
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Hospital 11.1 per cent of the referrals were recelved by
supervisory.staff.

The data concerning the making of referrals to major
- agencles, show that 15.1 per cent of the referrals to Selkirk
were made by chlef administrators. Thils parallels the data
on subsequent referrals from the Psychiatric Institute. 20.0
pef cent of the referrals made to the Child Guidance‘Clinic
were by chlef administrators.

The general trend toward staff actlvity in the referral
process,»is reflected 1n the data on the receiving of sub-
seQuent referrals, but to a lesser degree. Generally, the
overall finding stands that staff members are mainly involved
in the referral process in major agencies.

Table b4 presents the data on the method of making re-
ferrals and subsequent referrals. No pattern or trend can be
seen 1n this data across majJor agencies or within agenciles at
the two points of referral.

The only observation to be made concerning the method of
‘referral is that there appears to be a falr amount of personal
.contact in the major agency referral process. This 1iIs sub-
stantiated by the data on referral to the Winnlpeg Psychiatric
Institute and the General Hospltal (25.0 per cent and 55.5
per cent respectively by personal contact). Many subsequent
referrals by both the C.A.S. of Winnipeg and the Chlld Guidance
Clinic were made by personal contact (28.5 per cent and 22.2

per cent respectively).




AGENCY RECEIVING

AGENCY MAKING SUBSEQUENT

REFERRAL % REFERRAL % :

METHOD OF ‘ C.A.S.jC.H. C.A.S.] C.H.

REFERRAL S.M.H.|W.P.I.]W.G.H.] WPG. HOSP.{C.G.C.|| S.M.H.| W.P.I.IW.G.H.|WPG. HOSP. | C.G.C.
Application Form| 51.4 [10.0 69.1 43,7 7.6
Letter 2.8 | 22.2 8.0 45,4 14.3 23.0 |11.1
Personal Contact 14.0 | 25.0 55.5 56.0 28.5 | 15.4 22.2
Telephone 5.0 36.3 |12.0 18.6 | 14.3 6.2 5.5
TABLE 44: METHOD OF REFERRAL - MAJOR AGENCY DATA

)
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Application fofms were used to make referfals to both
Selkirk end to the Child Guldance Clinic (51.4 per cent and
64.1 per cent respectively). The Psychiatrie Institute used
applications to make subseqntial referrals U43.7 pervcent of
the time. |

Letters were used predominantly by Selkirk and the.
Children's Hospital to make subsequent referrals (45.4 per
cent and 23.0 per cent of the time respectively). However,
referrals were not made to major agencies by letter. |

Telephone calls were used_36;3 per cent of the time
- 1n making referrals to the Children's Aid Soclety of Winnipeg.

In summary, personal contact seems to be the most common
method‘of making referrals to major agencies‘and in making
subsequent referrals from the same. Applications follow in
importance, in turn followed by the use.of letters, confined
mainly to subsequent referrals. The use of telephene calls
wasvof minimal lmportance in the referral process.

Table III * presents the data on the professional status
of referrals. Almost without exception, professional referral
to all maJor agenciles greatly outnumber lay referral. The
only exception was the Winnipeg General Hospital where 44,9
per cent of all referrals were lay; a greater percentage
than that of professional referrals which was 33.3 per cent.
At Selkirk 88.5 per cent of all referrals were professional,
at the Psychiatric Institute 50.0 per cent, Children's
- Hospltal 55.5 per cent, C.A.S. of Winnipeg 63.6 per cent, and

the Guidance Clinic 94.1 per cent.

* See Appendix
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In the major agencles, the most common and almost universal
intake procedure was to have a personal Interview with a rotating
intake worker. Personal interview were used 40.0 per cent of
the time at Selkirk, 40.0 per cent ofbthe time at the Psychiatfic
Institute, 66.6 per cent at the Winnipeg General Hospital, and
'33.3 per cent at the Child Guidance Clinic. Only at Selkirk,
Wefe personal interviews held with a permanent 1intake worker;
“these occured in 48.5 per cent of the units. |

Collateral interviews were held at the Psychiatric Institute,
Children's Hospital, and C.A.S. of Winnilpeg, but to a limited
extent: 10.0 per cent, 18.5 per cent, and 18.1 per cent res-
pectlively.

Direct admission without an interview occured very fre-
quently.

The data on the results of intake in the major agenciles
show that of the 132 units stﬁdied, only one resulted in a
case not belng made upon referral. This occured in a referral
to Children's Hospltal. All four of the major hospitals studied
admitted the majority of referrals to in-patient care. The
figures for in-patient admittance on intake were: 100 per cent‘
at Selkirk, 85.0 per cent at the Psychiatric Institute, 77.7
per cent at the Winnipeg General Hospital, and 66.6 per cent |
at  Children's Hospital.

At the Ch1ild Guldance Clinic and C.A.S. of Winnipeg figures
representing in-patlent admittance were much lower: 11.7 per
cent and 27.2 per cent respectively. Correspondingly, out-

patlient servlice was given by these two agencles as follows:
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Child Guidance Clinic - 70.5 per cent and C.A.S. 54.5 per cent.

The data on the follow-up of subsequent referrals in
major égencies 1s present 1in Table XXIX. * This table shows
that there was a large unknown factor concerning follow-up
which makes it difficult to make well-documented and valid
observations.

The major observation made 1s that follow-up did not
occur in many 1lnstances 1in each égency except at the Child
Guidance Clinic where follow-up took place usually in the
form of personal contact with the client. Personal contact
was the most common method of followlng up referrals. It 1s
important to reiterate the fact that data on referral follow-

up 1s so incomplete that observations made were misleading.

(11)  Assessment:

The data on the form of intake, working, subsequent
referrais and dlscharge assessments 1s found in Table U5,
The Psychiatric Institute, General Hospital and the Children's
Hospital used mainly labels in making this assessment: 60.0
per cent 55.5 per cent and 44.4 per cent respectively. In
comparison, Selkirk, the C.A.S. of Winnipeg and the Child
Guidance Clinlc used labels much less often in intake assess-
ments. These agenéies tended instead to use symptoms as
assessments: 37.1 per cent, U45.4 per cent, and 35;3 per cent
of the time respectively. The Children's Hospital also used

symptoms 25.9 per cent of the time in intake assessments.

*  See Appendix




AT INTAKE WORKING
% %

FORM OF C.A.S.|C.H. C.A.S.|C.H.
ASSESSMENT S.M.H. |W.P.I.|W.G.H.|WPG. HOSP | C.G.C S.M.H.|W.P.IT.|W.G.H.|WPG. HOSP.{C.G.C.
Label 28.5 60.0 55.5 27.2 4”.4 17.6 88.5 70.0 55.5 27.2 72.0 23.0
Symptom 37.1 15.0 11.1 45 .4 | 25,9 35.3 8.4 27.2 8.0 30.7
Comparison 3.7

Label & Sym. 8.6 10.0 33.3 7.4 10.0

Label & Comp. 10.0 . ,
None Made 17.1 10.0 9.0 3.7 23.5 10.0 11.1 36.3 k.o 7.6

AT SUBSEQUENT REFERRAL AT DISCHARGE
% %

FORM OF C.A.S.|C.H. C.A.S.|{C.H.
ASSESSMENT S.M.H. {[W.P.I.|W.G.H.|WPG. HOSP.}C.G.C. S.M.H.]W.P.I.|W.G.H.|WPG. HOSP.jC.G.C.
Label 36.3 50.0 85.7 13.3 ]50.0 14,2 60.0 33.3 16.6 18,1
Symptom 6.2 7.2 33.3 14.3
Comparison 36.3 6.2 28.5 17.6 76.1 27.2

Label & Sym. 12.4 13.3

Label & Comp. 6.2 7.2 20.0 66.6 18.4

None Made 9.2 13.3 7.1 11.8

"TABLE 45: FORM OF ASSESSMENT - MAJOR AGENCY DATA

Ll
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Both the Psychlatric Instlitute and the General Hospital also
used labels and symptoms in combination to make assessments at
intake. The data on the intake assessments show a trend in
some agencles to use labels more often than in others.

The workling assessment data of Table 45 shows a greater
tendency 1in all major agencies, except Chlldren's Aid to
use labels in these assessments. A great increase in the
~appllcatlion of labels at working assessment in comparison to
thelr use at intake was found at Selkirk (88.5 per cent from
28.5 per cent), the Children's Hospital (72.0 per cent from
44,4 per cent) and the Child Guidance Clinic (73.0 per cent
from 17.6 per cent). Both Psychiatric Institute and the
Winnipeg General Hospital used labels with approximately the
same frequency in working asseésments as at 1ntake.
| The Chlldren's A1d Soclety tended to make less working
assessments than at intake. Those assessments were made
equally in the form of symptoms and labels. The difference
between the Children's Aid Society and the other major agenciles
is perhaps the result of the difference in personnel, the -
Children's Aid Socilety differing in that there are no psy-
chilatrists on staff.

The data on assessment at subsequent referral indicates
much less of a tendency to use labels in all major agencies
except aﬁ the Winnipeg General Hospital where 85.7 per cent
of the assessments were made in the form of labels. This
finding results from a comparison of the data on assessments

at subsequent referral with that of working assessments.
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Why this trend occurs may be because referrals are more
readlily accepted when a label 1s not attached. Agenciles making
subsequent referrals may thus drop negatively conceived labels
when trying to initiate successful referrais.

The data on discharge assessments show a tendency to use
‘labels or a combination of labels and symptoms in making dis-
charge assessments at the Winnipeg Psychiatric Institute and
at the Winnipeg General Hospltal. There was a general tendency -
at discharge to use comparisons in»assessments at Selkirk and
Children's Hospital. The Children's Ald Soclety, however, made
nore discharge assessments 1n thebform of symptoms than at
other times or by other agenciles.

The data concerning the actual assessments made by the
major agenciles 1s presented in Table 46. No significant trends
can be detected in this data which 1s consistent across all
agsessments. There did appear to be a tendency at the foﬁr
hospltals studled to assess in terms of schizophrenia as seen
in Table U46. The Psychlatric Institute was the most éonsistent
here, using schizophrenlia as assessment significantly often
at all points of assessment. Descriptions of behavior were
used falrly extensively by the C.A.S. and by the Child Guidance
Clinlec, although not consistently across all assessments as
Seen in Table 46. Selkirk also tended to use a description
of behavior at Intake much more than at any other time or then
any other agency. The classification behavior disorder, was
used falrly extensively and consistently by the Psychlatric
Institute and Children's Hospiltal. At Children's there was a

vdecrease in 1ts use from intake to discharge assessments:




ASSESSMENT - MAJOR AGENCY DATA

AT INTAKE WORKING
% %
ACTUAL C.A.S.|C.H. : - C.A;S. C.H.
ASSESSMENT S.M.H.{W.P.I.|W.G.H. |WPG. HOSP. C.G.C.b S.M.H.|W.P.I.|W.G.H.|WPG. ‘'HOSP.|C.G.C.
Schizophrenia 16.6 | 33.3 | 44.4 7.1 45.7 1 47.3 | 62.5 | 14.2 | 25.0
Psychotic 3.3 ] 5.5 10.0 | 4.0 5.6 5.3 14.2 | 4.2
Personal. Dis. 5.5 10.0 8.4 5.3 14,2 8.3
Behavior Dis. 5.5 28.0 15.2 10.6 19..5
Desc. of Beh. 4o.o 11.1 11.1 4o.0 | 24.0 50.0 8.4 28.5 8.4 [ 41.6
Schizophrenia + 9.9 22.2 33.3 b, 0 | 5.6 15.9 25.0 16.8
AT SUBSEQUENT AT DISCHARGE
REFERRAL % %
ACTUAL C.A.S.| C.H. C.A.S.|]C.H.
ASSESSMENT S.M.H. [W.P.I.|W.G.H.| WPG. HOSP. |C.G.C. S.M.HE.[W.P.T.IW.G.H.]|WPG. HOSP.|C.G.C.
Schizophrenia 20.0 25.0 71.3 7.6 | 30.7 5.9 20.0 33.3 9.1
Psychotic 6.2 - 7.6 7.6 |- . :
Personal. Dis. 10.0 14.8 20.0 16.6
Behavior Dis. 20.0 6.2 | 14.3 7.6 _ 7.4 20.0 9.1
Desc. of Beh. 23.5 7.4 33.3 14,2
Schizophrenia + 18.7 7.6 20.0 33.3 | 16.6 1 6.5
Improved 4o.0 30.7 42,8 : 18.1 |17.4
TABLE 46: ACTUAL

308‘
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28.0 per cent to 9.1 per cent as seen in Table 46; while at

the Psychiatric Institute there was an increase 1n 1ts use

from 50.0 per cent to 20.0 per cent.

As can be seen from Table 47 no one method of making

: CHILD.|{C.A.S.
Method of Determining S.M.H.|W.P.IT.|W.G.H.| HOSP, |[WPG. .G.C.
Working Assessment % % % % % %
Consultation and 8.5 4,1 [25.0
Collaboration '
Observation 25,7 | 11,1 25.0 | 4.2
Observation, Personal 5.7 16.6 20.7 25.0
Interview & Other
Observation and Other 25.7 25.7 37.5 | 45.8 12.5 16.6
(not Pers. Interview) :

METHOD OF DETERMINING WORKING ASSESSMENT -
MAJOR AGENCY DATA

TABLE 47:

working assessments was used predominately in any one major
agency. Observatlon alone was used 25.7 per cent of the time
at Selkirk and, 25.0 per cent of the time at the Winnipeg
Generél Hospital. Observation in combination with a personal
interview wasvused 20.7 per cent of the time at Children's
Hospital ahd 25.0 per cent of the time at Child Guidance
Clinle. Observation in combination with another method other
than a personal interview was used frequently by all major
agenclies except the C.A.S. of Winnipeg and the Child Guidahce
Clinic. In other words, observation alone or in combination
with other methods proved to be the mode for making working

assessments in maJor agencies.
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The foilowing paragraph concerns theﬁlength of time
required to make working assessments. Generally speaking,
working assessments were made within a period of sixty days
by all six of the major agencies.. Children's Hospital, C.A.S.
of Winnipeg,‘and the Child Guidance Clinic all had one assess-
ment made over the sixty day period. Selkirk had 77.2 per
cent of 1its assessments made within twenty-eight days of a
referral being made, while the Psychlatric Institute had
50.0 per cent of the assessments completed in fourteen days.
The figures quoted here can»be found in Table XVIII.

The data concerning the person making assessment shows
that in all major agencles, psychiatrists made the actual
assessment almost without exception.- the exceptions being
at Children's Hospltal where 8.3 per cent of the assessments
were made by generalrpractitioners, and at the Chlld Guidance
Clinic where 16.6 per cent of the assessments were made by |
psychologlists and another 16.6 per cent were made by psychia—
trists, soclal workers, and psychologlsts together. At Selkirk,
the Psychiatrichnstitute, and the Winnipeg General Hospltal,
all assessments were made‘by psychlatrists. The data cited

here can be found in Table XVII.

(111) Subsequent Services:

The nature of the services offered (treatment, referral
and dlscharge) varled from one major agency to another in the
proportion of each type of service given. For example, at

both Selkirk and the Children's Aid Soclety of Winnipeg, a
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large proportion of treatment alone was bfferedi 48.5 per

cent and 45.4 per cent respeetively. On the other hand,

the Psychiatric Institute, Winnipeg General Hospital,

Child Guldance Clinlc and Children's Hospital offered 1ittle
treatment alone, but did make a large'number of referrals
-either alone or in comblnation with treatment, as can be
seen from Table 48. The Children's Aid Soclety also made
. a large number of referrals in combination with treatment

and discharge (27.2 per cent); while Selkirk made only a

limited number of referrals (18.0 per cent).

CHILD.| C.A.S.
Nature of , S.M.H, |[W.P.I.|W.G.H. [HOSP. | WPG. c.G.C.
Subsequent Service % % % % % %
Treatment L8.5 5.0 11.1 15.3 hs5.4 | 20.0
‘Referral 2.8 11.1 3.8 26.6
Discharge 5.0
Treatment & Referral 5.7 |55.5 33:3 26.9 26.6
Treatment & Discharge 28.5 [35.0 33.3 6.1 9.2
Treatment, Referral 8.5 11.1 T.7 27.2 23.3

& Discharge

TABLE 48:

NATURE OF SUBSEQUENT SERVICE - MAJOR AGENCY DATA

It can be seen that two types of agencles exist in the

major agency set: those that offered treatment almost ex-
'clusively, and those offering both treatment and referral
services. Selkirk represents the first type and the other

five agencles the second type.
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ThevgenefalAfinding concerning treatmént is that virtually
all treatment 1s glven within a dné year period. Certain
patterns exlst ﬁithin~agencies, wilth some agen¢ies, however,
offering 1onger or shorter terms of treatment than others.

The Winnlpeg General Hospltal and the Psychiatric Inétitute
both offered short term treatment with the majority occuring
within a month: 75.0 per cent and 57.8 per cent respectively.
The Psychlatric Instltute provided 31.5 per cent of 1ts treat-
ment wlthin a seven day period. Simiiarly, the Chilldren's
Hospltal 6ffered a falrly high percentage of treatment (24.0
pér cent) Within-seven days. However, Children's Hospitai

tended to provide treatment of varylng lengths wilth a tendency

toward shorter term treatment within one month, as can be

seen in Table 49,

| | CHILD. |C.A.S.
Length of Treatment S.M.H.|W.P.I.|W.G.H.|HOSP. |WPG. c.Gg.C.
% % % % % %

1 Day 8.0

7 Days 31.5 16.0

1 Month 11.1 26.3 75.0 132.0 8.3

3 Months 18.5 26.3 25.0 }12.0 22.2

6 Months 7.4 5.2 8.0 11.1

1 Year 22.2 5. 4,0 11.1 [16.6

2 Years 3.7 4,0 16.6

4 Years 4,0 8.3

TABLE 49: LENGTH OF TREATMENT - MAJOR AGENCY DATA

The Child Guidance Clinic tended to provide a longer term of

treatment extending over a period of years as seen in Table 49,
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The Children's Ald Soclety of Winnipeg offeréd treatment
ranging in length from three months to one year. ‘This
représents a mld range type of treatment length. At Selkilrk,
treatment length ranged from one month to.two years with the
majority of treatment being offered between'three months and
one year.

From these observations, it would seem that the various
major agencles studied offer a wide range of treatment lengths;:
Some agencies (the Psychilatric Institute and thé Winnipeg
General Hospital) 6ffer mainly short term treatment within a
three month period, while the others such as the Child Guidance
Clinic offer much longer term treatment extending over a period
of»years. Between these two positions lié agencies such as
Selkirk and the Children's Aid Society which offer treatment
services extending generally over a period of months but within
a year.

Children's Hospltal seems to possess a unique role in that
it offers treatment over various perliods of time ranging from
one day to four years, with g tendency:to shorter term care.

Two trends in the nature of treatment seém to exlst in
the major agencles: one belng a trend toward the use of
medication alone or in combination with other methods of treat-
ment ; the other toward the use of treatment methods other
than medication. Both the Chlldren's Aid Soclety of Winnipeg
and the Child Guldance Clinic are agencles representing the
latter trend nhile the other four major agencies, actualiy

hospitals, tend more toward the use of medication.
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The data of Table 50 lends evidence to thils statement with

: CHILD.| C.A.S. .
Nature of Treatment S.M:H.|W.P.I.|W.G.H.| HOSP. | WPG. C.G.C.
Medication 9.3 .| 57.8 41.6
Therapeutic Couns. 3.1 40.0 33.3
Social Rehabilitation 3.1 10.5 y,2 20.0 11.1
Med., Ther. Couns., & 21.8 14,2 b2 11.1
Socilal Rehab. _
Med. & Ther. Couns. 31.2 5.3 57.1 41.6 10.0
Med. & Soc. Rehab. 15.6 14,2 4,2 10.0
Ther. Couns. & Other 3.1
Med., Ther. Couns. & 10.5 11.1
Other '
Ther. Couns. & Soc. 6.2
Rehab. :

TABLE 50: ‘NATURE OF TREATMENT - MAJOR AGENCY DATA

the majority of treatment at Selkirk, Winnipeg Psychiatric Institute
Winnipeg General Hospital and Children's Hospital involvingvthe
use of medication. Compiled percentages for each agency show
medication to be used: 77.9 per cent of the time at Selkirk, 73.6
per cent at stchiatric Institute, 85.5 per cent at Winnipeg Gen-
eral Héspital and 91.6 per cent at Children's Hospital. Except
at the Psychlatric Institute and the Children's Hospltal where
medicatlon was used alone 57.8 per cent of the time and 41.6 per
pent respectively, most medication was uséd in'conjunction wlth
other methods of treatment. 

At Selkirk Mental Hospital, the Winnlpeg General Hospital and
the Chilldren's Hospital the majority of treatment given was in

the form of various combinations of methods, as shown 1in Table 50.

At the Children's Aid Soclety and the Child Guidance Clinic
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treatmént mainly involved therapeﬁﬁic.counselling or soclal
_rehabilitation.  Combinations with'médiéation were also
evident but, to a limlited extent.

The results cited above lead to some questionning of .
preseht treatment methods; mainly, the use of medication |
alone as a means of attempting to rehabilitate patients.

The data presented in Table'XXII indicates that major -
agencles utilized two types of facillities to provide service;
these being out-patiént service and in-patient treatment
facllities. _ |

The major hospitals: the Winnipeg General, the Children's
and the Psychlatrlc Institute used in-patient treatment re-
soufces a 1afge majority of the time; 78.9 per cent, 85.7
per cent and 72.0 per cent respectively. However, out-patient
services were also used by each. The Children's Aid Soclety
and the Child Guidance Clinic mainly relied on out-patient
servlice. The Children's Ald Society also used what has been
defined as non-treatment in-patient settings, such as, foster

home care, butvonly 20.0 per cent of the time.

(b) Comparison of major agency - minor agency

(1) Referrals:

The data df Table 51 concerning the agencyvsets (major
and minor), making referrals and receiving subsequent leads
to some Interesting observations concerning major agency -
minor agency interaction. Of all the referrals made to the

major agencles 53.6 per cent were inititated by other maJjor
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: ' AGENCY AGENCY
AGENCY INVOLVED AGENCY AGENCY MAKING RECEIVING
IN REFERRAL MAKING RECEIVING | SUBSEQUENT | SUBSEQUENT
PROCESS REFERRAL | REFERRAL REFERRAL

REFERRAL

(DATA TAKEN FROM MAJOR AGENCY FILES)
53.6 99.7 83.7
10.4

65.0
16.8

MAJOR AGENCY
MINOR AGENCY

(DATA TAKEN FROM MINOR AGENCY FILES)
49.8
91.4 4i.4

MAJOR AGENCY 30.0

- — s ot ==

MINOR AGENCY 46.7 99.4

AGENCIES MAKING AND RECEIVING REFERRALS
MAJOR AND MINOR AGENCY DATA

TABLE H51:

égencies, while only 10.4 per cent were made by minor agencles.
As well, of all subsequent referrals made by major agencles,
'65.0 per cent were to other majorbagencies and only 16.8 per
cent to minor agencles. These results indlcate that there is
a great deal of referral activity among the major agenciles studled,
‘but very little major agency initlated Interaction with minor
agencles.

The data from the mihor agency files indicates that U46.7
per cent of the referrals to mlnor agencies were made by other
»minor agencles. Major agencies made 30.0 per cent of the re-
ferrals to minor agencles. Of the subsequent referrals made by
minor agenciles, Ul.S per cent were to other minor agencies and

49.8 per cent were directed to major agencies} These flgures
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indicate that there 1s a good deal of minor agency referral
activity.to both minor agencies and to major agenciles.

vanother finding is that major agenclies do refer often to
minor agencles as demonstrated by the 30.0 pervcent‘figure.
However, it should be noted that all but 5.0 per cent of the
referrals represented in the 30.0 per cent figure quoted, were
made by the Children's Aild Soclety of Winnipeg, as found in |
Table I. Thie being so, 1f the Children's Aid Soclety were
to'be.reclassified as a "minor agency", then one again there
would be evldence to Suggest that there 1s 1little major agency
initiated referral activity with minor agencies.

It should be remembered that major agency status is
dependent cnlj on anvagency having a large number of units
serviced by it. As such, the reclassification of agencies
according to simllarity in function might lead tp interesting
findings. These similarities have been poilnted out in other
data. Speculation concerning the interaction between variousv
agencles and the role of varlous agencies such as the Children's
Ald Society of Winnipeg will be undertaken in the next chapter
of this paper.

The data of Table 52 indicates that there 1is a great deal
more involvement of psychlatrists in the major agency referrai
process than in the mlnor agencies. However minor agency
referrals involved a much gfeater proportion of social workers
than the major agencies.

These statements are backed up consistantly by all the data

except in the recelving of subsequent referrals in the minor
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| | MAKING RECEIVING
| MAKING RECEIVING | SUBSEQUENT| SUBSEQUENT
CATEGORY REFERRAL | REFERRAL | REFERRAL | REFERRAL
| MAJ _ MIN. |[MAJ. MIN.[MAJ. MIN. |MAJ.  MIN.
| PSYCHIATRIST 33.9  4.5(65.5 22.7(69.5 8.3 |45.7  33.3
SOCIAL WORKER 11.9 27.2| 9.2 36.3| 7.3 75.0 |15.6  33.3
GEN. PRACTITIONER 10.9 0.0} |
OTHER LAY 4.2 18.1
TABLE 52: PERSON MAKING AND RECEIVING REFERRALS —

MAJOR AND MINOR AGENCY DATA

agencles where psychilatrists and social workers recelved an

equal proportion of referrals.

The data on the making of sub-

sequent referrals best supports the aboVe statement concerning

the differential involvement of psychiatrists and soclal workers

in the two agencies.

Another finding in thils data 1s that minor agencies received

more lay referrals than did the major agencies. This perhaps

" indicates that minor agencies are more assessible to non-pro-

fessilonals,

It was also found that major agencies received all the

referrals from general practitioners.

This agaln may indicate

greater professional involvement 1In major agencies and the

converse - less lay lnvolvement.

Concerning the position of the person making or receiving

referrals and subsequent referrals, the data of Table 53 shows
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MAKING RECEIVING
: ' MAKING RECEIVING |SUBSEQUENT | SUBSEQUENT
CATEGORY | REFERRAL REFERRAL |REFERRAL REFERRAL

MAJ. MIN. |MAJ. MIN. [MAJ. MIN. |MAT. MIN.
CHIEF ADMIN., 1 4.2 5.5| 2.0 33.3]8.833.3
STAFF MEMBER 61.8 37.5|80.0 31.8/68.3 33.3/55.1 33.3

TABLE 53: POSITION OF PERSON MAKING AND RECEIVING REFERRALS -
MAJOR AND MINOR AGENCY DATA

. that staff members'and not chilef administrators are mainly
responsible for referral acfivity in bobh ﬁajor and minor égencies.
. Subsequent referrals in hinor agencles did however involve chief
administrétors as often as staff members. This 1is so mainly
”because_chief administrators in minor agenciles often carry duel
roles as staff members with a case load ahd as directors.

The data of Table 54 concerning the method of referral and

REFERRAL ‘ SUBSEQUENT REFERRAL
CATEGORY MAJOR MINOR MAJOR - MINOR
LETTER 4,2 18.0 13.6 33.3
PERSONAL CONTACT 24,7 0.0 9.8 9.0.
APPLICATION FORM 26.5 22.7

TABLE 54: HOW REFERRAL WAS MADE - MAJOR AND MINOR AGENCY DATA

subsequent referral indilcate some differences between maJjor

agencles and minor agencies. Personal contact was used much more
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often by major agencles in referral (24.7 per cent of the time)
than in minor agencies (0.0 per cent). Letters, on the other»
hand, wefe used more often 1n referral by minor agencles -

18f0 per cent compared to ﬂ.2vper ceﬁt by major agencles.

This pattern was maintained in'subsequent referral. -The.use of
application forms was comparable between majJor and minor agencies
(26.5 per cent and 22.7 per cent respectively)., |

These fiﬁdings indicate that minor agencies generaily use
letters and application forms to make referrals while the major
agencles rely on personal contact and application forms for
their referrals.

As seenbin Table ITI more of the referrals made to the major
agencies were professional (65.6 per cent compared to 54,5 per
cent to the minor agenciles). Conversely, there were-less lay
referrals in the major agencies (19.5 per cent) as compared
to the minor agencies (27.2 per cent). These findings lead to
the observation that access to the major agencies by non-pro-
fesslonal people may be more difficult than to minor agencles. -

The data on intake procedure within the minor agencies'
contains such a high unknown quantity (68.0 per cent) that
valid comparison with major agency data is difficult. However,
the data on Table X shows that the most common method of intake
in major agencles 1s a personal interView wlth a rotating intake
workef (37.8 per cent) while the most common in the minor agencles
was direct admission without an interview (13.6 per cent). A

valld comparison between the two agency sets cannot be made as a
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result of the lack of minor agency data. |

The data on the results of the intake procedure as found
in Table XI shows that bofh major and minor agencles accept
‘almost all cases referréd to them eithér oh an oﬁt—patient
basls or iIn-patient. Only one 'no case made' is found in
- the major agency data, and two 1n the minor agency data. In |
the major agenéies, referrals were accepted on an in-patient
_basiS»more often than out-patients (68.9 per cent and 23.5
per cent respectively). Thils same pattefn 1s found in the
minor égencies. Mihor agencles made appreciably more referrals
at lntake than major agenciles did (19.0 per cent and 1.6 perv
cent respectively). |

The above observations suggest that perhaps a slightly
different role exists for the minor agenciles than for the |
major, this being a referring type role. Minor agencies and =
majJor agencles however, seem to differ ﬁery little in their
procedures.

No significant findings resulted from a comparison of
follow+up procedufe in major and minor agencles. In the major
agenbies 23.4 per cent of the referrals made were not follow-
up, compared to 16.6 per cent in the minor agencles. These

figures are found in Table XXIX.

(11) Asseéessment: ,
The data of Table 55 indicates that differences exist in
the form assessments take at the four intervals of time, both

between the major and minor agencies and the intervals. At
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intake, labels and symptoms were used as'asseséments with

relativély similarvfrequencies by both major and minor

agencles.
- SUBSEQUENT

CATEGORY - INTAKE WORKING REFERRAL | DISCHARGE
MAJ. MIN. MAJ. MIN. -~ MAJ.  MIN. | MAJ. MIN.
LABEL 37.8 30.0}| 67.2 11.6 |  30.0 8.3119.9 7.6
SYMPTOMS 29.4 35.0 7.0 11.6 | 1.1 25.0 - -
COMPARISON | 26.0 23.0
NONE MADE 7.1 35.2 6.6 16.6 0.0 23.0

TABLE 55: FORM OF ASSESSMENT - MAJOR AND MINOR AGENCY DATA

WOrking‘assessments present a dlfferent plcture. Labels
%ere used much more often than symptoms by major agehcies to
‘make working assessments. Labels were used as assessments much
more often by major than minor agencles. Minor agencies also
did not make working assessments 35.2 per cent of the time com-
pared to 7.1 per cent by the maj¢r. Thls pattern of not making
assessments also occurred at subsequent referral and discharge.

Assessments at subsequent referral were made In the form
of a label more often by major agencies (30.0 per cent) than by
minor agencies (8.3 per cent). However, appreciably less labels
were used by major agencles at subsequent referral than’in work-
ing assessments. This trend carried over into discharge assess-

ments where even fewer labels were used by the major agencies.

Minor agencies predominately used symptoms in making assessments
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at Subsequent referrals while major agehcies used virtually

no symptoms in thls set of assessments.

| - At discharge,lboth major and minor agencles made assess-

ments on the basls of compariéon'with other assessments with

rélatively the same frequency; 26.0 per cent and 23.0 per cent

respectlvely. |
Thevresults-citedAindicated that labels are used moreA

frequently by maJor_agencies than minor agencies. Minor

agenéies generaily spéaking, use symptoms in thelr assessments

more often than major agencles. It 1is also significant that .

~minor agencles had a greater tendency not to make assessments

- than major agencles did. It is also interesting that major

agencles use fewer labels at referral than at working assess—'
ment. One explanation for thls 1s that agencles may hope to.
avold negatively affecting a referral by removing a potentially
negative label at referral. ‘ |

More.labels may be used by major agencles because most of
the major agencies have psychiatrists on staff who are trailned
in making psychiatric diagnosis involving labels. Minor
égencies, on the other hand, may refralin from using labels and
also in making difficult assessments because of.the lack of
speclally tralned personnel, i.e. psychlatrists.

Table‘56 presents the data concerning the actual assessments
made at the four intervals of time mentioned earlier. At intake,
major agencies dilagnosed schizophrenla 16.9 per cent of the time
and schizophrenia plus something else 11.3 per cent of the time;

while minor agenciles dilagnosed schizophrenia 11.6 per cent of
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' SUBSEQUENT

CATEGORY INTAKE WORKING REFERRAL DISCHARGE
MAJ. MIN.|MAJ. MIN. | MAJ. MIN. MAJ. MIN.

SCHIZOPHRENIA 16.9 11.6[/35.2 0.0 22.3 11.1 6.5 11.1
PSYCHOTIC b7 11.6
DESCRIPTION OF | 30.1 35.2{11l.4 25.0 5.2 22.2 8.6 11.1
- BEHAVIOR o ’ :
SCHIZ + 11.3 0.0{10.4 0.0 :
NO CHANGE , ' : | 6.5 11.1
IMPROVED 17.4 22.2

_TABLE 56: ACTUAL ASSEEBMENT'— MAJOR AND MINOR AGENCY DATA

the time. Major agencies thus seem to use the diagnosis of
schizophrenia more often than minor agencles. This trend is
carried over to both the working and subsequent referral assess-
'ﬁents but 1s revefsed at discharge with less schizophrenié
assessed at discharge by major agencies than minor;

The trend throughout, 1s for mlnor agencles to use des-
criptions of behavlior in assessments much more often than major
agencles. The data in Table 56 supports this statement with
minor agencies using déscriptions of behavior 35.2 per cent of
the time at intake, 25.0 per cent in working assessments and
22.2 per cent at referral. MajJor agencles did use descriptions
of behavior 30.1 per cent of the time at intake, a comparable
figure to minor agencies at this point.

The differences outlined between the major and minor
agencies-in using schizophrenia and descriptibns of behavior,
perhaps also reflect the difference in personnel on staff in

the two types of agencies.
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Téble XVI shows that very 1ittle déta oﬁ the method of
making working assessments 1s avallable for minor agencles.
As such, no real comparisoh beﬁween the major égencies and
the minor agehcies method of making assessments can be made.
The’data from Table XVII, however, points out that psychiatrists‘
made 72.3 per cent of the wofking assessments 1n the major
agencles, while only 25.0 per,bent in the minor agenciles.
Thlis reflects a greater ilnvolvement of psychiatrists in maJor 
| agencles than 1in minor. On the oﬁher hand, soclal workers make
16.6 per ceht of the assessments 1n the minor agencies and
only 1.9 per cent in the major. Again, these observations
- must be qualifiéd because of the iack of an adequaté amount
of data; | »
Concérning the length of the assessment period, 1t was
noted that within.sixty days of admission, 60.0 per cent of
all working éssessments had been madé by major agenciés, while
only 25.0 per cent had been made by the minor agencies during
the same period of time. 1In ﬁhe major agéncies; 33.6 per cent »
ofvall the working asseésments weﬁe made within a period of
fourteen days; in the minor agencies only 8.3 per cent had
been made. | | |
These findings point out that major agencles appear to

make working assessments much more quickly than do minor agencies,

(111) Subsequent Service
Differences between major and minor agencles appear to

exlst 1n the delivery of Service. More treatment alone was
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provided by hajor égencies than minor (26.7 per cent compared
to 16.6 per cent). Treatment, in éombihation wilth referral
occurred 23.2 per cent of the time in major_agencies and |
11.1 per cent of the‘time in minor; waever, treatment and
discharge occuf with greater_frequency in the,minof agencles
(44.4 per cent) than in thé major agencies (28.4 per cent). -
Comparable figureé'for-treatment referral and discharge in
combination were found 9;4 per cent for the maJor agencies
and li.l per cent for the minor agencles. All these figures

can be found in Table 57.

SERVICE GIVEN MAJOR MINOR
TREATMENT | 26.7 16.6
" TREATMENT AND REFERRAL 23.2 | 11.1
TREATMENT AND DISCHARGE 28.4 by, y
TREATMENT, DISCHARGE, REFERRAL 9.4 11.1

TABLE 57: NATURE OF SERVICE GIVEN - MAJOR AND MINOR AGENCY

: DATA _
The obsefvations made 1indicate that major agencles are

involved in providing treatment but they also make many referrals

~in providiné service. Whille 1t appears that minor agencies

are more apt to discharge following treatment than aré the

major agencies, i1t should be polnted out thatva large number of

patients under studvaere stlll receilving treatment from Selkirk

and thus were not‘discharged. Hence, more treatment alone 1is
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reéordedband corréspondingly less treatment and discharge
in combination than may be the true pattern In the major |
agencles. _

Very 1ittie difference in the 1éngth of thevtreaﬁment
period wés found between the major and minorbagencies as can
- be seen from the data on Table XX. Of signlfilcance iS‘the
fact that in both major and minor agencies most treatmént was
glven within a one yearvperiod: 70.0 pef cent 1n the minor
agencles and 69.0 per cent in the majJor agencies.

Concerning the nature of the treatment per se, a signifi-
cant differénce betWeen major and minor agenclies 1s the fact
that medication as a sole means of treatment was used 23.0
per cent of the time in major agencles and only 0.59 per cent
of the time in.minor agencles. In combination with therapeutic
counselling, medication was used 25.0 per cent and 23.5 pérv 
cent by thé major and minor agencles respectively. There was
a greater tendency in minor agencles than in majJor to employ
methods of soclial rehabilitation (17.6 per cent and 8.7 per
cent respectively). These figures can be seen in Tabie XXTI.

The maln observation here 1s that medication alone 1s used
more often by major agencies than by minor agencles. Whille
this may be the result of greater accessibllity of drugs to
maJor agencles the practice of using drugs as a sole means of
tréatment is questioned.

In both major and minor agencies, the most common~treat—‘

ment settlng used was a treatment in-patlent faclllity. MajJor
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agéncies uéed this type of sétting 67.0 per ceht of the time
while minor agencies used it 76.4 per cent of the time. The
next‘most common setting was an out-patient faéility used
23.3 per cent of the time by majJor agencies and 11.7 per cent
of the time in minor agencles. FOverall, very little differ- .
ence in,tréatment settings was found between major and minor

agencies as shown in Table XXII.

(iv) Other Data:

In both major and minor agenciés, discharges were made
predominantly to natural parents (60.8 per cent ahd 69.2
per cent respectively). Similarly, 10.8 per cent and 9.8
per cent of the discharges made by major and minor agencles
'.respécbively were made to parents substitutes.

Generally speaking, many similarities exist within the
data of thevmajor agencles and the minor agencies. Where
differences have been found to exist they have been outlined

and discussed.

Section F: Comparison of 1ong‘tr1p and short trip data

Thls part of our study will attempt to identify any

similarities and differences between the 'short trip' and

the 'long trip‘. Table 58 attempts to look at the comparison
between the number of referrals and the number of cases. For
our purposes, a short trip shall be defined as: any case |
having three réferrals or less. A long trip, on the other
hand, shall Include any case having eight referrals or more.
‘Thus, short trips represent a total of twelve cases and long

trips, 8ix cases.
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COMPARISON BETWEEN NUMBER OF TRIPS
AND NUMBER OF CASES.
TRIPS NUMBER OF CASES
1 3
2 5
3 4
4 4
5 W
- 6 2
7 3
8 1
10 2
12 1
13 1
16 1

TABLE 58: COMPARISON BETWEEN NUMBER OF TRIPS AND NUMBER
' OF CASES o ‘
(1) Referral:
Before'continuing with the discuséiOn of our findlngs,
1t would seem appropriate at this point to briefly center our
discussion around first referrals. In the short trip daﬁa
all first referrals were received by psychiatrists. One might
conciude that, 1f first cdntact 1s with a psychlatrist, the
changes of having a short trip are good.
| In the long trip, four from a possilble sixrfirst referrals
weré received by psychologists, while 6ne was recelved by a
psychiatrist and one by a general'practitioner. In looking at
the number of psychologists receiving referrals, one might |
conclude that these referrals were made for testlng only. .
While in a short trip, the reasons for referral to a psychia-

trist would more probably be for treatment.
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Marked differences between long and short trip data
covering age as of date of referral occur. In a short trip,
the mean age was sixteen years three months as is illustrated

in Table 59.

SHORT TRIP LONG TRIP
Number of Age as of Data Number of Age as of Date
Cases " of Referral - Cases of Referral
3 14 Years 2 Less than 1 yr.
6 15 Years 1 5 Years
8 16 Years 3 6 Years
8 17 Years 5 7 Years
‘ 3 8 Years
7 9 Years
1 10 Years
3 11 Years
6 12 Years
15 13 Years
6 14 Years
2 15 Years
1 16 Years
N.A. 14
Mean: 16 Years/3 Mo. Mean: 11 Years/l Mo.
Median: 16 Years Median: 7 Years/3 Mo.
Mode: 16 Years/1l7 Yrs. Mode: 13 Years

TABLE 59: AGE AS OF DATE OF REFERRAL - LONG TRIP - SHORT
v TRIP DATA

‘

- It would seem then that the older the individual, the shorter
the trip. |

Looking at the results of the long trip, the mean age of
eleven years and one month was much lower thén 1ﬁ the short

trip. Consequently, the younger the age of first referral the
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longer the trip. It should be noted here that the mode,

13 years, is higher than the mean by approximately‘two years

in the long trip.

Our next point of diScussion deals with agencies making'

referrals, with agencies receiving referrals, agencies making

subsequent referrals and with agenciles recelving subsequent

referrals.

(See Table 60)

LONG TRIP -~ SHORT TRIP DATA

Agency Agency .
Agency Agency Making ‘Receiving
Making Recelving | Subsequent | Subsequent
Referral]| Referral Referral Referral -
‘Short| Long | Short| Long| Short| Long | Short Long
% % % | % % % % %
] C.A.S. of East. 4.0
C.A.S. of Wpg. 22.0 10.5 21.0 4,2
Child G. Clinic 11.0 15.7 27.3 6.3
Children's Home
Children's Hosp.| 10.0 15.0 8.0 }28.0] 18.0f23.1 14,7
Family Bureau 2.1 2.1
General Pract. 25.0
Indian Affairs .ol 4.0 3.5 9.0/ 4.2 h,2
Juvenlle Court 2.1
Man. Sch. Ret.
Private Psych. 5.0 .
Roslyn House 1.7 2.1
Sir Hugn John
MacDonald Host.
Selkirk Hosp. - 4.0/ 52,0 {10.5] 27.0] 2.1 3.6 118.9
St. Agnes Sch. 2.0 5.2 4,2 8.4
St. Boniface H. 12.0 1.7 2.1
St. Joseph Sch. , 3.5 b,2
WPG Gen. Hosp. | 5.0 12.0 3.5} 18.0f 4.2 h,2
WGH Psych. Inst.| 20.0 | 11.0| 8.0 | 8.7| 18.0| 8.4{ 9.0 12.6
Other 15.0 N 3.5 9.0 2.1| 36.0 b, 2
School 15.0 15.0
Unknown 5.0 11.0 3.5 18.0 8.4
TABLE 60: AGENCY MAKING AND RECEIVING REFERRALS -
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Concerning agency making referral, gensral practitioners
1made the most‘referrsls in a shbrt trip but non at all in a
long trip. It must also bebpqinted out that whille general
practitioners made referrals, they never received a referral.
Schools made a equal amount of referrals both 1n short and in
long trips. Unclassified "others" made more referrals in a
" short trip than in a long trip. The Winnipeg,Psychiatric
Institute did so as well. In the long trip, agencies such as
C.A.S. of w1nnipég and Child Guldance Clinic made a large per
cent of referrals as compared to none in a short trip. This
suggests perhaps that the sources of these agehcies were not
utilized in a short trip. Chlldren's Hospital intefestingiy
enough, made almost an identlical number of referrals both 1n
- short and long trips. This is one of the few agencies involved,
both in short and ldng trips 1llustrating the Important role
it can have. Ofvimportance as well 1s the fact that all
agencles making réferrals in short trip have psychiatrists on
staff except for schools,.

Generally speaking the same agenciés as previously men-
tioned were involved in recelving referrals. The agency re-
celving most of'the referrals in the short trip was Selkirk:
Mental Hospital while in the long trip, Children's Hospital
‘received the most. This substantiates our previous finding
that Children's Hosplital does 1lndeed have an importént role

in the long trip.
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Concerning agencies making subsequent referral 1t was
found that in a short trip, the agenciles involved made mqre
subsequent referrals.than they had received. Reasons for»
this might be due to the inappropriateness of the treatment
_provided, lack of physical space; ete. Althbugh it was ‘
possible to ldentlfy this tfend in the long trlp, there were
instances where the percentage of the subsequent referrals
were less than the perceﬁtage found in reeeiving referrals.
}One might conclude that some form of treatment was provided.
Another possible reason for the high percentage of these sub-
sequent referfals might be because of multiple reférrals'being
made; this poseibility definitely cannot be overlooked.

Selklirk Mental Hospltal had the hilghest percentage of all
ﬁhe agencles concerning agency recelving subsequent referral.
It must be noted that a high percentage of not applicables in
the short trip limits the making.of significant conclusions on
such a small body of data.

In looking at professional status of referral, identical
information was found 1n both short and long trips. Nevertheless
it 1s of 1mportance and should not be overlooked.

Our nekt area of concern focuses on the person making the
referral, the person recelving the referral, the person making
the subsequent referral and the person recelving the subsequent
referral (See Table 61). |

Of those making referrals, 32 per cent were made by

psychiatrists in the short trip and 19.8 per cent by psychilatrists
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Person Person
Person Person Making Recelving
Making Receiving |[Subsequent | Subsequent
Referral | Referral Referral Referral
Short |Long | Short |Long |Short|Long| Short|Long
Self 8.0 1.8 : A
Psychlatrist 32.0 {19.8 92.0 |49.0] 54.6141,0| 18.1 |53.3
‘Social Worker 4,0 |21.6 4,0 14.5] 18.1}30.0 9.0 |13.3
General Pract. 16.0 3.6 3.6
Psychologlst 5.9
School Teacher 4,0 |10.8
Other Prof. 8.0
Parents 12.0 |10.8
Relatives 1.8
Friends/Neigh.
Priest/Minister ,
Other Lay ’ .o 7.2
Psych & Parents 2.1
Psych. & Other
Parents & Other
Lay '
Psychiatrist &
Self & Gen.
Practitloner
Other _ 5.9 1 2.1 9.0 .y
Unknown 12.0 [18.0 4,020.0 27.3|24.0} 63.0 | 28.8
TABLE 61: PERSON MAKING AND RECEIVING REFERRALS -

LONG TRIP - SHORT TRIP DATA

in the long trip. U4 per cent of the referrals were made by

social worker in the short trip and 21.6 per cent by socilal

 worker in the long trip.

in short trips, psychilatrists were 1lnvolved primarilly.

These results confirm the fact that

In long

trips, we found that five times more soclial workers were involved.

Thus 1if contact wilth psychlatrists had been initlated, the changes

of having a short trip 1ls greater than 1f contact had been made
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with a socisl worker. One must also note that the percentage
of psychiatrists making referrals is equal to that of'socisl
workers. The high percentage of gensral practitiohérs and
parents in short trip should also be noted. |

Concerning the person réceiving‘referral, 92 per cent of -
all referrals were receivéd by psychiatrists. 1In 1boking
'thﬁoughfour'data, it was found that all referrals made by
general.practitioners were received by psychiatrists. This
suggests that a person willl have a shortlﬁrip if a local |
genefal pfactitioner is contasted as he will then contact a
psychiatrist who will be able to refer the person’tb Selkirk
-Menﬁal Hosplital 1f this 1s the service-réquired. In the long
~ trip, psychiatrists recelved approximately half the referrals,

- with socilal workers and psychologlsts receivingsalmost_equal,.
amount. Thus 1n looking at person making'referrals, soclal
workersvmade more referrals thanvthey received which 1s con-
trary to the trend found with psychiatrists. It muSt'also be
noted that psychologists did not make referrals, but did re-
celve several as can be seen in Table 61.

Psychlatrists In both short and long trips have'the highest
percentage of those making subsequent referrals. This is under-
‘standably so because of the high percentage‘found in person
receiving referral. Socilal workers also made subsequent re-
ferrals with more of them being made in the 16ng trip. _dther
conclusions are difficult to make because of the high percentage

of unknowns and not applicables.
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In looking at the person‘recéiving subsequent referral,
18.1 per.cent were received by psychlatrist in short frips
with 53.3 per centgby psychiatrists in long trips. This
figurebrepresenﬁs the‘highest involvement of psychlatrists
to be found in the long trip. 'Agaih, further interpretationv
‘1s_difficult because of the amoﬁnt of not applicables and
‘unknowns . | o ‘

The-position of the person making or réceiving a referral
and making and receiving a subsequent referral was found to
be a staff member both in short trip and in long trip. This

is shown in the data of Table 62.

Position: Positioh
Position Position of Person of Person

of Person| of Person | Makling Receiving
Making . Receiving | Subsequent | Subsequent

Referral Referral Referral Referral

Short |Long |Short| Long | Short [Long | Short| Long

Chief Admin. 11.8

b, 6 7.4 4,6 9.2
Supervisor 9.2 3.7 10.0} 4.6 2.3
Staff Member 64,7152.9 |96.0 |64.8 70.0162.1 {40.0 |55.2
Other ‘ 5.9] 2.3 | 2.3
9.9 4,0 | 24.0 20.0[27.6 2.2

Unknown 17.712 60.0 |3

TABLE 62: POSITION OF PERSON MAKING AND RECEIVING REFERRALS -
— LONG TRIP - SHORT TRIP DATR

Chief Administrators and supervisor were involved quite freQuentiy

in a long trip as compared to a short trip.
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In looking at how the initial referral was made, appli-
catlon forms were used more in a short trip as opposed to a

long trip. (See Table 63)

How Referral "How Subsequent

was Made | Referral was Made

Short Long Short Long
Telephone h,o 3.8 20.0 4.3
Letter , .8,0 5.7 30.0 10.5
Personal Contact 16.0 19.0 14.7
Application Form 32.0 22.6 : 8.4
Other 1.9 10.0 2.1
Letter & Applic. 4,0 '

Form '

‘Unknown , 36.0 7.5 4o.o0 - 56.7

TABLE 63: METHOD USED IN MAKING REFERRALS -
—— LONG _TRIP - SHORT TRIP =

In subsequent referral, in the short trip, personal,contact

and application form were not used at all; 1nstead telephone .
calls and letters were used. As.a result of a large percentage
of nét applicables and'unknowns, it 1s impossible to arrive at .
aﬁy conclusions that could be substantiated by our data.

Our results on intake procedure are qulte identical, with
the short trip having a slightly higher bercentage,generally.
The percentage of pefsonallinterviews with appdinted intake-
workér-is high in the short_trip'data, main1y because Selkirk
Mental Hospital has this type of intake worker. ‘

The data on the results of intake show that 80 per cent

were admitted in_a short trip while only 61.8 per cent were
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admitted in a long trip. These percentages have affected the

percentage of people recelving out-patient service with the

short trip having less people in out-patient service and the

long’trip having more people réceiving this type of treatment.

(11)

Assessment:

The data on the form of aSséssment at intake, in working

‘assessment at referral, and at discharge show that labels were

usedAthfoughout indicated by the high percentage found in

Table 64,

trip as in the short trip.'

Generally labels were not used as often in the long

Form of Working Form of " Form of
Assess. Assess. Assess. Assess.
at Intake|Form at Referral|at Discharge
Short |Long |Short [Long|Short [Long |Short {Long
Label hy,of34.3 81.7]53.8| 50.0}25.2 15.3}15.0
Cause 3.6 4,31 3.8| 10.0| 2.1
Symptom 32.0129.0 4,31 7.6] 10.0]14.7 23.1] 5.0
Comparison 4,0 : 10.0( 6.3 30.8115.0
Other 1.8 6.3
None Made 8.0] 9.0 8.6113.4] 10.0| 8.4 5.0
Label & Symp. 8.0 5.4 1.9 '
Cause & Symp. 1.8
Label & Cause 1.9 o
Label & Compar. : : . 15.31 5.0
Label & Cause 2.1
& Symptom _ ’
Unknown h,0)14.5 17.3} 10.0{31.5 | 15.3]55.0

‘TABLE 64: FORM OF ASSESSMENT - LONG TRIP - SHORT TRIP

In form of assessment at intake 1abe111ng and symptoms were

used almostvan identical amount bf time in both short and long
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trip. In working assessment form, we find that labels were
used almost twice as often as‘ih'the form of assessment at
 1ntake in short tfip. Although the same can be sald for the
long trip, the differencevin the percentages 1s not neafly
és.gréat. 

“In 1ooking at form of assessment at referral, labelling
~again occurs ﬁwice és bften in short tfips as in long. We
; find thaﬁ symptoms are used here quite often as wéll. Cbn;"
trary to the three other assessment forms, 1n form of aSseSs-
ment at diéchafge»labels were used only 15.3 per cent of the
- time 1n short trips and 15 pef cent of the time in long trips.

»Here we find that symptoms were used instead, as well as
~ comparison.

Thus, labels were used most often’at workihg assessment
and consistently within a case. They were used also half of
the time in making referrals. Thié may be due to the fact
thaf these‘referrals were usually made to other professionals.
Labels were used more often in a short trip'than in a long
trip. Consequently the particular disorder the person was
suffering_from could be identified more readily. Hence, service
was glven faster reéulting in a shorter trip.

The low percentaée of labels used at discharge might be
because of the fact that the person was discharged to lay people
who would generally not be famillar with the terminology; or
because of the fact that actual treatmént has beeh given which
has led to ah actual positive change 1n behavior. Perhaps.by

looking at actual assessment made, these reasons may be
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validated or refuted.
Concerning actual assessment at intake, actual working
assessment, assessment at subsequent referral and actual
assessment at discharge, it is possible to make additional
conclusions. The data for this discussion is shown 1n Table 65.
| In short trips, the data shows that schilzophrenia was used
far more extensively in the actual working assessment and at
assessment at referral than at intake. In actual asseSsment_at
intake, 1t 1s also used but‘description of behavior has a.slightly ,
| higher percentage than schizophrenia. This follows somewhat the |
| same pattern that was found in form of assessment discussed earllier,.
Looking at‘actual assessment at discharge the comparison
"improved" 1s used three times more often than any other category.
This seems to be the only time that an actual comparision has
been made. This substitutes the interpretation made'earlier
that actual improvement conld have been achleved through treat-
ment. | |
The long trip data showed that the label schlzophrenia was
uSedvvery little compared to the number of times 1t was used in
a short trip. When one looks at sehizophrenia plus another form
of assessment,'different results ensue.v This 1s found in the
data on assessment made at intake and that of-the working assess-
ment. In these'assessments schizophrenia in combination with
| another diagnosis was used.more often in long trips than in short.
The form of assessment "description of behavior" was also used

‘extensively except in actual assessment at discharge. It must
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Actual Actual Assessment | Actual
Assessment [Working |At Subseq. | Assessment
At Intake |Assessment |Referral at Discharge

Short

[
o}
=S
43

Short | Long |Short |Long | Short |Long

=y

Schizophrenlia 2 55.5{12.1 9.0
Psychotic : '
Mental Disorder
Epllepsy
Pers. Disorder
Behavior Dis. 9.6
Thought Dis.
Family
Drug . 2
Desc. of Behav. 30.3 4
No Change ' o by,
Improved ; 11.11°7
Detioration h,7
Other - 9.6 ,
‘Schizophrenia + 12.0 14.5 2.
Thought Dis. 9.6 2
Desc. of Behav.
Psychotic & 4.3
Mental Disorder
Drug & Desc. of 2.0
Behavior .
Epllepsy & Beh. 2.0
Disorder
Behav. Disorder & b,71 2.1
Desc. of Behav.
Mental Dis. & ' 2.1
2.1
2.1
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Person. Disorder
Epilepsy & Drug
Psychotlc &

Epllepsy ' : _
Epilepsy & No . 5.2

Change of Desc.
Thought Dis. & . 2.4

Famlly & Desc. of ’
‘Behavior . :
Mental Dis. & 9.0

Contolled
Mental Dis. & 9.0

Improved . ' .
Unknown 4.3 16.0 21.6 | 22.2(36.5 | 18.0|57.2

TABLE 65: ACTUAL ASSESSMENT - LONG TRIP - SHORT TRIP DATA




llh
be mentioned also, tﬁat in the long trip, there was‘quite}a
variety of asseSsménts ﬁsed. This was not at all characteristic
N of a shoft trip which perhaps valldates thatvtheAparticular
1llness was more readily identifiable than.in a iong tfip,

Concerning the method used in making working assessments,
the same similarities between the short and the long trip can
be seen as found in the percentage of observation used alone
and the percentage of time observation was used in combination
with another.method.‘

Of 1mportance here, as well, 1s the few times that con-
,sultationvénd collaboration were used as a means to arrive ét
a decision. It 1s used soméwhat in the long trip»but is non
_exiStent in the short trip. A reason for this might be because
- of the complexity of the disease 1in the'long'trip, thus,re-
quiring consultation as opposed to the clear cut disorder found
in fhe short trip..

In length of assesément’period, the short trip had more
assessments made in the’same length of time as the long trip.
Withih twenty'eighﬁ days, 56.4 pér cent of the assessments in
short tripé were made while only.50.8 pef‘cent were made in the '
long‘trip. In the short trips, still 18.8 per cent of the assess-
ments were made.between 2§e60 days. This suggests that the majdrity
of the assessments in short trips are completed within three months.

One might'concludé from these results that when assessments
were made father qUickiy, tfeatment might be given more rapidly.

(111) Subsequent Service: |

In>looking at subsequent service, treatment 15 given 45.8

per cent of the time as compared to only 26.4 per cent in a long
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trip. This'perhaps can be explained by the fact,that in a
short trip, the agehcies involved were mainly institutions
which could provide treatment. It must also be noted that,
- in both short and long trips, identicalvresults were found
in looking at treatment and discharge combined and treatment
and referral combined.~ | |
| '..-Considering‘the length of treatment, 1in the short trip
data, 60 per cent of treatment was glven within three months
' asvopposed to 46.2 per cent 1in long tripé; The same differ-
ence was found when the percehtage of treatment received within
a year 1in short trips (85.0 per cent) is‘combared to that found‘
in the long trip (60.9 per cent).

~ Perhaps a correlation can be made between length of treat-
ment and treatment setting. Thils wlll be discussed a 1ittle
further in our‘diécussion. |

The data on the nature of treatment shows that in the

short trip, medication and therapeutic counselling were used
36 per cent of the time as compared to ohly 14.5 per cent in
long trips. Medication was used twice as often 1n‘the long
trip as in the short trip. One might suspect that a reason
.for this 1s that, in a short trip, the treatment would be ih a
closed setting where either therapeutic cbunselling or.social
rehabilitation would be uéed as well. On the‘othervhand it was
found that in a ldng trip more of the children-ﬁere treated on
an out-patient basis thus possibly accounting for.the high per-

centage of medication used. Nevertheless the wildespread use
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of medication as demonstrated in both the short trip and the
long trip is an important finding.

The results concerning the'treatmeﬁt setting; are for:both'
short andylong trips with the higher percentage of in-patient
tfeatment.being used in the short tfip, and the higher per-

v centege of outfpatient in the long trip. Again these findings

do concur with our previous interpretations, that institutlonal
care 1s primarily used in a short trip, but not in a long trip.
Our interpretations made concerning nature of treatment, length

of treatment and subsequent service are thus validated.

(iv) Other Data:

In follow-up to referral, less follow-up was made in short
tr;p as obposed te long trip. To interpret these flndings wouldv
be erroneous due to the amount of unknowns and not applicables.

Finally our findings illuStrate that a large percentage of
the people 1n§olved were discharged to parents. To make any
further Interpretatlions 1s difficult because of the ﬁature of

our results.

Section G: Comparison of urban and rural data

| One of the concerns that was lsolated in chapter one was
that of the apparent discrepancy,ih sefvice between the urban
and rural areas of the province. Attempts were made to deter-
mine 1f such a discfepancy actually existed, but results were
-iﬁconclusive. |
There were eight cases (25.8 per cent) that were classified

'~ as rural, two of these form the northern rural areas of the
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province. These accounted for 30 units (18;4 per cent) of

the sample. Generally, the patterné found in the ovefall’

data were aléo evident in this data, and when differences}

wefe found, the actual number of units actually determining
the difference was small. |

An example of the problems faced‘is giﬁen on Figure 3,

FIGURE 3: AGE AS OF DATE OF REFERRAL
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1h which a comparison of the age at the date of referral

is madé betWeen the overa1l data, the south rural data and'

the norﬁh rural data. One 1s first struck by ﬁhevsimilariﬁy

in pattern between these groupings, such as a broad age |

range and concentration at ages 13 and 17. A conclusion that
ohe might be tempted to draw from the fact that there were no
north rural referfals before age 11, 1s that the northern :
‘areas are not'repeiving the service. However, a closer examiné-
tiOn reveals that there are only two cases in questlon, 1n one

. of these the chilld was away from his northern home and in the
southerﬁ area. Throughout the data dealing with rural cases
such problems arise. As a result, no conclusions will be drawn

'for’the purpose of thls study.

Conclusion;

| It is recognized that the analysis undertaken‘in this
vchaptervwas limited; at least, it was not exhaustive. Pressures
of time being what they are, further analysis was not consideréd‘
possible. As'well, it was felt that the stated purpose of the.
Study (to explore areas of concern with a view to uncovering
appareht trends and developing direction for further research)
was well served by the present analysis. As such, analysis 1n

greater depth was not considered to be warranted in this study.
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CHAPTER 5
CONCLUSIONS

Throughout chapter‘four conclusiohs_were drawn directly
from the data, as the data was being,presented. In thls
chapter these-conclusions will be drawn together,’and pre-
sented in a more systematlc manner. It would seem appropriate
to divlide these into a number of sections, beginning with a
discussion of the "system", i1solating the roles of the various
agencles and the communication patterns between each. The
question of access routes to the system wlll also be considered.
» The second focus wilill be on the people within the'system,
Jexamining the role of the varlous professlional and lay persons
involved. | | | | _ |

Five sections will then be present, one on each of the
major phases of the referral—intake—assessment-treatment—
»discharge flow. These were found to be key concepts for the
- study, and warrant some attention.

Three groups of data that were isolated for particular

- study were first referrals, long and short trips, and urban‘
and rural referrals. Much of the results oflthese has been in-
corportated in the above material, but there are unlque points
in each, and these shall be presented.

A theory of crisis points will be presented, this theory
having developed out of the material studied, and is given only .
as the first step towards a more refined approach. .

- Flnally, a brief section on the limitation of the stUdy‘will

‘be given.
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The‘System'

| From the observations made in the maJor-minor agency

analysis and other findings, 1t has been concluded that four
‘major functional roles are ldentifiable in the structure with-
in which present psychiatric’services are delivered. The first
of these roles 1s characterized by the delivery of, comparatively
speaking, long-term psychlatric services. This role 1s exempli;
fied by the service given by the Selkirk Hospital for Mental
Diseases. The second major role combinesvthe dellvery of shert-
term psychlatric services with the provislion of referral ser-
b.vices to other psychlatric facllitiles. Agencies‘feund to be
performing thie role were: the Psychiatric Institute, the
Winnipeg General Hospital, the Chlldren's Hospital and the St.
-Boniface.Hospital. These constitute what willl later be called
- the core agencles in the dellvery of adolescent psychlatric
services. o

The third role identified introduces a new coneept, that
of para psychiatric services. These are deflned as belng sub-
sidlary and accessory to those services cemmonly viewed as
'being psychietric services.v Services of the natufe offered by
the Children's Aid'Societies and Children's Home may be classified
as being of the para psychlatric type. The third fole then 1s
identified.by the combination of the delivery of para psychiatrie
‘services with the provision of referral serviees. This role 1is
performed by the agencies mentioned above_and the Juvenile and

Family Court, the Famlily Bureau, Roslyn House, St. Joseph's
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Vocational School and St. Agnes School.

The fourth role identified is strictly one of referral,
exemplified in this study by general pracfitioners, schools
and teachers; and parents. Occupiers of thls role make
referralsionly.but do not receiveithem..

On the basls of these four identifiable roles and other
findings the foliowing conclusion 1s made: that the'agencies‘
currently offering psychlatric services to young adults are |
hierarchically arranged according to professional prestige
and unchallenged expertise In the field of mental illness.

This hierarchical structure 1s diagrammed in figure four,
which outlines the positions and'rcles held by the various
agencies studied. This dlagram conveys an impression of the
possible dlfficulties iIn communication experienced in sach a
multitiered structure, without opportunity having been made

for necessary communication and interaction.

The People Within The System

Five major professions were found to be involved in the
field of psychiatric services for children, these being
psychiatrists,‘social workers, general practitioners, school
teachers, and psychologists. Another group of people which
‘the study termed collaterals, include such persons as parents,

- other family members, clergy and friends. The roles played
by each of these will be examined here.
Psychiatrists, as would be expected, dominated the services

given;-particularly in the major agencies,vas these are psychiatric
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settings. Each‘step of service from reférral; to intake,'to
assessment,'to treatment and finally to discharge, was
accomplished primarily by psychiatrists. |
Social workers were found to play a major role, par-

ticulafly in the making of referfals. In the longer trips,
socisl workers were more actively‘involved, pafticularly when
a minsr agency was 6ffering-a service. Although these results
are not'unexpscted, other findings do raise questions. Socisl
workers were rarely invdlved in making asséssments, and 1in
‘some sscial work agencles, the questlon of assessment was not
| dealt with, leaving this process to other resources, such as
a psychiatrist; Even withiln thé referral process, an agency .
such as the Children's Aid Soclety of Winnilpeg arrahged for a
'psychiatrist to make thelr referrals. Thé treatment process
‘rarely involved a soclal worker even within psychiatric settings
that had soclal WOrkers on staff. The fact that social workers
were involved in the longer trips might indicated a more com-
plex problem, involving social conditions as well as emotional
‘pfoplems of the client. On the other hand 1t might also suggest
that soclal workers do not have ready acséss to more effective
services or do not possess sufficient tools themselves for
adequate service.

| General ﬁractitionér doctors were 1involved only in the re-
ferral system, and then only on referrals to psychlatrists. This.
rélatively restricted role may be a result sf a closer identifi-

cation of doctors with the psychiatric field than with the social
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work fleld. It may also reflect a greater awareness of services

"~ and a more accurate accessment of need, as well as a greater

" proneness to use the specialist.

Thé role of the school teacher followed the patternfbf:the
doctors, in thét teachers werevonly involved in the referral
system.' The;Child Guidance Clinic recelved most of»these re-
”férrals,Aas would bebexpected,_as the C.G.C. is part of the |
'sghool system.‘ First referrals show a high Incldence of teacher
involvement, indicating an important place for the teacher in
identifying emotlional disturbances in children. The sudden
~increase in referrals at ages five to seven, as chlldren begin
school, might be a reflection of this role. |

Psychologists, 1t was found, play only a minor role with-
in the‘system, and generally only for the purpose of making
assessments. They were rarely involved in the making of re-
ferrals or in the treatment procesé.

The use bf collateral persons, and in particular, parents,
'was found to be'low, and generally restricted to intake inter-
views early in the client's history, most frequently on first
referrals. Parents were lnvolved frequently at discharge, but
there was little evidence that they were involved in the treat-
mént prdcéss. ’From this, oﬁe might conclude that psychlatrists
:see themselves as treating individuals rathef-than families.
There was no evidence within the study of the use of clergy at
any point within the.sytem, and rarely were other éollateral

resources used,
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Referral

' The‘study of referrai‘methods and patterns was central »
fo the research, and the results of these form the basis of
mueh of the earlier discussion of the eystem."In addltion to
these results, four other‘poihts are worthyvof mention.

| The lay referral system, although suggested in chapter
two as being 1nfluential, was found:to play a very minor role
within the total structure. Even first referrals, wherevone
,might have expected a high use of lay referrals, showed a.
| hlgh use of professional referrals instead. This laCKva lay
involvement might 1ndieate a resistance upon the part of
barents to make referrals, and it therefore.becomes necessary
for other persons, such as school teachers, te make the referral.
If thls 1is so, the echool teacher becomes a key person in the
detection of emotional disturb aice. On the other hand, a
-second explanation for lack of lay involvement; may be lnaccess-
’ibility_to the syStem. The fact that peychiatric settings tend
only to accept referrals from other psychilatrists, might indicate
a closed system that excludes the lay’referral. |

| A second polnt concerning referrals is the methods used in
making referrals. ‘The two most common methods are applicetiOn
forms and personal contact. Application forms are a reflection
of formalized procedures and as such ensure an efficient use of
the system. They ensure a permanent record and an eccurate ex-
vchange‘of information from one agency to anothef. However,

becaqse of the formality, this procedure 1is generally restricted




126
to the professional and interagency referral, again’excluding
the lay person. Personal contact In the making of referrals
would seem to reflect a more persoﬁal involvement of those
concerned, and also provides a meansvof lay referrals. Also,
due to the close geographical pfoximity of many of the agencies, 
the procedure of rotating psychiatric residents and the sharing
éf,staff‘among agenéies,‘allows fbr familiarity among the
psychlatrists. The fact that only a very small percentagé of
the referrals received no service would seem to indicate that
the referral system is effective.

Follow~up to referrals by the referring agency}was found
to occur in only aboutvtwenty percent (20%) of the referrals,
but 11mited data make deflnite coﬁclusions difficult. However,
 there does appeéar to be a weakness at}this point in the process.
A final point cdncerning referrals ls the time of year at

which they were made. Most referrals were made in March and
September, with very few belng made in August. The remaihing
'months had ajmoderate number of referrals. One might postulate
that the Auguét low is due to summer vactions, with agencles,
and particularly the Child Guidance Clinic, modifying their_
services for a few weeks; The high point in September may be
due to the start of the séhool term with many assessments being
made to deﬁermine educational plans, and these detecting other
problems, 1nciuding emotiohal‘difficulties. The high point |
in March remaiﬁs somewhat unexplained. Itkis perhéps due to
1ncreased pressure within the school as the year-end draws

near, or the change in weather with the COming‘of spring, but
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these explanations leave the writers somewhat dissatisfied.

Intake

The process of intake was not studied in detaii.but one
factor was 1solated, andbthat was the use of appointed intake
workers rather than rotating intake workers. The only agency 
to consistently use an appolnted worker was Selkirk Mental
Hospital where onevaychiatrist performed all ihitial interviews.
Incidently, Selkirk Mental Hospital was also the only:agency to
follow a reasonably consistent pattern in their methods of making
- assessments. The study data does not permit conclﬁsions to bé
dréwn concerning the effectiveness of elther pfocedures, the

alternatives belng presented simply as a finding. .

Assessment

The question of assessments was one which presented some »
difficulty for the study. It was not the intention of the study
to examine the pathqlogy of the clients concerned, but to focus
on the system; but the concept of labelling discussed 1in chapter
two links the'pathology.to the system by suggesting that the
pathology is somewhat determinedlby the system. It is with this
orientation that the following comments are made. |

A comparison of assessments at the four points isolated by
the study indicate é pattern or flow. At inﬁake there was a
tendehcy to ﬁse labels and symptoms equéily as much, perhaps

reflecting a hesitancy to make a specific assésSment. Working
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assessments tended to be 1abe1s, perhaps to facilitate a more .
focused approach to treatment At the point of subsequent‘
referral there was a greater tendency towards descriptions
of behavior, with less reliance on labels. It would seem
that agencies allow the receiming agencles to apply their own
labels, presenting only the symptoms. This might also reflect
an attempt to temper the assessment so as to insure accept-
ance by the receiving agency. At discharge, a comparison with
other asseSsments was used more often, reflecting an attempt
‘to evaluate the effectiveness of treatment. | |
Whether the process of labelling 1s a factor in the career
of a client is only a matter of conjecture at this point, as
the data gathered dld not yield concluslve evidence. There
was some evidence that simllar labels were used throughoutla
career, particularly in the cases of behavlior dlsorders. How-
ever, this may be due to,acCurate‘assessment rather than any
labelling process. The fact that there 1s a decrease in the
use of labels at subsequent referrals might be seen as counter- .
indicating such_a'process. If labels are seen as facllitating
treatment then the high usevof labels for working assessment
would be a reflection of this riewpoint.
Although the purpose of the study was not to examine'par-

‘ticular diseases, some general impressions were formed by the

research members which should be shared. The label Schizophrenla

was used in a large proportion of the cases. It is recognized

that this label covers a broad area of problems, and may be mani-
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fested in a number of differént ways; However, 1t stlll seems
valid to cohcludé‘that Schizophfénialis the major illness of
 concern within childhood and adolescent psychlatric problems.
A second label that deserves mention 1s.that of Behavior
Disorder. Although occurrlng in only a small portion of the
sample 1t would seem to present particulsrkdifficulties for
treatment. Children so labelled tended towards 1onger careers
and tended to respond less to treatment, thelr assessments
'remaining more or less constant throughout thelr history. Also
of interest 1s a third class of assessments, this dealing with
dfug-induced disorders. It had been anticipated by the research
~group that such disorders would be a factor in the study. How-
ever, 1n only three of'the one hundred and sixty-three units.
were drugs 1isﬁed as a problem,’and in one of these the problem
was with drugs pfescribed by the psychiatrist. Selklrk Mental
Hospital, then, 1s not offering treatment to persons suffering
the‘effects of drug abuse. Thls ralses the question as to
where such persons are recelving treatment. Are the short-term
treatment facllitles carrylng the full responsibility or are
the services being given at all? |

A final point concerning assessment that arose from our
observations 1s the fact that patlients are frequently placed On_
some form of medication upon admittance to a hospital. After a
period of time an assessment 1ls made of thelr problem, usually
within a few weeks. The question‘that comes up 1s whether a

valid assessment of a patient can be made whlle hils under the
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influence of medication. On the other hand, perhaps hils
 response to medicatlion can serve as a guideline for assess-

. ment, or 1s necessary to control the patient's behavior.
Treatment

As with assessment, the focus of the study was not to
'evéluatevtreatment but onlyvto,deal With»it as 1t related to
the system. As a result, conclusions are few, dealing withv
treatment setting,method of treatment and lehgﬁh of treatment;
| It was found that there ﬁas a high use of'in—patient
treatment settings, reflecting this as the maln form of treat-
ment offered by the major agencies. Out-patient‘treatment was
'given more often early in the career of the client; particularly
on first referrals. The combination of a‘series of shortétérm
in-patient peridds wlth oﬁt-patient servlice between these was
.a common pattern of the Psychlatric Instltute. ’There appears
to be some resistance upon the part of the agengies to use in-
patient services, perhaps a reflection of the belief that this
is the least-desired form of treatment. The use of Community
Clinics by Selkirk Mental Hospital would seem to substaﬁtiate
thlis stand. On the other hand, one in-patlent service was offered,
this tended tb determine the setting fOr subsequent treatment.
This 1s reflected in the low uée'of out-patient service later
in the careers of the sample. |

Methods of treatment tended to be of three forms; medication,

therapeutic counselling and social rehabilitation. Medication
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“was thevmost popular'form of treatment, with social reha-
bilitétion»the least. The low use of social rehabilitation
may be a reflection of a low need for this form of treat—
ment, perhaps only necessary for those patients asseséed as
behavior disorders, or with orgahic disabilities. The high
use of médicatioh may reflect two 1ines‘of thought; either
mental'ilinessvis seen as having a physiologlcal base and
may be cured by drugs and other forms of treatment, or 1t
may be seen as needing control rather than treatment and one
deals with the symptoms rather than the problem. Either»
stand 1s opeﬁ to question, and perhaps reflects gsome of the
key issues within the field of psychiatry.

In the majority of cases, treatment lasted for less than
one year, and often less than three months. In Sdme incidents
where treatment was longer than one year, thls was on an out-
~patlient basls and 1s not necessarily a reflection of instance
treatment. One 1ncidence of a four-year treatment was in the
quasi-treatment setting of a boarding school. This tendency
towards short-term treatment may again be a reflection of the
belief of the undeslrablility of in-patient treatment.

A question which was raised in the first chapter of this
report, dealing with the treatment of children on adult wards
was not answered in this study. Although Selkirk Mental
Hospital opened an adolescent ward in July, 1970, this change
was not reflected in the number of admissions in the three

months followlng. Thls may be due to the fact that there were
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sufficient patients Within the hosplital 1tself at that time
to f111 the ward, to the selectivity used 1n admissions to
this ward, and to difficulties common to any process of

‘change..

Discharge

Very llttle data was collected‘concerning discharge but
two points are of Interest.

Firét, there wére very few actual dlscharges throughout
the study. This 1s partly due to the fact that most ofvthé
sample were In-patients at thektime of the seiection, On
| short trips this would be the expected.pattern, However, thils
trend also held true for long careers, reflectling abneed in |
such cases for continuous service, rarely reaching a point of
independence. On the other hand, it might also reflect a
resistance on the part ofAthe patlent or his parents to sevér
the dependency, or as a'resistance upon the part of the'system
" to relinquish this dependency. A continuation of service or av
- referral to another agency seems to be the pattern.

Secondly, most dlscharges were tb the patient's own
parents. Little use was made of substitute parents, perhaps
reflecting a desire to malntailn the famlly unit, or else a lack
of alternate resources. Thls second possibility was suggested
in a number of cases; particularly in long trips and with be-
havior disorders.‘ The fact that few clients were discharged
without some one being responsible for them, reflects positively

-upon the syétem.
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Flrst Referrals

Much of the data gathered on first referrals has been
incorperated 1ht0'the'above discussion. A general impression
of first referrals is that they tend to be very specific
referrals, that 15, by personal contact with a‘particular
agency with a well-defined problem. However, they frequently;
result in a subsequent feferral.to a more appropriate agency,
The fact of specificlty perhaps reflects the hesitancy te
refer a person until the problem becdmes acute and»thus easily

identifiable.

Long Trip - Shoft Trip

» Again much of the information on long and short careers
‘has been glven above. The key polnt that seems to be central
is the specificity of the problem to be treated. FIf it 1s
easily 1dentifiable'and quickly labelled a short trip would
seem to result. The 1lnvolvement of a psychlatrist early would
also seem to be a key factor.

Long'trips tended to have a much more general assessment,
with‘frequent use of symptoms rather than a label. Many other
professionals, particularly soclal workers, were involved. All
time periods, including thellength”of assessment periods tended
to be long. Whether the multitude of social probleme presented

by a long trip necessitated the use of social workers, or

whether the use of social workers led to a long trip is a question

not answered by this study.
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Urban - Rural

As suggested 1n'chaptervfour, the data on urban versus
rural services was 1lnconclusive and leaves many questions

" unanswered.

Theory of Crisis Polnts

One group of results that has 1éd the study group to
formulete a more refined conclusion is that concerning the age
of the cllent at the,point_of referral. Figure one on page. 37'
shows a dramatic Increase in the number of referrals et age
thirteen and again at age seventeen. It 1s suggested that
these increases are due to particﬁlar stresses in the maturation
of children and adolescents. Thirteen is the point of pﬁbeséence,
involving gross physlcal and emotlonal changes. Seventeen merks
the approach of adulthood and individual responsibilit&, and
coincides with high school graduation. FChildren are particularly
vulnerable at these polnts and therefofe experience a greater
incidence of emotional disturbance. |
Looking next at figure two on page 55, dealing with age at
first referral, one is first struck by the absence of the
peaks at ages thirteen and seventeen. However there 1s a peak’
at age flfteen. We Would sugéest that this 1s actually a lag
from the age thirteen crisis. The fact that first referrals
are made only after the problem has become acute and easily
identifled, might explaln this lag in referrai. There 1s also
likely a hesitation upon the part of parents to seek help from

an agency with which they have had no previous contact.




135

The maJorlity of the referrals at age thirteen were:
subsequent referrals, that is, there has been contact with
the system prior to our suggest point of crisis. Not only
would one predict that such patieﬁts'might be morevprone'to
break‘down at such a point, but they also might be more prone
to uSe-the serrices offered, either due to familiarity, or
due to dependence. | |
| _The,crisis at age seventeen was the last year included in
- this study. As a result nothing is_known as to the history of
such referrals after this age. One might predict that there
would be a similar lag at age nineteen_or-twehty as with the
previous crisis point. | |

Carrying these thoughts one step further, one might suggest
that throughout the 1life cycle, and not Just in adolescence,v
there are a number of crisls points at which one becomes par-
ticularly vulnerable. Some of these might‘include marriage,
loss of a spouse, loss of employment and retirement. The 1dea
belng expressed ls that the point of crisis 1is part of a normal
life expectation, and it is the response to the crisis that 1s |
the abnormality.

Usling this orientation, it thusvbecomes possible to predict
when and where people may require psychiatric services. Our
schools can observe the childhood crisls, our places of employ—
ment can observe»Job vulnerabllity, including retirement,
hospitals can observe lncldents of loss of a spouse through

death. It would therefore seem to be vital that such institutions
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be 1in a positien whereithey can quickly identify persons who
are unable to cope with their crises.

This study indicated that - the school system presently
serves to some degree this function of identifying emotional
problems;.and thus gives support for the present argument.

This theory of crisis pointé, involving the concept of
the use of a varlety of resources for the detection of mal-

V_adaption to predictable crisis points, 1s presented as a first

step towards the development of a more refined theory.

Limitations of the Study

In doing any form of research but particularly 1In an
exploratory study such as this, there are numerous 1imitations
" that are discqvered as one proceeds. In this study the |
limitations centered on the cholice of the sample and on the
research methods chosen, | |

By choosing the sample from Selkirk Mental Hospital, oﬁly
those clients who had severe psyehiatric problems became part
df the study. The system of psychiatric services 1s far broader
and meets a much 1erger population than that of Selkirk. The
study has no way of knowing how many patients are seen by the
other institutions that never get to Selkirk Mental Hospital.
If one assumes that the study chose the "hard core" cases belng
seen by the "system" then it would seem}unfair to Judge the

~entlire system by these few. If a representative sample had
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been chosen ffom each agency, of those ciients recéiving ;
psydhiatfié care, a mbre accufate plcture might have been . .
drawn. _

A second limitation to the study was the defining of
the maximum age to be seventeen, in order to qualify for the
sample. A number of trends felating to age were identified
- and an examinatioh of the cases above age seventeen would have

provided useful information regarding these trends. The
number of referrals between elghteen ahd twenty-one might have
‘confirmed or reject the study's hypothesis around crisls points,
The fact that only thirtyQOne,éases were chosen for the
sample also posed a limitation. By breaking this data into
urban and rural cases, the number of rural cases were miﬁor.
| When loéking at the data within the rufal cases, the amount
of data was so small that legltimate conclusions became diffi-
cult., Similarly, when a minor agency 1s involved in only two
or three cases, it 1s again difficult to make conclusions on
the limited data. Had a larger sample been chosen, much of
thls data would have been more adequate. On the dther hand,
even with the small number of cases,kexcessivé amounts of data
were collected, and perhaps an increase in the size of sample
’would have made the study unmanageable.

A fourth iimitaiton of the study centered on the techniques
used to gather the data. The exploratéry design called for an
. open, general form of questionnaire which allowed some freedom
1h interpretation. Thils led to inconsistenciés'in data collec-

tion among the group members and from one agency to another.
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As a result, when the coding system was,devisedvfoliowing

the dets collection, it had to;be broad enough to lnclude

the various forms of interpretation used. An examplevefvthis’

phenomena would centef on the question, "Who made the referral?"

This wes sometimes answered simply as the name of some person,

- other times as a position such as a supervisor, or sometimes

as a professional person, or;agaiu as the name of.seme-persou, |

other'times as a positlon such as a superVisor, or sometlmes |

- as a professional person, or agaln as the name of an agency. 

Frequently.some‘combination of these was.used. As a result,

one question on the flle quespionnaire became four on the

eeding system. A great many unkhowns-was the finallconsequence.
ﬂ A final limitation to be discussed here 1s the limited

‘sources of data tapped. All the data used for this study came

from the files of varlous agencles, which in many cases were

incomplete and only contalned a portion of the data sought.

.Other sources such‘as interviewing the clients themselves or

their parents or doctors, had been given consideration but were

eventually dropped, as.outlined in chapter three. Thils 1is

unfortunate, as a valuable source of information was lost here.

It could be noted that a self-administered questionnaire was |

glven to a sample of workers throughout the system and the

results of this.questionnaife will be fortheoming, in a sub-

sequent study.
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vSummarx_

This éhapter hasAsummarized the major findings’df the
.reSeérch.conducted, including the presehtation of a théory
regarding crisis points that gains'support from the study's‘
findings. In the last chapterjrecommendatiohs will be made

that are based on these findings.
; o , _
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CHAPTER 6
RECOMMENDATIONS

In this chapter a number of recommendations will be made
that arise out of the study. _Some.ofnthese‘will be followed
by hypotheses that derive support from.the study data. It
is such recommendations and‘hypotheses that are the culmination
of an exploratory'design, and are thus the purpose fornthe
study. | |

The recommendations presented concern a broad range of
topics, with varying degrees of applicabllity andvabstraction.
It would be hoped that as the reader studles each of these, he‘
will attempt to apply the 1ldeas presented to his particular
situation, and evaluate them in his own terms. It is recogniied
that many of the recommendations preeented will require exten-
sive further research. However, in thié light, this study pro-
vides some guidellnes as to what direction thet.research should
take.

The following recommendations are presented for consldera-

tion:

Concerning the System

1. It 1s recommended that an examination of the psychlatric
service system be undertaken to determine its structure
and to determine the effects of this structure upon the

clients of the system.
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The discussion of the service systém in chapter

five suggests the foilowing'hypothesis: |

'vapothesis I: The agencies offering pSy;'
chiatric servicés functlion as a closed system

to which access by dutside agencles 1is limited.

‘Concerning People Within The System

2. It is recommended that an examination of the roles of
ﬁsychiatrists, soclal workers and psychologlsts within
the psychiatric service system be undertaken to determine
whether their skills are being used most effectively.

The apparent inbalanée In the use of thése three
professions withiﬁ the psychiatric field 1s of
soncsrn. Drawing from this; the following hypothesis
i1s suggested:
"Hypothesis II:v The profession of psychiatry
tends to function as a closed system, and this
sclosUre not only affects the layman, but also
other professlionals such as social workers and

psychoiogists.

3. It is fecdmmended that an examination of the role of soclal
workérs in non=-psychiatric settings,be undertaken to deter-
mine thelr relationship to the fleld 6f psychlatry.

The involvement of soclal workers from non-psychiatric
setting was found to be greatest in cases of long-term

treatment. It 1s of concern that such a role 1s not
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clearly defined, and that sodial‘workers do not
~have the skills and resources sufficienﬁ to meet

the expectatlons placed’on'them,

 &. It is recommendéd that an examinlation of the rble Of
school teacher be undertaken to determine its relation-
shlp to the fileld of psyéhiatry.
The high level of involvement of school teachefs in
the maklng of referrals to the psychiatric systém N
would suggest the following hypotheéis: '
Hypothesis III: School teachers are the only
professionals that come into'contact wlth every
child, and afe in the most favored position to
provide a child With access to psychiatric
Aserﬁices wheh requlired.
From thils one 1is led to the conclusion that school
teachers must be tralned to be able to accurately

assess such needs in theilr puplls.

5. It 1s recommended that an examination of the role 6f parents .
within thé treatment process of psychlatric services by
undertaken, |
The sparcé use of parents 1in the treatmentiproceSS
ralses some concern as to thelr role, parficélarly in

the light of much current thought which places meﬁtal

illness 1in the realm of family pathology. L

¥ One is referred to writings by Don Jackson for an account of
- this approach: The Etlology of Schizophrenia, (New York:
Basic Books, 1960) ' _ ' . ~
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Concerning the Process of Referral

It 1s recommended that an examinatidh of the lay referral
system might be undertaken to determine the reasons for
its apparent lack of accessibllity to or its resistance

to use of the psychiatric servlice system.

It 1s recommended that an examination of the procedure of

follow-up to referrals by the referring agency be under— 
taken to determine 1ts effect upon the successful com-

pletion of a referral.

It 1s recommended that an examinatlion of the cyclical
pattern of referrals be undertaken to determine the cause
of the 1ncfease in referrals during particulaf months of
the year, 1n particular March énd September.
Such an examinatlion may lead to a redistribution of
services during certaln months to allow for the
increase, or may lead to steps that would bffset such

a pattern.

Concerning Intake Procedures

It 1s recommended that an examinatlon of the two forms of
intake procedure, belng an appolnted intake worker and a
fotating intake worker, be undertaken to determine the

effects of each upon client service.
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Concerning Assessment

10.

11.

12.

It 1is recommended than an examlnation of the prgéess of
assessment be undertaken, in order to test the valldlty
of the followihg hypotheses.
| Hypothesis IV: The form an aésessment takes 1s a
function of the purpose:for which 1t is to be'uéed..
Its form may be a label, a descriptioh of symptoms, 
a description of the cause, or a comparison with
other assessments. The purpose may be for referral
~ to another resourbe, for treatment or_for discharge.
‘Hypothesis V: The more specific an assessment, in
terms of the use of a label, the shorter will be the
treatment period. |
Hypothesis VI: The earller an assessment 1is made
after the receipt of a referral, the shorter will be

the treatment perilod.

It 1s recommended that a further examlnation of the dis-

order of schizophrenia be undertaken in order to better

meet the needs of those persons so assessed,
The high 1ncidence of thils disorder within the study .
would indicate it to be of high priority in terms of

seeking effective treatment.

It is recommended that an examination of the disorder of
Behavior Disorder be undertaken in order to better meet

the needs of those persons so assessed.
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The apparent lack of effective treatment techniques

for this disorder is of particular'concern.

It 1s recommended that an examination of treatment

provisions for those suffering from the effects of drugs

be undertaken to determine where such service is belng.

- given and to assess 1its effectlveness.

It 1s recommended that an examlnation of the procedure of
making assessments while the person 1s under the influence
of medicatlon be undertaken to determline the validity of

such a procedure.

Concerning Treatment

15.

16.

17.

18.

It 1s recommended that an examination of the effectiveness
of out-patlent treatment as compared to in-patient treat-

ment be undertaken.

It is recommended than an examlnation of Community Mental

Health Clinics be undertaken to determlne thelr effects

upon the admission rates to the psychlatric hospitals.

It 1s recommended that an examlination of the use of drugs
as a form of treatment be undertaken to determine their
long-term effects and thelr effectiveness as a form of

treatment.

It 1s recommended that an examlination of the effects of

separation of adolescents from adults within a treatment
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setting be undertaken. |
The recently-established adolescent ward at Selklrk
' Menﬁai Hospiltal provides an 1deal setting for such -
~ a study. | |

Concerning the Process of Discharge

19. .It is recommended that an examination of the low dis-
| charge rates by undertaken to determine'the cause of such' |
low rates. _
The followlng hypothesis 1s suggested as one explan-.
ation for the low rates: ' | |
Hypothesis VII: As a person enters the psychiatric
treatment system, a dependency upon the‘system

develops which makes termination of contact‘difficult.

20. It is recommended that an examination of resources that are
avallable to discharge patients be undertaken to determine
their adequacy. Such resources would include foster hdmes

and alternate treatment settings.

Concerning Urban and Rural Services

21, It 1s recommended that an examination of services in the
rural parts of the province be undertaken to determine

their adequacy. *

¥ There 1s currently a study belng made of such servicés in the
northern part of the province by Prof. G. Erickson, School of
Soclal Work, Unlversity of Manitoba.
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Concerning the Theory of Crisis Polnts

22. It is recommended that the follbwing‘hypothesis concernling
thevprésented Theory of Crisls Points be tested for their
validity, and the theory be explored for 1its possible
‘application. | _

Hypdthésis VIII: During the normal course of Iife
there are a number of predictable crisis points at
which a person becomes particularly vulnerable
to breakdown.
Hypothesis IX: The family is not a reliable source
of referral in the event of the occurance of a

- psychilatric problem.
Hypothesis X: The maJov instltutions of society
must 5ecome the sources of referrals for»ﬁsychiatric

problems.

Summary

This report has presented the findings of a research study
in tﬁe field.of child psychiatric services in the Province of
Manitoba. The histories of a sample of children receiving
servicé from Selkirk Mental Hospita1 werevreconstructed,bfocus—
ing on the varlious phases of the referral-assessment-treatment
syétem. As a result of this study the researchérs have presented
an analysis of the system, including the agencies and persons
within the system. The major steps in ﬁhe career of a patient

are discussed, with a number of factors affecting a career
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1solated. A Theory of Crisis Points is presented for future
refinement. A number of recommendations arise out of the

study and these are presented 1n the last chapter.
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LIST OF AGENCIES

Agency

The Children's Ald Society of
FEastern Manitoba

The Chlldren's Ald Socilety of
Winnipeg

Child Guidance Clinic
Children's Home
_»Children's Hospital
Famlly Bureau

" General Practitiloner
Indian Affairs

Juvenile and Family Court

Manitoba School for Retardates
Private Psychiatrist

Roslyn House

Sir Hugh John MacDonald Hostel

Hospital for Mental Diseases,
Selkirk

St. Agnes School
St. Bonilface Hospiltal
St. Joseph's Vocatlonal School

Winnipeg General Hospital

Winnlpeg Psychiatric Institute

Code
C.A.S.
~East.
C.A.S.
Wpg.
C.G.C.
Ch. Home
Ch. Hosp.
Fam. Bur.
G.P.
Ind., Af.
Juv. &
Fam. Crt.
Man. Sch.
Pri. Psy.
’ Ros. Ho.

Sir H.J. Mac.

SQM.

St.
St.
St.
W.G.

W.P.

H.

Ang.
B. "
Jos.
H.

I.

Letter
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FILE QUESTIONNAIRE

' Date

Identifying Information

Name SMH File No.

Study File No.

Examiner

Study Data Agency

Referral:

1. Date of referral

2. Who made referral

3. How was referral made (phone, letter, etc.)

b, Who received referral (first contact)

5. Brief description of "Intake" procedure:

6. What were the results of "Intake" procedure

7. Initial assessment of "Intake" (if any)

Assessment:

8. What was "working" assessment (if any)

9., How was assessment arrived at

10. Who made the assessment
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Page 2 o FILE QUESTIONNAIRE

11. How long was assessment period

Subsequent Service:

12. What subsequent service was glven (treatment, referral,
discharge) ‘

f

13. If treatment, describe (type, length, etc.)

14, If referral, date

15. Who made referral

16. How was referral made

17. Who receilved referral

18, Was follow-up made by referring agency

If so, how

19. What was assessment at point of referral

20. If discharge, date

2l. Discharged to whom
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Page 3 ' FILE QUESTIONNAIRE

22. What was assessment at point of discharge

' C. Comments:
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" CODING SYSTEM

CASE - capltal Roman Numeral I

AGENCY - capital Arabic Letter A
QUESTION - Arabic Numbers 1
REFERRAI - small Roman Numeral i

CATEGORIES -~ small Arablc Numbers  a

N

address : 7.
a. urban
b. south rural
¢c. north rural
d. other
y. unknown . 8.
birth date
- year/month
sex
a. male 9.
b. female

marital status

a. single
b. married
¢. other
y. unknown 10.
racial origin

. German
Anglo-saxon

French '

Slavice

Canadlan treaty Indlan
Canadian non-treaty Indlan
other '
unknown

<R HHO OO OP

11.

guardianship
own parents 12.
relatives

agency

other

unknown

< QaoUP

address of parents

a. same as case »
b. different from case.
y. unknown

occupatlion of case

a. student

b. unemployed
c. employed
d. other _
y. unknown

religlion

a. protestant

b. Roman Catholic
c. Jewlsh

d. other

y. unknown

occupation of parents

professional
semi-professional

.labourer

-self-employed non-professional
unemployed

other

unknown

<HOQOOTD

date of referral
year/month/day
age as of date of referral

year/month




13.

14,

15.

BN SIS HOQL0 T
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agency making referral

C.A.S. of Eastern Manitoba
C.A.S. of Winnilpeg
Chi1ld Guldance Clinic
Children's Home
Children's Hospital
Family Bureau
General Practitioner - Dr.
Indian Affairs
Juvenile & Family Court
Manltoba School for Retar-
dates. v
Private Psychlatrist
Roslyn House

- Sir Hugh John MacDonald
Hostel ,

n. Selkirk Mental Hospiltal

o. St. Agnes School

p. St. Bonlface Hospital

q. St. Joseph's Vocational

Sechool

r. Winnlipeg General Hospltal

s. Winnipeg Psychiatric Inst.

t. Other

u. Schools _

X. Not appllcable

y. Unknown

- . . ® - . o . - .

Professional status of referral
a. professional

b. lay (including self)

¢. a. and b.

x. not applicable

y. unknown

person making referral

self

psychiatrist
social worker
general practitioner
psychologist
school teacher
.-other professional
parents

relatives
friends/neighbours
priest/minister
other lay

. b. and h,

h. and 1.

not applicable
unknown

s = e .

CROBHERCEHEIRHDOO TP

16.

17.

18.

19.

20.

21.

IR HPTR OO0 OE

position of person making
referral, 1f professlonal

. chief admlnilistrator
. supervisor

staff member

other

not appllcable
unknown

A o e R o )

how referral was mgde

telephone

letter

personal contact
application form
other

a. and b.

b. and c.

b. and d.. .

a. & b. & d.

not applicable
unknown

. . .

agency recelving referral
same as for question 13.
person recelving referral

psychiatrist

social worker
general practlitioner
psychologist

other

a. & b. & d.

not applicable
uriknown

e . .

RO Q0 o

<

position of person receiving

referral

chief administrator
supervisor

staff member

other

not applicable
unknown

S HOALOOoE

intake procedure

a. personal Interview with
appointed intake worker

b. personal interview with
rotating intake worker

c. collateral person inter-
view with appolnted intake
worker




21.

22.

23.

24,
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d. collateral person interview 2U.
with rotating intake worker

e. a. and c. ,

f. b. and d.

g. dlrect admission without
interview

h. other

X. not applicable

y. unknown

results of intake 25,

a. no case made.

b. admission

¢. referral to other agency

d. out-patient service

e. placed on walting list for
admission

f. other

g. ¢c. and d.

X. not applicable

y

. unknown
form of assessment at intake 26.
a. label

b. cause
c. symptoms
d. comparison with other assess-
ment '
e. none made
. other
g. a. and c.
h. b. and ¢.
x. not applicable
y. unknown
. . 270
actual assessment at intake

a. schizophrenia
b. psychotic

~c¢. mental disorder with organic

base (retardation & brailn
damage )

epllepsy

personallty disorder
behavior disorder
thought disorder

family

drug related
description of behavior
no change

improved

controlled

deteriorated

SEHEHERCREDTR SO O

o. other
p. a and
qg. g. and J.

r. b. and c.

s. 1. and J.

t. ¢. and d.

u. d. and f.

Xx. not applicable
y. unknown

working assessment: form

label

cause -
symptom
comparison
~other

none made

a. and b.

a. and c.

not applicable
y. unknown

HOoORHHO QO TP

actual worklng assessment

a. - p. see question 24,
g. d. and f.

r. d. and jJ.

s. f. and
t. ¢. and
u. ¢. and
v. b. and
w. d. and
X. not applicable
y. unknown

ek 00

how working assessment was
arrived at

a. consultation & collaboration

b. case conference

¢. observation

d. testing (blological &
psychological)

e. history review

f. personal interview
h. ¢. and f. and

1. other

J. ¢. and

1. b. and f. and

X. not applicable

y. unknown




28.

29.

30.

31.

WHRITR MO Q0T
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person making working assess. 32.
a. psychiatrist
b. soclal worker
.¢. general practitioner
d. psychologist
e. other ‘
f. a. and d.
g. a. and b, and d.
X. not applicable
~y. unknown

length of assessment perlod

1 day

2-T7 days

8-14 days
15-21 days
22-28 days
29-60 days
61-90 days
other

not applicable
unknown

. . .

33.

subsequent service

treatment
referral
dlscharge
none gilven
other

a. and b.
a. and c. 35.
a. and b. and c.

a. and e.

b. and c.

not applicable

unknown

34,

WL TR MDA TR

length of treatment

day
days
month
months
months
year
years
years
other
not applicable
unknown

. .

36.

FoE SR, NS

CHR TR HOQO0 TP

nature of treatment

medication (including E.C.T.)

a.

b. therapeutlc counselling
¢. soclal rehabllltation
d. other

e. a. and b. and c.

f. a. and b.

g. a. and c.

h. b. and d.

1. a. and 4.

J. a. and b. and d.

k. b. and c.

X. not applicable

¥y . unknown

treatment setting

out-patient

a.
b. non-treatment in-patlent
c. treatment in-patient

d. other

e. a. and c.

f. a. and b.

X. not applicable

¥. Inknown

date of referral

a. year/month/day
X. not applicable
y. unknown

person making referral

a. psychiatrist

b. soclal worker

¢. general practitioner
d. psychologlst

e, other

f. a. and e.

x. not applicable

y. unknown

position of person making
referral

chief administrator
supervisor

staff member

other

not applicable
unknown

<KX QQOUTP
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38.

39.

ho.

4,

ho,
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how referral was made

. telephone

. letter

personal contact
. application form
. other

. a. and c.

not applicable
unknown

agency recelving referral
see question 13,
person recelving referral

. psychliatrist

. soclal worker
general practltioner
psychologlist

other

not applicable

. unknown '

<K OQOUTE

position of person recelving
referral

a. chief administrator
b. supervisor

¢. staff member

d. other

X. not applicable

y. unknown :

follow~-up to referral
a. no follow-up

b. telephone
¢c. letter :

b2,

43.

by,

45,

46 .

h7.

d. personal contact wilth client
e. personal contact with agency

f. other
X. not applicable
¥y . unknown

form of assessment at referral

label
cause
symptom
comparison
other

none made
a. and c.
a. and d.
a. and b.

H O 50 Q0T R

and c.

cont.

Js a. and c. and d.
X. not applicable.
y. unknown

actual assessment at referral

a.
r.
X.

y.

- q. see question 24,

g. and h, and j.
not applicable
unknown

date of discharge

a'
X.

v.

year/month/day
not appllcable
unknown

discharge to whom

[N eTNeRE o]

X.
y‘

self

parents (natural)
relatives

parents (substitute)
other

not applicable
unknown

form of assessment at discharge

a.
g.
h.
x.

y.

- f. see question 42.
a. and d.

a. and c. and d.

not applicable
unknown

actual assessment at discharge

.
.
.

SRR ODP

- p. see question 24.
d. and f.

d. and k.

¢. and m.

¢. and 1.

not applicable
unknown




- poazEs REPLY 7O
P.0. BOX 5800
LKIRK, MANITOBA

PROVINCE OF MANITOBA

DEPARTMENT OF HEALTH
DIVISION OF PSYCHIATRY
HOSPITAL FOR MENTAL DISEASES
SELKIRK, MANITOBA

First Letter

Address
City

Date

Dear H

We haVe contacted you with the hope of obtainihg your
cooperation 1n collecting information about psychiatric services
in Manitoba. We are conductlng a study‘which focuses on young
people recelving help from Selkirk Mental Hospital, with specific
Interest 1In the events leading up to thelr admission to the
hospltal.

This study wili be presented as our thesis for our Masters of
Soclal Work degree at the University of Manitoba. Selkirk Hospital
has granted us permission to conduct the study, and we are now asking
for your permission to include‘your child in it.

As part of the study we would like to interview you at your
convenlence. In addition, we would like to examine files énd Inter-
view workers or doctors 1n agencies that may have giveﬁ help to
your child before admittance to the hospital. We will be looking at

the type of service that was given, not your chilld's problem itself.
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In the 1nterest of all concerned, all information will be treated
as confidentlial, and will be used only for the purpose of the
study. |

We are very.concerned about the services avallable for young
people and'hope this study mlight enhance the quality of such
services. Your cooperation in returning this letter with the lower

portion completed would be greatly apprecilated.

Yours sincerely,

Please check and return in the enclosed envelope:

Yes No

1. I would like to have my chlld included in the study

2. I am prepared to participate in a personal interview

Signaturg




0ORESE REPLY TO ) ‘ . 165
P.O. BOX 8600
LKIRK. MANITOBA

PROVINCE OF MANITOBA

DEPARTMENT OF HEALTH
DIVISION OF PSYCHIATRY
HOSPITAL FOR MENTAL DISEASES
SELKIRK, MANITOBA .

Second Letter

Dear H

We have contacted you with the hope of obtaining your
cooperation in collecting informatlon about psychiatric services
in Manltoba. We are conducting a study which fbcuses on young
people receiving help from Selkirk Mental Hospital, with specific'
Interest 1n the events leading up to their édmission to the
hospital.

This study will be presented as our thesls for our Masters
of Social Work degree at the University of Manitoba. Selkirk
Hospital has granted us permission to conduct the study, and we
are now asking for your permission to include your child in it.

In collating data for our study we would like to examine files
and 1lnterview workers or doctors in agencles that may have gilven
help to your child before admittance to the hospital. We will be
looking at the type of service that was glven, not your child's
problem itself., 1In the Ilnterest of all concerned, all information
wlll be treated as confidential, and will be used only for the

purpose of the study.
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We are very concerned about the services avallable for young
people and hope this study might enhance the quality of such
services. Your cooperation 1n returning the enclosed form would

be greatly appreclated.

Yours sincerely,
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PLEASE SIGN AND RETURN IN THE ENCLOSED ENVELOPE AS SOON AS POSSIBLE

I would like to have my child

included In the study realizing that all information will be treated

in a ethical and confidential manner.

Signature:

Date:
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