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ABSTRACT

Programs targeted to their specific needs have enabled
many chronically mentally ill persons to be discharged from
institﬁfions to community placements assumed to offer
improved quality of life. Quality of life (QOL) generally
refers to the long-term sense of well-being and satisfaction
(contrasted with short-term moods) experienced by people
under their current life conditions. QOL can be viewed as
an important indicator of the effectiveness of an
individual’s treatment and, aggregated across patients as a
group, of the mental health system.

The intuitive appeal of QOL as a concept has not been
matched by definitional and measurement rigor. The Oregon
QOL theory was suggested as a means of improving the
usefulness of the concept by specifying the variables
thought to determine QOL for those with chronic psychiatric
illness. The variables predicted by the theory to determine
QOL are needs satisfaction, perceived opportunities to
satisfy needs, the individual’s abilities to meet their
needs, their satisfaction with their performances that were
intended to meet needs, and the performance requirements
associated with roles the patients must fill in order for
needs to be met.

Seven hypotheses testing the Oregon theory were
examined. Methodological issues such as differences between

various QOL measures and the effects of psychopathology
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and/or environmental conditions were also explored. Data
was collected primarily from patients and their caregivers.

Strong support was observed for a relationship between
greatef4needs satisfaction and the presence of opportunities
to meet needs with higher QOL. There was a weaker but still
significant relationship between both satisfaction with
performances intended to meet needs, and greater patient
abilities to deal with stress and concentration problems and
higher QOL. A greater degree of positive affect (but not
negative affect) was significantly correlated with higher
QOL.

Several relationships predicted by the Oregon theory
were not observed or only partly supported. Differences in
perception of needs between caregivers and patients did not
impact significantly on QOL except in matters of health and
external social integration. The effort required to satisfy
their needs was not related to patient’s QOL and a predicted
interaction between patient abilities and perceived degree
of effort required to meet needs was not found.

These results suggest the Oregon theory is useful in
its emphasis on needs satisfaction and the importance of
performance satisfaction, but that modifications are
necessary. Patient’s abilities in dealing with stress and
concentration difficulties are correlated with QOL only in
specific life domains, and patient’s perceptions of their

degree of effort (to meet needs) does not seem to be



correlated with their satisfaction with their performances
or‘their QOL. Thus it appears the theory requires
modification so as to make it more similar to adaptation
theorieé of QOL and to incorporate a more psychological
(rather than sociological) perspective of the determinants
of QOL.

Several issues that require further study are described
and recommendations made for future research. Suggestions
are also offered for changes to the current service delivery

system in view of the findings of this research.
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INTRODUCTION

The term "quality of life" was popularized by U.S.
President Lyndon Johnson’s use of the term in 1964 and has
since been employed as a goal for provision of mental health
services (Baker & Douglas, 1990; Bigelow, McFarland & Olson,
1991; Franklin, Simmons, Solovitz, Clemons, & Miller, 1986;
Goldman, Lehman, Morrissey, Newman, Frank & Steinwachs,
1990; Lehman, 1983a; Lehman, 1983b: Lehman, Ward, & Linn,
1982; Meltzer, Burnett, Bastani & Ramirez, 1990; New York
State Office of Mental Health, 1980; Simpson, Hyde &
Faragher, 1989; Tantam, 1988; Thapa & Rowland, 1989).
Unfortunately, there has not been agreement about the
definition and measurement of quality of life (Diener, 1984;
Franklin et al., 1986; Fabian, 1990; Lehman, 1988; New York
State Office of Mental Health, 1980).

Fabian (1990) describes quality of life as a
multidimensional measure of client change that has the
advantage of being holistic, and the disadvantages of
complexity and ambiguity with consequent measurement
difficulty. Perhaps these disadvantages have contributed to
the observation by Najman and Levine (1981), after reviewing
the research used to assess improvement in quality of life
as a result of medical intervention, that only lip service
has been given to demonstrating that quality of life is

improved as a result of a specific medical intervention.



These difficulties in operationalization have not
deterred others’ beliefs about the need to use quality of
life as an outcome measure. The National Institute of
Mental Health (NIMH) has addressed the difficulties usually
found in treating the chronically mentally ill and has
established guidelines for their model Community Support
Program. These NIMH guidelines suggest that quality of life
should be used as the critical outcome indicator for the
evaluation of the effectiveness of program interventions
with this population (Tessler & Goldman, 1982).

Considerable detail regarding definition will be
provided as the varying definitions applied to the term are
considered a barrier to its effective operationalization.
Briefly stated, however, the present research assessed
quality of life as the individual’s subjective estimation of
well-being measured both globally and by means of
estimations of satisfaction in ten life domains.

How can the validity of a person’s subjective report
about their satisfaction with their life be disputed? The
issues that can be addressed include whether the chronically
mentally ill reliably report their quality of life and
whether differences between their reports and other group’s
reports are such that it can be concluded that their reports
are likely biased by their psychiatric condition. If such

differences exist, what are they and what is their impact?



The particular model tested in this research states
that quality of life is predictable based upon our knowledge
of certain key classes of variables. The Oregon quality of
life theory (named after the state in which most of the
research on it has occurred) suggests that quality of life
results from the interaction of two sets of factors: the
satisfaction of needs through opportunities presented by the
social environment (Bigelow et al., 1991). Quality of life
is based upon the meeting of the individual’s needs through
mechanisms (for the meeting of those needs) made évailable
by a society that demands the performance of certain tasks.
The theory predicts, dependent upon exposure to classes of
variables, the quality of life experienced by the
chronically mentally ill living in community.

One measure of the usefulness of a quality of life
theory is its ability to predict quality of life given
knowledge of certain variables (Lehman, 1983a). In order to
test the predictive validity of the Oregon theory, data were
collected to test seven hypotheses (drawn from the theory)
predicting higher or lower quality of life dependent upon
the presence or absence of specified conditions.

The literature review addresses the quality of life
issue from several perspectives: definition and exploration
of the construct and, as well, the confusion caused by the

use of the term as both an independent and dependent
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variable. The review also defines the chronically mentally
ill population by describing their usual performance
deficits. Explanation is then offered as to why the use of
quality of life as a dependent variable seems particularly
relevant and important for this population. The last
section of the review develops the seven hypotheses to be
tested by the research by applying the Oregon quality of
life theory to the information previously presented about
the chronically mentally ill living in community.

Definition of Quality of Life

Although its theoretical and "common sense" appeal is
substantial, considerable confusion exists in the use of
quality of life as a dependent or outcome variable (Bigelow,
Brodsky, Stewart, & Olson, 1982; Diener, 1984; Franklin et
al., 1986; Fabian, 1990; Lehman, 1988; Lehman, 1983a; Lehman
et al., 1982; New York State Office of Mental Health, 1980).
Two factors, primarily, contribute to this confusion.

The first is a lack of consensus regarding the
influences and factors that determine quality of life, e.q.,
whether it is to be thought of as resulting from objective
life conditions such as employment status, and/or subjective
opinion about happiness or satisfaction, and/or a person-
environment "fit". Second, differences in how quality of
life is measured further confuse the issue of what it is,

e.g., differences in its use as a dependent variable. These



factors are not mutually exclusive. For example, the
absence of standardized measures causes difficulties in
formulating theory intended to clarify the factors causally
related to quality of life.

The need to develop a framework for the several types
of factors (social, affective, cognitive) that need to be
included as potential determinants of quality of life led
the NIMH to jointly convene a conference (with the New York
State Office of Mental Health) in order to clarify the
quality of life concept. The Oregon quality of life theory
was seiected by the conference participants as a framework
to guide and clarify research into quality of life of the
chronically mentally ill (New York State Office of Mental
Health, 1980).

Theoretical Positions

There has been an evolution of theory attempting to
explain quality of life of the chronically mentally ill
(Bigelow et al., 1991; Bigelow, Gareau and Young,.1990;
Franklin et al., 1986; Lehman, 1988; Lehman, 1983a). First
attempts at a theory of quality of life for the chronically
mentally ill relied heavily on objective measures, but these
did not correlate highly with global subjective perceptions
of quality of life (Lehman et al., 1982; Zautra & Goodhart,
1979). Within the past decade, there have been several

theoretical positions suggesting the variables thought most



likely to account for quality of life. A common theme is
their attempt to further define the psychological variables
and the relationships between them thought responsible for
quality of life.

The literature is dominated at this time by two
somewhat different theoretical approaches to the
determination of quality of life (Fabian, 1990). Both
approaches stress the role of personal characteristics,
objective life indicators, and perceptions of satisfaction
in specific domains. However, these approaches differ on
the emphasis placed on environmental opportunities and the
individual’s ability to capitalize on those opportunities.
Lehman’s Quality of Life Theory

Lehman (1983a) posits that quality of life is a
subjective experience comprised of three classes of
variables: personal characteristics, objective indicators in
life domains, and subjective indicators in life domains.
The heart of Lehman’s position is that quality of 1life
occurs as a function of the individual’s comparison of
objective conditions with an internal standard which forms
the basis for consequent evaluation (Lehman, 1983a). Thus
quality of life is a composite of individually defined and
determined personal characteristics, the conditions or
situations the person faces, and, his or her subjective

evaluation of these conditions. Figure 1 illustrates
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Figqure 1. A. F. Lehman’s Quality of Life Model.




Lehman’s theoretical position.

There is a role for environmental "fit" between the
person and the environment but it is a fairly static model
that suggests the person’s characteristics are most likely
to play the predominant role in their determination of the
degree of satisfaction they feel in their lives. This
contrasts with a more interactive model as expressed in the
work of Franklin and his colleagues (1986), and, as well,
the Oregon quality of life theory position.

Fabian (1990) assesses the theoreticai position taken
by Lehman (1983a) and characterizes its research focus as
"gap discrepancy" in nature. That is, those conducting this
type of quality of life research seem most interested in
finding out if there are specific differences associated
with certain populations (in this case, the chronically
mentally ill) that make their assessment of quality of life
different than other groups’ assessments and/or what would
be expected by common sense analysis.

Details of Lehman’s work are extensively reported in
the literature review that follows. Fabian’s (1990)
labelling of it as "gap discrepancy" in focus, however,
indicates she believes Lehman has been impressive in
detailing the objective and subjective factors that impact
upon quality of life but he has not extensively detailed the

personal characteristics of the chronically mentally ill



individual, other than psychopathology, that influence

quality of life. Other theorists have concentrated more

(than Lehman has) on personal characteristics such as

abilities to perform role-required tasks (Bigelow et al.,

1991), or adaptability to the environment (Franklin et al.,

1986).

Three bodies of literature have been relied upon to
explain these "gap-discrepancy" observations (Fabian, 1990).
1. Adaptation theory describes the process by which an

individual’s internal standard of evaluation will move

up or down in response to changes in conditions or
environments. This view suggests that for the
chronically mentally ill the adaptation process
involves a lowering of'the person’s standards so that
aspirations, expectation, and values are evaluated and
modified in order to be in congruence with what is
judged possible given the person’s limitations.

2. A "person-environment fit" model suggests that life
satisfaction relies on the goodness of fit between the
characteristics of the person and the properties of the
environment. While people live in an objectively
defined environment they perceive a subjectively
defined environment and it is to the psychological life
space they respond.

3. A third group of theories proposed to explain the gap
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between actual and perceived conditions are social
jddgement theories which feature an external rather
than an internal frame of comparison. This position is
felt by Fabian to likely explain the relatively high
levels of satisfaction expressed by the chronically
mentally ill that participate in community
rehabilitation programs, despite their relative
poverty, problems with health, difficulties with
family, lack of support systems, and other ills.

In conclusion, Lehman’s position represents an approach
that has focused extensively on the impact on quality of
life of objective indicators in domains (such as poverty)
and the subjective impressions of well-being of patients
regarding those domains. The exploration of patient
personal characteristics that may impact quality of life
have primarily focused on the effects of psychopathology.
Franklin’s Model of Quality of Life

The model suggested by Franklin et al. (1986) has
quality of life comprised of objective indicators of life
circumstances, satisfaction with these circumstances, and
the individual’s adaptation to them. Adaptation results
from a process of perception and evaluation of the
individual’s fit with his/her environment. It also involves
his/her evaluation of those circumstances against his/her

expectations (Baker & Intagliata, 1982; Franklin et al.,
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1986). Adaptation is operationalized in terms of
performance of activities of daily living, self-esteem, and
affect. Franklin et al. suggest adaptation is likely to lag
behind perception of satisfaction regarding specific issues
(as might be determined from domain-specific quality of life
ratings) and this would lead to a highly correlated but
temporally caused gap in the relationship between the two
ratings (adaptation and domain-specific) of quality of life.

Franklin et al. (1986) report strong correlations
between satisfaction and adaptation. However, one quarter
of their sample could not be correctly classified as regards
their adaptation scores when their satisfaction scores were
known. They suggest a lag between adaptation and
satisfaction with satisfaction being more temporally in tune
with current circumstances. There has not, however, to my
knowledge, been a test of this position.
Oregon Quality of Life Theory

Bigelow has over the past 15 years developed a
theoretical position as regards quality of life - the Oregon
quality of life theory - and a questionnaire intended to
measure quality of life (Bigelow, McFarland, Garreau &
Young, 1991; Bigelow et al., 1990; Bigelow et al., 1982).

The Oregon theory is based largely on need satisfaction
and role performance.

Quality of life, as we view it, comes out of a social
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contract - fulfilment of needs in exchange for meeting
of demands which society places upon its members.

Needs are fulfilled through opportunities presented by
the social environment. Demands are met through the
exercise of basic psychological abilities = cognition,
affect, perception, and motor. For example, a work role
demands concentration and stress tolerance while it
provides opportunities for meeting self-esteem, social
affiliation, and basic needs. Abilities compromised by
mental illness deprive a person of the satisfaction of
his or her needs due to impairment of the person’s
participation in the normal opportunity structure.
Mental health services address that deprivation by
moderating social demands (advocacy), supplementing
opportunities (brokerage and sheltered work) and
restoring abilities (rehabilitation and medication)
(Bigelow et al., pp. 44-45).

Figure 2 depicts the theorized determinants of quality

of life, namely (a) an individual’s perceptions of his or

her needs, (b) the opportunities through which these needs

can be satisfied, (c) the performance requirements

associated with opportunities for needs satisfaction, and

(d) the abilities of an individual to successfully perform

the behaviours expected of him or her.

According to the committee advocating the theory, needs
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can be defined in several ways (New York State Office of
Mental ﬁealth, 1980). These include (a) Maslow’s (1954)
well-known hierarchy, (b) other researchers’ formulations,
and (c) a dictionary definition of need as the lack of
something requisite, desirable, or useful (Webster, 1971).
However, according to the committee, the definition employed
is of less consequence than is anchoring quality of life to
individually-perceived needs. Thus, the theory argues that
quality of life is based primarily on subjective estimations
of need.

The theory states that quality of life is affected both
by the adequacy or success of an individual’s performance in
pursuit of needs satisfaction and by the degree of needs
satisfaction that results from this pursuit. An exchange
process (with the environment that contains needed
resources) occurs in which each individual performs certain
behaviours, according to his or her abilities, in order to
take advantage of opportunities for needs satisfaction.
These opportunities are present in the environment and are,
to varying degrees, idiosyncratic to the situation. "To the
extent that adequate satisfaction (of needs) and (adequate)
performance are achieved, the individual is adjusted to his
environment and enjoys a good quality of life" (New York
State Office of Mental Health, 1980, p. 25).

According to the theory, the behaviours required in



15
order for needs to be satisfied form a continuum. One end
of this continuum is anchored by direct access to resources
necessary for needs satisfaction, while the other end is
anchored by indirect access to resources. Direct access
refers to situations in which the need for adequate
performance by an individual of role-governed behaviours is
minimal (but not absent). For example, receiving social
assistance and using some of this money to purchase
groceries does not require adequate performance of complex,
role-governed behaviours. On the other hand, indirect
access requires adequate performance by the individual of
role-governed behaviours as a precondition to gaining
resources. For example, earning money for groceries through
competitive employment requires adequate performance of
fairly complex, role-governed behaviours. The theory argues
that the degree of adequacy of an individual’s performance
will be judged by the individual and/or significant others
who control access to resources.

The theory also suggests that, beyond needs
satisfaction as an outcome, the process by which needs are
satisfied influences an individual’s subjective quality of
life. The greater the extent to which needs are met
contingent upon successful performance of role-governed
behaviours, the higher will be an individual’s quality of

life. Conversely, noncontingent needs satisfaction (i.e.,
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as a result of the independent efforts of others) is less
conducive to high quality of life.

The theory distinguishes two factors that interact to
determine the adequacy of an individual’s performance (i.e.,
his or her competency). The first factor consists of
cognitive, emotional, and behavioral abilities (e.g.,
psychopathology, degrees of positive and negative affect,
ability to cope with stress, ability to concentrate). The
second factor consists of the complexity and/or rigidity of
the role requirements which the individual must meet. The
more complex and/or rigid the role requirements, the more
difficulty an individual will have in attempting to perform
adequately. In addition, some behaviours may be required
for competent role performance, others may be forbidden, and
still others may be irrelevant. Obviously, to perform
adequately, an individual must correctly understand and obey
these distinctions.

In summary, the Oregon quality of life theory holds
that, by successfully meeting role-governed performance
requirements, an individual gains access to resources, which
can then be used to meet needs and that, through this
process, achieve a higher quality of life. The theory is
potentially more precise than other explanations of quality
of life of the chronically mentally ill in that it predicts

the kinds of personal characteristics and environmental
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demands that impact members of the group’s quality of life.
Other Approaches

It is beyond the scope of this review to
comprehensively review the approach taken to quality of life
by those interested in the aging process. However, a brief
glimpse into this research may be instructive as it
demonstrates the complexity of the construct and provides an
overview of an important quality of life research area.

Liang (1985) indicates that subjective or psychological
well-being is affectively determined but also includes a
cognitive assessment by the individual. His review of the
research describes the perspective of those primarily
interested in the effects of the aging process as regards
life satisfaction.

Researchers dealing with issues of gerontology describe
the components of well-being as consisting of congruence,
happiness, negative and positive affect (Liang, 1985).
Congruence represents the individual’s assessment of present
life condition compared to their expectations. Happiness,
according to Liang, "... is the long-term positive affective
state or a cognitive assessment of positive affect" (P.
552) . He describes positive and negative affect states as
transitory and hon—cognitive with negative affect states
consisting of anxiety, depression, worry and other negative

emotive states.
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This brief description demonstrates the diverse
attempts at explaining the factors thought by various
researchers to be important as the determinants of quality
of life. Theories have become increasingly inclusive of
personal characteristics, the objective indicators the
person is exposed to, and person-environment interactions.
Terms are still often used interchangeably when different
meanings may be attached and the research background of the
researcher influences the research approach.

Quality of Life as a Dependent Variable

Confusion in understanding the construct is related to
its measurement as well as to a lack of theoretical clarity.
In order to understand other researcher’s results and the
rationale for the methodology employed in this study it is
necessary to briefly review how quality of life has been
assessed and the limitations of these means of assessment.
Two measurement approaches have been taken: the objective or
social indicators approach, and the subjective assessment of
quality of life.
Objective Indicators of Quality of Life

Quality of life was first assessed by measuring
"objective" variables (e.g., crime rates, health indices,
per capita income) (Zautra & Goodhart, 1979). These
variables were taken as indicators of the quality of life of

individuals living under specific circumstances (Diener,
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1984; Lier, 1976; New York State Office of Mental Health,
1980; Zautra & Reich, 1983). The categories of variables
(e.g., income) represent clusters of resources or conditions
presumed to directly affect the quality of life of those
upon whom they impact (New York State Office of Mental
Health, 1980).

Diener (1984) reviewed the large literature dealing
with the impact of various social-demographic and
environmental circumstances on reported well-being. He
concluded that a slight but statistically significant
positive relationship exists between income level and
subjective well-being and happiness, even when potentially
confounding factors (e.g., age, sex, education) are
controlled. Data from longitudinal studies suggests that
increasing wealth (in absolute terms) does not translate
directly into increased happiness. He concluded then that
income plays a small but significant role in subjective
well-being and quality of life but that "wealth" is
primarily dependent upon individual interpretation.

The relationship of age, gender, race, education,
mérital status, social contact, and frequency of positive
and negative life events to quality of life were also
reviewed by Diener (1984). He believes the relationships
between these variables and quality of life for non-disabled

populations are weak and probably depend upon a person’s
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interpretation of the variable (i.e., its subjective
meaning) .

Consistent with other investigators, Campbell,
Converse, and Rodgers (1976) reported that unemployment,
marital breakdown, and crime were significant indicators of
quality of life for average Americans. However, these
variables accounted for only about 15% of the variance.
Their data indicate that employment has a particularly
important positive relationship with quality of life for
both men and women, even across ages and with amount of
income controlled.

In conclusion, statistically significant relationships
exist between some objective conditions and quality of 1life,
but they do not account for much of the variance in quality
of life ratings. Although significant, the correlations
obtained are weak in absolute terms (usually not greater
than .20 and often much less). As a result, the impact of
objective conditions on quality of life is viewed as
indirect and less powerful than the impact of subjective
conditions.

Subjective Measurement of Quality of Life

The subjective approach to defining and measuring
quality of life has become increasingly prominent (Diener,
1984; Gill, 1984; Fabian, 1990). Subjective well-being can

be operationally defined in any of a number of ways but the
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common element for these alternative definitions is that
"... théy deal with individuals’ perceptions of the quality
of their lives and they address the phenomenological |
experience of life under social conditions presumably
described by social indicators" (New York State Office of
Mental Health, 1980, p. 8).

Happiness and satisfaction are prominent examples of
subjective or psychological indicators of quality of life.
Three types of measures have been characteristically used to
assess the subjective perception of well-being: a global
measure of happiness, well-being, or satisfaction; opinion
questions regarding satisfaction and happiness addressed to
specific life domains (such as family, work, health, and
education); and measures of positive and negative affect
(Diener, 1984).

Satisfaction with life domains (more specific but still
subjective measures) were added to global measures of
quality of life. These measures proved to be (a) more
stable across time than objective measures, (b) moderately
correlated with global subjective measures, and (c)
moderately correlated with each other, (Franklin et al.,
1986). The domains usually assessed represent those factors
thought most salient to the everyday concerns and
experiences of their particular sample (Table 1). The

multiplicity of categories is a strong point in that
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questions can be made specific (and hopefully, more
relevant) for the group assessed, and a weak point in that
standardization and subsequent comparisons are made more
difficult.

Diener noted that subjective assessments of
satisfaction in specific life domains tend to be highly
correlated with global satisfaction. He suggests two
possible reasons: the two measures may share method
variance, which inflates the correlation because they are
both assessing the same but not necessarily the intended
construct; or " ... the subjective judgments appear closer
in the causal chain to SWB [subjective well-being] because
objective conditions will usually be mediated by subjective
processes" (1984, p. 552).

The correlations between the two types of measures are
high but enough differences exist to warrant a conclusion
that something different is being measured by each. Since
it cannot be determined that one measure (global or domain-
specific) is the more accurate measure of quality of life
both need to be used.

Assessment of subjective well-being became intertwined
with the determination of positive and negative affect with
the work of Bradburn (1969). The hope was that assessment
of positive and negative affect would lead to the ability to

predict an individual’s ratings of happiness.
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Diener reviewed the literature regarding the
indepeﬁdence of positive and‘negative affect. He concluded
that support for the independence of the two affects is
strong, and that the existence of the two affects has been
confirmed with measures and methodologies other than those
of Bradburn (1969). Diener pointed out that " . . .
although the affect scales are virtually uncorrelated with
each other, they each showed independent and incremental
correlations with a global well-being item" (1984, p. 547).
Thus it seems clear that positive and negative affect exist
as separate entities and have separate relationships with
happiness and satisfaction.

Staats (1987) researched hope as a subjective concept
combining cognitive and affective dimensions. She argued
that hope can be viewed as a psychological indicator of
quality of life that taps cognition in the form of
expectation of future events. Moreover, it has an affective
component. Staats derived an Expected Balance Scale from
Bradburn’s (1969) Affect Balance Scale by changing the tense
of the directions ("... in the next few weeks to what extent
do you expect..."). The Expected Balance Scale was used to
assess the sample’s expectations while the Affect Balance
Scale was used to assess their happiness. Both
correlational and factor analyses supported the conclusion

that hope and happiness (as measured by the Expected Balance



26
Scale and the Affect Balance Scale, respectively) share
about 20% common variance.

Gutek, Allen, Tyler, Lau and Marchrzak (1983) explored
three possible cognitive determinants of quality of life in
a non-disabled population. They reported that individual
aspirations, degree of internality (i.e., a belief in
control of issues causing satisfaction or dissatisfaction),
and the results of comparisons with others assisted the
prediction of the degree of life satisfaction of 417
participants in their study.

Quality of Life Assessment: Chronic Mental Patients

Lehman (1988) indicates the "Community Support
Programs" initiative (by NIMH) stimulated states in the U.S.
to improve service fecipients’ quality of life. Research
teams in Oregon (lead by Bigelow) and New York (Baker et
al., 1982) worked to operationalize the notion of quality of
life within the context of the Community Support Program.

The Oregon Quality of Life Questionnaire focused on
role functions and included items on satisfaction and actual
performance in four areas: personal adjustment,
interpersonal adjustment, adjustment to productivity, and
civic adjustment. It is a 263 item questionnaire that
assesses satisfaction and performance in 14 domains.

The New York study group developed a Satisfaction with

Life Domains Scale to assess CSP clients life satisfaction
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with various areas of their lives by asking for ratings in
15 domains. Baker and Intagliata (1984) reported on a 21-
item Life Satisfaction Profile which dealt with basic needs,
advice, special affiliation, autonomy, personal
accomplishment, religion and general affiliation.

Lehman’s conclusion as regards the validity and
reliability of these scales was: "..., no single QOL measure
emerged as definitive and the researchers involved in this
work urged more extensive research into the development of
adequate and relevant measures of QOL" (1988, p. 52). This
view undoubtedly led him to devise and use his own
questionnaire. His instrument assumes that varied data
collection leads to a richness of interpretation not now
possible through the use of instruments that attempt to very
narrowly focus their data collection.

Lehman’s quality of life questionnaire is based on his
theoretical model and therefore assesses a great many
personal characteristics of the individual (social,
demographic, historical), objective QOL indicators in life
domains, and subjective QOL indicators in ten life domains.
These variables are all assumed to potentially contribute to
subjective well-being.

Table 2 summarizes several of the approaches taken to
assessment of quality of life as a dependent variable by

various researchers.
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General Conclusions: QOL Assessment

Several conclusions can be drawn from this review of the

literature:

1)

2)

3)

Although quality of life is intuitively appealing as a
outcome criterion in mental health interventions, it is
beset by definitional and operational problems. This
results in use of a number of ill-defined concepts and
in a confusing array of approaches to the measurement
of quality of life.

Two different measurement strategies are well
represented in the quality of life literature, namely
social or objective indicators (e.g., unemployment
rates) and psychological or subjective indicators
(e.g., life satisfaction). The latter approach is
further divided into global and domain-specific
measures of satisfaction with life, the determination
of affect, and various cognitive assessments.
Objective or social indicators may point out
circumstances that indirectly facilitate or attenuate
quality of life, but individual cognition and feelings
directly affect satisfaction with life and global
perceptions of psychological well-being. Social
variables have a statistically significant but,
nevertheless, weak effect on self-reported quality of

life.



4)

5)

6)

7)

30
While there is considerable overlap between global and
domain-specific measures, some differences exist, and
thus both measures are necessary in order not to lose
information.
Several psychological factors have been shown to exert
a significant influence on quality of life. At the
affective level both positive and negative affect have
been demonstrated. While these dimensions tend to be
separate, there may be some bidirectional influence.
Cognitive determinants of quality of life include
aspirations, comparisons with others, and perception of
the degree of self-control over the environment.
An increasing awareness of environmental demands made
on the chronically mentally ill is represented in
several theoretical positions that include as variables
either the "fit" of the person to his or her
environment as a factor influencing quality of life or
the "adaptation" of the person to his/her environment.
The research on quality of life has been tied to
specific populations, e.g., "average" Americans,
blacks, unemployed people, the aging. This trend to
population specificity is carried forward in the Oregon
quality of life theory. This theory has been developed
with the needs and limitations of the chronically

mentally ill in mind (Bigelow et al., 1991; Franklin et
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al., 1986; New York State Office of Mental Health,
1980) .

Description: Chronically Mentally Ill Population
Definition

Attempts to define the chronically mentally ill have
traditionally followed a medical model and used diagnosis as
the primary criterion (Kearns, Taylor & Dear, 1987; Stein &
Test, 1977; Tessler & Goldman, 1982; Toews & Barnes, 1982).
However, both the validity and reliability of this criterion
have been severely criticized (Stein & Test, 1977; Tessler &
Goldman, 1982). This view, therefore, has been replaced by
a multi-axial identification of the population that recog-
nizes many factors as contributing to long-term psychiatric
disability (e.g., signs and symptoms of illness, skill or
coping level, inappropriate treatment options, and financial
and/or employment disadvantage).

Three basic criteria must be met for chronicity to be
established; diagnosis, duration, and disability (Bachrach,
1988; Tessler & Goldman, 1982). This approach is reflected
in the definition used by the NIMH:

The chronically mentally ill encompasses persons

who suffer certain mental or emotional disorders

(organic brain syndrome, schizophrenia, recurrent

depressive and manic-depressive disorders, and

paranoid and other psychoses, plus other disorders

that may become chronic) that erode or prevent the

development of their functional capacities in

relation to three or more primary aspects of daily

life--personal hygiene and self-care,
self-direction, interpersonal relationships,
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social transactions, learning, and recreation--and
that erode or prevent the development of their
economic self-sufficiency.

Most such individuals have required institutional
care of extended duration, including intermediate-
term hospitalization (90 days to 365 days in a
single year), long-term hospitalization (one year
or longer in the preceding five years), or nursing
home placement because of a diagnosed mental
condition or a diagnosis of senility without
psychosis. Some such individuals have required
short-term hospitalization (less than 90 days) ;
others have received treatment from a medical or
mental health professional solely on an outpatient
basis or, despite their needs, have received no
treatment in the professional service system.

Thus included in the target population are persons
who are or were formerly residents of institutions
(public and private psychiatric hospitals and
nursing homes) and persons who are at high risk of
institutionalization because of persistent mental
disability (Tessler & Goldman, 1982, p. 5).

The comprehensive nature of the NIMH definition is
intended to standardize entry criteria for the NIMH
Community Support Program and to increase the likelihood of
population homogeneity. Research attempting to define
factors relevant to the chronically mentally ill should
utilize this definition in sample selection to improve the
likelihood of generalization of results. Its use would also
decrease a bias towards only assessing those individuals
with a history of hospitalization (Bachrach, 1988).

Characteristics and Functional Difficulties

A number of descriptive characteristics of the

chronically mentally ill are reported by Tessler and Goldman

(1982), who surveyed 18 U.S. programs. Their results are
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consistent with those of other researchers (Goldman,
Gattozzi & Taube, 1981; Harding, Brooks, Strauss & Breir,
1987; Lamb, 1976; Lamb & Goertzel, 1977; Stein & Test, 1977)
and have the advantage of being based on a large (N = 1471),
geographically representative sample. It should be noted,
however, their sample represents those individuals served by
some of the more intensive and comprehensive programs
available. Their data are excerpted and presented in
tabular form.

Table 3 summarizes social-demographic, program entry,
and clinical data. The percentage reported as employed
(25.9%) includes those working in sheltered workshops (the
employer of the majority of those listed as employed). This
low percentage helps to explain the low median monthly
income ($325). Most (68.9%) of those in the sample have a
primary diagnosis of schizophrenia, with first psychiatric
contact at age 24.

Ninety-two percent of the sample had been hospitalized
at least once in a psychiatric hospital, with a mean of 4.3
hospitalizations per patient. Approximately one-quarter of
the 1471 patients sampled had hospital stays of more than 10
years. About 32% lived with their families as dependents

and 40% lived in their own homes.



Table 3

Characteristics of Chronic Patients Living in Community

Scope of the BSample
Number of sites participating

Number of clients
Eligible
Sampled

Number of participating case managers
Entry Information

Referrals
Public hospitals
Community mental health centers
Outpatient services
Other human services

Social-demographic Information

Sex
Males
Females

Marital status
Married
Never married
Divorced

High school graduates

Employed

Living arrangements
Private home or apartment
Family home or foster care
Board and care

Median monthly income

18
4288
1471

248

34.8%
13.5%
12.8%
11.4%

47.0%
53.0%

14.6%
56.0%
20.9%
33.0%
25.9%
40.4%
10.3%
12.6%

$325.00



Table 3 (continued)
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Clinical History
Median age at first psychiatric contact

Hospitalizations per client
Mean
Median

Hospitalized in past five years

Primary diagnoses
Schizophrenia
Depressive and affective disorders
Other nonpsychotic disorders
Organic brain syndrome

Current Functioning

Somatic difficulties
Obesity or undernourishment
Medication side effects
Impaired motor control
Heart/circulatory problems

Victimized in violent or property crimes
Unduplicated count in past month
Unduplicated count in past six months

Global ratings of functioning by case managers
Moderate
Severe

36.0%

68.9%
12.1%
6.6%
4.6%

Note. From The Chronically Mentally T1ll: Assessing Community

Support Programs by R. C. Tessler and H. H. Goldman, 1982,

Cambridge, Mass.: Ballinger.
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Examination of the data presented in Table 3 suggests
that the sample is economically poor and has experienced
frequent and/or continual hospitalization due to psychiatric
disability.

Supporting the idea that those reported upon by Tessler
and Goldman (1982) varied from typical chronically mentally
ill patients is the former group’s 36% five year re-
hospitalization rate. This is approximately one-half of the
expected rate (Anthony, Cohen, & Vitalo, 1978) . This
dramatic difference in re-hospitalization rates may be seen
to result from the model program status of many of the
facilities that Tessler and Goldman report upon.

Members of the group’s current level of instrumental
functioning, as assessed by their case managers, is reported
in Table 4. Problems were encountered most often in
transportation, managing money, medication compliance,
preparing/obtaining meals, and securing support services.
Many appear to have difficulties with those activities
involving changes of routine and social interactions.

The psychiatric difficulties experienced by those
sampled most frequently involved passive, withdrawn
behaviour rather than active symptomatology. While they
were usually controlled, thought and anxiety disorders did
exist and required regular professional monitoring. Most

patients did not currently have behavioral problems and only
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in three categories were more than 20% of the sample rated
as experiencing difficulty: causing complaints from the
household by engaging in bizarre behaviour, having trouble
at work or school, and abuse of alcohol or drugs.

Table 5 summarizes the types and amounts of social
activities by patients as reported by Tessler and Goldman
(1982). Almost 49% never engaged in recreational activities
alone outside their residence, and 26% never engaged in
recreational activities with others outside their residence.
Sixty-eight percent said they never attend community
meetings and 17% reported they do not participate in any
scheduled daytime activity.

Hull, Keats, and Thompson (1984) studied a sample of
Manitoba’s deinstitutionalized population, with results
similar to those reported by Tessler and Goldman (1982).

Taken as a whole, these studies confirm the economic
dependency, social isolation, deficits in self-maintenance
skills, and poor community re-integration abilities that
characterize the chronically mentally ill. It seems clear
most lead lonely lives with few friends and little work or
recreational activity.

Advantages of QOL Measures for Chronically Mentally I11

There are a number of advantages to employment of

quality of life measures with a group as disadvantaged as
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the chronically mentally ill. Baker and Intagliata (1982);

Franklin et al. (1986); Goldman et al. (1990); Lehman

(1988); Lehman (1983a); Lehman and Linn (1984); Lehman,

Possidente, and Hawker (1986); Lehman et al. (1982); and

Tessler and Goldman (1982) have commented upon the

importance of quality of life measures for the chronically

mentally ill:

1)

2)

3)

Chronic mental patients rarely achieve normal
functioning. Instead, they require long-term follow-up
to improve their coping and survival skills. Using
quality of life measures places less emphasis on a cure
and more emphasis on interventions to improve the
patient’s life.

Chronic patients require complex programs to help them
stay in the community and achieve some measure of
community reintegration. These programs require a
multi-dimensional variable such as quality of life to
assess not just discrete outcomes (e.g., days of
hospitalization), but also the "synergistic interaction
of a number of smaller, less powerful outcome
variables" (Baker and Intagliata, 1982, p. 70).

There appears to be a movement away from a narrowv,
fragmented definition of health as the absence of
illness and toward a more holistic view that is

captured by the concept of quality of life.



4)

5)

6)
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Quality of life can be a relatively objective measure
of the individual’s adjustment when that adjustment is
heavily influenced by the interaction of patient
abilities and environmental opportunities. Franklin et
al. (1986) have noted that clinicians must discover
which factors contribute most to the chronically
mentally ill’s quality of life. <Clinicians must then
choose their interventions strategically, given their
knowledge of what factors are most amenable to change.
Data gathered over the past twenty years has
demonstrated the need for a direct measure of the
effectiveness of mental health interventions with the
chronically mentally ill, who are at high risk of
social isolation and exploitation within the community
(Lamb & Goertzel, 1971; Test & Stein, 1976; Toews &
Barnes, 1982), as well as being at high risk of
re-hospitalization (Anthony et al., 1978; Paul & Lentz,
1977; Test & Stein, 1976).
Publicly-funded programs have to prove their efficacy
both to their funders and to the public. A measure of
quality of life applied to the chronically mentally ill
living in community could document face-valid
improvement and, thereby, justify expensive but needed
treatment programs.

Re-hospitalization rates have been a traditional
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measure of program effectiveness, but are influenced by
factors other than those directly associated with a specific
intervention: hospital admission and discharge policies,
differences in definitions of admission and discharge,
availability of alternative resources, and wishes of the
patient’s family (Anthony et al., 1978; Erickson, 1975).
Therefore, a more direct indication of program effectiveness
(than re-hospitalization rates alone) is needed.

Measurement of the chronic patient’s quality of life would
be useful in determining whether community-based treatment
results in tangible benefits to those exposed to community-
based interventions (Bigelow et al., 1991).

Quality of Life Studies: Chronically Mentally Ill

Reflective of Fabian’s (1990) comments regarding the
approaches taken by investigators, it should be noted that
theoretical tests of the various theories are limited at
this time to explorations of whether certain variables seem
to be related to quality of life. I could find no studies
that tested specific theoretical positions as regards the
prediction of quality of life of the chronically mentally
ill. There are a greater number of studies now appearing
that assess quality of life as an outcome measure.

Thapa and Rowland (1989) assessed the quality of life
in nine life domains (living arrangements, family and social

relations, leisure, work, law and safety, health, finances,
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religion, sense of hope and purpose) of 31 chronic mental
patients living in community placements. Patients were
asked to indicate the degree to which each domain
contributed to the overall satisfaction and happiness they
experienced. Caregivers and patients were asked to indicate
the three most and three least important contributors to
patient’s experience of satisfaction and happiness.

Statistically significant differences (with patient’s
ratings higher than staff’s) between patient’s and staff'’s
ratings were found in the areas of leisure, law and safety,
and health. Patients emphasized good physical health and
the physical living situation as important contributors to
quality of life while staff emphasized emotional well-being
as crucial to a satisfactory quality of life. For both
groups, family and social relations were significant
contributors to achieving well-being, and great importance
was placed on experiential factors (Thapa & Rowland, 1989).

Several studies have fairly recently used quality of
life as an outcome indicator and also explored the impact of
psychopathology on the measures of quality of life used.
Meltzer et al. (1990) administered clozapine, an
antipsychotic medication, to treat "treatment-resistant"
schizophrenic patients. Subjective measures of quality of
life were obtained in areas regarding intrapsychic

functioning; interpersonal relations; instrumental role
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functioning; and, ability to use common objects and
activities. The authors reported that psychopathology had a
moderate effect on the quality of life ratings and also
found quality of life to have improved significantly six
months after beginning of treatment.

Pinkney, Gerber and Lafave (1991) interviewed 55
persons discharged a year earlier from Brockville
Psychiatric Hospital. A quality of life scale similar to
Lehman’s scales was used to assess satisfaction with life.
Unlike results of U.S. studies, only three people in their
sample were dissatisfied with their housing. Informants
reported that all those in the sample had made an excellent
or fair adjustment to their place of residence. More help
was reported as needed by the clients in the areas of
interpersonal skills and employment. Homelessness and crime
were not problems in their sample of discharged patients.

Simpson et al. (1989) also used Lehman’s scales to
assess quality of life (psychopathology was also assessed)
of three groups of chronically mentally ill individuals: 11
in an acute ward; 10 residents in a hostel ward; and 13 out
of 19 from a group home. They found quality of life to be
better in group homes, with higher levels of general well-
being, subjective satisfaction with living situation and
total social contact, better finances and greater comfort.

Psychopathology impacted ratings of subjective health,
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social relations, as well as social contacts outside of the
facilify for those who were most ill. Other effects of
psychopathology were very limited.

Bigelow et al. (1991) as well as Johnson (1991) have
used quality of life measures as a means of addressing the
systemic effectiveness of the mental health system in Oregon
and Sweden/United States, respectively. Bigelow et al.
(1991) compared quality of life ratings for those in an
intensive community-based program as opposed to those served
by the traditional system. Several domains demonstrated
statistically significant differences in favor of the
experimental program but in 6 of the 15 domains assessed
there were no statistically significant differences.

Several additional studies of quality of life of the
chronically mentally ill have: a) sought information as to
whether the chronically mentally ill can reliably and
validly report their quality of life by means of responding
to subjective well-being questions; b) attempted to
determine whether objective conditions (levels of education,
place of residence, etc.) influence more or less (than with
other populations) the ratings of quality of life of members
of this population; and, c) whether affective and cognitive
factors previously associated with quality of life for
normal populations have the same importance for the

chronically mentally ill.
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Segal and Aviram

This early (1978) study investigated the quality of
life, as defined by external and internal (to the facility)
social integration, of nearly 500 chronic patients living in
community-based sheltered care in California. Sheltered
care facilities consisted of family care homes, halfway
houses, and board and care facilities. Both patients and
facility operators were interviewed in depth. External
integration was measured using a 44-item scale assessing the
degree to which a chronically mentally ill person: is
present in the community; has access to places, services,
and social contacts; participates in social activities;
engages in income-producing work; and controls his or her
consumption of goods and services. Internal integration was
measured by a 28-item scale assessing the degree to which
the person participates responsibly in the sheltered care
facility and is helped to be more independent by the
operator.

Segal and Aviram (1978) assessed residents’ social-
demographic characteristics and psychopathology, community
reactions towards residents, and residents’ life
satisfaction as possible influences on residents’ social
integration. 1In turn, social integration was viewed as an
important determinant of residents’ satisfaction with their

living situation. This research then assumed social
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integration to be both causative of satisfaction with living
situation, and as well an index of quality of life.

Segal and Aviram (1978) reported that psychopathology
was not a major constraint on the social integration of most
residents. It was an overwhelming constraint for only a
very small percentage (8%) who were too anxious or agitated
to interview. Residents with lesser but still significant
pathology had more difficulty with external integration than
with internal integration. Higher levels of pathology most
adversely affected access to and participation in
friendships, but this same result did not occur regarding
family relationships.

The relationship between satisfaction with living
environment and social integration was also investigated.
Segal and Aviram (1978) found that residents’ satisfaction
with their living environment was positively associated with
social integration. The question then addressed was whether
psychopathology was associated with resident’s assessment of
their living environment. This proved to be the case. The
higher the level of psychological disturbance and the lower
the feelings of obligation to the operator, the more
negative the evaluation of the facility. However, the
direction of causation is unclear from this research.

Other findings important for the present research

emerged from the Segal and Aviram (1978) study:



1)

2)

3)
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Social integration is complex, with several variables
contributing to its ultimate expression (e.g., communi-
ty receptivity to the resident, attitude of the
operator of the facility, and resident characteristics
such as psychopathology). Therefore, the use of social
integration as a dependent variable to be equated with
quality of life is fraught with difficulties.
The responses of residents to the issue of whether and
why they liked their residences were logical and face
valid. This supports a positive conclusion regarding
the ability of the chronically mentally ill to provide
valid and reliable estimates of their quality of life.
Residents’ psychopathology varied in its impact in two
ways. Some residents were too anxious or agitated to
participate in the research program. Those with lesser
but still significant amounts of psychopathology were
less likely to have friends outside of the residence.

Other Residence Studies

Baker and Douglas (1990) report on the relation of

housing characteristics to the functioning level of the

chronically mentally ill and their quality of life. This

was one aspect of a larger evaluation program examining the

relationships between quality and appropriateness of

clients’ housing and adjustment of severely mentally ill

clients living in community (Baker, 1984).
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Case managers provided data on two.occasions, separated
by nine months, regarding some 729 clients. The case
managers provided information about housing and their
clients’ quality of life. The information collected
included quality of life ratings in 15 domains (using the
"Satisfaction with Life Domains Scale"), maladaptive
behaviours, global level of functioning, and degree of
participation in a variety of available support services.

Residence information included the type of setting, the
people with whom the client shared the residence, and three
ratings of the residence environment by the case manager:
physical condition, adequacy for basic life activities, and
appropriateness for the client’s particular needs.

Living in a poor residence was associated with a
greater number of unmet service needs. Even when this was
controlled, however, poor housing was related to a likely
poor outcome as regards maladaptive behaviours. Movement
from appropriate to inappropriate housing caused a
deterioration in quality of life as well as deterioration in
global functioning. Staying in appropriate housing was
related to improvement over time in overall functioning but
it appeared that physical adequacy of the residence was
related specifically to the number of maladaptive behaviours
reported by case managers, and not to global functioning,

community participation or quality of life.
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The appropriateness of the residence for the particular
client was significantly related to patients’ quality of
life as measured by the domain-specific ratings. Post-hoc
analyses indicated that clients moving from appropriate to
inappropriate residential settings showed significant
deterioration in their perceived quality of life.

Lehman’s Research

Lehman et al. (1982) investigated the quality of life
of 278 chronically mentally ill individuals living in large
board and care facilities (over 30 beds) in Los Angeles.
They asked members of their sample about matters thought
likely to influence their quality of life (e.g., frequency
of visits with family or friends, income, family
background). They assessed the residents’ global (overall)
sense of well-being in two ways, and, as well, their quality
of life in eight domains: living situation, family
relations, social relations, leisure activities, work,
finances, personal safety, and health (Table 6).

All of the global satisfaction questions and nearly all
of the domain-specific satisfaction questions were rated on
a seven-point "delighted-terrible" scale patterned after
scales used by Andrews and Withey (1976) with a non-disabled
population. The scale takes the form of a ladder on which
the respondent places a point representing his or her point

of view (see General Information Questionnaire, Appendix A).
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The internal consistency coefficients of the eight
domain-specific scales were between .74 and .87, usually
considered adequate for group comparisons. Domain-specific
gquality of life was strongly correlated with global
well-being, measured by means of "delighted-terrible"
questions, semantic differential statements, and a positive
well-being scale. Highly significant (p<.00l1) correlations
were found between global well-being and the domains of
health, leisure, safety, social relations, finances, and
living situation. The only domain-specific ratings that
were not significantly correlated with global well-being
were those in the work area, which had a small sample size
(n = 42).

Lehman’s position regarding the determinants of quality
of life is represented in his early research. Lehman et al.
(1982) assessed an array of variables for their impact on
quality of life: social-demographic characteristics (age,
sex, educational level); psychiatric condition (length and
number of hospitalizations, symptomatology, medications);
and participation in activities thought 1likely to be related
to domain-specific quality of life (e.g., the number and
recency of family contacts as related to satisfaction with
family). Thus the relationship between objective measures
of resident participation in domain-specific activities and

subjective estimates of global quality of life was assessed
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by correlating activities categorized as representative of a
domain (e.g., satisfaction with family correlated with the
number of contacts with family members in a certain period
of time) with quality of life or satisfaction rating in that
particulaf domain.

A number of objective measures were significantly
correlated with global quality of life (Table 7). However,
the absolute values were low except in the work domain,
which had a small sample size (n = 43). The indicators most
consistently related to greater global satisfaction were
lower use of health care services, not having been a victim
of crime in the past twelve months, more frequent and
intimate social contacts in the home, being employed, and
having more privacy in the home (Lehman et al., 1982). Each
of these indicators accounted for only one to seven percent
of the variance in global well-being, a finding consistent
with research concerning the general population.

Lehman et al. (1982) also found that social-demographic
variables (e.g., age, sex, and place of residence) were not
strongly related to ratings of quality of life. Several
correlations were statistically significant but were modest
and accounted for only a small proportion of variance. This
conclusion then is the same as that reached regarding
social-demographic variables influence on the quality of

life of other populations - there is some but it is modest.
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Another issue relevant to the reliability of
chronidélly mentally ill quality of life ratings is the
degree to which psychopathology influences such ratings.

Lehman (1983b) describes the use of three standardized
scales of psychopathology to assess anxiety, depression, and
self-control (Ware, Johnston, Davies, & Avery, 1979).
Lehman’s results point to the existence of two overlapping
(r = .51) but still separate constructs; global quality of
life and general mental health. A summed scale score was
computed for each construct. The internal consistency of
these scales was .85 and .77, respectively, with a
difference score reliability of .61. The domain-specific,
subjective quality of life indicators were more distinct
from psychopathology than were the global quality of life
indicators.

The effect of psychopathology on the multivariate
prediction of global quality of life was determined by
comparing two regression analyses, one with psychopathology
removed from the equation and the other with psychopathology
included in the equation. A slight decrease in the variance
accounted for by the predictor variables after removing
psychopathology was not statistically significant for any
quality of life variable other than those that were
health-related (Lehman, 1983b). Removing psychopathology

resulted in a significant diminution of the relationship
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between general quality of life and both total medical care
used in the past year (p<.05) and health satisfaction
(p<.01). In other words, those who were being treated for
their psychiatric condition demonstrated increased use of
medical care and decreased satisfaction with their health.

Table 8 offers comparisons of ratings of quality of
life by the chronically mentally ill with ratings made by
average Americans and other subgroupings. The chronically
mentally ill are significantly less satisfied than the
general population in all areas except leisure activities,
job (for those who were employed), and health care.
Differences between the chronically mentally ill and
disadvantaged subgroups (from the same sample) are less
pronounced, however. The chronically mentally ill are less
satisfied with their lives in several areas than either
Blacks or low socioeconomic status people. However,
differences with unmarried parents are minimal (Lehman et
al., 1982).

The similarities of results reported by the chronically
mentally ill and ratings made by other populations appear to
support the contention the chronically mentally ill can
reliably rate their quality of life. Factor analysis of
domain-specific satisfaction ratings also suggested that the
chronically mentally ill reliably'differentiate domains

(Lehman et al., 1982). These data suggest that reliable
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quality of life ratings can be obtained from the chronically
mentally ill in both global and domain-specific realms.

Lehman et al. (1982) warned their results must be
generalized with extreme caution because of their sample’s
specific characteristics. The residents of large board and
care homes may not be representative of other chronically
mentally ill persons. This concern decreases, however, as
more research is published (Baker & Intagliata, 1982;
Bigelow et al., 1991; Franklin et al., 1986) that seems to
replicate many of Lehman’s findings.

Franklin’s Research

Franklin et al. (1986) studied 417 chronic mental
patients who were assigned to either an intensive case
management condition or a typical service condition. The
investigators assessed objective indicators of type of
housing, living arrangements, employment status, leisure
activities, individual monthly income, and number of
friends. Subjective estimators of quality of life were also
obtained from each patient for each of six domains. In
addition, measures of self-esteem (Rosenberg, 1965) and
affect balance (Bradburn, 1969) were collected as indicators
of global well-being.

Statistically significant but weak relationships were
shown only between objective indicators in the domains of

friends and income and the subjective estimations of quality
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of life in those same domains (Franklin et al., 1986).
Additional significant relationships were found only (a)
between type of residential situation and number of friends
(objective indicators) and self-esteem, and (b) between
amount of leisure activity (objective indicator) and
positive affect. These results are supportive of Lehman et
al.’s (1982) conclusion that objective indicators have a
weak effect on subjective perceptions of the quality of 1life
of chronic mental patients.

Two-way analysis of variance was used by Franklin et
al. (1986) to determine the relative contribution of
subjective and objective factors to patient’s adaptation.
The adjusted beta weights for the subjective measures were
higher than those for the objective measures. In fact,
objective indicators were largely unrelated to adaptation.
However, discriminant analysis indicated that subjective
satisfaction and adaptation were far from perfectly related.
Approximately one-quarter of the sample could not be
correctly classified in terms of adaptation, based on their
satisfaction scores.

Bigelow’s Research

Bigelow and his various colleagues have taken a
systemic perspective regarding the definition, measurement
and utilization of the construct of quality of life as

applied to the chronically mentally ill living in community.
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Bigelow et al. (1991) report data, collected at 24 mental
health agencies over several years, intended to help assess
the validity of the Oregon Quality of Life Questionnaire.

Bigelow et al. (1990) describe the development of an
alternative to the Oregon Quality of Life Questionnaire.
They note difficulties in data collection when using scales
such as the Oregon Quality of Life Questionnaire or Lehman’s
(1983a) quality of life questionnaire because of the choices
offered to chronic patients and the patients’ difficulties
in making those choices.

Bigelow et al. (1990) adopted and simplified a domain-
specific approach to the assessment of quality of life. The
domains they assessed were housing, self and home
maintenance, finances, employment, psychiatric medications,
physical health, the meaningful use of time, psychological
distress, psychological well-being, and interpersonal
functioning. Satisfaction of need and performance were also
assessed within each domain. The sample size of six
patients was extremely small but they conclude, on the basis
of statistical analyses of interrater reliability, that
their interview is suitable for evaluation of mental health
programs.

Bigelow et al. (1991) used this revised questionnaire
with a larger sample of chronically mentally ill patients to

determine whether more intensively served former patients (N
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= 15) had a better level of satisfaction than former
patients (N = 7) served by more traditional (and less
intensive) means of after-care service after discharge from
hospitals. 1In addition to quality of life information, data
was collected from the patient’s caregivers and other
collateral sources.

Bigelow et al. (1991) report results indicating subtle
as well as more stark differences between the two groups.
For example, there were no differences in medication
compliance between the two groups but only 3 of 15 patients
in the intense treatment program did not realize they needed
medications (to function in éommunity) while half of the
traditionally served group thought they did not (really)
require medications for community tenure.

Bigelow et al. (1991) believe some of the differences
between the groups were partly the result of differences
between the service systems. Housing, for example, was
better for those in the intensive system and these patients
reported they were more satisfied with their housing than
those in the traditional system. Similarly those in the
experimental group had better interpersonal relations but
reported no greater amount of comfort in dealing with
others. The intensively served group also had significantly
more meaningful use of time but this was probably a result

of a great deal more structure to their social activities.
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They encouragingly conclude: "Clients receiving intensive
community services are more stable, take their medications,
and are engaged in more activities. Of great importance,
those clients have a better sense of being looked after and
having someone who cares about them" (Bigelow et al., 1991,
p. 132).

Bigelow et al. (1991) also offer encouragement
regarding the likely validity and reliability of the quality
of life assessment with the chronically mentally ill in
community. They report that patients own retrospective
reports of improvement due to treatment were correlated with
pre-post measures (provided by clinicians) of that
improvement and with measures of life satisfaction. Patient
satisfaction did not correlate with perceived improvement,
so the judgements that patients are making about improvement
would seem to be specific to treatment and not the result of
a global well-being attitude. They conclude that less
expensive means of measuring treatment effectiveness (client
retrospective reports) may be expected to yield
discriminating results as compared with multiple measures of
success.

Conclusions

1) Domain-specific satisfaction ratings are more highly
correlated with global ratings of satisfaction than are

objective indicators. Both satisfaction measures are



2)

3)

4)
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assessing the same subjecti&e opinion but in differing
ways.

Lehman et al. (1982) showed that participants’
subjective estimate of their quality of life concurred
with objective indicators in six of the eight areas
assessed. Objective measures in several domains
(privacy in living arrangements, contacts with
family/friends, employment and/or rehabilitative
programming intended to lead to employment, personal
safety, and availability of medical care) were
significantly related to quality of life. However, the
correlations were modest at best.

Data reported by Segal and Aviram (1978) as well as
Baker and Douglas (1990) suggest housing is a critical
factor for the shorter term satisfaction with life
reported by the chronically mentally ill.

The chronically mentally ill can validly answer quality
of life questions that are both domain-specific and
global in nature. Moreover, their psychopathology
seems to have a major impact on ratings of quality of
life primarily in the health domain but does also
affect their ability and willingness to interact with
non-family members outside of their residence.

Baker and Intagliata (1982), as well as Lehman et al.,

(1982), showed that there is some commonality between
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global and domain-specific subjective indicators, but
that both ought to be included as indicators of quality
of life.

The Oregon Theory as Applied to Chronic Patients

The chronically mentally ill will, by definition,
experience psychopathology that incapacitates them as
regards competitive employment, their ability to access
- needed resources (for health care, advocacy, etc.) and
impacts on their ability to successfully fulfil expected
role functions (parental, spousal, worker). These deficits
are compounded by their lack of influence on, or ability to
deal with, the bureaucratic organizations that mediate
indirect access to resources. Any theory that seeks to
organize the variables postulated to determine the quality
of life of the chronically mentally ill must take into
account these special conditions and limitations. The
Oregon theory appears to offer provision for including
individual characteristics (type and degree of
psychopathology, amount of personal initiative, etc.) within
its framework.

The chronically mentally ill tend to directly satisfy
their needs less often than non-disabled people and, again,
the Oregon theory would seem to make provision for that
possible factor within it. They are usually poor,

unemployed, and seen by themselves and others as requiring
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assistance in order to survive in the community. Thus, they
are dependent upon their performance within certain roles,
as judged by caregivers, to gain access to housing, food,
personal_spending money, and the like.

For example, protected residential care is provided to
the chronically mentally ill contingent upon their
participation in organized treatment programs requiring
specific behaviours (e.g., participation in a program
intended to teach work or leisure skills). Relatively few
housing alternatives exist that are safe, non-exploiting,
and financially feasible for the chronically mentally ill.
Therefore, housing can be problematic for the individual not
wishing to participate in the service system and abide by
its expectations. Groceries, on the other hand, are more
directly accessible than housing, although the chronically
mentally ill still must engage in role-governed behaviours
in order to acquire the necessary funds. Thus any theory
intended to predict the variables influencing quality of
life must take into account the variety of opportunities
provided to the consumer of the service system.

The special difficulties encountered by the chronically
mentally ill in obtaining housing and groceries demonstrate
that several factors interact to influence their quality of
life. The availability of alternative means for obtaining

resources, the abilities and motivation of a patient being
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asked to meet the service system’s expectations, and
requirements for successful role performance must all be
considered as determinants of the quality of life of the
chronically mentally ill.

The Oregon theory predicts that chronically mentally
ill individuals who experience stress or concentration
difficulties will have problems with performing as expected
in specific roles (worker, patient, etc.). Further, to the
degree they do not perform adequately, there are likely,
according to the theory, to be difficulties in accessing
resources required for needs satisfaction, and needs
satisfaction is one of the bases, according to the theory,
for quality of life.

From a systemic standpoint, a performance requirement
likely to cause difficulty involves an assumption by
caregivers that the chronically mentally ill share
caregivers’ perceptions of needs. Thus, due to their
dependence on caregivers, chronic patients must be concerned
with both self-defined needs and the expectations of mental
health professionals. These may not always be congruent.
For example, a need to increase social relationships outside
of residential facilities was identified in one study as
important by caregivers but not by residents (Lehman et al.,
1982). Similarly, re-integration into the mainstream of

society is often not judged to be a crucial need by patients
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(Segal & Aviram, 1978), but is an important goal in
community mental health ideology (Borus, 1978).

There may be differences between caregivers’ and
patients’ perspectives about the definition, relevancy, or
primacy of needs. Caregivers control resources needed by
patients and, thus, determine the access requirements for
those resources. Disagreements between caregivers and
patients may mean that access to needed resources is blocked
or, at least, not facilitated.

The next section presents the hypotheses examined to
test the validity of the Oregon quality of life theory.

Hypotheses

The hypotheses listed below are derived from the Oregon
quality of life theory.
Hypothesis 1

The greater the satisfaction reported by patients with
their opportunities to meet self-identified needs, the
higher will be their self-reported quality of life.
Hypothesis 2

The greater the difference between patients and
caregivers in perception of patients’ needs, the lower will

be patients’ self-reported quality of life.
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Hypothesis 3

The greater the extent to which patients perceive that
their needs are met contingent upon their performance, the
higher will be patients’ self-reported quality of life.
Hypothesis 4

The more positive their self-reported affect balance,
the higher will be patients’ self-reported satisfaction with
their performance.
Hypothesis S

The greater their ability to meet performance
requirements in terms of stress and concentration, the
greater will be patients’ self-reported satisfaction with
their performance.
Hypothesis 6

More positive affect balance and greater ability to
meet performance requirements in terms of stress and
concentration will interact to produce greater self-reported
satisfaction with performance by patients than any of the
variables alone.
Hypothesis 7

The higher the self-reported satisfaction with
performance by patients, the higher will be their self-

reported quality of life.
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METHOD
Participants
Two groups of participants were sampled, namely
chronically mentally ill patients and their professional
mental health caregivers. A list of agencies and
professionals working with the chronically mentally ill in
Alberta was generated from information received by, or
already known to the investigator!. A personalized letter
(Appendix B) explaining the purposes of the study and the
potential usefulness of the results was sent to senior
administrators of programs or facilities providing services
to the chronically mentally ill. The letter also included
information regarding the study’s procedures and time
requirements, as well as a description of the background of
the investigator. This was followed by telephone contact
for the purpose of arranging a meeting with the
administrator to ask for his or her co-operation. The same
procedure was used for communicating with professionals
working independently of agencies (i.e., private practition-
ers).
Caregivers

Caregivers were recruited from eight Alberta Mental

1 The investigator had been working within the mental health
system on policy development regarding housing for the community-
based chronically mentally ill and was, therefore, well acquainted
with many of the service providers.
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Health Services offices in the cities of Calgary, Edmonton,
Red Deer, Camrose and Ponoka. Alberta Mental Health Services
is the Government of Alberta service responsible for the
community-based care of the chronically mentally ill.
Caregivers were also recruited from Calgary General
Hospital, which serves a large number of chronically
mentally ill individuals in that city. These organizations
care for the vast majority (no statistics available) of
chronically mentally ill people eligible for inclusion in
this study. This is estimated to be the case due to the
fact that the chronically mentally ill require specialized
services (medications, resources) and that other service
organizations are not mandated to provide these services.

To be eligible for the study, a caregiver had to be
designated by the mental health system as the primary
caregiver for the identified patient. He or she also had to
be knowledgeable (self-described) about the patient’s
treatment program. In recognition of possible caregiver
bias, either personal or professional, a minimum number of
15 caregivers from widely separated geographic areas and
work environments were sought as participants.

The great majority of the client’s workers were
registered psychiatric nurses (12 of 16) with three other
caregivers listing themselves as social workers (3 B.S.W.’s

with 1 also having been trained as a psychiatric nurse) and
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one caregiver a psychiatrist. The preponderance of
medically trained personnel is not surprising given the
frequency of medication issues and needs by the chronically
mentally ill. It is possible that some biases were
introduced by the caregivers’ professional preparations. No
attempt was made in this research to determine if such
biases existed.

Contact was made with each caregiver of a potential
patient in the study. In addition to clarifying any
guestions about the study, the contact was intended to
assist in the screening of patients regarding inclusion
criteria.

Patients

Patients came from Calgary, Edmonton, Camrose, Ponoka
and the Red Deer area. Each geographic area has different
programs and facilities (e.g., group homes, re-socialization
programs, acute care hospitals). Therefore, an attempt was
made to obtain 50 patients each from Calgary and Edmonton
(both larger centers and about the same size), and 25
patients (in all) from Red Deer and the smaller centers of
Camrose and Ponoka.

A crucial aspect of the present study involved three
patient inclusion criteria, drawn from the National
Institutes of Mental Health definition previously presented.

1) The patient must have been diagnosed within the past



2)

3)
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two to five years as suffering from schizophrenia,
recurrent depressive or manic-depressive disorders,
paranoia, or other psychoses that had become chronic.
As estimated by the caregiver, the patient must have
had serious difficulties in functioning (either due to
erosion or prevention of skill development) over a
period of at least two years. Further, the
difficulties must have involved at least three of the
following areas: personal hygiene or self-care,
self-direction, social transactions, interpersonal
relations, economic self-sufficiency, learning, and
recreation.

The patient must have received institutional and/or
supervised community care (at least one visit per month
between caregiver and patient) for at least two years
consecutively. To be eligible for inclusion in the
study a patient had to be receiving services from: a
hospital-based (e.g., Calgary General Hospital), or
community service (e.g., Alberta Mental Health
Services) intended to provide supervision to
individuals formally admitted to the program but still
living either independently or assisted by others in
the community. Patients in the two provincial mental
hospitals, residents in general or psychiatric hospital

beds or in other institutions (e.g. as nursing homes)
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were not eligible for inclusion in this sample.

Procedure

Caregivers

Caregivers were recruited through either direct contact
(as with private practice psychiatrists) or through agency
administrators who received letters inviting participation
in the project. Meetings with caregivers were held in eight
facilities located in Alberta.

The purpose of the study, the information to be

obtained, and the time required of the caregiver were
explained by the investigator using the following script:

This study explores the determinants of quality of
life for the chronically mentally ill living in
community. Methodological issues require the use
of several measures of quality of life. 1In
addition, several kinds of information are needed
in order to test the hypotheses of the study. The
information being sought regarding each patient
includes:

1. Your perspective on the importance of specific
need areas for him or her.

2. A brief clinical history.

3. A measure of role functioning.

4. Measures of needs satisfaction.

5. A measure of psychopathology.

6. A measure of positive and negative affect
balance.

7. An estimation by each patient of the degree to
which stress or concentration difficulties
interfere with his or her performance.

8. Several measures of quality of life as
estimated by each patient.

9. Social-demographic data.

Most of the required information will be collected
from each patient and will be kept confidential.
If you wish it and the patient consents,
information will be released to you. A summary of
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our findings will be sent unless you specifically
wish us not to.

I would like to go over the criteria being used to

determine whether or not a patient should be in

the sample, so that you can determine which of

your patients meet the criteria.

The caregiver identified potential participants and
provided the information necessary to assess which ones met
the inclusion criteria. The caregiverkalso completed a
consent form (Appendix C) for his or her participation in
the study. Only this documentation was seen by the
investigator prior to interviewing the patient.

After completion of screening to assure participant
eligibility, an appointment was made with each patient and
his or her caregiver. The purposes of the appointment were
(a) to explain the study to the patient, (b) to obtain his
or her consent to participate, and (c) to collect patient
data through a structured interview. The caregiver was
asked to appear briefly at the interview, introduce the
investigator to the patient, and then leave.

After the investigator interviewed the patient, the
caregiver rated the importance of the patient’s various
needs and completed measures of patient psychopathology and
role functioning.

Patients
The patient was welcomed by the investigator. The

purpose of the study was explained using the following

script:
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There are many people who require help of certain
kinds so that they may continue to live in the
community. We believe that people’s satisfaction
with the services they are getting is related to
how happy and satisfied they are with their lives.
It would be helpful if we could find out more
about what makes people happy and unhappy. This
research is attempting to help determine the
relationship between the areas of their lives with
which people wish to have some help and the
services they receive.

I’'d like to ask you a lot of short questions about

how happy you are, the areas of your life you are

concerned about, and the services you are

currently receiving. While there are lots of

questions, they won’t take long to answer and I’1l1l

be here to help if you have any trouble.

There aren’t any right or wrong answers because

the questions are about what you think. All of

the answers are confidential and won’t be

discussed with anyone outside of the research

project without your permission. I don’t have any

connection to (caregiver’s name) and won’t be

talking to him or her unless you want me to. I’d

apprec1ate your best effort at telling me about

your opinions. Do you have any questions?

Social-demographic and identifying data previously
collected from the caregiver during the screening process
were confirmed. The patient’s consent to participate
(Appendix D) was obtained. The interview, lasting
approximately 60 to 75 minutes, was then conducted.

Each patient was asked to grant permission for
information about his or her needs and quality of life to be
shared with their caregiver; over two-thirds (67.3%) granted
permission. The patient’s decision about sharing of
information had no bearing on whether he or she was included

in the study. The patient’s decision was communicated to
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the caregiver and, if consent had been granted, information
was shared regarding the results of the interview.

An attempt was made by the interviewer to be sensitive
to the issue of "pressure" felt by the patient to reveal
information to his/her worker. It is not known if this
introduced any bias but the interviewer’s impression is that
this was not likely in the vast majority of instances.

At the close of the interview, the patient was asked if
he or she had any questions. The investigator informed the
patient that feedback would be forthcoming unless the
patient specifically requested to not be informed of the
results. The patient was then given $5.00 as compensation
for his or her time. After the patient had left, the
investigator rated his or her psychopathology using a
standardized scale.

Measures

Table 9 summarizes the measures or scales used in the
study and by whom each one was completed. Each of the
scales are described below.

Several of the measures listed in Table 9 were
developed by the investigator because no standardized
measures to assess the constructs of interest were
available. Instrumentation that had previously been used
with the chronically mentally ill population was used when

available.
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Instruments By Source of Information
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Instrument

Completed By

Importance of Needs (Patient)
Opportunities to Satisfy Needs

Effort Required for Satisfaction of Needs
Needs Satisfaction Rating

Effects of Stress/Concentration
on Performance

Satisfaction with Performance

Affect Balance Scale

General Information Questionnaire
Social-demographic characteristics
Family history
Clinical information
Three quality of life measures

Inclusion Criteria Sheet

Global Assessment Scale

Importance of Needs (Caregiver)

Global Assessment Scale

Patient
Patient
Patient
Patient

Patient

Patient
Patient

Patient

Caregiver
Caregiver
Caregiver

Investigator
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When measures were used that had been used previously
with similar populations an attempt was made to determine
whether the results obtained in the present study were
'similar. Those measures developed for the present study
could not, of course, be assessed against this external
criterion. Face and construct validity, and reliability
were examined for the investigator-devised instruments.

A series of principal components factor analyses
(varimax rotation with criterion set at one) revealed that
all of the investigator-developed scales were unifactorial.
The alpha coefficients computed for each scale are presented
with the description of each scale. As well, Table 10
presents the correlation matrix for the investigator-devised
measures used in this study.

Examination of Table 10 indicates a number of the
correlations between the investigator-developed measures
reach levels of statistical significance but that in most
instances these levels are modest. Two exceptions to this
conclusion do occur. "Needs satisfaction" is highly
correlated with both "satisfaction with performances" and
with perceived "opportunities for needs satisfaction". As
well, "difficulties with stress" (interfering in
performance) and "concentration difficulties" are also
highly correlated to each other.

These data suggest an independence between most of the
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measures but that considerable overlap exists in the
measures of stress and concentration difficulties, and
between needs satisfaction, performance satisfaction and
opportunities for achieving needs satisfaction.

The instruments appear to be face valid and to be, in
the main, only moderately correlated with each other. As
well, the alpha coefficients to be reported suggest that the
measures used were reliable. This decreases the possibility
of under-correction when partial correlations are reported.

Importance of Needs (Caregiver and Patient Forms)

This scale (Appendix E) was developed by the
investigator to capture opinions of a caregiver and his or
her patient as to the importance of selected patient needs
in terms of their impact upon the patient’s quality of life.

The patient and caregiver were asked to rate the
importance of needs in ten life areas or domains shown to
concern the chronically mentally ill (Lehman et al., 1982;
Tessler & Goldman, 1982). The life domains assessed were:
relationships with family; relationships with friends;
relationships with others; work or other productive use of
time; state of health; living situation; personal safety;
health care received; economic/financial situation; and use
of leisure/recreational time.

Each domain was rated on a scale from one (most

important) to ten (least important). Ratings, as opposed to
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rankings, were used because the importance of each area was
viewed as independent of any other area, e.g., the results
obtained for one area did not constrain the results that
could obtain for the other domains.

A Cronbach alpha coefficient of .85 obtained for the
patients’ assessments of their needs. Alpha was .81 for the
caregivers’ assessments of their patients’ needs.

Needs Satisfaction

This measure (Appendix F) was developed by the
investigator to assess patients’ opinions about how well
their needs were being met in each of the ten domains listed
above. Patients were asked to rate how satisfied they felt
their needs to be in each of ten domains on a scale from
zero (not at all satisfied) to four (very well satisfied).

Cronbach’s alpha was .84 for this scale.

Opportunities to Satisfy Needs

This measure (Appendix G) was developed by the
investigator to assess patients’ views concerning the
availability of opportunities to satisfy needs in the ten
life areas previously described. Patients were asked to
rate the opportunities they had to satisfy their needs in
each domain on a scale from zero (no opportunity) to four
(very often).

Cronbach’s alpha was .79 for this scale.
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Effort Required to Satisfy Needs

This measure (Appendix H) was developed by the
investigator to assess the amount of effort patients believe
they need to expend to have their needs met in the same
domains. Patients were asked to rate the amount of effort
they must exert to improve their situation on a scale from
one (very little/hardly ever) to five (often/a great deal).

Cronbach’s alpha was .80 for this scale.

Satisfaction with Performance

This scale (Appendix I) was developed by the
investigator to measure the degree to which patients are
satisfied with their performance in each of nine life
domains, regardless of whether or not that performance led
to their need being satisfied. The domain of health care
was excluded since the chronically mentally ill have little
control over choices in the health care they receive from
mental health systems that are usually large bureaucracies.
Thus asking patients for their estimations of their
satisfaction with their performances in attempting to obtain
health care was considered likely to not be well understood,
and, indeed confusion was experienced by the first several
patients filling in this questionnaire. 1In other domains
patients were asked to rate their level of satisfaction with
their performance in trying to meet their needs on a scale

from one (not at all) to five (very much).
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Cronbach’s alpha was .82 for this scale.
Effects of S8tress on Performance

This measure (Appendix J) was developed by the
investigator to assess patients’ opinions regarding the
effects of stress on their performance in nine areas.
Again, patient performance in the domain of health care was
considered irrelevant for purposes of this questionnaire.
Patients were asked to rate the degree to which difficulty
with stress causes them problems on a scale from one (a
great deal) to five (not at all).

Cronbach’s alpha was .87 for this scale.

Effects of Concentration Deficits on Performance

This measure (Appendix J) was developed by the
investigator to assess patients’ opinions regarding the
effects of lack of concentration on their performance in
nine areas. Again, patient performance in the domain of
health care was considered irrelevant for purposes of this
questionnaire. Patients were asked to rate the degree to
which difficulty with concentration causes them problems on
a scale from one (a great deal) to five (not at all).

Cronbach’s alpha was .90 for this scale.

Affect Balance Scale (ABS)

Patient affect balance was assessed using Bradburn’s

(1969) Affect Balance Scale (Appendix K) which is thought to

measure the degree to which people are feeling both positive
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and negative regarding recent events in their lives.
Separate five-item subscales assess positive and negative
affect. An example of a positive item is: "During the past
few weeks have you ever felt proud because someone
complimented you on something you had done?". An example of
a negative item is: "During the past few weeks have you ever
felt so restless that you couldn’t sit long in a chair?".

Respondents answer each item either no (1) or yes (2)
depending on whether or not they have felt that emotion
"during the past few weeks." Bradburn (1969) chose this
time perspective because he believed that recent events
influence happiness more than those that have occurred in
the more distant past. Items are summed within each
subscale. The total ABS score equals the positive subscale
score minus the negative subscale score. The resulting
absolute difference represents either a positive or negative
affect balance. This balance is interpreted as a measure of
the individual’s current level of happiness.

Bradburn (1969) reported correlations of .51 for men
and .50 for women among the positive affect items, and .54
for both men and women among the negative affect items. He
also reported low correlations between the subscales (.02
for men and .09 for women). The test-retest reliability of
all three ABS scores (i.e., two subscales and total) was

assessed as .86 - .97 (N = 174).
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Harding (1982) replicated Bradburn’s results (1969)
using a representative British sample. His results
supported the existence of separate positive and negative
affect and that summing the scores of the two scales formed
a more powerful predictor of well-being than either alone.
Similarly, Stacey and Gatz (1991) reported results of a
longitudinal (up to 14 years) study that supported this same
two factor theory of well-being. They found stable
correlational patterns within both age and affect
categories. Bolin and Dodder (1990) describe paradoxical
results in their work with undergraduate college students
tested on the ABS. They found that the positive items
loaded negatively and negative items loaded positively (to
total ABS score).

Baker and Intagliata (19é2) surveyed 118 chronically
mentally ill patients and related Affect Balance Scale (ABS)
scores to quality of life ratings for 15 domains as assessed
by the Satisfaction with Life Domains Scale (SLDS). The
'relationship between ABS scores (used as a global measure of
quality of life) and SLDS scores was positive (r = .64,
p<.001). This finding supports the contention that these
two types of measures assess elements of the same factor but
are not identical. Diener (1984) concludes that the ABS
reflects two separate processes and that happiness cannot be

computed on the basis of positive ABS minus negative ABS.



87

Given the confusion as to whether a total ABS score or
separate positive and negative affect scores should be used
to test hypotheses, Cronbach alphas were computed for both
the positive and negative affect subsets of questions. The
items comprising the positive affect score yielded an alpha
of .51 while those comprising the negative yielded an alpha
of .69. The correlation matrix for the ten items
comprising the scale are presented in Table 11.

A principal components factor analysis of the ten items
comprising the Affect Balance Scale was performed (using a
criterion of one for the eigenvalue). Two factors were
extracted and cumulatively accounted for 42.8% of the
variance. Loadings of the five items comprising the
positive items ranged from .44 to .63 on factor one (and
accounted for 23.8% of the variance), while four of the five
negative items loaded on factor two in a range from .44 to
-68. The item asking whether the patient had been upset in
the fairly immediate past because someone criticized him or
her loaded almost evenly (.40 and .44) on the two factors,
and was the only factor to do so. Thus it seems clear that
two separate factors are present when using the ABS.

Reflective of the above, all tests of hypotheses
involving the use of the Affect Balance Scale use both total
ABS score as well as separate positive and negative affect

scores.
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General Information Questionnaire (GIOQ)

The General Information Questionnaire (Appendix 2),
was developed by Lehman (1983a) for use with the chronically
mentally ill. Patients provide information about their
social-demegraphic and living situation, family of origin,
friendship and family interaction patterns, current
social/recreational activities, past and current employment,
religious activity, finances, state of health, and whether
they have been a victim/perpetrator in the past year.

The GIQ also assesses patient quality of life. As
concluded earlier, the validity of quality of life
measurement is increased by using ratings of both overall
satisfaction with life, and satisfaction in life domains.
Within the GIQ, global well-being is measured two ways,
namely by a global quality of life question and by semantic
differential scales. The GIQ also includes ratings of
quality of life in specific domains (e.g., satisfaction with
interactions with family).

Table 12 provides a summary of the reliability of
quality of life measurement using the GIQ (referenced to
Appendix A). Specific details about each scale are
described below.

Global Well-Being Measures of Quality of Life
The first global measure asked patients to assess their

overall satisfaction with life by answering the question
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"How do you feel about your life in general?" The response
scale ranged from one (terrible) to seven (delighted) with
the same question asked at the beginning (Global QOL1) and
end (Global QOL2) of the interview. The mean of the two
(Mean Global QOL) was one measure of global quality of life.

The second global well-being measure was based on seven
semantic differential items, each beginning with "I think my
life is ...". Patients responded on a seven point scale
(interesting.........boring) to yield seven semantic
differential scores (Semantic QOL1 to Semantic QOL7). A
mean of these scores (Mean Semantic QOL) was computed as the
second measure of global quality of life.

Domain-Specific Measures of Quality of Life

Domain-specific quality of life was assessed in ten
life areas. The work domain was assessed separately for
those who were employed and for those who were unemployed.
For example, patients were asked different questions
dependent upon whether they reported themselves to be
working in a competitive employment situation, unemployed,
or participating in a day program.

Each domain was rated on a scale from one (terrible) to
seven (delighted). Lehman et al. (1982) reported internal
consistency co-efficients of the ten domain-specific scales
to be .67 - .87, a range usually considered adequate for

group comparisons.
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Reliability of and Differences Between
Quality of Life Measures

A number of different measures of quality of life are
found in the research literature. Their reliability and
relationship to one another have not been well established.
Therefore, an investigation was undertaken of the
reliability and concurrent validity of the three quality of
life measures in the present study.

Test-retest reliability of the global well-being
question asked at the beginning and end of the interview
(Globél QOL1 and Global QOL2) is adequate (r = .76, N = 100,
p<.001). The internal reliability of the semantic
differential measure (Mean Semantic QOL) and the
domain-specific measures was assessed using Kuder-Richardson
alpha coefficients. With a sample size of 97, the alpha of
the former is .89 (p<.001), which also is adequate.
Regarding domain-specific quality of life, a mean score
across nine domains was calculated. The work domain was
dropped from this calculation because its inclusion would
have limited the analysis to just ten cases. The alpha of
the domain-specific mean score is .87 for 87 cases (p<.001).

Factor analysis of the semantic differential questions
yielded a unifactorial analysis with 59.9% of the variance
accounted for by that factor. Loadings for each of the

seven questions forming the semantic differential quality of
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life scale ranged from a low of .72 to a high of .85.

Aﬁalyses of the domain-specific quality of life ratings
also occurred (Table 13). The principal components factor
analysis (with criterion of eigenvalue of 1) indicated two
factors to account for 55.6% of the variance of the domain-
specific assessments.

The first factor can be represented as conditions or
circumstances the patient experiences but is not able to
significantly change. The domains represented on this
factor are those dealing with state of health, living
situation, finances and personal Safety. These are
conceptualized as constituting circumstances or states of
being that are not under the patient’s immediate control
except perhaps to cope or ameliorate circumstances.

A second factor is conceptualized as representing those
more personally determined situations. Relationships with
family, friends, and day-to-day interactions with other
people are the domains represented by this factor.

Three domains (religion, health care and recreation)
are represented on both of the factors just described.
Previous research indicated that health care is a
particularly sensitive area of concern for this population
(Lehman, 1983b) and further analyses in this domain were

undertaken.
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Table 13
Factor Analysis of Domain-Specific Quality of Life Scales
“ Factors

Domain Onel Two?
Friends -.03 .87
Health1? .75 -.11
Health2P .77 .39
Family .31 .60
Dealing with others .27 .87
Sheltered employment€® .74 .08
Religion .39 .33
Finance .60 .25
Living situation .61 | .31
Recreation .37 .49
Safety .60 .30

=

Eigenvalue of 4.17 with 41.7% of variance

Eigenvalue of 1.39 with 13.9% of variance

28 Health questions (3) that sampled patient’s perception of
state of health

Health questions (3) that sampled patient’s perception of
accessability to health care services

Those patients (N = 34) attending sheltered employment
facilities

N
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Factor analytic studies of the domain-specific ratings
first suggested the six questions sampling the health domain
were tapping two constructs; three questions assessed a
general state of well-being (alpha = .78) with the other
three questions appearing to deal with accessibility to
health resources (alpha = .57).

Table 14 presents the correlation matrix for Mean
Global, Mean Semantic, and domain-specific quality of life
ratings. As would be expected given the results of the
factor analyses just described, generally the correlations
between domain ratings range from .35 to .65 (all p<.001),
except for religion, which is slightly lower. The work
domain is exceptional, in that many correlations between it
and other domains are not significant. The correlation
between Mean Global QOL and Mean Semantic QOL is .70 (N =
103, p<.001), indicating considerable but not total overlap
between the two global measures of quality of life.
Correlations between the two global quality of life measures
and each of the domain-specific measures are generally in
the .40 - .60 range. Therefore, it is concluded that the
three measures assess at least somewhat different aspects of
quality of life.

Table 15 presents frequencies and percentages for the
quality of life measures, aggregated into three categories

(to minimize the effects of extreme scores). Ratings of 1-2



97

*T00°>d v *T0°>d xx *G0>d &

*Pa3edTIpuUtT SSTMILY3lO SSaTun GOot=N °*5ION

*xx0L" -

*¥%Ch°* xxx0G6°

*»¥»xTV" x¥x6G°

*»¥x9%"  xxx0p°

xLZ° *GC”*

*¥%09° xxx89°

bl *1C°

ve: EX 3% A

*»¥xZS°  xxx»29°

¥¥%xLG° x¥x9G°

**¥90° LYy

*¥%9€°  xaxxVV°

100 TeqOTD uesy

- K393es Teuosasgq

»xxb?¥° - uorjenyrs burtarg
*exb¥° *¥¥x0b° - soueuty

+0€" #Z2° #LT" - uotbyITay
*¥8€"° *¥xx09° *x¥GG* *xx0b° - uoTjeaaoay

¥22° 4 o *¥xbE" 0t°~ 9T"* - (ze=u ‘polotrdusun) -3T1s IOM
¥2¥0G"* ¥6€° 1€ oc- %¥8€ " 12°- - (gz-u ‘paforduwa) -37s yaom
**¥6G° *¥¥GG"* *»¥xbVG* *»LE" »xxb9 " 60° *LE" - Yatesy Jo ajejs
x¥LE° **¥%6G"° *»¥xb¥V° *xx9€"° *x¥9L" oT" TZ° *xx9V° - SI8Y30

¥G2° ¥92° *82° *¥CE€° »¥x€G° s0° €0°~ ¥»€E€°  »xx99° - puatay
rxx¥¥° *¥9¢g " *¥8€"° L3 X4 % rx2TV° TO0° 8T* *2xTV*  xxx€¥V° sxxx6€" A1tueg

oTjuRWES TeqoTd
uesy  UesK

Kyagzeg uoT3enyts 8oueury UoTHITSY uoTjeaaosy pakoydwsun palordum yjTesH SI3aYl0 pustag uyewoq
Truosaadg pburaTty TOT3en3 1S NA0M Jo 83e3s UyY3TM

§8TRd8 TeqOold

soTROg oTIToads-uyremoq

SS[BOS 9JTT JO AJTTEN0 TeTIUSISIITQ OTJUPNSS pue '[eqoin 'O5iJ1o9dg-urenoq Jo XTITeH ToTje1oai0)

VT a4yl




98

8°T LY v°LS 6°LT 9°%2 uesy
6°T G°¥ 0°8% 0°9¢2 0°9¢2 aoueyd 3saq/ooueyd ISIOM
L1 8 ¥ 0°09 0°22 0°81 putpaemsa/burjutoddesta
6°1 8°¥ T°¥%9 G'8 922 Tngadoy/butbeanoostd
6°T 9°¥ 6°6¥ g8-zze Z2°62 TTn3/A3dug
81 6°V vovy 70T 9°2¢ ssa1yjIom/ssatasn
LT 9°% 8°€G 0°91 £°92 atqelolus/a1qeassT
8°1 LV 8° €S 6°LT 9°¥2 putysaasjutr/butaod
700 OT3juRUWSS
AR 'Y 29y 0°v¢ 6°6T T00 TeqoTo ueaq
*‘da-s uesn po1IsT3es POXTH pet3istjessId eTevog/urewod

eShuraey 9311 30 A3rTRNd

3311 3JO A3Tieny Jo sbutzeyg 1eqold pue otfjtoads-ureuod

ST @Tqel



99

‘UOT3ORISTIES I931eaxb S93LOTPUT 9I00S umnmam
*(L-9) porIisTaes pue ‘(Gg-g) paxTw ’‘(z2-T) pa9TIsST3esSsSTIp mmmucmoummm

*PO3EOTPUT BSTMIBY]IO SSITUN 90T=N °SION

Sy g2y G°¢C¢t £°g¢e ueap
S°v L0V Z°8¢ b6t Kyoages
6V 929 T°62 L°LT uoT3enits BUTATT
0o°v L*LZ 2°8¢ vPo1v aoueutyd
0°s 9°GS L ve £€°8 uothr199
LY S°6¢ L*°8¢€ L*8T uoTlealday
(z6=u)
€°€ £°9 0°12 €-2cL (peAotdwsun) qaom
(gg=u)
6°V 0°8% 0°v¥v 0°8 (polotdus) 3aom
8°V €°0S 2 gt Z° 91 yitesay Jo aj3e3s
SV 0°8¢ A 4 T°8T sSI9aylo
S°v L°LS 0°91 G°G<¢ pustag
9°V T°vvy 0°cg s°0¢ Attweg

700 oTItoads-~uteuwoq

uesy pPaT3ISTIeS POXTH paTIsT3essIq




100
were taken to indicate dissatisfaction, 3-5 "mixed
feelingé", and 6-7 satisfaction with quality of life. Means
and standard deviations are also provided.

Generally, the above results follow the expected
pattern reported by Baker and Douglas (1990), Baker and
Intagliata (1982), and by Lehman et al. (1982) in that
quality of life assessed by means of domain-specific ratings
does seem more situation-specific than life satisfaction
assessed using semantic differential or global ratings.

Examination of the dissatisfied column of Table 15, for
example, illustrates the more critical nature of the domain-
specific scales to specific situations. Domains such as
religion have as few as 8% of respondents dissatisfied while
other domains (work for those who are unemployed) contain
72% of the sample’s ratings.

The results of a t-test indicated a significant
difference (p<.05) between the two global measures. About
34% of the sample reported mixed quality of life in terms of
Mean Global QOL, but only 18% reported mixed quality of life
in terms of Mean Semantic QOL. Comparison of differences in
the standard deviations of the three measures indicates the
semantic scales have a greater degree of variability
associated with them than the other two scales (F = 1.65,
98, 98, p<.05). It appears the two global measures seem to

assess quality of life differently, or perhaps truly record
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differences in quality of life. Each approach appears to
offer its own "valid" approach to recording quality of life.

Global Assessment Scale

A measure of psychopathology was desired that (a) had
been standardized on populations comparable to the
chronically mentally ill, (b) was based on a time-limited
sample of behavior, and (c) could be completed by both
caregivers and the investigator. |

The Global Assessment Scale (GAS) (Endicott et al.,
1976) focuses on observable illness patterns along
dimensions of subjective distress, behavioral disturbances,
and disturbances of reality testing (Appendix L). The
overall functioning of an individual is rated by either a
clinician or trained non-clinician on a scale from 1 (the
hypothetically sickest individual) to 100 (the
hypothetically healthiest). The GAS is divided into ten
equal intervals, each with its own rating guidelines
(Endicott et al., 1976).

Inter-rater reliabilities for ratings of inpatients and
aftercare patients range from .61 to .91 (Endicott et al.,
1976). No information regarding test-retest reliability was
reported.

Concurrent validity correlations between GAS and the
overall seVerity score on the Mental Status Examination

Record and the Family Evaluation Form are reported by
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Endicott et al. (1976) to be moderate at six months
following admission (r = -.62 and r = -.52, respectively).
Regarding construct validity, higher GAS scores correlated
with lower amounts of intervention planned by clinicians.

In the present research the referring caregiver and the
investigator independently rated patients’ psychopathology
using the Global Assessment Scale. Inter-rater reliability
was considered adequate (r = .79, N = 101, p<.001). The
mean of these two ratings was used in all subsequent
analyses involving psychopathology.

Role Functioning Scale

This measure (Georgia Department of Human Resources,
1978) (Appendix M) assessed patient functioning as judged by
their caregivers regarding four roles (i.e., work,
independent living, immediate social network, and extended
social network). For example, caregivers were asked their
views of their client’s ability to successfully demonstrate
characteristics or behaviors associated with successful
workers (e.g., dependability, ability to communicate).

The response scale ranged from one (a complete lack of
skills) to seven (optimal level of skills).

Cronbach’s alpha coefficient was .83 for the four

scores comprising the scale.
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RESULTS

The order of presentation of results will be to
describe the social-demographic and clinical characteristics
of the sample with reference to the study’s inclusion
criteria and then to describe the tests of the hypotheses.

Description of the Sample and Measures
Social-Demographic Characteristics

A total of 119 patients were deemed by caregivers to
meet the study criteria and were referred to the
investigator. No formal data were gathered about the
characteristics or number of those patients not considered
appropriate to the study. Thirteen patients who were
referred did not complete the questionnaire. Eight of these
patients were willing to do so but provided incoherent
answers to questions and appeared to the investigator to be
delusional. Another five patients changed their minds about
participating after starting the interview and withdrew from
the study, leaving a final sample of 106 patients. For
various reasons, not all segments of the questionnaire were
completed by all 106 patients.

Table 16 presents social-demographic and clinical data
regarding the sample obtained in this research. Tessler’s
and Goldman’s (1982) data are also provided to facilitate
comparisons of the samples.

Overall, the social~-demographic characteristics of the
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Comparison of NIMH and Alberta Sample of Chronic Patients Living in
Community -

Data Samples

NIMH Alberta
Social-demographic Information
Sex ’
Males 47.0% 57.5%
Females 53.0% 42.5%
Marital status
Married 14.6% 10.4%
Never married 56.0% 61.9%
Divorced 20.9% 22.8%
High school graduates 33.0% 30.0%
Employed 25.9% 16.0%
Living arrangements
Private home or apartment 40.4% 35.8%
Family home or foster care 10.3% 34.9%
Board and care 12.6% 17.0%
Monthly income (Median) $325.00 (Mean) $592.00
Clinical History
Median age/first psychiatric contact 24.0 23.0
Primary diagnoses
Schizophrenia 68.9% 66.3%
Depressive and affective disorders 12.1% 24.5%
Other nonpsychotic disorders 6.6% 8.2%

Note. Data in column 1 are from The Chronically Mentally TI11:

Assessing Community Support Programs by R. C. Tessler and H. H.
Goldman, 1982, Cambridge, Mass.: Ballinger.
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present sample are similar to the Community Support Program
clients“reported upon by Tessler and Goldman (1982), except
the Alberta sample appear to be slightly younger, more
predominantly male, and seém to experience more depressive
and affective disorders than those in the Tessler and
Goldman sample. Both the age and sex differences are likely
accounted for by the present study’s under-representation of
elderly women. About 12% of CSP clients were over the age
of 65, compared to only 2% of patients in the current
study.

The mean age of the patients sampled was 37.2 years,
with a standard deviation of 11.7 years. The vast majority
(93.1%) were white, with 4% black and 2% native. Of the 22%
that lived in supportive living environments 17% resided in
approved homes (with and under the care of another family)
and 5% in group homes.

Employment information was obtained for all but three
individuals. Sixteen percent were employed, with an
additional 19% in pre-employment training programs. The
remaining 65% were not currently, or likely in the near-
future to be employed in the competitive job market.

Regarding just those patients who were unemployed and
not in transitional job training programs, 29% had been
unemployed for less than a year, 35% had been unemployed for

1-3 years, and 36% had been unemployed for more than three



106
years.

The unusually high unemployment rates (compared to
rates for other disadvantaged groups) do not appear to
result from patients’ lack of education. The mean grade
level achieved was 10.5, with a standard deviation of 2.6.
Only 8% of the sample reported their highest achieved grade
as Grade 6 or less. Nearly 24% of patients dropped out of
school at the end of Grade 10 or 11. Thirty percent had
completed Grade 12. While 14% of the patients had attended
university, only four respondents had graduated.

All but seven patients answered questions concerning
monthly income. Patients were consistently poor, with 83%
reporting monthly income of less than $900. The mean
monthly income of $592/month was heavily influenced by a
Government of Alberta assistance plan that required medical
certification of likely inability to ever work again: nearly
39% of the current sample received this benefit. Only 2%
indicated income in excess of $1500 per month, and in all
cases this was claimed due to full-time employment.

Effects of Social-Demographic Characteristics on QOL

Previously reported literature suggests that social-
demographic characteristics influence some aspects of
quality of life. The data were analyzed to determine if
age, sex, financial condition, education or residence were

related to any quality of life measure.
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A correlational analysis and a t-test, respectively,
showed that age and sex were not significantly related to
quality of life. The impact of several other socioeconomic
or demographic factors were assessed by means of analyses of
variance. Only higher educational levels (F = 2.26, df = 9,
p<.05) and dissatisfaction with finances (F = 3.49, df = 9,
p<.001) were associated with lower quality of life and then
only when quality of life was assessed by use of the Mean
Semantic QOL.

A one-way analysis of variance was conducted to
determine the effects of place of residence on quality of
life. The results of the present study are consistent with
data reported by Baker and Douglas (1990), Lehman et al.
(1982), as well as Segal and Aviram (1977) in indicating
that residence does impact quality of life. However, Table
17 presents means of quality of life ratings indicating
whether global (F = 2.90, df = 4, p<.05) or semantic (F =
3.39, df = 4, p<.01l) quality of life measures are used there
is a significant diminution of satisfaction with life
between individuals only in an approved home situation as
compared to those living with friends or family. There is
not the same statistical effect when comparing approved
homes to either group homes or patients living on their own.

Adherence to Clinical Inclusion Criteria

To reiterate, the clinical inclusion criteria were
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diagnosis, functional difficulties, and chronicity of care
by the mental health system. Concerning the first
criterion, all diagnoses had been made by a psychiatrist
within the previous two years. The files of 10% of patients
(chosen randomly) were reviewed by the investigator to
confirm the diagnoses provided by the caregiver. In all
instances, the reported diagnosis was, in fact, the
diagnosis of record. Table 18 presents the diagnoses of
record for those in this sample. Nearly two-thirds suffer
from a form of schizophrenia. The next most frequent
diagnosis is psychotic depression (23%) in either cyclic,
bipolar, or unipolar form. Approximately 90% of the sample
suffered either a major thought disturbance and/or affective
disorder.

The second clinical inclusion criterion involved having
moderate to severe functional difficulties in at least three
of seven areas, as rated by the caregiver. Table 19 shows
‘the proportion of patients at each level of functioning for
each area. 1In all but one area, at least 60% of patients
experienced moderate to very severe difficulties. A more
detailed analysis showed that all patients met the
functional criterion.

The third clinical inclusion criterion involved having
received professional mental health care for at least the

last two consecutive years. Caregivers were asked to
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Table 18

Diagnoses of Sample

Diagnosis Frequency Percentage
Schizophrenia 69 66.3
Manic-depression 15 14.4
Depression 9 8.6
Hypomania 3 2.8
Personality disorder 5 4.8
Organic brain syndrome 1 0.9
Drug/alcohol abuse® 2 1.8
Missing 2 1.8
Total 106 100.0

2Inadvertently included although diagnosis does not meet study

criterion.



111

[—m—eeme $G9~——~—mmm ]

00T 8 144 €e LZ 8 uoT3jeaado9y
R $09=—~—men ]

T0T 4 €T Sy LZ VT butuaes]
R o R ] AoustoTIIns

10T 1T o€ S¢ TT VT -JT9s DTwouody
[—m—oe $9 L mee ] suoTjerax

TOT 8 €2 9¥ T2 € Teuosaadaajur
[mmmee e [ ) ] suoTjoesueIy

00T 6 €2 ¢y TZ S Te1D0S
R $T8—~—cmmm e ]

T0T € 0c (534 1 %4 9 UuoT309aTP~-319S
[~emmeme FVEmmm o ]

00T 4 L €C o€ 9¢ susTbhbAy TreUOSISg

9JI9A8Sg TIV
N Kaop 9I9A9S 93RIDPONR IYbTIIS 3e SUON uteuwodq

£3TNOTI3TA Jo TeAeT

SST3TUOTIITq [euoT3young ,sIust3ed Jjo SISATBbaIe) Aq sbur3ey

6T 9Tqel



112
recommend only patients who met this criterion. Spot checks
were cohducted by the investigator on the files of approxim-
ately 10% of patients. These checks (accessing primary
sources, if necessary, for further substantiation) confirmed
the duration of care to be greater than two consecutive
years in all instances.

Impact of Psychopathology on Quality of Life

Psychopathology ratings are presented in Table 20. It
can be seen that approximately 80% to 85% of the sample
(dependent upon rater) suffered a significant (medium to
high) degree of psychopathology. The mean score for
psychopathology across all patients is 57.5, with a standard
deviation of 11.9.

The effect of psychopathology on quality of life was
investigated further by correlating psychopathology with
mean global quality of life (r = .21, N = 103, p<.05) and
with mean semantic quality of life (r = .25, N = 100, p<
.01). Correlations of psychopathology with each of the
domain-specific ratings indicates only one significant
correlation of psychopathology. Greater levels of
psychopathology are associated with less satisfaction (r =
.20, N = 98, p<.05) in the recreation domain.

These results indicate that a statistically significant

positive relationship exists such that greater

psychopathology is correlated with lower quality of life
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ratings for both global and semantic measures. Domain-
Vspecific quality of life ratings appear, with the exception
of the recreation domain, to be less impacted by patient
psychopathology than are global quality of life ratings.

Prior research (Lehman, 1983b; Lehman et al., 1982;
Meltzer et al., 1990; Pinkney et al., 1991; simpson et al.,
1989) had also demonstrated a relationship between
psychopathology and quality of life. Therefore a
statistical correction for psychopathology was employed in
all tests of hypotheses in which quality of life was
assessed.

Tests of Hypotheses
Hypothesis 1

This hypothesis predicts that the greater the
satisfaction reported by patients with their opportunities
to meet self-identified needs, the higher will be their
self-reported quality of life.

Partial correlation coefficients, with psychopathology
controlled, were computed between the mean of the ten
patient-rated opportunity to meet needs scores and both Mean
Global QOL and Mean Semantic QOL (Table 21). Resulting
correlations were in the range of .61 to .64 and are
significant at the .001 level of confidence. A strong
relationship would seem to exist between the opportunity to

satisfy needs and globally rated quality of life.
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Table 21

Correlation of Opportunities to Meet Needs and OQuality of Life

Ratings

Domain/Scale Partial Correlation?®
Mean Global QOL L61kk%

Mean Semantic QOL L63%kk

Domain-specific QOL

Family L49% %k
Friends .30%%%
Others ) .39%%%
State of health .49% %%
Work .59%k%x%
Recreation LA40% %%
Finance L30% %%
Health care J32%k%%
Living situation A5k k%
Personal safety .25%

Factor 1 AT kkk
Factor 2 .50%%%

Note. N=98. df=36.

acontrolling for psychopathology.

* p<.05. %% p<.0l.  **%* p<.001.
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Each domain-specific opportunity score was correlated
with its corresponding domain-specific QOL score (Table 21).
As well, the two factors derived from factor analysis of the
domain specific quality of life ratings were also correlated
with the mean of the opportunity scores. In all ten domains
and for each of the two factors, there is a significant
positive correlation between opportunity to satisfy needs
and quality of life. Hypothesis 1 was fully supported.

Hypothesis 2

This hypothesis states that the greater the difference
between patients and caregivers in perception of patients’
needs, the lower will be patients’ self-reported quality of
life.

Absolute difference scores in each of ten domains were
calculated for each patient-caregiver pair by subtracting
the former’s ratings of importance of needs from the
latter’s ratings. The direction of the difference was
ignored as the Oregon theory predicts lowered quality of
life on the basis of differences in perception of needs
without specifying directionality.

For example, if a patient indicated that relations with
family was an extremely important need (i.e., a rating of 1)
and the caregiver described that same need as very
unimportant (i.e., a rating of 10), a difference score of 9

resulted for that domain. The theory is needs and resource-
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driven and therefore predicts possible consequences of
differences in ratings as occurring due to either the
patient’s unwillingness to try to meet a need not seen as
relevant, or the caregiver’s unwillingness to make available
resources for meeting needs not seen as important.

These pair-wise differences were each correlated with
quality of life scores (with psychopathology controlled)
assessed globally and by means of the factors derived from
the domain-specific ratings.

The great majority of the resulting correlations were
not statistically significant (Table 22). The few
correlations that are statistically significant are still
weak in absolute terms. A strong correlation is found
between relationships with others and factor 2 of the
domain-specific ratings (-.35, df = 39, P<.0l1). The greater
the difference in ratings of needs between caregiver and
patient as regards the importance of dealing with others,
the greater the effect on quality of life as assessed by
factor 2 of the domain-specific scales. When caregivers
rated the need for patients to interact with other people
(than their usual circle of friends) higher than patients,
the result is that quality of life decreased on those
domains loading on factor 2 (satisfaction with friends,
family and interactions with others as well as aspects of

health care having to do with accessibility).
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Correlations of Patient-Caregiver Perceptions of Needs with Quality

of Life Ratings (Psychopathology Controlled)

Quality of Life Scales

Difference Scores? Mean Global Mean Semantic Faci1P Fac2
In Domains

Family .04 -.02 .08 -.13
Friends -.09 -.01 -.21 -.18
Others -.06 -.07 .03 —-.35%%
Work -.01 .05 .04 .08
State of

Health -.01 -.07 -.13 -.05
Living Situation .02 .03 .01 -.30%%*
Personal Safety .04 .05 .16 -.13
Health Care Access .21% .10 -.13 -.02
Finances .13 . .13 .04 -.21
Recreation -.14 -.14 -.10 -.07

2 Patients and caregives separately rated perceptions of patient’s
needs in ten domains. The caregivers score was subtracted from the
patient’s rating to determine a difference between the two within
each of the 1listed domains. The direction of difference was
ignored.

b Domain-specific quality of life scores were factor analyzed and
two factors emerged. See text for explanation.
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As reported by Lehman (1983b), health care is
another sensitive area for the chronically mentally ill and
their workers. Caregiver and patient differences in ratings
of importance of health care are correlated with quality of
life but only when assessed by means of global questions (x
= .21, N = 99, p<.05). That is, higher difference scores on
the need for health care are correlated with higher quality
of life score as measured through global questions.

Hypothesis 2 predicts quality of life will vary
depending upon caregivers and patients differences in
ratings of importance of needs. These data indicate this is
not the case for most needs but that limited and condition-
specific support exists for hypothesis 2 within two needs
areas - health care and the need for external integration.

Hypothesis 3

This hypothesis predicts that the greater the extent to
which patients perceive their needs are met contingent upon
their performance, the higher will be patients’ self-
reported quality of life. That is, needs that are met due
to the patient’s efforts will be more influential of quality
of life than needs met without corresponding effort.

Prior to testing the hypothesis, patients’ mean domain-
specific needs satisfaction scores were correlated with
their Mean Global QOL and Mean Semantic QOL scores.

Correlations of .40 (N = 98, p<.001) and .46 (N = 95,
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p<.001), respectively, were observed. To avoid the
confounding influence of low needs satisfaction on quality
of life, partial correlations were computed with needs
satisfaction controlled.

Contingent effort ratings (based on patient’s
estimations of difficulty in performing tasks to obtain
needs satisfaction) within each domain were correlated with
Mean Global and Mean Semantic QOL. None of the resulting
correlations are significant. Hypothesis 3 was not
supported.

Hypothesis 4

This hypothesis predicts that the more positive their
self-reported affect balance, the higher will be patients’
self-reported satisfaction with their performance.

Satisfaction with performance was computed as the mean
of the satisfaction with performance ratings with the
exception of the health care domain which was judged to be
irrelevant for this analysis. Separate analyses of the
components (positive, negative and total items) of the
Affect Balance Scale were computed.

A partial correlation, with psychopathology controlled,
of the positive itenms comprising the Affect Balance Scale
with mean satisfaction with performance across nine domains
is significant (r = .44, af = 33, p<.0l1). This same

correlation for the negative items of the ABS is not
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significant (r = -.13). The total ABS score correlated
against satisfaction with performance measured across
domains is also significant (r = .45, 4f = 33, p<.01l). The
domains represented on each of the two domain-specific
factors were both significantly correlated (r = .46 and .43
respectively, df = 33, p<.0l1) with satisfaction with
performance. Hypothesis 4 was supported.

Hypothesis 5

This hypothesis states that the greater their ability
to meet performance requirements in terms of stress and
concentration, the greater will be patients’ self-reported
satisfaction with their performance.

Within each domain, patient ratings of their ability to
cope with stress and to maintain concentration (with
psychopathology controlled) were separately correlated with
their satisfaction with their performances (Téble 23).

Concentration difficulties are significantly and
positively correlated with performance satisfaction ratings
only in the domain dealing with family matters. That is, as
patient’s ratings of their abilities to deal with
concentration difficulties increase, so do their ratings of
satisfaction with their performances as they attempt to
satisfy their needs in dealing with their family.

Difficulties with stress are positively and

significantly correlated with performance ratings in that
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Table 23

Within - Domain Correlation of Stress and Concentration
Difficulties and Quality of Life

Partial Correlations?

Domain Stress Concentration
Family $37k%k% «20%
Friends .28%% .12
Others .07 -.05
Work .13 .05
Living situation .11 -.02
Recreation . 28%% .16
Finance .07 .03
Personal safety c22%% .08
Note. df = 90 for Stress and df = 83 for concentration
ratings.

4controlling for psychopathology.

* p<.05.  ** p<,0l.  **%* p<.001.
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same domain (family) as well as in the domains dealing with
friends, recreation and personal safety. These data suggest
that stress plays a more significant, but still limited,
role in patient’s determinations of their satisfaction with
their performances. Hypothesis five is partially supported.

Hypothesis 6

This hypothesis indicates that more positive affect
balance and greater ability to meet performance requirements
in terms of stress and concentration difficulties will
interact to produce greater self-reported satisfaction with
performance by patients than either factor alone.

A multiple regression procedure was used to determine
whether a relationship exists between the independent
variables and self-reported satisfaction with performance
(Table 24). This procedure was used as it allows
comparisons of continuous variables (affect, stress and
concentration difficulties) without establishing cut-off
points as would be necessary if a 2 way analysis of variance
were used.

The effects of stress and effects of concentration
difficulties, each of the factor scores resulting from the
factor analysis of the Affect Balance Scale, as well as the
cumulative score of the Affect Balance Scale were entered in
of 4.414 (df = 5) is

the regression in five steps. The F

significant at the .001 level (Table 24). Thus it is
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Regression of Ratings of Stress and Concentration Difficulties
and Affect on Satisfaction with Performance

Dependent variable - Satisfaction with Performance
Independent Variables:

1 Factor 1 consisting of 5 items of Affect Balance Scale
2 Factor 2 consisting of 5 items of Affect Balance Scale
3 Total of Affect Balance Scale scores
4 Patient self-reported difficulties with stress
5 Patient self-reported difficulties with maintaining
concentration
Analysis of Variance

DF Sum of Squares Mean Square
Regression 5 11.496 2.299
Residual 92 47.913 .520
Multiple R = .434
R? = .193 F= 4.414
Adjusted R Square = .15 , Significance = .0012

Standard Error = .72

Variables in the Equation Beta _T_ Sig T
Factor 1 of Affect Balance Scale -.625 ~-1.175 .08
Factor 2 of Affect Balance Scale . 299 1.213 .23
Affect Balance Scale score 1.024 2.379 .01
Difficulties with stress -4.,122 -.003 .99
Difficulties with concentration .111 .898 .37

Note. Listwise deletion of missing data with variables entered

on successive steps.
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concluded that a statistically significant relationship
exists between some of the independent variables and self-
reported satisfaction with performance.

Data presented in Table 24 indicates that only positive
affect is significantly and positively related to
satisfaction with performance. Thus it is concluded that no
cumulative effect of stress and concentration difficulties
is demonstrated by the data. Hypothesis 6 was not
supported.

Hypothesis 7

This hypothesis predicts that the higher the self-
reported satisfaction with performance by patients, the
higher will be their self-reported quality of life.

Mean satisfaction with performance was partially
correlated, controlling for needs satisfaction, with quality
of life as assessed by Mean Global (r = .45, df = 33,
b<.0l1); Mean Semantic (r = .35, df = 33, p<.05); and, the
two factors emerging from the previously reported
domain-specific factor analyzed ratings (factor 1 = r = .39,
df = 33, p<.05); and, (factor 2 = r = .46, d4df = 33, p<.01).

As would be expected from the theory, the relationship
is stronger between performance satisfaction and factor two
domains (dealing with issues of accessing resources) than
with factor one domains (dealing with conditions seen as out

of the control of the patients). Hypothesis 7 was supported.
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Table 25 summarizes the results of the tests of all

seven hypotheses.
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DISCUSSION

This research empirically tested the Oregon quality of
life theory as a framework for predicting the quality of
life of the chronically mentally ill. The discussion
focuses first on overarching methodological considerations
in interpreting the results. This is followed by discussion
of the evidence that supports or refutes the theory, with
reference tb other quality of life theories. Finally,
recommendations for both service provision and future
research are offered.

Methodological Issues

Methodologically, several difficulties may have
influenced the results of the present research. The first
of these potential problems results from sampling
uncertainties. Details about those not nominated by
caregivers for inclusion are not known. Comparisons between
the current sample and other samples of chronically mentally
i1l individuals 1living in community suggest, however, this
sample is very similar and has no significant aberrations
from other samples with the exception of an under-
representation of women living in community and older than
age 65.

There may have been several biases influencing the
data. A great majority of caregivers were nurses and a

professional orientation/training bias may have been
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present. That the caregiver was involved at all may have
influenced the responses of some of the patients. Further
bias could have been introduced by the suggestion that
information would be made available to the caregiver about
the interview.

No objective data directly relates to these potential
biases. It is my opinion, based on impressionistic data
gathered during the interviews, that each of these potential
threats did indeed take place to "some" extent. A
population as dependent, withdrawn and needy as the
chronically mentally ill is likely to contain individuals
who may provide thé answers they think safest and not the
most accurate.

It is just as likely, however, that not involving
caregivers would introduce biases. Extremely shy and
withdrawn patients are not likely to wish to participate in
research that holds little immediate reward and poses risks
of embarrassment or possible ridicule. In short, biases are
likely to have been introduced regardless of study design
but need to be recognized as potential threats.

Most of the measures used are self-report and many are
investigator-devised as well and cannot be externally
referenced to a known standard. This threat to the validity
of the measures could cause difficulty with regard to the

confidence placed in interpretations of results. Therefore
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psychometric exploration of the measures occurred.

The scales used for assessing importance of needs (both
from the perspective of the patients and caregivers), the
opportunities to satisfy needs, needs satisfaction, ability
to deal with stress and concentration difficulties,
satisfaction with performance, and amount of effort needed
in order for needs to be met were all investigator-devised.
Psychometric investigations suggest each appears to possess
adequate face validity, internal reliability (as assessed by
Cronbach alphas), and generally demonstrated significant,
but not excessively high, overlap with the other measures.
Scale scores suggest adequate range for individual’s ratings
and scores, as well. It is concluded that both the
reliability and validity of the measures is sufficient to
allow tests of the hypotheses.

The lack of external referents is also related to
another threat to the validity of the research which E.
Diener (personal communication, April 30, 1991) called
common methods variance. An observed relationship may be
the result of a third and more powerful factor than either
of the two correlated items. He suggests, for example, that
people who are happy may indicate more of their needs met
due to their optimistic outlook as opposed to more of their
needs being met leading to current levels of happiness.

Diener’s (personal communication, April 30, 1991)
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caution regarding common methods variance cannot be fully
answered by any correlational study as it raises the issue
of causality. VYet a growing data pool suggests the
chronically mentally ill individual living in community can
provide specific responses to questions about what they like
or don’t like, and are not simply responding to specific
questions on the basis of a generalized attitude (as common
methods variance as a problem would suggest) .

Bigelow et al., (1991) report patient satisfaction did
not correlate with caregiver’s perceived improvement by
patients as a result of treatment, so the judgements
patients made about their improvement seem to be specific to
treatment and not the result of a global well-being
attitude. Lehman (1988; 1983b) also explored the issue of
the effects of psychopathology on patient’s responses to
quality of life assessment. He concluded that only in the
health realm was there a significant impact of
psychopathology (anxiety and depression but not thought
disorders) on the likely responses of the chronically
mentally ill.

Similarly, in the current research an effect on quality
of life by kind of residence was reported. Those living in
"approved homes" were significantly less satisfied with the
quality of their lives than those living on their own, with

friends or family, or in group homes. That this effect
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seems localized to issues of residential care is supported
by the literature (Baker and Douglas, 1990; Segal and
Aviram, 1978) and ratings by clinicians of their patient’s
ability to deal with stress in residential care.

Caregiver’s ratings of patient’s overall functioning
was correlated with patient’s estimations of the effects of
stress on their ability to deal with their living situation.
The resulting correlation (r = -.21, N =96, p<.01) indicates
that caregiiers and their patients agree when the patient is
having difficulty in dealing with their residential
environment. VYet with the exception of those patients
living in "approved homes" there is not a significant
difference in general quality of life ratings by patients.

8upport for the Oregon Quality of Life Theory

The major findings of this research are that the Oregon
quality of life theory is supported in its contention that
quality of life of the chronically mentally ill is affected
by several key variables. These variables include needs
satisfaction, perceived opportunities to satisfy their
needs, satisfaction with performance, positive (but not
negative) affect, and, to a lesser extent, patient abilities
to cope with stress and to concentrate on tasks.

Differences in perception of needs between caregivers and
patients resulted in lowered quality of life but only in two

domains (health care and everyday relationships with others)
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of the ten domains assessed. The expected relationships
between patients’ ability to deal with stress and/or
maintenance of concentration and satisfaction with
performances were weak at best. Unlike the theory’s
prediction, there was not a relationship between patients’
ratings of the degree of contingent effort and quality of
life.

Lehman (1988) believes quality of life theories can
only be evaluated on three validity bases: face, construct
and predictive validity. These represent three different
views of the same issue and are not mutually exclusive.

As regards the construct validity of the Oregon theory
a possible confound to the current results may come about
due to the Oregon theory’s ambiguity about the variables
postulated to influence quality of life, and particularly,
satisfaction with performance. The issue then is how to
fairly determine the empirical relationships that adequately
test the theory. For example, scales assessing difficulties
with stress and concentration problems may have sampled the
wrong estimators of the theory’s notion of abilities needed
to successfully meet needs.

The Oregon theory has been stated by its proponents
(Bigelow et al., 1982) to include issues of affect,
patient’s abilities to deal with stress and concentration

problems, and needs satisfaction. It does not seem likely
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that measures seeking to determine whether needs are being
met, or asking about performance satisfaction, ability to
deal with stress and concentration issues are incongruent
for testing the theory’s predictive and construct validity.

There are two levels at which the theory is supported
by the present data. First, several but not all of the
predictions made by the theory about which variables
determine quality of life were supported. This suggests
that modifications need to be made to the theory’s
presumptions about the variables determining quality of life
but that the basic conceptualization of determinants of
quality of life is supported in the main.

Second, at the heuristic level the theory was intended
to help guide and hopefully clarify research in this
confused and ill-defined area. The hypotheses drawn from
the Oregon theory represent tests of needs satisfaction,
patient characteristics (role of stress, concentration
problems, positive and negative affect), and combinations of
environmental situations and patient characteristics or
behaviors (adaptation issues would include differences in
perception between caregiver-patient and result on quality
of life, whether contingent effort produces greater quality
of life than non-contingent efforts at needs satisfaction).

Needs Basis

The Oregon quality of life theory is fundamentally
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needs-based in that it maintains that meeting needs is of
paramodht importance to satisfactory quality of life (New
York State Office of Mental Health, 1980). Correlations of
needs satisfaction and quality of life are generally in the
.40 to .50 range and are statistically significant to the
.01 or better level. Regression analyses were also
conducted to determine the best predictors of Global and
Semantic QOL. These analyses support the conclusion that,
of all the variables included for test in this research,
needs satisfaction is the strongest predictor of quality of
life.

If meeting needs is centrally important to quality of
life, the availability of opportunities to satisfy needs
should, logically, also be of prime importance. There is
confirmation of a strong relationship between opportunities
to satisfy needs and quality of life (Hypothesis 1).

The Oregon theory is needs-driven but also assumes that
individual patients’ quality of life will be determined by
more than whether their needs are met. It contends that the
opportunity structures (for needs satisfaction) that exist
will play a crucial role in determining quality of life.
This then represents adaptation issues, in that patients’
adaptation to their environment is predicted to be a
determinant of quality of life.

It is inferred that caregiver-patient disagreements
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about the relative importance of needs will limit the
chronically mentally ill patient’s opportunities to satisfy
those needs. Santiago, Berren, Beigel, Goldfinger and
Hannah (1990) reported that greater differences between
caregivers’ and patients’ perceptions of problems was
positively and significantly correlated with likelihood to
drop out of treatment.

This contention (Hypothesis 2) was only partly
supported. Disagreements about which needs are most
important did not significantly impact upon patient’s
quality of life except for domains of health care and
everyday relations with others.

Lehman (1983b; 1982) has reported health care to be a
particularly sensitive area for the chronically mentally ill
as they rely on it for their continued community tenure.
Baker and Douglas (1990), as well as Segal and Aviram (1978)
have also reported on the influences of residential care
(type and quality) on the willingness of more seriously ill
patients to engage in externally (to the residence)
integrative behaviors.

If it is assumed that health care accessability and
programmatic initiatives intended to motivate the patient to
interact with others are represented to patients by their
caregivers, then confirmation of hypothesis two in these

areas can be seen as confirmation of the theory’s predictive
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validity regarding the need to include caregivers’
expectations as well as patients’ for issues dealing with
their health and how much they interact routinely with
others. The difficulty, of course, is the analysis is post
hoc and may simply represent rationalization of the results.

Performance Basis

Hypotheses 3 and 7 deal with issues of the patients’
satisfaction with their own performance as they attempt to
meet their self-identified needs. Results from tests of
hypothesis 3 indicated no difference occurred in quality of
life as a function of the degree of effort on the part of
the patient as they attempt to meet their needs. Data
obtained from tests of hypothesis seven indicate that there
is a strong relationship between patient’s satisfaction with
their performance and their quality of life.

These findings support the theory’s assertion that
personal appraisal of performance influences quality of
life. However, it does not appear quality of life is
dependent upon how hard the chronically mentally ill believe
they must try to perform in order to meet their needs. They
are influenced primarily by their opinions about their
efforts at needs satisfaction rather than by how hard they
believe themselves to be trying to meet those needs. Thus
it is clear that both need and performance satisfaction are

important contributors to perception of quality of life.
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However, the data obtained in the present research do not
clarify the relationship between the chronically mentally
ill person’s contingent effort and their satisfaction with
their performances. There is no statistically significant
relationship between the perception of trying harder and
being more satisfied with performance.

The current findings could be a reflection of service
practice rather than a refutation of the theory’s prediction
that degree of contingent effort should influence quality of
life. As indicated previously, the chronically mentally ill
are handicapped in meeting their needs and, thus require the
assistance of others. At present, most of their needs are
met non-contingently by the service system. The résults
obtained can be interpreted as supporting the premise that,
for this population, the service system provides little or
no incentive for the chronically mentally ill to apply
themselves in pursuit of specific goals. A system that
placed greater emphasis on patient effort and attached more
contingencies might produce different results.

The above explanation may be more reasonable in some
life domains than others, depending on the likelihood of
"payoff" for efforts. In contrast to domains such as
employment and health care, relations with family and with
friends may be characterized by a higher likelihood of

increased quality of life with increased patient effort.
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However, even in these domains, higher quality of life
contingent on patient effort was not observed. Therefore,
any suggestion that Hypothesis 3 was not confirmed solely
because of service system practices must be viewed with
caution.
Patients’ Characteristics

The Oregon theory posits patients’ characteristics that
influence quality of life. These include (a) cognitive and
affective attributes and (b) skills for meeting performance
requirements. There has been very little systematic
research into the personal characteristics, other than
psychopathology, that influence quality of life for the
chronically mentally ill (Fabian, 1990). Several hypotheses
derived from the theory are intended to help deal with this
deficit for a population that has clearly defined problems
that make it unlikely that their personal characteristics
will not influence their quality of life.

Positive affect balance was assumed (Hypothesis 4) to
be an important patient determinant of quality of life. The
results show positive affect is positively correlated with
performance satisfaction, which is, in turn, positively
correlated with quality of life. Negative affect was not
significantly correlated with performance satisfaction.
(This is not surprising as Diener (1984) has summarized the

literature demonstrating there is little correlation between
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the two subscales.) Thus this research suggests that for
the chronically mentally ill, negative and positive affect
seem specific in their effects and that "feeling bad" does
not have much to do with patient’s appraisals of their
performances while "feeling good" is correlated with
satisfaction with performance and is a likely positively
contributing factor to greater quality of life.

Patient abilities for dealing with stress and
concentration difficulties were also assumed (Hypothesis 5)
to be necessary for successful performances. Stress
resistance positively correlated with satisfaction with
performance in dealing with family or friends, with others
on an everyday basis, and personal safety. Concentration
ability correlated positively only with dealing with family.

The chronically mentally ill require assistance in
dealing with stress primarily to prevent a negative impact
on these few life domains. The finding that stress impacts
on more domains than concentration difficulties coincides
with Lehman’s (1988) conclusion that anxiety and depression
affect quality of life to a much greater extent than do
thought disorders. Without assistance in dealing with
stress the chronically mentally ill are likely to not be as
satisfied with their performances in the domains mentioned,
and therefore experience lessened quality of life.

The predicted relationship between satisfaction with
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performance and quality of life was strongly confirmed for
both global measures of quality of life and for nine of ten
domains (Hypothesis 7). Although the current research
failed to identify the determinants of satisfaction with
performance, it is clear that a strong relationship exists
between satisfaction with performance and quality of life.

8uggested Revisions to the Oregon Theory

Several aspects of the theory as it applies to the
chronically mentally ill appear to require modification.
First, the theory’s assertion that needs satisfaction and
performance contribute equally to quality of life is not
supported by this research. There is a much clearer and
stronger linkage between needs satisfaction and the factors
impacting upon that satisfaction and quality of life than
between quality of life and performance satisfaction.

The variables thought to influence satisfaction with
performance require clarification. With reference to Figure
2, the patient’s individual abilities coupled with the
performance requirements associated with the role are
predicted as the determinants of satisfaction with
performance. Some of the variables thought to represent
these categories have been explored in this research.

Positive affect is related to satisfaction with
performance as is ability to deal with stress for several

life domains. The ability to concentrate does not seem to
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have a clear relationship to satisfaction with performance
except in the family matters domain. Patient’s estimations
of the effort required on their part had little to do with
their satisfaction with their performances or their quality
of life.

The relationship of abilities to successful performance
may not be the same for the chronically mentally ill and
other groups. Unlike most comparison populations, the
chronically mentally ill are often positively reinforced for
their inabilities. For example, they receive increased
welfare rates contingent upon acknowledging their inability
to ever work again. Also, the chronically mentally ill are
often repeatedly told to accept their inability to deal with
stress because they are mentally ill. Finally, they are
often told that their mental illness is incurable and can be
controlled only so long as they are compliant with
instructions from treatment personnel.

Living under the threat that a remission of symptoms
may suddenly cease or may only be intermittent could lead to
a situation in which the chronically mentally ill come to
believe their most salient personal characteristic is their
illness. Moreover, their expectations regarding their
abilities to perform may diminish correspondingly,
producing, metaphorically speaking, a learned helplessness.

Characteristics associated with independence and success in
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less disabled populations are likely to be less valued by a
population reinforced for acknowledging disabilities. It is
possible greater ability to cope with stress and to
concentrate on tasks does not lead to greater needs
satisfaction for this population and, therefore does not
play as major a role in their quality of life.

The Ofegon theory does need to be more specific about
the influence of psychopathology on quality of life. The
current research shows that psychopathology has some impact
upon quality of life, but that the effect depends in part on
the measure used to assess quality of life. Currently, the
theory is too vague in this area and does not assist either
researchers or clinicians to determine the most relevant
aspects of psychopathology as it relates to quality of life.

Third, the theory needs to be improved in its
representation of the societal and individual factors
influencing quality of life. The theory does not adequately
differentiate the multiple factors likely to influence the
quality of life of the chronically mentally ill because of
their specific and unique dependencies. These factors
include the practices of the service system, the personality
of the patient, the nature of his or her psychopathology,
and the resources available through support systems.

The above perspective is represented in so-called

adaptation theories of quality of life, which maintain that
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people’s adaptation to their circumstance is of key
importance to their quality of life (Franklin et al., 1986).
Adaptation refers to performance of activities of daily
living, enhancing self-esteem, and maintaining positive
affect.

An adaptation framework suggests that satisfaction with
performance is not the result of discrete indicators (e.g.,
affect balance, ability to deal with stress and
concentration problems), but rather is the result of the
individual’s expectations regarding what needs to be
accomplished in order for needs to be met. Therefore,
adaptation theories can be seen as more idiosyncratic and
psychological than the Oregon theory.

The Oregon theory only hints at adaptation. It
includes aspects of performance and indirect opportunities
for needs satisfaction. Most of its concepts, however, are
vague and sociological (e.g., congruence of role-governed
behavior), rather than psychological in nature. The current
findings indicate the theory inadequately accounts for the
relationship of psychological variables to satisfaction with
performance.

The present research appears to support an adaptation
approach to quality of life. Three classes of variables are
probably important to quality of life, namely certain

objective indicators, subjective indicators of well~-being,
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and successful adaptation by the individual to his or her
environment. Within each class of variable, it would be
necessary to investigate the relative contribution of
specific factors to quality of life. This approach could
yield more accurate predictions of satisfaction with
performance. |

For example, Gutek et al. (1983) investigated cognitive
factors (such as expectations) believed to be determinants
of quality of life in the normal population. Similarly,
Staats (1987) proposed hope as a measure that takes into
account both cognition and affect. Degree of hope (or lack
of it) would seem to be very appropriate for a population
whose poverty, ill health, and dependence on others must
strongly suggest to them the unlikely possibility of
recovery. Thus, the amount of hope may play a very powerful
role in the quality of life of the chronically mentally ill,
and if it does not, that may be a telling indication about
the system providing care.

While the chronically mentally ill are homogenous as
regards characteristic syﬁptoms, they are heterogeneous in
their abilities to function adaptively in their environment.
It would seem reasonable to assume that differences are
likely to exist between members of this population as the
basis of their hopes for realistic achievement of goals of

successful adaptation.
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Viability of the Quality of Life Construct

The present research supports conclusions previously
reached that the vast majority of those diagnosed as chroni-
cally mentally ill can reliably report their quality of life
by means of both global and domain-specific measures. The
latter measures yield information that is more specific both
temporally and in terms of situations encountered by the
chronically mentally ill.

Hypotheses 1 and 7 bear directly on the construct
validity of quality of life. The results from these
hypotheses demonstrate a strong relationship between needs
satisfaction and quality of life, and between satisfaction
with performance and quality of life. Confirmation of these
predicted relationships supports the conclusion that quality
of life is a valid, useful construct.

It appears, however, that several variants of quality
of life might be usefully conceptualized. There appear to
be significant differences between the quality of life
determined by asking people global questions about their
satisfaction with their lives and asking them specific
questions about their satisfaction with their residences and
their family. Each type of question can be thought of as
providing a different perspective of a unified construct of
quality of life, or can be thought of as tapping different

aspects of quality of life that is not unidimensional.
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The current research basically supports Bigelow et. al.
(1991) in their contention that quality of life is an
accurate, economical and meaningful outcome indicator for
the chronically mentally ill. Specific allowance for
psychopathology must be made and multiple measures used in
order to accurately assess the construct.

Suggestions for Changes to Services

It seems clear that both global and domain-specific
quality of life outcome indicators should be routinely inte-
grated into service planning and delivery for the
chronically mentally ill. Several advantages to use of
these outcome indicators were described in the earlier
literature review. 1In addition, the more the mental health
system explicitly emphasizes optimal quality of life as an
important goal, the more the chronically mentally ill may be
encouraged to cooperate with caregivers so patients’ goals
can be achieved.

Needs satisfaction and satisfaction with performance
have been shown by the present research to be positively
associated with the quality of life of the chronically
mentally ill. The former variables should be assessed on an
individual-case basis, with caregivers determining patients’
beliefs about their needs and patients’ concerns about what
may interfere with their needs being satisfied. cCaregivers

should also assist patients to improve their performance and
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their self-esteem in this regard.

These suggestions are certainly not new conceptually.
However, Lamb (1988) recently asserted that lack of
individualization of service planning for the chronically
mentally ill is endangering the entire
deinstitutionalization movement. By this he means goals
need to be set for each individual (as opposed to the
bureaucracy running the service system) that are meaningful
to the patient and take into account the individual’s
abilities and limitations.

The current research supports the utility of
improvement of individualization. It indicates that
patients can reliably and validly report their quality of
life and that their quality of life will be improved if
their needs are felt to be satisfied and that opportunities
to perform satisfactorily are available. Satisfaction with
their performances as they attempt to meet their needs is
also an important determinant of quality of life but there
is no necessity (in terms of quality of life improvement)
for those performances to be considered challenging by the
chronically mentally ill patient.

The results of the present research suggest that there
is little justification for placing a continually greater
emphasis on contingent effort by the chronically mentally

ill in satisfying needs. Increased contingencies will not
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usually result in improved quality of life and may, given
the difficulties the chronically mentally ill have with
stress, contribute to decompensation and lessened quality of
life. A judicious balance must be found between assisting
patients to make realistic and meaningful efforts in their
own behalf, and continually increasing contingent demands
with the hope they will internalize a "motivation" to
achieve ever increasing goals.-

Separation of needs satisfaction from performance
clarifies the requirement for programs to encourage mastery
as well as needs satisfaction. Clinicians can view patient
performance within the context of a desire for needs
satisfaction, while patient ability to perform can be
evaluated relative to the demands of the situation.

Most patients have little power to change the practices
of the mental health system. Implementation of the above
recommendations would mean greater emphasis on
individualization of service planning, a greater array of
services tailored to patient needs, and more time spent by
caregivers with patients in order to determine hindrances to
resource utilization. It would also mean empowerment of
patients within the system regarding rights to high quality,
individualized care.

Results of the current research suggest differences

between caregivers and patients in perception of needs are
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most crucial in the areas of need for health care and
external integration into the community. Overall, patients’
perceptions of their needs are most important (compared with
caregivers’) to their quality of life. However, caregivers’
estimations of needs in health care and attempts to have
patients interact more routinely with others do have an
impact on quality of life ratings in those domains.
Awvareness of, and sensitivity to this issue may forestall
difficulties likely to occur with younger less stabilized
chronic patients (Santiago et al., 1990).

Issues of whose definition of needs will be given
primacy in matters of residency and degree of external
integration are most likely to be problematic. These tend
to be areas where mental health programs are most likely to
have developed "standards" and these (plus the caregivers
opinions) may be in conflict with patient’s beliefs.
Therefore, mental health systems need mechanisms through
which disputes between caregivers and patients can be
settled since Santiago et al. (1990) have reported a greater
likelihood of " treatment resistance" under this
circumstance.

Acceptance of the idea that quality of life ratings by
the chronically mentally ill are valid should lead to
acceptance of "tracking" the actions of caregivers and/or

patients that influence quality of life within specific
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domains. This process could allow identification of
behavior patterns likely to achieve specific goals
associated with enhanced quality of life and therefore
facilitate preparations for discharge from hospital.

Directions for Future Research

The theory’s predicted relationship between
satisfaction with performance and quality of life was well
supported. However, the predicted interaction of patient
characteristics and abilities in determining satisfaction
with performance was not substantiated. Adaptation theories
of quality of life suggest that adaptation, not patient
characteristics and abilities, is crucial to satisfaction
with performance. Further research could clarify which
perspective is most correct.

Methodologically, more research would be useful in
determining causal linkages as regards quality of life. The
cross-sectional design used in the present research was
helpful in determining which variables are associated with
increased or decreased quality of life. A weakness of the
design, however, is its inability to address issues of
causality.

Staats (1986) investigation of hope as a construct
which taps both affect and cognition could be extended to
prediction of quality of life of the chronically mentally

ill. Cognitive factors of expectations, comparisons with
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others and hope were not explored in this study but are
undoubtedly related to people’s feelings about the quality
of their lives.

Finally, further research is required regarding
programmatic opportunities associated with changes in
quality of life. It seems reasonably clear that some
characteristics that define the population impact quality of
life but it is unclear which characteristics of programs
(e.g., sheltered or competitive employment, integrated
socialization programs) are most likely to be related to

quality of life given specific patient characteristics.
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Appendix B

Personalized Letter of Introduction for Research



REFERRAL LETTER
207

I am conducting research intended to clarify the
factors determining the chronically mentally ill persons
ratings of happiness and satisfaction while living in the
community. The study is being conducted as a part of my
Ph.D. program at the University of Manitoba and has been
approved by the appropriate Ethics Committees of the
institutions participating in the study.

This letter is sent with the hope that you may be able
to refer (or facilitate referrals of) individuals you think
should be in the study’s population. Please excuse the
impersonal nature of this letter but until nominations for
participants are received the audience for this letter will
remain unknown.

The information sheet that is attached will provide
specific guidelines that may be of use as you decide whether
to participate (or whether you have appropriate
participants).

I’'d be pleased to discuss further details of the
reseérch with you or those you consider most appropriate.
My hope is that you will be able to refer either patients or
their caregivers.

Sincerely,

Mark Dimirsky, M.Sc.
Psychologist

Attachments: Detail sheets and inclusion criteria



BRIEF DETAIL SHEET: QUALITY OF LIFE STUDY
208

Purpose of the Study

Ratings of happiness and satisfaction are commonly
found as the psychological equivalents of the term quality
of life, a term that has been used in a confusing number of
ways. Despite both its ideological and clinical important,
little research has been done about the determinants of
chronic mental patient’s ratings of their quality of life.
The Oregon quality of life theory predicts variables thought
to determine quality of life ratings. Standardized scales
will be used to assess the dependent variable, quality of
life, as well as the independent variables (needs
satisfaction and performance satisfaction, as perceived by
the patient). Using a passive observation design and
regression and path analyses, eight hypotheses drawn from
the Theory will be tested. The research also addresses
questions of the reliability of patient ratings and the
relative importance of the variety of factors predicted to
contribute to the ratings.

Time Required of Participants
Interviews with patients will usually take between 45

and 60 minutes. One interview with the caregivers of

patients will be necessary. The time to be spent in this
interview should be less than 30 minutes.

Inclusion Criteria
The criteria for including people in the population are

important. All three that are listed below must be

satisfied.

1. Diagnosis within last five years of schizophrenia,
recurrent depressive or manic-depressive disorders,
paranoid and other psychoses; and

2. A history of hospitalization and/or treatment within
the mental health system for the past two years
(consecutively); and
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3. Major difficulties (in the opinion of the caregivers)
in the patient’s functional capacities in at least
three of the following areas of life:

A. Personal hygiene and self-care

B. Self-direction

C. Interpersonal relationships

D. Social transactions

E. Learning

F. Recreation

G. Economic self-sufficiency

(A rating scale is provided to assist in this
determination).

Procedures
Separate interviews with the caregiver of the patient

and patient will occur. Data will be collected through the

interview plus a file check for confirmation of eligibility
for inclusion.

Feedback
Results of the study will be communicated to all

participants within three months of the termination of the

study. Results of individual rating scales will be
available to patients, and with their permission, the
caregiver.

Qualifications of Principal Investigator
Registered psychologist who has practised in Alberta

for four years.
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Appendix C

Consent Form for Participation of Caregiver



CONSENT TO PARTICIPATE: CAREGIVERS
211

1, . , understand that I am

being asked to participate in a research study. The study
is intended to clarify which factors contribute to the
chronically mentally ill individual’s ratings of their
quality of life. Further, I understand that data will be
presented in a fashion that precludes individual
identification. I understand that no direct benefit will
occur as a result of my participation in the study.

I agree to participate in the study and understand the
purpose of the study.

Caregiver:

Witness:

Date:
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Appendix D

Consent Form for Participation of Patient




CONSENT TO PARTICIPATE
213

I, , understand that I am being

asked to participate in a research study. The purpose is to
investigate the factors through to help determine each
person’s ratings of their quality of life. There will not
be any changes to my program either because of participating
(or not participating) in this study. Further, I understand
that the answers I give to the interviewer will not be
released to anyone outside of the study unless I have given
my permission, or the information is presented in a manner
that prevents any individual’s identification.

I agree to participate in the study and understand the
purpose of the study.

Participant:
Witness: ' Date:
CONSENT TO RELEASE INFORMATION
I, , give permission for the release

of information obtained during my participation in the
Quality of Life study. This information may be released to
within three months of the time the

information becomes available. Feedback will also be
provided to me regarding my answers and, the findings of the
study. I also agree to allow the researcher access to ny
medical record for purpose of confirming information
received verbally.

Participant:
Witness: Date:

Interview #:
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Appendix E

Importance of Needs: Caregiver’s and Patient’s Forms



"INIT ddd JHdWON @NO ATINO gdTIO¥ID

215

0T 6 8 L 9 S b4 € Z T
0T 6 8 L 9 1] 14 € Z T
0T 6 8 L 9 g 14 € Z T
0T 6 8 L 9 ] 4 € 4 T
0T 6 8 L 9 ] 4 € 4 T
0T 6 8 L 9 1%} 14 € 4 T
01 6 8 L 9 G 14 € Z T
o1 6 8 L 9 1] 14 € 4 T
ot 6 8 L 9 S 14 € [4 T
0T 6 8 L 9 S 4 € 4 T
juejaodut juejxoduTt
3sea] 3ISOH

VYIIY HOVH ¥Od YIIWNAN FANO ATINO HTIOIIO
AONVLYOdHI J40 ONILVA

JAYH NOA HANS IAVH ISVIIL

SWT} TeuoTjleaIO98X/3aINSTIT JO asq
uoT3enlTs [eToueurd/oTwouody
POAT909I 2aed YU3TeaH

K3ajes feuosaad

uot3eniTts BUTAT]

YaTeosH

SWT3 JO 9sn dAT3IOonpoad Iaylzo IO HIOM
sxayjo ‘sanoqubreu yizrm sdrysuorjeray
spusTxy yjztm sdrysuorjersy

ATtwes yatm sdrysuoriersy

$8VYIYY AIIN

‘uoTyeaado-oo anok xoJ

noi sueyy -aJe spe9su IT9Y3 Aes TITM BYs IO 9Y JUIY3l nok jeym j0uU pue spsasu s,juatjed anolk

jnoqe maTta Jo jutod anok jusssadsa prnoys sburjex ayg *oouejaodutr jo Hurjex swes aylz Y3lTm

posu suo ueyl agouw sjel Aew nok os I03J payse axe (sbHuriuea ueylz Isyzea) sbutjea jeyy ajou

9Sed[d °speau §,jusTied InoA jo uoridsoiad aernorjaed anok ur pejsaisjur a1,9M -ofdoad
TTT ATTejusu ATTedTuoayo Auew 03 UIBOUOD JO 8 O3 PUNOI SpPasau Jo 3ISTT © ST moiod

:oweN s,3juaTied

:93ed

:sweN s,xaAaTbaxed

SHLVHILSH S,dIAIDHYVD :SATIN A0 TONVLIOIWI



216

“ANIT ¥dd JIdWAN ENO ATNO QITOYID FAVH NOA FYNS IANVYHW ASYATd

oT 6 8 L 9 S 14 € (4 I dWT] Teuorjeaadsaxa/aansial Jo asf
0T 6 8 L 9 S ¥ € Z T uoT3en3lTsS Teroueurd/oTwouody
(008 6 8 L 9 S 14 € 4 T PaATS09a aaed YyjTesH
0T 6 8 L 9 S v € 4 T K3jajes Truosaag
0T 6 8 L 9 S 14 € 4 T uotjen3its BUTATI
oT 6 8 L 9 S 4 € Z T Y3jTesH
0T 6 8 L 9 S b € 2 T SWT3 JO 9sn aaT3lonpoaxd IaYylzo IO JIAOM
0T 6 8 L 9 S 174 € (4 T sasyjo ‘sanoqubtau yjtm sdrysuorieray
0T 6 8 L 9 ] 14 € r4 T spusaTaly yztm sdriysuorieiay
0T 6 8 L 9 S 4 € Z T A1Twey y3tm sdrysuotrieray
Juejaodut auejaodur
3seoT ASOH I8VYAYY FTJIT
YHYVY HOVH YOd JYIALAWNAN HANO ATINO dIDFID
ZONYLYOdHI J0 ONILWY
‘3T
U3aTm axe nok pargysTties moy jou ‘st ordol ay3z juejzaodutr Moy ‘3Ioys ul °mou 3ybta jsu butsq
®Je spesu InoA TT8M MOY jou -- nok o3 juejizodut AIsA 3,usIe jeyy spesau o@soyy I0J UsATh

9q pInoys 0T A0 6 JO Hburjexr ¥ °om3 I0 2uo B aaebh nok spesu ueylz mou noik o3 juejxodutr ss9T
ST 3ey3l poedu e I03 ST € e ‘juejaodut 3souw 3Xsu ST g ay3z ‘mou nok x03 pesu jueijrodur Axsa
B ST 3T 93eOTPUT 03 T JaquUnu aY3} 9[OITO 9SEdTd °SPeOdU [eI9AdS JO 3ISTT ® ST MoTad

SHLVWILSH S,ILNIILVd :SAIIN 40 FONVIIOAWI



217

Appendix F

Needs Satisfaction Rating Form
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Appendix G

Opportunities to Satisfy Needs Rating Form
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Appendix H

Effort Required to Satisfy Needs Rating Form
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Appendix I

Satisfaction With Performance Rating Form
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Appendix J

Ratings of Effects of Stress and Concentration

on Performance




226

(penut3uoo)
S 14 € Z 1 2UT3 TeuoTjeaxosa/aansial JO asn
1] 4 € (4 T UoT3jenlTts OTWOUOD® JINOX
] 14 € (4 T 9AT209X nok axeo yatresy ayg
G {4 £ Z T K3yezes Teuosasg
S 1 € (4 T uoT3enlts DUTATT anox
] 4 € 4 T y3Tesay anox
g 17 £ 2 T SUT3 JO asn saTjonpoad Iayjzo I0 JIoMm
1] 14 € 4 T SI9Yyjzo y3ztm sdrysuorjzeray
S 14 € 4 T SpuatTazy yztm sdrysuorjzeisay
S 14 € Z T ATTwey yatm sdrysuorjeyrsy
TT¥Y A9AH Tesd
3e 30N A1paey ssurtjsuos ua33J0 3eaad v $SVHYVY JJAI'T

VIV HOVE ¥Od ¥AAWAN INO ATINO ATDIID
JONVHYOJ¥Ad NO SSIUIS IO SIDTIIT

‘yonu moy ‘os jyT ‘pue po3sTT

9JTT Jo seaxe ayjl ur (s)wsarqoad e nok sesneo SS8a3s Y3TA A3TnOTIITP 3eyl 1993 nok Iayjaym

UT DP93S8aId3uT a1,8M °MOT9q DPO3ISIT Seaxe Pa23Uu 3Y3 uo sIojzoe3y 8sayl Jo yoses Jo ST 3axayjy

309739 yonum Moy puejsIspun sn disy o3 pepuajur o1e suotT3sanb burmorTol Byy *UOT3ReIJUIDUOD
‘ AN0 Y3TM SSTJTNOTIITP pPuUe SS8I3S JO S309339 8ayly o3 j3oa9fqns sae sn jo TV

dONVRNNOJ¥Ad NO NOILVMINAONOD ANV SSHNIS 40 SLO0dAdT



227

"ANTIT J3d YIGWAN IANO ATINO AATONID FAVH NOX d30S dAAVHW FASVYATd

S ¥ € (4 T 9WT] Teuorjeaxosx/aansTayl Jo o9sn
S 14 € Z 1 uoT3enlits OTWOUODd INox
S 14 € (4 T 9AT®D81 Nnok aaeo yzresay ayg
] 14 € 2 T K393es Teuosaeg
S 14 € (4 T uot3enlrts DBUTATT anox
S 14 € 4 T yatesy anox
S 17 € Z T SUT3 JO 9sn aAT3jonpoad Iaylzo I0 IOM
S 14 € 4 T sSI9yjo y3tm sdrysuorieray
S 1 € Z 1 spusTay yjtm sdrysuorjzersy
S 14 € 4 T Attwey yztm sdrysuorjersy
T1VY Joag Tesq

3® JON ATpaeH sswurjsuog usljjo 3Jesan vy $8VAYVY FAIT

VHIV HOVA YOJ4 VIAWAN ANO ATINO FTOWID
NOZ#SMO&MW& NO SIVIYL NOILVIINAONOD 40 SIO0FIIA

(penuT3UOD) FONVIIOJINAd NO NOILVYINIONOD ANV SSTIILS 40 SIDAJAH



228

Appendix K

Affect Balance Scale



AFFECT BALANCE SCALE

During the past few weeks have vou ever felt:

Particularly excited or interested in
something?

Proud because someone complimented you on
something you have done?

Pleased about having accomplished something?
On top of the world?
That things were going your way?

So restless that you couldn’t sit long in
a chair?

Very lonely or remote from other people?
Bored?
Depressed or very unhappy?

Upset because someone criticized you?

229
CIRCLE ONE
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
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Appendix L

Global Assessment Scale
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Appendix M

Role Functioning Scale



Evaluator:

Date:

Instructions:

ROLE FUNCTIONING SCALE
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Client’s Name:

I.D. #:

Score each scale by circling the appropriate number to the
left of the scale description you think best describes the

client.

S WORKING: PRODUCTIVITY S INDEPENDENT LIVING, SELF CARE

(o] o]

0 Rate the client in the most o (Management of household,

R | appropriate expected role (i.e., R eating, sleeping, hygiene care)

E student, homemaker, wage earner) E
Productivity severely limited; Lacking self-care skills

1 often unable to work or adapt to 1 approaching life endangering
school or homemaking; virtually threat; often involves multiple
no skills or attempts to be and lengthy hospital services;
productive not physically able to

participate in running a
household.
Occasional attempts at Marked limitations in self-

2 | productivity unsuccessful; 2 care/independent living; often
productive only with constant involving constant supervision
supervision in sheltered work, in or out or protective
home or special classes environment (e.g., frequent use

of crisis services)
Limited productivity; often with Limited self-care/independent

3 restricted skill/abilities for 3 living skills; often relying
homemaking, school, independent mental /physical health care;
employment (requires highly limited participation in
structured routine) running household
Marginal productivity (e.g., Marginally self-sufficient;

4 productive in sheltered work or 4 often uses REGULAR assistance
minimally productive in to maintain self-care and
independent work; fluctuates at independent functioning;
home, in school; frequent job minimally participates in
changes) running household
Moderately functional in Moderately self-sufficient;

5 | independent employment, at home 5 i.e., living independently with
or in school. (Consider very ROUTINE assistance (e.g., home
spotty work history or visits by nurses, other helping
fluctuations in home, in school persons, in private or self-
with extended periods of gsuccess) help residences).

Adequate functioning in Adequate independent living and

6 independent employment, home or 6 self-care with MINIMAL support
in school; often not applying all (e.g., some transportation,
available skills/abilities shopping assistance with

neighbours, friends, other
helping persons).
Optimally performs homemaking, Optimal care of health/hygiene;

7 school tasks or employment-~ 7 independently manages to meet
related functions with ease and personal needs and household
efficiency tasks.




Role Functioning Scale (continued)
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Client:
S IMMEDIATE SOCIAL NETWORK S EXTENDED SOCIAL NETWORK
o] RELATIONSHIPS (o] RELATIONSHIPS
o} o)
R (Close friends, spouse, R (Neighborhood, community
E | family). E church, clubs, agencies,
recreational activities).
Severely deviant behaviours Severely deviant behaviors
1 | within immediate social networks 1 within extended social networks
(i.e., often with imminent (i.e., overtly disruptive,
physical aggression or abuse to often leading to rejection by
others or severely withdrawn from extended social networks).
close friends, spouse, family;
often rejected by immediate
social network).
Marked limitations in immediate Often totally isolated from
2 inter-personal relationships 2 extended social networks,
(e.g., excessive dependency or refusing community involvement
destructive communication or or belligerent to helpers,
behaviors). neighborsg, etc.
Limited interpersonally; often no Limited range of successful and
3 significant 3 appropriate interactions in
participation/communication with extended social networks (i.e.,
immediate social network. often restricts community
involvement to minimal survival
level interactions).
Marginal functioning with Marginally effective
4 immediate social network (i.e., 4 interactions, often in a
relationships are often minimal structured environment; may
and fluctuate in quality). receive multiple public system
support in accord with multiple
needs.
Moderately effective continuing Moderately effective and
5 | and close relationship with at 5 independent in community
least one other person. interactions; may receive some
public support in accord with
need.
Adequate personal relationship Adequately interacts in
6 | with one or more immediate member 6 neighborhood or with at least
of social network (e.g., friend one community or other
or family). organization or recreational
activity.
Positive relationships with Possibly interacts in
7 | spouse or family and friends; 7 community, church or clubs,
assertively contributes to these recreational activities,
relationships. hobbies or personal interests,
often with other participants.
T III—————————————————.
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Role Functioning Scale (continued)
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Client:

AREA RATED 1 2 3 4 5 6 7

Work and/or productivity

Independent living ability

Immediate relationships

Extended relationships

GLOBAL ROLE FUNCTIONING INDEX: (Total of Role Functioning
Scores)

GLOBAL ROLE FUNCTIONING SCALE:

Score Description

Less than 5 Severely limited
5 to 8 Markedly limited
8 to 12 Limited

13 to 16 Marginal

17 to 20 Moderate

21 to 24 Adequate

25 to 28 Optimal



Role Functioning Scale (continued)
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Client: _
SCORE GLOBAL PERSONAL DISTRESS
(Subjective, self-reported/observed feelings --

situational/symptomatic, or combination thereof).

1 Non-communicative or unaware of apparent personal symptomatic
distresses.

2 Constant and pervasive awareness of markedly painful symptoms;
often vaguely described as "nerves" and "depression" or "anxiety".

3 Bothered for major portions of the day and evening by painful
symptoms or very negative feelings about self/others,

4 Experiences periodical symptomatic or situational distress;
generally dissatisfied with self/others.

5 Moderately impacted by distress from symptoms or situations; some
dissatisfaction with self/others.

6 Experiences mild, infrequent personal distress; adequate self image
and satisfaction with others.

7 Positive self image and much satisfaction with others with no
apparent or reported personal distress.




