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Programs targeted to their specific needs have enabled

many chronically mentally ill persons to be discharged fron

institutions to community placenents assumed to offer
improved quality of life. Quatity of tife (AOL) generally

refers to the long-tern sense of well-being and satisfaction
(contrasted with short-tern moods) experienced by people

under their current life conditions. QOL can be viewed as

an important indicator of the effectiveness of an

individual's treatrnent and, aggregated across patients as a
group, of the rnental health system.

The intuitive appeal of QOL as a concept has not been

matched by definitional and measurement rigor. The Oregon

QOL theory r¡as suggested as a means of inprovÍng 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 deternine

QOL are needs satisfaction, perceived opportunities to
satisfy needs, the individual's abitities to meet their
needs, their satisfaction with their performances that v/ere

intended to meet needs, and the performance requirements

associated with roles the patients must fill in order for
needs to be met.

Seven hy¡potheses testing the Oregon theory e¡ere

examined. Methodological issues such as differences between

various QOL measures and the effects of psychopathologry
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and/or environmental conditions nere arso exprored. Data

was corlected prinarily fron patients and their caregivers.
strong support was observed for a relationship between

greater needs satisfaction and the presence of opportunities
to meet needs with higher eoI,. There was a weaker but, still
significant rerationship 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 posit,ive affect, (but not
negative affect) was significantly correrated with higher

QOL.

Several relationships predicted by the Oregon theory
nere not observed or only partry supported. Differences in
perception of needs between caregivers and patients did not
impact significantly on eoL except in matters of health and

external social integration. The effort, required to satisfy
their needs r¡as not rerated to pat,ient's eol, 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 enphasis on needs sat,isfaction and the importance of
performance satisfaction, but that, ¡nodifications are

necessary. Patient's abirities in dealing with stress and

concentration difficulties are correrat,ed with eoL only in
specific life donains, and patient,rs perceptions of their
degree of effort (to roeet needs) does not seem to be

iii



correrated with their satisfaction with their performances

or their QOL. Thus it appears the theory requires
nodification so as to make it nore simirar to adaptation

theories of QOL and to incorporate a more psychological
(rather than sociological) perspective of the determinants

of QoL.

severar issues that require further study are described

and reconmendations made for future research. suggestions

are arso offered for changes to the current, service delivery
system in view of the findings of this research.
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The tern ttquality of lifett $¡as popularized by U.S.

President Lyndon Johnson's use of the term in Lg64 and has

since been ernployed as a goal for provision of mental health
services (Baker & Douglas, 1990; Bigelow, McFarland & Olson,

1991; Franklin, Sinmons, Solovitz, Clemons, & Miller, Lgg6ì

Go1dman, Lehman, Morrissêy, Newman, Frank & Steinwachs,

1990r' Lehman, 1983a; Lehman, 1983b: Lehman, Ward, & Linn,
L982; Me]tzer, Burnett,, Bastani & Ramirez, 1990; New york

State Office of Mental Health, 19BO; Simpson, Hyde &

Faragher, 1989; Tantam, 1988; Thapa & Rowland, 1999).

Unfortunately, there has not been agreement about the

definition and measurement of quality of life (Diener, r9B4¡

Franklin et aJ.., 1986; Fabian, 1990; Lehman, 19BB; New york

State office of lrtental Health, 19gO) .

Fabian (1990) describes guality of life as a
ururtidimensionar measure of client change that has the
advantage of being holist,ic, and the disadvantages of
complexity and aurbiguity with consequent measurement

difficulty. Perhaps these disadvantages have contributed to
the observation by Najuran and Levine (1981), after reviewing

the research used to assess irnprovenent in quarity of rife
as a result of medicar intervention, that, onry rip service
has been given t,o demonstrating that quality of life is
improved as a result of a specific nedicar intervention.
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These difficulties in operationalization have not

deterred otherst beliefs about the need to use quality of

life as an outcome measure. The National Institute of

Mental Health (NIMII) has addressed the difficulties usually

found in treating the chronically rnentally ill and has

established guidelines for their model Conmunity 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 Èhis population (Tessler & Goldman, L982).

Considerable detail regarding definition will be

provided as the varying definitions applied to the term are

considered a barrier to its effective operationalization.

Briefly st,aÈed, however, the present research assessed

quality of life as the individual's subjective estimation of

well-being measured both globally and by means of

estirnations 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 guality 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 irnpact?
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The particular nodel 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 (naned after the state in which most of the

research on it has occurred) suggests that quality of life
results frorn the interaction of two sets of factors: Èhe

satisfaction of needs through onportunities presented bv the

social environment (Bigelow et al., 1991). Quality of life
is based upon the rneeting of the individual's needs through

mechanisms (for the meeting of those needs) made available
by a society that demands the perforrnance of certain tasks.

The theory predicts, dependent upon exposure to classes of
variables, the quality of life experienced by the

chronically mentatly iIl living in cornnunity.

One measure of the usefulness of a quality of life
theory is its ability to predict quality of life given

knowledge of cert,ain variables (Lehnan, 1983a). fn order to
test the predictive validity of the Oregon theory, data $¡ere

collected to test seven hy¡potheses (drawn from the theory)

predicting higher or lower guality of life dependent upon

the presence or absence of specified conditions.

The literature review addresses the quality of life
issue from several perspect,ives: defÍnition 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 rnentally

ilI 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 iurportant 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 inforuration previously presented about

the chronically urentally ill living in co'nmunity.

Definltion of Qualtty of Life
Although its theoretical and trcommon senser appeal is

substantial, considerable confusion exists in the use of
quality of life as a dependent or outcome variable (Bigelow,

Brodsky, St,ewart, & Olson, L982; Diener , L9B4; Franklin et
aI., 1986; Fabian, 1990; Lehman, 1988i Lehman, 1983a; Lehman

et, al., L982r' New York State Office of Mental Health, 19gO).

Two factors, primarily, contribute to this confusion.

The first is a lack of consensus regarding the

influences and factors that deternine quality of life, e.g.,
whether it is to be thought of as resulting from objective
life conditions such as emplolment status, and/or subject,ive

opinion about happiness or satisfaction, and/or a person-

environment rrf itrr. Second, differences in how quality of
life is measured further confuse the issue of what it is,
e.9., differences in its use as a dependent, variable. These



factors are not mutually exclusive. For exanple, 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 Èypes

of factors (social, affective, cognitive) that need to be

included as potential deterninants of quality of life led

the NItttI 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 selected by the conference participants as a framework

to gruide and clarify research into quality of life of the

chronically nentaì-ly iII (New York State Office of Mental

Hea1th, 1980).

llheoretical Positions

There has been an evolution of theory attenpting to

explain guality of life of the chronically rnentally ill
(Bigelow et al., L99U Bigelow, Gareau and Young, L99O¡

Franklin et aI., 1986; Lehman, 1988; Lehman, 1983a). First

atternpts at a theory of guality of life for the chronically

nentally iII relied heavily on objecÈive measures, but these

did not correlate highly with global subjective perceptions

of quality of life (Lehrnan et a1., L982; Zautra & Goodhart,

1979). Within the past decade, there have been several

theoretical positions suggesting the variables thought ¡tost

5



Iike1y to account for quality of life. A conmon theme is

their attempt to further define the psychological variables

and the relationships between them thought responsible for

quality of 1ife.

The literature is doninated at this tine by two

somewhat different theoretical approaches to the

determination of quaJ-ity 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 ernphasis placed on environmental opportunities and the

individual's ability to capitalize on those opportunities.

Lehnants oualitv of tife Theorv

subjectíve experience conprised 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 life

occurs as a function of the individualts conparison of

objective conditions with an internal standard which forms

the basis for conseguent evaluation (Lehrnan, 1983a). Thus

quatity of life is a cornposite of individually defined and

determined personal characteristics, the conditions or

situations the person faces, and, his or her subjective

evaluat,ion of these conditions. Figure 1 illustrates

Lehnan (1983a) posits that guality of life is a



Personal Characteristics

Objective QOL Indicators
in Life Domains

Subjective QOL Indicators
in Life Domains

Ficrure 1. À. F. Lehmants Quality of Life Model.

GlobaI
[.fel1-Beíng



Lehman's theoretical position.

There is a role for environmental rrfitrr between the
person and the environment but it is a fairty static model

that suggests the personrs characteristics are nost 1ikely
to play the predominant role in their determination of the

degree of satisfaction they feel in their lives. This

contrasts with a more interactive nodel as expressed in the

work of Franklin and his colleagues (1996), and, âs well,
the Oregon quality of life theory position.

Fabian (1990) assesses the theoretical position taken

by Lehman (1983a) and characterizes its research focus as

ttgap dÍscrepancyrr 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 populat,ions (in this case, the chronically
nentarly ilr) that make their assessment, of guarity 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 ttgap discrepancyrr in focus, however,

indicates she believes Lehman has been inpressive in
detairing the objective and subjective factors that inpact
upon quality of life but he has not ext,ensively detailed the
personal characteristics of the chronically nent,al1y iII

I



9

individual, other than psychopathology, that influence
quality of life. Other theorists have concentrated more

(than Lehman has) on personal characteristics such as

abitities to perform role-required tasks (Bigelow et al.,
1991) r oE adapt,abilíty to the environment (Franktin et â1.,

1e86).

Three bodies of literature have been relied upon to
explain these trgap-discrepancyrt observations (Fabian, 1990) .

1. Àdaptation theory describes the process by which an

individualrs internal st,andard of evaluation rvill move

up or down in response to changes in conditions or

environments. This view suggests that for the

chronically rnentally ilI the adaptation process

involves a lowering of the personts standards so that
aspirations, expectat,ion, and values are evaluated and

nodified in order to be in congruence with what is
judged possible given the personts linitations.

2. À rrperson-environment f ittt nodel suggests that life
satisfaction relies on the goodness of fit between the

characteristics of the person and the properties of the

environnent. While people live in an objectively
defined environment they perceive a subjectively
defined environment and it is to the psychological 1ife
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
judgenent theories which feature an external raÈher

than an internal frame of comparison. this position is

felt by Fabian to likely ex¡rlain the relatively high

Ievels of satisfaction expressed by the chronically
mentally ill that participate in community

rehabilitation programs, despite their relatíve
poverty, problems with health, difficulties with

family, lack of support systens, and other ills.
In concl-usion, Lehmants posit,ion represents an approach

that has focused extensively on the inpact on quality of

life of objective indicat,ors in dourains (such as poverty)

and the subjecÈive impressions of well-being of patients

regarding those domains. The exploration of patient
personal characteristics that uray inpact quality of tife
have prinarily focused on the effects of psychopathology.

Franklin's llodel of Oualitv of Life
The model- suggested by Franklin et al. (1986) has

guality of life comprised of objective indicators of life
circunstances, satisfaction with these circumstances, and

the individual's adaptation to then. 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, L982; Franklin et â1.,



1986). Adaptation is operationalized in terns of

performance of activities of daily living, self-esteen, and

affect. Franklin et aI. suggest adaptation is likely to lag

behind perception of satisfaction regarding specific issues

(as night be determined fro¡n donain-specific guality of life

ratings) and this would lead to a highly correlated but

temporally caused gap in the relationship between the two

ratings (adaptation and dornain-specific) of quality of life.

Franklin et aI. (1986) report strong correlations

between satisfaction and adaptation. However, one quarfer

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 tenporally in tune

with current circumstances. There has not, however, to my

knowledge, been a test of this position.

oracron oualitv of Ll-fe llheorv

11

Bigelow has over the past 15 years developed a

theoretical position as regards quality of life - the Oregon

guality of life theory - and a guestionnaire intended to

measure quality of life (Bigelow, McFarland, Garreau &

Young I L99L; Bigelow et âI., 1990; Bigelow et â1., L982) "

The oregon theory is based largely on need satisfaction

and role performance.

Quality of lifer âs we view it, comes out of a social
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contract, - fulfil¡nent 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-esteen, social

affiliation, and basic needs. Àbilities compromised by

rnental illness deprive a person of the satisfaction of

his or her needs due to inpairnent of the person's

participation' in the norrnal opportunity structure.

Mental health services address that deprivation by

moderating social demands (advocacy), supplernenting

opportunities (brokerage and sheltered work) and

restoring abilities (rehabilitation and medication)

(Bigelow et aI., pp. 44-45).

Figure 2 depicts the theorized deterninants 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 perfornance reguirements

associated with opportunities for needs sat,isfact,ion, and

(d) the abilities of an individual to successfully perform

the behaviours ex¡rected of hin or her.

According to the conmittee advocating the theory, needs
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can be defined in several ways (New york State Office of
Mental Hea1th, 1980). These include (a) Maslowrs (L954)

werl-known hierarchy, (b) other researchers, formurations,
and (c) a dictionary definition of need as the lack of
something reguisite, desirable, or useful (Webster, Lg7Lr.

However, according to the conmittee, the definition enployed

is of less consequence than is anchoring quarity of r-ife to
individualry-perceived needs. Thus, the theory argues that
quality of life is based prinarily on subjective estimatíons

of need.

The theory states that quality of life is affected both

by the adequacy or success of an individualrs performance in
pursuit of needs satisfaction and by the degree of needs

satisfactÍon that resutts 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 abirities, in order to
take advantage of opportunities for needs satisfaction.
These opportunit,ies 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 achíeved, the individuar is adjusted to his
environment and enjoys a good quatity of lifeil (New york

State Office of Mental Health, 1980, p. 25).

According to the theory, the behaviours required in
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order for needs to be satisfied forn 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 reguire adeguate performance of comprex,

role-governed behaviours. On the other hand, indirect,
access requires adeguate performance by the individuar of
role-governed behaviours as a precondition to gaining

resources. For exanple, earning money for groceries through

conpetitive enplolment requires adeguate performance of
fairly conprex, role-governed behaviours. The theory argrues

that the degree of adequacy of an individuarrs 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 infruences an individual,s subjective quality of
Iife. the greater the extent to which needs are met,

contingent upon successfur perfornance of role-governed

behaviours, the higher will be an individual's quality of
life. Conversely, noncontingent needs sat,isfaction (i.e.,
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as a result of the independent efforts of others) is less

conduciüe to high quality of life.
The theory distinguishes two factors that int,eract to

determine the adeguacy of an individualrs 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 cornplexity and/or rigidity of
the role requirements which the individual must, meet. The

more complex and/or rigid the role reguirenents, the more

difficulty an individual will have in attenpting to perform

adequately. In addition, some behaviours may be required

for conpetent role performance, others may be forbidden, and

st,ill others may be irrelevant. Obviously, to perform

adequatery, an individual must correctry understand and obey

these distinctions
fn summary, the Oregon guality of life theory holds

that, by successfully meeting role-governed performance

reguirementsr âD individual gains access t,o resources, which

can then be used to neet needs and that, through this
process, achieve a higher guality of life. The theory is
potentially rnore precise than other explanations of guality
of life of the chronically rnentally Írr in that it predicts
the kinds of personal characteristics and environment,al
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demands that inpact members of the grouprs quality of life.
Other Abproaches

comprehensively review the approach taken to quality of life
by those interest,ed in the aging process. However, a brief
glinpse into this research rnay be instructive as it
demonstrates the cornplexity of the construct and provides an

overview of an important, guarity of rife research area.

Liang (1985) indicates that subjective or psychological
well-being is affectivery deter¡nined but arso incrudes a

cognit,ive assessment by the individuar. His review of the
research describes'the perspective of those primarily
interested in the effects of the aging process as regards

life sat,isfaction.

Researchers dearing with issues of gerontorogy describe
the components of well-being as consisting of congruence,

happiness, negative and positive affect (Liang, 19g5).

congruence represents the individual's assessment, of present
life condition compared to their expectations. nappiness,

according to Liang, t... is the rong-tern positive affective
state or a cognitive assessment of positive affectr (p.

552). He describes positive and negat,ive affect states as

transitory and non-cognitive with negative affect stat,es

consisting of anxiety, depression, l¡orry and other negative
enotive st,ates.

It is beyond the scope of this review to



attempts at ex¡rlaining the factors thought by various
researchers to be important as the determinants of quarity
of life. Theories have become increasingly inclusive of
personal characteristics, the objective indicators the

person is exposed to, and person-environment interacÈions.

Terms are still often used interchangeably when different
meanings may be attached and the research background of the

researcher influences the research approach.

Qualitv of Life as a Deoendent Varialrl.e

This brief descriptíon denonstrates the diverse

confusion in understanding the construct is related to
its measurement as well as to a lack of theoretical clarity.
rn order to understand other researcher,s results and the

rationale for the nethodology ernployed in this study it is
necessary to briefly review how quality of life has been

assessed and the linitations of these means of assessment.

Two measurement approaches have been taken: the objective or

sociar indicators approach, and the subjective assessment of
guality of life.
Obìective InðLcators of oualitv of l,ife

L8

Quality of life was first assessed by measuring
ttobject,iverr variables (e.g., crime rates, health indices,
per capita incone) (Zautra & Goodhart, tgTg). These

variables rrere taken as indicators of the quality of life of
individuals living under specific circumstances (Diener,
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L984; Lier, L976; New York State Office of Mental Health,
1980; zautra & Reich, 1983). The categories of variables
(e.9., income) represent clusters of resources or conditions
presumed to directly affect the quarity of rife of those

upon whom they inpact (New york State Office of Mental

Health, 1980).

Diener (1984) reviewed the large literature dealing
with the inpact of various social-denographic and

environmental circumstances on reported well-being. He

concruded that a slight but statisticatty significant
positive rerationship exists between income revel and

subjective welr-being and happiness, even when potentiarry
confounding factors (e.9., ê9ê, sex, education) are

controlled. Data from longitudinal studies suggests that
increasing wealth (in absorute terns) does not translate
directly into increased happiness. He concluded then that
inco¡oe plays a small but, significant role in subjective
well-being and quality of tife but that rtwealthr is
prinarily dependent upon individual interpretation.

The relationship of age, gender, race, educat,ion,

narital status, social contact, and frequency of positive
and negative life events to guality of 1ife were also

reviewed by Diener (1984). He believes the rerat,ionships
between these variables and guality of life for non-disabled
populations are weak and probably depend upon a person's



interpretation of the variable (i.e., its subjective
meaning).

Consistent with other investigators, Campbell,

Converse, and Rodgers (L976) reported that unenplolnnent,

marital breakdown, and crime vrere significant indicators of
quality of life for average Àmericans. However, these

variables accounted for only about 15t of the variance.
Their data indicate that enplolnnent has a particularÌy
important positive relationship with quality of life for
both men and !¡omen, even across ages and with amount of
income controlled.

In conclusion, st,atist,ically significant relat,ionships
exist between some objective conditions and quarity of life,
but they do not account, for much of the variance in quaJ-ity

of life ratings. Àlthough significant, the correlations
obtained are weak in absolute terms (usually not greater

than .2O and often much less). As a result, the inpact of
objective conditions on quality of life is viewed as

indirect and less powerful than the inpact of subjective
conditions.

Subiective lleasurernent of OuaÌitv of Life

20

The subjective approach to defining and neasuring

quality of life has become increasingly proninent (Diener,

1984; ciII, 1984; Fabian, 1990). Subjective well-being can

be operationally defined in any of a number of ways but the
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conmon element for these alternative definitions is that
fr... they 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'r (New York State Office of

Menta1 Hea1th, 1980, p. 8).

Happiness and satisfaction are prominent examples of

subjective or psychological indicators of guality of life.
Three tlpes of measures have been characteristically used to

assess the subjective perception of well-being: a global

measure of happiness, well-beingr or satisfactionr. opinion

questions regarding satisfaction and happiness addressed to

specific tife do¡nains (such as family, work, health, and

education); and measures of positive and negative affect
(Diener, 1984).

Satisfaction with life donains (nore specific but still
subject,ive measures) were added to global measures of
quality of life. These measures proved to be (a) more

stable across tine Èhan objective measures, (b) moderately

correLated with global subject,ive measures, and (c)

moderately correlated with each other, (Franklin et aI.,
1986). The domains usualLy assessed represent those factors

Èhought, most salient to the everyday concerns and

experiences of their particular sample (Tabte 1). The

nultiplicity 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 subject,ive assessments of
sat,isfaction in specific life domains tend to be highly
correlated with globa1 satisfaction. He suggest,s two

possible reasons: the two measures may share nethod

variance, which inflates the correlation because they are

both assessing the same but not necessarily the intended

construct; or rr ... the subject,ive judgments appear closer
in the causal chain to S!{B tsubjective well-beingl because

object,ive conditions will usually be mediated by subjective
processesrr ( 1984 , p. 552 ) .

The correlations between the two tlpes of measures are

high but enough differences exist to warrant a conclusion

that sonething different is being measured by each. Since

it cannot be determined that one measure (globa1 or domain-

specific) is the more accurate measure of quality of 1ife
both need t,o be used.

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

of posit,ive and negative affect would lead to the ability to
predict an individualrs ratings of happiness.



independence 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 nethodologies other than those

of Bradburn (1969). Diener pointed out that rr .

although the affect scales are virtually uncorrelated with

each other, they each showed independent and incremental

correlations with a globa1 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 (L987) 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 tife that taps cognition in the form of

expectation of future events. Moreover, it has an affective
component. Staats derived an Expected Balance Sca1e from

Bradburn's (1969) Affect Balance Sca1e by changing the tense

of the directions (tt... 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 Àffect 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

Diener reviewed the literature regarding the

25
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scale and the Affect Balance scale, respectively) share

about 2OZ cornmon variance.

Gutek, Arren, Tyrer, Lau and Marchrzak (1993) explored
three possibre cognitive deterninants of gualiÈy of life in
a non-disabled popuration. They reported that individual
aspirations, degree of internality (i.e., a belief in
contror of issues causing satisfaction or dissatisfactioD),
and the results of cornparisons with others assisted the
prediction of the degree of life satisfaction of 4L7

participants in their study.

Ouality of Life AsseEsnent: Chronic üentaL pat,ients

Progransrr initiative (by NIMH) stinulat,ed states in the u.s.
to improve service recipients' quality of life. Research

teams in oregon (read by Bigelow) and New york (Baker et
a1., L982) worked to operationalize the notion of quality of
life within Èhe context of the cornmunity support program.

The oregon euality of Life euestionnaire focused on

role functions and included iterns on satisfaction and actual
perfornance in four areas: personal adjustment,

interpersonar adjustment, adjustrnent, to productivity, and

civic adjustment,. rt is a 263 item guestionnaire that
assesses satisfact,ion and performance in 14 domains.

The New York study group developed a satisfaction with
Life Domains scale to assess csp crients life satisfaction

Lehman (1988) indicates the rfCornmunity Support
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with various areas of their lives by asking for ratings in
15 dornains. Baker and Intagliata (1994) reported on a 2L-

iten Life satisfaction Profile which dealt with basic needs,

advice, special affiliation, autonomy, personal

accomplishment, religion and general affiliat,ion.
Lehman's conclusion as regards the validity and

reliability of these scales was: 1 ..., no single eOL measure

emerged as definitive and the researchers involved in this
work urged more extensive research into the development of
adequat,e and relevant measures of eOl,tt (1988, p. 52). This

view undoubtedly led hi¡n to devise and use his own

questionnaire. HÍs instrument assunes that varied data

collection leads to a richness of interpretation not now

possible through the use of instruments that atternpt to very

narrowly focus their data collection.
Lehmants qualiÈy of life questionnaire is based on his

theoretical model and therefore assesses a great many

personal characteristics of the individual (social,
demographic, hist,orical), objective eol, indicators in life
domains, and subjective QoL indicators in ten tife dornains.

These variables are all assumed to potentiarly contribut,e to
subjective well-being.

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

various researchers.
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Several conclusions can be drawn from this review of the

literature:

1) Although quality of life is intuitively appealing as a

outcome criterion in mental health interventions, it is
beset by definitional and operational problerns. This

results in use of a nunber of ill-defined concepts and

in a confusing array of approaches to the measurement

of quality of life.
2) Two different measurement strategies are well

represented in the quality of life literature, namely

social or objective indicators (e.9., unemployment

rates) and psychological or subjective indicators
(e.9., life satisfaction). The latter approach is
further divided into global and domain-specific

measures of satisfaction with life, the deternination
of affect, and various cognitive assessments.

3) Objective or social indicaÈors 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 st,at,istically significant but,

nevertheless, weak effect on self-reported quality of
life.

General Co¡clusionss OOI¡ Assessment

29
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While there is considerable overlap between gIobal and

do¡nain-specific measures, some differences exist, and.

thus both measures are necessary in order not to lose

information.

Several psychological fact,ors have been shown to exert

a significant influence on guality of life. At the

affective level both positive and negative affect have

been dernonstrated. !{hile 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.

Àn increasinçt anareness of environmental demands made

on the chronically nentally ill is represented in
several theoretical positions that include as variables
either the rrfitrr of the person to his or her

environment as a factor influencing quality of life or

the rradaptationrr of the person to his/her environment.

The research on quality of life has been tied to
specific populations, e.9., rraveragerr Anericans,

blacks, unenployed 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 linitat,ions of the chronically
nentally ill in ¡nind (Bigelow et al., 1991; Franklin et

s)

6)

7)
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â1., L986; Nee¡ York State Office of Mental Health,
1E8o).

Descri¡ltLon: Cbronically lrtentally Ill populatíon

Def inl.tion
Atternpts to define the chronically nentally ill have

traditionally forrowed a nedical ¡nodel and used diagnosis as

the prinary criterion (Kearns, Tay]or & Dear, LggZ; Stein &

Test, L9'17; Tessler & Goldman, L9B2; Toews & Barnes, Lgg2).

However, both the validity and reliabirity of this criterion
have been severely crit,icized (stein & Test, rg77; Tessrer &

Goldman, L9821. this view, therefore, has been replaced by

a nulti-axial identification of the popuration that recog-

nizes many factors as contributing to rong-term psychiatric
disability (e.9., signs and slmptoms of illness, skiIl or
coping rever, inappropriate treatment options, and financial
and/or enploynent disadvantage) .

Three basic criteria must be met for chronicity to be

estabrished; diagnosis, duration, and disability (Bachrach,

1988; Tessler & Gordman, 1982). This approach is reflected
in the definition used by the NIMII:

The chronically rnentally ilI encompasses persons
who suffer certain mental or emotional dièorders(organic brain syndrone, schizophrenia, recurrent
depressive and manic-depressive disorders, and
paranoid and other psychoses, plus other disorders
that nay becone chronic) that erode or prevent the
development of their functional capacities inrelation to three or more primary ãspects of daily
life--personal hygiene and self-óare,
self-direct,ion, interpersonal rel_at,ionships,
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social transactions, learning, and recreation--andthat erode or prevent the developnent of their
economic self-sufficiency.
Most such individuals have required institutionalcare of extended duration, incruding internediate-term hospitalization (90 days to eeã days in asingle year), rong-tern hosþitarization' (onã y.",or longer in the preceding five years), òr nuising
home placement because of-a diagnosed mentalcondition or a diagnosis of senirity withoutpsychosis. some such individuars hãve requiredshort-term hospitalization (Iess than so days¡;others have received Èreatment fron a nedicãr'årmental health professionar sorery on an outpatient,basis or, despite their needs, håve receiveã noÈreatment in_the professional service system.
Thus included in the target popuration åre persons
who are or nere fornerly resiaents of instilutions(public and private psyðhiatric hospital, 

".dnursing trones) and persons who are ãt high risk ofinstitutionatizatioñ because of persisteñt ¡nent,a1disability (Tessler & Goldnan, lráeZ, p. S).
The comprehensive nature of the NrMII definition is

intended t,o standardize entry criteria for the NIMII

commr¡¡i¡y support progran and to increase the rikelihood of
population homogeneity. Research attenpting to define
factors rerevant to the chronicalry nentalty ilr should
uÈirize this definition in sanpre serection t,o improve the
likerihood of generarization of resurts. rts use wourd arso
decrease a bias towards onry assessing those individuars
with a history of hospitalization (Bachrach, 19BB).

A nurnber of descriptive
chronically nentally ill are

(1982), who surveyed 1g U.S.

charact,eristics of the

reported by Tessler and

programs. Their results
Goldman

are



consistent with those of other researchers (Go1dman,

GatEozzí & Taube, 1991; Harding, Brooks, strauss & Breir,
1987; Lamb, L976; Laurb & Goertzel, L977; stein & Test, tg77)
and have the advantage of being based on a rarge (N = r47t),
geographically representative sarnple. rt should be noted,
however, their sanpre represents those indivíduars served by

some of the more intensive and comprehensive programs

available. Their data are excerpted and presented in
tabular forn.

Table 3 summarizes social-demographic, program entry,
and clinicar data. The percentage reported as enployed
(25.92) íncludes those working in shelt,ered workshops (the
employer of the najority of those rÍsted as ernployed). This
low percentage helps to explain the low nedian monthry

income ($tzs¡. Most (69.9s) of those in the sanple have a

prirnary diagnosis of schizophrenia, with first psychiatric
contact at age 24.

Ninety-tvro percent of the sampre had been hospitatized
at' reast, once in a psychiatric hospit,al, with a mean of 4 . 3

hospitarizations per patient. Approxinatery one-quarter of
the L47L patients sanpled had hospital stays of more than 10

years. About 32t lived with their fanilies as dependents

and 40t lived in their own homes.

33



Table 3

Scope of the gample

Number of sites participating
Number of clients

Eligible
Sarnpled

Number of participating case managers

Entry Infornation
Referrals

Pub1ic hospitals
Co¡ununity mental health cent,ers
Outpat,ient services
Other hurnan services

Social-ðenograpbic Information
Sex

MaIes
Females

Marital status
Married
Never married
Divorced

High school graduates

Enployed

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

Median rnonthly income

34

18

4288
L47T

248

34.82
L3.52
L2.8*
7]-.42

47.O2
s3.0å

L4 .62
56. 0å
20.92

33.08

25 "92

40"42
10. 38
t2.62

s325. O0



Table 3 fcontinued)

Clinical Eistory

Median age at first psychíatric contact

Hospitalizations per client
Mean
Median

Hospit,alized 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 problerns

Victimized in violent or property crimes
UnduplicaÈed count in past nonth
Unduplicated count in past six months

Global ratings of functioning by case managers
Moderate
Severe

35

24.O

4.3
3.1

36.0t

68.92
L2.LZ
6.62
4 .62

Note. From The Chronically Mentallv I11: Assessinq Communítv

Support Prograrns by n. C. Tessler and H. H. Goldman , L982,

Canbridge, Mass. : Ballinger.

44.72
27.42
2L.82
20.42
18. 1?

2.5*
6.22

43.22
L7.LZ
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Examination of the data presented in Table 3 suggests
that the sarnple is econonically poor and has experienced
frequent and/or continuar hospitarizat,íon due to psychiatric
disability.

support,ing the idea that those reported upon by Tessler
and Goldman (Lggz) varied fron tlpical chronically nentally
ill patient,s is the former grouprs 36* five year re-
hospitalization rate. This is approxinatery one-half of the
expected rate (Anthony, Cohen, & Vitalo, L}TB). 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, revel of instrumentar
functioning, as assessed by their case managers, is reported
in Tabre 4. problems were encountered most often in
transport,ation, managing money, nedication cornpliance,
preparing/obtaining mears, and securing support, services.
Many appear to have diffículties with those activities
invorving changes of routine and sociar interactions.

The psychiatric difficulties experienced by those
sampled most frequently involved passive, withdrawn

behaviour rather than active symptouratology. whire they
ttere usually controlled, thought and anxiety disorders did
exist and reguired regular professionar monitoring. Most

patients did not currentry have behavioral probrems and only
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in three categories lrere more than 20å of the sarnple rated
as experiencing difficurty: causing complaints from the
household by engaging in bizarre behaviour, having trouble
at work or school, and abuse of alcohol or drugs.

Tab1e 5 summarizes the tlpes and anounts of social
activities by patients as reported by Tessler and Goldman

(1982). Alnost 498 never engaged in recreational activities
alone outside their residence, and 26t never engaged in
recreational activities with others outside their residence.

Sixty-eight percent saíd they never attend comnunity

meetíngs and 178 reported they do not participate in any

scheduled daytine activity.
Hull, Keats, and Thonpson (1994) studied a sanple of

Manitoba's deinstitutionalized population, with results
similar to those reported by Tessrer and Gordman (19g2).

Taken as a whole, these studies confirm the econornic

dependency, social isolation, deficits in serf-maintenance

skiIIs, and poor co¡nmunity re-integration abirit,ies that
charact,erize the chronically nentally ill. rt, seems clear
rnost lead ronely lives with few friends and little work or
recreational activity.

Aôvantaqes of oot ueasures for chronicarry ltentarly r1l
There are a number of advantages to emplolment of

quality of rife measures with a group as disadvantaged as
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the chronically nentally iI1. Baker and rntagriata (Lgg2) ì

Franklin et al. (1996); Goldman et al. (1990),. Lehman

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

Possidente, and Hawker (1986); Lehman et aI. (L}BZ); and

Tessler and Goldnan (L982) have commented upon the
importance of quality of rife measures for the chronically
rnentally i11:

1) Chronic mental patients rarely achieve normal

functioning. rnstead, they require long-term forlow-up
to irnprove their coping and survival skilts. Using

quarity of rife measures places ress enphasis on a cure

and more enphasis on interventÍons to improve the
patient's life.

2) chronic patients require complex programs t,o herp them

stay in the cornmunity and achieve some measure of
conmunity reintegration. These programs require a

nurti-dimensional variabre such as quality of life to
assess not just discrete outcomes (e.g., days of
hospitarization) , but arso the rrsynergistic int,eraction
of a number of smaller, Iess powerful outcome

variablesrt (Baker and Intagliata, 1992, p. 70).
3) There appears to be a movement away from a narrow,

fragmented definition of health as the absence of
illness and toward a more holistic view that is
captured by the concept of guality of 1ife.
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Quality of life can be a relatively objective measure

of the individual,s adjustnent when that adjustment is
heavily influenced by the interaction of patient
abilities and environmental opportunities. Franklin et
aI. (1986) have noted that clinicians nust discover

which factors contribute nost to the chronically
nentally iII's guality of life. Clinicians rnust then

choose their interventions strategically, given their
knowledge of what factors are rnost amenable to change.

Dat,a gathered over the past twenty years has

demonstrated the need for a direct measure of the

effectiveness of nental health interventions with the

chronically nentally iII, who are at, high risk of
social isolation and exploitation within the community

(Lanb & Goertzel, L97t; Test & SÈein, L976; Toews &

Barnes, t982) , as well as being at high risk of
re-hospitalization (Anthony et al., L978i PauI & Lent.z,

t977; Test & Stein, L976').

Public1y-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 rnentally iII
living in coromunity coutd docunent face-valid
improvement and, thereby, justify expensive but needed

treatnent programs.

Re-hospitalization rates have been a traditional

s)

6)
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measure of program effectiveness, but are influenced by

factors other than those directry associat,ed r¡ith a specific
intervention: hospitar ad¡nission and discharge policies,
differences in definitions of admission and discharge,
availability of arternative resources, and wishes of the
patient,s fanily (Ànthony et aJ_., 1978; Erickson, ]-g7S,).

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 usefur in deternining whether community-based treatment
resurts in tangible benefit,s to those exposed to community-

based interventions (Bigelow et al., 1991).

Quality of Life Stuôies: Chro¡ically üentally fll
Reflective of Fabian's (1990) commenÈs regarding the

approaches t,aken by investigators, it should be noted that
theoretical tests of the various theories are rinited at
this tiure to explorations of whether certain variables seem

to be relat,ed to guarity of life. r courd find no studies
that tested specific theoretical positions as regards the
predict,ion of quality of tife of the chronicarry nentally
i11. There are a greater number of studies now appearing

that assess guatity of life as an outcome measure.

Thapa and Rowland (1999) assessed the quality of life
in nine life domains (riving arrangements, farnily and sociar
rerations, leisure, work, law and safety, health, finances,
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rerigion, sense of hope and purpose) of 31 chronic mental

patients living in comnunity placements. patients !/ere

asked to indicate the degree to which each domain

contributed to the overall satisfaction and happiness they
experienced. caregivers and patients vrere asked to indicate
the three most and three least inportant contributors to
patientts experience of satisfaction and happiness.

statistically significant differences (with patient's
ratings higher than staffts) between patient's and staffrs
ratings were found in the areas of reisure, law and safety,
and health. Patients emphasized good physicar health and

the physical riving situation as inportant contributors to
quality of life while staff enphasized enotionaL well-being
as crucial to a satisfactory quality of rife. For both
groups' family and sociar rerations !¡ere significant
contributors to achieving werl-being, and great importance

was praced on experientiaL factors (Thapa & Rowland, 1989).

severar studies have fairly recently used quality of
life as an outcome indicator and arso explored the iurpact of
psychopathology on the measures of guality of rife used.

Meltzer et al. (1990) ad¡ninistered clozapine, an

antipsychotic nedication, to treat ttreatment-resistantrl

schizophrenic patients. subjective measures of quality of
life l¡ere obtained in areas regarding intrapsychic
functionirg; interpersonal relations; instrumentar role
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functionirg; and, ability to use conmon objects and

activit.ies. The authors reported that psychopathology had a
moderate effect on the guality 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. À quality of life scale simirar to
Lehman's scales was used to assess satisfaction with rife.
unlike results of u.s. studies, only three peopre in their
sample hrere dissatisfied with their housing. rnformants

reported that all those in the sanpre had made an excerlent
or fair adjusÈurent to their place of residence. More herp

was reported as needed by the crients in the areas of
interpersonal skills and enplolment. Homeressness and crime

were not probrems in their sampre of discharged patients.
Simpson et al. (1999) also used Lehnanrs scales to

assess quality of life (psychopathology was arso assessed)

of three groups of chronically rnentarly ilr individuals: 11

in an acute ward; 1o residents in a hostel- wardi and 13 out
of 19 fron a group home. They found guality of rife to be

bett'er in group homes, with higher revers of general well-
being, subjective satisfaction with living situation and

total social cont,act, better finances and greater comfort.

Psychopathology irnpacted ratings of subjective health,



45

social relat,Íons, as nell as social contacts outside of the

facility for those who rrrere most i11. Other ef fects of
psychopathology lrere very linited.

Bigelow et aI. (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 aI.
(1991) conpared quality of life ratings for those in an

intensive conmunity-based program as opposed to those served

by the traditionar systen. several domains demonst,rated

statistically significant, differences in favor of the
experimental program but in 6 of the 15 domains assessed

there vrere no statistically significant differences.
Several additional studies of quality of 1ife of the

chronically rnentally iII have: a) sought inforuration as to
whether the chronically nentally il1 can reliably and

varidry report, their quality of rife by neans of responding

t,o subjective we1l-being guestions; b) atteurpted t,o

deternine whether objective conditions (levels of education,

prace of residence, etc. ) influence more or less (than with
other populations) the ratings of guarity of rife of members

of this popurationr' and, c) whether affect,ive and cognitive
factors previously associated with quality of Life for
normal populations have the same inportance for the

chronically mentally ill.



fnis early (Lg7g) study investigated the quality of
rife, âs defined by external and internal (to the facility)
social integration, of nearly 500 chronic patients living in
cornmunity-based sheltered care in california. sheltered
care facilities consisted of fanily care homes, halfway

houses, and board and care facirities. Both patients and

facility operators lrere interviewed in depth. External
integration was measured using a 44-item scale assessing the
degree to v¡hích a chronically mentalry ill person: is
present in the cornmunity; has access t,o praces, services,
and social contacts; participates in social activities;
engages in incone-producing work; and contrors his or her
consumption of goods and services. rnternar integration was

measured by a 28-iten scare assessing the degree t,o which

the person participates responsibly in the shertered care

facility and is helped to be more independent by the
operator.

segal and Aviram (1929) assessed residentsr sociaL-
demographic characteristics and psychopathology, community

reactions towards residents, and resident,sr life
satisfaction as possibre influences on residentsr social
integrat,ion. rn turn, social int,egration v¡as viewed as an

important determinanÈ of residents' satisfaction with theír
riving situaÈion. This research then assumed social

Seqal and Avir¡n
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integration to be both causat,ive of satisfaction with living
situation, and as werl an index of guarity of life.

segal and Aviran (L979) reported that psychopathology
was not a najor constraint on the social integration of most
resídents- rt was an overwherning constraint for only a

very smalr percentage (gs) who were too anxious or agitated
to interview. Residents with resser but stilr significant
pathology had more difficulty with externar integrat,ion than
r¡ith internal integration. Higher revels of pathology most
adversery affected access to and participation in
friendships, but this same resurt did not occur regarding
fanily relationshíps.

The relationship between satisfaction v¡ith tiving
environment and social integration was also investigated.
segal and Aviran (LgzB) found that residents' sat,isfaction
with their living environment was positively associated with
social integration. The guestion then addressed was whether
psychopathology vras associated with resident,rs assessment of
their riving environment. This proved to be the case. The

higher the lever of psychologicar disturbance and the rower
the feelings of obrigaÈion to the operator, the more

negative the evaruation of the facitity. Honever, the
direction of causation is unclear from this research.

other findings inportant for the present research
emerged from the Segal and Avirarn (Lg7B) study:
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Social integration is complex, with several variables
coirtributing to its ultimate expression (e.g., communi-

ty receptivity to the resident, attitude of the

operator of the facility, and resident characterj-stics
such as psychopathology). Therefore, the use of social
integration as a dependent variable to be equated with
quality of tife is fraught with difficulties.
The responses of residents to the issue of whether and

why they liked their residences trere 1ogical and face

valid. This supports a positive conclusion regarding

the ability of the chronically nentally ill to provide

valid and reliable estimates of their guality of life.
Residents, psychopathology varied in its inpact in two

vtays. Some residents were too anxious or agitated to
participate in the research program. Those with lesser
but still significant amounts of psychopathology vrere

less likely to have friends outside of the residence.

Other Resl.dence Studies

2',)

3)

Baker and Douglas (1990) report on the relation of
housing characteristics to the funct,ioning level of the
chronicarly nentarry irl and their guality of rife. This

was one aspect of a larger evaluation program examining the
relationships between quatity and appropriateness of
clients' housing and adjustnent of severely nentally il1
clients living in community (Baker, 1994).
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case managers provided data on two.occasions, separated

by nine nonths, regarding sone 729 clients. The case

managers provided informat,ion about housing and their
clients' guality of life. The inforrnation coll_ected

included quarity of rife ratings in 15 domains (using the
Itsatisfaction with Life Domains Scaleil), naladaptive
behaviours, global level of functioning, and degree of
participation in a variety of availabre support services.

Residence information incruded the tlpe of setting, the
people with whom the crient shared the residence, and three
ratings of the residence environnent by the case manager:

physicar condition, adeguacy for basic life activities, and

appropriateness for the clientrs particular needs.

Living in a poor residence lras associated with a

greater number of unmet service needs. Even when this was

controlled, however, poor housing was rerated to a tikery
poor outcome as regards naladaptive behaviours. Movement

from appropriate to inappropriat,e housing caused a

deterioration in quarity of life as welr as deterioration in
globa1 functioning. Staying in appropriate housing was

rerated t,o improvement over tine in overarr functioning but
it appeared that physicar adeguacy of the residence nas

rerated specifically to the number of maradaptive behaviours

reported by case managers, and not to global functioning,
cornmu¡i¡y participation or quality of 1ife.
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The appropriateness of the residence for the particular
client was significantly related to patients, quatity of
life as measured by the donain-specific ratings. post-hoc

analyses indicated that clients noving from appropriate to
inappropriate residential settings showed significant
deterioration in their perceived guality of rife.

Lehmantg Research

Lehrnan et al. (1982) investigated the guality of life
of 278 chronicalry nentarry ilr individuals living in rarge
board and care facirities (over 30 beds) in Los Àngeles.
They asked nembers of their sampre about matters thought
likely to infruence their quality of rife (e.g., frequency
of visits with fanily or friends, income, fanily
background). They assessed the residents' global (overalr)
sense of well-being in two vrays, and, as welr, their quarity
of life ín eight domains: living situation, faurily
relations, sociar relations, reisure activities, work,
finances, personal safety, and health (Table 6).

Alr of the grobar satisfaction guestions and nearly all
of the domain-specific satisfact,ion questions nere rated on

a seven-point trdelighted-terribler scale patterned after
scares used by Àndrews and withey (t976) with a non-disabled
popuration. The scare takes the form of a radder on which
the respondent places a point representing his or her point
of view (see General rnformation euestionnaire, Àppendix À).
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The internal consistency coefficients of the eight

domain-specific scales were between .74 and .87, usually

considered adeguate for group comparisons. Domain-specific

guality of life was strongly correlated with global

well-being, measured by neans of ttdelighted-terriblert

questions, semantic differential statements, and a positive
well-being scale. Highly significant (p<.001) correlations
r¡ere found between global well-being and the domains of
health, leisure, safety, social relations, finances, and

Iiving situation. The only domain-specific ratings that
were not significantly correlated with global well-being

ltere those in the work area, which had a srnall sample size
(n = 42).

Lehman's posit,ion regarding the determinants of quality

of life is represented in his earty research. Leh¡nan et, aI.
(1982) assessed an array of variables for their impact on

quality of life: social-denographic characterist,ics (age,

sex, educational level); psychiatric condition (length and

number of hospitalizations, slmptomatology, medications) ;

and participation in activities thought likely t,o be related
to dornain-specific quality of life (e.9., the number and

recency of fanily contacts as related to satisfaction with

fanily), Thus the relationship between objective measures

of resident part,icipation in domain-specific activities and

subjective estimates of global quality of life was assessed



by correlatÍng activities categorized as representative of
domain (e.g., satisfaction with farnily correl-ated with the

number of contacts with family members in a certain period

of tine) with quality of life or sat,isfaction rating in that
part,icular domain.

A number of objective measures were significant,ly
correlated wíth gIobal quality of tife (Tab1e 7). However,

the absolute values r^rere low except in the work domain,

which had a small sanple size (n = 43). The indicators most

consistently related to greater global satisfaction were

Iower use of health care services, not having been a victim
of crine in the past twelve months, more frequent and

intinate social contacts in the home, being enployed, 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.9., â9ê, sex, and place of residence) were not

strongly related to ratings of guality of life. Several

correlat,ions lrere statistically significant but t¡ere modest

and accounted for only a snall proportion of variance. This

conclusion then is the same as that reached regarding

social-dernographic variables influence on Èhe guality of

life of other populations - there is some but it is modest.
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chronically nentally il1 guality of life ratings is the

degree to which psychopathology influences such ratings.
Lehman (1983b) describes the use of three standardized

scales of psychopatholoçry to assess anxiety, depression, and

self-control (Ware, Johnston, Davies, & Àvery, L979).

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 lras

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 IÍfe indicators were more distinct
from psychopathology than nere the global guality of life
indicators.

The effect of psychopathology on the multivariate
prediction of global quality of tife was deterurined by

comparing two regression analyses, one with psychopathology

removed from the equation and the other with psychopathology

included in the eguation. A slight decrease in the variance

accounted for by the predictor variables after renoving

psychopathology was not statisÈically significant for any

quality of life variable other than those that !¡ere

health-related (Lehman, 1983b). Removing psychopathology

resulted in a significant dininution of the relationship

Another issue relevant to the reliability of

56
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betv¡een general qualíty of life and both total medical care

used in tne past year (p<.05) and health satisfaction
(p<.01). In other words, those who were being treated for
their psychiatric condition denonstrated increased use of
medical care and decreased satisfaction with their health.

Table 8 offers comparisons of ratings of quality of
life by the chronically urentally ill with ratings made by

average Americans and other subgroupings. The chronicalry
mentalry ilI are significantry less sat,isfied than the
general population in all areas except leisure activities,
job (for those who were eurployed), and health care.

Differences betweèn the chronically nentally ill and

disadvantaged subgroups (frorn the same sanpre) are less
pronounced, however. The chronicarly nentally irr are ress

satisfied with their lives in several areas than either
Blacks or low socioeconomic status people. However,

differences with unmarried parents are ¡ninimal (Lehman et
â1., 1982) .

The sinilarities of results reported by the chronically
nentarly iII and ratings nade by other popurations appear to
support the contention the chronicalry nentarly iLr can

reliably rate their quality of life. Factor analysis of
domain-specific satisfaction ratings also suggested that the
chronicalry nentally itl reliably differentiate domains

(Lehman et aI., 1982). These data suggest, that reliable
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quality of rife ratings can be obtained from the chronically
mentalry i11 in both global and domain-specific realms.

Lehman et al. (1982) warned Èheir resurts must be

generalized with extreme caution because of their samplers

specific charact,eristics. The residents of rarge board and

care homes may not be representative of other chronicalry
nentally ill persons. This concern decreases, howeverr âs

more research is published (Baker & rntagliata, t982¡
Bigelow et al., 1991; Franklin et âr., 1986) that seems to
replicate many of Leh:nan's findings.

Franlrlints Research

Franklin et ar. (1996) studied 4L7 chronic nental
patients who were assigned to either an intensive case

management condition or a tlpical service condition. The

investigators assessed objective indicators of type of
housing, riving arrangements, employment status, reisure
activities, individual monthry incone, and number of
friends. subjective estinators of quarity of life were also
obtained from each patient for each of six domains. rn
addition, measures of self-esteem (Rosenberg, 196s) and

affect balance (Bradburn, 1969) were corlected as indicators
of globa1 well-being.

statistically significant but weak rerationships were

shown only between objective indicators in the donains of
friends and income and the subjective estimations of quality
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of life in those same domains (Franklin et ê1., 1986).

Àdditional significant relationships rrere found only (a)

between type of residential situation and number of friends
(objective indicators) and self-esteem, and (b) between

amount of leisure activity (objectÍve indicator) and

positive affect. These results are supportive of Lehman et
al.'s (L982) conclusion that objective indicators have a

weak effect on subjective perceptions of the quality of life
of chronic mental patients.

Two-way analysis of variance was used by Franklin et
al. (1986) to deternine the relative contribution of

subjective and objective factors to patientrs adaptation.

The adjusted beta weights for the subjective measures h¡ere

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 yrere far fron perfectly related.
Approximately one-quarter of the sarnple could not be

correctly classified in terns of adaptation, based on their
satisfacÈion scores.

B:loelowts Research

Bigelow and his various colleagues have taken a

systenic perspective regarding the definition, measurement

and utilization of the construct of guality of life as

applied to the chronically nentally iIl tiving in community.
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Bigelow et a1. (1991) report data, collected at, 24 mental

heal-Èh agencies over several years, intended to help assess

the validity of the oregon euarity of Life euestionnaire.
Bigelow et aI. (1990) describe the developrnent of an

alternative to the oregon euarity of Life euestionnaire.
They note difficulties in data collection when using scales

such as the oregon Quality of Life euestionnaire or Lehman's

(1983a) quality of life guestionnaire because of the choices

offered to chronic patient,s and the patients' difficulties
in making those choices.

Bigelow et al. (1990) adopted and sinptified a domain-

specific approach to the assessment of quaríty of life. The

domains they assessed were housing, self and home

maintenance, finances, ernployment, psychiatric ¡nedications,
physical health, the neaningful use of time, psychological
distress, psychological well-being, and interpersonal
functioning. Satisfaction of need and perfor¡nance vrere also
assessed within each domain. The sample size of six
patients was extremery snall but they concruder on the basis
of stat,istical analyses of interrater reriabirity, that
their interview is suitable for evaluation of mentar hearth
programs.

Bigelow et al. (1991) used this revised questi.onnaire

with a larger sanple of chronically nentarly ilr patients to
determine whether more intensivery served former patients (N
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: 15) had a better level of satisfaction than former
patient3 (N = 7) served by more traditional (and less
intensive) means of after-care service after discharge from

hospitals. rn addition to quarity of life inforuration, data

was collected from the patient's caregivers and other
collateral sources.

Bigelow et al. (1991) report resurts indicating subtle
as well as more stark differences between the two groups.

For exampre, there nere no differences in nedicaÈion

compliance between the two groups but only 3 of 15 patients
in the intense treatment progran did not rearize they needed

medications (to function in community) whire harf of the
traditionally served group thought they did not (reatly)
reguire medicat,ions for community tenure.

Bigelow et al. (1991) berieve some of the differences
between the groups hrere partry the result of differences
between the service systems. Housing, for example, v¡as

better for those in the intensive system and these pat,ients
reported they lrere more satisfied with their housing than
those in the traditionar system. sinirarly those in the
experimental group had better interpersonar relations but
reported no greater amount of comfort in dealing with
others. The intensively served group arso had significantly
more meaningfur use of t,ime but this was probabry a result
of a great deal more structure to their social activities.
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They encouragingry concrude:,cl-ients receiving intensive
cornmunity services are more stabre, take their rnedications,
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 themrr (Bigelow et al., Lggl,
p. L32).

Bigelow et aI. (1991) also offer encouragenent

regarding the likely validity and reliability of the quality
of life assessment with the chronically nentally ilr in
cornmunity. They report that patients own retrospective
reports of improvement due to treatment, were correlated with
pre-post measures (provided by clinicians) of that,
inprovement and with neasures of rife satisfaction. patient
satisfaction did not correlate with perceived improvement,

so the judgenents that patients are making about, improvement

wourd seem to be specific to treatment and not the result of
a global werl-being attitude. They concrude that less
expensive means of measuring treatment effectiveness (client
retrospect,ive reports) nay be expected to yield
discrininating results as compared with nultiple measures of
success.

ConclusLons

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

object,ive indicators. Both satisfaction measures are
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assessing the same subject,ive opinion but in differing
ways.

Lehnan et al. (L982) showed that participants'
subjective estimate of their quality of rife concurred

with objective indicators in six of the eight areas

assessed. Objective measures in several domains

(privacy in living arrangement,s, contacts with
fanily/friends, enplolment and/or rehabilitative
programming intended to lead to emplolment, personal

safety, and availability of nedical care) were

significantly related to quality of 1ife. However, the
correlations were modest at best.

Data reported by Segal and Àviram (L979) as well as

Baker and Dougras (1990) suggest housing is a critical
factor for the shorter tern satisfaction with life
reported by the chronically nentally iII.
The chronÍcarly nentalry iIl can validry ansrrrer quarity
of life guestions that are both donain-specific and

global in nature. Moreover, their psychopathology

seems to have a najor inpact, on ratings of quality of
Iife prinarily in the health donain but does also
affect their ability and willingness to interact, with
non-family nenbers outside of their residence.

Baker and Intagliata (L982) , as v¡eII as Lehman et, â1.,
(1982), showed that there is some commonality between

2)

3)

4)
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global and domain-specific subjective indicators, but

that both ought to be included as indicators of quatity
of life.
The Oregon Theory as Applied to Chro¡ic patients

The chronically nentally iII will, by definition,
experience psychopathology that incapacitates them as

regards conpetitive ernplolment, their ability to access

needed resources (for health care, advocacy, etc. ) and

impacts on their ability to successfulry furfit ex¡rected

role functions (parental, spousal, worker). These deficits
are compounded by their lack of influence on, or ability to
deal with, the bureaucratic organizations that rnediate

indirect access to resources. Any theory that seeks to
organize the variables posturated to deternine the quarity
of life of the chronically rnentally ill nust take into
account these special conditions and li¡nitat,ions. 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 nentally 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 thernselves and others as reguiring
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assistance in order to survive in the cornmunity. Thus, they

are dependent upon their perfornance within certain rores,
as judged by caregivers, to gain access to housing, food,

personal spending money, and the like.
For exarnple, protected residential care is provided to

the chronically mentally iIl contingent upon their
participation in organized treatment programs reguiring
specific behaviours (e.9., participation in a program

inÈended to teäch work or leisure skilts). Rerativety few

housing alternatives exist that, are safe, non-exploiting,
and financially feasibre for the chronicarly mentally ill.
Therefore, housing can be probrematic for the individuar not
wishing to participate in the service system and abide by

its expectat,ions. Groceriesr on the other hand, are more

directly accessibre than housing, although the chronicarly
nentally ilr still nust engage in role-governed behaviours

in order to acguire the necessary funds. Thus any theory
intended to predict the variables infruencing 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
nentally ill in obtaining housing and groceries demonstrate

that severar factors interact to influence their quality of
rife. The avairability of alternative means for obtaining
resources, the abilities and notivation of a patient being
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asked to rueet the service systemrs expectations, and

requirenents for successful role perfornance must a1l be

considered as deterninants of the quality of life of the

chronically nentally ill.
The Oregon theory predicts that chronically rnentally

ilI individuals who experience stress or concentration
difficulties will have problems with perforning 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.

Fron a systemic standpoint, a performance requirement

likely to cause difficulty involves an assumption by

caregivers that the chronically rnentally 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 expectat,ions of mental

health professionals. These rnay not always be congruent.

For example, a need to increase social rerationships outside

of residential facilities s¡as identified in one study as

important by caregivers but not by residents (Lehnan et a1.,
1982). Similarly, re-integration into the mainstream of
society is often not judged to be a crucial need by patients



(Segal & Aviram, t978) , but is an important goal in
community mental health ideology (Borus, Lg78).

There may be differences between caregivers, and

patients' perspectives about the definition, relevaDcy, or

prirnacy 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

orr at least, not facilitated.
The next section presents the hlpotheses examined to

test the validity of the Oregon quality of life theory.

EIE¡otheses

The hlpotheses listed below are derived fron the Oregon

quality of Iife theory.

E]E¡othesie 1

The greater the satisfacÈion reported by patients with

their opportunities to roeet setf-identified needs, the

higher will be their self-reported quality of Ìife.
Er¡potbesis 2

The greater the difference between patients and

caregivers in perception of patients' needs, the lower will
be patients' self-reported guality of life"
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Evpothesis 3

fhe greater the extent to which patients perceive that
their needs are net contingent upon their performance, the

higher will be patients, self-reported quality of 1ife.
E]E¡otbesis {

The more positive their self-reported affect balance,

the higher will be patients' self-reported satisfaction with
their perfornance.

Evpothesis 5

The greater their ability to neet performance

requirements in terrns of stress and concentration, the

greater wilI be patients' self-reported sat,isfaction with
their performance.

E]T¡otbesLs 6

More positive affect balance and greater ability to
meet perfornance requirements in ter¡rs of stress and

concentration wilt interact to produce greater serf-reported
satisfaction with performance by patients than any of the

variables alone.

Ev¡otbesis 7

The higher the self-reported satisfaction with
performance by patients, the higher will be their self-
reported guality of life.
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Ts/o groups of participants lrere sampled, namely

chronically nent,ally ilI patients and their professional

¡nental health caregivers. A list of agencies and

professionals working with the chronically nentalJ-y ill in
Àlberta was generated from ínformation received by, or

already known to the investigatorl. À personalized letter
(Appendix B) explaining the purposes of the study and the

potential usefulness of the results was sent to senior

adrninistrators of programs or facilities providing services

to the chronically nentally iII. The letter also included

Ínfornation regarding the studyts procedures and time

requirenentsr Ers well as a description of the background of

the investigator. ThÍs was followed by telephone contact

for the purpose of arranging a meeting with the

administrator to ask for his or her co-operatÍon. The same

procedure was used for communicating with professionals

working independentty of agencies (i.e., private practition-
ers) .

Careqivers

Caregivers srere recruited from eight Alberta Menta1

I,IElEOD

Participants
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1 The investigator had been working within the mental health
syst,em on policy developrnent regarding housing for the community-
based chronically nentally iII and $ras, therefore, well acquainted
with many of the service providers.
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Health Services offj"ces in the cities of Calgary, Edmonton,

Red Deer, Camrose and Ponoka. Alberta Mental Health Services

is the Government, of Àlberta service responsible for the

connunity-based care of the chronically nentally ill.
Caregivers were also recruited from Calgary General

Hospital, which serves a large number of chronically
mentally ilI individuals in that city. These organizations

care for the vast najority (no statistics available) of

chronically rnentally ill people eligible for inclusion in
this study. This is estinated to be the case due to the

fact that the chronically rnentally ill require specialized

services (nedications, resources) and that other service

organizations are not mandated to provide these services.

To be etigible for the study, a caregiver had to be

designated by the nental health systen as the prinary

caregiver for the identified patient. He or she also had to
be knowledgeable (self-described) about the patient's
treatnent progran. In recognition of possible caregiver

bias, either personal or professional, a rninimum number of
15 caregivers from widely separated geographic areas and

work environments were sought as participants.

The great najority of the client's workers lrere

registered psychiatric nurses (L2 of 16) with three other

caregivers listing themselves as social workers (3 B.S.I{. rs

with 1 also having been trained as a psychiatric nurse) and



one caregiver a psychiatrist. The preponderance of
medically trained personnel is not surprising given the

freguency of medication issues and needs by the chronically
rnentally i11. It is possible that some biases were

introduced by the caregiverst professional preparations. No

attenpt was made in this research to determine if such

biases existed.

Contact was nade 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.

Patl.ents

Patients came from Calgary, Ednonton, Camrose, ponoka

and the Red Deer area. Each geographic area has different
programs and facilities (e.9., group homes, re-socialization
programs, acute care hospitals). Therefore, an attempt was

made to obtain 50 patients each fron 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

rnstitutes of Mental Health definition previousry presented.

1) The patient must have been diagnosed within the past
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two to five years as suffering from schizophrenia,

re'current depressive or rnanic-depressive disorders,
paranoiar 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 developnent) 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 comnunity care (at least one visit per month

between caregiver and patient) for at teast two years

consecutively. To be eligible for inclusion in the

study a patient had to be receiving services from: a

hospital-based (e.9., Calgary General Hospital), or

community service (e.9., Alberta l{ental Hea}th

Services) int,ended to provide supervision to
individuals fornatly adnitted to the program but st,ill
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.9. as nursing hones)

2'.l,

3)



rrere not elígible for inclusion in this sarnple.

Proceôure

CareaLvers

Caregivers were recruited through either direct contact
(as with private pract,ice psychiatrists) or through agency

ad¡ninistrators who received retters inviting participation
in the project. Irfeetings with caregivers vrere herd in eight
facilities located in A1berta.

The purpose of the study, the information to be

obtained, and the time reguired of the caregiver trere

exprained by the investigator using the forlowing script:
This study explores the determinants of quality oflife for the chronically nentally itl fiving iñ
community. üethodorogical issueé require tñe useof several measures of quality of life. Inaddition, severar kinds of iniornation are neededin order to test the h¡r¡potheses of the study. Theinforrnation being sought regarding each patient,
includes¡

74

1. Your perspective on the inport,ance of
2.
3.
4.
5.
6.

7.

8.

need areas for hin or her.
A brief clinical history.
À measure of role functíoning.
Measures of needs satisfaction.
A measure of psychopathology.
A measure of positive and negative affect
balance.
An est,ination by each patient, of the degree t,o
which stress or concentration difficultiesinterfere with his or her performance.
Several measures of quality of life as
estimated by each patient,"
Social-demographic data.9.

Most of the required infornation wil1 be collected
from each patient and will be kept confidential.
If you wish it and the pat,ient consents,
informat,ion will be relãased to you. A surnrnary of

specific
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our findings will be sent unless you specifically
wi.sh us not to.
I would like to go over the criteria being used to
deternine whether or not a patient should be inthe sanpler so that you can determine which of
your patients meet the criteria.
The caregiver identified potential parÈicipants and

provided the infornation necessary t,o assess which ones met

the inclusion criteria. The caregiver also completed a

consent form (Àppendix c) for his or her participation in
the study. Only this documentation was seen by the

investigator prior to interviewing the patient.
After conpletion of screening to assure participant

eligibility, an appointnent 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
invest,igator to the patient, and then leave.

After the investigator interviewed the patient, the
caregiver rated the importance of the patientrs various
needs and completed measures of patient psychopathology and

role functioning.

PatLe¡ts

The patient was welconed 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 rnay continue to líve in the
cornmunity. I{e believe that peoplers 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 attenpting to help determine the
rerationship between the areas of their rives with
which people wish to have some heJ_p and the
services they receive.

ftd 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. Whi1e there are lots ofquestions, they s¡ontt take 1ong to answer and frlI
be here to help if you have any trouble.
There arenrt any right or nrong answers because
the questions are about what you think. AII of
the answers are confidential and won't be
discussed with anyone outside of the researchproject without your pernission. I donrt have any
connection to (caregiverrs name) and wonrt be
talking to hin or her unless you want me to. frd
appreciate your best effort at telling me aboutyour opinions. Do you have any questions?

Social-demographic and identifying data previously
corrected from the caregiver during the screening process

vrere confirned. The pat,ient's consent to participat,e
(Àppendix D) was obtained. The interview, lasting
approximately 60 to 75 minutes, was then conducted.

Each patient was asked to grant permission for
infornation about his or her needs and guality of rife to be

shared with their caregiver; over two-thirds (67.32) granted

permission. The pat,ientrs decision about, sharing of
infornation had no bearing on whether he or she was incLuded

in the study. The patient,s decision r¡as com¡nunicated to
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the caregiver and, if consent had been granted, infornation

was shaied regarding the results of the interview.

Àn attempt was made by the interviewer to be sensitive

to the issue of rrpressurerr felt by the patient to reveal

infornation to his/her worker. It is not known if this

introduced any bias but the intervietter's impression is that

this was not likely in the vast najority of instances.

Àt the close of the intervÍew, 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 inforned of the

results. The patient was then given $S.oO as compensation

for his or her ti¡ne. Àfter the patient had left, the

investigator rated his or her psychopathology using a

standardized scale.

l,f€agureg

Table 9 summarizes the measures or scales used in the

study and by whom each one ltas 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 vrere

available. Instrumentation that had previously been used

with the chronically nentally ill population etas used when

available.



Tab1e 9

Instruments Bv Source of fnformation

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 euestionnaire
Social-demographic characteristics
Fanily history
Clinical infornation
Three guality of life measures

Inclusion Criteria Sheet

Global Àssessnent Scale

Importance of Needs (Caregiver)

GlobaL Assessment Scale

Instrr¡ment
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Completedl By

Patient

Patient

Patient

Patient

Patient

Pat,ient

Patient

Patient

Caregiver

Caregiver

Caregiver

Investigator
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When measures t¡ere used that had been used previously

with siñilar populations an attenpt 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.

À series of principal component,s factor analyses

(varimax rotation with criterion set at one) revealed that

all of the investigator-developed scales were unifactorial.

The alpha coefficients conputed for each scale are presented

with the description of each sca1e. As well, Tab1e 10

presents the correlation matrix for the investigator-devísed

measures used in this study.

Examination of Table 10 indicates a number of the

correlations between the investigator-developed measures

reach levels of statist,ical significance but, that in nost

instances these levels are modest. llo exceptions to this

conclusion do occur. trNeeds satisfactionrr is highly

correlated with both rrsatisfaction with performancesrr and

with perceived |topportunities for needs satisfactionrr. Às

weII, Itdifficulties with stressrr (interfering in
performance) and trconcentration difficultiesrr are also

highly correlated to each other.

These data suggest, an independence between nost of the
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measures but that considerable overlap exist,s 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.

Inoortance of l{eeds lCareaf-ver and Patient Fornsl

investigator to capture opinions of a caregiver and his or

her patient as to the importance of selected patient needs

in terms of their irnpact upon the patient's quality of life.

The patient and caregiver vrere asked to rate the

importance of needs in ten life areas or domains shown t,o

concern the chronically nentally ill (Lehnan et al., 1982¡

Tessler & Goldman, L982). The life domains assessed were:

relationships with fanily; relationships with friends;

relationships with others; work or other productive use of

tine; state of health; living situation; personal safety;

heatth care receivedi economic/financial situation; and use

of leisure/recreational tine.

Each domain was rated on a scale from one (nost

irnportant) to ten (least inportant). Ratings, âs opposed to

This scale (Appendix E) was developed by the
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rankings, r¡ere used because the inportance of each area lras

viewed as independent of any other area , e.g., the results
obtained for one area did not constrain the resurts that
could obtain for the other domains.

A cronbach alpha coefficient of .85 obtained for the
patient,s' assessments of their needs. Arpha was .g1 for the
caregiiverst assessments of their patients' needs.

Neeôs Satisfaction

investigator to assess patients, opinions about how werl
their needs vrere being net in each of the ten domains tisted
above. Patient,s were asked to rate how satisfied they felt
their needs to be in each of ten domains on a scare fron
zero (not at all satisfied) to four (very well satisfied).

Cronbachrs alpha was .94 for this scale.
Opportunitles to Batisfv lleeds

This measure (Àppendix F) was developed by the

This measure (Appendix c) was developed by the
investigator to assess patientsr views concerning the
availability of opportunit,ies 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 scare from zero (no opportunity) t,o four
(very often).

Cronbachts alpha was .79 for this scale.



investigator to assess the amount of effort patients believe

they need t,o ex¡rend 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.

SatLsfaction with Perfornance

Ttris measure (Appendix H) was developed by the

Effort Becn¡ired to Satisfv Needs

This scale (Appendix f) 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 nentally irl have rittle
contror over choices in the health care they receive from

mental hearth systens that are usually rarge bureaucracies.

Thus asking patients for their estimations of their
satisfaction with their performances in attenpting to obtain
health care tras considered rikery to not be welr understood,

and, indeed confusion ¡ras experienced by the first several
patients filling in this questionnaire. rn other domains

patient,s srere 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 nuch).

83



Cronbach,s alpha was .82 for this scale.

Effects of Stress on Perforrnance

This measure (Àppendix J) was developed by the

investigator to assess patientst opinions regarding the

effects of stress on their performance in nine areas.

Àgain, patient perforrnance in the domain of health care was

considered irrelevant for purposes of this questionnaire.

Patients r¡ere asked to rate the degree to which difficulty
with stress causes then problens on a scale from one (a

great deal) to fÍve (not at all).
Cronbachts alpha was .87 for this scale.

Effects of ConcentratLon DeficLts on Perfornence

investigator to assess patients' opinions regarding the

effects of lack of concentration on their performance in
nine areas. Àgain, patient performance in the domain of
health care s¡as 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 8cale lÂBat

This measure (Àppendix J) was developed by the

84

Patient affect balance vras assessed using

(1969) Affect Balance Scale (Appendix K) which

measure the degree to which people are feeling

Bradburn's

is thought to

both positive



and negative regarding recent events in their lives.
Separate five-item subscales assess posiÈive and negative

af f ect. Àn example of a positive iten is: rrDuring the past

few weeks have you ever felt proud because someone

complimented you on something you had done?t!. Àn example of

a negative iten is: rrDuring the past few weeks have you ever

felt so restless that you couldntt sit long in a chair?t¡.

Respondents answer each iten either no (1) or yes (2)

depending on whether or not they have felt that emotion
rrduring the past few weeks.rr Bradburn (1969) chose Èhis

tine 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 ÀBS 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 itens, and .54

for both men and lromen among the negative affect, items. He

also reported low correlations between the subscales (.Oz

for men and .09 for women). The test,-retest reliability of
aII three ABS scores (i.e., two subscales and totat) was

assessed as .86 .97 (N = L74).
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Harding (L982) replícated Bradburn's results (L969)

using a Lepresentat,ive 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.

Sirnilarly, Stacey and Gatz (L991) reported results of a

longitudinal (up to L4 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

resurts in their work with undergraduate college student,s

tested on the ABS. They found that the positive items

loaded negatively and negative items 1oaded positively (to
total ABS score).

Baker and Intagliata (1-982) surveyed 118 chronically
mentally irI patients and related Affect Balance scale (ABS)

scores to quality of life ratings for i-5 domains as assessed.

by the Satisfaction with Life Domains Sca1e (SLDS). The

rerationship between ABS scores (used as a global measure of
quality of life) and SLDS scores r¡¡as positive (r = .64,
p<-001). This finding supports the contention that these

two types of measures assess erements 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.
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Given the confusion as to whether a total ÀBS score or
separatê positive and negative affect scores should be used

to test hlpotheses, cronbach alphas were computed for both

the positive and negative affect subsets of questions. The

items conprisíng the positive affect score yierded an alpha

of .51 while those conprising the negative yierded an alpha

of .69. The correlat,ion natrix for Èhe ten itens
comprising the scale are presented in Tab1e 11.

A principal components factor anarysis of the ten items

conprising the Àffect Balance scare was performed (using a

criterion of one for the eigenvalue). Two factors erere

extracted and cumurativery accounted for 42.9* of the
variance. Loadings of the five items comprising the
positive items ranged from .44 to .63 on factor one (and

accounted for 23.88 of the variance), while four of the five
negative itens roaded on factor two in a range from .44 to
-68. The iten asking whether the patient had been upset in
the fairly innediate past because someone criticized hin or
her loaded armost evenly ("40 and .44) on the tl¡o fact,ors,
and was the only factor to do so. Thus it seerns crear that
two separate factors are present when using the ÀBS.

Reflective of the above, all tests of hlpotheses

involving the use of the Affect, Balance scare use both total
ABs score as well as separate positive and negative affect
scores.
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The General Informat,ion Questionnaire (Àppendix À),

was developed by Lehman (1983a) for use with the chronically
mentally ifl. Patients provide infornation about their
social-demographic and living situation, fanily of origin,
friendship and fanily interaction patterns, current

social/recreational activities, past and current enployment,

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 guality of life
measure¡rent is increased by using ratings of both overall
satisfaction with life, and satisfaction in life donaíns.

Within the GIQ, global well-being is measured two ways,

nanely by a global quality of life guestion and by senantic

differential scales. The GIQ also includes ratings of
quality of life in specific domaíns (e.9., satisfaction with
interact,ions with fanily)

Table L2 provides a sunmary of the reliability of
qualiÈy of life measurement using the GIe (referenced Èo

Appendix A). Specific details about each scale are

described below.

Global Íell-Being tteasures of OualLtv of Life
the first global measure asked patients to assess their

overall satisfaction with life by answering the guestion

General Information Ouestionnaire lcrol
89
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rrHow do you feel about your tife in general?rr The response

scale ranged from one (terrible) to seven (delighted) with
the same guestion asked at the beginning (Global eOLl) and

end (Global QOL2) of the interview. The nean of the two

(Mean Globa1 QOL) was one measure of global quality of life.
The second global well-being measure was based on seven

semant,ic differential items, each beginning with rtr think my

Iif e is . . . rr. Pat,ient,s responded on a seven point scale

(interesting ....boring) to yield seven semantíc

differential scores (Senantic eOLl to Semantic eOLZ). A

mean of these scores (Mean semantic eoL) $ras computed as the

second measure of global quality of life.
Donain-Specific Ueasureg of Ouall.ty of tife

Domain-specific quality of life sras assessed in ten

life areas. The work domain t¡as assessed separately for
those who were employed and for those who were unenployed.

For example, patients lrere asked different questions

dependent upon whether they reported themselves to be

working in a competitive enplolment situation, unemployed,

or participat,ing in a day program.

Each domain was rated on a scale from one (terrible) to
seven (derighted). Lehman et al. (1982) reported internal
consistency co-efficients of the t,en domain-specific scares

to be .67 .87, a range usually considered adequate for
group comparisons.



À number of different measures of quality of life are

found in the research literature. Their reliability and

relationship to one another have not been weII established.

Therefore, an investigation was undertaken of t'he

reliability and concurrent validity of the three guality of

life measures in the present study.

Test-retest reliability of the gtobal well-being

guest,ion asked at, the beginning and end of the interview

(GIobaI QoLl and Global QOL2) is adequate (r = .76, N - 100,

p<.001). The internal reliability of the semantic

differential measure (Mean Senantic QOL) and the

domain-specific measures $ras assessed using Kuder-Richardson

alpha coefficients. I{ith a sanple 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 donains was calculated. The work domain was

dropped from this calculation because its inclusion would

have linited 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 59.9t of the variance

accounted for by that factor. Loadings for each of the

seven questions forning the semantic differential quality of

Reliabi].itv of and Differences Between

ôualitv of Life lleasures
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life scale ranged from a low of .72 to a high of .85.

Ànalyses of the domain-specific quality of life ratings
also occurred (Table 13). The principal componenÈs factor
analysis (with criterion of eigenvalue of 1) indicated two

factors to account for 55.68 of the variance of the dornain-

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 patientts irnrnediate control
except perhaps to cope or ameliorate circumst,ances.

À second factor is conceptualized as representing those

more personally deternined situations. Relationships with

fanily, friends, and day-to-day interactions with other

people are the donains represented by this factor.
Three domains (religion, heal-th 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

(Lehnan, 1983b) and further analyses in this domain vrere

undertaken.
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Tab1e 13

Factor Analvsis of Domain-Specific Oualitv of Life Scales

Domain

Friends

Healthla

Health2b

Family

Dealing with others

Sheltered emplolmentc

Religion

Finance

Living situation

Recreation

Safety

onel

-. 03

.75

.77

.31

.27

.74

.39

Factors

Two2

95

.87

-. 11

.39

.60

.87

.08

.33

.25

.31

.49

.30

] nigenvalue of 4.17 with 4L.7* of variance
' Eigenvalue of 1.39 with 13.98 of variancea Health questions (3) that sarnpled patient,s perception of

state of healthb Health questions (3) that sanpled patient's perception of
accessability to health care servicesc Those patients (N = 34) attending shelÈered emplolment
facilities

.60

.61

.37

.60
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Factor anarytic studies of the domain-specific ratings
first, suggested the six questions sanpring the health donain

!¡ere tapping tr¡o constructs; three questions assessed a

generar state of werl-being (arpha = .78, with the other
three questions appearing to dear with accessibility to
health resources (alph¿ = .57).

Tabre L4 presents the correlaÈion matrix for Mean

Global, Mean semantic, and donain-specific quarity of life
ratings. As wourd be expected given the resuLts of the
facÈor analyses just described, generally the correlations
between domain ratings range fron .35 to .65 (all p<.001),
except for religion, which is slightly lower. The r¡ork

donain is exceptional, in that many correlations betr¡een it
and other domains are not significant. The correlation
between Mean Global eoL and Mean senantic eoL is .7o (N =
103, p<.001), indicating considerabre but not tot,ar overlap
between the two globa1 measures of quality of life.
correlations between the two grobal guality of rife measures

and each of the domain-specific measures are generarry in
the .4o .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
quarity of life measures, aggreçfated into three categories
(to ninimize the effects of extreme scores). Ratings of L-2
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$¡ere taken to indicate dissatisfaction, 3-5 rmixed

feerings", and 6-7 satisfaction with quarity of life. Means

and standard deviations are also provided.

Generally, the above results follow the expected

pat'tern reported by Baker and Douglas (1990), Baker and

Intagliata (1982), and by Lehnan et aI. (LgBz) in that
quarity of life assessed by means of domain-specific ratings
does seem more situation-specific than life satisfaction
assessed using semantic differentiar or global ratings.

Examination of the dissatisfied column of Tabre ].5, for
example, illustrates the ¡nore critical nature of the domain-

specific scales to'specific situations. Domains such as

rerigion have as fev¡ as Bå of respondents dissat,isfied while
other domains (work for those who are unemployed) contain
722 of the samplers ratings.

The results of a t-test, indicated a significant
difference (p<.05) between the two grobal measures. About

342 of the sarnpre reported mixed quality of rife in terrns of
Mean Global QoL, but only 1Bt reported nixed quality of life
in terms of Mean semant,ic eoI,. cornparison of differences in
the standard deviations of the three measures indicates the
semantic scales have a greater degree of variability
associat,ed with them than the other two scares (F = 1.6s,
98, 98, p<.05). rt appears the two grobar measures seem to
assess quality of life differently, or perhaps trury record



differences in
offer its own

A measure of psychopathology was desired that (a) had

been standardized on populations cornparable to the

chronically rnentally i11, (b) was based on a tine-limited

sample of behavior, and (c) could be cornpleted by both

caregivers and the investigator.

The Global Àssessment Scale (cAS) (Endicott et âI.,

L976) 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

hy¡pothetically sickest individual) to 100 (the

hy¡pothetically healthiest). The GÀS is divided into ten

egual 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 â1.,

t976r. No information regarding test-retest reliability was

reported.

Concurrent validity correlations between GAS and the

overall severity score on the Mental Status Examinat,ion

Record and the Fanily Evaluation Form are reported by

101

quality of life. Each approach appears to
rrvalidrr approach to recording quality of life.

Global Àssessnent Scale



Endicott et aL. (L976, to be moderate at six months

followiirg admission (r = -.62 and r - -.SZt 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 independent,Iy rated patients' psychopathology

using the Globar Assessment scare. rnter-rater reliabirity
was considered adequate (r = .79, N = 101, p<.001). The

mean of these two ratinçts vlas used in all subsequent

analyses involving psychopathology.

Role Functionina gca]-s

This measure (Georgia Department of Human Resources,

L978) (Àppendix M) assessed patient functioning as judged by

their caregivers regarding four roles (i.e., hrork,

independent living, inmediate social network, and extended

social network). For example, caregivers vrere asked their
views of their crientts abirity to successfurry demonstrate

characteristics or behaviors associated with successful

workers (e.9., dependability, ability to comrnunicate).

The response scale ranged from one (a complete lack of
skills) to seven (optinal leve1 of skills).

Cronbachrs alpha coefficient was .83 for the four
scores conprising the scale.

1,02



describe the social-demographic and clinical characteristics

of the sarnple with reference to the study's inclusion

criteria and then to describe the tests of the hypotheses.

Description of the Samp1e and l,teagures

Social-Demoqrar¡hic Characteristics

Thê order of presentation of results will be to

A total of 119 patients were deened by caregivers to

rneet the study criteria and vrere referred to the

investigator. No fornal data were gathered about the

characteristics or number of those patients not considered

appropriate to the study. Thirteen patients who were

referred did not cornplete the questionnaire. Eight of these

patients rirere witling 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 sarnple of 106 patients. For

various reasons, not all segrnents of the questionnaire were

completed by all 106 patients.

Table 16 presents social-denographic and clinical data

regarding the sample obt,ained in this research. Tessler's

and Goldnan's (J-982) data are also provided to facilitate
conparisons of the sanples.

Overa1l, the social-denographic characteristics of the

REgULTB
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Table 16

Comparison of NIMH and Àlberta Sanple of Chronic Patients Living in
Communitv

Data Samples

Social-demograpbic Information
Sex

Males
Females

Marital status
Married
Never married
Divorced

High school graduates

Employed

Living arrangements
Private home or apartnent
Fanily home or foster care
Board and care

Monthly income (Median)

Clinical Eistory
Median agelfirst psychiatric contact

Priurary diagnoses
Schizophrenia
Depressive and affective disorders
Other nonpsychotic disorders

NIII{II

LO4

47.O2
53.08

L4.62
s6. 08
20.92

33.08

25.9*

40.42
10. 38
L2.6*

$32s. oo

Àlberta

Note. Data in column 1 are from The Chronicallv Mentallv I11:

Assessinq Communitv Support Proqrams by R. C. Tessler and H. H.

Goldman, L982, Camlrridge, Mass.: Ballinger.

57.52
42.52

10.48
6L.92
22.82

30. o8

16. 08

3s.88
34.92
L7.Oz

$s92. OO

24.O

68.9å
t2.Lz

6 .62

(Mean)

23.O

66. 38
24.52
8.22



r.05

present sample are similar to the Conmunity Support Prograrn

clients reported uport by Tessler and Goldman (1982), except

the Àlberta sample appear to be slightly youngêr, more

predominantly male, and seem to experience more depressive

and affectíve disorders than those in the Tessler and

Goldman sample. Both the age and sex differences are tikely

accounted for by the present study's under-representation of

elderly lromen. About 12å of CSP clients were over the age

of 65, compared t,o only 28 of patient,s in the current

study.

The mean age of the patients saropled was 37.2 years,

with a standard deviation of LL.7 years. The vast urajority

(93.18) were white, with 48 black and 28 native. Of Eh.e 22*

that lived in support,ive living environments l7Z resided in
approved homes (with and under the care of another fanily)

and 5* in group homes.

Elnplolment infornation was obtained for all but three

individuals. Sixteen percent vtere employed, with an

additional 198 in pre-ernployrnent training programs. The

remaining 65t trere not currently, oE likely in the near-

future to be ernployed in the conpetitive job market.

Regarding just those patients who were unemployed and

not in transitional job training programs, 29* had been

unernployed for less than a year, 358 had been unemployed for

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



years.

The unusually high unemplolment rates (compared to

rates for other disadvantaged groups) do not appear to

result from patients, lack of education. The mean grade

Ievel achieved was 10.5, with a standard deviation of 2.6.

Onty 88 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 L2. While 14å of the patients had attended

university, only four respondents had graduated.

À11 but seven patients answered questions concerning

monthly income. Patients were consistently poor, with 83å

reporting monthly income of less than $goO. The mean

monthly incone of $SgZlnonth was heavily influenced by a

Government of Àlberta assist,ance plan that required medical

certification of likely inability to ever work again: nearly

398 of the current sample received this benefit. only 2?

indicated income in excess of $fSOO per month, and in all

cases this was clained due to fu1l-tine enployment.

Effects of 8ocLal-DêDoÇraphic Characteristics on OOL

106

Previously reported literature suggests that social-

denographic characteristics influence some aspects of

quality of life. The data were analyzed to determine if

â9ê, sex, financial condition, education or residence lr¡ere

related to any quality of life measure.



L07

A correlational analysis and a t-test, respectively,
showed that age and sex r¡ere not significantly related to
quality of life. The inpact of several other socioeconomic

or demographic factors erere assessed by rneans 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.

À one-way analysis of variance was conducted to
deternine the effects of place of residence on quality of
rife. The resurts of the present study are consistent with
data report,ed by Baker and Douglas (1990), Lehman et al.
(L982), as well as Segal and Àviram (L977 ) in indicating
that, residence does inpact quality of rife. However, Table

17 presents rneans of guality of life ratings indicating
whether global (F = 2.90, df = 4, p<.OS) or semantic (F =
3.39, df = 4, p<.01) quality of life measures are used there
is a significant dininution of satisfaction with life
between individuars onry in an approved horne situation as

compared to those living with friends or fanily. There is
not the same statist,ical effect when comparing approved

homes to either group homes or patients riving on their ovrn.

AdhereDce to Clinlcal Inclusl.on CrLtería

To reiterate, the clinical inclusion crit,eria were
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diagnosis, functionar difficulties, and chronicity of care

by the nental health systen. Concerning the first
criterion, all diagnoses had been nade by a psychiatrist
within the previous two years. The fires of 10å of patients
(chosen randomly) were reviewed by the investigator to
confirm the diagnoses provided by the caregiver. rn arl
instances, the reported diagnosis !¡as, in fact, the
diagnosis of record. Table 1g presents the diagnoses of
record for those in this sampre. Nearly two-thirds suffer
fron a form of schizophrenia. The next most freguent
diagnosis is psychotic depression (z3tl in either cyclic,
biporarr or uniporar forrn. Approxinatery 90t of the sample

suffered either a major thought disturbance and/or affective
disorder.

The second clinical inclusion criterion involved having
noderate t,o severe funct,ionar difficulties in at least three
of seven areasr ês rated by the caregiver. Tabre 19 shows

the proportion of patients at, each level of functioning for
each area. rn all but one area, êt reast 60g of patients
experienced moderate to very severe difficurties. A more

detailed analysis showed that aII patients met, the
functional criterion.

The third clinical inclusion criterÍon ínvolved having
received professional mental health care for at least the
rast, two consecutive years. caregivers were asked to
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Table 18

Diacrnoses of Samnle

Diagnosis Frequency Percentage

Schizophrenia

Manic-depression

Depression

Hyponania

Personality disorder

Organic brain syndrome

Drug/alcohol abusea

Missing

TotaI

69

15

9

3

5

1

2

2

106

66. 3

]-4.4

8.6

2.8

4.8

0.9

1.8

1.8

100. 0

alnadvertently included although diagnosis does not meet study

criterion.
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rt2
reconmend only patients who met this criterion. spot checks
srere conducted by the investigator on the fites of approxirn_
at,ery 1oa of patients. These checks (accessing prinary
sources, if necessary, for further substantiation) confirmed
the duration of care to be greater than two consecutive
years in a]l instances.

Psychopathology ratings are presented in Table zo. rt
can be seen that approxinately 80å to 85å of the sample
(dependent upon rater) suffered a significant (uredium to
high) degree of psychopathorogy. The mean score for
psychopathology across all patient,s is s7.s, with a standard
deviation of 11.9.

The effect of psychopathorogy on quarity of rife was

investigated further by correrating psychopathology with
mean global quality of life (r = .2L, N = 103, p<.05) and
with mean semantic quality of rife (r = .2s, N - r-oo, p<

.01). correlations of psychopathorogy with each of the
do¡nain-specific ratings indicates only one significant
correlation of psychopaÈhology. Greater revers of
psychopathology are associated with less satisfaction (r =

.2O, N = 98, p<.05) in the recreation domain.

These results indicate that a statisticarly significant
positive rerationship exists such that greater
psychopathology is correlated with lower guality of life
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Lt4
ratings for both global and semantic measures. Domain-
specifíb quarity of rife ratings appear, with the exception
of the recreation domain, to be less inpacted by patient
psychopathol0gy than are grobal quality of life ratings.

prior research (Lehman, 19g3b; Lehman et al., LgBzi
Meltzer et aI., 1990; pinkney et â1., 1991; Sinpson et âI.,
1989) had arso denonstrated a relationship between
psychopathology and quality of rife. Therefore a
statisticar correction for psychopathology was enproyed in
all tests of hlpotheses in which quality of life was
assessed.

Tests of Eypotbeses

Ev[¡othesis t
This hypothesis predicts that the greater the

satisfaction reported by patients with their opportunities
to neet serf-identified needs, the higher will be their
self-reported quality of life.

Partiar correration coefficients, with psychopathorogy
controlled, were computed betv¡een the mean of the ten
patient-rated opporÈunity to meet needs scores and both Mean
Global QoL and Mean senantic eoL (Tabre 2L). Resurting
correlations were in the range of .61 to .64 and are
significant at the .oo1 rever of confidence. A strong
rerationship wourd seem to exist, between the opportunity to
sat'isfy needs and globally rated quarity of life.



1r_5
lab1e 2L

Ratinqs

Donain/8cale Partial Correlationa

Mean GlobaL QOL

Mean Seurantic QOL

Domain-specific eOL

FaniIy

Friends

Others

State of health

Work

Recreat,ion

Finance

Health care

Living situation
Personal safety

Factor 1

Factor 2

.61***

. 63 ***

.49***

.30***

.39***

.49***

.59***

.40***

.30***

.32***

.45***

.25rc

. 47 ***

.50***

Note. N=98. df=36.
aControlling for psychopathology.

* p<.05. ** p<.01. *** p<.001.
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Each domain-specific opportunity score s/as correrated

with if's corresponding donain-specific eoL score (Table 2a) .
As weIl, the two factors derived from factor analysis of the
domain specifÍc quarity of life ratings were also correl_ated
with the mean of the opportunity scores. rn all ten domains
and for each of the two factors, there is a significant
positive correration betr¡een opportunity to satisfy needs
and guality of life. Hypothesis 1 vras fully supported.

ErmothesÍs 2

This hlpothesis states that the greater the difference
between patients and caregivers in perception of patients,
needs, the rower will be patientsr serf-reported quality of
life.

Absorute difference scores in each of ten domains r{ere
calcurated for each patient-caregiver pair by subtracting
t'he formerrs rat,ings of inportance of needs from the
latterts ratings. The direction of the difference was
ignored as the oregon theory predict,s l0wered guality of
life on the basis of differences in perception of needs
without specifying directionality.

For exampre, if a patient indicated that rerations with
fanily was an extremery inportant need (i.e., a rating of r-)
and the caregiver described that same need as very
unimportant (i.e., a rating of 10), a difference score of g

resulted for that, donain. The theory is needs and resource_
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driven and therefore predicts possible conseguences of
differences in ratings as occurring due to either the
patient's unwiÌringness to try to meet a need not seen as
relevantr oF the caregiver's unwirlingness to nake avairabre
resources for meeting needs not seen as inportant.

These pair-wise differences rrere each correrated with
guality of life scores (with psychopathology controrred)
assessed globalry and by means of the factors derived from
the domain-specific ratings.

The great najority of the resulting correlations r¡rere
not statisticarly significant (Tabre 22). The few
correlations that are statisticarly significant are stirl
weak in absorute Èerms. A strong correration is found
between relat,ionships with others and factor z of the
domain-specific ratings (-.35, df = 39, p(.01). 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 quarity of rife as assessed by
factor 2 of the domain-specific scares. I{hen caregivers
rated the need for patients to interact with other people
(than their usuar circre of friends) higher than patients,
the resurt is that quality of life decreased on those
domains loading on factor 2 (satisfaction with friends,
fanily and interactions with others as werr as aspects of
health care having to do with accessibility).



Tab1e 22 r_L8

o

of Life Ratings (Psychopathology Controlled)

Difference Scoresa
In Domains

Mean Global Mean Senantic Faclb Fac2

Fanily

Friends

Others

Work

State of
HeaIth

Living Situation
Personal Safety

Health Care Àccess

Finances

Recreation

.04

-. 09

-.06

-. o1

-. 01

.02

.04

.2LtÊ

.13

-. 14

-.02

-. 01

-.07

.05

-.07

.03

.05

.10

.13

-. 14

.08

-.2L
.03

.o4

-. 13

.01

.16

-. l_3

.04

-. 10

-. 13

-. 18

-. 35**

.08

-. 05

-. 3 0't:t

-. 13

-.02

-.2t

-.07

cr Patients and ca.regives sepa

=:$:_il_t:l 
jprai.ns.- Th" cãresivei-rããr" was subrracred from rhepatient's rating to deterníne ã airrerence between the two withineach of the listed domains. The direction of difference hrasignored.

: Domain-specific 
-qual-ity of life scores qrere factor anaryzed andtwo factors emerged. see- text ror exprãnation.
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Às reported by Lehman (19g3b), health care is
another'sensitive area for the chronicarly nentalry ill and
their workers. caregiver and patient differences in rati_ngs
of irnportance of hearth care are correrated with quarity of
life but only when assessed by means of globar questions (r
= '2L, N = 99, E<.os). That is, higher difference scores on
the need for hearth care are correrated with higher guality
of life score as measured through gl0bar questions.

Hypothesis 2 predicts quality of life wirl vary
depending upon caregivers and patients differences in
ratings of inportance of needs. These data indicate this is
not the case for most needs but that ri¡nited and condition_
specific support exists for hlpoÈhesis 2 within two needs
areas - health care and the need for externar integration.

Ey[¡otheel.s 3

This hlpothesis predicts that the greater the extent to
which patients perceive theÍr needs are met contingent, upon
t'heir performance, the higher will be patients' self-
report'ed quarity of rife. That is, needs that are met due
to the patient's efforts wirl be more influential of guarity
of life than needs net without corresponding effort.

Prior to testing the hlpothesis, patientsr mean domain-
specific needs satisfaction scores were correlated with
their Mean G10ba1 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 r.ow needs satisfaction on quarity
of life, partial correrations were conputed with needs
satisfaction control-led.

Contingent effort ratings (based on patientrs
estimations of difficurty in perforning Èasks to obtai_n
needs satisfaction) within each donain !¡ere correrated with
Mean Grobar- and Mean senantic eoL. None of the resurting
correr'ations are significant. Hl4gothesis 3 was not
supported.

¡vI¡othesis I
This hlpothesis predicts that, the more positive their

self-reported affect baJ.ance, the higher wir.r be patients,
serf-reported satisfaction with their performance.

satisfaction with perfornance was computed as the mean
of the satisfaction with performance ratings with the
exception of the health care donain which was judged t,o be
irrelevant for this anarysis. separate anaryses of the
conponents (positive, negative and Èota' itens) of the
Affect Balance Scale vrere cornputed.

À partiar correlation, with psychopathol0gy controlled,
of the posit,ive itens conprising the Affect Barance scare
wit'h mean satisfaction wiÈh perfornance across nine donains
is significant (r = .44, df = 33r p<.01). This same
correlation for the negat,ive itens of the ABS i,s not
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significant (r = -.13). The total ABS score correrated
against satisfaction wíth performance measured across

domains is also significant (r = .45, df: 33, p<.01). The

domains represented on each of the two donain-specific
factors were both significantJ-y correlated (r = .46 and .43

respectivery, df = 33, p<.01) with satisfaction with
performance. Hlpothesis 4 was supported.

Elrootbesig 5

This hypothesis states that the greater their abirity
to neet performance requirements in terms of stress and

concentration, the greater wilr be patients' self-reported
satisfaction with their performance.

wiÈhin each domain, pat,ient ratings of their ability t,o

cope with stress and to naintain concentration (with
psychopathology controlled) vrere separately correrated r+ith
their satisfaction with their performances (Tabre 23).

concentration difficurties are significantly and

positivery correrated with performance satisfaction ratings
only in the donain dealing with fanily matters. That is, as

patient's rat,ings of their abilities to deal with
concentrat,ion difficurties increaser so do their ratings of
sat,isfaction with their performances as they atteurpt t,o
satisfy their needs in dearing with their farnily.

Difficulties with stress are positively and

significantly correlated with performance rat,ings in that
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Table 23

Difficulties and eualitv of iif"

Partial Correlationsa

Fanily

Friends

Others

I{ork

Living situat,ion

Recreat,ion

Finance

Personal safety

.37 *rcrc

.28rcrc

.07

.13

.11

.28tc rl

.07

.22)c)c

.zOtl

.t2

-. 05

.05

-. 02

.L6

.03

.08

Note. tr = 90 for Stress and ü = 93 for concentrationratings.
aControlling for psychopathologry.

* p<.05. ** p<.01. *** p<.001.
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same dornain (faniry) as well_ as in the domains dealing with
friends, recreation and personar safety. These data suggest
that stress plays a more significanÈ, but stirl rinited,
role in patientrs deterninations of their satisfaction with
their performances. Hlpothesis five is partially supported.

Evl¡otheeis 6

This hy¡gothesis indicates that more positive affect
balance and greater abirity to meet performance requirements
in terms of stress and concentration difficulties will
interact t,o produce greater self-reported satisfaction with
performance by patients than either factor arone.

A nultiple regression procedure eras used to determine
whether a relationship exists between the independent
variabres and self-reported satisfaction with performance
(Tab1e 24). This procedure was used as it allows
comparisons of continuous variables (affect, stress and
concentration difficurties) without establishing cut-off
points as r¡ould be necessary if a z t¡lay analysis of variance
were used.

The effects of stress and effects of concentration
difficulties, each of the factor scores resulting fron the
factor analysis of the Àffect Balance scarer âs well as the
cumulative score of the Affect Balance scare were entered in
the regression in five steps. The F of 4.4L4 (df = 5) is
significant at the .oo1 level (Tabre 24). Thus it is
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Independent Variabl_es :

1 Factor 1 consist,ing of 5 itens of Àffect Balance Sca1e2 Factor 2 consÍsting of 5 ítems of Affect BaLance Scale3 Tota1 of Àffect Balance Scale scores4 Patient self-reported difficurties with stress5 Patient self-reported difficulties with rnaintaining
concentratíon

Analysis of Variance

DF Sum of Squares Mean Square

2.299
.520

Regression
Residual

5 tL.496
92 47.913

Mçtltiple n = .434
R¿ = .193
AdjustedRsquare=.15
Standard Error = .72

Variables in the Ecruation

Fact,or 1 of Affect Balance Scale
Factor 2 of Affect Balance Scale
Affect Balance Scale score
Difficutties with stress
Difficulties with concentration

F - 4.4L4
Significance = . OO12

Beta

- .625
.299

t. o24
-4.L22

.111

T

-t.L75
L.2L3
2.379
-. 003

.898

Siq T

.08

.23

.01

.99

.37

Note. Listwise deletion of ¡nissing data with variables entered
on successive steps.
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concruded that, a statistically significant rerationship
exists between some of the independent variabres and sel_f-
reported satisfaction with performance.

Data presented in Table 24 indicates that onry positive
affect is significantly and positively rerated to
satisfaction with performance. Thus it is concruded that no
cunulative effect of stress and concentration difficulties
is demonstrated by the data. Hlpothesis 6 was not
supported.

EvI¡othesig Z

this hlpothesis predicts that the higher the serf-
reported satisfaction with performance by patients, the
higher wirl be their self-reported guatity of rife.

Mean satisfaction with perfornance r¡as partiarly
correlaÈed, controlring for needs satisfaction, with guality
of life as assessed by Mean Globa1 (r = .45, df = 33,
p<.01); Mean Semantic (r = .35, df = 33r p<.05); and, the
two factors energing from the previousry reported
domain-specific factor analyzed ratings (factor 1 : r = .39,
df = 33, p<.05); and, (factor 2 = E= .46, ff = 33, p<.01).

Às wourd be expected from the theory, the rerationship
is stronger between perforrnance satisfaction and factor two
domains (dealing with issues of accessing resources) than
with factor one domains (dealing wiÈh conditions seen as out
of Èhe control of the patients). Hlpothesis 7 was supported.
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Table zs sumrnarizes the resurts of the tests of al_l
seven hþotheses.
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This research ernpiricarly tested the oregon quarity of
life theory as a framework for predicting the quarity of
life of the chronicalry nentarry iII. The discussion
focuses first on overarching nethodologicar considerations
in interpreting the results. This is followed by discussion
of the evidence that supports or refutes the theory, with
reference to other quality of life theories. Finarry,
reco¡nmendations for both service provision and future
research are offered.

ttetbodological lesues

Methodologicarry, severar difficurties may have
infruenced the results of the present research. The first
of these pot,ential probrems results from sanpring
uncertainties. Details about those not nominated by
caregivers for inclusion are not known. conparisons between
the current sample and other samples of chronically nrentally
ilI individuals living in com¡nunity suggest, however, this
sample is very sinirar and has no significant aberrations
from other sampres with the exception of an under-
represent,ation of women riving in comnunity and older than
age 65.

There may have been several biases influencing the
data. À great najority of caregivers were nurses and a
professional orientation/training bias nray have been
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present. That the caregiver was invorved at arr may have
ínfluenàed the responses of some of the patients. Further
bias could have been introduced by the suggest,ion that
information woul-d be rnade available to the caregiver about
the interview.

No objective data directJ-y rerates to these potential
biases. rt is ny opinion, based on iurpressi-onisÈic data
gathered during the interviews, that each of these potential
threats did indeed take place to ,somer extent. A

population as dependent, withdrawn and needy as the
chronically nentarry irr is likery to cont,ain individuals
who may provide thè answers they tttink safest and not the
most accurate.

rt is just as rikely, hor¿ever, that, not invorving
caregivers rvould introduce biases. Extrenely shy and
withdrawn patients are not rikety to wish to participate in
research that holds rittre innediate reward and poses risks
of enbarrassment or possibre ridicure. rn 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 serf-report and rnany are
investigator-devised as well and cannot be externaÌIy
referenced to a known standard. This threat to the varidity
of the measures could cause difficulty with regard to the
confidence placed in interpretations of resulÈs. Therefore
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psychometric exploration of the measures occurred.

Ttre scales used for assessing irnportance of needs (both
from the perspective of the patients and caregivers), the
opportunit,ies to satisfy needs, needs satisfaction, ability
to deal with stress and concentration difficurties,
satisfaction with performance, and amount of effort needed

in order for needs to be uret were alr investigator-devised.
Psychometric investigations suggest, each appears to possess

adequate face varidity, int,ernal reliability (as assessed by

cronbach alphas), and generarry demonstrated significant,
but, not excessively high, overrap with the other measures.

scale scores suggest adequate range for individuails ratings
and scores, as we1l. It is concluded that both the
reriabirity and varidity of the measures is sufficient, to
allow tests of the hy¡gotheses.

The rack of external referents is also rerated to
another threat to the varidity of the research which E.

Diener (personar co¡nnunication, Àpril 30, 1991) carred
common nethods variance. An observed relationship nay be

the resurt of a third and more powerfur factor than either
of the two correrat,ed itens. He suggests, for exanple, that,
peopre who are happy nay indicate more of their needs met

due to their optinistic outlook as opposed to more of their
needs being net, leading to current revels of happiness.

Dienerrs (personal communication, April 30, 1991)
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caution regarding conmon nethods variance cannot be furly
answered by any correlat,ional study as it raises the issue
of causaliÈy. yet a growing data pool suggest,s the
chronicarly nrentally ill individual_ living in community can
provide specific responses to questions about what they rike
or don't like, and are not sinpry responding to specific
questions on the basis of a generarized attitude (as co¡nmon

methods variance as a problen would suggest).
Bigelow et ar., (1991) report patient, satisfaction did

not correlate with caregiverrs perceived improvement by
patients as a result of treatment, so the judgenents
patient,s made about their improvement seem to be specific to
treatnent and not the result of a grobar werr-being
at'titude. Lehman (19ggr. 1983b) also explored the issue of
the effects of psychopathorogy on patient's responses to
quality of life assessment. He concluded that only in the
hearth realm was there a significant inpact of
psychopathorogy (anxiety and depression but not thought
disorders) on the rikely responses of the chronicalry
nent,ally ill.

sinilarry, in the current research an effect, on quarity
of life by kind of residence $ras reported. Those living in
rrapproved homestf were significantly less satisfied with the
guality of their lives than those riving on their or¡n, with
friends or family, or in group homes. That this effect
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seems rocarized to issues of residential care is supported

by the-literature (Baker and Douglas, 1990; Segal- and

Aviram, L978) and raÈings by clinicians of their patientrs
abitity t,o deal with stress in resident,ial care.

caregiver's ratings of patient's overarr functioning
lras correlated with patientts estimations of the effects of
stress on their ability to deal with their living situation.
The resulting correlation (r = -.2r, N =96, p<.01) indicates
that caregivers and their patients agree when the patient is
having difficurty in dealing with their residentiar
environment. Yet with the exception of those patients
living in rrapproved homest there is not a significant
difference in general quality of life ratings by patients.

Support for the oregon guality of L,ife Tbeory

The najor findings of this research are thaÈ the oregon

quarity of life theory is supported in its contention thaÈ

quarity of life of the chronicatly rnentatry iJ.l is affected
by severar key variables. These variabres include needs

satisfaction, perceived opportunities to satisfy their
needs, saÈisfaction with performance, positive (but not
negative) affect, and, to a resser extent, pat,ient 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 onty in tr¡o

domains (heatth care and everyday rerationships with others)
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of the ten domains assessed. The expected relationships
between patients' abirity to deal with stress and/or
maintenance of concenÈration and satisfaction with
performances were weak at best. unlike the theoryrs
prediction, there was not a relationship between patients'
ratings of the degree of contingent effort and quality of
life.

Lehman (1989) believes quality of rife theories can

onry be evaruated on three validity bases: face, construct
and predictive varidity. These represent three different
views of the same issue and are not nutually exclusÍve.

Às regards the construct validity of the oregon theory
a possibre confound to the current resurts may come about
due to the oregon theory's anbiguity about the variables
postulated to infruence quarity of rife, and partícurarly,
satisfaction with perforrnance. The issue then is how to
fairly deternine the enpirical relationships that adequatery
test the theory. For exanpre, scales assessing difficurties
with stress and concentration problems may have sampled the
tr:rong estinators of the theoryrs notion of abilities needed

t,o successfutJ.y meet needs.

The oregon theory has been stated by its proponents
(Bigelow et al., LgBz) to incrude issues of affect,
patient's abirities to deal with stress and concentration
probrens, and needs satisfaction. rt does not seem likely
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that measures seeking to determine whether needs are being
met, or asking about perfornance satisfaction, ability to
deal with stress and concentration issues are incongruent
for testing the theoryrs predictive and construct validÍty.

There are two levels at which the theory is supported
by the present dat,a. First, severar but not all of the
predictions made by the theory about which variables
determine quarity of life were supported. This suggests
that ¡nodifications need to be made to the theory's
presurnptions about, the variabres deternining guality of life
but that the basic conceptuarization of det,erninants of
quality of life is'supported in the main.

second, at the heuristic revel the theory lras intended
to help guide and hopefully clarify research in this
confused and ilr-defined area. The hlpotheses drawn fron
the oregon theory represent tests of needs satisfaction,
patient characteristics (role of stress, concentration
problems, positive and negative affect), and conbinations of
environmental situations and pat,ient characteristics or
behaviors (adaptation issues would include differences in
perception between caregliver-patient and resurt on quality
of life, whether contingent, effort produces greater quality
of life than non-contingent efforts at needs sat,isfact,ion) .

Neeðs Baeie

The oregon quarity of life theory is fundamentarly
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needs-based in that it naintains that neeting needs is of
paramount importance to satisfactory guality of life (New

York state office of Mental Health, 19go). correrations of
needs satisfaction and quarity of life are generarty in the
-4o to -50 range and are statisticalry significant, to the
.01 or better revel. Regression analyses e¡ere arso
conducted to deternine the best predictors of Global and
semantic eol,. These analyses support the conclusion that,
of alr the variables included for test Ín this research,
needs satisfactíon is the strongest, predictor of quality of
life.

rf neeting needs is centralry important to quarity of
life, the avairabilíty of opportunities to sat,isfy needs
should, logicarry, arso be of prine inportance. There is
confirmation of a strong rerationship between opportunities
to satisfy needs and quarity of rife (Hlpothesis 1).

The oregon theory is needs-driven but also assumes that
individual patients' quality of life wilr be deternined by
more than whether their needs are meÈ. rt contends that the
opporÈunity structures (for needs satisfaction) that exist
will pray a cruciar role in deternining quarity of rife.
This then represents adaptation issues, in that, patients,
adaptation t,o their envÍronment is predicted Èo be a
determinant of quality of life.

rt is inferred that caregiver-patient disagreements
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about the relative importance of needs wilr rirnit the
chroniCalry mentally ill patientrs opportunities to satisfy
those needs. santiâ9o, Berren, Beigel, Gordfinger and

Hannah (1990) reported that greaÈer differences between

caregivers' and patients' perceptions of problems was

positivery and significantry correlated with likerihood to
drop out, of treatment.

This contention (Hy¡pothesis 2) was only partly
supported. Disagreenents about which needs are most

important did not significantly inpact upon paÈientrs
qualíty of life except for donains of health care and

everyday relations with others.

Lehman (19g3br' LgBz) has reported hearth care to be a
particularty sensitive area for the chronicalry nentarry irl
as they rely on it for their continued community tenure.
Baker and Dougras (1990), as r¡ell as segar and Aviram (1978)

have arso reported on the infruences of residential care
(type and quality) on the wírlingness of more seriously ilr
patients to engage in externally (to the residence)
integrative behaviors.

rf it is assumed that health care accessabirity and

progranmatic initiatives intended to notivat,e the patient to
interact with others are represented to patients by their
caregivers, then confirmat,ion of hlpothesis two in these
areas can be seen as confirmat,ion of the theoryrs predictive
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varidity regarding the need to incrude caregivers,
expecÈations as well as patients' for issues dealing rvith
their health and how much they interact routinely with
others. The difficulty, of course, is the anarysis is post
hoc and may sinpry represent rationarization of the resurts.

p€rformapco Basis

Hypotheses 3 and 7 deal with issues of the patients,
satisfaction with their own perfornance as they attenpt to
rneet their self-identified needs. Results from tests of
hl4pothesis 3 indicated no difference occurred in quarity of
life as a function of the degree of effort on the part of
the patient as they attenpt to meet their needs. Data
obtained fron tests of hlpothesis seven indicate that there
is a strong relationship between patientrs sat,isfaction with
their perforruance and their guality of life,

These findings support the theory's assertion that
personal appraisal 0f perfornance influences quality of
life. However' it, does not appear guality of life is
dependent upon how hard the chronicarly nentalry irr betieve
they must try to perforn in order to meet their needs. They
are infruenced prinariry by their opinions about their
efforts aÈ needs satisfaction rather than by how hard they
berieve themselves to be trying to meet those needs. Thus
it is crear that both need and performance satisfaction are
important contributors to percept,ion of guality of rife.
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However, the data obtained in the present research do not
clarify the relationship between Èhe chronically mentarly
i11 person's contingent effort and their saÈisfaction with
their perfornances. There is no statisÈically significant
relationshíp between the perception of trying harder and

being more satisfied with performance.

The current findings could be a refrection of service
practice rather than a refutation of the theoryrs prediction
that degree of contingent effort shoutd influence quality of
life. As indicated previously, the chronically nentarly il1
are handicapped in neeting their needs and, thus require the
assistance of others. At present, most of their needs are

met non-contingentry by the service system. The resurts
obt,ained can be interpreted as supporting the premise that,
for this popuration, the service systen provides little or
no incentive for the chronically nentally i1l to apply

thenserves in pursuit of specific aoats. À system that
praced greater emphasis on patient effort and attached more

contingencies night produce different results.
The above explanation nay be more reasonable in sone

Iife domains than others, depending on the likerihood of
rrpayoffrr for efforts. In contrast, to donains such as

enplolment and health care, relations with farnily and with
friends may be characterized by a higher riketihood of
increased guality of rife with increased patient effort.



L40
However' even in these domains, higher guality of rife
contingent on patient effort was not observed. Therefore,
any suggestion that Hlpothesis 3 was not confirned solely
because of service systeur practices must be viewed with
caution.

The oregon theory posits patient,sr characteristics that
influence guarity of rife. These incrude (a) cognitive and
affective attributes and (b) skilrs for meeting performance
requirements- There has been very ritt,le systenatic
research into the personal charact,eristics, other than
psychopathol0g|y, that infl-uence quality of rife for the
chronicarry nentarly i1r (Fabian, 1990). several hlpotheses
derived from the theory are intended to help dear with this
deficit for a population that has clearly defined probrems
that' make it unlikery that their personal characteristics
will not influence their quality of life.

Positive affect barance was assumed (Hygothesis 4) to
be an important patient deterninant of quarity of life. The
resurts show positive affect is positively correrated with
performance satisfaction, which is, in turn, positivery
correlated with quality of life. Negative affect was not
significantly correlat,ed with performance satisfaction.
(This is not, surprising as Diener (19g4) has summarized the
riterature demonstrat,ing there is rittre correration between
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the two subscales.) Thus this research suggests that for

the chronically mentally ilI, negative and positive affect

seem specific in their effects and thaÈ rrfeeling badrr does

not have much to do with patient's appraisals of their
performances while ttfeeling goodrr is correlated with

satisfaction with performance and is a likety positively

contributing factor to greater quality of life.

Patient abilities for dealing with stress and

concentration difficulties were also assumed (Hlpothesis 5)

to be necessary for successful perfornances. SÈress

resistance positively correlated with satisfaction with

perfornance in dealing with fanily or friends, with others

on an everyday basis, and personal safety. Concentration

ability correlated positively only with dealing with fanily.

The chronicalty mentally iII require assistance in

dealing with stress prinarily to prevent a negative inpact

on these few life donains. 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 nentally ill are tikety to not be as

satisfied with their perfornances in the domains rnentioned,

and therefore ex¡rerience lessened quality of life.

The predicted relationshÍp between satisfact,ion with
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performance and quarity of life was strongly confirmed for
both global measures of quatity of rife and for nine of ten
domains (Hlpothesis 7). Arthough the current research
failed t,o identify the determÍnants of satisfact,ion with
performance, it is crear that a strong relationship exists
between satisfaction with perfornance and quality of rife.

Suggested Revisions to the Oregon Theory

several- aspects of the theory as it appries to the
chronicarry nentalry irr appear to require nodification.
First, the theory's assertion that needs satisfaction and

performance contribute equarly to guality of life is not
supported by this research. There is a ¡nuch clearer and

stronger linkage between needs satisfaction and the factors
inpacting upon that, satisfaction and quarity of life than
between guality of life and performance satisfaction.

The variables thought to influence satisfaction with
performance require clarification. with reference to Figure
2, the patient's individual abirities coupred with the
performance requirements associated with the rore are
predicted as the deterninants of sat,isfaction with
performance. some of the variabres thought to represent
these cat,egories have been explored in this research.

Positive affect is related to satisfaction with
perfornance as is abirity to deal with stress for severar
life domains. The ability to concentrate does not seem to
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have a clear relationship to sat,isfaction with perforrnance

except in the farnily matters domain. patientrs estimations

of the effort required on their part had l-ittre Èo 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 nentally il1 and

other groups. Unlike most comparison populations, the
chronicarly nentally iII are often positively reinforced for
their inabilities. For exampre, they receive increased

welfare rates contingent upon acknowledging their inabirity
to ever work again. Àlso, the chronicalry nentarry ill are

often repeatedry told to accept their inability to deal_ with
stress because they are mentally ill. Finally, they are

often tord that their mental ilrness is incurabre and can be

controlled only so long as they are compliant, with
instructions from treatment personnel.

Living under the threat that a renission of slmrptons

may suddenry cease or may onry be internittent could lead to
a situation in which the chronicatly nentarly irr come t,o

believe their most sarient personar characteristic is their
illness. Moreover, their expectations regarding their
abilities to perforrn rnay dininish correspondingly,

producing, metaphorically speaking, a rearned helplessness.

characteristics associated with independence and success in
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less disabled popurations are likely to be less vaLued by a

popula€ion reinforced for acknow]-edging disabirities. rt 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 najor a role in their quality of life.

The Oregon theory does need to be more specific about

the influence of psychopathology on guality of life. The

current research shows that psychopathoJ-ogy has some inpact
upon quarity of life, but that the effect depends in part on

the measure used to assess quality of life. currently, the
theory is too vagrue in this area and does not assist, either
researchers or clinicians to determine the most relevant
aspects of psychopatholoçly as it rerates to quality of rife.

Third, the theory needs to be improved in its
representation of the societar and individual factors
influencing quality of Iífe. The theory does not adequately

differentiate the multipre factors likely to influence the
quality of life of the chronically nentarly irl because of
their specific and unigue dependencies. These factors
incrude 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 naintain that
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people's adaptation to their circumstance is of key

importance to their quatity of life (Franklin et êr., l-986).

Àdaptation refers to performance of activities of daily
living, enhancing self-esteem, and maintaining positive
affect.

An adaptation franey¡ork 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

individualts expectations regarding what needs to be

accornplished in order for needs to be met. Therefore,
adaptation theories can be seen as more idiosyncratic and

psychological Èhan the Oregon theory.

The Oregon theory only hints at adaptation. It
incrudes aspects of performance and indirect opportunities
for needs satisfaction. Most of its concepts, hohrever, are

vague and sociological (e.g., congruence of rore-governed

behavior), rather than psychological in nature. The current
findings indicate the theory inadequately accounts for the
relationship of psychologicar variables to satisfaction with
performance.

The present research appears to support an adaptation
approach to quality of rife. Three crasses of variabl-es are
probably important to quality of life, namely certain
objective indicators, subjective indicators of werr-being,
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and successfur adaptation by the individuar to his or her
environhent- within each class of variabÌe, it, would be
necessary to investigate the relative contribution of
specific factors to quarity of rife. This approach courd
yierd more accurat,e predictions of satisfaction with
performance.

For exarnple, Gutek et aI. (1983) investigated cognitive
factors (such as expectations) berieved to be determinants
of quality of rife in the normal popuration. sinirarly,
staaÈs (L987) proposed hope as a neasure that takes int,o
account both cognition and affect. Degree of hope (or lack
of it) would seem t,o be very appropriate for a popurat,ion
whose poverty, ilr health, and dependence on others must
strongly suggest to then the unlikely possibility of
recovery. Thus, the amount of hope nay play a very powerful
rore in the quality of rife of the chronically rnentalry irl,
and if it does not, that nay be a terr-ing indication about
the system providing care.

while the chronicarry nentarry irr are honogenous as
regards characteristic slmptoms, they are heterogleneous in
their abirities to function adaptively in their environnent.
rt would seem reasonabre to assume that differences are
likery to exist between menbers of this population as the
basis of their hopes for rearistic achievement of goars of
successful adaptation.
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Viability of tbe Quality of Life Construct

Ttre present research support,s conclusions previously
reached that the vast najority of those diagnosed as chroni-
cally mentally ill can reliably report their quality of 1ife
by means of both global and donain-specific measures. The

latter measures yield infornation that is more specific both

temporally and in terns of situations encountered by the

chronically nentally iII.
Hypotheses 1 and 7 bear directly on the construct

validity of guality of life. The result,s from these

hypotheses demonstrate a strong rel-ationship betr¡een needs

satisfaction and quarity of Iife, and between satisfaction
with performance and quality of life. confirmation of these

predicted retationships supports the concrusion that quarity
of life is a valid, useful construct.

It appears, however, that several variants of gualÍty
of life nright be usefully conceptualized. There appear to
be significant differences between the quality of 1ife
deternined by asking people global questions about their
satisfaction with their lives and asking them specific
questions about their satisfaction with their residences and

their fanily. Each type of question can be thought of as

providing a different perspective of a unifÍed construct of
quality of lifer 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 rife is an
accurate' economicar and neaningful outcome indicator for
the chronically nentarly irl. specific arlowance for
psychopathology must be nade and nurtipre measures used in
order to accurately assess the construct.

Suggestions for Changes to Bervices
rt seems cÌear that both globar and domain-specific

quality of life outcone indicators should be routinely inte-
grated into service pranning and derivery for the
chronically nent,alry ilr. severar advantages to use of
these outcome indicators were described in the earlier
literature review. rn addition, the nore the ment,ar health
systen expricitly enphasizes optinar guarity of rife as an
important goar, the more the chronicarly nentarry irr nay be
encouraged to cooperate with caregivers so patients' goars
can be achieved.

Needs sat,isfaction and satisfaction with performance
have been shown by the present, research to be positivery
associated with the quality of rife of the chronicarly
nentally i11. The forner variables should be assessed on an
individual-case basis, with caregivers deÈermining patients,
beliefs about their needs and patientsr concerns about r¡hat
may interfere with their needs being satisfied. caregivers
should arso assist patients to inprove their perfornance and



L49

their self-esteem in this regard.

These suggestions are certainry not new conceptuarly.
However, Lanb (1998) recently asserted that lack of
individuarization of service pranning for the chronicarly
mentally iIl is endangering the ent,ire

deinstitutionarization movement. By this he means goars

need to be set for each individual (as opposed to the
bureaucracy running the service syst,en) that are meaningful

to the patient, and take into account the individual's
abilities and 1i¡nitat,ions.

The current research supports the utility of
irnprovement of individualization. rt indicates that
patients can reliabty and validly report their quality of
life and that their quarity of rife wirr be improved if
their needs are feLt to be satisfied and that opportunities
to perform satisfactorily are availabre. satisfaction wÍth
their perfornances as they atternpt to meet their needs is
also an important determinant of quality of rife but there
is no necessity (in terms of quarity of rife improvement)

for those performances to be considered challenging by the
chronically nentatly iII patient.

The resurts of the present research suggest that there
is little justification for pracing a continually greater
emphasis on contingent effort by the chronicarry nentarly
ilI in satisfying needs. rncreased contingencies r¡irl not,
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usually resurt in inproved quality of rife and nay, given
the difficurties the chronicalry mentarry irr have with
stress, contribute to decompensation and ressened quarity of
life. A judicious barance nust be found between assisting
patients to nake rearistic and neaningful efforts in their
own behalf, and continually increasing contingent demands

with the hope they will internalize a rmotivationr to
achieve ever increasing goals.

separation of needs satisfaction from perfornance

clarifies the reguirement for programs to encourage mastery

as welr as needs satisfaction. crinicians can view patient
performance within the context of a desire for needs

satisfaction, whire patient ability to perform can be

evaruated rerat,ive to the deurands of the situation.
Most patients have rittre power to change the pract,ices

of the mental health systen. rrnplementation of the above

recommendatíons would mean greater emphasis on

individuarization of service pranning, a greater array of
services tailored to patient needs, and more time spent by

caregivers with patients in order to determine hindrances to
resource utirization. rt wourd 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 cornrnunity. OveraII, patients,
perceptions of theÍr needs are ¡nost important (compared with
caregiverst) to their quarity of rife. However, caregivers,
estinations of needs in hearth care and attempts to have
patients int,eract more routinery with others do have an

inpact on guarity of rife ratings in those donains.
Àwareness of, and sensitivity to this issue may forestarl
difficulties likery to occur with younger l_ess stabirized
chronic paÈients (Santiago et âI., 1990).

rssues of whose definition of needs wirl be given
primacy in natt,ers of residency and degree of external
integration are most likery to be problematic. These tend
to be areas where mental hearth programs are most rikery to
have developed tstandardsr and these (plus the caregivers
opinions) nay be in confrict ¡¡ith patient's beliefs.
Therefore, mentar hearth systens need mechanisms through
which disputes between caregivers and patients can be

settred since santiago et aI. (1990) have reported a greater
rikelihood of ' treatnent resistancer under this
circunstance.

Acceptance of the idea that quality of life ratings by
the chronicarry nentarly ill are varid should lead to
acceptance of ,tracking, the actions of caregivers and/or
patients that infruence quality of life within specific
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domains. This process could alrow identification of
behaviór patterns likery to achieve specific aoats
associated with enhanced quarity of life and therefore
facilitate preparations for discharge from hospital.

Directio¡s for Future Research

The theory's predicted relationship between

satisfaction with performance and guarity of life was well
supported. However, the predicted interaction of pat,ient
characteristics and abilities in deternining satisfaction
with performance rtas not substantiated. Àdaptation theories
of quality of rife suggest that adaptation, not patient
characteristics and abilities, is cruciar to satisfaction
v¡ith performance. Further research courd clarify which
perspective is most correct.

Methodologicarly, more research would be useful in
detennining causar linkages as regards guality of life. The

cross-sectional design used in the present research was

helpful in determining which variabres are associated with
increased or decreased quarity of rife. 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 courd be extended to
prediction of quarity of rife of the chronicalry nentarry
irl. cognitive factors of expectations, comparisons with
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others and hope lrere not explored in this study but are

undoubtedJ-y related to peoplets feelings about the quality

of their lives.
Finally, further research is reguired regarding

progranmatic opportunities associated with changes in
quality of life. It seems reasonabÌy clear that some

characteristics that defíne the population inpact quality of

life but it is unclear which characteristics of prograns

(e.9., sheltered or conpet,itive enplolment, integrated
socialization programs) are roost like1y to be related to
quality of life given specific patient characteristics.
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I am conducting research intended to clarify the
factors determining the chronically rnent.arty ill persons
ratings of happiness and satisfaction whire living in the
cornmuni-ty. The study is being conducted as a part of ny
Ph.D. program at the University of Manitoba and has been
approved by the appropriate Ethics CornrniÈtees of the
institutions participating in the study.

This lett,er is sent with the hope that you may be able
to refer (or facilitate referrars of) individuals you think
should be in the studyrs population. please excuse the
impersonal nature of this letter but until nominations for
participants are received the audience for this retter wi]l
remain unknown.

The information sheet that is attached wil] províde
specific auidelines that nay be of use as you decide whether
to participate (or whether you have appropriate
participants) .

Itd be pleased to discuss further details of the
research with you or those you consider most appropriate.
My hope is that you wirr be abre to refer either patients or
their caregivers.

Sincerely,

Mark Dinirsky, M.Sc.
Psychologist

Attachments: Detail sheets and inclusion crit,eria



BRTEF DETÀIL SHEET: QUALTÎY oF LTFE STUDY

208

Purpose of the Studv
Ratings of happiness and satisfaction are cornmonly

found as the psychologicar equivalenÈs of the term quality
of life, a term that has been used in a confusing number of
!,rays. Despite both its ideorogical and crinicar irnportant,
little research has been done about the determinants of
chronic ment,ar patient's ratings of their quarity of life.
The oregon quarity of life theory predicts variabres thought
to determine guality of life ratings. standardized scales
will be used to assess the dependent variabre, quarity of
life, âS well as the independent variabl_es (needs
satisfaction and performance satisfaction, âs perceived by
the patienÈ). Using a passive observation design and
regression and path anaryses, eight hypotheses drawn from
the Theory wirl be't,ested. The research arso addresses
questions of the reriability of patient ratings and the
rerative importance of the variety of factors predicted to
contribute to the rat,ings.
Time Recruired of Participants

rnterviews with patients will usualry take between 45
and 60 minutes. One interview with the caregivers of
patients will be necessary. The tine to be spent in this
interview should be less than 3O ninutes.
fnclusion Criteria

The criteria for incruding people in the population are
important. À11 three that are listed below must, be
satisfied.
l-- Diagnosis rvithin last five years of schizophrenia,

recurrent depressive or manic-depressive disorders,
paranoid and other psychosesi and

2- A history of hospitalization and/or treatment within
the nental health system for the past two years
(consecutively); and
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3. Major difficulties (in the opinion of the caregivers)

in the patientrs functional capacities in at 1east
tttree of the following areas of life:
À. Personal hygiene and self-care
B. SeIf-direction
C. Interpersonal relationships
D. Social transactions
E. Learning
F. Recreation
c. Economic self-sufficiency
(À rating scale is provided to assist in this
determination).

Procedures
Separate intervíews with the caregiver of the patient

and patient wilt occur. Data will be corrected thróugh the
inÈerview plus a file check for confinnation of erigiuirity
for inclusion.
Feedback

Results of the study will be comnunicated to al-lparticipants within three months of the termination of thestudy. Results of individual rating scales will be
available to patients, and with their permission, the
caregr-ver.

Registered psychologist
for four years.

has practised in Alberta
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Àppendix C

Consent Form for Participation of Careqiver



CONSENT TO PARTICIPÀTE: CAREGTVERS

2tL

t r.- , understand that I an
being asked to participate in a research study. The study
is intended to clarify which factors contribute to the
chronically rnentally ill individual's ratings of their
quality of life. Further, I understand that data will be
presented in a fashion that precludes individual
ident,ification. I understand that no direct benefit will
occur as a result of rny participation in the study.

I açtree to participat,e in the study and understand the
purpose of the study.

Caregiver:

Witness:

Date:
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Àppendix D

Consent Forn for Participation of patient



CONSENT TO PARTICTPÀTE

T,
21,3

, understand that f am being
asked t'o 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 wilr not
be any changes to ury program eÍther because of particÍpating
(or not participating) in this study. Further, r understand
that the answers r give to the interviewer wiLL not be
rereased t,o anyone outside of the study unless r have given
my permission, or the infornation is presented in a manner
that prevents any individual's identification.

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

Participant:

!{itness:

CONSENT TO RELEÀSE INFORMÀTTON

r, , give pernission for the release
of information obtained during ny participat,ion in the
Quarity of Life study. This infornation may be rereased to

within three months of the tine the
Ínfornation becomes available. Feedback wir-I arso be
provided to ne regarding ny ansv¡ers and, the findings of the
study. r arso agree t,o arlow the researcher access to ny
nedicar record for purpose of confirning infonnation
received verbally.

Date:

Participant:
I{itness:

Intervier¡ #¡

Date:
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Àppendix E

Imr¡ortance of Needs: Caregiverts and patientts Forms
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Appendix F

Needs Satisfaction Rating Form
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Appendix G

Opportunities to Satisfv Needs Ratinq Form
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Appendix H

Effort Required to Satisfy Needs Rating Form
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Àppendix K

Affect Balance Sca1e



ÀFFECT BÀTANCE SCALE

Durincr the past few weeks have you ever felt:

Particularly excited or interested in
something?

Proud because someone complinented you on
something you have done?

Pleased about having acconplished sornething?

On top of the world?

That things vrere going your way?

So restless that you couldnrt sit long ina chair?

Very ì-one1y 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 Assessrnent Scale
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Appendix M

Role Functioninq Scale



ROLE FUNCTTONING SCAÍ,E

Cli-enÈ 's Name:

I.D. #:

235
Evaluator:

Date:

rnstructionst 9c9re each scale by circling the appropriate number to theleft of the ecale deecriptión you ÉninË begt deecribes thecl-ient.

s
c
o
R

WORKING: PRODUCIIVITY

Rate the client in the moet
appropriate expected role (i.e.,
etudent, homemaker, wage earner)

s
c
o
R
E

rÑDEPEIIDE¡|I LTVING, SELF CARE

(Uanagement of houeehold,
eating, eleeping, hygiene care)

1
Productivity eeverely 1imited;
often unable to work or adapt to
echool or homemaking; virtuãlly
no ekille or attemptE to beproductive

1
Lacking eelf-care skills
approaching life endangering
threat; often involves multiple
and lengrthy hoepital serviceË;
not phyeically able to
participate in running a
houeehold.

2
Occagional attempts at
productivity unsucceeeful iproduct,ive only with conetant
eupervieion in gheltered work,
home or epecial clageee

2
Marked limitatione in eetf-
care,/independent living; often
involving conetant eupervieion
in or out or protective
environ¡nenÈ (e.g., frequent uee
of crigie eervicee)

3
Li¡nited productivity; often with
reetricted akill/abilitiee for
homemaking, echool, independent
emPloyment (requiree highly
Etructured routine)

3
Limited eelf -care/independent
Iiving -ekillE; ofÈen relyíng
mental/phyeical health cãre;
limited participation in
runntng houEehold

4

at

Marginal productivity (e.g.,
productive in ehelteied wõrk
minimally productive in
independent work; fluctuatee
home, in echool; frequent job
changes )

or 4
Marglnally eelf-euf f icient ;often ugee REGITLÀR aseietance
to maintain self-care and
independent functioning;
minirnally participatee in
runnLng houeehold

5
Moderately functional ln
independent emplolzment, at homeor in echool. (Coneider very
Epotty work hietory or
fluctuatlone in home, ln echool
with extended perÍodg of Euccese)

5
Moderately eelf-euf f icient ;i.e., living independentty with
ROUTINE aastst,ance (e.9., home
vieitg by nursee, other helping
perEone, in private or eelf-
help reeidencee).

6
Adeguate functioning in
independent employmént, home orin echool; often noÈ apptying allavailable ekille/abilltieã

o
Adequate independent living andeelf-care wiÈh MfNIMAL eupport
(e.9., Bome traneportation,
ehopping aegietance with
neighboure, friends, other
helping pereons).

7
optirnalty performe homemaking,
echool tagkg or employment-
related functione with ease and
ef f icl-elcy

7
Optfunal care of healÈh/hygiene;
independently manages to meet
pereonal neede and household
taeke.



RoIe Functioning Scale (continued)

Client: 236

s
c
o
R
E

Il'tMEDIÀlE SOCfÀ¡¿ NE:ÍdORK
RELATTONSEIPS

(Close friends, EpouEe,
family).

s
c
o
R
E

EXTE¡¡DED SOCTAI¡ NETWOR¡C
RTI.ATTONSEIPS

. (Neighborhood, community
church, clube, agenciee,
recreational activitiee ) .

1
Severely deviant behavioure
within immediate eocial networke(i.e., often with imminent
phyeical aggreseion or abuee tootherE or Beverely withdrawn fromclose friende, str)ouEe, famity;
often rejected by immediat,egocial network).

1
Severely deviant behaviore
within extended eocial networks(i.e., overÈly dieruptive,
ofÈen -leading to rejèction by
extended eocial networke).

2
Marked limitaÈione in immediate
inter-perEonal relationshipe
(e.S., exceeeive dependency ordeetructive cornmunication ór
behaviore ) .

2
Often totally ieolated from
extended eocial networke,
refueing conununity involvement
or bglligerent to helpere,
neighborE, etc.

3
Limited interpereonally; often noeignificant
part ic ipat ionr/ communication wÍth
i¡nmediate eocial network.

3
Llmited range of succeesful and
appropriate interactione in
extended eocial networks (i.e.,
often reetricte comrnunity
involvement to minímal gúrvival
level interactlons).

4
Marginal funcÈioning with
immediate social network (I.e.,
relationehipe are often minimai
and f luctuate l_n quality).

4
Marginally effective
inÈeractione, often in a
structured environment; may
receive multiple pubtic eyetem
eupport in accord with multiple
needB.

5
Moderately effective continuing
and cloee relationehip with atleaet one other person.

5
Moderately effective and
independent in community
interactionsi may receive eomepubllc eupport in accord with
need.

6
Àdeguate pereonal relaÈionehip
with one or more L¡nsrediate meirbe,of social network (e.g., friendor fanily).

t
Adequately interacte in
nelghborhood or with at least
one co¡nmunity or other
organization or recreational
actlvity.

7
PogLtLve relationghipe wJ_th
spouEe or fanily and frÍende;
aseertively contrlbutes to theeerelationehipe.

7
Poeeibly interactg l_n
conununity, church or clubE,
recreational actLvities,
hobbiee or perEonal intereste,
often with other participante.



Role Functioning Scale (continued)

CIient:

AREA RATED 1234s67
Work and/or productivitv
Independent living abilitv
Immediate relationshipe
Extended relationehipe

237

GLOBAI, ROLE FUNCTIONING INDEX:

GLOBAI. ROLE FUNCTIONTNG SCALE:

Scoro

Leee than 5
5to8
8to12
13 to 16
17 to 20
2l Eo 24
25 to 28

(Total of Role Functioning
Scorea)

Dcecription

Severely limited
Markedly ti¡nited
Limited
Marginal
l{oderate
Adequate
Optimal



Role Functioning Scale (continued¡

Client:

238

CLOAAL PERSONAL DISIRESS

. (lubiective, aelf-reported,/obeerved feelinge
eituational/elrmptomatic, or combination thereof í.
Non-conmunicative or unaware of apparent personal eymptomatic
digtreeeee.

¡rervaeive awarenegg of
degcrlbed aE "nerves'

markedly painful BymptomBi
and "depregeion' or 'anxiet

and
ueI

Bot,hered for major port,J-one of the day and evening by painful
tive feeli about eelf/otherE.

Experiencee periodical eymptomatic or eituational dietreee;
with Eelf/othere.rally dieeatisfied

Moderately impacted by dietrees from eymptome or sltuatione;dieeatigfaction with ãelf/othere.
Experiencee mlld,
and eatiefaction

lnfrequent perEonal distreee; adeguate eelf i:nage
wi,th othere.

PoEitive eerf inage and much eatisfaction with othere with noapparent or reported pereonal dietresg.


