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PREFACE 

This book is based on a research project carried out in the 
Waterford area in the south east of Ireland on the quality of life 
of longstay Psychiatric P a t i e n t s  who t rans fe r red  from 
institutions to community living. 

The study took place in 1990-'91 and was initiated by the South 
Eastern Health Board in co-operation with University College, 
Cork with the support of the Helios programme (EC) 

The research findings will be of interest to all involved in the 
field of Mental Health Care in Ireland and in Europe. 

The aim is that  this research will stimulate debate in Ireland. 
This should lead to structured developments in the provision of 
services for persons with mental illness, in the hope that  they 
may enjoy a full and productive life in the community. 

A similar study on the quality of life of persons with Mental 
Handicap returned to community living in Waterford, has also 

/ been conducted under the auspices of the South Eastern Health 
BoardfHelios partnership. The findings of this study which 
was also conducted by the University College Cork Social 
Policy Research Unit, are documented in a sister publication 
entitled "Community Living - a quality of life study of persons 
with Mental Handicap returned to community living". 



THE HELIOS PROJECT 

The European Commission is working a t  a variety of levels to 
fu r the r  i t s  aim of full integration for some 30 million disabled 
Europeans. A key area of it's work is to take political initiatives which 
will push forward the introduction of Community legislation in this 
field. 

During recent decades, each member state has  at different 
times and in different circumstances taken steps to improve conditions 
for disabled people which, i t  i s  important to note, had been much 
neglected until the beginning of the 20th Century. 

By the 1970s, the Commission was already assigning a part of i ts  
social activities to the problems of disabled people, through either the 
intervention of the European Social Fund, or by studies undertaken by 
working groups set  up  specifically for this purpose. These studies 
generated a Council Resolution of 21 January 1974 concerning a 
programme of social action. 

But i t  was in 1981 that  the activities of the community became 
properly structured with the creation of the division "Actions in favour 
of Disabled People", closely following the declaration by the United 
Nations of 1981: International Year of Disabled People. 

The absolute policy of the Commission was and still is the 
economic social and  cultural integration of disabled people in the 
European Community. A major task was to develop a community 
action plan that  could give impetus to the work and help to support and 
promote the objectives of the Commission on a practical basis. In 
January 1983, the first European Community Action Programme for 
Disabled People was launched. 

A network of 19 district projects was established as  a major part 
of this programme, with the aim of improving the social integration of 
disabled people living in these areas by involving locally delivered 
services, relevant agencies and the general public. I t  was during this 
period that  the Council also adopted a recommendation of 24 July 1986 
concerning t h e  employment of disabled people, a s  well a s  t h e  
Community Programme of 14 May 1987 concerning school integration. 

The latest stage in this work, the Second European Community 
Action Programme for Disabled people was adopted by the Council of 
Ministers in April 1988. Otherwise known a s  

HELIOS (Handicapped People in the European Community 
Living Independently in an Open Society), i t  will continue to 
develop and expand the work of the first programme in promoting an 
autonomous life for all disabled people. 



The HELIOS programme combines many different areas of work 
and activities in the overall aim of social and economic integration for 
disabled people in the European, Community. Activities focu's on the 
needs of disabled people a t  local level in order to promote them at 
national and European level. 

Four major networks have been developed by the Helios experts 
to stimulate the exchange of ideas and the transfer of knowledge and 
technical expertise between member states., 

The HELIOS Experts are responsible for organising conferences, 
seminars and group study visits for people participating in these 
networks. They are also monitoring and documenting the progress of 

I t he  work, and  findings will be held centrally by t he  HELIOS 

l Information and ~ocumentation Service. This service also produces the 
HELIOS magazine which will provide an important means to  exchange 
and disseminate information a t  European Level. 

South Eastern Health Board Social Integration Project 

The South Eastern Health Board project in the area of Social 
Integration was set up in August 1989. 

The aims of this Local Model Activity are: 

* To examine the quality of life of discharged longstay 
psychiatric patients and persons with mental handicap 
who returned from institutions to the community over the 
past few years. 

* The setting up of a pilot project to provide suitable 
accommodation for a small group of young permanently 
disabled people. There is no appropriate accommodation 
currently available for this group. 

The following report reflects the findings of a research study on 
the quality of life of discharged longstay psychiatric patients, a s  
detailed above. The study was completed in the Waterford area in 
199011991. 

This work was organised through a Helios Steering Committee set 
up by the  South Eastern Health Board. The Chairman of the  
Committee was Mr. Peter McQuillan, Chief Executive Officer of 
the board and the members were:- 



MR. MATTHEW LYNCH, MANAGER, COMMUNITY CARE 
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CHAPTER 1 

INTRODUCTION 

Moral Treatment 

The history of the care of the chronically mentally ill has been 
described as  a series of alternating neglect and reform, associated with 
changes in the locus of' care (1) . Each reform has  focused on a new 
approach to the treatment of the mentally ill and has championed an 
innovative type of facility or network of services. The major trends in 
treatment can kie identified, the first being Moral Treatment pioneered 
by Pinel and Tuke in the late Eighteenth Century and early Nineteenth 
Century. Prior to the emergence of moral treatment, little effort was 
made to treat the mentally ill, with asylums being places of control and 
incarceration more so than havens of care. Treatment, in so far a s  it 
was attempted, consisted of a variety of superstitious practices and 
various forms of castigation. The beginning of moral treatment 
heralded the  emergence of a more humane  a t t i tude toward the  
mentally ill. In 1792, Pinel, a French physician, liberated a number of 
patients in a hospital in Paris and sought to treat them with kindness 
and respect. 
Pinel regarded the  mentally ill a s  normal people made ill by the 
stresses of the emerging industrial society. Moral treatment aimed to 
cure such illness by providing the individual with friendship, a chance 
to discuss his difficulties and to pursue purposeful daily activity. Tuke 
who held similar views to Pinel, introduced the concept of moral 
treatment to his asylum a t  York and by the early 1800's the concept 
was being pioneered in the U.S. by social reformers such as  Horace 
Mann and Dorothea Dix. The practice of moral treatment, which 
flourished around the middle of the Nineteenth Century, declined in the 
latter half of the same century when overcrowding in hospitals made 
individual attention impossible and declining recovery rates led to 
disillusionment with the treatment. The idea of moral treatment gave 
way to that  of safe custodial care, provided for the most part in isolated 
settings, by untrained staff. 

(1) T ' n  R. 6 Gddmnr H.H. ,  (1982), 7he  Chroniurlly Mmlnlly Ill, A s m i n g  Community Support 

Systems, Gmbridge, Mass: Bdlingn Publishing Co. 



Medical Treatment 

This period of therapeutic nihilism ended early in this century, when 
a series of medical discoveries provided the impetus which gave rise to 
the medical treatment of the mentally ill. The discovery of malaria 
therapy for general paralysis of the insane in 1917, along with the 
discovery in 1933 and 1937 respectively, of insulin treatment and 
electro-convdsive therapy, resulted in psychiatric hospitals becoming 
places of treatment as  distinct from places of custody and segregation. 
The outbreak of World War I1 and the need to deal with problems 
arising from war experiences, initiated a new cycle of reform in the care 
of the mentally ill. 

Community Care 

The success of brief intervention in the treatment of war neurosis 
and the multi-disciplinary approach taken to many of the psychiatric 
problems associated with the  war and i t s  aftermath,  stimulated 
renewed interest in mental health and new optimism for the treatment 
of mental illness. The concept of community mental health care was 
born out of this enthusiasm for brief treatment techniques which 
avoided the  removal of patients to hospital. The introduction of 
psychotropic drugs in 1954, facilitated the adoption of community and 
home based treatment. ,  Furthermore,  i t  paved the way for the  
discharge of long stay chronic patients and the widespread adoption of 
the policies of deinstitutionalization and community re-integration, 
which now constitute the mainstay of mental health care policy in the 
western world. The Glendower resocialisation programme under 
evaluation in this study, constitutes an attempt to apply the concept of 
deinstitutionalization to an Irish context. Details of this programme 
a r e  out l ined below, following a brief summary  of t h e  policy 
developments which faciliated the implementation of comn~unity based 
mental health care in Ireland. 

Irish Mental Health Care Policy 

Institutional Care 

Little, if any, special provision was made for the mentally ill, prior to 
the 15th Century, when asylums were first built in Europe. The 
construction of cells in the Dublin House of Industry marked the first 



public provision for the mentally p ill - -- in Ireland. Workhouses and jails 
continued to act as the main locus of provision for psychiatric patients 
up until 1810 when the first Irish asylum was established in Dublin. 
Since then the asylum, or the psychiatric hospital, has been at the hub 
of the psychiatric service in Ireland and most other European 
countries. 

The demand for admission into houses of industry and workhouses 
and the subsequent overcrowding of same, led in 1804, to a call by a 
House of Commons Select Committee, for the introduction of four 
principal asylums exclusively appropriated to the reception of the 
mentally ill, in Dublin, Cork, Waterford and Limerick (2). These 
asylums were never established but in 1817 a hr ther  Select Committee 
of the House of Commons recommended the formation of district 
asylums and these were provided under the 1821 Lunacy (Ireland) Act, 
under which most of the existing district mental hospitals were built, 
between the years 1827 and 1869 (3). In 1841 the practice of 
committing the mentally ill to jails and bridewells was discontinued 
and in 1850 a centre for the care of criminal lunatics was erected in 
Dublin. A system of private asylums or homes developed concurrently 
with the public hospitals and in 1842 provision was made for the 
licensing and inspection of same. From the 1840s onwards there was 
little development with regard to policy or provision in the area of 
psychiatric care. A Commission appointed in 1925 by the Minister for 
Local Government and Public Health, to consider the relief of the sick 
and destitute poor, including those with mental illness,reported 
overcrowding in many psychiatric hospitals and recommended that 
auxiliary mental hospitals established where necessary (4). More 
significantly the commission suggested that incipient forms of mental 
illness and temporary states of mental disorder be treated in wards in 
general hospitals. The establishment of out patient dispensaries 
served by medical staff from psychiatric hospitals was also advocated. 
It  was further recommended by the 1925 commission, that provision be 
made for the boarding out of psychiatric patients. 

(2) Report of umni t i ee  o f H m c  of Commons to consifer existing support of the agcd and infirm poor of Ireland 
... and akofor naking prmisionsfor ihc cnre oflunaliu; and idiots by Grand July  Plcsmtmmts, 1803. 

(3) Report from the sd& committee appointed to enquire into the erpadiency ofmakingfurthcrprovisionsfo? 

the nlicf of the l u k t i c  p w r  in Inland, 181 7.  

(4) Report of the Commission on the Relief of the Sick and Destitute Pwr, Including the Insane Poor - 1927. 



Planning Community Care __) _ 
The 1945 Mental Treatment Act provided the legislative framework 

for the practical implementation of the above recommendations. Other 
provisions legislated for by the 1945 Act included: 

the formation of mental hospital districts and the appointment 
of mental hospital authorities; 
the duties of mental hospital authorities regarding the 
provision of hospitals, treatment, maintenance advice and 
services; 
the reception and detention of patients; 
the powers and duties of the Inspector of Mental Hospitals; 
the financing of mental hospital authorities; 
the registration of private hospitals; 
the acquisition and disposal of land by mental hospital 
authorities; and 
the superannuation of staff of mental hospital authorities. 

Since 1945 attempts have been made to reduce the numbers in 
psychiatric hospitals and to move psychiatric care out of the 
institutional setting. The 1949 Report of the Inspector of Mental 
Hospitals recommended the establishment of out-patient clinics, sixty 
of which had been established in general hospitals or dispensaries by 
1950 (5). Most of the Irish psychiatric services, both out-patient and 
residential, continued however, to centre on the district mental 
hospitals which provided a total of 18,000 beds in 1966. 

The Report of the Commission of Inquiry on Mental Illness 
published in 1966, rejected such a traditional and narrow approach to 
the provision of psychiatric care and provided the first impetus for the 
development of community based psychiatric care in Ireland (6). The 
report highlighted the potential which the emergence of anti-psychotic 
drugs and the more widespread acceptance of social therapies, created 
for the treatment of patients in their own homes or in a community 
setting. 

The commission made wide ranging recommendations advocating 
the development of a psychiatric service based on a combination of 
community services and short term and long term hospital treatment. 

(5) Dcplrtmmt of H d t h ,  Report of the I ~ p e c t o r  of Mmtnl Hospitalsfor the Yazr, 1950, Dublin: Stntionety 

W. 
(6) Depnrhncnt of Hmlth, (1964, Report of the Commission oflnquiryon Mmtnl Illness, DuMin: Stntionny 

office. 



I t  was recommended t h a t  short  term care should be provided in 
psychiatric units in or associated with general hospitals, and that day 
hospital facilities should be provided where possible. As regards long 
term care, i t  was suggested that  a greater emphasis be placed on the 
active treatment of long stay patients, with hospitals being regarded as 
rehabilitation centres designed to rehabilitate and restore as  many 
patients as  possible to the community. To this end, the commission 
recommended tha t  planned and purposeful activity and organised 
recreational pursuits, be provided in all hospitals. 

The provision of facilities for training in the areas of vocational, 
social and self care skills 'was also advocated such as  to  facilitate the 
implementation of community based psychiatric care. A series of 
recommendations regarding the development of special community 
facilities were also made. These advocated the extensive development 
of out patient services including day hospitals, domiciliary psychiatric 
consultations and a limited number of hostels (group homes), which i t  
was envisaged, would be intergrated in the overall pattern of care. The 
overall pattern of care. The desirability of integrating psychiatry and 
general medicine a t  the level of community services was also stressed 
a s  was the importance of providing a social work service for all 
patients. 

A number of recommendations regarding provision for special 
groups of clients including children, adolescents, alcoholics and the 
aged were also included in the 1966 Report. Overall the main thrust of 
the 1966 Report was to outline a framework for the development of a 
comprehensive psychiatric care service, closely integrated with the 
general medical service and encompassing community services and long 
term and short term hospital care. This increased emphasis on 
community care, active treatment and early discharge, would i t  was 
hoped, reduce the number of long stay psychiatric places required by 
5,000. 

Implementing Community Care 

From 1966 onwards, developments made in the psychiatric service 
were in keeping with t h e  recommendations outl ined in t h e  
Commissions Report .  Psychia t r ic  hospi ta ls  adopted active 
rehabilitation and training approach and out patient services such as 
hostels, day centres, day hospitals and sheltered workshops began 
operation in most parts of the country. The administrative changes in 
the health services which occurred following the 1970 Health Act, led to 
the  division of the  country in eight Health Board Regions, each 



implementing a community care, a general hospital care and a special 
hospital care programme. The latter provides psychiatric services, 
residential geriatric services and also some services for mental 
handicap. Under this administrative framework, progress in the 
development of services continued, and as  a result the number of 
psychiatric residents in hospital declined significantly. 

In March 1966, the psychiatric hospital population stood a t  17,694, 
being reduced to 12,500 by December 1981. This reduction was further 
accelerated as a result of developments following the publication of the 
policy document "Psychiatric Services-Planning for the Future" in 1984, 
with the current psychiatric hospital population being an estimated 
9,000 (7). 

Planning for the  Future ,  identified the  provision of a 
comprehensive, easily accessible and community based psychiatric 
service, as the main aim of Irish Psychiatric Policy. A long term aim of 
phasing out psychiatric hospitals and providing in-patient treatment in 
psychiatric units in general hospitals, was also identified. The design 
and characteristics of the current Irish services, reflect these aims and 
are facilitating a more rapid development of community based 
.psychiatric care. As one would expect the service relies heavily on out- 
patient care, located in clinics, day centres, and day hospitals which 
provide a full range of treatment and rehabilitation programmes to 
clients, who live either in their own homes, or in community based, 
group homes. 

Day hospitals and out-patient clinics provide for the medical needs 
of clients, while the emphasis of the day centres is on the clients' social 
development. The alternative types of accommodation offered in the 
community, vary from region to region but residential type group 
homes, medium support and high support hostels, lodgings and flats 
are all used. Every effort is made to provide new, long to medium stay 
patients, with accommodation in a community facility. While the 
service h a s  an on going commitment to the  assessment  and 
rehabilitation of patients currently hospitalized, efforts are also being 
made, to separate geriatric and mentally handicapped patients within 
the hospital setting, so as to provide for the more appropriate meeting 
of their needs. Child and adolescent psychiatric care and addiction 
treatment, are also included in the brief of the lrish Psychiatric Service. 

To facilitate the implementation of a community orientated service, 
a policy of sectorization is employed, where by each Health Board is 
divided into sectors of between 25,000 - 30,000 people, each served by a 
(7) Deprrfmmt of Hmlth, (1984), Plnnnlng for the Future, Report of a Study Group on the D m l o p m m t  of Lhc 

Psychutnc Semue Dutfln Stat lacry Office 



multi-disciplinary team. Th?eidea of-a-comprehensive service, is based 
on the principle that  different types and degrees of illness. The Irish 
Service therefore aims to provide a well co-ordinated and varied range 
of facilities and  treatments,  allowing for easy transfer, from one 
programme or facility to another. 

A programme for the development of the psychiatric services, has 
been drawn up by each of the country's eight Health Boards. In these 
programmes, targets, objectives and priorities for the development of 
psychiatric services a t  regional level are identified. The Glendower 
project i s  an example of one of the community initiatives developed in 
the Waterford area, in light of the recommendations of Planning for the 
Future. 

The Glendower Resocialisation Project 

The Glendower Resocialisation Programme is a comprehensive 
rehabilitation and resocialisation programme designed to prepare 
institutionalised people for independent community living. The 
programme emerged in response to the findings of an assessment study 
of the population of St. Otterans Psychiatric Hospital, Waterford, 
carried out in June 1984. The study based on nurses', consultants' and 
a psychologist's assessment of each patient's potential for independent 
living, resulted in the identification of approximately 50 people who i t  
was felt might benefit from resocialisation training. 

The overburdening number of patients in St. Otterans (392 in June 
1984) prohibited the implementation of a resocialisation project within 
the hospital. However in September 1984, a building became available 
on the grounds of the hospital and was subsequently established as a 
pre-hostel training centre for institutionalised people. The centre itself 
is funded by the South Eastern Health Board but it's day to day 
running is financed by the residents who are in receipt of various 
welfare payments including, Supplementary Welfare Benefit, Disabled 
Persons Maintenance Allowance and pensions. 

The centre which caters for nine people is run on an integrated basis 
under the guidance of a Steering Committee consisting of the Hospital's 
Chief Psych ia t r i s t ,  t h e  Chief Nurs ing  Officer, t h e  Hospital  
Administrator, the Senior Psychologist and staff working in the unit. 



Objectives and Approach 

The overall aim of the resocialisation programme is the preparation 
of residents for independent community living. To this end the 
programme seeks to re-establish the self-esteem and dignity of 
residents and to facilitate their acquisition of the various skills 
necessary for self sufficiency in an unsupervised living environment. 
All residents are assessed and treated on an individual basis, with each 
receiving one to one training in a wide range of domestic and social 
skills. The areas in which training is given include, personal 
appearance, personal hygiene, domestic skills, finance management, 
budgeting, shopping, claiming entit lements,  basic education, 
recreation, community and social interaction. Independent action is 
strongly encouraged in residents who are gradually reacquainted with 
the demands and pressures of independent community living. 
Residents are responsible for the domestic chores in the centre and are 
encouraged to partake in decisions regarding it's day to day running. 

Staffing 

, Nursing staff assigned to the unit when it opened, included a ward 
sister and a deputy charge nurse. A psychologist is available to the 
unit and a domestic economy teacher is employed on a sessional basis. 
As far as is possible, the same staff remain in the unit to ensure 
continuity of care and all trappings of the hospital setting such as staff 
uniforms have been eliminated. 

Follow On Training 

The first nine residents discharged to the training centre stayed for 
six months and then moved to one of the two half way houses on the 
hospital grounds for a further three months. During this period the 
residents attended either the Occupational Therapy Unit or a day 
centre and hence became accustomed to the routine they would 
experience on moving to a community dwelling. As those most suited to 
resocialisation passed through the centre, the duration of training for 
the remaining residents who had less initial skills began to increase. 
The residents are now moving to the resocialization centre in smaller 
numbers so as to ensure that there will be time for intensive work with 
all residents. 



Transfer to Community and After Care 

The staff working in the unit were closely involved in the selection 
and preparation of .the houses to which the clients transferred. 
Tenhouses have now been acquired by the Health Board for clients. 
Five of these have been purchased by the Health Board, the other five 
are being rented from Waterford Corporation. Eight of the houses are 
located in working class estates, situated within a five mile radius of 
St. Otterans, while a further two are in Dungaman. Care was taken 
when decorating and furnishing the houses to ensure that the domestic 
equipment and appliances were similar to those with which the clients 
were familiar. The staff from the centre also provide a degree of follow 
up care for the clients following their return to independent living. A 
member of the nursing staff visits each house once every weekend to 
ensure that  i t  is being maintained and to provide advice or help 
regarding any problem the clients may be experiencing. 

To date 38 people have passed through the Glendower Centre and 
returned to unsupervised community living. Another two people have 
returned home following the resocialisation programme, two have 
moved to hostels, one has left the country and two have died. 12 people 
are currently in the half way houses and nine are in Glendower. Of 
those transferred to Glendower between 1985-90, 12 proved unsuitable 
for unsupervised community living and presently are being considered 
for community accommodation providing a medium degree of 
supervision. 

The remainder of this study consists of an evaluation of the above 
project in terms of it's implications for the quality of life of the 38 
people involved. Chapter two outlines the theoretical background and 
methodology. on which the study is based, while the remaining chapters 
document the findings of the research and the conclusions and 
recommendations arising from same. 



CHAPTER 2 

LITERATURE REVIEW AND RESEARCH DESIGN 

Deinstitutionalisation and Normalisation 

The concepts of deinstitutionalisation and normalisation have 
dominated the field of mental health care for the past three decades. 
During this time community care policies have been pursued in the 
absence of any systematic evidence regarding their effectiveness. Only 
relatively recently, has  the evaluation of the  well being of 
deinstitutionalised mentally ill people emerged as a research priority. 
(8) 

It is, as Jones (9) suggests, often taken as axiomatic that community 
living of any type is preferable to life in a hospital setting. As a result 
of such beliefs, detailed studies of what becomes of psychiatric patients 
who return to the community, are hard to find. As Bachrach (10) has 
noted in the U.S., "the question of what actually happens to patients 
who leave mental hospitals to re-enter the community, is largely 
unanswered." The Audit Commission (11) in Britain has made similar 
comments, suggesting that, "nobody knows what has happened to those 
who have been discharged". Research which has been conducted in the 
area has tended to be service or agency based, focusing on ex-patients 
who present themselves a t  clinics or who are in regular contact with 
professional staff. Such research is limited, in that it only provides 
details on ex-patients who seek help and fails to consider those who 
don't. Furthermore the data collected in such research, rarely provides 
details regarding the clients' daily activities or personal networks. (12) 

The few follow-up studies of ex-patients which have been undertaken, 

8. Hat&, S. b Nissel, C . ,  (19891, "Lcfl Out In The Cold ", The Health Semice~ournnl, 26 October 1989. 

9. / o n e ,  K . ,  fl985), A f l s  Huspitnl: A Study of Long-tom Psychiatric Patients in York; Drprrtmmt of 
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have dealt with symptomatology rather than with the quality of life the 
individual was experiencing. (13) Without such information, those 
planning services and programmes a t  local level, are doing so with 
little understanding of the needs and feelings of the client group and 
the impact of services on their lives. Such information is crucial for the 
evaluation of current services operating in local areas. Data of this 
nature is however, unavailable in Ireland, despite the fact that the 
movement of chronic psychiatric patients to community residencies, 
has been underway since the early seventies. The opportunity to carry 
out a study of the quality of life of patients discharged from an Irish 
psychiatric hospital is therefore very welcome. 

The study seeks to examine the quality of life of 38 long-stay 
psychiatric patients who have returned to independent community 
living following hospitalisation in St. Otteran's Hospital, Co. Waterford. 

Four main research questions have been identified: 

1. What are the objective life conditions of ex-patients? 

2. How do they perceive their lives? 

3. What life conditions are associated with satisfaction and 
dissatisfaction in various areas of their lives? 

4. How does their life satisfaction compare with that of a.similar 
, group in the community, who have not had a history of mental 

illness? 

The decision to undertake a quality of life study was prompted by 
the fact that the concept of "quality of life" offers a broad perspective 
for assessing the experiences and nekds of deinstitutionalised people 
with chronic mental illness. (14) 

A brief review of the psychiatric literature on chronic patients, 
reveals a growing recognition of the fact that adversity faced by such 

13. Jones, K. ,  Robinson, M,, 6. Golightlcy, M,, (1986), "Long-term Psychiatric Patients in the Community, 
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patients in any of several life areas, may disrupt treatment efforts. (is), 
(16). The need to consider programme outcomes from a broader 
perspective than the traditional illness related one, concerned only with 
indicators such as hospital recidivism and overt psychopathology, has 
been recognised. (17). More inclusive concepts such as role functioning 
and community integration, are now being used to assess the outcome 
of community mental health programmes (m), (19) and to evaluate the 
extent to which they actually translate into dignified and satisfying 
conditions of community living for the chronically mentally ill. 
Increasingly a 'problems-in-living' definition of the difficulties 
experienced by the chronic mentally ill is being 
applied. (m) This is consistent with the concept of health put forward 
by the W.H.O. some years ago when health was defined as a state of 
complete physical, mental and social well-being. A multi-dimensional 
concept such as  quality of life, offers a framework for assessing the 
synergistic interaction of the diverse variables which contribute to 
overall life satisfaction. The examination of quality of life issues among 
ex-patients, would thus appear to be the next step in developing a 
better understanding of patients' needs and the impact of services on 
their lives. 

The "Quality of Life" Concept: 

Quality of life emerged as  a concept in popular discussion in the 
fifties and sixties, referring primarily to problems of environmental 
pollution and the deterioration of urban living conditions. The term 

15. Tdbott, ]A., (1978), The Chronic Mental patient, Washington D.C. Amnicnn Psychiatric Assodntion. 
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achieved currency in sociological literature in the late sixties and early 
seventies. (21). However, a review of the literature on quality of life 
research, suggests that the concept has not yet achieved definitional 
consistency. Some theorists argue that quality of life is most usefully 
defined as the availability of societal resources. McCall suggests that 
"quality of Life consists in the obtaining of the necessary conditions for 
happiness in a given society or region". (22) 

Such definitions, focus on the objective conditions of life and give 
rise to research which seeks to measure variables like economic well 
being, using statistical indices such as per capita income, crime rates, 
unemployment rates, etc. Other authors emphasise the subjective 
aspects of life experience, viewing quality of life as "a person's sense of 
well-being, his satisfaction or dissatisfaction with life, or his happiness 
or unhappiness". (23) Research based on subjective quality of life 
definitions, utilises psychological indicators which measure either 
global well being, (24) i.e. general satisfaction or happiness with life, or 
alternatively satisfaction with specific life areas. (25) 
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While the literature seems to divide into those favouring objective and 
subjective quality of life definitions, the importance of considering both 
objective and subjective variables-in quality of life research has been 
recognised. (26). (27). (28) Proponents of this approach to definition, 
claim that the quality or .goodness of life "resides in the quality of the 
life experience, both a s  subjectively evaluated and as objectively 
determined by an assessment of external conditions". (29) 

Quality of Life Research and Mental Health: 

Documented research on the quality of life of ex-patients returned to 
community living, is hard to find. This fact was recognised by the U.S. 
National Institute of Mental Health in the mid-seventies and led to the 
initiation of a Community Support Program (CSP), designed to 
stimulate the development, a t  local level, of comprehensive community 
based services for the mentally ill. The goal of the CSP was to improve 
the quality of life of patients, through the development of programmes 
which gave rise to humane, dignified and satisfying community living 
conditions for all chronically mentally ill clients. (30) Following the CSP 
initiative an interest in the assessment of quality of life among chronic 
mental patients emerged in the U.S. and gave rise to two substantial 
pieces of research in Oregon and New York. The Oregon quality of life 
questionnaire developed by Bigelow et. al., (31) viewed 
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quality of life as an outcome of personal satisfaction and adequacy of 
performance in certain social roles, namely, personal adjustment, 
interpersonal adjustment, adjustment to productivity and civic 
adjustment. The questionnaire was administered to clients on a 
number of different community mental health programmes providing a 
variety of treatments. Comparisons were made, between clients' 
responses on admission to the programme and on leaving it. The 
questionnaire was also administered to a control community group. 
The findings of the questionnaire revealed that those entering the 
treatment programmes hada substantially impaired quality of life in 
comparison to the control group but that  their quality of life had 
improved in all areas, on completion of the programme. 

In New York, a study designed to assess the perceived quality of life 
of 118 chronically ill persons was conducted by Baker & Intagliata. (32) 
The study group which had an average age of 53.3 years, resided in a 
variety of community settings in New York State, with 42% being in 
formally supervised facilities while the remaining 58% lived in various 
types of unsupervised accommodation. The data gathering techniques 
employed included the administration of two brief, subjective measures 
of quality of life and an open ended interview with 20 clients, which 
was designed to gather more extensive information regarding life 
experiences. For purposes of comparison, the results of the subjective 
quality of life measures used in the study, namely Bradburn's AfYect 
Balance Scale (33) and Andrew & Withey's (34) Satisfaction with Life 
Domains Scale, were analysed against the results gleaned from the 
administration of these items to the general public. (35) The finding of 
the study suggested that the study group appeared to have little in 
their lives to feel particularly interested in, or excited about, in 
comparison to the general population and they proved to have fewer 
opportunities to feel pleased about personal accomplishments or to 
receive compliments regarding same. Furthermore, the study group 
reported negative feelings twice as often as the national sample and 
were in general less positive about their experiences. The majority of 
positive feelings expressed by the group related to their community 
32. Baker, F & Intagllata, l., (1981), CSS E w l w t t o n  Fmnl Report, New York Statc Office ofMcnial 
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living situation as  compared to hospital living. The majority of the 
negative feelings expressed by the study group, related to their 
financial situation and their health, however, relationships with 
family, leisure time opportunities and lack of facilities in their local 
area, also gave rise to negative feelings in many of the group. The 
interviews conducted with a sub-sample of the group revealed 
dissatisfaction with similar life areas, with many clients proving to be 
socially isolated and financially insecure. 

On the basis of the work carried out in Oregon and New 
York,Lehman (36) developed a quality of life questionnaire for the 

L' chronically mentally ill which was administered to 278 residents in Los 
Angles Board and Care Homes. These homes are designed to provide 
community dwelling with minimal supervision, for the chronically 
mentally ill. The Board and Care Homes in Los Angles, which provide 
fifty beds or more, are unlocked, providing meals, medication and 
voluntary activities for residents. (37) Lehman's questionnaire, which 
measured objective life conditions and personal assessments of these 
conditions, revealed that the residents in the Board and Care Homes 
were significantly less satisfied than the general population in all but 
three life areas, namely leisure activities, jobs and health care. In no 
area were the residents significantly more satisfied than the other 
groups in  the community who were used as controls. (38) In considering 
the findings of the above quality of life studies, i t  must be borne in 
mind that the life conditions and circumstances of the study groups 
aredifferent to that of the Irish group in question. 

In Europe there would appear to be little research undertaken on 
the quality of life of psychiatric patients. In 1985, Jones (39) conducted 
a small scale comparative study on the quality of life of forty chronic 
ex-patients, who had returned to independent living in York and that of 
patients who remained in a ward setting. The questionnaire developed 
by Jones, was based on Maslow's (40) hierarchy of human needs and 
36. Lchman, A.F., Ward, N.C., Linn, L.S., 11982), "Chronic Mmtd Patimts: The Quafrty o f k f e  h ~ ,  
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consisted of a simple rating scale measuring patients' feelings about 
survival, safety, security, purpose and  independence. The 
questionnaire however did not assess  ex-patients '  individual 
perceptions of the i r  quality of life, depending ra ther  on the  
interviewer's assessment of same. The findings of Jones's survey 
suggest that on returning home, ex-patients had a better material 
environment and greater stability than those in the hospital, but they 
fared less  well in  t h e  a reas  of personal care,  he'alth care,  
work/occupation, leisure activities and companionship. While the study 
group considered in Jones' study shared many similarities with that of 
the present study group, the difference between independent living in 
the individual's own home and in a group home, is crucial and must be 
remembered in the comparison of study results. 

The English Department of Health and Social Services (DHSS) 
"Care in the Community Initiative", which consists of the ongoing 
evaluation of 28 demonstration projects, concerned with the movement 
of psychiatric patients and individuals with learning difficulties from 
hospital to community settings, has provided informative data on the 
quality of life of deinstitutionalised mentally ill people. (41) The DHSS 
study, conducted by the Personal and Social Services Research Unit a t  
Kent University, sought to investigate changes in client's quality of life 
following the move from a hospital to a community setting. Eight of 
the demonstration projects catered for long stay chronic psychiatric 
patients, who had been returned to community residencies between 
1984 and 1988, following an average hospital stay of 12 years. Of the 
226 clients in the mental health study group, 56 returned to unstaffed 
group homes with the other 170 moving to a variety of settings 
including residential homes, hostels, sheltered housing, staffed group 
homes, foster placements, supported lodgings and independent 
accommodation. Data collection was by method of interview with both 
the study group and staff familiar with them, being interviewed, prior 
to the clients' discharge. A follow up interview was conducted with 
clients nine months after their discharge. The interview sought 
information on various facets of quality of life, in both the hospital and 
community setting. The research revealed that no clients were left to 
cope in the community without supervision or support and that none of 
the 226 were homeless, destitute or imprisoned. The admission rates 
amongst the group were very low and rarely extended beyond a 
month's duration. Mortality rates were also low and the suicide rate 

41. Knapp, M., Cambridge,.P., Thomason, C., Beecham, J., Allen, C. LDarton, R, (1990) Care in the 
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l 1. Personal characteristics, e.g. age, sex, etc; 

, 
l was less than 1% for the first nine months after discharge. Overall 

there appeared to be a small improvement in some aspects of the 
clients'-lives and no obvious deterioration in any life area. Most of the 

8 

study group were regularly using local shops, pubs and churches and 
were engaging in more activity outside their place of residence than 

t 
when in hospital. Positive attitudes to activities had increased by 50% 
and most of the group had greater choice regarding what activities to 

l engage in and how to spend their leisure time. Most had greater social 
contacts than when in the hospital, while skill levels, behaviour 
problems and symptoms remained unchanged by the move to the 
community. Overall, self reported indications of satisfaction with 

l physical surroundings, social integration, depression and morale, 
l suggested that marginal improvements were experienced by the study 

i group on moving to the community. 
While the above studies provide the background information 

l necessary and useful for the design and analysis ofequality of life 
research in the mental health field, it must not be forgotten that there 

l 

B 2. Objective quality of life in various life domains, e.g. income; and 
l 

l 3. Subjective quality of life in those same life domains, e.g. 
l satisfaction with income. 
l 

i 

D 

42. Campbell A., Conveme, P.E. 61 Rodgers, W.L., The Quality of Anierican Life, Russell Sage 

Foundation, New York, 1976. 

are grave and significant differences between the various studies. The 
characteristics and circumstances of the study groups considered above 

I 
are varied, a s  are the methods of data collection employed. The 
findings of such studies are thus specific to the group or programme in 

l 

question and cannot be taken as true for all community mental health 
projects. 

l 

, 
Waterford Quality of Life Study 

l 

l The quality of life interview used in this study, and reflects the 

L conceptual model used by Campbell et al. (42) in their seminal studies 
on the quality of american life. This model, views the experience of 

B general well-being as a subjective matter, which depends on three key 
, variables, 
1 



The concept of quality of life, developed by Campbell, provides a 
valid model for quality of life research, but does nor indicate what life 
domains should be included in same. To avoid arbitrary judgements 
and concealed assumptions, an acceptable theoretical basis was sought 
to identify the life domains relevant to quality of life. Abraham 
Maslow's (43) hierarchy of human needs, proved most suitable for this 
exercise. I 

Theoretical Framework - Maslow 

Maslow suggests that there are five basic types of human needs and 
that each must be largely satisfied before the concern of the individual 
turns to meeting needs of a higher rank. These needs he argues, along 
with their partial goals, act as the determinants or organisers, of all 
human behaviour. First and most basic, are the physiological needs, 
namely the need for food, drink, sleep and shelter from the elements. 
When these needs are relatively well gratified the safety needs come to 
the fore. These consist of the desire for security, order, stability and the 
avoidance of uncertainty and possible danger. Third on Maslow's 
hierarchy, comes the need to be loved, needed and valued. The need for 
love, affection and a sense of personal achievement, based upon the 
exercising of individual capacities, dominates behaviour once the 
individual's physiological and safety needs have been met. The need 
for autonomy and self actualisation, constitute the fourth level of 
Maslow's hierarchy of need. At this level, the desire to have control 
over one's life and the opportunity to  become what one is capably of 
becoming,.governs all behaviour. The fifth and highest need on the 
hierarchy, is the need for aesthetic and intellectual satisfaction. The 
desire to know and understand and to gain freedom of inquiry and 
expression, become the dominant motivators of behaviour, once all 
other levels of need have been satisfied. The five levels of need, 
identified by Maslow, provided a framework around which a quality of 
life questionnaire could be constructed. 

The Quality of Life Questionnaire 

The questionnaire which. consists of 208 questions, is divided into 
sections dealing with, physical surroundingslconditions, finance, 
safetylsecurity, social contact, leisure activitiedrecreation, occupation, 
autonomy, role, self actualisation, religion and general life satisfaction. 

43. Mnslow, A., A k r y  DfHvman Motiwtion, Psychologicnl RNinvYo. 50,1943 



Questions designed to assess objective life conditions and  
individualassessment of same, are used throughout the questionnaire 
and a set of questions designed to collect general demographic 
information, as is necessary to draw' comparisons between various 
population groups, is also included. 

As regards the administration of the questionnaire, an interview 
format was considered most suitable, as past research with psychiatric 
study groups, suggests that some respondents prove to be confused and 
to have difficulty coping with conditional thinking or questions 
regarding past feelings. (44) Every effort was made to keep the 
questions short and concise and a pilot run of the questionnaire 
confirmed the validity of this approach. The pilot study highlighted 
certain ambiguous questions, which were subject to miscomprehension 
and these were modified in the final questionnaire. 

The questionnaire was administered to three groups, the study 
group and two control groups. A hospital control group, consisting of 38 
long stay psychiatric patients still living in St. Otteran's hospital 
Waterford and a community control group of 38 members of the public, 
living on low income (state benefits comparable to those received by the 
study group), who had no history of mental illness or institutional 
living. These control groups were matched as closely as possible in 
terms of age, sex, marital status and length of hospital stay where 
appropriate. The interviews took an average of 55 minutes each and 
were administered in a variety of locations. The control groups were 
interviewed in their place or residence. Some of the study group were 
interviewed in the day centre they attend while the remainder were 
interviewed a t  home. All quality of life research poses a pryblem 
regarding the validity of answers. Subjective assessment is haid h 
validate scientifically and for the most part only reliability tests (in the 
form of repeat questions) can be applied. A number of these questions 
were included in the questionnaire. While these check the consistency 
of answers they do not identify whether answers are representative of 
true feelings. 

Summary 

Although Community Care policies lie a t  the core of mental health 
l policy in most western states, little effort has been made to evaluate 

the outcomes of deinstitutionalization programmes for the mentally ill. 
I This study proposes to rectify tha t  situation to some extent, by 

I 44. LLhmn,A.F., (1988), Op. Cit. 



attempting to evaluate the quality of life of 38 long stay psychiatric 
patients who have returned to independent community living, in the 
Waterford area. To this  end, a comprehensive quality of life 
questionnaire which measures both objective life conditions and the 
subjective assessment of these conditions has been drafted. The 
questionnaire is based on Lehman's (45) quality of life interview for the 
chronically mentally ill, which reflects the conceptual model used by 
Campbell et al, (4s) in their seminal studies on the quality of american 
life. Maslow's (47) hierarchy of human needs, was also relied upon to 
determine the life domains appropriate for inclusion in  the 
questionnaire. 

The administration of quality of life surveys in the U.S. and U.K., 
have provided mixed results. The U.S. based studies, indicate that ex- 
patients have a lower quality of life, than that of the community a t  
large. The results of studies conducted in the U.K. suggest more 
positive outcomes. Although there are significant differences between 
these studies and that on which this report is based, such studies are 
important from the point of view of setting this work in context. 
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CHAPTER 3 

DEMOGRAPHICS 

Sex 

In each of the three groups interviewed, there was a majority of 
male clients. 59% of the study group were male, as were 77% and 68% 
respectively, of the community and hospital groups. (Table 3.1) The 
percentages of females in the groups were as  follows, 41% in the study 
group and 23% and 32% in the community and hospital groups 
respectively. While every effort was made to match the control groups 
for gender, this proved very difficult and hence led to discrepancies in 
the gender breakdown of the groups. 

Study of Quality of Life of long stay Psychiatric Patients returned to 
Community Living 1991. Gender breakdown of each group 

Gender Study Group Community Hospital 
Control Group Control Group 

. ~ 

Male 59% 77% 68% 

Female 4 1% 23% 32% 

The average age of the three groups was quite similar, being-57, 51 
and 58 years,  for the study, community and hospital  groups 
respectively. 

Marital Status 

, The majority of those in the three groups were single, with (91%) of 
unmarried people being in the study group. 60% of the community 
group and 84% of the hospital group, also reported being single. As 



table 3.2 indicates, the  community group contained a significantly 
higher rate of people who were divorced or separated and 3% of both 
the study and community groups were widowed. The lower rate of 
marriage reported by the hospital and study group, can possibly be 
explained by reference to their history of hospitalisation. 

Table 32 

Study of Quality of Life of long stay Psychiatric Patients returned to 
Community Living, 1991. Marital Status of Each Group. 

Marital Study Group Community Hospital 
Status Control Group Control Group 

Single 91% 60% 84% 

Married 3% 0% 11% 

Divorced1 
Separated 3% 

Widowed 3% 3% 0% 

No reply 0% 0% 0% 

Birth Place 

As Table 3.3 indicates, the majority of three groups were born either 
in Waterford city or county. Only one person out of the three groups 
was born outside the county, namely a member of the hospital group 
who is a U.S. citizen. As regards ruraVurban divide, a slightly higher 
percentage of the  three groups were born in urban centres. The 
majority of the  groups spent most of their lives to date, living in 
Ireland, primarily in the Waterford area. It is noteworthy however, 
that  a significant percentage of all three groups, appear to have spent a 
term living in England in their younger years and one member of the 
hospital group sent his childhood in the U.S. 

/ 



Table 3.3 . . 

Study of Quality of Life of long stay Psychiatric Patients returned to 
Community Living 1991: Place of birth of each group 

'Place of Study Group Community Hospital 
birth Control Group Control Group 

Waterford City 30% 53% 32% 

Co. Waterford 54% 30% . 54% 

Co. Cork 5% 7% 0% 

Co. Kilkenny 3% 7% 0% 

Co. Tipperary 

Co. Kerry 

England 

Other 

No reply 

Education 

Of the three groups the study group would appear to have the 
i: 

highest standard of education. As Table 3.4 indicates, the majority, 
(67%), of the study group reported leaving school between the ages of 
13 to 16 years, while the most common school leaving age for the other 
two groups was between 9 - 12 years, with 51% and 62% of the  
community and hospital groups respectively, having full time education 
a t  that  age. ... . 



Table 3.4 

Study of Quality of Life of long stay Psychiatric Patients returned to 
Community Living, 1991. School Leaving Age of Each Group. 

Age Study Group Community Hospital 
Control Group Control Group 

9 to 12 years 16% 5 1% 62% 

13 to 16 years 67% 35% 24% 

17 to 20 years 17% 9% 3% 

21 to 24 years 0% 0% 0% 

Other 0% 5% 0% 

No reply 0% 0% 11% 

The study group reported the highest percentage of formal academic 
qualifications, with the primary cert being the most common. 46%, 
73% and 73% respectively of the study, community and hospital groups, 
reported tha t  they had no formal educational qualification. The 
particulars of each group's qualifications, a s  detailed in Table 3.5, 
would suggest t ha t  the hospital group have the lowest level of 
educational achievement. 



Table 3.5 

Study of Quality of Life of long stay Psychiatric Patients returned to 
Community Living, 1991. Academic Qualifications of Each Group. 

Qualification Study Community. Hospital 
Group Control Group Control Group 

Primary Cert. 32% 7% 8% 

Group Cert. 0% 0% 0% 

Inter Cert. 11% 7% 8% 

Leaving Cert. 8% 13% 0% 

Degree 0% 0% 0% 

None 46% 73% 73% 

No reply 3% 0% 11% 

It  is noteworthy, that the individuals selected for the re-socialisation 
programme (i.e. study group), display a higher level of education 
achievement that their counterparts who remained in hospital. 

Vocational Training 

Both the study and hospital groups reported low rates of vocational 
training. 78% of both groups reported that  they had received no 
further training since leaving school. The community group appeared 

. to have the highest level of vocational training, with only half (50%) of 
the group reporting that they had received no further training after the 
termination of their formal schooling. Army training and training in 
various trades e.g. block laying, carpentry, etc. appear to  be those most 
common amongst the community group. 

Occupation/Social Class 

The lack of qualifications and training, reported by the groups, were 
reflected in the type of occupation they had when working. The 
majority of all the groups were working in unskilled or semi skilled 
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positions, primarily as  farm labourers, general labourers, service 
industry employees, or, as in the case of many of the women, house 
keepers and farm workers in their family homes. (Table 3.6) All of the 
community group are now employed, retired, or unable for work, with 
only one being engaged in part time voluntary work. (See Chapter 13). 
With respect to the hospital group, the majority (57%) have continued 
to work in the activity centres located in various South Eastern Health 
Board hospitals, or in the hospitals themselves (14%). (See Chapter 
13). Only one person in the study group has returned to open 
employment on a part time basis, working as a cleaner. 

Table 3.6 

Study of Quality of Life of long stay Psychiatric Patients returned to 
Community Living, 1991. Occupation of Each Group Prior to 

Hospitalization. 

Occupation Study Community Hospital 
Group Control Group Control Group 

Farm labourer 24% 7% 32% 

Handy man 11% 27% 14% 

Factory worker 8% 10% 3% 

Clerical worker 8% 7% 3% 

Nurse 0% 0% 3% 

Service industry 

Employee 22% 16% 8% 

*Other 22% 30% 30% 

No reply 0% 3% 7% 

*Category 'other', consists primarily of women engaged in home duties: 
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Socio-Economic Background 

The majority,of the three groups were from lower socio-economic 
backgrounds, as table 3.7 indicates. I t  is noteworthy that so few of the 
hospital or ex-hospital group were from middle or upper class families. 

Table 3.7 

Study of Quality of Life of long stay Psychiatric Patients returned to 
Community Living, 1991. Occupation of Each Group's Fathers. 

Occupation Study Community Hospital 
Group Control Group Control Group 

Farmer 24% 7% 40% 

Railway worker 3% 7% 3% 

Glass factory worker 5% 3% 0% 

clerical worker 0% 0% 0% 

Professionall 
Managerial 5% 7% 3% 

Tradesman 11% 15% 5% 

Other 41% 44% 19% 

No reply 11% 17% 30% 

Diagnosis 

As table 3.8 indicates, the majority of the study group (65%) and 
hospital group (57%), were diagnosed has  having schizophrenic 
disorders. The second most common diagnosis among the study group 
was that of affective psychosis (16%), while mild mental retardation 
(11%), was the second most common diagnosis amongst the hospital 
group. 



Table 3.8 

Study of Quality of Life of long stay Psychiatric Patientsreturned to 
Community Living, 1991. Diagnosis of Each Group. 

Diagnosis 

Transient Organic 
Psychosis (293) 

Study Hospital 
Group Control Group 

Schizophrenia Disorders 
(295) 65% 57% 

Aff'ective Psychosis (296) 16% 3% 

Personality Disorder (301) 3% 3% 

Alcoholic Dependence (303) 3% 4% 

Adjustment Reaction (309) 3% 11% 

Mild Mental Retardation (317) 3% 3% 

Paranoid States (297) 0% 3% 

Drug Dependance 0% 3% 

Unspecified 4% 

Hospital Career 

The distribution of ages a t  which clients were first hospitalized is 
indicated in table 3.9, interestingly, the most common age of first 
admission amongst the study group, was between 30 - 34 years while 
that  for the hospital group was between 20 - 24 years. The greater 
experience of 'normal' independent living experienced by the study 
group, prior to hospitalization may possibly have been a factor in their 
proving more suitable than other patients for resocialization training. 



Table 3.9 

Study of Quality of Life of long stay Psychiatric Patients returned to 
Community Living, 1991. Age of the fro Groups at  First Admission to 

Hospital. 

Age Study 
Group 

Hospital 
Control Group 

55 - 59 0% 

No reply 8% 

The collection of data, regarding the total duration of each individual's 
hospital career, proved problematic due to bad practice in relation to 
the keeping of case notes. 

As such the data presented below is thus suk~ject tb error and may 
not in cases constitute an accurate reflection of the situation. Table 
3.10 gives an indication of the duration of the hospital career of both 
the study and hospital group. I t  would appear that  the median 
duration of hospital career for the study group is 0 - 4 years while that 
for the hospital group is 0 - 4 years or 10 - 14 years. A significant 



difference was evident in the  average length of hospital stay 
experienced by the.study and hospital group. The average hospital 
career of the study group was 8 years, while that of the hospital group 
was 19 years. 

Study of Quality of Life of long stay Psychiatric Patients returned to 
Community Living, 1991. Time Spent in Hospital by Each Group. 

Years and Months Study 
Group 

Hospital 
Control Group 

50 - 54.11 

Other 

No reply* 

l *Information not available for case notes. 



Resocialisation Training - . , , .  
. . .  

I As Table 3.11 indicates, the study group began their resocialisation 
training a t  different point. Since 1984, greater numbers were 
discharged together in the first two years of the resocialisation 
programme, there being a significant decline in the numbers entering 
the training programme since 1985. 

Table 3.11 

Study of Quality of Life of long stay Psychiatric Patients returned to 
Community Living, 1991. Percentage of Study Group Who Left 

Hospital for Resocialisation Training Since 1984. 

Year Study 
Group 

No reply 0% 

The lower level of original skills, displayed by the more recent 
individuals discharged from the hospital, is cited as the reason for the 
slower rate of discharge. Finally Table 3.12 indicates the percentage of 



the study group which "graduated" from the training programme and 
moved to independent living, since 1984. The percentage of the group 
tabulated under the category, "other", refers to a number af individuals 
who had moved to the community prior to the establishment of the 
resocialisation programme. 

Study of Quality of Life of long stay Psychiatric Patients returned to 
Community Living, 1991. Percentage of Study Group Who Moved to 

Community Living Since 1984. 

Year Study 
Group 

Other 8% 

No reply 0% 

Slimmary and Discussion 

59% of the study group were male, while 41% were female. Limited 
choice in the selection of control group members meant that the exact 
gender breakdown of the study group was not replicated in the 



community and Hospital control groups. The breakdown for the 
community control group was 77% male and 23% female, while 68% 
and 32% of the hospital control group were male and female 
respectively. The average age of the study, community and hospital 
group was 57, 51 and 58 years respectively. 91% of the study group 
were single as were 60% of the community control group and 84% of 
their hospital counterparts. The majority of the three groups were born 
in either Waterford city or county. 

Of the three groups the study group appeared to have the highest 
standard of education. The most common school leaving age for the 
study group was 13-16 years (67%). While the community and hospital 
control groups most commonly left school between the ages of 9-12, 
with 51% and 62% of the community and hospital groups respectively, 
leaving school a t  that age. 

The study group also proved to have more formal qualifications than 
did the two control groups. 46%, 73% and 73% respectively, of the 
study, community and hospital groups reported having no formal 
education qualifications. The majority (78%) of both the community 
and hospital groups reported that they received no further vocational 
training since leaving school, however, a lesser percentage (50%) of the 
community group made a similar report. 

Only one individual amongst the members of the three groups was 
in open employment, this being a member of the study group who 
worked part-time as  an office cleaner. The majority of each group 
reported that when they were working, they had worked primarily in 
unskilled or semi-skilled positions. The majority of each group was also 
from lower socio-economic backgrounds. 

The most common diagnosis amongst members of the study and 
hospital control group was that of schizophrenic disorders with 65% of 
the study group and 56% of the hospital control group being thus 
diagnosed. The age a t  which members of the study and hospital control 
group were first hospitalized varies. The most common age of 
hospitalization for the study group was between 30-34 years, while that 
for the hospital group was 20-24 years. The average duration of 
hospital career was 8 years for the study group and 19 years for the 
hospital control group. Greater numbers of patients were discharged 
during the first two years of the resocialization programme, there being 
a significant decline in the numbers entering training since 1985. 



CHAPTER 4 

PHYSICAL SURROUNDINGS AND CONDITIONS 

Terminology 

In the interest of clarity, i t  is  appropriate a t  the outset to make 
- reference to the terminology used in the study. The title "Study group" 

and refers to the 38 former long stay psychiatric patients who have 
returned to independent community living. The term "Community 
(Control) group" refers to the 38 members of the general public, 
interviewed to provide a comparative baseline of "normal" quality of life 
for people on low income and the term "hospital (control) group" 
denotes the 38 long stay. patients still resident in St. Otteran's 
hospital, who provide a comparative baseline of "quality of life" in the 
hospital setting. 

Section one of the questionnaire sought information on the 
living conditions and the daily domestic routine of the study group. 
This information is summarised and analysed under a number of 
headings: 

Living Arrangement S 

The number of residents in the 9 group homes range from three 
to six with the majority of the group (63%) living with four housemates 
(Table 4.1). Just over half of the group (59%) were living in houses 
which had both male and female residents with the remainder living in 
single sex accommodation (Table 4.2). 



TABLE 4.1 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Number of housemates reported by study 

and community control group. 

Number 

0 
1 
2 
3 
4 
5 
6 
More than 6 
No reply 

Study Community 
Group Control Group 

TABLE 4.2 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Percentage of each &oup living in single sex 

and integrated residences. 

Gender Mix Study Community Hospital 
in residence Group Control Group Control Group 

Integrated residence 59% 23% 68% 
Single sex residence 41% 77% 32% 

Such living arrangements differ significantly from those 
represented by the community control group. The majority (67%) of the 
community group live alone and only 33% are mixed housing, namely 
in their family homes. The difference in living arrangements between 
the study and community groups is attributable to two factors. 

Firstly, the characteristics of the control group were dictated by 
those of the study group and as such the community group consists of 
single, separated or widowed individuals, with an average age of 59.3 



years and in receipt of low incomes. It  is not unusual for Irish people 
with the characteristics of the community group to live alone. Indeed 
were the study group not provided with group home places by the 
psychiatric services following their discharge from hospital they would 
most likely be in living situations similar to these of the community 
group. 

The study group themselves had little comment to make on 
their living arrangements, however a minority (14%) of these living in 
mixed housing, expressed some reservations regarding the desirability 
of same. One male resident described his female housemate as "a bit of 
a trial" and both he and a male resident from another mixed house 
were of the opinion that the female residents were "less able" and in 
need of guidance and supervision. Interesting by female residents in 
two of the four mixed houses identified a male resident as being "the 
boss". There would also appear to be a polarization of the sexes in 
group home A, a group home with three male and three female 
residents. Both the male and female residents in the house reported 
that they "kept to themselves" with the men and the women doing their 
own cooking except for dinner a t  the weekends. 

The stigma of being associated with the group homes was also 
commented on by a minority (14%) of the study group. They reported 
not wanting to be seen with other people from the house and not 
wanting to go to SCOPE* in case they would be recognised as 
"patients". Overall however, the group appeared quite satisfied with 
the living arrangements in the group homes. 

* SCOPE - Special Committee for Organising Patients Entertainment 
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Space and Comfort 

62% of the group home residents had their own bedrooms with 
only 32% of respondents sharing, that being with only one other person 
in all cases, (Table 4.3) Of these 32% sharing, 19% reported that the 
decision regarding sleeping arrangements was made by the staff in 
Glendower. The sleeping arrangements of the study group compares 
favourably with those of the hospital control group, all of whom were 
sleeping in dormitories. 

The community group had the highest rate of separate bedrooms 
(80%) but for many their sleeping and living quarters were contained in 
one room flats or bedsits. 

TABLE 4.3 

Study of Quality of Life of Ex.Psychiatric Patients returned to 
Community Living, 1991. Sleeping arrangements of study and 

Community Group. 

Sleeping Study Community 
Arrangements Group Control Group 

Own bedroom 62% 80% 

Sharing.one with 
other person 32% 10% 

Sharing with three 
other people 0% 0% 

Sharing with four 
other people 0% 3% 

No reply 6% 7% 

* All of the Hospital Group slept in dormitories. 

The provision of separate bedrooms for the majority of the study 
group affords them much greater levels of privacy they would have 
experienced .in the hospital setting. Indeed 80% of the study group felt 
that it was very easy for them to find a place in the house to be alone 



(Table 4.4). A similar report were made by the community group, 84% 
of whom found it  very easy to find a place to be alone. 

In contrast, privacy would appear to be a rare commodity in the 
hospital setting, with none of the hospital group reporting that it was 
easy to find a place to be alone. 61% of the latter found it very hard to 
get an opportunity to be by themselves. With a further 16% finding it 
quite hard. The greater degree of privacy experienced by the study 
groups since they left hospital would appear to be a source of great 
satisfaction, with 92% of the group declaring themselves to be mostly 
satisfied, pleased or delighted with their privacy, while only 43% of the 
hospital group expressed similar feelings. 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Difficultylease of finding a p1ace.b be alone 

as rated by each group. 

Response Study Community Hospital 
Group Control Group Control Group 

Very hard 5% 
. Quite hard 5% 

Quite easy 5% 
Very easy 80% 
Other 5% 

With regard to the issue of having adequate living space, all of 
the groups reported that their places of residence were for the most 
part adequate, for the number of inhabitants residing there. 3% of the 
study group and 6% of the community group felt that their houses were 
slightly over crowded. Interestingly none of the hospital group 
complained of over crowding but a small minority (3%) felt that the 
wards were too big for the number of residents and that a reduction in 
size would render them more homely. -Y 



A checklist of common household~domestic items was 
administered to the study and control groups with a view to gleaning 
information regarding comparative living condition.lsble 4.5 which 
summarises the findings of the check list shows that, in general'more of 
the study group had access to the items on the list than had the 
community group. The only items which the,latter proved more likely 
to have use of included a radio, a video recorder, a freezer and a clothes 
dryer. It must also be noted that only a minority of the community 
group had use of the items in question. With regard to the items on the 
list which have relevance to the hospital group, namely the leisure 
related goods e.g. radio, TV, tape recorder etc there was no marked 
difference in the availability of such goods in the hospital setting. The 
reported existence of such goods in the wards cannot, as shall be seen 
later, be equated with the opportunity for patients to make use of same. 



TABLE 4.5 

Study of Quality of Life of Ex Psychiatric Patient returned to 
Community Living, 1991. Household goods each group has access to. 

Goods Study Community Hospital 
Group Control Group Control Group 

Colour TV 
Monochrome TV 
Radio 
Tape recorder 
Recorder player 
Video recorder 
Vacuum cleaner 
Telephone 
Cooker 
Refrigerator 
Freezer 
Clothes dryer 
Washing machine 
Heaters in all rooms 
Bath 
Shower 
Hair dryer 
Iron 
Ironing board 
Living room suite 
Electric kettle 
Toaster 

It  would appear that the living conditions of the study group, as  
measured by reference to access to domestic equipment and appliances, 
are significantly better than those of many of the community group. 
Observations made on visiting the group homes would suggest however 
that the standard of decor varies quite significantly between the nine 
group homes. 

One house in particular group home B appeared very cold and 
bare, there being no fire in the sitting room which was sparsely 
furnished with a numbe; of unmatched chairs. In general the 
communal living areas (kitchen, sitting room) of the group homes had 
a clinical appearance and lacked the homely touches of ornaments, 



plants and the general bric and brac of family homes. Interestingly, the 
living areas of the majority of the community group, reflected the 
history, personality and interest of their residents, even though the 
rooms themselves were in many cases in a poor state of repair. 

The bare, over tidy appearance of some of the group homes is 
presumably, reflective of the institutional histories of their residents 
and the priorities of those decorating the houses. In the furnishing of 
the group homes, emphasis was obviously put on the provision of 
necessary goods with less attention being paid to the provision of 
decorative items. 

Another striking feature of the group homes was the tendency 
for the table to be laid in preparation for the next meal well in advance 
of meal time. Overall however the group homes would appear to have 
most basic household facilities and appliances and these appear to be in 
a good state of repair. 

Personal possessions 

To assess whether the bedrooms of the study group reflected the 
bare non personalized characteristics of the hospital sleeping quarters 
to which they (study group) were accustomed. The three groups were 



asked to list the items they had on display (on shelves, tables, lockers 
or dressers) in their rooms. 

The findings from this question indicate that the community 
group possess a t  any rate display more personal items in their 
bedrooms, than do either the study or the hospital control group. It is 
worth noting, however that the study group possess or a t  least display 
significantly more personal items than the hospital group, and it is 
reasonable to presume that the difference in rates of possessions is a 
factor of the study group's departure from the hospital setting. 
Safeguarding possessions would appear to be a problem for the hospital 
group, many of whom made reference to the tendency for possessions to 
be stolen by other patients. 11% of the study group also reported 
worrying about their belongings being stolen by other residents in the 
group homes. 

Comfort of Living Conditions 

In general, the over riding opinion among the study group was 
that the living conditions in the group homes were of a very high 
standard and constituted a significant improvement on hospital 
accommodation (Table 4.6). 46% of the study group described their 
houses as very comfortable with a further 51% describing them as 
comfortable. The hospital group were also positive about their living 
conditions, with 76% describing their ward as comfortable and as with 
the study group, no report of uncomfortable conditions was made. The 
community group however expressed less satisfaction with their 
physical surroundings. 29% described their homes as uncomfortable or 
very uncomfortable with lack of heat being most commonly identified 
by the group as the worst aspect of their living conditions. 



TABLE 4.6 

Study of Quality of Life of Ex Psychiatric Patients 
returned to Community Living, 1991. Comfort/discomfort of living 

conditions as rated by each group. 

Study Community Hospital 
Group Control Group Control Group 

Very comfortable 46% 0% 8% 
Comfortable 5 1% 58% 76% 
Uncomfortable 0% 23% 0% 
Very Uncomfortable 0% 6% 0% 
Other 3% 13% 16% 

Catering Patterns 

With regard to nutrition and eating patterns the study group 
appear to fare better than either the community or hospital group 
(Table 4.7). 97% of the study group reported having two hot meals 
daily while the figures for the community and hospital groups were 
67% and 79% respectively. 

The community group seemed to have the poorest eating 
patterns with low income and poor cooking facilities being cited as  
reasons for this situation. The majority of the study group (70%) took 
their main meal a t  the day carelday activity centre on weekdays and 
catered for themselves a t  weekends. The other 24% of the residents 
who took their dinner a t  home all the week. The nutritional welfare of 
the group does not appear to have deteriorated as a result of the move 
to independent self care and the provision of dinner to the majority of 
the group a t  the day care centre ensures a degree of stability in eating 
patterns. 

One member of the study group who works in a workshop run 
by the National Rehabilitation Board reported not bothering with 
dinner some days. All of the study group took both their breakfast and 
supper a t  home. Responsibility for cooking was delegated in different 
ways in various group homes. 54% of the study group claimed to take 
turns at  cooking with a further 30% reporting that cooking was the 
responsibility of another resident in the house, while 11% indicated 
that they did the cooking themselves. 



TABLE 4.7 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Number of hot meals taken daily by each 

group. 

Study Community Hospital 
Group Control Group Control Group 

No hot meal daily 0% 3% 3% 
One hot meal daily 3% 23% 15% 
Two hot meals daily 97% 67% 79% 
Three hot meals daily 0% 7% 3% 
No reply 0% 0% 2% 

For the most part, members of the study group expressed 
satisfaction with the food they received, with 93% declaring themselves 
to be either mostly. satisfied, pleased or delighted with their food (Table 
4.8); However a resident in one of the group homes (group home C) was 
very critical of the dinners she received in the house and claimed that 
she could not eat much as the  type of meat most often cooked in the 
house did not agree with her. The failure of this resident to eat dinner 
was also commented on by'other residents in the house. The 
community group was also quite satisfied with their food with 81% 
again describing themselves as mostly satisfied, pleased or delighted 
with their food. The hospital group showed the lowest rate  of 
satisfaction of the three groups with respect to the issue of food with 
(70%) claiming to be mostly satisfied, pleased or delighted with the 
food. 



TABLE 4.8 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Satisfactionldissatisfaction with food as 

rated on the DPT scale by each group. 

Study Community Hospital 
Group Control Group Control Group 

Terrible 
Unhappy 
Mostly Dissatisfied 
Mixed 
(Equally satisfied) 
(and dissatisfied) 
Mostly satisfied 
Pleased 
Delighted 
No reply 

The decision making power of the study group with regard to 
issues such as  the move to the community living and the running of the 
group homes was assessed by a number of questions. The majority of 
the study group, (65%) felt that the decision regarding their move to a 
house in the community was made by the staff in Glendower; while a 
further 3% believed that the health board was responsible for the 
decision: 

Only 22% felt that they had an input into the decision and the 
remaining 10% were not sure who had to make the decision. With 
regard to the selection of people to share houses the majority of the 
study group (30%) again felt that  this decision was made by the 
Glendower Staff, while 13% felt that they had been consulted as to who ,' 

they would like to share a house with (Table 4.10). A further 13% of 
the group were unaware of who had selected the individuals who would 
live together and the high rate of non response to the question, 44% 
would appear to be due to uncertainty on the part of the study group as 
to who made the decision. There was however no indication from the 
study group that they in any way resented the decision making power 



,of the Glendower staff, although a number of the group mentioned that 
they disliked or felt anxious about the group home a t  first. 

TABLE 4.9 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Individuals responsible for decision to move 

to study group to community living as identified by study group. 

Decision maker Study 
Group 

Self 
Staff and self 
Staff 
Health Board 
Other 
Does not know 
No reply 



TABLE 4.10 
. - 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Individuals responsible for selection of 

Study Group's housemates as identified by study group. 

Decision maker 

Self 
Self and housemates 
Self, housemates and staff 
Staff 
Other 
Does not know 
No reply 

Study 
Group 

Domestic Decision -g 

Questions regarding decisions about the day to day running of 
the group homes revealed a different pattern of answers. Most of the 
study group (62%) felt that they had a say in the making of routine 
domestic decisions (Table 4.11). 16% felt that one resident within the 
house made most of the decisions, 5% felt the decisions were made by 
the.staff in Glendower, while a further 11% felt that such decisions 
were made in consultation with the staff. 3% of the group also felt that 
they themselves as individuals made the household decisions. These 
findings contrast sharply with those for the hospital group with only 
5% of the hospital residents feeling that they had a say regarding the 
running of their ward, while the majority (79%) were of the opinion 
that all decisions were taken by members of the hospital staff. 



TABLE 4.11 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Individuals responsible for domestic 
decisions in the group homes as identified by the study group. 

Decision maker 

All residents 
Individual resident 
Staff and resident 
Staff ' 

: Does not know 
Other 
No reply 

Study 
Group 

In response to a question asking who was the "boss" in the 
. group home, 57% of the study group reported that there was no boss 

while 32% felt that another resident was in charge. However in most 
cases in which a "boss" was identified he/she was seen in a positive 
light and usually carried out the functions of a house organiser. Indeed 
one person appears to have emerged as a leader or organiser in each 
house, with this person assuming responsibility for many of the 
administrative and organisational duties in the house, such as writing 
shopping lists, ordering food, collecting rent from other residents etc. In 
each of two houses group home A and group home B residents 
expressed resentment regarding a fellow resident who was very 
domineering, but for the most part, the group seemed satisfied with 
domestic arrangements. 

The study group appear to have few domestic decisions to make 
in any case. The delegation of household chores and choices regarding 
menus are decided with reference'to rota's drawn up by the residents 
and the staff a t  Glendower, when the residents fist moved to the group 
homes, Decisions regarding the purchase of new equipment, delph etc, 
continue to be made in consultation with the Glendower staff, who use 
some of the money paid to them by the residents for their "keep", to 
purchase goods for the house when necessary. 

The Glendower stafF are also referred to when there is any 
trouble in the group homes, be it a broken washing machine or a 
dispute between residents. The support provided by Glendower is very 
much relied upon and appreciated by the study group and it would 
appear that the degree of independence achieved by the group home 



residents is facilitated by this level of dependence on the staff in 
Glendower. 

The integral role which the Glendower staff still play in the 
lives of the study group, begs a question regarding the feasibility and 
advisability of increasing the number of group homes without also 
increasing the staff quotient in the Glendower Unit. In general, the 
study group proved to be very satisfied with the organisation in the 
group homes, with 83% claiming to be mostly satisfied, pleased or 
delighted, with the way things were run. The hospital group however, 
appeared to have a very limited input into decision making on their 
wards, with the majority of the hospital group 79% cl$ming that staff 
were responsible for decision making regarding the running of the 
wards. 

TABLE 4.12 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Individuals responsible for domestic decision 

making in the hospital as identified by theHospita1 Group. 

Decision maker 

All patients 
Staff and patients 
Staff 
Does not know 
Other 
No reply 

, . Hospital 
Control Group 

Satisfaction with Current Living Situations. 

In general the study group appear to prefer living in the 
community to living in a hospital setting (Table 4.13). 89% enjoyed 
living in a group home more than living in the hospital, while 3% felt 
that living in the house was no different to being in hospital. A further 
8% preferred the group home to the hospital but really wanted to live 
alone or with relatives. None of the study group were of the opinion 
that the hospital was a more enjoyable place to live, and a number of 
the group expressed great relief that they are no longer inmates. 5% of 
the group reported that they still have a great fear of hospital to the 
extent that they even avoid passing by it if at  all possible. 



Others reported that they felt a lot bet@;,,since leaving hospital 
and that their health had improved as  a result of the move. Some 
members of the study group were also critical of the hospital and a few 
expressed concern for friends who are still hospitalized. 

It  would thus appear that the study group find living in the group 
homes much more satisfactory and enjoyable than hospital living. The 
comments of the group included in the appendix convey, these 
sentiments quite strongly. 

The hospital group were less unanimous in their satisfaction 
with their living situation (Table 4.13). Although 59% felt that the 
hospital was a nice place, 49% also believed that it would be more 
enjoyable to live in a group home, while 41% felt that this would be less 
enjoyable. The fact that only 49% of the hospital group felt that living 
in a group home would be more enjoyable, while 89% of the ex patients 
living in group homes preferred i t  is interesting, and would suggests 
that on experiencing community living, many find it a more positive 
experience than they envisaged. 

Indeed almost half of the study group reported that they did not 
"fit in well" in the houses a t  first and reported tha t  they found 
community living very "strange" in the beginning. However the levels 
of satisfaction now voiced by the study group would suggest that most 
have overcome the initial negative feelings they had on moving to the 
group homes. 

TABLE 4.13 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Preference for community or Hospital living 

as rated by the Study and Hospital group. 

Response Study Hospital 
Group Control Group 

Hospital 0% 41% 
Community 89% 49% 
Both same 3% 0% 
Does not know 0% 3% 
Other 8% 7% 
No reply 0% 0% 



Advantages and Disadvantages of 
Community Living 

When asked to identify the factors that made living in houses 
more enjoyable than hospital living. A strong pattern emerged in the 
study groups' responses (Table 4.14). The greater freedom and 
independence which living in the group home afforded the study group 
was the most frequently mentioned advantage of community living 
identified by 78% of the study group. The improved living conditions 
and physical surroundings of the group homes, were identified by 62% 
of the study group, as key factors in making community, living more 
desirable than institutional dwelling. 

The privacy afforded to residents in the group home and the 
sense of having one's own place and possessions, were also identified by 
43% of the study group, as  factors contributing to their satisfaction 
with the group homes. 

Many residents expressed satisfaction a t  being able to "come 
and go" as they wished in the group home and the freedom to make a 
cup of tea a t  will also seemed to be a source of great satisfaction to the 
study group. Another much valued freedom, would appear to be the 
ability to decide themselves wht& to wear. The fact of having their own 
clothes as distinct from what they referred to as "hospital or house 
clothes" was also commented on by members of the study group as a 
source of much satisfaction. 14% of the study group identified the 
companionship or social life associated with living in the group home 
as  an advantage of community living and a similar percentage 
identified the greater sense of responsibility they had in the group 
homes as a source of satisfaction. Finally, 3% of the study group felt 
safer living in the group home and identified this improved sense of 
security as a factor in their enjoyment of community living. These 
findings would thus suggest that the advantage of community living 
are of a physical (i.e. greater freedodprivacy) as  distinct from a social 
nature. 



TABLE 4.14 
. I .h-- 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Advantages of community living as  

identified by the study group. 

Physical SurroundingdConditions 62% 
Sense of Security 3% 
Sense of responsibility 14% 
Having own place/possessions 43% 
IndependenceIFreedom 78% 
Privacy 43% 
CompanyISocial life 14% 

In  response to a question asking what was worse about living in 
the group homes, the most commonly identified factor was the feeling of 
being unsafe in the house (Table 14.5). However only 9% of the study 
group reported feeling insecure regarding their tenure in' the house. 
While 3% of the group respectively reported disliking the physical 
surrounding of t h e i r  group homes a n d  t h e  g r e a t e r  household 
responsibilities (housework) which were placed upon them in their new 
places of residence. 

TABLE 4.15 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 199 1.  isa advantages of Community living as  

identified by the study group. 

Physical Surroundings/Conditions 
Sense of Security 
Sense of Responsibility 
Having own place/possessions 
Independence/Freedom 
Privacy 
CompanyISocial life 



The main findings of section two of the questionnaire which 
examined physical surroundings and living conditions of study group 
are as follows. The majority (62%) of the study group lived with four- 
other group home residents, with 59% being in mixed accommodation 
and 62% having their own bedrooms. 

The majority of the study group (81%) found it very easy to find 
a place where they could be by themselves in their group homes, while 
61% of the hospital group found it very hard to find a place to be by 
themselves. With regard to privacy, (92%) of the study group were 
satisfied with the degree of privacy afforded to them in their dwelling 
places as were the majority (84%) of the community group, Only 43% of 
the hospital group were satisfied with the privacy afforded to them. 
The majority of the study group and the two control groups felt that. 
there was enough space in their dwelling places with only 3% of group 
homes residents and 6% of community group respondents, reporting 
overcrowding. None of the hospital group identified overcrowding as a 
problem. On the results of a checklist of domestic items, a greater 
percentage of the study group appeared to have access to the listed 
items, than did the community or hospital group. 

A checklist of items on display in the sleeping quarters of those 
interviewed revealed that in general the study group had less of the 
listed items on display; than had the community group. The study 
group did not however have significantly more items on display in their 
bedrooms than had the hospital group. 

The majority of the study group (68%) felt that the decision to 
move to a group home had been made for them by the Glendower staff 
or by the health board. (62%) of the study group however felt they had 
a say in the day to day running of the group homes while only 5% of 
the hospital group felt they had any input in decision making on their 
wards. 

The majority of the group home residents (89%) preferred living 
in the community to living in hospital while only 59% of the hospital 
group reported that they preferred living in the hospital. The aspect of 
community living most enjoyed by the study group included greater 
freedom (78%), improved living conditions (62%), privacy (43%) and 
having one's own place and possessions (43%). Feeling insecure in the 
group homes (g%), the physical surroundings in the homes and the 
house work duties which they were obliged to do, were identified by 
(g%), (3%) and (3%) respectively of the study group as  aspects of 
community living which they dislikkd. The findings of this study 



regarding the physical surroundings and conditions of the study group 
are similar to the results of other studies on the quality of life of 
deinstitutionalized mentally ill people. 

Jones's 1985 study based in the United Kingdom found that in a 
follow up study of 5 longstay patients resettled in two unsupervised 
group flats (provided by voluntary organisations), that the material 
environment of the two flats differed considerably with one flat offering 
adequate space whilst the other was cramped and tatty. The 5 
individuals interviewed proved however to be satisfied with their living 
conditions. (a) 

With regard to catering patterns Jones found that while the 
group flat residents may not have eaten as well or as regularly as they 
did in the hospital, they had complete autonomy with regard to the 
selection of food which was more to their choice. The provision of 
housing by the health board for the study group in the Waterford study 
has ensured a relatively high standard of material conditions in most 
cases. Similarly the fact that the majority of the Waterford Study 
group receive their main meal in the day activity centre on weekdays, 
ensures a certain degree of stability in their diet whilst self 
preparation of other meals inereased their autonomy in relation to the 
selection of food: 

While no comment can be made on the nutritional value of the 
food received by any of the groups involved in this study, the group 
home residents proved more satisfied with their diet than did the 
hospital or community group. 

The high rate of preference for community as distinct from 
hospital living expressed by the Waterford study group is consistent 
with findings from a 1990 United Kingdom study carried out by the 
Team for the Assessment of Psychiatric studies (TAPS)(49). The TAPS 
study which used as a baseline, the attitudes of patients moving to the 
community, as expressed prior to their discharge from hospital, showed 
that 79% of those who expressed an opinion a t  both interviews, stated 
that they wished to leave hospital and 82% claimed in the follow up 
interview, 1 year after discharge, that they preferred community to 
hospital living. This would suggest that some of those with negative 
attitudes towards community living had changed their opinion after 
experiencing same. It  is interesting to note that a significantly smaller 
percentage (49%) of the hospital group in the Waterford study 
expressed a preference for hospital'living than did the study group who 
are ex hospital residents: 89% of the study group preferred living in the 
community to hospital living. Such findings would suggest that in the 



decision to move patlmts-to community settings their preference for 
remaining in hospital may sometimes need to be over looked. 

As with Jones's study (1985); the TAPS study (1990); also found 
that the aspects of the community setting most preferred by the ex 
patients were the less restrictive nature of the community settings and 
the physical appearance and amenities in same. The greater freedom 
and independence and the improved living conditions afforded by the 
group homes; were also the factors most often mentioned by the 
Waterford group as reasons for their preference for community living. 



CHAPTER 5 

GEFRAL LIFE SATISFACTION 
. . 

To determine how satisfied the study .group were with their life 
overall and to elicit their subjective assessment of their life situation, a 
series of general -questions regarding life satisfaction were put to the 
groups. ' . . . . 

Feeling Regarding Futures: 

!lb assess the group's feelings regarding the future. They were 
asked to identify how often they had felt that the future was hopeful 
and promising, in the month prior to the interview. Table 5.1 
summarizes the responses to the question. 

The majority of the study group reported that in the month prior 
to the interview, they had felt tha t  the future was hopeful and 
promising either all of the time (30%) or most of the time (35%). 16% 
felt that i t  was promising half the time, while 1.1% felt that it was 
almost never promising or hopeful. 9%.also reported that they never 
looked ahead or thought about the future but rather took each day at a 
time. These findings would suggest that for the most part the study 
group are unworried and indeed optimistic about the future. The two 
control groups did not however feel quite so hopeful. 35% of the hospital 
control group felt that the future had looked promising all of the1 time 
in the month previous to the interview, with a further 22% feeling that 
the future had been promising most of the time. 

Only 3% of the hospital group had felt that the future was never 
promising and 3% reported never thinking about the future. There was 
however a number (11%) of the hospital group who either did not reply 
to the question or failed to address the question in their reply The 
community group proved least optimistic about the future, with 26% 
reporting that in the month prior t o  the interview they had never felt 
that the future was hopeful. Only 6% of the community group felt that 
the future was hopeful all of the month previous to the interview, while 
19% felt that it was hopeful most of the time. 

The community group also had the highest percentage (13%) of 
respondents who claimed that they just lived from day to day and 
didn't consider the future. Overall the community group proved least 
hopeful about the future whilst the study group was most optimistic. 

A possible explanation of this trend may be that the group home 



and hospital residents have lower expectations of life engendered by 
long term hospitalization. Many of the community group would have 
been used to more active, prosperous and sociable lives which have 
been curtailed by a variety of events including unemployment, 
marriage breakdown, long term illness or disability and the severance 
of family networks due to deaths or emigration. 

TABLE 5.1 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Feelings of hope regarding the future as 

expressed by each group. 

Study Community Hospital 
Group Control Group Control Group 

All of the time 30% 6% 35% 
Most of the time 35% 19% 22% 
Half the time 16% 19% 14% 
Almost never 10% 16% 8% 
Never 0% 26% 0% 
Other 9% 14% 9% 
No reply 0% 0% 12% 

Groups Perception of Quality of Life: 

To assess the interviewees, subjective perception of the quality of 
their lives, they were asked to  choose from a list of adjective pairs (eg, 
boring, interesting), the adjectives which best describe their lives. In' 
this exercise the study group consistently selected more positive 
adjectives than did the hospital.or community group as can be seen 
from tables 5.2. to 5.6 inclusive. 

A higher percentage of the study group, as compared to the 
hospital and community groups, felt that their lives were interesting, 
happy, enjoyable, meaningful and full of company. In contrast the 
majority of the community group choose negative adjectives or the 
"mixed" category to describe their lives. 

The difference in life satisfaction ratings between the study group 
and the hospital group, is interesting, and begs the question as  to what 
extent the more positive ratings of the study group are a factor of their 
move to the community. 



TABLE 5.2 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Adjectives selected by each group as of their 

lives. 

Adjective Study Community Hospital 
Group Control Group Control Group 

Boring 3% 39% 22% 
Interesting 43% 26% 24% 
Mixed 54% 32% 38% 
Does not know .O% 0% 16% 
Other 0% 3% 0% 
No reply 0% 0% 0% 

TABLE 5.3 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Adjectives selected by each group as  

descriptive of their lives. 

Adjective Study Community Hospital 
Group Control group Control group 

Happy 43% 
Sad 0% 
Mixed 54% 
Does not know 3% 
Other 0% 



TABLE 5.4 

Study of Quality of Life of Ex Psychiatric patients returned to 
Community Living, 1991. Adjectives selected by each group as 

descriptive of their lives. 

Study Community 
Adjective Group Control Group 

Difficult 0% 45% 
Enjoyable 46% 19% 
Mixed 54% 36% 
Does not know 0% 0% 
Other 0% 0% 
No reply 0% 0% 

Hospital 
Control Group 

TABLE 5.5 

Study of quality of life of ex psychiatric patients returned to 
Community Living, 1991. Adjectives selected by each group as 

descriptive of their lives. 

Adjective Study Community Hospital 
Group Control Group Control Group 

Pointless 0% 19% 
Meaningful 46% 35% 
Mixed 35% 39% 
Does not know 17% 3% 
Others 2% 4% 
No reply 0% 0% 



TABLE 5.8 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Adjectives selected by each group as  

descriptive of their lives. 

Adjective Study Community Hdspital 
Group Control Group Control Group 

Full of company 73% 32% 
Empty 3% 39% 
Mixed 22% 26% 
Does not know 0% 0% 
Other 2% 3% 
No reply 0% 0% 

Life Satisfaction/Dissatisfaction: 

A direct question relating to life satisfaction was also put to the 
respondents, who were asked to rate their lives on a scale of life 
satisfaction, ranging from delighted to terrible (D-T Scale). The 
pattern of the study group displaying higher rates of life satisfaction 
than the hospital or community groups, was repeated in the result of 
this question as  is  evident from Table 5.7. 76% of the study group, 
described themselves to be either, mostly satisfied, pleased or delighted 
with their life as  a whole, while 43% of the hospital group and 35% of 
the community group, rated themselves in such categories. The 
community group again displayed the highest rate of dissatisfaction 
with their lives, with 10% reporting that  their lives were terrible. Only 
5% of the hospital group and none of the study group choosing rating 
their lives as  terrible. Overall the majority of the study group, reported 
being mostly satisfied or pleased with their lives, the majority of the 
hospital groups ratings lay in the mixed mostly satisfied category while 
the majority of the community group reported themselves to be equally 
satisfied and dissatisfied with their lives. 



TABLE 5.7 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Satisfaction/Dissatisfaction with life as  rated 

on the DR' Scale by each group. 

DIT Scale Study Community Hospital 
Group Control Group Control Group 

Terrible 0% 
Unhappy 0% 
Mostly dissatisfied 3% 
Mixed (Equally 21% 
satisfied and 
dissatisfied) 
Mostly satisfied 27% 
Pleased 38% 
Delighted 11% 

Independent Living: 

The final question in this section applied only to the study group 
and queried whether they were more or less satisfied with their lives 
since they moved to the group homes. The vast majority of the group, 
(89%) responded to the  question in the affirmative with only 3% 
claiming to be less satisfied since they moved to the community. (Table 
5.8). 5% of the group reported that they felt the same life satisfaction 
in the hospital and the group home, while 3% of the group did not know 
whether or not they were more satisfied since the move. 



TABLE 5.8 
' .  , 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Life Satisfaction since move to community 

living as rated by the study group. 

Life Satisfaction Study 
Group 

More satisfied 89% 
Less satisfied 3% 
Same 5% 
Does not know 3% 
Other 0% 
No Reply 0% 

Summary and Discussion: 

The main finding of the section which considered the general life 
satisfaction of the group as assessed by same, were as follows. 

In the month prior to the interview, the majority (65%) of the 
study group felt that the future was hopeful all or most of the time. 
57% of the hospital group also felt that the future was promising but 
only 25% of the community group were of that opinion. 

In a choice between positive and negative adjectives groups (eg, 
boring, interesting, mixed) the study group choose a higher percentage 
of positive adjectives to describe their lives, than did the hospital or 
community group, with the community group selecting the least 
amount of positive adjectives. 

In a seven point life satisfaction scale, 76% of the study group 
being either mostly satisfied, pleased or delighted with their lives as a 
whole, while only 43% of the hospital group and 35% of the community 
group themselves in these categories. 

In reply to a question, asking whether they were more or less 
satisfied with their lives since they moved to the group homes 89% of 
the study group answered in the affirmative, with only 3% feeling less 
satisfied with life since leaving hospital. 5% felt the same level of life 
satisfaction in the group home as in the hospital and 3% did not know 
whether or not they were more satisfied since the move to the group 
home. The findings of this section of the questionnaire, namely that 



the group home residents report greater life satisfaction than the 
community control group is in contrast to that found by Lehmans et a1 
1982 in their "quality of life study" (so). The questionnaire devised by 
Lehman which measured objective life conditions and individuals 
assessment of same found that in no area of life were the study group 
(ex psychiatric patients living in board and care homes) more satisfied 
than the other community based control groups. 

There are a number of possible reasons for the difference in the 
findings between the studies mentioned above. Firstly, the board and 
care homes differ considerably being significantly larger than group 
homes, catering for fifty or more residents and providing minimal 
supervision for same. Secondly the control group used in this study 
namely an older, low income group, would quite probably have lower 
levels of life satisfaction than other community groups and their 
attitudes to life cannot be taken as  representative of those of the 
"average" citizen. 

50 Lehmnns, A.G. (l982) op.cit 



CHAPTER 6 

FINANCE 

Income Levels 

The majority of the three groups, depends for their income, on 
s ta te  payments of various types. Table 6.1 indicates the  type of 
payment received by the groups and the level of income this provides 
for each client. The state payments received by the the study group 
and hospital group, are supplemented.by approximately E8 per week for 
those who attend the day activity centre. The members of these groups 
who work in the hospital, (i.e. laundry, stores etc.) also received a small 
wage. 

TABLE 6.1 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Source of income of each group. 

Source of Study Community Hospital 
Income Group Control Group Control Group 

Wage 
Supplementary Welfare 
Allowance 
Contributory old age 
pension £53.00 
Invalidity Pension f 54.10 
Disabled persons 
maintenance allowance 
£52.00 
Old Age Pension f51.00 
Work Pension 
Private Means £50.00 
Other 
Unemployment Benefit 
Disability Benefit 
Unemployment Assistance 
KO reply 



The majority (68%) of the study group receive an  income of 
between E45 and E54 weekly (Table 6.2). A minority of the group, 5% 
reported receiving between E15 and E34 while another 3% reported 
having an income of between E65 and £74. 

Attendance or non attendance a t  the day activity centre where 
the clients undertake contract, laundry or craftwork; the attainment of 
part time employment, either in the hospital or open labour market; 
the differing rates various state benefits and the possession of private 
wealth, explain the differentials in the incomes received by the study 
group. With regard to the community group, they appear for the most 
part to have a weekly income that  is slightly higher than that  of the 
other groups, with the majority of the community group receiving 
between £55 and E64 weekly. 

The hospital group for the most part reported receiving no direct 
income, however (76%) had money lodged for them by the hospital 
authorities, in the cafe and the shop located in the hospital. The most 
common lodgement made would appear to be E8 "comfort money", 
provided by the  state for hospital residents in receipt of no other 
payment. The community group would thus appear to have the highest 
income of the three groups with the majority (76%) of the hospital 
group being in receipt of credit, as distinct from a disposable income. 

TABLE 6.2 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Income levels of each group. 

Income Study Community Hospital 
per week Group Control Group Control Group 

E15 - E24 
E25 - £34 
E35 - E44 
E45 - E54 
E55 - E64 
E65 - E74 
E75 - E84 
Other 
No Reply 

* This figure refers to the practice of money being lodged by the hospital authorities in 
the shop in the hospital for parent use. 



An effort was made to gauge the adequacy of the groups incomes, 
by considering the amount individuals were able to save each week. 
Table 6.3 summarizes responses to the findings in relation to the saving 
patterns of the groups interviewed. Of the three groups, the study 
group reported the highest rate of saving with only 8% reporting that 
they never saved, while 16% reported saving between £1 and £5 
weekly with a similar percentage saving between £6 to E10 each week. 
89% of the study group had weekly savings of between E16 and £20. 
While 3% saved over E20 every week. Furthermore a substantial 
number of the group (43%), reported that although they did not save on 
a weekly basis, that they did save money from time to time either 
because they had some left over, or because they had a specific 
purchase to make, or expense to meet. 

The rate of saving reported by the community group was 
significantly lower than that of the study group. The majority of the 
community group (87%), reported that they saved nothing most weeks. 
3% saved between El to £5, £11 to £15 respectively and a further 3% 
reported saving anything that they had left over but pointed out that 
this rarely occurred. The hospital group for the obvious reason that 
most did not receive a disposable income, had little opportunity to save. 
Only one individual in the hospital group reported saving money, that 
being a former business person who claimed that he was saving 
between £11 and £15 weekly. 89% of the patients interviewed, were 
receiving payment for working in the wards, kitchen, laundry or store 
of the hospital, while others reported getting payment of E14 
fortnightly for work a t  the day activity centre. A number of patients 
also reported that they received pocket money from relatives when they 
visited, or that relatives sent them money in the post. 5% of the 
hospital group also reported that they could not keep money as it would 
be stolen from them by other patients. 

There are a number of possible explanations for higher rates of 
savings reported by the study group as compared to the community 
group. Their incomes may be better suited to their expenses than 
those of the community group, they may be better able to manage their 
money or they may have different priorities regarding saving. 



Table 6.3 

Study of Quality of Life of Ex Psychiatric Patients returned 
to Community Living, 1991. Weekly savings reported by each group. 

Savings Study Community Hospital 
per week Group Control Group Control Group 

None 8% 
E l  -E5 16% 
E6 - E10 6% 
E l l  - £15 0% 
E16 - £20 8% 
More than E20 3% 
Other 43% 
No Reply 6% 

Purchasing Pattetns 

To compare the purchasing pattern of the three groups, a list of 
common items was drawn up and the purchasing patterns of the groups 
was considered in relation to each items. Tables 6.4, 6.5 and 6.6 show 
the comparative purchasing patterns of the three groups. As the 
tables show indicate, a higher percentage of the study group purchase 
the listed items, than do either the community or hospital group. The 
goods most often bought by the study group, (apart from the essential 
items on the list i.e. clothes and shoes), were cosmetics and toiletries 
purchased by 75% of the group, tea or coffee in a cafe, bought by 63% of 
the group and cigarettes and newspapers or magazines bought by 54% 
and 51% respectively of the study group. 

With regard to clothes and shoes the majority of the study group 
73% and 62% respectively purchase once or twice yearly. A number of 
the study group reported that they purchase shoes and clothes on a 
credit basis and pay for them weekly. The purchase of clothes seems to 
be important to the study group with many commenting on how much 
they appreciated choosing and buying clothes. The purchase of clothes 
was also identified by members of the group as the most important 
reason for saving. 



TABLE 6.4 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Purchasing Pattern of Study Group. 

Category of Never Daily Every Weekly Every Monthly Erer): Other 
Purchaee Few Two Few 

Days Weeks Months 

Magazinedpapers 
Sweets 
Alcohol 
Cigarettes 
Tealsnack 
CosmetidIbiletries 
Petrol 
Clothes 
Shoes 
TapedRmrds 
Meals out 
Books 
Jewellery 

The items most commonly purchased by the community group, 
are cosmetics and toiletries, cigarettes, alcohol and magazines and 
newspapers. Cosmetics and toiletries were bought by 77% of the 
Community Group, 65% of the group bought cigarettes, while 68% and 
45% respectively reported purchasing alcohol and magazines or 
newspapers. With regzrd to clothes and shoes 69% of the hospital group 
reported that they never bought either of the two items while 90% 
reported that they purchased second hand shoes and clothes more often 
than not, or that they received same from the Society of St. Vincent de 
Paul. 



I TABLE 6.5 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Purchasing Patterns of Community Control 

Group. 

Categories of Never 
Purchase 

Magazineflapera 
Sweets 
Alcohol 
Cigarettes 
Tealsnack 
Cosmetitdhiletrie 
Petrol 
Clothes 
Shoes 
TapeaIRecords 
Meals out 
Books 
Jewellery 

Daily Every 
Few 
Days 

16% WO 
0% 3% 

10% 13% 
45% 13% 
0% 0% 
3% 6% 
0% W0 
0% W0 
0% W0 
0% 0% 
0% W0 
0% 0% 
0% W0 

Weekly Every Monthly 
Two 
Weeks 

16% 7% 3% 
M 3% 0% 

29x0 3% 0% 
7% 0% 0% 
6% 3% 3% 

13% 26% 26% 
0% 0% 0% 
0% W0 0% 
0% W0 0% 
W0 3% 0% 
W0 3% 3% 

10% W0 0% 
W0 W0 0% 

Every Other 
Few 
Months 
3% W0 
0% 6% 
0'70 3% 
0% 0% 
3% 6% 
3% W0 
0% 0% 
0% 90% 
0% 90% 
3% 0 4 6 . -  
0% 0% 
0% 3% 
0% W0 

As is evident from table 6.6, the hospital group make a limited 
range of purchases. This finding is not surprising given that the 
majority of the hospital group have no disposable income and are 
therefore limited in their purchasing, to buying goods available in the 
hospital shop. -The goods most commonly purchased by the hospital 
group are tea and coffee, bought in the hospital cafe, by 65% of the - 

group, cigarettes, purchased by 62% of the patients interviewed and 
sweets, newspapers or magazines bought by 61% and 22% of the 
hospital group respectively. These findings would suggest that food 
and cigarettes are priority goods from the point of view of the hospital 
group. 

These commodities appear however to have lost some of their 
significance for the ex patients now living in the group homes. Only 5% 
of the hospital group reported buying clothes, these purchases being 
made with help from members of staff who accompanied the  
individuals concerned when they were shopping. The majority of the 
hospital group, 78%, reported that  they got whatever clothes they 
needed from the hospital with 73% claiming that shoes were provided 
by the hospital authorities. 

The clothes provided for patients are of a uniform style and are 
somewhat out moded while the shoes especially those of the female 
patients are very plain. The hospital group for the most part seenied to 
view cigarettes and edible goods as the most desirable goods with few 



expressing interesting in purchasing p.thcr%,ggo_ds,. One patient 
expressed a wish to purchase materials for tapestry work but claimed 
that such goods were too expensive for someone in his position. 

TABLE 6.6 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Purchasing patterns of Hospital Control 

Group. 

Categories of Never Daily Every Weekly Every Monthly Every Other 
purchase Few Two Few 

Day Weeks Months 

Magazineflapers 
Sweets 
Alcohol 
Cigarettes 
Tealsnack 
Coemetics/toiletries 
Petrol 
Clothes 
Shoes 
TapedRemrds 
Meals out 
Books 
Jewellery 

Subjective Perceptions of Financial Situation 

To determine the groups own assessments of their financial 
situations, they were asked whether op'not they felt they received 
enough money every week. The replies to the question as presented in 
table 6.7 suggests that while the majority of the study group find their 
income adequate for their needs the opposite is true of the community 
group. 

The majority, (65%) of the study group felt that they had enough 
money, 32% felt they had too little, while one individual, felt that 
although. he had enough for his current needs he was not able to  save 
for his burial and was extremely worried about this situation. A very 
small .minority of the. stiidy group reported that they were not able to 
manage their money without help from the staff in Glendower. These 



I individuals reported t ha t  they would spent all their money on 
cigarettes and to prevent this they got a set amount of their money 
from the Glendower staff every day. 

. In contrast to the study group, the vast majority (90%) of the 
community group reported t ha t  the  income they received was 
inadequate for their needs. Only 6% of the group felt that they received 
enough money. The community group appeared to have grave difficulty 
in managing on their incomes with reporting that they were in arrears 
with ESB bills and that they were in debt to local grocery shops where 
they receive goods on credit. 

TABLE 6.7 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Adequacy of income as  assessed by each 

group. 

Response Study Community Hospital 
Group Control Group Control Group 

Enough 65% 
Too Little 32% 
Too Much . 0% 
Does not know 0% 
Other 3% 
No reply 0% 

The dwelling places of many of the community group (including 
private houses and public or private rented accommodation), would 
undoubtedly suggest that the income of many are inadequate. Many of 
the community group lived in small, run down flats or houses, most of 
which had little or no heating. Unpaid bills were produced by many of 
these interviewed was indicative of financial hardship. 

In general the living conditions and the dress of the community 
group were of a significantly lower standard than that of most of the 
study group. 

The study group pay a set rent of £6 (Table 6.8) to the health 
board with an additional payment of £2.50 .for heating. This payment 
also covers heating and ESB bills. The members of this study group 
attending the day activity centre receives subsidized dinners, for which 



they pay £2.50 weekly. The study group pool their resources for the 
purchase of food and other household goods, contributing £12 each 
weekly. The economies of scale involved in group living and the 
assistance provided to the study group by the health board would 
appear to be the factors which result in better living situations for the 
study group. 

TABLE 6.8 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Weekly rent of Study and Community 

Control group. 

Amount Study Community 
Group Control Group 

£1 - £6 
£6 - £10 
£11 - £ 15 
£16 - £20 
£21 - £25 
£26 - £30 
£31 - £35 
£36 - £40 
No rent 

With regard to the hospital g r ~ u p s  perception of the adequacy of 
their incomes, 47% reported that they had enough money for anything 
they needed, 32% felt they had too little, 8% did not know and 13% felt 
that they did not require any money in hospital because the received 
everything they needed (Table 6.7). Very few of the hospital group 
complained about lack of money during their interviews, however one 
individual was very critical of the fact that the hospital authorities 
were keeping most of his pension. 

Quite a few of the hospital group were of the opinion that they 
were not entitled to any money and claimed that it would not be right 
for them to ask for anything more than what they had. In general 
money did not appear to have any great significance for the hospital 
group with many viewing it as something to which they had little right 
or of which they had little need. 



1 Income and Life Satisfaction 

When asked if their lives would be made more enjoyable by an 
increase in income, 59% of the study group replied in the affirmative 
(Table 6.9). 38% felt that  extra money had no effect on their lives, 
while one individual (3%) claimed that  while extra money would be 
welcomed, nothing other than a return to her own family home could 
make her life better. In reply to a question asking what they would do 
with extra money, 45% of the study group replied that  they would save 
it, 19% felt that  they would use i t  to subsidize more frequent visits to 
the pub, while 14% reported that  they would use the money to purchase 
more cigarettes or clothes (Table 6.10). 

A higher percentage (97%) of the community group felt that  
their lives would be more enjoyable if they had a higher income and 
only 3% felt that  extra money would have no effect on their lives. This 
would suggest  t h a t  money had  a much higher priority for t h e  
community as  distinct from the study group. The community group 
outlined a number of ways in which they would use any extra money 
they received. The paying of debts and the improvement of diet, 
clothing and living conditions were most commonly identified by the 
community group as  uses for any extra money they received. 

TABLE 6.9 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Response of each group to the question 

'Would your life be more enjoyable if you had more money". 

Response Study 
Group 

More enjoyable 59% 
Same 38% 
Less enjoyable 0% 
Does not know 0% 
Other 3% 
No Reply- 0% 

Community 
Group 

Hospital 
Group 



TABLE 6.10 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Response of each group to the question "If 

you received extra money what would you use it for". 

Response Study Community Hospital 
Group Group Group 

Cigarettes 14% 0% 21% 
Savings 45% 13% 21% 
Alcohol 19% 0% 3% 
Clothes 14% 29% 18% 
Other 8% 55%* 48% 
Does not know 0% 0% 0% 
No reply 0% 0% 0% 

*Figures do not total 100 as some individuals identified more than one 
use for extra money while others identified none. 

* In the case of the community control group this category accounts 
primarily for food and bills. 

As regards the use of any extra money they received 37% of the 
hospital group felt they would use extra money to buy sweets, soft 

' drinks or tea and coffee in the hospital shop or cafe, 18% reported they 
would buy clothes, 3% claimed they would buy alcohol and 21% 
reported that they would purchase cigarettes or save any extra money 
they had (Table 6.10). 

Although they appear to have little interest in money other than 
a s  a means of increasing their ability to acquire cigarettes and 
tealsweets, 61% of the hospital group felt that  they could enjoy 
themselves more if they had higher incomes while 24% felt that extra 
money would not effect their lives. 

Control of Finance 

As regard the control of their finances 89% of the study group 
reported that they themselves decided how to spend their money. 3% 
felt that they decided with help from the staff in Glendower and 8% felt 
that the staff in Glendower decided how their (study groups) money 
was spent (6.11). A somewhat lower percentage (74%), of the hospital 
group felt they made their own decision with regard to spending. 11% 



felt that the staff in the hospital decided how they (Hospital group) 
should spend their money and 3% felt tha t  they made spending 
decisions with help from staff. I t  would thus appear that the study 
group have higher incomes and greater autonomy in the spending of 
these incomes than do patients still in hospital. 

TABLE 6.11 

Study of Quality of Life of Ex Psychiatric Patients returnedto 
Community Living, 1991. Each groups response to question. "Who 

decides how you spend your money". 

Decision maker Study Community Hospital 
Group Group Group 

Self 89% 100% 74% 
Self and staff 3% 0% 3% 
Staff 8% 0% 11% 
Health Board 0% 0% 0% 
Does not know 0% 0% 8% 
Other 0% 0% 4% 
No reply 0% 0% 0% 

Overall the community group appear to have the least 
satisfactory financial situation. 68% of the group reported that to a 
large extent lack of money prevented them from doing things they 
wanted to do. Only 5% of the study group and 10% of the hospital 
group reported that lack of money limited them to this extent (Table 
6.12) 



TABLE 6.12 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Each group assessment of the extent to 

which lack of money stops them doing what they want. 

Response Study Community Hospital 
Group Group Group. 

Not a t  all 62% 10% 61% 
To a small extent 30% 22% 13% 
To a large extent 5% 68% , 10% 
Does not know 0% 0% 16% 
Other 3% 0% 0% 

Satisfaction with Financial Situation 

The three groups were asked to rate their satisfaction with 
their overall financial situation and with the amount of money they had 
to spend on themselves. As table 6.13 shows, the majority of the 
community group are dissatisfied with their financial situation, with 
65% reporting that they felt terrible about same, while only 3% of the 
study group and 13% of the hospital group reported having similar 
feelings about their financial situation. In contrast to the community 
group t h e  study group appear quite satisfied with their financial 
situation with 65% reporting that they felt either mostly satisfied, 
pleased or delighted with their financial affairs, while 45% of the 
hospital group rated themselves in a similar category. 



I TABLE 6.13 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Satisfaction with financial situation as rated 

on the D/r Scale by each group. 

Dm Scale Study Community Hospital 
Group Group Group 

Terrible 3% 
Unhappy 14% 
Mostly dissatisfied 5% 
Mixed 11% 
Mostly Satisfied 19% 
Pleased 32% 
Delighted 14% 
No Reply 2% 

A similar pattern of satisfaction emerged regarding the amount 
of money individuals had to spend on themselves (Table 6.14). The 
community group again showed the highest levels of dissatisfaction 
with 61% claiming that they felt terrible about the amount of money 
they had to spend on themselves. 

Only 3% of the study group and 11% of the hospital group rated 
themselves in that category. 69% of the study group and 47% of the 
hospital group felt mostly satisfied, pleased or delighted with the 
money they had to spend on themselves while only 3% of the 
community group felt likewise. 



TABLE 6.14 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Satisfaction/Dissatisfaction with personal 

disposable income as  rated on the DR' Scale by each group. 

D f r  Scale Study Community Hospital 
Group Group Group 

Terrible 
Unhappy 
Mostly dissatisfied 
Mixed 
Mostly Satisfied 
Pleased 
Delighted 
No Reply 

Overall i t  would appear that the study group are more satisfied 
with all aspects of their financial situation than are the hospital or 
community group with the latter expressing least satisfaction with 
financial matters. The objective financial situation of the study group 
also appears to be better than that of the other two groups, especially 
the community group, many of whom appear to have financial problems 
and a low standard of living. 

The majority of the study group (86%) reported that they had 
more money a t  their disposal following their move to the community 
and this increase in disposable income, combined with the low financial 
expectation of the study group and their subsidized living situation are 
possible explanations of the high level of satisfaction expressed by the 
group in relation to finance. 

Summary and Discussion 

The majority (68%) of the study group receive an  income 
of £45 and £54 weekly. The majority of the community group (58%) 
receive between E55 - E64 weekly and the majority (76%) of the hospital 
group receive no direct income but receive credit in the hospital shop or 
cafe. 



l 
The study group have a significantly higher rate of saving than 

either of the control groups. On a checklist of common purchases, a 
higher percentage of the study group purchased more of the goods 
listed then did either the community or hospital group. 

The majority (65%) of the study group felt that their income was 
adequate for their needs. Only 47% of the hospital group and 6% of the 
community group felt likewise. 89% of the study group felt that they 
themselves decided how to spend their money, while 74% of the hospital 
group felt likewise. 

The study group reported a higher rate of satisfaction with their 
financial situation than did the hospital or community group. 65% of 
the study group reported being mostly satisfied, pleased or delighted 
with their financial situation. 45% of the hospital group felt likewise 
while none of the community group rated themselves in these 
categories. 

The study group would appear to be quite adequately catered for 
from the point of view of finance. Although they are in receipt of low 
incomes, the support both practical and financial received from the 
health board means that the study group have few financial worries, 
unlike the community group whose incomes appear to be inadequate in 
many cases. Overall the study group appear to have little interest in 
acquiring material possessions, with the exception of clothes which 
would appear to be a commodity in which the study group are very 
interested. 

The move to the community would thus appear to  result in 
increased income for those involved and increased autonomy and choice 
in the spending of this extra money. 



CHAPTER 7 

SAFETY AND SECURITY 

To assess the safety of the group current residence and their 
perceptions of same . A number of questions regarding Safety and 
Security were asked. 

Safety in Place of Residence 

In general the homes of the study group proved to be more 
secure than those of the community group. All of the study group who 
replied to the questions regarding Safety and Security reported that  all 
the doors and windows in their houses locked properly, however 16% of 
the community group reported broken doors and windows with two 
individuals having both back and front doors which did not lock. With 
regard to fire safety there was a marked disparity between the homes 
of the study and community group. While 81% of the study group 
reported having fire ,extinguishers in their houses, only 3% of the 
community group reported tha t  their residences were fitted with 
extinguishers. 

An even greater disparity of findings was evident in relation to 
the existence of fire blankets. 65% of the study group reported that  
they had a fire blanket in the house, while none of the community 
group had this safety devise. With regard to having a practised fire 
drill in their houses, the members for the community group proved 
again, to  be in less secure environments than the members of the study 
group. None of the community group had a fire drill despite the fact 
that  many were quite elderly and living in second or third floor flats in 
old houses. A minority of the study group reported that they had a fire 
drill or that  they knew what to do if a fire started in the house. Over 
half the hospital group however reported that  they knew or had been 
told what to do if there was a fire. 

Personal Safety 

As such i t  would appear that the study group enjoy a higher 
degree of physical safety in their homes than do the community group. 
The  opposite would appear  to be t r u e  however of t h e  group's  
perceptions of their own personal safety. The study group feel less safe 

I in their homes than do the community group. 



68% of the study group reported that tKey had been threatened 
or harassed since coming to live in their respective houses (Table 7.1). 
This harassment consisted primarily of youths throwing stones at, or 
knocking on the door's of group homes. Reports of lighted fire crackers 
being thrown in the letterbox were made by the residents of one of the 
group homes, while the residents of another house reported that 
youths regularly ran around the house and knocked at the windows. 
Another two residents complained of being called names and jeered at 
by local youths. 

This harassment by youths was reported to occur occasionally, 
however a number of the study group were of the opinion that it  would 
occur less frequently in the future as phones had been installed in the 
majority of the group homes, thus facilitating the summonising of the 
Gardai. 

In contrast to the experiences of the study group only 6% of the 
community group reported being threatened or harassed in their 
homes. These findings would suggest that the harassment experienced 
by the study group is a factor of their status as ex psychiatric clients. 
A minority of the hospital group (32%) also reported that they had been 
threatened or harassed in the hospital.This would appear to consist 
mostly of physical threats made by other patients or constant requests 
for cigarettes. A number of reports were also made of fights especially 
at meal time with one of the hospital group reporting that there were 
often fights at her table due to the behaviour of one of the patients. 

13% of the hospital group also expressed concern regarding the 
safety of their personal belongings. One woman reported that she had 
to keep her purse with her at all times to avoid it being stolen while. 
four others made reference to the fact that pocket money had to be 
spent straight away to avoid it being "carried or "whipped. A number 
of the hospital group also reported being afraid of "the treatment" 
(ECT) while two others were afraid of being put in the "pad" (solitary 
ward). None of the group reported being afraid of the hospital staff, 
although two residents in one of the wards felt that they had to "stay 
out of the way of' or "keep on the right side" of one nurse who they felt 
was "wicked and always shouting. 

It would thus appear that the study group experience a higher 
rate of harassment than either of the two other groups. While most of 
the study group seemed accustomed to the activities of the youths and 
few identified it  as a major wony, it appears to be a constant annoyance 
to the group and a source of frustration for a minority, who feel that 
they are being victimized because of their history of hospitalization. 



TABLE 7.1 . 
Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Harassment in place of residence as 

identified by each group. 

Response Study Community Hospital 
Group Control GrouP Control Group 

Threatened1 Harassed 68% 6% 32% 
Not threatened1 Harassed 24% 94% 58% 
Almost threatened1 0% 0% 0% 
Harassed 
Does not know 3% 0% 3% 
No reply . 5% 0% 7% 

Fear of Staying alone or going out alone at night 

The study group also felt more afraid about staying alone for a 
night than did the community group (Table 7 - 2). 81% of the 
community group reported that they would be happy or a t  least not 
worried, about spending a night alone while only 49% of the group 
home residents reported likewise. 

TABLE 7.2 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Response of study and hospital control group 
to question, "How worried would you be about staying alone a t  night ?'. 

Study Community 
Group Control Group 

Worried 19% 
Slightly Womed 27% 
Not Worried 49% 
Other 5% 
Does not know 0% 
No reply 0% 



This finding is most probably a reflection of the institutional 
experiences of the study group who are more accustomed to communal 
living than the community group, many of whom live alone and have 
done so for many years. The study group also proved to be more afraid 
of going out by themselves after dark than were the community group, 
however the hospital group proved most afraid of venturing out after 
dark (Table 7.3). 74% of the community group reported that they would 
go out alone after dark, however only 57% and 47% of the study and 
hospital groups respectively, reported that they would do likewise. 

This reluctance to go out may be a possible explanation of the 
low level of social activities engaged in by the study group and it would 
again appear to be a consequence of the former hospital careers of the 

B group. 
l 

TABU3 7.3 
I 

C Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Response of each group to question, "Would 

you feel safe going out alone after dark ?". 

Response Study Community Hospital 
Group Control Group Control Group 

Yes 57% 74% 
No 32% 23% 
Does not know 0% 0% 
Other 8% 3% 
No reply 3% 0% 

As would be expected from the findings above, the community 
group expressed the highest degree of satisfaction regarding their 
personal safety and their safety of tenure in the place in which they 
lived, with the hospital group being least satisfied with regard to same 
(Table 7.4). As the table indicates 97% of the community group felt 
mostly satisfied, pleased or delighted with their personal safety, while 
92% and 78% of the study and hospital groups respectively, made 
similar claims. With regard to the safety of tenure in their place of 
residence, 97% of the community group were again mostly satisfied, 
pleased or delighted, as were 92% of the study group and 40% of the 
hospital group. 



The low level of satisfaction expressed by the hospital group with 
regard to security of tenure is a reflection of their fear of being moved 
to another ward. Many of the group reported that they..had already 
been moved and that they were afraid that this may occur again. 

TABLE 7.4 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. SatisfactionJDissatisfaction with personal 

safety as rated by groups on D-T Scale. 

Drr Scale Study Community Hospital 
Group Control Group Control Group 

Temble 
Unhappy 
Mostly dissatisfied 
Mixed 
Mostly Satisfied 
Pleased 
Delighted 
No Reply 

Comparative safety of Hospital and Group Homes. 

The study group reported feeling safer in the group home than 
in the hospital (Table 7.5) and only 8% reported ever feeling so scared 
in the house that they wanted to be back to the hospital. On being 
asked to identify anything that made them feel unsafe in the houses, 
24% mentioned the activities of the local youths, 3% reported feeling 
scared when another resident came in drunk and one individual 
reported being terrified of a fellow resident whom, she claimed had a 
very bad temper and had struck her before. 

The community group when asked to identify anything which 
scared them, had very little to report. Only 10% could identify things 
which frightened them and these included a fear of fire and a fear of 
being taken ill and receiving no help. As for the hospital group 32% 
reported being scared with the major source of fear being other 
residents who were I' Cross" the fear of treatment and the fear of 
having to move to another ward. 



TABLE 7.5 

Study of Quality of Life of Ex Psychiatric Patients 
returned to Community Living, 1991. Study Group home views of 

whether or not they felt safer in hospital. 

Comparative safety Study 
of hospitals Group 

Safer 23% 
Not safer 38% 
Same 38% 
Does not know 0% 
0 th er 3% 
No reply. 0% 

Summary and Discussions 

The homes of the study group proved to be more secure from the 
point of view of physical safety than those of the community group. 
However the study group reported a significantly higher degree of 
harassment in their homes than did the community or hospital group. 
68% of the study group reported harassment while 32% and 6% of the 
hospital and community group respectively made similar reports. Local 
youths were mostly commonly responsible for the harassment reported 
by the study group. The harassment consisted of name calling, stone 
throwing, knocking on doors and windows and trespassing on property. 

The study group proved to be more afraid than the community 
group of staying alone for a night and of going out alone after dark. 
81% of the community group reported that they would not feel worried 
about staying alone by night, while only 49% of the study group made 
such a claim. Similarly, the majority of the community group (74%) 
revealed that they would not be afraid of going out alone by night, 
while just  over half (157%) of the  study group expressed no 
apprehension, regarding solitary nocturnal outings. 

The study group expressed a high rate of satisfaction with 
regard to personal safety with 92% reporting'themselves to be mostly 
satisfied, pleased or delighted with their safety. Ninety seven per cent 
of the community group and 78% of'the hospital group rated 
themselves in these categories. 

I t  would thus appear that although the group homes provide 
what the study group consider a safer environment than the hospital, 
the harassment experienced by the group is undoubtedly a source of 
annoyance and anxiety. Apart from this the study group would seem to 
feel quite secure in the houses in spite of the change from institutional 
to domestic living. 



CHAPTER 8 

LEISURE ACTIVITIES AND RECREATION 

The section of the questionnaire dealing with leisure activities 
produced some interesting findings. An effort was made to identify the 
range of activities which the group participated in and their frequency 
of participation in activities. Data was also collected regarding the 
location of activities and the company in which the activities were 
undertaken. 

Range of  Activities - Out of  House 

Of the three groups interviewed the hospital group appeared to 
have the highest overall level of participation in the out of house 
activities listed in the questionnaire. (Table 8.1 - 8.3). The hospital 
group did not however leave the hospital grounds to participate in 
.these activities, as they were provided "on campus" for the patients. 
The high rate or participation reported by the hospital group is thus to 
a large extent accounted for by participation in such routine organised 
activities. The second highest level of participation in the listed 
activities was reported by the study group. As with the hospital group 
however a number of the activities engaged in by the study group e.g. 
day trips, holidays, dances are organised for the group by the hospital 
or voluntary groups. In contrast the activities engaged in by the 
community group are in every case activities open to the general public. 

As tables 8.1 - 8.3 inclusive show, the activities most commonly 
participated in by the three groups are quite similar. The four mbst 
common activities of the study group were visiting the shops, walking, 
going to cafes or restaurants and going for drives. These activities were 
participated in by 95%, 76%, 62% and 57% of the group respectively. 

With regard to the community group, the activities engaged in 
by the majority of the group were visits to the shops, walks, visits to 
pubs or clubs, society actiiitigk or drives with relatives and friends. 
These activities were engaged in by 90%, 84%, 58% and 26% of the 
group respectively. As for the hospital group walking was the most 
popular activity engaged in by 81% of same. 64% of the hospital group 
reported going to the hospital cafe, 64% played bingo and 64% reported 
going to the dances and parties organised occasionally in the hospital. 



TABLE 8.1 
-a-- 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. kequency of participation in out of house 

leisure activities as reported by the Study Group. 

Leisure 
Activities 

Go for walk 
Go to pub 
Go shopping 
Go to Cafe./ 
Restaurant 
Go to Bingo 
Go to Sport 
event 
Go on Holiday 
Play sport 
Go to Library 
Go to pictures 
Go for drive 
Go to clublsocial 
Go to Dance 
Go on day trips 

Never Every 
Day 

Every Every Every Every Yearly 
Week Two Month Few 

Weeks Months 
3Wo 8% 0% 6% 3% 
22% 5% 8% 5% 0% 
2% 19% 8% 14% 8% 

Other 

TABLE 8.2 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. kequency of participation in out of house 

leisure activities as reported by the Community Control Group. 

Leisure Never Every Every Every Every Every Yearly Other No 
Activities Day Week Two Month Few Reply 

Weeks Months 

Go for walk 
Gotopub 
Go shopping 
Goto Cafe 
Go to Bingo 
Go to Sport 
event 
Go on holiday 
Play sport 
Go to library 
Go to pictures 
Go for drive 
Go to club/ 
society 
Go to Dance 
Go on day trips 



TABLE 8.3 

Study of Quality of Life of Ex Psychiatric Patients Returned to 
Community Living, 1991. Frequency of participation in out of house 

leisure activities as  reported by the Hospital Control Group. 

Leisure 
Activities 

Go for walk 
Go to pub 
Go shopping 
Go to cafe 
Go to Bingo 
Go to sport 
event 
Go on Holiday 
Play sport 
Go to Library 
Go to Pictures 
Go for Drive 
Go to CluWSoc. 
Go to Dance 
Go on day trip 

Never Every 
Day 

Every Every Every Every Yearly 
week two Month few 

weeks months 

13% 3% 0% 3% 3% 
16% 3% 0% 0% 0% 
8% 5% 0% 8% 8% 
5% 11% 3% 0% 3% 
39% 1 1  0% 3% 3% 

Other 

The frequency of participation in the above activities differed 
somewhat between the three groups. With regard to the activities most 
popular amongst t h e  three  groups (i.e. those listed above), the  
community group appear to have a somewhat higher frequency of 
engagement in these activities, then do the hospital or study group. 

Finally the responses to a question asking whether individuals 
undertook the listed leisure activities alone or with others, provided 
some interesting findings. I t  would appear (Tables 8.4 - 8.6 inclusive), 
that  the community group engaged in more activities alone than did 
the other two groups, with the hospital group proving least likely to 
engage in any of the listed activities on their own. More interesting are 
the findings regarding who exactly the groups participate in activities 
with. 

The results suggest that  members of the community group not 
partaking in leisure activities alone, are most likely to  be accompanied 
by friends, relatives or house mates in that  order. The study group 
usually engage in leisure activities with others, these others consist 
most often of housemates, relatives or staff. Similarly, the hospital 
group reported that  their most common companions in leisure activities 
were other patients, relatives or staff. These findings would suggest 



that .the study group have made few if any friends from the community 
since they left hospital and that their social circle is 1imited:to other ex 
patients, relatives and health board staff. . 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Categories with whom Study Group engage 

in out of home leisure'activities. 

Leisure 
activities 

Go for walk 
Go to pub 
Go shopping 
Go to Cafe 
Go to Bingo 
Go to sport 
event 
Go on Holiday 
Play sport 
Go to Library 
Go to Pictures 
Go for Drive 
Go to Club/Soc 
Go to Dance 
Go on Day trip 

Alone People Relations Friends Staff 
fmni 
House 

Vieit. Others Does not 
group Relations engage 
activity 



TABLE 8.5 

Study of Quality of Life of Ex Psychiatric Patients retuned to 
Community Living, 1991. Categories with whom Community Group 

engage in out of house leisure activities. 

Categoric Alone Person Relatives Friends Other No reply 
frum House 

Go for walk 
Go to pub 
Go shopping 
Go to cafe 
Go .to bingo 
Go to sport 
Go on holiday 
Play sport 
Go to library 
Go to pictures 
Go for drive 
Go to c l u b h c  
Go tb dance 
Go on day trip 

TABLE 8.6 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Categories with whom Hospital Group 

engage in "out of house" leisure activities. 

Categories Alone People Relatives Friends Staff Visit- Other Does not 
from ing Relat- engage in 
house group ives activity 

Go for walk 
Go to pub 
Go shopping 
Go to cafe 
Go to bingo 
Go to sports 
Go on holidays 
Play sports 
Go to library 
Go to pictures 
Go for drive 
Go to club 
Go to dance 
Go on day trip 



A possible explanation of the study group's limited social circle, 
is that they have for the most part failed to become involved in any 

community leisure activity. While the study group do appear to make 
regular use of local shops and make visits to local restaurants, very few 
are involved in other community based activities. Six reported playing 
bingo, two went swimming, one individual reported joining the local 
wild bird conservatory and another mentioned going to a local dance. 

Interestingly the individuals who engage in the above activities 
are among the younger members of the study group, which would 
suggest that the failure of the study group to partake in more leisure 
activities may also be a reflection of their age. While the overall level of 
participation by the study group in social activities, not arranged 
specifically for them, is low, it must be pointed out that the community 
control group also have a very limited range of social activities. 

Reasons for Non Participation in Leisure Activities 

A large number of the community group however made 
reference to the fact that they would enjoy participating in many of the 
listed activities, but that they did not have the money to do so. A 
significant number of the community group also reported that they had 
lost friends due to their financial situation as they could not afford to 
socialize and they avoided their friends so as to avoid invitations or 
pressure to engage in activities which they were not able to afford. 

Only two of the study group identified lack of money as a reason 
for non participation in social events. The study group's most 
commonly cited reasons for lack of involvement in social activities were 
transport problems and the desire not to be associated with other ex 
psychiatric patients. 13% of the group, cited transport as a reason for 
non participation in some events e.g. the Scope* night out. Members of 
the study group pointed out t h a t  the public bus service often 
terminated prior to the ending of social events, or tha t  i t  was 
inconvenient to avail of the bus. A resident also highlighted the fact 
that the bus stopped some distance from his house and this was a 
disincentive to using the bus after dark. 

With regard to the stigma of mental illness, 12% of the study 
group reported tha t  they disliked going to activities arranged 
specifically for "patients", such as the Scope outings, because they no 
longer wanted to be associated with the hospital Others reported that 

* SCOPE - Special Committee for Organising Patients Entertainment 



they did not want to be seen out with other people from the group 
homes in case. they met  people they knew. Another possible 
explanation of the non participation of the study group in out of house 
leisure activities is their fear of going out alone a h r  dark, with the 
study group reporting a greater fear of being out 'alone than did the 
community group. 

Range of Activities "In House" 

A checklist of "in house" pastimes was also administered to the 
groups, with a view to identifying the range of pastimes they engaged 
in and their frequency of engagement in same. The activities on the 
list and the frequency of each group's engagement in these activities 
are shown in Tables 8.7 - 8.9 inclusive. Overall it would appear that a 
higher percentage of the community group engage in the listed 
activities than do the other two groups, who would seem to have 
similar overall rates of participation. Watching TV, listening to radio, 
entertaining visitors and reading were the activities most popular with 
all three groups. 



Watching TV was the most common activity engaged in by the study 
group with 97% reporting that they were television sewers. 86% of the 
group listened to radio, 81% reported entertaining visitors and 73% 
reported that they read. Listening to radio was the most common 
pastimes of the community group all of whom reported being radio 
listeners. Watching TV, reading and entertaining visitors were the 
other popular activities amongst the community group, being 
participated in by 81%, 73% and 73% of the group respectively. As for 
the hospital group their most common in house activity was again TV 
viewing with 97% reporting that they watched TV. Other popular 
activities participated in by the hospital group included listening to the 
radio, entertaining visitors and reading. These activities were 
participated in by 89%, 84% and 53% of the group respectively. 

TABLE 8.7 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Frequency of participation in In house 

leisure activities as reported by Study Group. 

Activities Never Every Every Every Every Every Yearly Other No 
Day Few Week Month few Reply 

days Months 

Watch TV 3% 84% 
Listen to Radio 14% 78% 
Play records 84% 0% 
Play board games 100% 0% 
Play Cards 97% 0% 
Read 27% 61% 
Write letters 41% WO 
Make phone calls 69% WO 
Entertain visitor 19% 0% 
Work in Garden 81% WO 
Knit 100% 0% 
Sew 86% WO 
Watch a Video 100% 0% 
Stay in Bed 100% 0% 



TABLE 8.8 

Studybf Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Frequency of participation'in In-house 

,. activities as  reported by the Community Group. 

Activities Never Every Every Every Every Every Yearly. Other No 
Day few Week Month Few 

Days 
Reply 

Months 

Watch TV 1970 
Listen to Radio 0% 
Play recards ?WO 
Play board games 84% 
Play cards 68% 
Read 23% 
Write letters 65% 
Make phone calls 77% 
Entertain visitor 23% 
Work in Garden 74% 
Knit 94% 
Sew 9Wo' 
Watch a video SW0 
Stay in Bed 9Wo 

TABLE 8.9 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Frequency of participation in In-house 

activities as reported by the Hospital Group. 

Activities Never Every Every Every Every Every Yearly Other No . 
Day Few Week Month Few Reply 

Days Months 

Watch TV 3% 
Listen to radio 11% 
Play remrds 58% 
Play board games 71% 
Play Cards 7 1% 
Read 47% 
Write letters 68% 
Phone Calls 74% 
Entertain Visitor 16% 
Work in Garden 94% 
Knit 9,740 
Sew 94% 
Watch a video 97% 
Stay in Bed 94% 



Frequency of Participation 

While the activities most commonly participated in by the 
groups are similar there are differences in the frequency of engagement 
in these activities, with the community group reporting a greater 
frequency of engagement in most of the activities. For activities such 
as  entertaining visitors, a great discrepancy existed between the 
frequency of each groups participation. 

23% of the community group reported having a daily visitor, 
and a further 32% reported having a visit every few days. None of the 
study group however, reported having a daily visitor, 5% reported 
having a visitor every few days, with the most common frequency for 
visitors being every few months with 19% of the group reporting being 
visited a t  this interval. The frequency of visits received by the hospital 
group was also low. Only 3% received a daily visit while a further 3% 
received a visit every few days. The most common interval for 
receiving visits was every few years, with 32% of the group receiving 
visits at that  interval. I t  should also be noted that the visits reported 
by the study group were in many cases visits by voluntary groups (e.g. 
The Legion of Mary and Student Groups) which were made to the 
residents of the house as a whole and not a t  any one individual. 

The study group who did receive individual visits from relatives 
or friends reported that  they rarely entertained these visitors in the 
group homes b u t  usually went elsewhere with them. Possible 
explanations of the low level of visits received by the study group or the 
lack of friends (as distinct from housemates) which the group have, 
may be firstly their lack of social activities and secondly their age and 
history of hospitalization. Most of the study group were not natives of 
Waterford city and even those that  were, had in most cases lost contact 
with former friends during their time in hospital. The parents of the 
majority of the study group were deceased and contact with siblings 
and other relatives would appear to have been severed by the long 
term hospitalization of the group. 

Degree of Participation 

There would also appear to be a difference in the degree to 
which the ,vario,us groups participate in activities. 73% of the study 
group repoited tha t  they read, however for many, 'reading' was 
restricted to reading the newspapers, often only-selectively. A number 
of those who reported reading newspapers, only read the TV section 
while others reported that  they only read the sport page. Only a 
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minority of the study group reported reading books or magazines. 
Interestingly however, two of the study group reported writing poetry. 
In contrast to the study group the community group, 73% of whom 
reported reading, were avid readers in many cases with quite a number 
of the group having collections of books which they bought from 
second-hand book shops and traded with friends. 

Similarly with respect to television viewing the hospital group, 
though 97% of them reported watching TV, seemed to have little 
interest in same and few were observed actually concentrating on a 
programme. Furthermore few proved able to identify favourite 
programmes when asked to do so. I t  would seem that, the participation 
of many of the hospital group in some of the listed "in house activities" 
(TV viewing, listening to radio, listening to music) is to a large extent 
passive participation with the group having little say in when sueh 
activities would be engaged in. Indeed many of the hospital group 
especially those who did not attend the day activity centre appeared to 
be involved in little activity on the wards. There appeared to be few 
leisure materials e.g. books, games etc., on the wards and there was 
little evidence of any effort being made to engage the hospital group in 
activities. Some-visit the recreation hall for a period during the day 
and there were quite a few reports of enjoyment being derived from 
activities there including, colouring/drawing, playing cards, playing 
pool and brushing the hall. In one ward there appeared to be a greater 
effort made to interest the patients. Music was played on the ward and 
the nursing staff on the ward interacted with the patients, chatting 
with them and encouraging them to join in a song. 

Satisfaction with leisure activities 

The study group reported a higher level of satisfaction with 
their leisure activities than either of the control groups, with the 
community group expressing the lowest level of satisfaction overall. 
95% of the study group reported that they looked forward to their spare 
time while only 61% and 35% of the hospital and community groups 
made such claims. 

The community group appeared to be more frustrated than the 
other two groups, with their range of leisure activities, with 45% of the 
community claiming that they were often bored and without anything 
to do. 29% of the hospital group expressed similar feelings, with only a 
minority (5%) of the study group doing likewise. Interestingly, 45% of 
the study group reported that they were doing more in t h e i ~  spare time 
since they left hospital, despite the fact that 41% of them felt that there 

104 



was less activities available in the group homdcommunity than were 
available in the hospital. 

32% of the study group reported that they miss some activities, 
which they undertook in hospital. These activities inchded, pool and 
pongo. When asked if they could enjoy themselves more (in terms of 
being able to engage in favourite leisure pursuits), if they lived 
elsewhere the majqrity of the study and community group 62% and 68% 
respectively, felt they could not. The majority of the hospital group 
however (55%) felt that they would enjoy themselves more if living a t  
home or in a group home. 

As regard overall satisfaction levels, the study group consistently 
reported higher satisfaction rates than the other two groups. 80% of 
the study group claimed to be either mostly satisfied, pleased or 
delighted with the way they spent their spare time, while 58% and 33% 
of the hospital and community groups respectively, rated themselves 
likewise. It would appear that the study group are quite satisfied with 
their leisure pursuits and tha t  their degree of satisfaction is  
substantially greater than that expressed by the hospital group. 
Overall the community group appear dissatisfied with their 
recreational activities, with lack of finance being at the root of this 
dissatisfaction in most cases. 

Summary and Discussion 

The study group reported the highest overall rate of participation 
in the listed out of house activities, however the community group 
reported a greater frequency of engagement in the activities most 
popular amongst the three groups namely walking, visiting shops, 
going to cafes and going for drives. 

The community group were most likely to engage in out of house 
activities on their own with the hospital group being least likely to do 
likewise. The individuals with whom the study group most often 
engaged in activities were, housemates, relatives or staff from the 
hospital or Glendower. Interestingly younger members of the study 
group reported higher rates of participation in out of house activities 
and were likely to engage in such activities alone. 

Transport problems and the stigma of being associated with 
other patients were cited by the study group as reasons for their limited 
participation in out of house leisure activities. The community group 
reported greater rates of engagement in the listed "in house leisure 
pursuits" than did the other two groups. A higher frequency and 



intensity of participation in the most common activities namely TV 
viewing, reading, listening to radio and entertaining visitors, was 
reported by the community group than by the other two groups. 

The study group reported the highest level of satisfaction with 
their leisure pursuits with the community group being least satisfied 
with same. 95% of the study group reported that they looked forward 
to their spare time while 61% and 35% of the hospital and community 
groups reported likewise. 

46% of the study group reported that they were doing more in 
their spare time since they left hospital while 27% reported that they 
were doing less. 

Discussion 

The above findings would suggest that the study groups 
opportunities have not increased since their move to the community. 
Difficulties with transport reported by the study group would suggest 
that  they had greater access to certain leisure facilities when in 
hospital e.g. pongo, pool, scope. Furthermore the study groups network 
of social contacts appears to have increased little since they moved to 
the community with few having friends apart from their housemates. 
Similar findings were reported by the 1990 PSSRU study which found 
that while former patients expressed more positive attitudes about 
their leisure activities in the community as compared to the hospital, 
their level of social contact in the community was only slightly greater 
than that which they experienced when in hospital. (51) 

Jones in her study of five patients resettled in unsupervised 
group flats also found that the individuals concerned were "slow in 
socialising, but were gradually finding ways of getting on with other 
people and engaging in fresh activities". (52) 

Despite the limited nature of the leisure pursuits engaged in by 
the Waterford study group, they reported a significantly higher degree 
of satisfaction with their leisure pursuits than did the hospital or 
community group. Lehman in his U.S. based study of the quality of life 
of former long stay patients discharged to community based board and 
care homes, also found that the area of leisure pursuits was one of the 
few in which former patients reported levels of satisfaction equal to 
those reported by other disadvantaged groups used as comparative 
controls. (53) 



The ,somewhat limited leisure interests of former longstay 
pat ients  returned to community living, mitigatGn%gainst the  
establishment of social contacts and the extension of social networks. 
It would appear that such groups may require encouragement and 
assistance if they are to become more socially active. The location of 
group homes and the transport available to their residents would also 
appear to have a bearing on the level of social activities participated in 
by the residents. Such considerations should be borne in mind in the 
selection of premises to be used as  group homes. 



CHAPTER 9 

SOCIAL CONTACT 

To elicit information regarding the social networks of the three 
groups, a number of questions regarding the frequency mode and 
extent of contact with family and friends were put to the group. 

Contact with Family Neighbours and Friends - 
Extent and Frequency 

Overall the community group would appear to make and receive 
significantly more visits than either the study or hospital group. Table 
9.1 indicates that 46% of the study group received no visit in the two 
weeks prior to the interview, with 34% and 3% of the hospital and 
community group respectively, also reporting that they received no visit 
in the previous fortnight. The majority(67%) of the community group 
received a visit once a week or more while only 19% of the study and 
13% of the hospital group were in receipt of weekly visits. For those in 
the hospital group who did report receiving visits, the majority (47%) 
received a visit only once or twice a year or in some cases every few 
years. Overall the hospital group seemed to have very irregular contact 
with family and friends. 

That said however, it must be noted that the number of visits 
received by the hospital group is only slightly less than those received 
by the study group. This would suggest that moving to the community 
may result in little change in the number of social contacts patients 
have. 

Table 9.1 

Study of Quality of Life of Ex Psychiatric Patients Returned to 
Community Living, 1991. ~ r e q u e n c ~  of visits received in fortnight 

prior to the interview as reported by each group. 

Frequency Study Community Hospital 
Group Control Group Control Group 

None 46% 3% 
Weekly 19% 67% 
Fortnightly 8% 10% 
Other 24% 20% 
No reply 3% 0% 



The study group also reported making significantly fewer visits 
than the community group. As table 9.2 indicates, almost half (49%) of 
the community group reported that they made no visit in the two weeks 
previous to the interview, while- only 20% of the community group 
reported likewise. Not surprisingly the majority (76%) of the hospital 
group had made no visits to anyone either inside or outside the 
hospital. The infrequent visiting patterns of the study group would 
again suggest that they have a limited circle of social contacts. I t  is 
also interesting to note that the community group, most of whom were 
single or separated people living alone, visited and were visited by 
friends and acquaintances as well as relatives. In centrast the study 
group visited and were most frequently visited by relatives as distinct 
from friends which would again suggest that the group have had little 
success in establishing new social relationships since moving to the 
community. 

TABLE 9.2 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Life, 1991. Frequency of visits made in the fortnight prior 

to the interviews as  reported by each group. 

Frequency Study Community Hospital 
Group Control Group Control Group 

One 49% 20% 
Weekly 14% 50% 
~ o r t n i ~ h t l ~  11% 17% 
Does not know 0% 0% 
Other 26% 13% 
No reply 0% 0% 

It  is noteworthy however that while the study group 
reported making and receiving few visits, the majority of the group 
(73%) claimed that they sa t  and chatted with their housemates every 
evening. In contrast only 27% of the comn~unity group reported that 
they had someone to chat with in the evening. Interestingly, 16% of the 
study group reported that they never chatted with their housemates in 
the evenings. Indeed a number of people in the study group were 
identifiable as loners. These people appeared to be marginal to the 
other residents in their houses who functioned a s  a somewhat 
homogenous group. Such individuals kept very much to themselves 



and refrained from joining in t h e  general social and sometimes 
domestic routine of the group home. One individual purchased her own 
food and did her own cooking while another two individuals spent most 
of their time in their own rooms and away from the other residents. 
These individuals appeared to share a common characteristic, namely 
the desire to go home or to get a place of their own and this would seem 
to be closely related to their peripheral involvement in the routine of 
the households they reside in. 

One individual who was very much marginal to the group life in 
a particular house, identified her moving to the house later than the 
others as  a reason for her not "fitting in ". This individual felt strongly 
that  she had little say in the domestic organisation and routine of the 
house and resented this situation. Such a finding would suggest that  
care should be taken when a new resident is joining an  established 
group of residents such as  to ensure that  the new member is consulted 
regarding their opinion on the existing domestic situation. 

Of the three groups the hospital group reported the lowest level 
of social interaction with their living companions. Only 11% reported 
that  they chatted with another resident in their ward every day while 
55% claimed that  they never chatted with anyone and a further 34% 
revealed tha t  they only speak to other residents occasionally. A 
number of patients expressed exasperation a t  the fact that  they had no 
one to talk to. 

Observations made in the wards whilst the interviews were 
being conducted confirm these findings. Little or no conversation was 
observed between the patients most of whom seemed disinterested in 
those around them. Indeed most of the observed interaction appeared 
to be connected with attempts to borrow cigarettes. Such requests for 
cigarettes appeared to be made, for the most part, through non verbal 
communication. 

In response to a question asking how many of the other 
1 patients on the ward they exchanged greetings or pleasantries with, 

21% of the  hospital group reported that  they saluted no one, 52% 
reported saluting a few patients and 21% reported that they exchanged 
greetings with everyone on the ward. 



Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Number of fellow patients with whom 

greetings were exchanged as reported by the hospital group. 

Number 

None 
Few 
All 
One 
Two 
Three 
Four 
Other 
Does not know 
No reply 

Hospital 
Group 

21% 
45% 
21% 
5% 
3% 
0% 
0% 
5% 
0% 
0% 

When asked how many patients they chatted with or did 
favours for, 45% of the hospital group reported that there was no one 
with whom they had such close contact. 29% reported that they had 
this degree of contact with one other patient and 13% reported that 
they had such a relationship with a few patients (Table 9.4). A further 
13% of the hospital group were unsure of the meaning of the question. 
There would thus appear to be little close friendship between the 
patients in the hospital however i t  is noteworthy that two of the 
hospital group reported missing friends from the wards in which they 
had lived prior to their move to their present wards. The transfer of 
patients between wards may be a possible reason for their failure to 
establish friendships however many of the patients interviewed had 
been on the same ward for long periods of time and yet appeared to 
have formed few relationships. 

Overall verbal interation between patients was limited, 
Furthermore verbal communication between the patients and nursing 
staff appeared to be almost totally absent. On one ward there did 
however, seem to be greater interaction both between the staff and 
patients and between the patients themselves. Nurses were observed 
talking with patients and a group of three patients were having a 



stilted conversation a t  a circular table in the centrc of the ward. The 
physical layout of the room, primarily the provisisn of a circular table 
on which newspapers were displayed, was supcricr t 3  t!mt in  the other 
two wards observed and appeared to encourage more conversation 
amongst those on the ward. 

TABLE 9.4 

Study of Quality of Life of Ex Psychiatric Patients reiurncd to 
Community Living, 1991. Number of fellow patients wilh whom 

greetings were exchanged as  reported by the hospital control group. 

Number Hospital 
Control Group 

None 45% 
Few 13% 
AI l 0% 
One 29% 
Other 13% 
Does not know 0% 
No reply 0% 

Telephone and Letter Contact 

Of the three groups the study group appear to have the greatest 
level of phone and letter contact with family and friends, with the 
hospital group having the least. In general, the three groups reported 
making little use of either telephones or letters as  a means of social 
contact. 68% of the study group reported that they had made no social 
phonecall in the two weeks prior to the interview, with 73% and 82% of 
the  community and hospital groups respectively, making similar 
reports (Table 9.5). The majority of the three groups also reported 
receiving few calls in the fortnight before the interview (Table 9.6). The 
infrequent use of phones reported by t h e  groups i s  most likely 
explained by the fact that  few of the community group have phones in 
their dwelling places and in most cases, the phones in the group homes 
are recently installed. 



TABLE 9.5 

Study of Quality of Life of Ex-Psychiatric Patients returned to 
Community Living, 1991. Percentage of each group who reported 
making telephone calls (in the fortnight prior to the interview) to 

friends or relatives and the frequency of such calls. 

Frequency Study Community Hospital 
Group Control Group Control Group 

Never 68% 73% 82% 
Once a week 14% 7% 3% 
Fortnightly 8% 10% 0% 
Does not know 0% 0% 0% 
Other 10% 10% 15% 
No reply 0% 0% 0% 

TABLE 9.6 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Percentage of each group who reported 

receiving a telephone call from friends or relatives in the fortnight prior 
to the interview and the frequency of such calls. 

Frequency Study Community Hospital 
Group Group Group 

Never 73% 87% 76% 
Weekly 0% 10% 3% 
Fortnightly 3% 0% 3% 
Does not know 0% 0% 20% 
Other 24% 3% 0% 
No reply 0% 0% 0% 

As regards written correspondence both the study group and the 
community group appeared to avail more of letter contact. However for 
the majority of both groups, correspondence is infrequent and only 14% 
of both the study and community group report writing a letter either 
every week or fortnight, while 11% and 14% of the study and hospital 



groups respectively reported receiving letters in such a time period 
(Table 9.7 and 9.8). None of the hospital group reported receiving 
letters on a regular basis, with the 45% who do receive correspondence 
reporting that this consisted mainly of Christmas or birthday cards. 

TABLE 9.7 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Percentage of each group who reported 

writing to f iends or relatives in the fortnight prior to the interview and 
the frequency of such correspondence. 

Frequency Study Community Hospital 
Group Control Group Control Group 

Never 51% 67% 82% 
Once a week 6% .7% 0% 
Fortnightly 8% 7% 0% 
Does not know 35% 0% 0% 
.Other 0% 19% 15% 
No reply 0% 0% 3% 

TABLE 9.8 

Study of Quality gf Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Percentage of each group who reported 

receiving letters from friends or relatives in the fortnight prior to the 
interview and the frequency of such correspondence. 

Frequency Study Community Hospital 
Group Control Group Control Group 

Never 43% 63% 55% 
Once a week 8% 7% 0% 
Fortnightly 3% 7% 0% 
Does not know 0% 0% 0% 
Other 46% 23% 45% 
No reply 0% 0% 0% 



The community and study groups were also asked to identifyey the 
extent of their contact with nzi'ghbours. It  would appear that while 
both groups are on good terms with their neighbours, the community 
group report being in much closer contact with same. As table 9.9 and 
9.10 indicate, the majority (68%) of the study group reported that they 
exchanged greetings with "all" of their neighbours while 47% of the 
community group reported doing likewise. A further 46% of the latter 
group claimed to exchange greetings with a "few" neighbours. 
Interestingly, 62% of the study group reported that they were not in 
"close contact" with any of their neighbours with"c1ose contact" 

I referring to dropping in for chats and exchanging favours. Only 20% of 
l the community group reported not having this type of contact with 
I their neighbours. 
l 
1 TABLE 9.9 
t 
b , Study of Quality of Life of Ex Psychiatric Patients returned to 

Community Living, 1991. Number of neighbours with whom greetings 
t are exchanged as reported by the study and Community Group. 
L 
I No. of Neighbours Study Community 
I 

! 
Group Control Group 

l None 
l Few 
l 
l 

All 

l 
One 

I No reply 

t TABLE 9.10 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Number of Neighbours with whom close 

contact exists as reported by the study group and community control 
group. 

No. of Neighbours Study Community 
Group Control Group 

None 
Few 
All 
One 
Other 
No reply 



In general the community group reported much stronger ties 
with neighbours than did the study group. The closer contact with 
neighbours, reported by the study group, consisted mostly of the 
neighbours providing advise and help to the residents or in one case 
calling a t  Christmas with a gift. Only three of the study group all of 
whom lived in the same house, reported visiting a neighbour and these 
visits were infrequent and conditional on invitation. In contrast many 
of the community group reported a lot of interaction with neighbours 
who visited and were visited a t  will. Many of the community group 
also reported doing messages and jobs for neighbours who returned the 
favour when appropriate. As such the study group would appear to be 
on good terms with neighbours but seem to have little close contact 
with same. 

To establish the response the group home residents receive from 
the people with whom they have contact, the three groups were asked 
to identify how people usually react to them. As table 9.11 indicates 
the study and community group report very similar reactions from 
people, with 81% and 87% respectively, reporting that people usually 
liked them. The high percentage of the study group reporting that 
people usually like them is encouraging and suggests that  their 
experiences of community living have been positive in the main. A 
somewhat lower number of the hospital group (61%) reported that the 
people they met usually liked them. 

I TABLE 9.11 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Perception of people's response to them as 

reported by each group. 

Response Study Community Hospital 
Group Control Group Control Group 

Accepted 11% 10% 
Liked 8 1% 87% 
Rejected 0% 3% 
Does not know 5% 0% 
Other 3% 0% 

S ' No reply 0% 0% 



Satisfaction/Dissatisfaction with Social Contact 

In general the study group proved reasonably satisfied with the 
amount of social contact they had, while the community and hospital 
groups proved less satisfied with the contact they experienced. 

In response to a question asking whether they saw their 
families as much as  they would like, 46% and 47% of the study and 
hospital group respectively, reported tha t  they saw their family a s  
much as  they wanted, while 43% and 47% respectively wished for 
greater contact with family members. The hospital group however 
reported less satisfaction with the amount of contact they had with 
their families, with only 29% reporting that they saw their family as 
much as  they would like. A significant number of the hospital group 
expressed sadness a t  the fact that  they had such limited contact with 
relatives but many appeared resigned to the situation and believed that  
they were unlikely to have increased contact with family members in 
the future. 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Satisfaction/Dissatisfaction with amount of 

Social Contact as rated on the DIT Scale by each group. 

DR' Scale Study Community Hospital 
Group Control Group Control Group 

Terrible 0% 
Unhappy 0% 
Mostly dissatisfied 5% 
Mixed 8% 
Mostly Satisfied 30% 
Pleased 46% 
Delighted 11% 
No reply 0% 



Of the three groups the  hospital group expressed the greatest interest 
in receiving more visits. (Table 9.13) 55% of the hospital group reported 
tha t  they would like more people to visit them a s  did 50% of the 
community group. However only 33% of the study group felt that they l 

would like more visits while 65% reported that they would not. Indeed 
the study group proved more satisfied than the control groups with the 
amount of social contact the had. 87% of the study group reported that  1 
they were either mostly satisfied, pleased or delighted with the amount 

I 
of time they spent with people, while only 51% and 42% respectively, of , 
the community and hospital groups felt likewise. I 

, 

TABLE 9.13 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Response of each group to 

question 'Would you like more people to visit ?l. 

Response Study Community Hospital 
Group Control Group Control Group 

Yes 32% 50% 
No 65% 40% 
Other 3% 10% 
No reply 0% 0% 

A number of the study group home residents expressly stated that  
they did not like people visiting the house and that  they did not want 
any more callers. Furthermore when asked if they would like to meet 
more people, 62% reported that  they would not. In contrast only 37% of 
both the community and hospital groups reported that  they would not 
like to  meet more people. 



Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Response of each group to 

question.'Would you like to meet more people ?". 

Response Study Community Hospital 
Group Control Group Control Group 

Yes 30% 37% 42% 
No 62% 37% 37% 
Does not know 3% 20% 3% 
Other 0% 6% 18% 
No reply 5% 0% 0% 

In response to a query regarding how often they felt lonely the 
study group reported by far the lowest incidence of loneliness. The 
majority (70%) of the study group reported rarely feeling lonely, while 
only 43% and 42% of the community and hospital groups respectively 
made similar reports (Table 9.15). The highest incidence of loneliness 
was reported by the community group, 33% of whom reported feeling 
lonely very often as did 16% of the hospital group. However only 3% of 
the study group reported that they often felt lonely. There would 
appear to be no obvious explanation for the low levels of loneliness 
reported by the study group and for their reluctance to have more 
visitors or to meet more people. A possible explanation is that the 
group home setting provides a degree of companionship not experienced 
by the community group, many of whom live alone or by the hospital 
group for whom the numbers in the wards mitigate against the 
establishment of close social ties. 

Another possible explanation of the disinterest in extended 
social relationship expressed by the study group may be that  the 
prospect of meeting other people, especially those without a background 
of psychiatric illness, is  daunting for a group with a history of 
hospitalization which undoubtedly has serious implications for the 
social skills and self confidence of the group. 



TABLE 9.15 

Study of Quality of Life of Ex Psychiatric Patients returned to 
' Community Living, 1991. Response of each group to 

question. "How often do you feel lonely ?". 

Response Study Community Hospital 
Group Control Group Control Group 

Very often 3% 
Frequently 8% 
Occasionally 19% 
Rarely 70% 
Never 0% 
Does not know 0% 
Other 0% 
No reply .O% 

A number of the study group were very sensitive to the stigma 
of mental illness, with some not wishing to be publicly seen in the 
company of other people from the group homes, while another two 
residents reported that  they wanted to avoid meeting old friends and 
accquaintances who would be questioning them about their past and 
present situation. 

Finally, the study group were asked whether they had more 
family contact in the hospital or the group home. Just  over half (51%) 
reported that  they had the same amount of family contact since they 
moved to the group home, while 22% of the group had experienced an 
increase in contact with family members since their move to the 
community. Interestingly, 27% of the group felt that  since they left 
hospital they had less family contact. 

In response to a question asking whether they were lonelier in 
the house than in the hospital, almost half of the study group (41%) 
again reported tha t  the move to the  house had no effect on their 
feelings of loneliness. (Table 9.16) ' Significantly, 54% of the group 
reported that  they felt less lonely since moving to the group home and 
only 3% felt more lonely following the move. 



TABLE 9.16 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 199 1. Response of Study Group to question 
"Do you find i t  loneliner in the group home than the hospital ?" 

Response Study 
Group 

Yes 3% 
No 54% 
Same 4 1% 
Does not know 0% 
Other 3% 
No reply 0% 

Summary and Discussion 

The study and hospital group reported making and receiving 
significantly fewer visits than did the community group. Relatives, 
living companions and staff were the categories of people with whom 
the  study and hospital group interacted most. In contrast, the  
community group reported greater interaction with people not living 
with, or related to them. The hospital group appeared to have a very 
limited range of social contact with few reporting frequent visits or 
close relationships with other patients. Inter patient communication in 
the hospital wards appeared to be rare and most commonly of a non 
verbal nature. 

All of the three groups appeared to have little phone or letter 
contact with family and friends. Limited access to phones and poor 
reading and writing skills may be factors contributing to this finding 
especially in the case of the hospital group. 

The study group appeared to be on good terms with neighbours 
but reported little close contact with same. In contrast the community 
group reported a significantly higher degree of interaction with 
neighbours. 

The majority of the study and community groups, reported that  
people usually liked them however a slightly lower percentage of the 
hospital group made a similar report. Approximately half of the study 
and community group reported being satisfied with the amount of 
contact they had with their families, while just over a quarter of the 



hospital group expressed satisfaction yithL,the,lgv$d,of family contact 
they experienced. For many of the hospital group, lack of family 
contact was a source of sorrow. The study group reported the lowest 
levels of loneliness of the three groups with the community group being 
the most lonely. Approximately half of the community and hospital 
groups reported that they would enjoy having more people to visit or to 
receive visits from. Only a third of the study group however felt that 
they would enjoy having more people to visit or entertain. 

The move to the community appears to have influenced the 
degree of contact which some of the study group have with their 
families. 27% reported less family contact following the move while 
22% reported greater contact. Jus t  over half (51%) of the group 
reported that the move to the community had no effect on their level of 
family contact. I t  is noteworthy however that over half (54%) of the 
study group reported feeling less lonely since leaving hospital, with 
only 3% reporting that they were loneliner since the move. 

Discussion 

The majority of the study group were satisfied with the extent of 
their social contact though this was limited in comparison to that of the 
community group. Indeed the study group appeared to have only 
slightly higher levels of contact, than they had in hospital. This finding 
is not surprising given the limited style and degree of interaction to 
which the group were accustomed in the hospital setting. The majority 
of the study group did however make greater use of local shops, pubs 
and churches than they did when residing in hospital. 

Two similar studies conducted in the United Kingdom also 
found that there was little significant change in the social network or 
the number of friends reported by ex patients returned to community 
living. A 1990 study by the Taps research unit which reported on the 
clinical and social outcomes for 278 long stay patients one year after 
their transfer to the community, found that there was no significant 
difference in social contacts between the transferred group and a 
matched group who remained in hospital (54). 

54. Dayson, D. 61 Gooch, C. (1990) 
Clinical and Social outcomes of the long term mentally ill after one year in the 
community Results.from the fmt three cohorts: Team for the assessment of 
Psychiatric services (1990), Better out than in ?London: North East Thames, 
Regional Health Authority. 
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B Simarily the PSSRU study conducted between 1984 - 88 with a 
P view to measuring the quality of life of deinstitutionalised psychiatric 

patients, found that the ex patients reported only a slight increase in 
their number of social contacts, and a marginal increase in satisfaction 
with the extent of their social interaction (55). 

The deinstitutionalised group did however prove to be making 
regular use of local community facilities such as shops, pubs and places 
of worship and were engaging on more activity outside the confines of 
their place of residence than they had when they were based in hospital 
settings. (56) 

, The above findings raise questions regarding the probability of 
ex long stay patients becoming socially integrated into the community. 

l Such a process would appear to be difficult given the different nature of 
social interaction to which patients are accustomed in hospital. There 

C would appear to be a need to train ex patients and to recondition their 
1 communication patterns. The education of interested members of the 
F public about the communication problems of some ex patients may also 

facilitate greater interaction between former psychiatric patients and 
P 

the wider community. ' 



CHAPTER 10. 

AUTONOMY 

To establish whether the group home residents experienced 
greater independence following their move to the community, a section 
of the questionnaire was devoted to the topic of autonomy. 

Decision Making and Implementation 

Of the three groups, the community group reported being most 
often twarthed in efforts to implement personal decisions. In the 
month previous to the interview, 77% of the community group reported 
t h a t  there was somewhere they wanted to go, or something they 
wanted to do, but which they were preventedfrom doing. 32% of the 
hospital group made a similar report a s  did 19% of the study group 
(Table 10.1). 

TABLE, 10.1 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Response of each group to question. "Were 
you prevented from going somewhere or doing something in the last 

month ?". 

Response Study Community Hospital 
Group Control Group Control Group 

Yes 19% 
No 70% 
Does not now 3% 
Other 5% 
No Reply 3% 



The activities which the community group were prevented from 
doing were mostly related to paying bills, making purchases or going to 
some social event, with 65% of the group identifjring lack of money as  
the reason for not being able to carry out their wishes CTable 10.2). 

The Hospital group identified a variety of activities which they 
were prevented from doing. These included wanting to go home for a 
day, wanting to make a cup of tea in the afternoon, wanting to make 
phone calls, wanting to lie on the bed during the day, wanting to go to 
Glendower and wanting to bathe without supervision. Lack of 
permission from staff was the reason most commonly cited by the 
hospital group for their being unable to carry out their wishes. As table 
10.2 indicates, lack of transport, relatives and other patients were also 
identified by the hospital group as reasons for not being able to do what 
they wanted. 

The wishes which the group home residents reported being 
prevented from fulfilling included, returning to live a t  home or with 
relatives, visiting relatives, going to town in the evening, going to bingo 
regularly and having a wall built around a group home. Lack of 
transport was the most common reason identified by the study group 
for being unable to do what they wished, with opposition from relatives, 
Glendower staff and the Health Board also being identified as reasons 
for inability to carry out plans. 

These findings would suggest that the study group have more 
personal liberty than do the hospital residents, however they (study 
group) would appear to be more subject to the will of others than the 
community group, whose main constraint was financial in nature. 



TABLE 103 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Reasons identified by each group for 

being prevented from carrying out their wishes. 

Reasons Study Community Hospital 
Group Control Group Control Group 

Other patient4 
housemates 0% 
Health Board 3% 
Lack of Money 3% 
Glendower staW 
Hospital staff 3% 
Relatives 3% 
Lack of Transport 8% 
Illnes4disahility 0% 
No Reply 80% 

* Figures do not total 100 as some people identified no reason. 

Decision Makers in the Lives of the Three Groups 

The findings of a question inquiring whether the groups felt that 
others made decisions for them, also suggests that the community 
group are more autonomous than the study or hospital group. 29% of 
the hospital group reported that other people made a lot of decisions 
about what happened in their lives as did 27% of the study group. 
However only 13% of the community group made such a report. This 
would again indicate t h a t  the level of decision making power 
experienced by the community group is greater than that experienced 
by the study or hospital group. 



TABLE: 10.3 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Response of each group to question "Do you 

feel that other people make a lot of decision about what happens in 
your life ?'. 

Response Study Community Hospital 
Group Control Group Control .Group 

Yes 27% 13% 29% 
No 62% 84% 47% 
Other 5% 3% 11% 
Does not know 0% 0% 5% 
No reply 6% 0% 8% 

It  is noteworthy that there is little difference between the 
number of study group and hospital residents who felt that others 
make a lot of decisions regarding their lives. When asked to identify 
the people in their lives who had decision making power, nursing staff 
were most commonly mentioned by both the' study and hospital group. 
24% of the study group identified Glendower staff as the people that 
made the most decisions regarding their (study groups) lives, while 34% 
of the hospital group identified the nursing staff in the hospital as the 
main decision makers in their lives. Housemates and relatives were 
each identified by 5% of the study group as  decision makers with 
residents in Group Home A and Group Home B identifying particular 
housemates who made most of the household decisions. Relatives were 
seen by the study group to be responsible primarily for decisions 
regarding the groups place of residence. 

Feelings Regarding Authority 

Interestingly-16% of the community group (13% of whom felt 
that others made lots of decisions on their lives), reported that Doctors, 
Community Welfare Officers, Landlords and Local Authority Officials 
made decisions affecting their (community groups) lives. The majority 
of the community group appeared resentful of the power which such 
official people had over them, but the hospital and study group were 
mixed in their response to those in authority. A number of the hospital 
group appeared to be dissatisfied with the power others wielded over 
them, while only a minority of the study group seemed to resent the 



power they perceived others to  have over them. 3% of the study group 
felt that  they were "being watched" by the Glendower staff and saw the 
weekly visit of a staff member to the group homes as an "inspection". 
Similarly another 3% reported that the nurses still had a lot of control 
over them and that  they had to inform the staff before they bought 
anything big (eg. a coat) or if they were going away anywhere. 

The majority of the study group however, viewed Glendower and 
it's staff as  a source of support rather than supervision and seemed to 
draw comfort from the knowledge that  they could call on the staff for 
aid or advice a t  any time. The area of money management appeared to 
be an area in which a number of the study group still relied on the 
Glendower staff for help with some still having their money doled out 
on a daily basis by the staff. I t  would appear that for the majority of the 
study group the  supervision provided by the  Glendower staff i s  
supportive and enabling. 

In contrast a number of the hospital group appear to view the 
hospital staff a s  figures of authority who had to be obeyed and some 
resented having to comply with the demands of staff. Overall the 
hospital group reported mixed feelings regarding the staffs' role, some 
seeing it a s  helpful, while others viewed it as controlling. 

The more positive view of staff and their role, reported by the 
study group has a number of possible explanations. The most obvious 
explanation would be the  reduction in stafflclient contact and  
supervision, which relieves staff decision making in relation to the day 
to day living activities of the client. The close informal relationship 
which appears to develop between staff and clients in Glendower would 
seem to result in staff members being viewed as enablers and more 
acceptable decision makers, hence reducing the potential for power 
conflict between the study group and the Glendower staff. 

Satisfaction/Dissatisfaction with Autonomy 

The community group expressed a greater level of satisfaction 
with the amount of control they had over their'lives than did the other 
two groups. As table 10.4 indicates, the hospital group reported the 
lowest ra te  of satisfaction with only 42% claiming to be mostly 
satisfiedlpleased or delighted with the control they had over their lives. 
83% of the community group made similar'reports as  did 68% of the 
study group. These findings are not surprising given that the hospital 
group have the lowest rate of personal freedom and the community 
group the highest. 



TABLE. 10.4 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Satisfaction/Dissatisfaction with control 

over life as rated on the DD' scale by each group. 

D T Scale ' Study Community Hospital 
Group Control Group Control Group 

Terrible 
Unhappy 
Mostly dissatisfied 
Mixed 
Mostly satisfied 
Pleased 
Delighted 
No Reply 



With regard to decision making power in their place of 
residence the study group expressed a higher rate of satisfaction than 
did the hospital group, while the majority of the community group 
(64%) did not reply to the question as they felt it was not applicable to 
their domestic situation. 11% of the study group reported feeling either 
mostly dissatisfied, unhappy or terrible about their say in the running 
of the house where they lived. 

Two group home residents one from group home A and one from 
group home D reported that another resident in each of the respective 
houses made all the decisions and instructed the others as to what to 
do. Another resident in group home C felt that because she moved to 
the house later than the other residents, most of the decisions 
regarding the running of the house had been made prior to her arrival. 
The particular resident reported that she could rarely eat her dinner as 
she disliked the meat provided and that the other residents never 
consulted her regarding what she would like. 

34% of the hospital group reported feeling mostly dissatisfied, 
unhappy or terrible with regard to the input they had in the running of 
the wards. Dissatisfaction was expressed about not being consulted 
regarding, menus, times of meals and moves to other wards. One 
patient also expressed dissatisfaction with having no choice in what 
clothes she wore while another felt the she should be allowed to lie on 
her bed when she wished. 

Overall the hospital group would appear to have little 
independence with 71% reporting that they had to do what staff told 
them and only 5% feeling that they could do what they wished on the 
ward (Table 10.5). This high awareness of control reported by the 
hospital gronp is a possible explanation of the high level of satisfaction 
the study group experience with regard to their current level of 
independence. 



TABLE 10.5 - 
Study of Quality of Life of Ex Psychiatric Patients returned to 

Communit Living, 1991. Hospital Control Group response to question "80 you have to do what staff tell you on the wards?'. 

Response Study 
Group 

Yes 7 1% 
No 5% 
Sometimes 8% 
Other 3% 
Does not know 5% 
No reply 8% 

Satisfaction/Dissatisfaction with extent of decision 
making power 

It  would appear that study group have greater decision making 
power than their hospital counterparts. The tendency for certain 
residents to establish themselves as "bosses" in the group homes is 
noteworthy and there would appear to be a role for staff in either 
advising the group how to deal with such situations or in intervening 
themselves. Indeed the incidence of one individual assuming all 
decision making power in a house was reported by over a third of the 
group home residents as  table 10.6 indicates and as  such i t  would 
appear to be an issue for consideration by staff. 

TABLE 10.6 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Study Group's response to question 
"Does someone in the house take over and make decisions for 

everyone". 

Response Study 
Group 

Yes 24% 
No 51% 
Sometimes 11% 
Does not know 0% 
Other 5% 
No Reply 9% 



Finally the hospital and study groups were asked-directly if they 
felt that the nursing staff in Glendower and the hospital had a lot of 
control over them. There was significlt  difference in the replies 
given by the the two groups with 76% of the hospital group answering 
in the affirmative as opposed to 30% of the study group. 

The hospital group reported having very little autonomy even in 
relation to basic things such as deciding what and when to eat or what 
to wear. Only 8% of the hospital group reported that they could ask for 
a particular food of their choice with a si/milar percentage reporting 
that they could get a cup of tea from the kitchen when they wished. 
The majority of the hospital group 87% and 79% respectively, reported 
that they could not decide what, or when, they wanted to eat. A greater 
number of the hospital group reported autonomy in relation to choice of 
clothing. 45% claimed that they could choose their own clothes while 
48% felt that they could not (table 10.7). The areas in which the 
hospital group appear to experience a high level of autonomy, are those 
of finance and leisure. The majority of the group (94%) reported that 
they could decide themselves what to do in their spare time, while 79% 
made a similar report in relation to spending their money. 

TABLE 10.7 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Hospital response to question "Can you 

decide what and when to eat, what to wear, how to spend your money 
and what to do in your spare time ?". 

Study'Group What to When to What to 
Response eat eat wear 

Yes 7% 7% 45% 
No 87% 79% 46% 
Sometimes 0% 0% 0% 
Other 3% 5% 3% 
Does not know 0% 5% 3% 
No reply 3% 3% 3% 

How to 
spend 
money 

79% 
5% 
0% 

11% 
0% 
5% 

What to do 
in spare 
time 

94% 
0% 
0% 
3% 
0% 
3% 



It  must be noted-however that few had any disposable income and that 
leisure options are limited on the wards. While the need for a degree of 
routine and organisation in a ward and hospital setting is undeniable 
and acceptable, a case must be made for some level of client input into 
decision making regarding every day activities e.g. planning menus and 
choosing clothes. Indeed freedom to make decisions relating to 
choosing and buying clothes, making meals and going out were the 
most valued by the study group. 

Independent Living Implications for Autonomy 

The move to community living would appear to have 
significantly increased the degree of autonomy and independence 
experienced by the study group. 89% of the group reported that they 
were making more decisions for themselves since they left hospital and 
84% reported that they felt more in control of their lives since making 
the move to the group homes. 

TABLE 10.8 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Study Groups response to question "Do you 

make more decisions now than when you were in hospital". 

Response Study 
Group 

Yes 89% 
No 0% 
Sometimes 0% 
Does not know 0% 
Other 5% 
No Reply 6% 

Summary and Discussion 

The study group appear to have significantly more personal 
liberty than the hospital residents but would appear to be more subject 
to the will of others than are the community group. A significantly 
lower number of the study group,(30%), as compared to the hospital 
group (76%), reported that staff had a lot of control over them. 



The study group for the most part viewed staff authority as a 
positive thing seeing the Glendower staff as a'i'esburce. contrast a 
significant number of the hospital group appeared to resent the 
authority which the hospital staff had over them. The majority of the 
study group reported making significantly more decisions for 
themselves since leaving hospital and indicated that they felt more in 
control of their lives since the move. One third of the study group 
reported that an individual within their house, usurped the decision 
making role to the detriment of the autonomy of other residents. 

The hospital group appeared to have very little decision making 
power in the wards, even in relation to basic activities such as choosing 
what and when to eat or what to wear. However the hospital group 
reported a high level of autonomy in the areas of spending their money 
and deciding how to spend their leisure time. 

Discussion 

The study group appeared to experience a significantly higher 
level of autonomy than do their hospital counterparts and this would 
appear to be a source of satisfaction for the majority of the group. The 
five members of Jones's, 1985 study group (consisting of longstay 
psychiatric patients returned to community living in supervised flats), 
(67) also identified the absence of supervision in their place of residence 
and their consequent autonomy as a source of satisfaction. 

Research conducted by Wills et a1 as part of the Taps study 
1990, compared the attitudes of long stay psychiatric patients in 
hospital and community care, before and one year after, discharge from 
hospital to a,variety of community settings, both staffed and unstaffed. 
(se) The study revealed that while only 5% of the group liked the level 
of permissiveness they experienced when in hospital, 24% reported 
liking the degree of permissiveness they experienced in the community. 

The positive view which the majority of the Waterford study 
group have of the Glendower staff and the close relationship they 
appear to have with them (staff) would appear to colour the study 
group's perception of the role which the Glendower staff play in relation 
to decision making. 

The Glendower staff are seen to have a supportive as distinct 
from supervisory role and this would appear to be a very positive 
outcome of the Glendower prograinme. The reports of domineering 

58. Wills, W. d d (1990).op.cit 



fellow residents made by some-of the study group are a cause for 
concern. There would appear to be a need for a structured feed back 
system whereby complaints regarding such situations could be made to 
staff. The possibility of such situations developing could possibly be 
discussed with the residents during their re-socialization training. 
This would alert residents in advance that such situations may arise 
and would provide a forum for discussing how to avert or deal with 
such a development. 



CHAPTER 11 

ROLE AND SELF-ACTUACIZATION 

Feelings of Importance 

Of the three groups the community group appeared to have the 
greatest sense of self worth and self importance (Table 11.1). 77% of 
the community group believed that  they were important to other 
people, while only 43% and 30% respectively, of the study and hospital 
groups, made similar reports. The greater sense of self importance 
possessed by the community group was also evident in the &oupls 
response to a question asking whether they would be missed if they 
went away. 83% of the community group believed that there were 
people who miss them, 65% of the hospital group felt they would be 
missed and 57% of the study group also believed that they would be 
missed if they went away. The lo'wer levels of self importance 
expressed by the study and hospital groups is most likely a reflection of 
their limited range of social relationships. ' 

Study of Quality of life of long stay Psychiatric Patients returned to 
community living, 1991. Responses.of EacK,Group To Question 

"Do You Think You Are Important dothers?".  

Response Study Community ~ o / s ~ i t a l  
Group Control Group Control Group , 

Yes -43% 77% 30% 
No 30% 13% 51% 
Sometimes 8% 3% 3% 
Does not know 

3 .  

15% 7,% 8% 
Other .; 3% 0% 5% 
No reply 3% 0% 3% 

I 
l 

I t  is noteworthy however that 9% of the study group reported that I 
they felt more important since they came to live in the group homes 4 

-and attributed this to the fact that the other residents in the houses I 
l 
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liked and were concerned about them. As such it would appear that the 
more close knit setting of the group homes, is more facilitative of the 
development of closer relationships than the hospital wards in which 
the study group resided prior to their move to the community. 

Despite the relatively low level of self importance expressed by'the 
study group, the majority would appear to consider their work to be 
useful to others (Table 11.2). 84% reported that the work they did 
helped others. Further queries on the issue revealed, however, that the 
study group were, for the most part, referring to the domestic work 
they did in the group homes. 9% of the study group commented on the 
fact that the house work and cooking which they undertook in the 
group homes, rendered them very important to the other residents. 
54% of the hospital group felt the work they did was helpful to others, 
while only 40% of the community group felt likewise. 

Table 112 

Study of Quality of life of long stay Psychiatric Patients returned to 
community living, 1991. Response to Question "Is the Work You Do 

UsefuVHelpful to Other People?". 

Response Study 
Group 

Yes 84% 
No 7% 
Some of it 3% 
Does not know 3% 
Other 0% 
No reply 3% 

Community 
Control Group 

Hospital 
Control Group 



Skill Development and Use 

The study group expressed a significantly greater level of 
satisfaction with the opportunity they had to use their skills, than did 
the other group. As Table 11.3 indicates, 68% of the study group 
reported being either mostly satisfied, pleased or delighted with the 
opportunity they had to use their skills, while only 47% and,19% of the 
community and hospital groups, made similar reports. Similarly the 
majority (65%) of the study group reported learning new skills in the 
past years as  did 7% and 30% of the community and hospital groups 
respectively. The skills which the study group reported learning were 
primarily of a domestic nature and in many cases related to training 
received in Glendower. 

Indeed the greater satisfaction expressed by the study group 
regarding their ability to use the skills they have, was in a significant 
number of cases related to the opportunities they had for domestic 
chores and self care tasks in the group homes. The low level of 
satisfaction reported by the community group is explained by their lack 
of employment, and the frustration this caused for many of the group. 
The hospital groups dissatisfaction with their opportunity to use skills 
may in part be explained by reference to the inactivity of patients who 
do not attend the day activity centre and who have few, if any, domestic 
or, self care tasks to attend to. It would thus appear that the study 
group very much appreciate the opportunity for self care and domestic 
tasks, provided by community living. 



t 

Table 11.3 
l 

Study of Quality of Life of long stay Psychiatric Patients returned to 
Community Living, 1991. Groups' Satisfaction with Opportunity to 

l 

Use Their Skills as Rated on the D-T Scale. 

DIT Scale Study Community Hospital 
Group Control Group Control Group 

l 

Terrible 0% 13% 5% 
Unhappy 5% 20% 5% 
Mostly Dissatisfied 8% 10% 16% 

P Mixed 16% 7% 14% 
l 

Mostly Satisfied 14% 10% 5% 
I 

P Pleased 5 1% 37% 14% 
L Delighted 3% 0% 0% 
B No reply 3% 3% 41% 
b 
1 

L Self Actualization 
t 

I The study group reported a greater level of feeling wanted and 
I useful. As Table 11.4 indicates, 86% of the study group felt they were 

wanted and useful, while only 43% of both the community and hospital 
b 

l 
group felt likewise. 9% of the hospital group felt strongly that they 

b were not wanted in the hospital and another 6% felt that if they were 
living outside the hospital they would have a lot more things to do and 

B would thus be more useful. Unemployment, the breakdown of marital 
I relations and the lack of any dependants, were the reasons most 

commonly cited by the community group to explain their feelings of 
being unwanted or useless. 

t 

B 
l 

L 

l 

1 
1 

1 139 
l 

J 



Table 11.4 

Study of Quality of Life of long stay Psychiatric Patients returned to 
Community Living, 1991. Response of Each Group to Question 

"Do You Feel Wanted and Useful?'. 

Response Study Community Hospital 
Group Control Group Control Group 

Yes 86% 43% 
No 5% 37% 
Sometimes 3% 13% 
Does not know 3% 4% 
Other 0% 3% 
No reply 3% 0% 

The work carried out in the group homes, and the relationships 
formed with the other residents were again put forward by the study 
group as  the factors giving rise to their feelings of usefulness and 
belonging. However quiet a few (32%) of the study group felt that they 
could be doing more with their lives, while a similar percentage 
reported that there was some activity or type of work which they felt 
they would be good at, if given an opportunity to attempt it. (Tables 
11.5 and 11.6). 15% of the study group expressed strong feelings 
regarding their work in the day activity centre. Of these 15%, 9% felt 
that they were capable of undertaking real "work" as opposed to the 
activities they were involved in at  the day centre. 3% expressed a wish 
to go on some type of training course and another 3% felt that the work 
they undertook a t  the activity centre was not enough to keep one 
occupied. 

A greater percentage (57%) of the community group reported that 
they felt they could be doing more with their lives, while 60% reported 
that there was some activity they would be good at if they had a chance 
to ao it. (Tables 11.5 and 11.6). The high percentage of the community 
group expressing such feelings is undoubtedly a reflection of their 
previous work lives and their experience of success in various areas of 
work. Interestingly a slightly greater percentage (43%) of the hospital, 
as compared to the study group, reported that there was some activity 
which they felt would be good at, if given a chance. The activities 
which the hospital groups felt they would be good a t  were mostly 
housework or outdoor work. 



Table 115 

Study of Quality of Life of long stay Psychiatric Patients returned to 
Community Living, 1991. ~ e s ~ o n s e  o f ' ~ a c h  Gfoup to Question "Do You 

Feel You Could Be Doing More with Your Life?'. 

Response Study 
Group 

Yes 32% 
No 5 1% 
Sometimes 5% 
Does not know 0% 
Other 5% 
No reply 7% 

Community 
Control Group 

Table 11.6 

Hospital 
Control Group 

Study of Quality of Life of long stay Psychiatric Patients returned to 
Community Living, 1991. Response of Each Group to Question 

"Is There Anything You Feel You Would Be Good At If You Were Given 
The Chance To Do It?'. 

Response Study Community Hospital 
Group Control Group Control Group 

Yes 32% 60% 
No 57% 30% 
Does not know 5% 10% 
Other 3% 0% 
No reply 3% 0% 



Community Living - Implications For Self- 
Importance 

The majority (68%) of the study group reported feeling more 
important and more useful since moving to the community. (Table 
11.7). These findings would suggest that  the study groups home setting 
provides, residents with greater opportunity for developing the social 
relations which give rise to feelings of belonging, while the domestic 
and self care tasks associated with independent living would appear to 
make available to residents, roles which engender feelings of usefulness 
and self importance. 

Table 11.7 

Study of Quality of Life of long stay Psychiatric Patients returned to 
Community Living, 1991. Response of Study Group to Question 

"Do You Feel More Important and More Useful Since You Moved to the 
Community?". 

Response Study 
Group 

Yes 68% 
No 11% 
Does not know 8% 
Other 11% 
No reply 3% 

Summary and Discussion 

86% of the study group, 43% of the hospital group and a similar 
percentage of the community group felt that' they were useful and 
wanted. However only-43% and 30% respectively, of the study and 
hospital groups, felt that  they were important to to other people, while 
the majority (76%) of the community group considered themselves to be 
important to others. 

The domestic and self care tasks involved in independent living and 
the  opportunity which the  group home setting provided for the 
development of group identity and closer social relations were reasons 



identified by the study group for their feelings of being useful and 
wanted. 

32%, 60% and 43% of the study, community and hospital groups 
respectively, reported that there was some work or activity which they 
felt they would be good at, if given an opportunity to try it The majority 
(68%) of the study group reported feeling more important since they 
moved to the community, while 76% of the group reported feeling more 
important since the move. 68% of the study'group also felt that they 
were more needed since they left the hospital. 

Discussion 

The above findings would suggest that the move to community living - 

has facilitated the development of a greater sense of self importance 
among the study group. The extra tasks and responsibilities associated 
with group home living would appear to be appreciated by the study 
group, who find the completion of-such tasks fulfilling. A minority 
(32%) however, would appreciate the challenge of more purposeful work 
than that in which they are engaged. 



RELIGION AND SPIRITUALITY 

Religious Persuasion 

The majority of the three groups reported that  they were 
members of the  Roman Catholic faith with the  community group 
having the highest percentage of people reporting that they follow no 
religion. (Table 12.1). 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Religious persuasion of each group. 

Religion Study Community Hospital 
Group Control Group Control Group 

No religion 3% 9% 
Roman Catholic 86% 82% 
Church of Ireland 0% 0% 
Presbyterian 0% 0% 
Other 5% 9% 
No reply 6% 0% 

Most of those interviewed reported that they were practising 
their faith with only 5%, 13%, and 8% of the study, community and 
hospital group respectively, reporting tha t  they no longer attended 
religious ceremonies. A dislike of crowds was identified by two of the 
study group as  a reason for their non attendance a t  mass; with both 
reporting that  they felt scared when the church was crowded. Lack of 
transport was also identified by a number of the study group as  a 
reason for non attendance a t  mass. The members of one of the group 
homes, group home D, reported that  they usually hired a taxi to take 
them to church while others reported that  they stayed a t  home if i t  was 
too wet or cold to walk. 

As such transport or access difficulties experienced by the study 
group may explain why they have a slightly lower level of mass 



attendance than their counterparts who are still in the hospital setting. 
The hospital group reported the highest rate of attendance a t  mass 
with 71% reporting that they went to church once a week or more. 54% 
of the study group and 49% of the community group also attended mass 
on week days. However it would appear that for the hospital group 
mass attendance is to some extent, a means of alleviating boredom or 
passing away the time. Indeed only 53% of the hospital group reported 
that religion added meaning to their lives while 68% and 72% of the 
study and community groups; respectively, made similar reports. (Table 
12.2). This would suggest that religion was of greater importance to 
the community group than to the other two groups. A number of the 
community group mentioned that religion was the foundation of their 
lives and the only thing that gave meaning to the poverty they found 
themselves in. Three members of the study group also claimed that 
religion played a very important role in their lives, with one member of 
the group spending most of her free time in solitary prayer. None of the 
hospital group appeared to have such zealous adherence to their faith. 

TABLE 12.2 

Study of Quality of Life of Ex Psychiatric Patients Returned to 
Community Living, 1991. Response of each group to question. "Does 

Religion give meaning to your life". 

Response Study Community Hospital 
Group Control Group Control Group 

Give meaning 67% 72% 
Gives no meaning 11% 13% 
Other 14% 12% 
No reply 8% 3% 



Participation in Religious Activity 

To assess the extent of each group's participation in religious 
events and activities, a checklist of same was administered to the 
groups. As table 12.3 indicates, the study group reported the highest 
degree of participation in religious events. Indeed participation in 
religious events would appear to be a means of community integration 
for some of the study group a3-d-attendance a t  religious ceremonies 
would seem to be a social outing for many of the study group. Members 
of the study group residing in four of the group homes also reported 
that they had been visited by members of the Legion of Mary who were 
due to make regular visits. The other community organisation who 
regularly visited the study group also had religious ties, with those 
visiting being student priests. As such i t  would appear that the 
religious affiliations of the study group are one of their greatest sources 
of social contact and community integration. 

TABLE 125 

Study of Quality of Life of Ex Psychiatric Patients returned 
to Community Living, 1991. Percentage of each group attending 

religious activities in the year prior to interview. 

Religious Study Community Hospital 
Activities Group Control Group Control Group 

Rosary a t  
church shrine 
Novena in church 
Mission in church 
Pilgrimage 
Legion of Mary 
Group 
pioneer group 
Church Choir 
Any other church 
run activity 
No reply 



Satisfaction/Mssatisfaction with opportunity for 
Religious Observance 

Finally the groups were asked how they. felt about the 
opportunity and time which they had to practice their religion. The 
majority of each of the groups reported being either mostly satisfied, 
pleased or delighted, with their opportunity to partake in religious 
observance. However, one member of the study group a member of the 
Palomeric Church reported grave dissatisfaction with the fact that she 
had to travel to Dublin to attend her churchs' ceremonies. A member of 
the community group who was housebound due to a stroke, also 
reported dissatisfaction a t  his inability to attend religious ceremonies. 

Independent Living and Hospital Living - 
Implications for spirituality 

To assess whether the move from hospital had any effect on the 
role which religion played in the lives of members of the study group, 
they were asked if religion meant more or less to them since they 
moved to the community. (12.4). The majority of the group (62%) 
reported that  leaving hospital had had no effect on their feelings 
regarding religion. 11% claimed that religion meant more to them since 
they moved to the community while 14% reported that religion meant 
less to them since the move. 

TABLE 12.4 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Study Group's response to question 

"How do you feel about Religion since you moved to the community ?'. 

Response Study 
Group 

Religion means same 62% 
Religion means more know 11% 

14% Religion means less now 
Other 7% 
Does notknow 3% 
No reply 3% 



With respect to the  hospital group, the  majority, (63%), 
reported that  their admission to hospital had not had any effect on 
their feelings regarding religion with 16% reporting that  religion meant 
more to them before they entered hospital, while half that  number, 8%, 
reported that  i t  meant less to them before their hospitalization. 

TABLE 125 

Study of Quality of Life' of Ex Psychiatric Patients returned to 
Community Living, 1991. Hospital Group's response to 

question "Does Religion mean more to you know than i t  did before you 
came to the hospital ?l. 

Response 

Religion means same 
Religion means more 
Religion means less 
Other 
Does not know 
No reply 

Hospital 
Control Group 

Overall there would appear to be little difference in the role 
which religion plays in the life of the three groups. However the 
community group in general, appear to have made more conscious 
decisions regarding their religious practice. Some of the study group 
and many of the hospital group would appear to have given little 
serious thought to religion but rather to have fallen in with the general 
routine of religious observance followed by their peers. 

A number of people in each of the groups appear to view religion 
as  a source of strength and solace, as is evidenced by the zealous prayer 
and religious observance demonstrated by a minority of the study and 
community groups. Furthermore religious affiliation would appear to 
be a means by which the group home residents are integrated into and 
sought out by the communities they have joined. 



Summary and Discussion --. -c 

The majority of the three groups were practising Roman 
Catholics. 

The hospital group reported the highest rate of attendance a t  
mass while the group home residents reported the highest rate of 
attendance a t  other religious events e.g. novenas, rosaries, etc. 

Religious affiliation afforded the study group the opportunity to 
integrate with other members of the community and provided some 
with a reason for regular outing. 

Transport problems and a fear of crowds were the reasons most 
commonly identified-by the study group for failing to attend mass 
weekly. 

Discussion 

The move to the community appears to have had no effect on the 
meaning which religion has for the majority of the study group 
although a small percentage reported that religion meant more or in 
cases less to them since they left hospital. 

The familiarity with church attendance which the study group 
have since their hospital days would appear to be a factor in their 
continued attendance a t  mass and religious ceremonies, which in many 
cases constitute the only social outing and incidence of community 
involvement reported by the study group. This would suggest that the 
introduction of patients to various types of pastimes or social activities 
prior to their departure from hospital would facilitate their future 
development of social contacts and their integration into community 
life. 



-,n t r t  v .  
CHAPTER 13 

OCCUPATION/WORK 

The collection of information on the work patterns of the three 
groups proved extremely difficult due to the differing levels of activity 
and inactivity of the groups and their different perceptions of what 
constituted work. Furthermore the age of some of the residents would 
have mitigated against, their being employed. 42% of the hospital 
group and 24% and 6% of the study and community group respectively 
reported having reached retirement age. 

Work Participation 

The study group reported the highest rate of involvement in 
structured activity. 54% of the study group attended a day activity 
centre on weekdays (Table 13.1). 26% of the hospital group also 
attended such centres which are located on the hospital grounds. The 
attendance of the hospital group a t  the activity centre appeared to be 
less regular being dependent on weather conditions (patients walk to 
the centre which is a t  the lower end of the hospital grounds). The 
members of the hospital group who did attend the day centre generally 
made favourable comments regarding same. The company provided by 
other workers, the relief provided from the monotony of the ward and 
interestingly the  tea provided a t  break were all identified as  
advantages of attendance at the day centre. It is also noteworthy that 
the majority of the hospital group felt that the decision regarding their 
attendance or non attendance a t  the centre was made by the staff 
without their (patient) consultation. 

A number of the hospital and study group also reported doing 
various service jobs around the hospital. Some work in the laundry 
attached to the activity centre and one member of the study group 
worked in the hospital stores. Two of the hospital group worked in the 
hospital kitchen delivering food to the wards and one member of the 
hospital group worked in the hospital stores. A few of the hospital 
group also reported that tbey occasionally did domestic chores in the 
hospital such as sweeping the recreation hall or hospital .corridors. A 
number of the hospital group taking part in a domestic training course 
on their ward, identified the chores (e.g. laying tables and washing up) 



which they undertook every tourth week as part of their training as 
work. With regard to. the community group only one individual 
reported engaging in regular. activity namely as a volunteer in a local 
welfare rights centre. The remainder of the group reported that their 
work routine consisted of domestic chores. 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Daily work activity participated in by study , 

and hospital control groups. 

Work Activities Study Hospital 
Group Control Group 

Open employment 0% 0% 
Day Activity Centre 54% 26% 
Rehab workshop 3% 0% 
Domestic work 27% 5% 
Other* 13% 32% 
No reply 3% 37% 

* Category other refers in this instance to members of the hospital 
control group who undertake domestic chores in turn as part of a 
training programme run in their ward. 



Sheltered Employment/Day Activity Centre 

The work undertaken by the study,and hospital groups in the 
day activity centres would appear to be unskilled or semi skilled in 
most cases. (Table 13.2). 24% of the study group were involved in 
putting dice in bags for inclusion in board games, 3% assisted in the 
making of wire fencing and a further 3% fitted wires into protective 
tubing. 

The study group attending the Dungaman activity centre were 
engaged for the most part in the making of rugs or the sorting of wool 
for rugmaking while some also made simple products using a sewing 
machine. A member of the study group attending the activity centre 
located in the psychiatric unit of Waterford Regional Hospital was 
involved in the weaving of baskets. There would appear to be little 
difference in the work carried out by the two groups in the activity 
centres. The hospital group however do not partake in mat  
makinglsewing or basketry as these activities are not provided in the 
activity centre located on the grounds of St. Otteran's hospital where 
the patients reside. 

Only one individual out of the three groups was in open paid 
employment that being a female member of the study group.who 
reported working two hours a fortnight as a cleaner. Another member 
of the study group was in sheltered employment in a Rehab workshop 
while a third reported that he.used to do home contract work, putting 
leaflets in envelopes but was encouraged by the hospital staff to give up 
this work. The hospital staff considered the rate of payment the 
individual received to be exploitative. The 27% of the study group who 
remained a t  home all day considered the household chores they 
undertook as  their work. All of the study group carry out certain 
domestic chores a t  evening and weekends, primarily making their own 
beds and taking turns with washing up, laying tables, hoovering and 
dusting. 



TABLE 13.2 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. v p e  of work engaged in by study 

and hospital group. 

Work Type Study Hospital 
Group Control Group 

Bagging dice 24% 
Making fencing 3% 
Wire work 3% 
Laundry work 8% 
Mat making ) 
Sewing 1 
Weaving ) Other 35% 
Ward work 1 
Kitchen work ) 
No work in activity centre 24% 
No reply 3% 

Independent Living - Implications for work 

Surprisingly 81% of the group home residents reported that  they 
were doing different work since they left the hospital. Due to the vague 
nature of the question in relation to the changes in work activity 
following movement to the community, i t  is  impossible to identify 
specifically the differences in the work now undertaken by the study 
group. However the members of the study group identified a number of 
changes in their work practices which would result in their reporting 
that they were doing different work since they l e e  hospital. 

Firstly, the lower rate of day centre attendance reported by the 
hospital group suggests that  some of the study group may have only 
begun to attend the day centre following the move to the community. 
Secondly, a number of the study group reported changing the activity 
they were involved in a t  the  centre. There would appear to be 
occasional rotation of workers from laundry to packing work and also 
an occasional interchange of workers involved in the different activities 
in the centre. Finally, some of the study group reported being involved 
in hospital or ward work prior to their move to the community and a 
minority reported missing this work. 
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These factors provide possible explanations of the high rate of 
"different" work reported by the members of study group. Overall 
however these changes do not constitute any major change in the type, 
location or status of the work undertaken by the study group. The only 
significant change in  the study group's work pattern would be a 
possible increase in the numbers attending the activity centre as  
suggested by the higher percentage of the study group, as  compared to 
the hospital group currently attending the activity centre. 

In general there would appear to be little opportunity for 
members of the .study group to secure employment on the open market. 
This was a source of concern for 12% of the group who expressed a 
desire to seek open employment. One individual who formerly trained 
as  a labatory technician, was anxious to return to work in this field and 
had completed a computer course at the local technical college a s  a 
move toward same. Anxiety over loss of disability benefit was 
preventing this individual from applying for a government "return to 
work scheme". Another of the group who had developed skills as a 
machinist with Rehab expressed a wish to move from his sheltered 
employment position to open market eniployment, while another 
wished to find work in the clerical field in which he had experience. 

The only member of the study group in employment (two hours a 
fortnight as  cleaner) expressed a desire to extend her hours. Given the 
current economic climate and the past history of the study group it 
would most likely prove difficult for members of the study group to 
secure open employment for same. However there would appear to be a 
need among a minority of the study group for guidance in relation to 
seeking open employment. There would.appear to  be a role for staff in 
the provision of such guidance and perhaps in advocating the cases of 
particular clients in the local employment market. 

Domestic Work 

The study groups move to community living had significant 
implications for the amount of domestic chores they engaged in. As 
table 13.3 indicates, the level of domestic activity reported by the study 
group is significantly greater than that  engaged in by the hospital 
group. The level of domestic tasks undertaken by the study group 
would appear to be indicative of the extent of the skills acquired during 
their resocialization training and suggest a much greater level of 
independence and autonomy than that  experienced by the hospital 
group. 



TABLE 13.3 
-a-. 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Percentage of each group 

participating in domestic activities. 

Domestic 
Activity 

Wash up 
Cooking 
Washing 
Shopping 
Making beds 
Ironing 
~ o o v e r i n ~  
SettindCleaning fires 
LayingICleaning tables 

Study Community Hospital 
Group Control Group Control Group 

It  is also noteworthy that many of the study group identified the 
execution of domestic tasks as a great source of satisfaction. Indeed 
when asked if there was any work which they were not currently 
engaged in that they felt they would enjoy or would be good at, quite a 
few identified domestic chores such as  baking, mending or general 
'keeping house" as things which they would like to do (Table 13.4). The 
other type of work frequently mentioned by the study group a s  
something they would enjoy and be good a t  was outdoor work and work 
relating to farming. Similarly of the 42% of the hospital group who 
claimed that there was other work they would enjoy, the majority 
identified domestic work or farm/outdoor work a s  desirable. The 
community group, the majority (61%) of whom reported that there was 
some type of work they would enjoy and be able to do, identified a 
much wider range of occupations which they would like to take up. 



TABLE 13.4 
. , m -  

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Response of each group to question. "Is 

there any work you would be good a t  and would enjoy ?". 

Response Study Community Hospital 
Group Control Group Control Group 

Yes 38% 6 1% 
No 56% 26% 
Other 3% 13% 
No reply 3% 0% 

Satisfaction/Dissatisfaction With Work 

The study group appeared to be more satisfied with their work 
situation than either of the other two groups. As table13.5 indicates 
78% of the study group reported being .either mostly satisfied, pleased 
or delighted with the type of work they were engaged in. 

37% of the hospital group made similar reports while only 6% of 
the  community group did likewise. The  majority (87%) of the  
community group did not reply to the question asking them to rate 
their satisfaction with work as  they did not consider the daily domestic 
chores they undertook a s  being real work. 

TABLE 13.5 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 199 1. Study of quality of life of long stay 

psychiatric patients returned to community living, 1991. Each groups' 
satisfaction with the type of work they do as  rated on the DR' Scale. 

DPT Scale Study Community Hospital 
Group Control Group Control Group 

Temble 
Unhappy 
Mostly dissatisfied 
Mixed 
Mostly satisfied 
Pleased 
Delighted 
No reply 



The study group also expressed a high rate of satisfaction with 
the number of hours they worked and the people they worked 
with.(Table 13.6 and 13.7). The majority (57%) reported that they were 
pleased with their work hours while 49% reported being pleased with 
their workmates. It  is difficult to compare the work satisfaction rates 
reported by the hospital and study boup as the former had quite a 
high rate of no response. 

Similarly a 100% no response was recorded for the community 
group none of whom worked outside their homes. Lack .of work was for 
many of the community group an obvious source of anxiety and 
dissatisfaction. However the hospital group in general seemed less 
concerned about work. The greater concern expressed by the 
community group about work is probably a reflection of the status and 
financial and social benefits associated with employment, factors which 
would be of less significance to the long stay hospital group. 

TABLE 13.6 

Study of Quality of Life of Ex Psychiatric Patients returned 
to Community Living, 1991. Study of quality of life of 

longstay psychiatric patients returned to  community living 
1991. Each group's satisfaction with work hours as rated on 

the D/r Scale. 

D/T Scale Study Community Hospital 
Group Control Group Control Group 

Terrible 0% 
Unhappy 0% 
Mostly dissatisfied 5% 
Mixed 11% 
Mostly satisfied 14% 
Pleased 57% 
Delighted 14% 
No reply 0% 
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TABLE 13.7 

Study of Quality of Life of longstay psychiatric patients returned to 
Community Living, 1991. Group's satisfaction with work mates 

as rated on the DIT Scale. 

D/T Scale Study Community Hospital 
Group Control Group Control Group 

Terrible 
Unhappy 
Mostly dissatisfied 
Mixed 
Mostly satisfied 
Pleased 
Delighted 
No reply 

Summary and Discussion 

57% of the study group and 29% of the-hospital group engaged 
in regular structured work activity. None of the community group 
engaged in formal work. Only one individual out of the three groups 
was in paid open employment, this being a two hour per fortnight 
cleaning position held by a female member of the study group. 

The majority of the study and hospital group who engaged in 
regular work activity, did so in three day activity centres located on the 
grounds of St. Otteran's Hospital, the psychiatric unit in Waterford 
Regional Hospital and the Newport day centre in Dungaman. 

The study group reported a significantly greater level of 
engagement in household chores than did the hospital group with the 
execution of household chores being identified a s  a source of 
satisfaction by many of the study group. The work undertaken in the 
day activity centres is for the most part of a repetitive unskilled or 
semi skilled variety. Only a minority of those attending the activity 
centre expressed dissatisfaction with their work. 

The fact that all members of the community group were either 
employed or unable to work, renders a comparison of the work 
satisfaction of the community and study groups an impossibility in this 
study and a s  such mitigates against drawing hard conclusions 



regarding comparative levels of work satisfaction. The study group 
would however appear .to be slightly more satisfied with their work 
situation than are the hospital group. 

A minority (12%) of the study group were however anxious to 
leave sheltered employment and to seek work in the open market. 
Overall the study group reported high levels of satisfaction with their 
work situation. Comparison of satisfaction rates between the three 
groups was not possible due to lack of information from the hospital 
and community groups who had limited work involvement and varying 
perceptions of what constituted work. 

Discussion 

The findings in this section namely a relatively high level of 
study group satisfaction with work and occupation is somewhat similar 
to Lehman et al's findings that the area of work was one of the few 
areas in which ex patients were as- satisfied as  socially disadvantaged 
control groups. (9) 

There would appear however to be a need for the establishment 
of an advisory/advocacy system for members of the study group wishing 
to retrain or move into open employment. Furthermore a system of 
easy movement between the various work areas in the activity centres 
would possibly be appreciated by some of the clients attending same. 



CHAPTER 14 

GENERAL LIFE SATISFACTION 

Satisfaction/Dissatisfaction with Life 

The study group reported higher rates of happiness and 
satisfaction with their lives, than did the hospital or community group. 
As table 14.1 indicates, 62% of the  study group reported being 
reasonably happy, with 52% and 17% of the community and hospital 
groups respectively, making similar reports. I t  i s  noteworthy that  
reports of sadness were low among all of the groups. None of the study 
group felt sad while only 16% of the hospital and 13% of the community 
groups claimed to be sad with the way their lives were going. 

Hopelessness regarding the future and despair a t  missed 
opportunity were eloquently expressed by many of the hospital group 
as their comments recorded in the appendix indicate. Loneliness and 
lack of purpose also appeared to be common sources of the sadness 
expressed by members of the hospital group. The desolation was in 
most cases coupled with resignation and acceptance by members of the 
group, few of whom appeared to have any hope or expectation of a n  
improvement, or even change, in their situation. 

A similar sense of resignation or fatalism peppered the 
comments of the community group. For this group sustained financial 
hardship was by far the most common cause of worry, dissatisfaction 
and disillusionment. Related problems such as unemployment, poor 
housing, a.limited social life and little security for the future were most 
commonly identified by the community group as  negative aspects of 
their lives. As with the hospital group whose sustained hospitalization 
had bred resignation, the sustained nature of poverty experienced by 
the community group would appear to have engendered in many, a 
fatalistic and apathetic acceptance of their situation. 

However those that did report being sad expressed feelings of 
dissatisfaction, unhappiness and  in cases absolute despair  and  
desolation throughout their interviews. The absence of this level of 
sadness amongst the study group is significant and would suggest that  
community living promotes greater life satisfaction amongst the  
individuals concerned, with the majority of.the study group being 
positive about their current life situation. Most expressed greater 
satisfaction with their  experience of community a s  distinct from 
hospital living and for some the move to the group homes appeared to 
have given rise to a degree on contentment not formally experienced. 



TABLE 14.1 

Study of Quality of Life of Ex Psychiatric Patients 
returned to Community Living, 1991: Degree of happiness.sadness 

reported by each group. 

Study Community Hospital 
Response Group Control Group Control Group 

Very happy 22% 3% 8% 
Not to happy 5% 23% 13% 
Reasonably happy 62% 52% 47% 
Sad 0% 13% 16% 
Other 8% 6% 3% 
No reply 3% 3% 13% 

Negative aspects of life 

When asked to identify factors which were a source of worry or 
sadness, the study group had the least to report, while the community 
group identified a number of problems. 

Health worries were the most common complaint which caused 
anxiety and distress amongst the study group, 11% of whom worried 
about various aspects of their health. 6% of the group reported that 
their health, both mental and physical had improved on leaving 
hospital, while another 6% reported that health problems, such as  
angina and incontinence were proving more of a drawback in the 
lifestyle associated with community living. 6% of the study group also 
reported that  they were worried about relations in their place of 
residence and a further 12% made reference to the fact that they had to 
be "careful" in the houses to ensure that they did not annoy any of the 
other residents. This fear of offending other residents appeared to bear 
heavily on a few of the study group who sought to avoid confrontation 
of any type by keeping very much to themselves and maintaining a 
polite but safe distance from their housemates. This tendency to "keep 
to oneself' would appear in part to be a reflection of the policy practiced 
by many of the patients in the more anonymous and turbulent ward 
setting. 

Interestingly 5% of the study group reported worrying that they 
may have to return to hospital, while another 5% missed and were 
worried about friends who were still in hospital. Others identified 



sources of worry included; failure of relatives to visit or make contact, 
lack of provision for expenses such as burial, failure to secure a private 
place of residence and distance and transport problems which 
prevented participation in desired activities. 

The worries expressed by the community group were somewhat 
different. Financial worries were reported by 29% of the group while 
19% womed about their own or relative's health. 12% (individuals who 
were separated from spouses) expressed concern over the welfare of 
their children who were living elsewhere and a further 12% were 
concerned about their lack of employment and their poor hope of 
acquiring same. 12% of the community group also identified their poor 
social life as a source of sadness and dissatisfaction with 3% making 
similar reports regarding their sex lives. 

With regard to the hospital group, 18% reported being worried 
1 about various aspects of their mental and physical health and 15% 

reported that being in hospital was their greatest cause of concern and 
dissatisfaction. Similarly for 9% of the hospital group the fear of where 
they would be living in the future was a major source of concern. Other 
sources of worry reported by the hospital group included; fear of other 
patients, lack of contact with relatives, the closing of the recreation hall 
and lack of purposeful activity or work. 

~ Positive aspects of life 

To identify the areas or aspects of their lives which were a 
source of satisfaction, the three groups were asked to indicate the 
"good" or positive things in their daily lives. 

The physical surroundings and comfort experienced by the study 
group in the group homes was identified by 4% of the group as a source 
of satisfaction. The study group reported unanimous agreement 
regarding the improved living conditions experienced in the group 
homes. These improved living conditions experienced in the group 
homes, the improved social relations facilitated by the small numbers 
in the houses as  compared to the hospital, and the location of the 
houses, were identified as positive factors by 24% of the study group, 
while another 18% found the freedom to come and go as they pleased to 
be very satisfying. 6% of the study group were most pleased with the 
companionship and company afforded by their housemates, while 22% 
reported that they were happy &ith the housemates they had and felt 
that they were very lucky with same. Other. aspects of life identified 
by the study group as a source of satisfaction, included, being back in 
their home town, having peace and quiet, having enjoyable work, 



(individual working with hospital groundsman, individual making 
fencing in activity centre and individual doing housework) and having 
the freedom to go cycling. 

It  would thus appear that the improved living conditions, the 
greater freedom and the enhanced social contact which the group 
homes provide, are the greatest sources of satisfaction for the study 
group. 

A lower number (35%) of the community group reported that 
their living conditions were a source of satisfaction. Good health was 
identified by 26% of the group as a "good thing in their life while 10% 
and 6% respectively reported tha t  their social relations and the 
relationship with their housemates or family were positive aspects of 
their lives. As such living conditions, good health and positive 
relationships with family and friends were the most satisfying aspects 
of life identified by the community group. 

Significantly the hospital group reported few positive or good 
things in their lives. It  is noteworthy however that over half of the 
group (53%), identified the way they were treated by staff as one of the 
positive things they experienced. Their living conditions in the hospital 
were viewed by 11% of the group as positive, with 6% of these reporting 
that they found the food in the hospital to be very good. Interestingly, 
9% of the hospital group reported that their work was one of the most 
positive aspects of their life and those who made such a report were all 
engaged in purposeful work in the hospital, namely in the laundry, the 
stores and in the kitchen and wards. It would appear that this type of 
work provides greater satisfaction than the work undertaken in the 
activity centres. Another interesting finding was the report by 9% of 
the group that listening to music was one of the most enjoyable aspects 

"f their life. Another 12% of the hospital group reported that they 
p' ayed instruments or sang prior to their hospitalization and that they 
missed this activity since being admitted to the hospital. It would seem 
that playing or listening to music would be an activity appreciated by a 
significant number of the hospital group. 

General Life Satisfaction 

The study group reported being significantly more satisfied with 
their lives than did the community or hospital group. As table 14.2 
indicates, 76% of the study group reported being either mostly satisfied, 
pleased or delighted with their lives as compared to 55% of the 
community 'group and 3% of.the hospital group. It  must be noted 
however that 89% of the hospital group made no reply to the question 



regarding life satisfaction. The low response rate may be explained by 
a number  of factors. Firstly, t h e  question may not have been 
understood by the group, secondly they may have been unsure of how 
they felt or afraid to voice their opinions and finally fatigue and lack of 
concentration by the final stages of the interview may have affected 
the group's motivation to apply themselves to "hard" questions. 8% of 
the hospital group did however report that  they felt terrible about the 
type of life they had, while only 3% said they were pleased with same. 
None of the  study or community group felt tha t  their lives were 
terrible. 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Satisfaction Dissatisfaction with life as  

rated on the DIT scale by each group. 

DPT Scale Study Community Hospital 
Group Control Group Control Group 

Terrible 0% 
Unhappy 0% 
Mostly dissatisfied 0% 
Mixed 10% 
Mostly satisfied 4 1% 
Pleased 27% 
Delighted 8% 
No reply 14% 

The level of dissatisfaction with life reported by those of the 
hospital group who did respond to the question was echoed in many of 
the comments made by the  group throughout the interviews and 
suggest that  of the three groups the hospital group has  the lowest 
overall level of the satisfaction. Furthermore when asked if their lives 
were as  good as, better than, or worse than, those people in general, 
32% of the hospital group reported that  they believed their lives to be 
worse than others. 22% of the study group and 26% of the community 
group felt likewise. 



TABLE 14.3 
. I .  

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Response of each group to question. 

"Do you feel that your life is better or worse than that 
of people in general ?". 

Response 
Study Community Hospital 
Group Control Group Control Group 

Own life is better than others 8% 0% 5% 
Own life is good than others 48% 13% 24% 
Own life is worse than others 22% ' 26% 32% 
Own life is better than some & 
worse than some. 11% 23% 0% 
Other 0% 6% 0% 
Does not know 8% 32% 28% 
No reply 3% 0% 11% 

When asked if being in hospital made them feel sad, 21% of the 
hospital group reported that they were sad all the'time because of being 
in hospital, while 39% reported that the hospital only made them sad a t  
times. 24% of the group claimed that being in hospital was not a source 
of sadness for them while 8% reported that while they did not like 
hospital i t  was the only home they had and one individual felt that the 
hospital provided him with a source of refuge from his relatives. 

TABLE 14.4 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Response of hospital control group to 

question "Does being in hospital make you sad ?". 

Response Hospital 
Control Group 

Yes 2 1% 
No 24% 
Sometimes 39% 
Other 0% 
Does not know 8% 
No reply 8% 



Over half of the hospital group, (55%) reported that they would 
like to live elsewhere, with "home" being the most popular choice. 32% 
felt that  they did not want to leave hospital and a further 8% felt that 
they would have to remain in hospital as they had no other place to 
go.(Table 14.5) 

TABIX 14.5 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Response of Hospital Coritrol Group to 

question 'Would you like to live somewhere else". 

Response Hospital 
Control Group 

Yes 55% 
No 32% 
Other 8% 
Does not know 0% 
No reply 5% 

Jus t  over half (55%) of the hospital group also reported that 
their lives in the hospital were worse than the lives they had led before 
being admitted to hospital, while 13% reported that their lives were the 
same as  before their admittal. Only 8% felt that hospital life was a lot 
better than that  they had experienced at home, with a further 11% 
reporting that  the hospital life was a little better than the home life 
they had previous to their admission to hospital.Cl'able 14.6) 

TABLE 14.6 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Response of Hospital Control Group to 

question "Compared to your life before you came to the hospital, is 
hospital life better or worse ?". 

Response 

Hospital 
Hospital 
Hospital 
Other 

life is better 
life is the same 
life is worse - 

Does not'know 
No reply 

Hospital 
Control Group 



The study group who had experienced both hospital and group 
home living were almost' %na<imous in reporting that-living in the 
community was superior to being in the hospital. 64% reported that 
community living was a lot better while a further 30% described it as  a 
little better. 3% felt that living in the group home was the same as 
living in the hospital, with none of the study group reporting that life in 
the group home was worse.(Table 14.7). 

TABLE 14.7 

Study of Quality of Life of Ex Psychiatric Patients returned 
to Community Living, 1891. Response of Study Group to 
question. "Compared to your life in the hospital is living 

in the community better or worse ?l. 

Response Study 
Group 

Living in community is a lot better 64% 
Living in community is a little better 30% 
Living in community is same ,,- - 3% 
Living in community is worse 0% 
Other 

', 
0% 

Does not know 0% 
No reply 3% 

When asked if moving out of the hospital had made a difference 
to their lives, 68% of the study group reported that the move to the 
community was a significant change for the better and 24% felt that the 
move was a slight change for the better. Again none of the study group 
reported that the move was in anyway a change for the worse. (Table 
14.8) The positive reports regarding the move to the community were 
supplemented by claims from 86% of the group that they were happier 
since they left hospital. .(14.9) The majority (78%) also reported that 
they never felt like moving back into the hospital, although a minority 
(8%) claimed that they sometimes felt like doing so. (Table 14.10) The 
reasons identified for sometimes wanting to move back into the hospital 
included, fear of not being able to care for oneself in old age, fighting 
amongst residents in the group homes and fear of harassment by 
youths. Overall however, the study group appeared significantly more 
content than either the community or hospital group, the latter 
appearing to be the least satisfied or happy of the three groups. 



TABLE 14.8 

Study of Quality of Life of Ex Psychiatric Patients returned to 
Community Living, 1991. Response of Study Group to question. "Has 

moving to the community made a difference to you life ?'. 

Response 

Move caused no difference to life 
Move caused a significant improvement in life 
Move caused a slight improvement in life 
Move caused a significant disimprovement in life 
Move caused a slight disimprovement in life 
Other 
Does not know 
No reply 

Study 
Group 

TABLE 14.9 

Study of Quality of Life of Ex Psychiatric Patients 
returned to Community Living, 1991. Response of Study Group 

to question. "Do you feel happier since you left hospital". 

Response 

Yes 
No 
Sometimes 
Other 
Does not know 
No reply 

Study 
Group 



Study of Quality of Life of Ex Psychiatric Patients 
returned to Community Living, 1991. Response of Study group 

to question. "Do you ever feel like moving back to hospital.". 

Response 

Yes 
No 
Sometimes 
Other 
Does not know 
No reply 

Study 
Group 

Summary and Disc~ssion 

Of the three groups the study group reported the greatest and 
the hospital group the lowest level of general life satisfaction. A 
minority of both the community and hospital group expressed feeling of 
despair over their life situations and in most cases these feelings were 
coupled with resignation and fatalistic acceptance. The move to the 
community appears to have given rise to a degree of contentment 
amongst the study group which they had not previously experienced. 
The negative aspects of life as  identified by the study group included 
health problems, social relations in the group homes, lack of contact 
with relatives, not having a place of one's own and the inaccessibility of 
town and leisure facilities. The community .group reported worrying 
about and being dissatisfied with their financial situation, their own 
and their familie's health, the welfare of their children not living with 
them, their lack of employment and their poor social and sex lives. The 
negative aspects of life reported by the hospital group included fear of 
other patients, lack of contact with relatives, lack of purposeful 
activities or work and the imminent closure of the hospital's recreation 
hall. 

When asked to identify the "good things" in their lives the 
following were mentioned by the study group; their physical 
surroundings (41%), the level of companionship in the group homes, 
(24%), being back in their home town, (61%), having enjoyable work, 
(9%) and having freedom to engage in activities they enjoy (6%). The 
list of good or positive things which the community group felt they had 



in their lives, included, living conditions (35%), good health (26%) and 
social relations (16%). Jus t  over half of the hospital group, (53%) 
identified their treatment by staff as a positive aspect of their lives. 
Other good things listed by the hospital group included work (9%), and 
listening to music, (6%). 

Over half (55%) of the hospital group reported that they would 
like to live elsewhere while 64% of the study group reported that 
community living was a lot better than hospital living with a further 
30% reporting that living in the community was a little better. The 
majority, (86%) of the study group felt that they were happier since 
leaving hospital and 78% of the group also reported that they never felt 
like moving back to the hospital. 

Discussion 

The move to community living would appear to have resulted in 
an increase in the life satisfaction experienced by the majority of the 
study group who reported a significantly greater level of general life 
satisfaction, than did the hospital group. The latter group appeared in 
some cases to be experiencing much sadness, loneliness and despair 
about their powerlessness and poor prospects for the future. The 
greater level of life satisfaction reported by the study group is 
consistent with findings from a follow up study of long stay psychiatric 
patients two years aRer their discharge from two psychiatric hospital 
in London. (60) 

The study by Michaelson et a1 found that the majority (78%) of 
the 90 patients interviewed felt that there was a marked change in 
their lives since they left hospital. Over half of the London group 
reported that they felt better in the community with feelings of greater 
confidence and optimism being commented on by some of the group. 
Satisfaction with independent community living was also revealed in 
Jones's 1985 study. (61). The study considered the attitudes of 5 long 
stay patients resettled in two group flats and found that all preferred 
their new circumstances. 

The findings from Jones's work as outlined above and those of 
this study testify to Jones's observation that "given some continued 
support and encouragement more ex patients could be resettled in this 
way." 
€4 Mchadson 's, Mu, F., Thompson, A. (1990) 

Tw ymrs afiv discharge. 
Turmfi  thr assessment ofpsychiatric srruics. Better out thnn in ?. 
London North East k c s  Rcgirmnl Hurlth Authority. 

61 Jons' K fl98.5) op: cit: 



CONCLUSIONS AND RECOMMENDATIONS 

Introduction 

The main goal in the deinstitutionalization of the mentally ill has 
been to replace the segregated and stigmatising environment of the 
institution with a more normalised system of community based care, 
the latter being held to be more consistent with the enhancement of the 
quality of life experienced by persons with mental illness. I t  has 
however been recognised that the simple re-location of the mentally ill 
does not necessarily translate with dignified and satisfying conditions 
of community living or improved levels of social functioning or 
community integration. It  was in this context that the present study 
was conceived. 

The study sought primarily to evaluate the quality of life 
experienced by the  ex-patients living in domestic community 
residences. 
For the purpose of the study, quality of life was defined with reference 
to the extent which the needs of the study group were met, in a number 
of life domains including: 

- general life satisfaction 
- physical surroundingdconditions 
- finance 
- safetylsecurity 
- leisure activitiedrecreation 
- social contact 
- autonomy 
- role self actualisation 
- occupation/work 
- religion 

The extent to which each individuals needs were being met was 
evaluated in terms of their objective life conditions and their subjective 
assessment of same. This chapter draws together the most important 
findings of the study and discussed the implications of same for service 
planning and provision. 



Physical Surroundings 

The group homes provided for the study group were ordinary 
domestic houses and have nothing in their appearance which would 
suggest that the residents therein are in anyway different from their 
neighbours. The houses in general are of a high material standard. 
Two of the houses appeared however to be in need of redecoration and 
two houses also lacked full central heating. A number of the houses 
were also somewhat clinical in appearance and lacked the homely 
touches of ornaments, plants and the general bric a brack of family 
homes. 

The living conditions of the hospital and community groups were not 
of as  high a standard as those of the study group. The dormitory style 
sleeping quarters in the hospital provided little privacy and little 
storage space for personal possessions, while the day rooms and dining 
rooms of the various wards were sparsely and unimaginatively 
furnished.The living conditions of the community group were in many 
cases extremely poor and some lacked basic amenities such as indoor 
toiletdbathrooms; basic cooking/food storage facilities and separate 
sleeping and living areas. 

The majority of the group homes had five residents with over half 
(59%) of the houses having both male and female residents. 62% of the 
study group had their own bedroom and the majority of same found it 
very easy to find a place where they could be by themselves The . 

majority of the community group (84%) were also very satisfied with 
the degree of privacy afforded to them in their dwelling places, while 
only 43% of the hospital group were satisfied with same. 

Satisfaction with living conditions/arrangements 

The majority (78%) of the study group felt that the decision to move 
to a group home had been made for them by the staff in Glendower but 
most of the group (89%) prefer community to hospital living. The 
majority (62%) of the study group also felt that they had a say in the 
day to day running of the group homes, while only 5% of the hospital 
group felt they had an input with the running of their wards. The 
aspects of community living most enjoyed by the study group included 
the greater freedom they experienced (78%), their improved living 
conditions (62%), the greater degree of privacy afforded in the group 



homes (43%) and the sense of having one's own place and possessions 
(43%). Very few members of the group could identify disadvantages 
associated with living the community, but the location of some of the 
houses was a source of dissatisfaction for some of the study group who 
felt that they were too far removed from the city and connecting bus 
routes. 

Finance 

All groups involved in the study were on low incomes, primarily 
state payments such as unemployment assistance, D.P.M.A, Disability 
Benefit and Old Age Pensions. The study group received between £45 
and £54 weekly, while the community group received between E55 and 
£64 weekly. The majority (76%) of the hospital group received no direct 
income but were given credit in the hospital shop and cafe. The study 
group appeared to have a higher rate of both saving and purchasing 
than did the other two groups and the majority (65%) of the study 
group felt that their income was adequate for their needs. 

The community group reported a high incidence of financial 
hardship, with only 6% feeling that their income was adequate for their 
needs. The hospital group in general expressed little interest in money 
or material goods, their chief concern in many cases, being to procure a 
regular supply of cigarettes. 

Overall 65% of the study group, 45% of the hospital group and none 
of the community group reported being mostly satisfied, pleased or 
delighted with their financial situation. The support, both practical 
and financial, received from the Health Board ensureathat the study 
group, although in receipt of low incomes had few financial worries, 
unlike the community group, many of whom seemed to be experiencing 
severe financial hardship. 

The three groups in the study reported high rates of satisfaction 
with regard to personal safety. However the study group appeared less 
confident that the community group about staying alone or about going 
out alone by night. This may be due to the fact that the residents in all 
of the group homes have been subject to sporadic harassment from local 
youths. For most of the residents the harassment was more of an 
annoyance than a worry, however a minority expressed frustration a t  
that fact that they were being victimised because of their history of 
hospitalisation. 



With regard to the hospital group a minority (32%) reported that 
they had been threatened or harassed in the hospital. This harassment 
consisted mostly of physical threats made by other patients or constant 
requests for cigarettes. Fights between patients, especially a t  meal 
times or concern regarding the safety of personal belongings were also 
reported by the hospital group. None of the hospital group reported 
being afraid of staff however a number expressed a fear of getting 
treatment (ECT) or of being put in the "pad" (solitary ward): 

Leisure Activities 

Of the three groups involved in the study, the hospital group 
appeared to have the highest overall level of participation in "out of 
house" activities, a s  measured by a checklist of leisure pursuits. 
However, the hospital group's participation was very infrequent and 
consisted of engagement in organised routine activities, which took 
place within the hospital. The second highest level of participation in 
the listed "out of house" activities was reported by the study group. As 
with the hospital group however, a number of the activities engaged in 
by the study group, e.g. day trips, holidays and dances are organised for 
the group by the hospital or voluntary organisations. In.contrast, the 
activities engaged in by the community group .are in every case 
activities open to the general public. Furthermore the community 
group, unlike the other groups, identified a wide range of activities they 
would like to participate in but could not afford to do so. For all groups 
the frequency of participation in "out of house" activities was low. 

A check list of "in house" leisure activities revealed that a higher 
percentage of the community group engaged in the listed activities than 
did the other two groups. The community group also reported a greater 
engagement in most of the activities common to all three groups. There 
would also appear to be a difference in the degree to which the various 
groups participate in "in house" activities, with the community group 
appearing to be more deeply involved in activities than were the 
hospital or study group. 

Interestingly, the study group expressed a higher level of 
satisfaction with their leisure activities than either of the control 
groups, with the community group expressing the lowest level of overall 
satisfaction. Almost half (45%) of the community group reported that 
they were often bored while only-29% and 5% of the hospital and study 
groups respectively, felt likewise. A possible explanation of the low rate 
of satisfaction expfessed by the community group is that they may have 
formally led more active social lives unlike the other two groups whose 



experiences of long term hospitalisation would have engendered lower . . 
expectations regarding social activity or leisure. 

Social Contact 

The community group appeared to have significantly more social 
contacs and to make and receive significantly more visits than either 
the study or hospital group. The latter had a very limited range of 
social contacts, with few reporting frequent visits or close relationships 
with other patients. Indeed a significant number of the hospital group 
reported feeling lonely. Relatives, housemates and Health Board staff 
were those with whom the study group interacted most. Almost none of 
the study group had "friends" outside of their housemates or other ex- 
patients living in other group homes. 

None of the three groups had much phone or letter contact with 
friends and while the study group reported being on good terms with 
neighbours, few had anything more than superficial contact with same. 
In contrast the community group reported a significantly higher degree 
of interaction with neighbours. 

Approximately half of the study and community groups reported 
being satisfied with the amount of contact they had with their families, 
while just over a quarter of the hospital group expressed satisfaction 
with same. For many of the hospital group this lack of family contact 
was a source of sorrow. Interestingly the study group reported the 
lowest levels of loneliness of the three groups with the community 
group reporting the highest level of same. Over half (54%) of the study 
group reported feeling less lonely since leaving hospital, with only 3% 
reporting that they were lonelier since the move. 

Autonomy 

The study group appeared to have significantly more personal 
liberty than had the hospital group but were still more subject to the 
will of others than were the community group. 

A minority (30%) of the study group felt that Health Board staff had 
control over them while 76% of the hospital group felt they were under 
the control of hospital staff. For the most part however staff authority 
was viewed in a positive light by the group home resident's, the 
majority of whom reported making significantly more decisions for 
themselves since leaving hospital and indicated that they felt more in 
control of their lives since they moved to the group homes. I t  is 
noteworthy however, that one third of the study group reported that an 



individual within their house usurped the decision making role to the 
detriment of other residents autonomy. The higher level of autonomy 
experienced by the study group since leaving hospital appeared to be a 
major source of satisfaction for the group. 

The hospital group however reported having very little decision 
making power even in relation to basic activities such as choosing what 
to eat or wear. 

Occupation 

Of the three groups involved in the study, the study group and the 
community group respectively, reported the highest and lowest rates of 
regular, structured activity. Only one individual out of the three groups 
was in paid, open employment this being a two hour per fortnight 
cleaning position. 

The 57% of the study group and 29% of the hospital group engaging 
in regular work activity were doing so in three day centres located on 
the grounds of St. Otteran's Hospital, Waterford Regional Hospital and 
St. Joseph's Hospital, Dungarvan. The work undertaken in the day 
centres was for the most part  of a repetitive, unskilled or semi-skilled 
nature but only a small percentage of the groups reported 
dissatisfaction with same. A minority (12%) of the study group were 
however, anxious to leave sheltered employment and to seek work in 
the open market. A significantly greater number of the community 
group were dissatisfied with and frustrated by their unemployment or 
inability to work. Jus t  over a third of the hospital group also reported 
dissatisfaction with the work they were engaged in. 

RoleISelf Ritualisation 

Of the  three groups, a higher percentage of the  study group 
reported feeling usefil and wanted. 86% of the study group believed 
that  they were useful (primarily by virtue of the household tasks they 
undertook) while only 43% of both the hospital and comniunity group 
felt likewise. Interestingly however only 43% and 30% respectively of 
the study and hospital groups, felt that  they were important to other 

' people, a s  compared to 76% of the  community groups. This i s  
presumably a reflection of t h e  higher  level of social contacts 
experienced by the community group. The move to community living 
appears however to have facilitated a greater sense of self importance 
among t h e  s tudy group with 76% reporting t h a t  they felt more 
important a s  people since they left hospital. The extra tasks and 



responsibilities associated with group home living were appreciated by 
the majority of the group who reported finding these responsibilities 
fulfilling. 

Religion and Spirituality 

The majority of the three groups were practising Roman Catholics 
and the hospital group reported the highest rate of mass attendance 
while the study group reported the highest rate of attendance a t  other 
religious events e.g. novenas, rosaries, etc. The move to community 
living appears to have had little effect on the meaning which religion 
has for the majority of the study group although a small percentage 
reported that religion meant more, or in cases less to them since 
leaving hospital. Interestingly religious affiliation afforded the group 
home residents the opportunity to integrate with other members of the 
community and provided some with a reason for regular outing 
However, transport problems and a fear of crowds prevented some of 
the study group from attending weekly mass. 

General Life Satisfaction 

Of the three groups the study group reported the greatest and the 
hospital group the lowest level of general life satisfaction. A significant 
number of both the community and hospital groups expressed feeling of 
despair over their life situations and in most cases these feelings were 
coupled with resignation and fatalistic acceptance. 

The move to the community appears to have given rise to a degree of 
contentment not formally experienced by many of thi study group. The 
negative aspects of life as  identified by the group included health 
problems, social relations in the group homes, lack of contact with 
relatives, not having a place of one's own and the inaccessibility of town 
and leisure facilities. 

The community group reported worrying about and being 
dissatisfied with financial problems, their own and their families 
health, the welfare of their children not living with them, lack of 
employment and poor social and sex lives. The negative aspects of life 
reported by the hospital group included; fear of other patients, lack of 
contact with relatives, lack of purposeful activities or work and the 
eminent closure of the recreation hall in St. Otteran's Hospital. 

In a seven point life satisfaction scale, 76% of the study group 
reported being either mostly satisfied, pleased or delighted with their 
life as a whole, while only 43% of the hospital group and 35% of the 



community group rated themselves in such categories. 
In reply to a questionsqasking whether they were more or less 

satisfied with their lives since they moved to the group homes, 89% of 
the study group answered in the affirmative, with only 3% feeling less 
satisfied with life since leaving hospital. 5% felt the same level of life 
satisfaction in the group home as in the hospital and 3% did not know 
whether or not they were more satisfied in the group home. 

The value of research into any aspect of social policy lies in it's 
potential for identifying the positive and negative outcomes of policy 
implementation and possible means of improving same. The following 
recommendations would, i t  is felt, improve the resocialisation 
programme being operated by St. Otteran's Hospital. 

I STUDY GROUP 

I Physical Surroundings 

1. The standardisation of the physical conditions in the group 
homes would be desirable. Ideally all of the houses should be of 
a similar standard to that currently achieved in Group Home C 
and Group Home D. 

2. Many of the group homes appeared somewhat bare and clinical 
in terms of decor. There would appear to be a need for more 
attention to adding "homely touches" to the houses by providing 
ornaments, plants, etc. Ideally the residents should be 
encouraged to take some responsibility for this aspect of the 
house decoration. 

3. The provision of better heating in two houses, namely Group 
Home G and Group Home F would be appreciated by the 
residents of these houses. 

4. Care would need to be taken in the locating of future group 
homes. The closer the house to town, the more desirable it 
would appear to be to residents, as  transport problems prove to 
be a problem for some members of the group. 

5. It  would appear to be important to consider the demographic 
profile of areas in which it is proposed to establish group homes. 

The establishment of group homes in more mature 
neighbourhoods may reduce the potential for harassment from 



local youths and may also increase the availability of 
community activities and orginisations that would be age 
appropriate for the group home residents. 

Safety and Security 

6. The policy of installing phones in all group homes should be 
extended as access to a phone provides a sense of security 
which is important to the group homes residents in view of the 
harassment they receive from local youths. 

7. Discussion on the reactions of the community to psychiatric 
patients and the reasons for such reactions should be included 
in the resocialisation training programme. This would alert 
future group home residents to the possibility of harassment 
and would provide them with an opportunity to discuss possible 
strategies for coping with same. 

8. The discussion of deinstitutionalisation as part of a broad based 
mental health awareness programme in local schools or youth - 
clubdorganisations may help alleviate the harassment of group 
home residents, which is instigated primarily by youths. 

9. Regular fire drill practice and regular "reminders" regarding 
how to use fire safety equipment should be arranged in the 
group homes as many residents were unsure regarding fire 
safety. 

Leisure Recreation 

10. Residents proved more inclined to become involved in leisure 
activities to which they were accustomed in the hospital. 
Greater encouragement to participate in the activities available 
in the hospital would possibly facilitate more active social lives 
for future group home residents. There would also appear to be 
a need to encourage each individual patient and resident to 
identify leisure activities they may enjoy and to facilitate their 
participation in same both within and outside the hospital 
setting. Many of the leisure activities which the hospital group 
expressed an interest in (e.g. knitting, sewing, music, playing 
cards) would cost little to provide in terms of either financial 
capital or manpower. The lack of recreational activity exhibited 
by the current group homes residents is likely to continue with 
future residents if more active use of time is not encouraged 
and facilitated in the hospital setting. 



11. The provision of individual encouragement and support would 
appear to be necessary-to promote increased recreational 
activity amongst the group home residents. Such support may 
possibly take the form of: 
- providing information (or facilitating the attainment of 

same) regarding activities and organisations available 
locally; 

- provision of support and possibly companionship in the 
undertaking of new activities; 

- provision of "practice" in attending social places and 
functions, available to all of the community and the 
encouragement of participation as  an individual or couple a s  
distinct from a group. 

12. The issue of recreational activity and community integration 
should be discussed with residents during resocialisation 
training. This would provide a forum for identifying the 
importance of leisure activities and the possible difficulties 
associated with participating in same. 
Furthermore, i t  would be helpful if each individual was 
encouraged to identify and facilitated in participating in a 
leisure pursuit, during their resocialisation training. 
Experience or practice in socialising in normative settings and 

\ 
in regular sized groups would also be desirable as  part of the 
resocialisation training programme. 

13. The problem of lack of transport inhibits recreational 
participation in a number of cases. This is a difficult problem to 
solve but greater practice in the use of public transport may be 
helpful a s  some group home residents appear hesitant to avail 
of local bus service. 

Social Con tact 

14. Closer social contact with family may be encouraged if family 
members were routinely informed of the different stages 
involved in the move from the hospital to the community and 
the progress being made by each resident. The making of such 
contact would of course require the permission of each resident. 

15. There would appear to be a need, both amongst patients and 
group home residents, for practical help and encouragement 
with regard to maintaining letter and phone contact with 
family and friends. Many of those interviewed reported low 
standards of literacy and some of the hospital group reported 



that they were not allowed to use the phone. Greater 
encouragement and facilitationdof phone and letter 
correspondence both by patients and group home residents may 
reduce the isolation experienced by most of those interviewed. 

16. Interpersonal interaction and communication, especially of a 
verbal nature, appears to be almost completely absent amongst 
the hospital residents. I t  is thus not surprising that the group 
home residents have made few social contacts since moving to 
the community. Much work would appear to be needed a t  the 
training stage to reintroduce the residents to the mores of social 
and interpersonal communication. The structured 
encouragement and facilitation of interpersonal communication 
would appear to be vital if the ex-patients are to be re-educated 
in the a r t  of conversation and communication. Practice and 
experience in working and co-operating with others would also 
appear to be necessary if clients are to loose the introspective 
and isolationist tendencies engendered by long term 
institutional living. 

Work Occupation 

17. The more frequent rotation of the tasks engaged in by those 
working in the day activity centres may help to alleviate 
boredom and to increase the skill level of individuals. 

The provision of more purposeful work than that engaged in a t  
the day activity centres would be desirable. Those working in 
the hospital stores wards and kitchen and those involved in the 
making of actual products in the day centres eg. (rugs, wine) 
expressed greater levels'of work satisfaction. The provision of 
more "outdoor" work would also appear to be preferable to 
many of the males interviewed. 

There is a need for guidance and advise for group home 
residents wishing to avail of further training or endeavouring to 
acquire open employment. Lack of such guidanceladvise was a 
source of frustration to a minority of residents. 

The provision of an individual who would act as an advocate for 
those seeking employment would also be desirable. Direct 
approaches to local employers may prove the most successful 
way of finding open employment for group home residents 
wishing to avail of same. 



Autonomy/Role Self Actualisation 

18. The tendency for certain individuals within some of the group 
homes to usurp decision making power identities a need for self 
development training amongst the group home residents. The 
lack of autonomy and decision making power, characteristic of 
institutional living inhibit the self assertiveness of the 
individual and distances one from the practice of co-operative 
decision making. Training and experience in co-operative 
projects may improve the equity of decision making within the 
group homes. 

19. An informal feedback system exists between the group home 
' 

residents and the Glendower staff. However, there would 
appear to be a reluctance among some group home residents to 
make complaints. The establishment of a regular, formal 
feedback system through which residents were encouraged to 
report on any problems in the group home, would facilitate a 
regular review of conditions and relations in the group homes 
and may reduce the tendency for individual residents to be 
dominated by their housemates. 



APPENDIX 1: GIVING A VOICE 

The following comments were made by members of the 
hospital, study and community groups in the course of their interviews. 
The names of individuals have been changed in the interest of 
confidentiality. 

PHYSICAL SURROUNDINGS 

Hospital Group 

I The others would torment you for fags. 
Hospital is a terrible place to live. 
A hospital is not nice for anybody. 
It's second or third class food. 
You couldn't leave anything valuable on them (lockers). 
You couldn't be any other way only sad in a hospital. 
It all depends what nurse is on..sometimes you have to get permission. 
(freedom to turn on appliances, e.g. tv.) 
The food is very poor. .. i t  couldn't be worse. 
You'd really settle in after a while. 
No one likes it  in here. 
One of them is as bad as the other (other patients). 
The ward is reasonable (St. Pauls). 
It's mostly old people ... they don't mix much (53 year old.. St. Pauls). 
The nurses are very good. 
There is always someone looking out it's hard to be on your own (St. 
Claires). 
It would be nicer in a house than in this big place (St. Claires). 
When you'r put in you have to get on with it. 
I'd love to be home. (St. Claires). 
I'd prefer the tea later. (St. Claires). 
The nurses are lovely. (St. Claires). 
I offer it up. (speaking of dislike of hospital .. St. Claires). 
They won't have me at home. 
You must go to the chapel to be alone. 



I want to be away from t h a t  man who shouts. (Speaking of other 
patients. St. Claires.) 
It's very noisy at tea time. (St. Claires). 
They row away with each other. (tea time .. St. Claires). 
They steal. (St. Claires). 
The hospital has changed immensely since I've been there. 
I like i t  here I wouldn't like to be in a house (St. Claires). 
Everything in here  is perfect in it's way but  it's not for me. (St. 
Bridgets). 
I keep diving into the dorm for peace and quiet. (St. Bridgets) 
I'd like to go home. (St. Bridget). 
I stays nice and quiet and don't mind anyone. 
I'd like to be down below. (other ward). 
I'd rather be a t  home a hundred times. / 

L ,  

I hate the f...... place it's only a bit better than jail. . . 
I want to do a bit of real living. (St. Claires). -! L. 

I couldn't grumble about the place. (St. Claires). -. _ \\ 
' 1  \ 

I saw better hospitals than this. -F- 

They could make i t  smaller and cosier. (Referring to St. Claire's ward). 
We have good freedom now but we don't use it. (St. Claires). 
They are all mad about me here. (St. Claires). . , :  

I've lost track of my time and my age. 
I wouldn't mind going there ... I don't think i t  will ever happen. I 

<, 
(Speaking of move to Glendower). 
I'd rather all men. (Speaking about mixed ward). < 
I used to go for a walk but they took the warm clothes off me. 

\i 

Study Group 

It's much more better than being in hospital. 
You have your own freedom to do what you like. 
The house is a lot better. 
We have our freedom now, we can go where we like. 
The house is never your own. 
They are all strangers and not really company, I'd be much happier 
with my sister. 
They were all here before me and I didn't fit in very well a t  first. 
I didn't like i t  a t  all a t  first but now I like doing things around the 
house. 



Hospital would get a grip of you but I'm not sure that men and women 
should be mixed in the houses. 
We all have a say here and it's better privacy. 
In the house ye can get what food ye like. 
I'm satisfied now but not a t  the start. 
You can do your own thing and choose your own food. 
There was to many in it - the hospital .. the house is better. 
We have fresh cooked meals a t  the weekend and no one asks where you 
are going. 
We have peace here, in the hospital you couldn't listen to the telly with 
the others. 
In the hospital I had to take tablets a few times a day now it's only once 
a week and it's easier. 
It's grand to be-away from the crowd. 
I'm not very happy. .. I don't see it as much better. (Speaking about 
move to house). 

Community Group 

There are weeks you have to do without because they are barking a t  
the door, (speaking about problems with creditors). 
Its only living from.hand to mouth. 
I'm very content with this house. 
It's the lowest you could go. (Speaking about current living situation.) 



GENERAL LIFE SATISFACTION 

I Hospital Group 

I never feels sad. 
I'm as happy as larry - nothing to worry about. 
They treat you well. (speaking about living in hospital). 
I try to make the most of it. (speaking about living in the hospital). 
You couldn't be happy in a hospital like this. How could you compare a 
home to this ?. 
Half me life went in hospitals. 
Hospital is a place to go away from my relatives. 
The work, that's all they want us for .. people have died who have gone 
before. 
I'd sooner be a t  home. (speaking about liying elsewhere). 
I'd like to go some place else - I would sure but what good is that. 
I'd love to be home - you are your own boss and everything. 

I'm worried about the way I live up to my religion. 
Things are slightly better since moving out. 
My life is worse than other people's, any of them arn't patients. 
They're kind in the hospital but strict too, they would tell you to do 
things and you had no choice, it's better in the house. 
I envy people with two hands I finds it hard to do work now. 
I'm more satisfied than when I was in the hospital but I'm not happy. 
It's better now we haven't so many rules. 
My health is making me happy now, leaving hospital was the cure. 
I'm much happier now. 
I want a place of my own I don't want to be here always. 
I missed Veronica and Yvonne a t  first but I'm alright now. 
It's not much different than being in the hospital. 
The house is the best of a bad lot for people like us. > 

We're pushed around a lot still there's still a lot of that going on even 
when we are'out here. 



Community Group 

I'm worrying every day. 
It's just an existence. 
What hope have I a t  56 years. Life is a drag - same thing day after day. 
It's depressing but you have to make the best of your lot. 
I'm driven daft with worrying over ESB bills and getting the phone. 
They (government) don't want to  know us. (OAP's) 
You have no choice, what can you do ? 
I take it a day a t  a time. 
I'd love to be working. 
We just barely exist, as regards saving well you just couldn't. 
When you haven't money in your pocket you can't have much contact 
with people. 
I have no social life now, I miss the company and the gossip. 
When my mates are going out I just can't afford it. 
The money I'm getting is only enough to pay the bills .. I can't afford a 
social life. 
Problems just grow on you .. you just get used to them. 
I just keep going the best that I can. 
You'd be worring day to day about a bit of grub and a smoke. 
My dream come true would be a little house. 
There would often be lovely things in the window - all you can do is 
look. 
Money helps. 



FINANCE 

Hospital Group 

I wouldn't be bothered looking for money .. Adam Elton (nurse on ward) 
wouldn't like it. 
I used to have my own clothes but they went to the laundry and didn't 
come back. 
If you didn't spend it, it would be taken on you. 
They hold the money and give i t  to us when we need it. 
I don't handle too much money because i t  would be stolen. 
Too much don't suit me (speaking of money). 
My money i s  in my pillowcase i t ' s  t h e  only place t o  keep  i t  
safe. 
What good is  E16 in this day and age? 

Study Group 

I could do with more. (money) 
I just about manage. 
The nurse minds my money. 
Going to bingo would let me short. 
I have enough. 
I was years in hospital with nothing ... 'tis great now. 
I'm fed up with low earnings and not being able to save. 
I'm very satisfied.(money) 
It's a handicap not having any money. 
I barely manage in my money. 
I'm very worried that  I have no money for to be buried .. I don't know 
what will happen. 
I could do with more. 
I'm able to save and provide for myself. 
I'd like to be able to buy more clothes. 
I just manage. 



Community Group 

If anything extra crops up you are short. 
It is rather tight. (speaking about budgeting money). 
I'd like to have a bit of money in my pocket at  the end of the week. 
I barely manage. 
We don't even put on the light miss, sparing the electricity like. 
Having so little effects your dignity .. if you haven't dignity you have 
nothing. 
I get my hair cut to the bone to make it last a bit longer. 
I am more comfortable now than I have ever been, my children are very 
good to me. 
I couldn't tell you the day I last had a chop or a bit of steak or chicken. 
It's impossible to put anything away .. It's a constant worry. 



S M W Y  AND SECURITY 

Hospital Group 

I've got to settle in somewhere. I'm afraid to sit out there (ward), it's by 
no means a happy existance for me: (St. Bridgets .. looking for own 
flat.) 
You have to stay away from anyone cross. 
I don't like men in here with us. (St. Claires) 
I'm afraid the cars around here might knock me down. 
Any place would be better than here. 
We fight often ... I hit  her, if she was bold we'd have to do something 
with her. 
They do have rows here .. wicked rows. They goes to hit each other. 
We have to try to make the best of it. 
They'd be kind of quarrelling alright. 
If you didn't hit them then they wouldn't go at you any more. 
You'd be killed ... they'd put you in the pad if you didn't sleep. 
There is a mad man down in the OT. 
What would you do if you had to live in a quite place .. you'd go mad 
wo11Idn't you ? 
I'm nineteen years in this blooming place. 

Study Group 

We are safe except for the young lads. 
It's a very nice peaceful area. The youngsters annoy us .. they know 
where we're from. 
It's safe but no one calls you in the morning and you could be left there 
sick. 
I don't like the young lads throwing stones. 
I'm afraid of the young lads t'was more safe in hospital. 
The odd time I feel a bit afraid in the dark. 
I am terrified in the house .. Veronica is mad .. she went for me before. 
(Group Home D). 
I feel a bit scared when Veronica and Winifred starts fighting. 
I don't b o w  how to use the fire things, but i t  was worse in 



hospital i t  was all locked up. 
I wouldn't go out in thXdiirk with-those young lads. 
I think it's fairly safe. 
The crowd in hospital frightened me. 
T'was safer in hospital .. you could go out around alone. 
I'd be afraid they might move me again. 
I felt a bit safer in hospital. 
I feels much more happy in the house. 

Community Group 

I'm living in fear 
I'm very safe here, I don't worry like that at all. 



LEISURE ACTIVITIES AND RECREATION 

Hospital Group 

I can't read a t  all .. I can write my name alright but I can't write 
anything else. 
Every time they tell us to watch the television. 
I don't like it (T.V.) a t  all but I'd watch it because there is nothing else. 
I would like to be in a house because I like cycling. I'm fed up here. 
I don't know what misfortune befell me that I came over here a t  all. 
(former resident of Good Shepherd Convent). 
A lot of nurses are changed now I wouldn't like to be asking them to go 
for a walk. 
My parents didn't like Scope* so I stopped going years ago. 
We'd be falling asleep and things with our eyes closed. (speaking about 
what they do in the day room). 
You'd love to be doing something. 

1 I brings stuff back from Scope* to the others. (Scope - social outing.) 
' Every now and then I go across the road for cakes and lemonade. 

T'is bound to be better. (speaking about living in a house). 
The nurse puts the patients singing .. tis lovely (St. Pauls). 
What ever they'd say (nurses) would be law. (speaking about deciding 
what to do in spare time.) 
The headman is very strict you should do what he says straight away 
or he'd get fierce wicked (St. Clairs). 
You'd get fed up of it. 
We have good freedom within limits. (St. Pauls). 
The nurses takes us for drives in summer. 
Tis wrong that the hall is locked in the evening a t  four. 
Tis an awful set up hospital life .. people don't realise what's 
happening. The whole thing is done by one man at the head. 

' We are not allowed to make phonecalls .. I wouldn't be allowed to ring 
my solictor. 
I wonder sometimes if I am welcome here in the hospital. 
I like the day better than the evening .. I go to the OT and the cafe. 
They don't talk much here. 
I like ths days better .. I feels better then. 
I'm fed up of it I hate it. (lifestyle in hospital) 

*SCOPE - Special Committee for Organising Patients Entertainment 



I'd sooner be here than anywhere else. 
I'm fond of my bottle. 
I go to mass everyday that's all. 
That's my only moment of pleasure.. (when receiving visit) 
I'd love just one day a t  home to see the place. 

Study Group 

I had more work to be doing in the hospital. 
I do the same as in the hospital. 
I could make better use of my spare time. 
I'd like to be doing pool and pongo still. 
I tries to avoid people around town .. they knows where I was. 
I'd like to go out with girls more. 
I get bored sometimes and it's lonely doing things on your own. 
There was more things to be doing in hospital. 
I likes to be active but we are too far away from town. (Group Home D). 
There was nothing to do in the hospital only walk up and down the hall 
with another patients, I can go out know. 
The others in the house are queer patients I'd be ashamed to be with 
them. 
I'd love to go down town but it's too expensive to be getting a taxi. 
I'd be afraid to go out on my own. 
I don't go to scope because I might be known by someone helping there. 
I always have things to be doing around here. (house) 
Scope is better for the patients it's not really for us. 
I can't do much .. I have angina. 
I miss my friends in the hospital and worry about them. 

Community Group 

I like being out among the people. 
If you have only the price of a few drinks you can't really socialise. 
There aren't many single people in my age group around and I won't go 
to the pub without money even though I know some mates would buy 
me a drink, but I don't want sympathy or charity. 
You can get into a rut when you have no money and it's very hard to get 
out of-it. 



We have the radio but only put on the news and weather - that's why 
the batteries last so long. 
It's not to bad in the summer, you can walk out to Tramore and the 
beach is free. 
I can't afford to go out in company. 
I go to bed around 6.30 - sure you'd have nothing to look at. 
I do be wishing for 10 o'clock to come. (bedtime). 
If you haven't transport out here you are lost, b;ut the neighbours are 
great company. 
I would love to be going to football matches but I can't afford it .. It's 
the same with the swimming, the pool just costs too much. I get terribly 
depressed sometimes with not being able to go to the places I used too 
..I just can't afford i t  now and I don't want syplpathy from people. 



SOCIAL CONTACT 

Hospital Group 

They only ask you for cigarettes. (speaking re contact with other 
patients). 
I'm not happy to be here. Occasionally if you write a letter they'll open 
it and won't send it. 
There is no talking .. they'd be smoking and things. 
Sometimes they'd talk to you and more times they wouldn't .. they'd be 
more interested in the tv. 
I relate better to the staff. 
I get some fags and smoke them in the evening .. there is no one to talk 
to or say the rosary with. I don't like the tv so I goe's to bed at 9.30 .. I 
would go at 11 at  home. 
It's no different in a house .. they are brought around in the van, go to 
OT for dinner and back to the house in evening time (speaking about 
former patients who moved to the group homes). 
I chats often with a few of the girls. 
Some (patients) wouldn't talk to you. 
They are not usually in a chatting mood .. they always ask for 
cigarettes. They all keep to themselves. 
They all came a few years back but they got fed up of coming in. 
(speaking re visits from family). 
All the men goes to bed very early. (speaking about lack of company.) 
I've no family left I think. 
Everybody is lonely. 
I would rather be silent .. I wouldn't like talking to people. 
I've only one friend in the ward. 
They'd be usually drinking tea in their own little hotel. (talking about 
what s M  do). 
I dont want to upset the family by having them call .. they could visit 
more if I was in a house. 
I would have more friends if I was in a house. 



Study Group 

We keep on our own. 
My family can't call much. 
The students come, that's all, tis nice. 
I'd like to see more people. 
I'd only like to see my family more. 
I was tied in in hospital .. I see my family more now. 
I can't impose on my family too much. 
Tis lonely in the house they all does their own thing. 
The rest of them in the house wouldn't like visitors to be calling here. 
You couldn't stay out anywhere later than 10 o'clock (bus time). 
It's hard to be seeing people. 
I miss some of the crowd in the hospital. 
I'd like if we had more visitors. 
I don't want people calling on me. 
I used to have friends around the city but they ignore me know, you'd 
think they were blind. 
The rest in the house are not the same type as myself, I don't have too 
much to do with them. 
We have enough visitors. 
The neighbours don't even talk to us. 
The others in the house don't like it if I have a visitor. 
I miss my daughter she's in England .. I don't like it when the others 
arn't in the house .. I don't like to be here on my own. 

Community Group 

I do often be saying wouldn't I be better off dead, I see so few. 
I would like to meet more people but only if I could meet them as an 
equal. 
I'm rarely lonely, I like my privacy. 
I have great company around here. 
The family are great they are always around. 
I have grand company, especially in the summer because I get out more 
then. 
It's hard to keep friends when you can't afford to go out with them. 
My relations didn't bother with me after I got the stroke. 



AUTONOMY 

Hospital Group 

I'd be happier to make them myself (speaking about the ruleddecisions 
in the ward). 
They don't have food that I like here like sweet cake .. you couldn't 
bring it in they would all want it. 
I'd like the nurses to tell me everything but I wouldn't like the other 
people at  all. (speaking about decision making). 
The nurses are the bosses but I could manage without them telling me 
what to do. 
I wouldn't like being my own boss. 
There is a lot of them befussed and nuts .. they need it. (nurses to make 
decisions). 
You must do what you are told. 
You have to do what they (nurses) tell you. 
I'm not the same as the other inmates .. I never interfere with the staff 
and they never interfere with me. 
My relatives are  very strict on me coming out. (speaking about 
opportunity to make own decisions). 
I have to wait till the nurses tell me to go (speaking about taking a 
bath). 
Nurses are the bosses. 
It doesn't make any difference what you want to do or say .. you just sit 
(speaking about deciding what to do in spare time - St. Bridgets). 
I wouldn't like to be my own boss. 
I've great freedom. (St. Pauls) 
They (nurses) don't agree between themselves what should be done 
with me. (speaking about decisions being made for him). 
I would be able to handle my own decisions. 
They are only trying to help. 
You have to go by them - they are in charge. 
You have to do what you are toId or you'd be locked up. 



' 
One of them in the house is always trying to boss us. 
You don't have to ask for permission to do things now. 
The nurses have a bit of authority over us yet but we need them 
sometimes. 
I do my own washing now and decide what to cook and to wear. 
They could still make you go back to hospital or take your money if you 
drink too much. 
I'm my own boss now. 
We make our own decisions but we ask first the nurses knows us well 
and they make some decisions for us. 
In the hospital you could make no decisions. 
I can't make no real commitment to anything .. we're safeguarded by 
OT .. 
We'll never be independent we'll always be here. 
I'm very brave no one tells me what to do. 
We get our own clothes now in the hospital it was house clothes. 
We still have to do what Winifred tells us. 
The nurses (in Glendower) decides things but have better judgement. 
We can decide what to eat now, 
You could make a cup of tea when you want it now. 
The nurses are very helpful. 
We're always told what to do and we have no choice. 



ROLE/SELF ACTUALISATION 

Hospital Group 

I want a different life entirely.(speaking about doing more with life). 
I could do more with myself if I was out in a house. 
I must wait till I get the OAP before I can go anywhere. 
Nurses are always asking me to do things. (speaking about being 
important and useful). 
I'd like to get married. 
They are all nice to me. (speaking about feeling important) 
One day home and I'd feel a rest. (speaking about doing more with life). 
The don't want me a t  home or in hospital .. they can't decide where to 
put me .. there has been enough trouble over me. (speaking about 
feeling wanted). 
They'd (people in hospital) be glad to have me gone. (speaking about 
feeling wanted). 
I thought I should be gone out of here years ago. (speaking about doing 
more with life). 
There is no hope for me now .. I only want peace of mind. (speaking 
about doing more with life). 

Study Group 

I would like a real job. 
They all refer back to me in the house and ask me about doing things. 
(speaking about feeling important). 
I could be doing a lot more useful work or a training course. 
I'd like to be going to more places and doing more things. 
I'm more useful since I left hospital. 
If I wasn't around the house might be neglected. (speaking about being 
important). 
In the hospital when you go for a bath you wait in line now we can do 
that for ourselves. 
I think I'm very self centred .. I should do more for others. 
I would like to have been a successful farmer and stayed a t  home but I 
was no good at it. 



If you am't  in for your dinner they'd go looking for you (speaking about 
being missed by others). 
I like housekeeping but I don't get much of a chance a t  it. .. 

The work a t  OT is monotonous .. it's not enough to keep you occupied. 
I'm very important .. I'm in charge of the cooking. 
I'm more important now because I pay my own way. 
It  makes you feel independent to work I'd like to do real work. 
People know you better now you are more important. 
People am't interested in me - why should they be ? 
I don't think anyone would miss me. 
I'm not really important to others - I mind my own business and go my 
own way. 
People always cut you.down to size. 

People are always calling on me to do jobs. 
You'd feel useless when you'd have nothing to do. 



RELIGION / SPIRITUALITY 

Hospital Group 

Religion helps no one today. 
I do be saying prayers over and over again. 
I never thought much of it. (speaking about religion). 
It's better than to be without it. 
I find it a help when you are down and out. 
Religion - that's all you have in this world. 
I love religion. 

Study Group 

I go to mass every morning and say the rosary every evening. 
It's not that important to me. ' 

I learnt to go to daily mass in Otterans (Hospitals). 
Religion is very important. 
I had lots of religion whew I was in hospital but I gave i t  up cause I feel 
different now. 
I don't like the crowd a t  mass it's too big. 
Religion is the anchor of my life. 
Religion is very important to me. 
Religion is a wonderful thing. 
It's important enough to me it used to be more important in hospital. 



Hospital Group 

Beatrice Branson doesn't do anything in the kitchen and she's on my 
group .. she's a cross old one and I wouldn't have anything to do with 
her. 
I would like sweeping and cleaning windows. 
The cups are never too clean here. 
I like being working but I'd rather not be at it at  the weekends. (works 
in the kitchen taking food to wards and goods to laundry). 
They'd be wicked if you'd miss a day. (speaking about day activity 
centre staff). 
I don't really like OT (day activity centre) .. I'm not satisfied with it. , 
I'd like to be doing more work. 
I likes OT .. I talks to a few there. 
Work is very important. 
I'd prefer to be doing farm work like before. 
You wouldn't find the time going if you was working. 
I do no real work only OT. 
I'd like to knit stockings .. I'm good a t  it, I can turn the heel and all. 
I'd prefer kitchen work to the OT, 

Study Group 

I don't like the work I'm doing in OT, I'd rather be making the stools in 
Declans (Unit in Waterford Regional Hospital). 
I don't like OT .. I only does work when they make me. 
I'm not able to be doing work now, I'm too old (age 55). 
I likes housework .. in the hospital I used to clean the bathrooms and 
the sinks. 
I am doing basketry a t  present but I would prefer to be doing clerical 
work. 
I'm happy enough in OT but I would prefer the farm work, like before. 
I'd rather outdoor work .. we used to grow potatoes in the hospital 
before. 
I like work. 
The work is boring and we should be payed better for it. 



I used to work on the wards the OT is better. 
I loves work .. I like to be doing things around the house but Winifred 
doesn't like it. 
I'd like a change I'm in the laundry a long time now. 
T'was hard work in the hospital, OT is easier. 
I'd prefer to be doing jobs around the house than in OT. 
The work in the hospital was very hard .. I had to empty the slop 
buckets. I like OT better. 

Community Group 

Work means everything. 
Physically I wouldn't be able to do much in the line of work. 
There is no work around, that's the worst thing at  the moment. 
There is nothing really for the longterm unemployed they are 
disgarded. 
I would work at anything I could get, anything at  all. 
I'd give anything to be working, 1 work as a volunteer in the 
information centre. 
I've worked all my life and I'm a good worker but there is nothing 
around now not even for young people. 
I've worked hard all my life and I'm not too pushed about work now. 
(age 56) 
I would love to get a job. 
I can't stand with my leg but I would be willing to try some type of 
sitting down work. 



BIBLIOGRAPHY 

Affieck, J.W. & McGuire, R.J., (1984), The Measurement of psychiatric 
Rehabilitation Status: - A  Review of the Needs of a New Scale, British 
Journal of Psychiatry, Vol. 145. 

Andrews, F.R. & Withey, S.B., (1976), Social Indicators of Well-Being: 
Americans' Perceptions of Life Quality, New York: Plenum Press. 

Atkinson, D., (1985), "The Use of Part icipant Observation and  
Respondent Diaries in a Study of Ordinary Living", British Journal of 
Mental Subnormality, Vol. 31. 

Audit Commission, (19861, Making a Reality of Community Care, 
London: HMSO. 

Bachrach,  L.L., . (1978), A .  Conceptual  Approach t o  
Deinstitutionalization, Hospital and Community Psychiatry, Vol. 29. 

Baker, F. & Intagliata, J., (1982), Quality of Life in the Evaluation of 
Community Support Systems, Evaluation and Program Planning, Vo1.5. 

Bigelow, P.A., Brodsky, G., Steward, L. & Olson, M., (1982), The 
Concept and Measurement of Quality of Life as a Dependent Variable 
in the Evaluation of Mental Health Services, in G.J. Stahler & M.R. 
Tash (Eds.), Innovative Approaches to  Mental Health Evaluation, New 
York: Academic Press. 

Blanch, A.K., Carling, P.J. & Ridgway, P., (19881, "Normal Housing with 
Specialized Supports: A Psychiatric Rehabilitation Approach to Living 
in the Community", Rehabilitation Psychology, Vol. 33, No. 1. 

Bockovern, J.S. & Solomon, H.C., (1975), "Comparison of Two Five Year 
Follow Up Studies 1947-1952 and 1967-1972", American Journal of 
Psychiatry, Vol. 132. 

Bradburn, N.M., (1965), The Structure of Psychological Well-Being, 
Chicago: Aldine. 

Brandon, D., (1983), "Hard Journey Home", Social Work Today, Vol. 14, 
No. 20. - .. - -. 

Braun, P., Kochansky, G., Shapiro, R., Johnson, S. & Shore, M.F., 
(19811, "Overview: Deinstitutionalisation of Psychiatric Patients, A 
Critical Review of Outcome Studies", American Journal of Psychia Vol. 
138, No. 6. 



Cambridge, P. & Knapp, M., (Eds.), (1988), Demonstrating Successful 
CareGin the  Community, University of Kent, Canterbury: Personal 
Social Services Unit. 

Campbell, A., Converse, P.E., & Rodgers, W.L., (1976), The Quality of 
American Life: Perceptions, Evaluations and Satisfactions, New York: 
Russell Sage Foundations. 

Coursey, R.D., Specteter, G.A., Slaney, A.M. & Hunt ,  B., (19771, 
Program Evaluation for Mental Health: Methods, Strategies and 
Participants, New York: Grune & Straton Inc. 

Crine, A, (19831, Two Way Squeeze, Community Care, March 24. 

Dalkey, N.C. & Rourke, D.L, (Undated), The Delphi Procedures and 
Rating of Quality of Life Factors, Unpublished Manuscript, University 
of California, L.A. 

Daniels, M., (1988), "The Myth of Self Actualization", Journal  of 
Human Psychiatry, Vol. 38, No. 1. 

Dayson, D. & Gooch, C., (1990), Clinical and Social Outcomes of the 
Long Term Mentally I11 After One year in the Community, Results from 
the First  Three Cohorts, Team for the Assessment of Psychiatric 
Services (1990), Better Out Than In?, London: North East  Thames 
Regional Health Authority. 

Department of Health, (1950), Report of the  Inspector of Mental 
Hospitals for the Year 1950, Dublin: Stationery Office. 

Department of Health, (1966), Report of the Commission of Inquiry on 
Mental Illness, Dublin: Stationery Office. 

Department of Health, (1984), Planning For The Future, Report of a 
Study Group on the Development of the Psychiatric Service, Dublin: 
Stationery Office. 

Dickey, B., Gudeman, J. & Hellman, S., (1981), "A Follow-up of 
Deinstitutionalised Chronic Patients Four Years After Discharge", 
Hospital and Community Psychiatry, Vol. 5. 

Drewnowski, J., (1974), On Measuring and Planning the Quality of Life 
Institute of Social Studies: The Hague. 

Earls, M. & Welson, G., (1988), "The Relationship Between Long Term 
Psychiatric Clients' Psychological Well-Being and Their Perceptions of 
Housing and  Social Support", American Journa l  of Community. 



Psychiatry, Vol. 16, No. 2. -___.- , A - - = . ,  

French, L, (1987), 'Victimization of the Mentally Ill: An Unintended 
Consequence of Deinstitutionalization", Social Work, Vol. 32, No. 6. 

Hatch, S. & Nissel, C., (19891, "Left Out  in the Cold", The Health 
Service Journal, 26 October. 

Hatch, S., & Nissel, C., (1989), Is Community Care Working?, Report on 
a Survey of .Psychiatric Pa t i en t s  Discharge in to  Westminister, 
Westminister Association of Mental Health, October. 

Hughey, J.B. & Bardo, J.N., (1987), "Social Psychological Dimensions of 
Community Satisfaction a n d  Quali ty of Life: Some Obtained 
Relations", Psychological Reports. 

Jones, K, (1977), The Wrong Target in Mental Health, New Society, 3rd 
March. 

Jones ,  K., (1985), After Hospital :  A S t u d y  of Long Term 
Psychiatricpatients in York, Uriiversity of York: Department of Social 
Policy and Social Work, September. 

Jones,  K., Robinson, M. & Golighthey, M., (1986), "Long-term 
Psychiatric Patients in the Community", British Journal of Psychiatry, 
Vol. 1949. 

Jones,  K., (1988), Experiences in Mental Health,  London: Sage 
Publications. 

Kennie, A.T. & Arnott, M.M., (1983), The Quality of Life in Glasgow's 
East End, Age and Ageing, Vol. 2. 
Knapp, M., Cambridge, P., Corinne, C., Thomason, J., Beechan, C. & 

' Darton,  R., (1990), Care  in t h e  Community, Lessons From A 
Demonstration Programme, University of Kent: Personal Social 
Services Unit Newsletter, No. 9, May. 

Landesman-Dwyer, S., (1981), "Living in the Community", American 
Journal of Mental Deficiency, Vol. 86, No. 3. 

Lamb, H.R., (1979), "The New 'Asylums in the ~ o m m u n i ' t ~ " ,  Archives 
.oGeneral Psychiatry, Vol. 36, February. . - . .  . 

Lehman, A.F.,. Ward, N.C. &. Linn; L.S., (19821, "Chronic Mental 
Patients: The Quality of Life Issue", American Journal of Psychiatry, 
Vol. 139, No. 10, October. 



Lehman, A.F., (1983), "The Well-Being of Chronic Mental Patients, 
Assessing Their Quality of Life", Archives of General Psychiatry, No. 
40, April. 

Lehman, A.F., (1988), "A Quality of Life Interview for the Chronically 
Mentally Ill", Evaluation and Program Planning, Vol. 11, No. 1. 

Maslow, A., (1943), "A Theory of Human Motivation", Psychological 
Review, No. 50. 

McCall, S., (1975), "Quality of Life", Social Indicators Research, No. 2. 

McKennell, AC:& Andrews, F.M., (1983), "Components of Perceived 
Life Quality", Journal of Community Psychology, Vol. 11, April. 

Melzer, D., Hale, AS., Skakil, J.M., Hogman, G.A., (In Print), Quality 
and Outcome in Mental Health Services, Cambridge: .West Lambeth 
Community Care. 

Michaelson, S., Leslie, F., Thompson, A., (1990), Two Years After 
Discharge, Team for the Assessment of Psychiatric Services, Better Out 
Than In?, London: North East Thames Regional Health Authority. 

Perkins, R.E., King, S.A. & Hollyman, J .A,  (1989), "Resettlement of 
Old Longstay Psychiatric Patients: The Use of the Private Sector", 
British Journal of Psychiatry, Vol. 155. 

Pomp, H.C., (1988), "Integrating the State Hospital and community- 
Based Services for  t h e  Chronically Mental ly  Ill", Hospi ta l  
Communication, Vol. 39, No. 5. 

Reynolds, D.K. & Farberow, N.L., (1977), Experiences in Psychiatric 
After Care Facilities, London: University of California Press, Berkeley, 
L.A. 

Russell, J.A.O., (1989), Community Living, Current  Opinion i n  
Psychiatry, Vol. 2. 

Segal, S.P., & Aviram, U., (1978), The Mentally I11 in Community Based 
Sheltered Care, New York: John Wiley & Sons, Inc. 

Serhan,  G., (1978), "Social St ress  and Functioning Inventory for 
Psychotic Disorders (SSFLPD): Measurement and Prediction of 
Schizophrenic Patients in Community Care", Comparative Psychiatry, 
NO. 19. . .- 
Solomon, P.L, Gordon, B.H. & Davis, JIM., (1984), Community Services 



to  Discharged Psychiatric Pat ients ,  Springfield, Ill.: Charles C. 
Thomas. 

Stahler, G.J. & Tash, N.R., (Eds.), (1982), Innovative Approaches to 
Mental Health Evaluation, New York 1982: The Horizon Institute for 
Advanced Design, Inc., Rockville, Maryland, Academic Press. 

Stiber, G.J. & Schumacher, D., (Eds.), (1973), Technology Assessment 
and Quality of L ie ,  New York: Elsevier Scientific Publishing Company. 

Szalai, A & Andrews, F., (1980), The Quality of-Life - Comparative 
Studies, Sage Studies in International Sociology, No. 20. 

Talbott, J.A, (1978), The Chronic Mental Patient, Washington D.C.: 
American Psychiatric Association. 

Team for the  Assessment of Psychiatric Services (TAPS), (1985), 
Environmental Index,, (Draft), Designed by O'Driscoll, C., IV October. 

TAPS, (1990), Social Network Schedule, Designed by Dayson, D. & 
O'Driscoll, C., March. 

TAPS, (1990), Basic Everyday Living Skills, Designed by Nykes, T., 
Sturt, E. & Creer, C. 

TAPS, (1990), Better Out  Than In?, Report from the Fifth Annual 
Conference of the Team for the Assessment of Psychiatric Services, 
London. . 

Tessler, R.C. & Goldman, H.H., (1982), The Chronically Mentally 
Assessing Community Support Programs, Cambridge, Mass.: Ballinger 
Publishing Company. 

Weightman, G., (1977), The Road Back to Town, New Society, 3 March. 

Wills, W., Dayson, D. & Gooch, C., (1990), Patients' Attitudes Before 
and After Discharge in Team for the Assessment of Psychiatric Services 
(1990), Better Out Than In?, London: North East  Thames Regional 
Health Authority. 

winterson, R.T., (1986), "Rehabilitating the Chronically Mentally Ill: 
Social Work's Claim to Leadership", Social Work, SeptemberIOctober. 

Zautra, A. & Goodhart, D., (1979), "Quality of Life Indicators: A Review 
of the Literature", Community Mental Health Review, Vol. 4, No. 1, 
Spring. 



PRICE 
£4.95. 

E) 
Copyright: South Easteln Health Board 

ISBN: 1 874218 00 5 

Printed By: G. K P1.11it. Tcl: 05 1 . 95323 


