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PREFACE BY THE BOARD OF DIRECTORS. RESOCIALI%TION PROJECT 

As the Board of Directors i t  is our pleasure to present this 
report on the European Resocialisation Project. Overall 
responsibility for the project was vested in us and we were 
appointed by the Programe Manager, Special Hospital Care, Eastern 
Health Board. We took up OUT responsibilities in November 1983. 
Our chairperson was a member of the Eastern Health Board 
Management Tean and the other members consisted of two 
representatives of the National Rehabilitation Board and two from 
the Eastern Health Board Psychiatric Service. The board had 
overall responsibility for the establishment, monitoring and 
evaluation of the project. Executive responsibility for the 
project was vested in the Project Director, Dr. Michael Corry, who 
had a multi-disciplinary tean working with hlm. 

Prior to the setting up of the project a number of rehabilltation 
and resocialisation progrmes had been run in St. Brendan's 
Hospital. Thus the remaining hospital population was a very 
severely handicapped group and accordingly provided special and 
perhaps unique problms. The project addressed these problems by 
developing intensive, structured training and resocialisation 
progrmnes. A further special feature of the project was the 
provision of resources for systematic ongoing evaluation and 
research. 

This report describes the broadly successful outcome of the 
project which was due in very large measure to the efforts 'and 
dedication of all the staff, and we wish to take this opportunity 
to record our appreciation of these efforts. 

The original plan for the project envisaged that i t  would be 
housed in a new purposed built unit on the St. Brendan's Canpus. 
However, because i t  was not possible to provlde t h ~ s  building at 
the outset, the project comnenced operation in a refurbished, self 
contained buildlng on the canpus. Subsequently our experience 
showed that this unit functioned adequately for the task required 
of i t  and that the real problems lay elsewhere for eranple in the 
provision of housing in the community and the organisation of 
community support services. I t  also becane obvious that building a 
new complex on the canpus of a psychitric hospital scheduled for 
closure was not a sensible use of resources. 

The introduction and development of a pilot project of thls kind 
inevitably encounters problems and difficulties, many of which 
cannot be anticipated in advance. We believe tht i t  is important 
to briefly describe the major ones which we encountered for the 
benefit of others who may wish to implement a slmllar kind of 
progrme. 



At the outset i t  was env~saged that each group of clients would 
remain in the progrmne for six months intensive train~ng. The 
tight time schedule worked agalnst some of the clients. As we are 
working with a group of variable functioning levels those that 
could not keep up with the pace were seen to have failed. If a 
more flexible time scale had been in operation that group may have 
succeeded in returning to the comnunity. 

The comnunity services were not geared to absorbing large numbers 
of clients at one time and this created major problems. 

The group homes for the project were based on single type housing 
units. This housing was kindly provided by the local council. 
However, the project had no control over the location or the 
availability of the properties. This created two problems:- 

t i  Some of the graduates did not have a place to go to at the 
end of their training and had to stay on in the Unit. This 
blocked the next group from taking u p  their training. 

( i i )  Because there was only one type of house available clients 
who could have availed of a more protected comnunity 
environment were seen as failures and returned to the 
institution because i t  was felt they could not cope with 
independent living. 

The work objective of the project was open employment. I t  became 
clear tht the job market that the trainees would compete in was 
pretty well non-existant. The alternative was the sheltered 
workshops which had difficulty in absorbing such large numbers at 
one time. 

From our experiences the Board of Directors would recomnend that:- 

A severely handicapped group such as our trainees require 
a specialist resource and comnitment. In over view i t  is 
not easy to combine this with the provision of general acute 
psychitric services. 

A rehabilitation programne sited in a large institution 
faces many problems which are related to the institution 
rather than its primary task and accordingly should be based 
in the comnunity and not in the institution from whence i t  
draws its clients. 

A unique budget should be allocated to the project to enable 
those responsible for the project to exercise the best 
possible management and control. 

A project of this kind must control the supply of housing 
for the trainee as this is crucial to maximising the output 
of the training programne. 



9. A greater range of housing needs to be available to cater 
for the varying levels of functioning of the trainee for 
example hostel/group home/independent living. 

6. The project should have special responsibilities for 
creating vocational opportunities for the trainees and 
should develop close links with the job placement agencies. 
Recognising that job opportunities are limited the project 
should arrange suitable day time activities if trainees are 
not to relapse and seek hospital rerdrnission. Voluntary 
groups can play a major role here. 

7. That clinical and management responsibilites be separated as 
these roles do not combine easily in practice. In the 
context of the Irish Psychiatric Service this could best be 
achieved by having the referring consultant retaining 
clinical psychiatric responsibility for his or her trainee. 

Mr E. Carey, 
Manager, Vocational Services, 
National Rehabilitation Board. 

Mr 8. Glanville, 
Director of Psychology, 
Eastern Health Board. 

Ms A. Lyons, 
Manager - Research and Planning, 
National Rehabilitation Board. 

Dr. A. McGennis, 
Consultant Psychiatrist, 
Eastern Health Board. 

Mr. Noel Mdrlee (Chairperson), 
Management Services Officer, 
Eastern Health Board. 
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St. Brendan's Hospital has a long tradition in the care of the 

mentally afflicted. The institution dates from the early 

nineteenth century and was originally called the Richnond Lunatic 

fisylum. In 1921 i t  was renamed Grangegorman Mental Hospital and 

in 1958 the name was again changed to St. Brendan's Hospital. 

This latter change co-incided with a new era of care which was to 

bring the institution into line with modern ways of coping with 

psychiatric problems which would increasingly involve the 

comnuni ty. 

These various titles for the institution that is now St. Brendan's 

Hospital indicate the changes in treatment as well as attitudes to 

the mentally afflicted which have occured over the last two 

hundred years. The hospital had its origins in a desire to 

provide a separate place of refuge for those affected by such 

conditions (up to the beginning of the nineteenth century they 

wore accomodeted in gaols or workhouses). The building (designed 

by Francis Johnson) was begun in 1810 and was opened in 1814 at a 

cost of L77,000. Both the plans for the building and the 

philosophy of care introduced st its inception were radical for 

the time and were heavily influenced by the pioneering work of 

Philippe Pine1 in Paris and Richard Tuke in York. Thus, the 

first medical superintendent dropped the term *asylum', 

substituted the title patient for inmate and based the policy of 

the hospital on the care rather than the incarceration of the 

patient. A newspaper report from the 1860's illustrates the 

enlightened approach of the hospital: 



'In the morning there is an hour's recreation in the 
playground: then the patients join in singing a chant, preparatory 
to an hour's instruction in writing. Then there is a singing 
lesson , followed by lessons in reading, spelling and 
geography'(1) 

Today, St. Brendan's Hospital occupies over 70 acres close to the 

centre of Dublin city and most of its buildings date from the 

foundation of the hospital. Although the stated aim of the 

institution has always been .. .the cure of insanity' (2) and not 

merely containment, up to the mid-twentieth century this tended to 

be it's primary function. In line with nineteenth and early 

twentieth century attitudes towards the mentally ill (based as 

they were on the protection of society from the patient and 

patient from hidherself) psychiatric institutions such as 

Brendan's receded increasingly from public view. B y the twent 

century St. Brendan's had become almost self-sufficient with 

the 

St. 

:ieth 

it's 

own farms and workshops and as it's numbers swelled - leading 
frequently to ouercrowding - i t  continued thus, existing 

peacefully behlnd it's high walls until the early 1960's. 

In 1852, some forty years after its opening, St. Brendan's housed 

1,500 patients and in 1921 i t  accomodated over 2,500 patients. 

This number had declined slightly but by 1958 (when the nane 

was changed to St. Brendan's) there were still approximately 

2,000 patients in the hospital. Inthis, St. Brendan's Hospital 

was part of the tradition which led Joseph Robins to coment that 

*...what contemporary Ireland inherited is not a hlgh level of 
mental lllness but an excesslue comltment to the mental hospital 
and the mental hospital bedm(3). 



In the 1960'5, administrative and philosophical change led by Dr. 

lvor Browne brought about a new direction which attempted to merge 

the institution with the surrounding society once again. This 

process was symbolically represented by the the knocking down of 

the high walls which surrounded St. Brendan's and which performed 

the dual function of protecting the comnunity from St. Brendan's 

as well as the institution from outside influences. The policy of 

de-institutionalisation originated in new philosophies and forms 

of care for psychiatric problems in Europe and America. Studies 

from those countries documented the movement towards comnunity 

care and illustrated how many long stay could be 

discharged with appropriate training. These studies, along with 

the increasing warenasis o f  the effects of institutionalisation 

led to a change in policy in terms of admitting patients to 

hospital and discharging those who had spent long years in 

hospital. Thus began the period of de-institutionalisation and 

the emphasis on non-hospital forms of care for those presenting to 

the psychiatric services for the first time. These changes are 

indicated in the following Figures. Figure 1 shows all admissions 

to Irish psyhiatric hospitals in the years 1965 to 1983 ( 4 )  and 

Figure 1 1  illustrates first admissions to Irish hospitals as a 

percentage of all admission% for the same time period(5). I t  can 

be seen from these figures that although admissions have risen 

dranatically, first admissions as a percentage of all admissions 

have been declining steeply. 



Figure 1: Ireland 1965 - 1983. All Admissions. Numbers 

Figure 2: Ireland 1965-1983. First Achissions as a Percentage of 
all Admissions 



By Decanber 1980 there were approximately 950 residents in St. 

Brendan's Hospital and thls had declined to 795 patients at the 

end of December , 1986. Figure 3 illustrates the gradual fall in 

the in-patient population which has occurod since 1980. 

Figure 38 Number of In-Patients in St. Brendan's Hospltal on 31st 
December, 1981-1986. 



In 1984 when the Resocialisation Project began to admit trainees 

there were 899 in-patients in St. Brendan's Hospital of whom 45% 

were aged sixty-five years or over. Of  the remaining 494 

patients, 277 were male and 217 were female. Exact figures are not 

available for the length of stay of these patients but i t  is 

probable that the figures are similar to those of a 1983 

Department of Health Census which stated that 61% of those in 

Irish (public) psychiatric hospitals were hospitalised for over 

five years and more than three quarters (78.YA) had been in 

hospital for at least one year(6). This survey indicated that the 

greatest concentration of long stay patients was in the forty-five 

to sixty-four age category where 40% of all in-patients in this 

category were in hospital for at least five years and this was 

nearly double the other two major age categories (20-44 years and 

65-74 years). Thus a definite group of long term patients 

existed in St. Brendan's as in other similar hospitals and many of 

these patients had spent a11 their adult lives in an institution 

with minimal or no contact with the outside world. I t  was to this 
h 

particular group of patients the Resbcialisation Project addressed 

itself, recognising that many would not have had an opportunity 

up to then to leave the hospital, and that unless sufficient 

resources were diverted to them, such people would probably spend 

the rest of their llves in a psychiatric institution. 

The Demonstration Pilot Project of Europe Resocialisation Project 

as i t  was officially called was by no means the first 

rehabilitation effort in St. Brendan's Hospital but i t  was the 

first unit specially devoted to this work and the first to be 



allocated additional resources. Individual nurses and doctors had 

initiated various rehabilitation programs in the hospital over the 

years but these were usually not documented. The Resocialisation 

Project, as with a11 these rehabilitation initiatives, reflected 

contemporary thinking in regard to psychiatric conditions. The 

historical outline of St. Brendan's given above traced the 

progression of the institution from a position of total isolation 

from the surrounding society to a point in the sixties and 

seventies when the comnunity and institution began to merge. In 

the 1980's this movement had advanced still further and was 

attmpting to move the centre of care out of the institution and 

back to it's comnunity base. The Resocialisation Project was to 

be part of this general movement. 

The Resocialisation Project was Funded in part by the European 

Social Fund, under article 123 of the European Economic Community 

treaty, and its primary aim was to train and educate long-stay 
, \ . . 

psychiatri=' patients to a point wheie th;y could live in the .' 

comnunity and engage in work or further vocational training. The 

originator of the project was Dr. Michael Corry, a psychiatrist in 

St. Brendan's who developed the concept from similar work in the 

hospital wards and who was instrumental in the Eastern Health 

Board applying to the E.E.C. for funding for the progran. He 

hoped to build on earlier rehabilation efforts in St. Brendan's by 

creating a complete rehabilitation environment which would act as 

a vehicle of change in a11 elements of the institutional system, 

involving change for both staff and patients. I t  was hoped to send 

ripples floating gently outwards. In reality i t  created somewhat 



larger waves and the results were both positive and negative. 

This report is an attempt to document the process and present the 

results of the project. 

In the following report Section &g sets out the aims of the 

project, outlines the setting and staffing of the Resocialisation 

Unit and finally describes the research methodology. Section &g 

is concerned with describing the sixty trainees who went through 

the Resocialisation Project and presenting important facts about 

their past and present lives. Section Three outlines the 

curriculum and the process of change in the unit particularly 

mong the trainees. Section compares the trainers who 

remained living in the comnunity with those who returned to 

hospital and discusser factors relevant to successful outcome. 

Section Fivs documents the comnunity progress of trainees and 

@ction Six documents the experiences and attitudes of the project 

staff. The iinal section - Section Seven - brings together the 

various findings and comnents on the implications of these 

findings for future rehabilitation efforts. 
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SECTIaJ  W E :  AIMS OF PROJECT CYJD RESEARCH METHODOLOGY 



klHS OF PROJECT 

The primary stated aim of the Resocialisation Project was: 

'To create a structure through which long stay psychiatric 
patients can learn thp skills necessary to take responsibility 
for their own lives in the conmunity and to prepare them for 
open employment or further specific vocational training* (1) 

The secondary stated aims were: 

1. To research, evaluate and document the work of the project. 

2. To develop appropriate training methods for use in other, 

similar projects, 

3. To foster staff development especially in regard to the 

changing role of the psychiatric nurse, 

4. To develop vocational and job opportunities for trainees 

and 

5. To influence the medical model of psychiatric care by 

adopting an educational approach which would mphasise 

the learning or regaining of skills rather than 

symptomatology. 



THE PROJECT SETTING 

Because of the innovative nature of the project its aims covered 

all aspects of the rehabilitation process and involvkd changes in 

the physical layout of the training setting as well as changes in 

staff organisation and authority structure. Thus patients were 

called 'trainee' on entry to the Resocialisation Project to 

emphasise their new role and staff were referred to as 'trainers' 

or 'advocates', the latter to stress the helping and teaching role 

of the staff. In terms of staff organisation and structure a 

multi-disciplinary approach was adopted which, i t  was hoped, would 

benefit the trainees' training and treatment progrm and help 

staff members to gain new insights and skills. In additl'on the 

unit aimed at changing the usual hierarchical staffing structure 

to a more democratic model to allow a flexible approach to issues 

and encourage individual responsibility. 

As the aim of the project was to prepare the trainees to cope with 

the demands of 'normal' life and work the proposed treatment 

setting was a specially designed group of houses which, together 

with a training centre would form a small unit or 'village* within 

the grounds of St. Brendan's Hospital. Successful rehabilitation 

prograns enable those involved to extend their training to the 

cornunity and to accomplish this the trainlng situation must be as 

simila~ as possible to the non-hospital setting in which it is to 

be carried out. In planning the Resocialisation Project i t  was 

felt that a 'Rehabilitation Villagea in St. Brendan's would be 

the most suitable setting for the re-orientation and re-training 



of patients for the comnunity. However, this unit was not built 

and the project was contained in a renovated self-contained 

hospital buildlng with additional training and off ice space being 

provided by temporary buildings nearby. The main accomadation 

consisted of four, five-bedded dormitories, two large rooms whlch 

were converted into recreational and sitting areas, a diningroom 

and a kitchen. A lot of effort was made trying to make the 

available accomnodation as attractive and homely as possible and 

while this probably succeeded to some extent i t  was difficult to 

change some obvious institutional elements of the building. 

Initial training (e.9. domestic and pre-work programs) was carried 

out in this unit but the main vocational instruction was held in 

the Curriculum Development Work Exploration Centre which was 

situated approximately two miles from the hospital. 

STAFFING 

The staffing of the unit consisted of the Director (Dr. Michael 

Corry - a Psychiatrist), sixteen Advocate/lnstructors, a 

Clinical Psychologist, an Occupational Therapist, three Teachers 

(one of whom acted as Educational Co-ordinator), a Research 

Officer, a Secretary and four DomestidAttendant staff. In 

addition there were several part-time teachers employed for 

specialist topics. Overall responsibility for the care and 

training of each trainee rested with the advocate/instructors. 

Each Advocate/instructor had a specific trainee so that a special 

relationship . . could be developed with the trainee. He/she 



participated with the trainees in most of their daily activities 

carried out individual progrms with them and generally provided 

an ongoing supportive relationship for the trainee during the unit 

progran and afterwards. Advocate/Instructors worked on a ro ta 

system, thus providing care on a continuous twenty-four hours, 

seven days i, week basis. In addition, the role of advocate/co- 

ordinator was rotated anong the advocate/Instructors. Tho 

remaining staff worked a five day week. 



The main aims of the research were: 

1. To evaluate the efficacy of the Resocialisation Project, 

2. To identify characteristics of the trainees which were related 

to outcome in the progran, 

3. To document the process of change within the unit and 

4. To provide constant feedback to staff and trainees to aid the 

training progran 

Methodoloqy 

P r ~ o r  to the first intake of trainees in Aprrl 1984, all wards in 

the hospital were contacted and lists made of all patients in the 

wards. The majority of potential candidates were concentrated in 

twenty wards (seuen f m a l e  and thirteen male wards) and 

assessments and intervreus were then carried out on patlents who 

fulfilled the following research and progra criteria: 

1. Aged between 18 and 55 years, 

2. Resident in a psychiatric hospital for at least two years, 

3. Not physically handicapped to the extent that he/she would be 

unable to take part in unit progrn, 



4. Not acutely disturbed in psychiatric terms and 

5. Capable of open employment. 

An attempt was made to get information on patients from as many 

sources as possible - from the patient hidherself, from nursing 

and medical staff and from documentary sources such as charts. 

The pool from which the first twenty tralnees were chosen numbered 

approximately 200. Patients were then divided according to sex 

and functioning level based on the REHABf2) assessment procedure 

and names were drwn randomly from each category. Patients were 

therefore chosen from all levels of functioning but there was one 

proviso in that staff did have a veto if a majority of them 

considered a chosen candidate unsuitable for the project. This 

veto did not affect the selection of the first and third groups 

but was important for the second group in that approximately half 

of the original twenty names randomly selected were rejected. When 

a candidate was rejected he or she was then replaced by the next 

nane on the list in the sane functioning category. This 

illustrates an important aspect of 'action research' in that 

modifications to the original research design are usually required 

to cope with developments in the progran/s. Thus in the 

Resocialisation Project i t  was necessary to allow for changes in 

psychiatric condition. All patients in the hospital not acutely 

disturbed were included in the original pool of potential 

rehabilitation candidates but some of those randomly selected for 

subsequent intakes were judged by staff to be unable because of 

their current psychiatric state to take part in the progrm. 



Research Instruments 

On entering the Resocialisation Unit, trainees were assessed 

regarding psychiatric status, self concept, I.Q., personal, 

domestic and comnunity skills and work performance. A detailed 

biographical history was also obtained. The principal overall 

rneasulc of progress in the unit was a validated and standarised 

rating scale, REWB ( 3 ) ,  which was completed weekly by an advocate 

in the unit, and on entry to the group homes, by a houssparent. 

This covers the principal behaviours considered relevant to the 

assessment of long-stay psychiatric patients, and is broken down 

into six main sub-divisions - deviant bahaviour, social activity, 

speech disturbance, speech skills, self care and comnunity skills. 

This assessment war supplemented by more detailed skills ratings 

and skills tests which were designed to provide sufficient 

information to pinpoint specific assets and deficits to target for 

training interventions. 

In selecting the assessment measures there were a number of 

constraints. Firstly, i t  proved difficult to find measures which 

were sufficiently sensitive to small changes in the trainees' 

functional performance that they could be useful as feedback in 

individual cases. Additionally, the vast majority of standardised 

measures for psychiatric patients have been developed for acute 

patients and there are very few formal assessment porcedures for 

use with the long stay patient. Another difficulty was the 

extrmely wide range of ability of trainees. The majority of 

trainees in the unit were functioning in the mentally handicapped 



range of intelligence. This, together with the limited literacy 

of many trainees, resulted in necessary modifications to many of 

the assessment procedures. 

Research data was analysed using both micro and mainfrme 

computer. During the project a number of simple computer programs 

were created, based on a database system, to process information 

for ongoing training purposes (particularly progress data for 

wwkly meetings etc.) as well as storing the data for later 

analysis on the mainframe computer. Extensive use was also made 

of the word processing facilities on the micro-computer for 

storing various information particularly progress reports. Prior 

to this final report a11 data was analysed on tho mainframe 

computer using an S.P.S.S. (Statistical Package for the Social 

Sciences) progrm. 

The data for this final research report was collectad up to the 

end of January, 1987. This was approximately three months after 

the last group of trainees had been discharged to the conmunity. 



1. Omonstration Pilot Project of Europe Resocialisation 
Project. First Interim Report, February, 1985. 

2. Rehabilitation Evaluation Hall and Baker (REME). Hall and 
Baker, 1983. Details in: 

Baker, R. A Rating Scale for Long Stay Patients. Paper 
presented at the World Congress on Behaviour Therapy, 
Washington (O.C.), U.S.A . 1983. 

3. Ibid 



SECTION TWO: THE TRAINEES 



In all, sixty trainees (thirty men and thirty women) went through 

the Resocialisation Project in St. Brendan's hospital over a two 

and a half year period. The Trainees were divided into three 

groups each consisting of twenty people (ten men and ten women). 

The first group entered the unit in April 1984 and the last 

trainees left in October 1986. In the following report GToUp 1 

refers to the first intake of trainees admitted in April 1984, 

Group I 1  to the twenty trainees admitted in January 1985 and Grcup 

I 1 1  to the trainees who entered the Resocialisation Project in - 
November 1985. 

The age limits set by the research selection criteria were 

eighteen to f ifty-five years. The aveTage or mean age for the 

sixty trainees was 41.6 years and the age range from twenty-one to 

fifty-five years. Table 1 shows the age distribution of the 

trainees. 



Table 1: Age Distribution of Trainees 

21 - 25 years 9.0 '  (3)  

25 - 30 3.3 (2) 

31 - 35 13.3 (8)  

36 - 40 ' 18.3 (11) 

41 - 45 ' 28.3 (17) 

46 - 50 ' 15.0 ( 9 )  

51 - 55 ' 16.7 (10) 

&s this table illustrates sixty percent of the trainees in the 

project were over the age of forty years. Only a small pertentage 

(8.3%) of trainees were under thirty years and the biggest 

concentration of trainees in terms of age was in the forty-one to 

forty-five years age category. This finding is predictable. A s  

treatment procedures in recent years have tended to favour non- 

hospital methods i t  is to be expected that this randomly selected 

group would largely represent the chronic, older group of patients 

m o n g  the hospital population. 



There were some differences in terms of age distribution between 

the three groups of trainees. Table 2 shows the mean (or average) 

age for each group. 

Table 2: Wean ages of Groups 1,II and 111. 

Group I Group lJ Group 111 

43.5 Years 42 years 39.2 years 

Group I were older with the majority of trainees (70%) aged over 

forty years and this compared with 5% in the sane age category in 

groups I 1  and 11 1 .  Furthermore, sixty percent of group I were in 

the forty-one to fifty age group making them the moat homogeneous 

group in terms of age. Groups I 1  and 111 were more spread out in 

age terms although they still conformed to the general older age 

pattern of the entire group. Group 1 1  presented a somewhat 

different age profile to the other two groups. This group had the 

largest number of trainees in the oldest age category of fifty-one 



to fifty-five (30% of trainees compared to 10% in groups I and 1 1 )  

as well as a substantial proportion (25%) in the younger age 
. . 

categories of thirty-five or younger. Thirty percent of group I 
, . . .  . t : ,  

and only 10% of group 1 1 1  were in this latter age category. 
,:.. . .  . 

The age profile of the three groups can thus be sumnarised. Group 

I were, on average, the oldest group as well as the most 

homogenous in age terms, group I 1 1  was the youngest group and 

quite evenly spread in terms of age distribution and group I 1  was 

in the middle in terms of mean (or average) age and presented a 

more sectionalised age picture with less trainees in the middle 

age and more in the oldest age category than the other two groups 

as well as a substantial number (25%) in the thirty-five and 

younger groupings. 

In terms of male/female differences, the men tended to be older. 

The mean age for men was 43.1 years compared wlth 40 years for 

women. A third (33.%) of f m a l e  tralnees were thirty-five years 

or younger in contrast to 10% of the male group. Another aspect 

of the distribution 1s that i t  tended to cluster for the men 

around the mid-age categories. Approximately the sane number of 

men and women were in the forty-six to fifty-five years age 

grouplng (30% and 33.3% rerpect~vely) but in the mlddle age 

grouplng of 36 - 45 years the males predominated. Sixty percent 

of the men compared to only a third (33.3%) of the women, were in 

this age grouplng. 



MARITAL STC\TUS 

Table 3: Marital Status for all Trainees and Groups 1 , I 1  and 1 1 1 .  

Group 1 Group I 1  Group 1 1 1  All Trainees 

% % % % 

Single 95.0 (19) 85.0 (17) 80.0 (16) 86.7 (52) 

Married - - 5.0 (1) 1.6 (1) 

Diuorced/ 
Annulled/ 5.0 (1) 15.0 (3 )  15.0 ( 3 )  11.6 (7) 
Separated* 

+ Includes 1 trainee who was widowed 

Table 3 'shows the number of trainees who were in each marital 

category. As might be expected, the majority (86.7%) of the 

trainees were single but 11.6% had been married and in most of 

these cases this marriage had ended in annullment or diuorce. 

Only one trainee was presently married and spent part of each week 

living at home. Almost all the female trainees were single (or 

neuer married). Ninety-three percent of the women were unmarried 

in contrast to 80% of the male't~ainee~. Twenty percent o-f the 

trainees had had at least one child but in half the cases the 



trainees were female and were unmarried at the time of the child's 

birth and the children were subsequently placed for adoption. In 

all 30% (9 )  of the women had had a child but only four of t h e  

these trainees maintained some contact as the children were living 

with relatives. All but one of the previously married men had had 

childrenbutnone of these trainees now had contact with them. 

NW-HOSPITAL ACCOMIODATIW 

The majority 183.Jh) of the sixty trainees were born and raised in 

Dublin city or county. Over half of the trainees (53.JL) were 

last adnitted from the fanily home but a quarter (25%] were 

adnitted from hostel accommodation. In terms of present non- 

hospital accomnodation, 55% of the trainees were of 'No Fixed 

Abode* either because a family home no longer existed or because 

there had been no contact with fanily for many years. Thlrty-six 

percent had a fanily home but their fanily was either unwilling or 

unable to accept them home. Only five trainees (representing 8 . 3  

of the total) had acconmodation to which they might return. 

FClMlLY BACKGROWDJFMILY CONTACT CYJD SUPPORT - 

Fanilv of Orisin 

Trainees cane from middle sized fanilies - the average family size 
being 5.2 children and the three groups did not differ much in 



this respect (5.5 for group 1 ,  5.1 for Group I 1  and 4.85 for Group 

C 

111). The majority (58.34) of the trainees were either eldest or 

youngest children. Over a third (36.7%) were eldest children and 
. . 

a fifth (20%) were the youngest children in the fanily. '  his 
trend is even more marked when one examines trainees' position in 

. . 
their own sex line. Over three quarters (76.6%) of the trainees 

were either the eldest or youngest of their own sex or were the 

only boy or girl in the fanily. In terms of the three groups, 65% 

of group I, 50% of group 1 1  and 60% of group I 1 1  were either 

eldest or youngest in the family. In addition, more men than 

women were eldest or youngest. Sixty-five point seven of the 

male trainees were in this category with the majorlty (50%) being 

the eldest child in the family and this figure increased to 84% 

when male sex line only is considered. Just over a quarter 

(27.6%) of the women were eldest (all but one of these were only 

children) and 2% were youngest children. Fifty-bne point seven 

percent of the female tralnees were therefore at the extremities 

of the f m i l y  and this increased to three quarters (75.8%) of the 

female trainees if female line only is considered. 

Parents 

A high percentage (45%) of the tralnees' parents were elther both 

dead (40%) or thelr whereabouts was unknown for many years (5%) 

and only 16.7/. of trainees had both parents alive. Th~rty-elght 

percent of tralnees' therefore had one parent living and in the 

majority of cases (31.=) this was the tralnees' mother. More of 

the male trainees had a mother llvlng - 36.7% of men had a mother 



a l lve  compared with 26.T/. af the female trainees. A quarter (25%) 

of the trainees had los t  a parent before the age of  sixteen years 

early death 

different in 

reverse was 

before t h i s  

e lder ly .  Of 

and approximately the sane number of men a s  women had experienced 

of a parent although sex of the dead parent was 

that more of  the men l o s t  a female parent while the 

true for the women who predominantly l o s t  a father 

age. Those parents who were a l ive  tended to be 

the mothers who were a l ive  (29),  41% were between 

sixty-one and seventy years of  age and over a quarter (28%) were 

over seventy years o f  age. Again, of the fa thers  (14) who were 

s t i l l  a l i ve ,  over a third (3%) were over sixty years and 29% were 

over seventy years. 

A substantial  proportion (38.3%) of the trainees had been raised 

in a non nuclear fanily uni t .  Over a quarter (26.6%) had spent 

a l l  (16.7%) or part (10%) of their  childhood in an ins t i tu t ion  and 

the remainder were raised mainly by one parent. Approximately 

the sane number of t rainees from the f i r s t  and second groups were 

raised i n  t h i s  way (4% and 40% respectively) while o n l y  15% of 

Group I were i n  t h i s  category. The main reasons for being 

raised in care was because of death or i l l ne s s  (e i ther  physical or 

psychiatric) of a parent or parents. I n  addition, more than twice 

as  many women were raised in a n o n  nuclear family uni t .  Fifty 

percent of the female t ra inees  were ra ised i n  t h i s  way while the 

corresponding figure for men was o n l y  23.3%. 



Contact and S u ~ r ~ o r t  

Regular fanily contact was defined as  contact at  l eas t  once a 

month and over a half (56.7%) of the trainees saw a member of 

their  fanily a t  l eas t  t h l s  frequently. Approx~mately another 

thi rd  (32%) of the tralnees had l e s s  frequent contact ranging from 

once every three months to one v i s i t  per year. Six (10%) of the 

trainees had no fanily contact or just received occasional l e t t e r s  

from re la t ives  and the reason for non contact was generally 

because of distance from the hospital .  

This degree of fani ly  contact i s  re la t ively high and an 

influencing factor here must be the Dublin background of most of 

the t ra inees  and their  f an i l i e s .  Of course one might question 

why the level of fanily contact was not higher bearing t h i s  fac t  

in mind. Group 111 had the most frequent contact with family (70% 

had contact a t  l eas t  once per month) and Group I had the l ea s t  

frequent fanily contact with 40% having a v i s i t  or v i s i t i ng  a 

re la t ive  a t  l eas t  once per month. The f igure  for Group I1 was 609: 

for monthly contact. Again t h l s  r e f l ec t s  the general older age 

dis t r ibut ion of Group 1 as  well as  the re la ted fac t  that more than 

twice a s  many trainees in Group I than the other two groups had 

both parents dead. Thls is  Important i f  one assumes that parents 

tend to be the fanily members who maintain the contact. I n  the 

case of the s ~ x t y  trainees who entered the Resoclalisation P ~ o j e c t  

i t  was overwhelmingly a parent or parents who regularly v i s i ted  

the hospital or had trainees t o  stay a t  home. Ten of the trainees 

did have regular contact with s ib l ings  but i n  eight of these cases 



both parents were dead. Indeed many siblings, although living 

within the Dublin area, maintained very little contact with 

trainees and this has obvious implications for trainees (and of 
. . 

course for psychiatric patients generally) as the trainee gets 
, . 

older and parents die. The trend of f m i l y  contact does appear to 
. , ,  

indicate that the responsibility for maintaining contact is seen 
. . ., . a .  

to lie mainly with parents and while the patient is obviously 
. .. . ~ ,  

accepted as a member of his or her natal family, as siblings 

create their own fanily units long term patients appear to be 

largely excluded from these units and more and more responsibility 

thus lies with the institution. 

Although the figure for regular f m i l y  contact is, as stated, 

relatively high, this usually involved a hospital visit by a 

family member and only a minority (20%)of trainees uisited 
, .  , 

relatives in their homes regularly with the figure for staying 

overnight (15%) even smaller. In terms of the institutionalisation 

of hospital patients this is an important finding as the more 

confined the patient's world the more he or she is removed from 

comnunity norms and the greater the likelihood of adopting and 

maintaining hospital or non-comnunity norms. When this is 

exmined in the context of the relatively long years of 

hospitalisation of these trainees the inherent danger of 

institutionalisation is obvious. 

In terms of non-fmily visits 

from such sources of contact. 

from outside the hospital who 

the pattern was one of isolation 

Only 1% of trainees had a friend 

visited them or who they visited 



regularly (at least once a month). The sane number of trainees 

(15%) had a friend within the hospital. More women than men 

maintained contact with friends both inside and outside the 

hospl tal. Over a quarter (26.74) of the women had a non-hospi tal 

friendship in comparison to 6.Z. of men and twice as many had a 

friend within the hospital (20% of women compared with 10% of 

men). This appears to support Goffman's (1) view that 

institutions do not facilitate friendship. When one considers the 

fact that those in psychiatric hospitals may have experienced 

difficulties in forming and maintaining friendships prio? to 

their initial hospital admission, both because of the nature of 

their condition and the young age at which they were affected, 

this low level of friendship is particularly significant. This 

latter fact is evidenced by the finding that over half (56.74) of 

the trainees had never had a serious relationship with the 

opposite sex. Ten trainees (16.='X) had been engaged or married 

and only two trainees had an ongoing relationship 



Social Class Backsround -- 

Table 4: Occupational Grouping of Trainees' fmilies. 

Higher Professional and Managerial 

Upper and Lower Professional and Managerial 

Intermediate Non-Manual 

Skilled Manual 

Semi-Skilled Manual 

Unskilled Manual 

*Father's occupation was unknown for 5 trainees. 

As table 4 shows the majority of trainees cane from a smi- 

skilled or unskilled occupational background with over a quarter 

coming from the lowest (unskilled) occupational grouping. Only a 

very mall percentage of trainees cane from an Gpper professional 

or managerial background. This pattern was continued in the next 

generation of trainees' fanilies with a half (90%) of trainees' 

siblings employed in semi-skilled or unskilled occupations. 



There was some variation in the social class pattern between the 

groups with 65% of group 1 ,  50% of group I I  and 35% of group I I I  1 

coming from the lowest two categories. The percentage of trainees 

from the higher and lower occupational groupings was approximately 

the same for each of the three groups. 

EDUCATIWL AND OCCUPATIONAL BCICKGROUND 

Education 

The average or mean school leaving age for the sixty trainees was 

15.2 years with the range from twelve to twenty years and there 

was no significant difference between the groups or the sexes in 

this respect. Table 5 shows the level of education achieved by 

the trainees. 



Table 5: Educational Level Attained by Trainees 

Men Women A1 1 
X % % 

Primary Education Only 53.3 (16) 66.7 (20) 60.0 (36) 

Primary and Part 2nd Level 36.7 (11) 30.0 (9) 33.3 (20) 

Primary and all 2nd Level 6.7 (2) 3.3 (1) 9.0 (3) 

Primary, 2nd Level, 3.3 (1) - 1.7 (1) 
Part 3rd Level 

As the table illustrates, the majority of trainees had primary 

education only which is not surprising bearing in mind the average 

age as well as the social class background of the trainees (the 

majority of trainees therefore would not have been able to avail 

of 'free' secondary education). The level of exem performance is 

somewhat more informative in terms of educational attainment. 

Twenty-three point three percent of the trainees had a Primary 

Certificate only and 15% had Primary plus Group or Intermediate 

Certificate. Only 5% of trainees had Leaving Certificate and this 

was the highest level exanination passed by any trainee. Over 

half (52.5%) of the trainees had not sat for any examination and 



a further 6 . n  had sat and failed exan~nations. More men than 

women had passed exaninations - 56.6% of male tralnees compared 

with 30% of female trainees had some quallficat~on and only one 

woman (compared to 30% of the men) had a post primary 

qualification. Furthermore, the women had less post primary 

qualifications - 30% of the men compared with only 10% of the 

women had passed a second level exan. The high number of trainees 

who did not sit for any examination cannot be accounted for by the 

ending of the Primary Certificate in 1969. Only three trainees 

were ineligible in this way and as these three trainees all 

attended special schools it is unlikely they would have sat the 

Primary Certificate. 

In terms of vocational training or apprentiships thirteen or 21.6% 

of the trainees had comnenced some kind of training after leaving 

school and of the thirteen, eight were men and five were women. 

However, only five ( 8 . B )  trainees completed such training (three 

men and two women). 

Learninq Difficulties 

Exactly 50% of the trainees who entered the Resocialisation 

Project had experienced some learning difficulties in school. A 

quarter (25%) of the trainees had had definite learning 

difficulties and of these 10% had attended a special school or 

class for learning difficulties and a further 15% of trainees had 

been held back in a class for one or more years. In addition, a 



further 25% had experienced learning problems according to their 

own or relatives (usually parents) accounts. Although this 

cannot be regarded as 'hard data' it is important to include this 

as older trainees would not have had the benefit of educational 

asseswnents or special schools and classes. This is evidenced by 

the number of relatives (parents or siblings) who reported that 

the trainee was left sitting in class although obviously unable to 

participate in classwork. The most striking exanple of this is a 

trainee with a severe speech defect who sat in a primary school 

class until she was eleven years of age (when she was transfered 

to a special school) taking no part in classroom activities. The 

only time in six years at primary school that her speech defect 

appeared to come to the attention of the school authorities was 

when she was refused permission to make her First Comnunion. 

There were some differences between the male and female trainees 

in terms of learning difficulties. Over a third (36.7%) of the 

women had attended a special school or class in contrast to 13.3 

of the men. Again if those who, according to subjective or 

relatives' accounts, are Included 56.7% of the fnnale trainees 

(compared with 43.3% of the men) experienced some degree of 

learning difficulties in school. 

The follbwing table illustrates distribution of I.Q. scores for 

the entire group of sixty trainees and for the male and female 

groupings. 



Table 7: 1.Q. Rating for A 1 1  trainees and Male/Female Groupings. 

A l l  Trainees Male Female 

X X % 

+One trainee was not scored. 

A s  the above table i l l u s t r a t e s ,  more than a thi rd  (38.9%) of the 

trainees had a I .Q.  score less than 60 and over three quarters 

(77.9%) of a l l  trainees had an 1.Q. score of l e s s  than 80. 

Ten percent of trainees were in the borderline 1 .Q, range of 80 - 
89 and o n l y  a minority of trainees (11.8%) were i n  the 'normal' 

and higher categories. The average or mean I .Q.  for the group was 



75.3 and the 1.Q. range 40 to 110. This demonstrates a very low 

level of intellectual ability with nearly ninety percent (89.7%) 

in the below "normalg range of 1.9. functioning. In terms of 

group differences the mean I.Q. for the first group was highest at 

71 and mean 1.9. score for male trainees was higher than female 

trainees (70 in contrast to 62). The mean scores for group I1 end 

group I11 were 64 and 61 respectively). The high scare for group 

I is partly due to the fact that the two highest recorded scores 

were in group 1. However, group I also had the highest percentage 

of trainees (40%) who scored between 80 and 110 contrasting with 

15% of trainees in group 1 I and 10% of group 1 1  I. 

W o r k  experience 

Table 8: Work Experience of Trainees Prior to 1st Hosp italisation 

At least one job lasting less than 3 months 1.7 (1) 

At least one job lasting 3 months 

At least one job lasting 6 months 

At least one job lasting 1 year 

No work experience prior to hospitalisation 16.7 (10) 



This table indicates that 83.3 ;%f the trainees in the 

Resocialisation Project had had some work experience prior to 

their first hospitalisation but this fairly high figure includes 

ten trainees (16.?%) who had relatively little (i.e. less than one 

year) work experience. Sixteen point seven percent of the 

trainees had no experience in the labour market. Two thirds of 

the trainees (66.7%) had had a job lasting at least one year and 

of these, 47.% had had a job lasting up to two years, a third 

(33%) had had a job lasting between two and five years and 17.% 

had had a job lasting ten years or more. Hen had had longer 

employment periods with 76.- of them having a job lasting a year 

or more in comparison to 56.73; of the women and only one female 

was in the longest employment category of ten plus years. The 

following table (Table 9) gives the work experience of the 

trainees after first hospitalisation by length of time in the job. 



Table 9: Trainees' Work Experience After Flrst Hosprtallsatton 

At least 1 job lasting less than 3 Months 5.0 (3) 

At least 1 job lasting 3 months 16.7 (10) 

ht least 1 job lasting 6 months 11.7 (7) 

At least 1 job lasting 1 year 8.3 15) 

No work experience 16.7 (10) 

No work experince after 1st hospitalisation 41.7 (25) 

N = 60 

I t  can be seen from the above table that the majority (58%) of 

trainees either never worked or ceased to work after their first 

hospitalisation. Furthermore, only a small percentage (8.%) of 

those trainees who worked after hospitalisation had had a job 

lasting one year or more - in fact the majority of this group 

(5%) had worked for three months or less. Although more men than 

women worked at some occupation outside the home before first 

hospitalisation (nine of the ten trainees in the 'never worked* 

category were female) more women than men had some work experience 



after their first hospitalzsation and they tended to have longer 

work experience. Almost all the tralnees were involved in semi- 

skilled or unskilled occupations prior to hospitalisation and this 

pattern was continued after hospitalisation. The most c o m o n  type 

of work was domestic or factory work for women and labouring work 

for men. 

Looking at the employment status of trainees prior to first 

hospitalisation reveals that approximately a fifth of trainees 

(21.7%) were working up to hospitalisation, 13.3% had been 

unemployed for three months or less, 16.7% had been unemployed for 

at least six months and a quarter (29%) had been unemployed for 

one year or more. The remaining trainees either did not work or 

were unclear regarding the time they stopped work The reasons for 

leaving emplopment were redundancy, sacking or being laid off 

(46%), increase in psychiatric symptomatology and or 

hospitalisation (30%) and leaving a j o b  because. of dissatisfaction 

with the job l m .  This latter reason can of course be 

implicated in the course of a psychiatric condition but as i t  

formed a distinctive category i t  is included separately and i t  is 

important in that i t  shows how a condition may be concealed for 

some time prior to presentation. 



Table 10: Number of  Years Stopped Working 

0 - 2  Years Left Work 4.0 (2) 

3 - 5  Years Left Work 6 .0  (3) 

6 - 9  Years Left Work 26.0 (13) 

10 - 19 Years Left Work 46.0 (23) 

2Ot Years Left Work 18.0 (9)  

N 50 

A s  Chis table shows o n l y  10% of the trainees had worked i n  the 

l a s t  f i ve  years. Almost two thlrds  (64%) of those trainees with 

some work experience had ceased working over ten years ago and 

th i s  included nine trainees who had not worked for over twenty 

years. When the f u l l  group of  s ixty  is considered and those wxth 

no work experience a s  well as  those who had l e f t  work a t  l eas t  ten 

years ago are  combined, the percentage of  t rainees who could be 

catcgorised as  severly handicapped i n  terms of work experience is 

exactly 70% of a l l  trainees who entered the uni t .  



PSYCHIATRIC HISTORY 

First Psychiatric Presentation/Hos~italisation - 

Table 11: Age at First Presentation 

10 - 15 Years 
16 - 20 Years 
21 - 25 Years 
26 - 30 Years 
31 - 35 Years 
36 - 40 Years 
41 - 45 Years 

N = 

The above table, which shows the age distribution of trainees at 

first presentation to the psychiatric services, supports a well 

documented finding in the literature - that the majority of 

patients present to the services in their late teens and early 

twenties. Thus two thirds of the trainees were first seen by the 



psychiatric services before the age of twenty-two years and t h i s  

was comnon to a l l  three groups. The mean age for presentation for 

the f u l l  group of  s ixty was twenty-two years and the range was 

wide a t  12 to 45 years. Again there were n o  significant 

differences between the three groups in terms of mean age a t  

presentation but there was some variation in the mean age for men 

and women. The average or mean age a t  presentation for men was 

23.9 years compared with 20.8 years for  women. 4n important 

contributing factor to t h i s  lower mean age is the fac t  that two 

female t ra inees  f i r s t  presented to the psychiatric services ( i n  

fact  were admitted to a psychiatric hospital)  a t  the age of  

twelve years. However, female trainees overall did tend to 

present a t  a younger age. I n  t h i s  respect,  over half (56.7%) of 

the female trainees had f i r s t  presented by the age of twenty i n  

contrast  t o  a thi rd  of the men ( 3 3 . 3 1 .  Furthermore, 93.YL of 

women had f i r s t  presented by the age of 25 years compared with two 

thirds  (66.6%) of the male trainees.  

The mean age for f i r s t  hospitalisation was 22.9 years and the 

range 12 - 45 years. The women were, on  average, admitted a t  a 

younger age (22 years in contrast to 24.9 years) and here there 

were also differences in the f i r s t  hospitalisation of  the three 

groups. Group 111 had the youngest average admission age a t  21 

years and group I the oldest mean admission age a t  24 years ( t he  

mean f i r s t  admission age for group I1 was 23 years). Group 111 

therefore tended to be hospitalised a t  a younger age. Fifty-five 

percent of  t h i s  group had been f i r s t  hospitalised by the age o f  20 

years while the corresponding f igures  for group I and group I1 was 



25% and 40% respectively. The following table (Table 12) shows 

the age distribution at first psychiatric hospitalisation. 

Table 12: Age at First Ahission to Psychiatric Hospitalisation 

10 - 15 Years 
16 - 20 Years 
21 - 25 Years 
26 - 30 Years 
31 - 35 Years 
36 - 40 Years 
41 - 45 Years 

The pattern is similar to that of first presentation. This is to 

be expected as the presentation and first hospitalisation co- 

incided in many cases especially regarding the older trainees. As 

with first presentation the only difference within the trainees 

was a male/female variance. Fifty percent of the women had been 



admitted by the age of twenty years (the corresponding figure for 

men was 30%) and 90% of them by the age of twenty-five years 

(compared with only 56.X of the male trainees). 

Preci~itant of First Admission 

Table 13: Precipitant of First Adnirsion 

Aggressive Behaviour 

Psychiatric Symptomatology 
(symptoms had become distressing to 
trainee and/or apparent to family) 

Recent Life Event (Birth of Baby etc) 

Social (Non-Psychiatric Reasons) 

*Precipitating causes were unknown for 9 trainees 

As this table illustrates, aggressive behaviour was a very common 

precipitant of first hospital admission and t h ~ s  was similar for 



male and female trainees (36.63: and 30% respectively). Although 
. , 

this could be viewed as part of a psychiatric condition i t  could 

bear out somewhat findings in the literature that some families 

will often tolerate deviant or psychiatric symptoms for quite a 

long period. Almost half the trainees were first admitted when 

symptoms had reached a distressing level and this cause 

predominated in group 1 where 45% of the trainees were admitted 

following this in comparison to 35% in group I 1  and 20% in group 

111.  4lthough life events may have been implicated in many 

admissions, at this stage i t  was only possible to categorise 7.8% 

of trainees as having been admitted after a defin'itelife event. 

Over a third (35%) of the trainees had had no noticeable 

symptomatology or had hac! such symptomatology for less than a 

month prior to first hospitalisation, 16.7% . . had hhad"4ymptoms for 
. .  . 

one to six months and over quarter (26.6) had had symptoms for 
, . 

more than six mdnths (11.7% had had them for a year or mare). 

Women appeared to have quicker admissions thih men'thus over a 

third (36.7) of the women had symptoms for less than a month 

compared with just 10% of the men. 



First Diaqnosis - 

Table 14: Trainees' Diagnosis at First Adnission 

Schizophrenia/ Schizo-affective Condition 

Depressive/Anxiety Conditions 

Parsonali ty Disorder 

Mental Handicap Only 

Mental Handicap + 
Schizophrenic~Schizodffective Condit~ons 

Mental Handicap t 
Other psychiatr~c Condition (Not Schizophrenia) 

Alcoholism 

Epilepsy 

No Definite Diagnosis 

As table 14 illustrates, the most comnon diagnoses at first 

hospitalisation were schizophrenia/schizo-affective conditions, 



mental handicap only and depression and or anxiety. Just over a 

fifth of the trainees had an initial diagnosis of schizophrenia or 

a schizo-affective condition but this f igure was almost equalled 

by the number of trainees who were first diagnosed as mentally 

handicapped (without a psychiatric diagnosis). A further 16.7% 

had a diagnosis of mental handicap with either 

schizophrenia~schizo-affective condition or another condition such 

as manic-depression . '~ental handicap theref ore was the the mast 

frequent diagnosis with 41.74 of trainees having this diagnosis 

only or in combination with another condition. 

In terms of the three groups, more of the first group had a 

schizophrenidschizo-affective only diagnosis (30% of trainees 

compared with 20% in group 1 1  and 1% in group 111). I n  addition, 

a smaller number of group 1 had a mental handicap diagnosis only 

o in combination with another psychiatric condition (2% of group . , .. 

I had such a diagnosis in contrast to 35% in group I 1  and 50% in 

group 111). There was also some difference between the male and 

female groupings. Over a third (36.7%) of thea'men had a 

schizophrenic element to their diagnosis and this compared to less 

than a quarter (23.%f of the female trainees. Again, although 

the numbers were small, more of the male trainees (20% compared 

with 6.X) were categorised as "no definite diagnosisY 



Present Diaqnosis 

Table 15 shows the present diagnosis (i.e. on entry to the unit) 

of the trainees. 

Table 15: Trainees' Present Diagnosis* 

SchizophrenidSchizo-affective Conditions 43.3 (26) 

Depression/Anxiety Conditions 6.7 ( 4 )  

Personali ty Disorder 6.7 ( 4 )  

Mental Handicap Only 5.0 (3) 

Mental Handicap + 
Schizophrenia/Schizo-affective Conditions 

Mental Handicap + 13.3 (8) 
Other Psychiatric Condition (No Schizophrenia) 

Alcoholism 1.7 (1) 

Epilepsy 1.7 (1) 

No Definite Diagnosis 

N = 

*Based on referring doctor's or current chart diagnosis 



On entry to the Resocialisation unit 43.3% of the trainees had a 

diagnosis of schizophrenia/schizo-affective condition only. Most 

of the difference between the total figure for this diagnosis in 

the first and present diagnoses comes from a re-diagnosis of those 

with an initial diagnosis of depression and or anxiety. This is 

consistent with research findings which show that a schizophrenic 

diagnos~s is often not made until the second or subsequent 

achissions either because symptoms have not yet become obvious or 

because there is an initial hesitancy to give this diagnosis. 

As with the figures for initial diagnosis, there were more in 

group I ui th this diagnosis (SO% in contrast to 3Yd in group I 1  

and 43% in group 111) but a high percentage (60%) of groups I and 

I 1  had a schizophrenic component (i.e. combined with another 

condition) while the C~r~esporiding figure for group I 1 1  was 65%. 

The following table exanines the figures and evidence for 

schizophrenic or schizophrenic type diagnoses in more detail. 



Table 16: Trainees with Schizophrenic Diagnoses 

Positive Symptoms at Present 31.7 (19) 

Negative Symptoms Now (Positive in Past) 16.7 (10) 

Negative Symptoms only Always 1.7 (1) 

Positive Symptoms in Past, None Now 5.0 (3 )  

Disputed Schizophrenic Diagnosis 
(symptoms referred to in chart but disputed 31.7 (19) 
by subsequent psychiatric examination) 

No Schizophrenic Symptoms/Diagnosis 13.3 (8)  

Over half of the trainees, as illustrated aboue, had experienced 

definite schizophrenic symptoms either in the past or presently. 

However, nearly a third of trainees (31.7%) had no evidence of 

such symptoms at present and a thorough review of charts and all 

available evidence revealed dispute as to the presence of such 

symptoms and in some cases the non-schizophrenic diagnosis was 

borne out by subsequent treatment. 

In terms of group differences, groups I and group 1 1  were similar 



in that the majority of trainees in each group had a schizophrenic 

type diagnosis. Sixty-five percent of gruup I and 55% of Group I 1 1  

had such a diagnosis and this compared with 4% of group 11. In 

addition, more trainees in group I 1  had a disputed schizophrenic 

diagnosis and if this is included with the non-schizophrenic 

grouping, more than half (55%) of group I 1  either had no history 

of schizophrenia or had a disputed diagnosis. The corresponding 

figures for Groups I and 1 1 1  were 359: and 4% respectively. 

In relation to sex differences, half (SOX) of the men were 

presently diagnosed as schizophrenic whereas only 36.7% of the 

women were. When this diagnosis is included with a diagnosis of a 

schizophrenic type condition plus another psychiatric diagnosis, 

the total for men is almost three quarters (73.3%) of all male 

trainees. The figure for a combined diagnoses for female trainees 

is 50%. Women, on the other hand predominated in the mental 

handicap category with 10% having a mental handicap only diagnosis 

and a further 36.7% having a combination o f  mental handicap plus 

a psychiatric diagnosis. Forty-six point seven percent of female 

trainees therefore had a diagnosis with a mental handicap 

component to it and this contrasted with just over a quarter of 

the male trainees (26.7%). The male trainees diagnosed as 

schizophrenic also tended to have active symptoms - 43.% had such 

symptoms in comparison to 20% of the female trainees. Again, 

there were more women than men with a non-schizophrenic diagnosis 

(23.3% of female trainees were in this category in contrast to 

only one man (3.3%). Just over a quarter (26.7%) of the men had a 

disputed diagnosis but the corresponding figure for women was 



higher at 3 6 . n  - just over a third of all female trainees. Male 

trainees also had a higher incidence of suicide attempts, A third 

o f  the men (33.%) had made at least one such attempt while less 

than a quarter (23.YX) of the female trainees had this in their 

clinical history. 

Treatment (Chemothera~v/E.C.T.~ 

Almost all (9%) trainees who entered the unit were on 

psychotropic medication and had been on such medication for many 

years. hlthough some of the trainees had been in wards in which 

they could avail of other forms of therapy, in general the only 

regular treatment received by' the majority of trainees was 

maintainance chemotherapy sometimes accompanied by E.C.T. Over 

three quarters (78.%) of all trainees had had at least one course 

of E.C.T. and this was comnon to both male and female trainees. 



Pattern of Admissions 

Table 17: Trainees' Pattern of Admissions 

1 - 6 Short Admissions, then Long-Stay 68.3 (41) 

Revolving Door*, then long stay 23.3 (14)  

Revolving Door* 3.3 (2 )  

Long-Stay, then Revolving Door* 5.0 (3) 

*Revolving door is defined here as 10t adnissions over a ten 
year period. 

As the above table shows, the majority of the trainees had had a 

number of short adnissions before remaining in hospital(Long-stay 

is defined, as in the study criteria, as two or more years in 

hospital). Two trainees had a definite revolving door pattern of 

many adnissions of short duration and another m a l l  group of 

trainees (3) had been in hospital for some years, were discharged 

with the first of the St. Brendans rehabilition progrars, but had 

fallen back again into the hospital system. The three groups were 

similar in this regard but there were some slight, although 

interesting, differences between the male and female trainees. 



Men seemed to have had more short-stay admissions before remaining 

in hospital. Over a third (36.7) of the men had had up to six 

admissions before a long-stay achission and this contrasted with 

only 16.7% of the women (46.6% in comparison to 36.6%) had had 

only one or two adnissions prior to their long-stay admission). 

Although the figures are small, this tendency for earlier female 

adnissions is important if examined along with other findings. 

Women, as already shown, were admitted (on average) at an earlier 

age than men. More female trainees had a diagnosis of mental 

handicap and more women remained at home, never gaining outside 

work experience. Men had a good deal more work experience and 

many of them lived and worked in England for some years ( this is 

supported by the following table which shows the number of male 

trainees who had admissions to British psychiatric hospitals). In 

addition, those men who had worked in England tended to be hostel 

dwellers. I t  may be that men, by having more opportunities - both 
economically and culturally - to exist independently of the fanily 
unit and therefore not become, as with some of the womem, 

completely dependent on family support, are able to remain outside 

the attention of the services for longer. There is another factor 

related to this in that any unusual behaviour is more likely to 

be noticed and probably less likely to be tolerared indefinitely 

in a fanily unit and this is especially so if that behaviour is 

unacceptable socially or culturally. Thus a woman who becomes 

aggressive is likely to come to the attention of the services 

quickly and this fact is backed up by evidence presented below. 

While this fact is also true for men there is more social 



flexibility for them interms of certain behaviours and this 

flexibility would be increased in certain settings for example in 

what might be called the 'navvy sub-culture" in English cities. 

Such settings, often sought out by individuals to avoid the 

motional burdens in their background offer protection from such 

stress as well as providing a life style which will tolerate more 

socially deviant behaviour thus possibly deferring 

hospitalisation. 

Non-St. Brendan's Hospital Admissions 

The majority of trainees - nearly two thirds (63.3%) had been in 

psychiatric hospitals other than St. Brendans for varying periods. 

Forty-three percent of trainees had been in other Eastern. Health 

Board Hospitals, 1% had been in psychiatric hospitals in Great 

Britain and lZ had been in private psychiatric hospitals (10% in 

private hospitals only). This pattern seems to indicate that 

many patients come to St. Brendan's because of the inability or 

unwillingness of other hospitals to accomnodate them. As with 

pattern of adnissions, there were some differences in relation to 

non-St. Brendan's admissions. More men (43.3%) than women (30%) 

had St. Brendan's only adnissions and of those male trainees who 

had admissions to other hospitals (56.7161, almost thirty percent 

(29.4%) had been admitted to other Eastern HealthBoard Hospitals 

and 41.2% had been admitted to hospitah in Great Britain. 

. . Seventy percent of the f ale trainees had non- St. Brendan's T 
admissions but the majority of these admissions (46.7%) were to 



other Eastern Health Board hospitals and less than ten percent 

(9.YL) were to British hospitals. 

Number of Admissions Psvchiatric Hosnitals 

Table 18: Number of Admissions to all Psychiatric Hospitals 

1 - 5 Admissions 36.7 (22) 

6 - 10 28.3 (17) 

11 - 15 21.6 (13) 

16 - 20 8.3 (5) 

21 - 25 . 3 .3  (2) 

26 - 30 . 1.7 (1) 

The average or mean number of adnissions to psychiatric hospitals 

was 9 adnissions for the full group of sixty and the range was one 

to twenty-eight adnissions. This may be a slight underestimate as 

all hospital adnissions to Bri,tish hospitals may not be included. 

Some trainees had several short hospital adnissions in Great 



Britain for which no chart evidence existed and as they were 

sometimes unsure as to the exact number only those admissions for 

which they gave dates were included. This however only refers to 

approximately three trainees. Over half the trainess had between 

three and eight adnissions and a third (33.34) had over ten 

admissions. This pattern was largely reflected in the individual 

groups but group I I  had more trainees with four or less ahissions 

(40% in contrast to 15% in Group I and 25% in Group 1 1 1 )  as well 

as more trainees in the ten plus admission category (40% in 

contrast to 25% in Groups I and 111). Group I 1  therefore emerges 

again as having a somewhat different pattern to the other two 

groups. In terms of malePfmale differences, the average number 

of admissions was higher for men (9.4 compared to 8.7) but there 

was no significant difference in the distribution of admissions. 

Total Years in Hosoital 

Table 19 shows the number of years spent by trainees in 

psychiatric hospitals (again this may be a sli~ht underestimate 

for the reasons given above). 



Table 19: Number of  Years in Psychiatric Hospitals 

2 < 4 Years 

4 < 6 Years 

6 < 8 Years 

8 ( 10 Years 

10 ( 19 Years 

15 < 20 Years 

20 < 25 Years 

2% Years 

I t  can be seen from t h i s  tabie  that the resocialisation group were 

d i s t inc t ly  'chronic' pat ients  in terms af length of stay in 

a  psychaitric hospital  and o n l y  a  m a l l  number (16.W.) of trainees 

cane close :o the minimum project definit ion of chronicity of two 

years in hospital .  The average number o f  years i n  hospital was 

11.2 years and the range was 2 to 28 years. The majority (55%) of  

trainees had been i n  hospital  for a t  l eas t  ten years, a  thi rd  

(33.3%) had been in hospital  fo r  a t  l eas t  f i f t een  years and 18.3% 



had been in a psychiatric institution or institutions for at least 

twenty years. Female trainees tended to be more chronically 

institutionalised with 60% of them in hospital for at least ten 

years and over a quarter (26.7!!) in hospital for at least twenty 

years. This was in contrast to 50% of mals trainees in hospital 

for ten or more years and 10% in hospital for at least twenty 

years. In terms o f  severe chronicity (i.e, over ten years in 

hospital) the three groups were quite similar but again group I 1  

showed a somewhat different pattern to the other two groups in 

that they had slightly more trainees in the least chronic category 

(35% in contrast to 1% in group I and none in Group 1 1 1 )  as well 

as the most chronic category (15% compared with none in group I 

and 10% in Group 111). These figures are mall but i t  does show 

that group I I  were somewhat different in composition to the other 

two groups and this trend is reflected in many other areas. This 

section, which examines degree of chronicity in terms o f  total 

number o f  years in hospital does not give a true picture of the 

length of time trainees were institutionalised. The following 

table, which illustrates the number of years spent continuously by 

trainees in psychiatric care gives a more accurate description of 

the chronicity of the group. 



Table 20: Longest Continuous Hospital Actnission 

( 1 Year 

1 ( 2 Y e a r s  

2 < 3 Years 

3 < 4 Years 

4 ( 5  ' 

5 < 6  * 

6 ( 7  ' 

7 ( 1 0  

10t Years 

As table 20 shows, 50% of trainees had been in hospital 

continuously for at least seven years and a third (33.3%) had 

spent ten or more years continuously in a psychiatric hospital. 

In terms of rehabilitation, this is a particularly important table 

as i t  illustrates clearly the length of time trainees had spent 

w a y  from 'normal' comnunity life. I f  this information is 



examined alongside the data relating to trainees' contact with 

family which shows trainees to have been relatively isolated in 

terms of family and friendship contact a clearer picture of the 

degree of isolation from comnunity and comnunity norms merges. 

Furthermore, within the present St. Brendan's system most of these 

trainees had spend their hospital stay in a 'locked ward' i . e .  a 

ward in which they remained continuously except for group walks 

etc. In this context the extent to which the institution and its 

norms and values had become their world, the degree to which i t  

had altered their behaviour in order to deal with the exigencies 

of the institutional life makes understandable the lack of skills 

of the trainees and the gap between their behaviour and comnuni ty 

expectations. As Brown and Hing (2 )  haue shown in their studies 

of this area the psychiatric condition plays a secondary role to 

the dangers of the institutional life in removing the indiuidual 

from the norms of social and comnunity life. 

There were some differences between the groups in terms of 

continuous stay. All three groups had exactly the same 
.. 

percentages of people in the two most chronic categories combined 

but only 20% of Group 1 1 1  were hospitalised for ten plus years in 

contrast to 3% in Group I and 4561 in Group 11. There were some 

differences in the least chronic categories also. Forty-five 

percent of Group 11 had never been more than three years 

continuously in a psychiatric hospital while only 25% of Group I 

and Group 1 1 1  were in this category. Here again the difference in 

Group I 1  is highlighted. Group I 1  also had slightly more trainees 

in the least chronic i.e. up to two years continuously in hospital 



(25% in comparison to 20% in group I and 1% in group 1 1 1 )  and in 

the most chronic category of ten or more years continuous 

hospitalisation 4% in contrast to 35% in group Iand 20% In group 

I .  Overall, Groups I and I 1 1  were more spread out while group 

1 1 1  continued the pattern of falling into two distinctive 

subgroups - that of least chronic and most chronic which reflects 

its distinctive age pattern. 

The mean age for all trainees at last admission was 33.7 years 

and the age range was from eighteen to fifty-two years. Sixty-one 

point seven percent of trainees were last admitted when they were 

less than thirty six years of age and the mean last admission age 

for women was younger - 32.3 years in comparison to 35.1 years for 

men. 

Rmission/lensth of Time ~ischarsed from Hosvi tal 

'Remissionn is a somewhat inaccurate description here as the 

figures really relate to time spent outside hospital. Because of 

lack of follow-up in some cases, different out-patient departments 

etc i t  was impossible to measure true remission (i.e. periods of 

minimal or no symptomtology) periods. Table 22 shows the longest 

period spent outside hospital for all trainees. 



Table 22: Longest Period Outside Hospital 

< 1 Year 

1 < 2 Years 

2 < 3 Years 

3 ( 4 Years 

4 5 Years 

5 < 6 Years 

6 < 7 Years 

7 < 10 Years 

l o t  Years 

A s  t h i s  t a b l e  shows the  t r a i n e e s  had had shor t  periods out of 

h o s p i t a l .  Again, i t  should be emphasised t h a t  t h i s  j u s t  measures 

l eng th  of time out  of hosp i t a l  ( i . e .  i t  inc ludes  those a t t end ing  

a s  day or  ou t -pa t i en t s ) .  T h i r t y  percent of t r a i n e e s  had never 

l e f t  hosp i t a l  or  had been out of hosp i t a l  f o r  l e s s  than one year 

and more than a ha l f  (56.6%) of the  t r a i n e e s  had d ischarges  of 

less than t h r e e  years .  F i f teen  percent of t h e  t r a i n e e s  had had a 

r e l a t i v e l y  long d ischarge  period ( a t  l e a s t  seven years)  and in 

most cases  t h i s  involved the  period a f t e r  t h e i r  f i r s t  admission. 



More females than males (43.3% in contrast to 16.7%) had no 

discharge or had one of short duration and twice as many male 

trainees (46.6% in comparison to 23.3%) as female trainees 

remained out of hospital for four years or more. 

F M I L Y  M O R B l D l N  

Thirty eight percent of trainees had had at least one member of 

their family hospitalised for psychiatric reasons. There was no 

evidence of family morbidity for 48.3% of trainees and no 

information was available in this respect for 13.3% of trainees. 

The prevalence of actual family morbidity is probably higher as 

many trainees reported that family members had suffered from a 

psychiatric condition and in some cases had received some form of 

treatment for this (mainly general practitioner care), i t  was 

decided because of so many unknown variables to restrict findings 

to members of the trainee's immediate fanily hospitalised for 

psychiatric reasons. This figure therefore is fairly high as i t  

is restricted to verified hospital admissions. This level of 

morbidity was reflected in the three groups but nearly twice as 

many female as male trainees (50% in contrast to 26.7%) had a 

family member affected by a psychiatric condition and although the 

figures are small 30% of females had a parent or parents affected. 

The corresponding figure for men was 13.3%. Table 23 shows the 

fanily members affected for all trainees. 



Table 23: Family Members with Psychiatric Condition 

Mother Only 

Father Only 

Both Parents 

Siblinqs Only 

Siblinqs and Parent/s 

As this table shows the most frequent family member affected by 

psychiatric disorder was a sibling with 16.7% of trainees having 

at least one sibling affected. About the same number of trainees 

had at least one member of their imnediate fanily diagnosed as 

having a schizophrenic type condition (11.7%) and/or an affective 

condition (13.3%). However, most affected family members cane 

into the category of non-specific diagnosis or diagnosis unknown. 

In addition, approximately a fifth (21.74) of trainees reported 

heavy drinking by at least one family member and in 10% of these 

cases the evidence pointed to definite alcoholism. These figures 

were not based on hospital admissions as such figures are not a 

reliable source of evidence in this area. 



PR1SM.I HISTORY 

Over a f i f t h  (21.6%) o f  the trainees had been i n  prison at  leas t  

once. Included i n  t h i s  are acknissions t o  the Central Mental 

Hospital and 8.% o f  trainees were adni t ted there a t  one time. 

Ten percent had been adni t ted to the general prison system e i ther  

i n  t h i s  country o r  i n  Great B r i t a i n  and the remaining trainees i n  

t h i s  category were i n  both the Central Mental Hospital and the 

general prison system. As one would expect i t  was men who 

predominated i n  t h i s  category. A t h i r d  (33.3%) cf male trainees 

had been i n  prison and a l l  but two o f  the ten men involved had 

been i n  the general prison system. Ten percent of female 

trainees had been i n  the Central Mental Hospital and none had been 

i n  the general prison system. 



Functioninq Level on Entrv to Resocialisation Prosran 

Table 21: Trainees' Level of Functioning at Unit Entry 

Group I Group 1 1  Group 1 1 1  All 
Trainees 

X X X X 

Suitable for Discharge 

Moderate Handicap 

Severe Handicap 

As this table shows, the majority of the trainees who entered the 

resocialisation progran were in the high funtioning or suitable 

for discharge category. These ratings are based on REWIB 

(Rehabilitation Evaluation Hall and Baker)(3) scores carried out 

on the ward or imnediately on entry for groups I 1  and 1 1 1  and on 

Nosie(4) scores for Group I. Just over a quarter of trainees were 



at the medium functioning or moderate handicap level and a third 

were in the lowest functioning or severely handicap group. Figure 

I shows the distribution of scores in these three categories. 

These REWB ratings are based on a combination o f  scores covering 

social, recreational, domestic and community skills and does not 

necessarily indicate the mental level of functioning but of course 

the two may (and probably do) co-incide. 



1. Goffman, I. Asylums. New York, Doubleday/Anchor 1962. 

2. Wing, J.K. and Brown, G.W. Institutionalism and 
Schizophrenia. Cambridge, Cambridge University Press,1970. 

3. Rehabilitation Evaluation Hall and Baker (REHAB). Hall 
and Baker, 1983. Details in: 

Baker, R. A Rating Scale for Long Stay Patients. Paper 
presented at the World Congress on Behaviour Therapy, 
Washington ( D . C . ) ,  U.S.A., 1983. 

4. Nurses Observation Scale for in-Patient Evaluation (NOSIE). 



SECTION THREE: THE CURRICULUM AND TRAINEES PROGRESS IN THE W I T  



The stated philosophy of the unit was to provide an individualised 

traintng system in a fanily atmosphere, to prepare trarnees for 

open employment and Independent l~vlng. The training was to be 

through specific instruction in basic living skills and constant 

practice in using these skills, as well as through a counselling 

type relationship with an advocate. 

Basic to the philosophy was the belief that the prlmary obstacle 

to trainees' resettlement and reintegration into society was a 

lack of the livlny and working skills necessary to function 

independently in the hospl tal, either because they had never 

learnt them or because previously existing skills had been lost 

through dlsuse during the trainees' protracted stay in the 

institution. Thus, our task was not to treat or cure, but to 

teach and train the appropriate coping skills, accepting that 

their needs were primarily educational rather than medical. This 

type o f  educational/training approach has been current in the 

field of mental handicap for many years but is relatively new in 

psychiatric rehabilitation. Corkhuffll) suggested that direct 

training in the skills necessary to manage one's affairs was the 

preferred method of treatment and advocated a teaching as 

treatment approach, but until recentiy there had been few 

evaluations of its applicability to a long term psychiatric 

population. However, there is now a growing body of evidence that 

chronic psychiatric populations can learn appropriate social and 

interpersonal behaviour end astivities of daily living through a 



variety of systematic skill training methods - including didactic 

techniques, modelling, role playing, reinforcment and 

feedback(2). I t  1s also apparent that i t  is the clients skills or 

lack of then which relates to outcome and that the acquisition of 

skills and their subsequent support and maintenance in the 

community has a major impact on the clients' outcome(3). 

Basic to this concept of rehabilitation is a need for information 

on the trainees current status and level of skills pa~ticularly in 

those critical areas which have been shown to relate to succe$sful 

comnunity functioning. To achieve this, the initial two weeks 

following entry were devoted to a comprehensive description and 

evaluation o f  the trainee - his strengths and weaknesses, assets 

and limitations. Information was collected on his past hzstory, 

health status, intellectual abilities, social and personal skills 

etc and some of the methods used will be described more fully 

later. 

In association with the Curriculum Development Unit of Trinity 

College Dublin, a structured curriculum was developed to enhance 

the skills and remedy the deficits which had been assessed (see 

Appendix 2) .  Initially the majority of interventions were group 

based, with groups of approximately equal standard, but over the 

three years a greater emphasis was put on one-to-one instruction. 

The content and emphasis of the curriculum was based on the 

staff's experience and on previous research on the efficacy of 

particular intervention strategies. Early in the life of the 
9; 

Project, all staff were asked to complete a list of the skills 
,, 



they felt represented the needs of the trainees for community 

living and to outline the methods they felt would be most useful 

in learning these skills. The content of the lists was analysed 

and formed the basis for establishing training priorities. T h m e  

priorities were similar to those mphasised in other 

rehabilitation units and in large part concerned the 'barics' of 

self management e,g. cooking and shopping, budgeting, hygiene and 

personal appearance. Much time was spent on these fundamental 

skills, and training was given both in formal instruction periods 

and as the opportunities arose during the course of the day. 

Since i t  was our belief that adequate social and interpersonal 

skills were crucial to the overall resocialisation process, 

training in this area formed an important part of the curriculum, 

and all trainees were involved in a social Qkills training program 

appropriate to their level of competence. Art and drama were also 

used as vehicles for personal exploration and expressian, and 

trainees were given instruction in a variety of stress reduction 

and stress management techniques including progressive relaxation 

and Tai Chi. Emphasis was also placed on basic education Ieg 

literacy and numeracy) as it was felt that this was critical to 

successful reintegration, and that raising the standard of 

literacy would facilitate the development' of other essential 

skills. While some elements of the curriculum might not be seen 

to have imnediate relevance to social and vocational training in 

the respect that they were not skills with inmediate utility, i t  

was considered that self confidence and feelings of self efficacy 

were a sine qua non of successful cornunity and vocational 

adjustment and the curriculum as a whole was designed to foster 

these. 



I t  was decided that within the structure ,of formal timetabled 

instruction that all training strategies should: 

( 1 )  Wherever possible be primarily experiential - thus 
encouraging the trainees to become more self-motiva:ed 

and self-reliant by their personal involvement in various 

decision making processes. 

( i i )  Be realistically meaningful to the trainees in terms of 

the stated objectives of the Project. 

( i i i )  ee success orienta?ed, i.e. tasks should be set within 

the ability of the individual so that success rather than 

failure should be the outcome of the learning experience, 

thus highlighting the positive aspects of the trainee's 

ability and thereby encouraging them from success to 
w 

success. 

(iv) Have an integrated theme wherever and whenever i t  was 

possible to do so, e.g. the theme for a speciflc week 

might be concerned wlth hygiene which would then be 

reinforced in Comunications, General Education, Cookery, 

etc. 

Objectives: 

I t  was expected that by the end of each six month training period 

that all trainees should : 



(A) Be capable of carlng for thmselves and doing so routinely. 

(B) Be capable of running a household (including cooking, 

cleaning, budgeting and shopp~ng). 

( C )  Be competent in the use of a variety of publlc anenities 

(public transport, post office, bank, manpower services, 

etc.). 

( D )  Have reduced the amount of inappropriate behaviour to a level 

that is tolerable in the comnunity and work place. 

(E )  Show a level and qualtty of interpersonal interaction that 

would be acceptable in the community and work place. 

(F)  Have a marketable skill whlch could provide them with an 

income or be capable of acquiring such skill. 

. , 
Develo~ment 

. . 

From .our experience and initial assessments during the first 
,.<, 

ueeks of the Project, i t  becane obvious that to achieve its stated 

objectives, the Training Progran would have to be divided into 

sequential phases of development, starting with a specific program 

which was almost totally aimed at enhancing trainee$' self esteem 

and improving basic social and personal skills and, from there, 

gradually progressing through basic survival skills. to 

increasingly greater community involvement and culminating , . in a 

specific vocational programe as a final preparation to make them 

eligible for open employment. 



,It was decided to leave the specific vocational- skills program 

until the trainees had acquired adequate social and non-specific 

vocational skills without which, irrespective of marketable 

skills, they would not have been eligible for open employment. 

, . 
Essentially the choice of subject area changed very little over 

the training period between March 1984 and June 1986. There was, 

however, a considerable change of emphasis regarding the content, 

approach and methodology within, and the time allocated to, each 

individual subject area. As the p r o g r m e  developed, greater 

attention was given to the planning, provision and implementation 

of a curriculum which catered for the needs of each individual 

trainee. 

From our experience wlth Group I i t  was very obvious, 

particularly, with regard to the area of basic skills, that for a 

number of trainees a high degree of individual attention was 

necesary within specific areas. Consequently with Group I 1  much 

greater attention was given to the asseswnent of basic skills, and 

provision was made through the structure of the timetable and the 

streaming of trainees, that each individual trainee would have 

achieved a basic minimum standard within specific problem areas, 

without affecting interactive group development. With Group I I I  

this progression was carried a stage further with the introduction 

of the 'Individual Education Programne8 (I.E.P.) which provided a 

systematic, on-going method of assessing and dealing with specific 

areas of need. 



The overallaim of the vocational aspect of the curriculum was to 

improve the. employment potential of each trainee. Naturally, each 

trainees' specific needs were taken into consideration when 

planning this aspect of the training. However, with this 

particular client population, the level of psychological 

adjustment was so low, that concentration in this area had to be 

given primary consideration. As progress permi,tted, the 

formalised instruction during the six month period incorporated 

increasingly more material of relevance to work situations. 

During the last six weeks of the training period, all formal 

instruction were dedicated to a specific vocational training 

Rrogran uhich was carried out in a simulated work environment. 

This proved to be a highly important factor in the process of 

resocialisation and will be more fully described in a later 

section. 



PROGRESS IN WIT 

Each trainee's progress was rated using a standardised rating 

scale, REMB(4) which was completed weekly by an advocate. Use 

of this assessment was begun in August 1984, midway through the 

first group's training .period. Prior to this all , raters were 

trained in its use in the manner suggested by the authors. 

- The scale is composed of two sections, one monitoring deviant or 

embarrassing behaviour (e.9. aggression, talking to self, 

incontinence) while the other assesses a range of  everyday 

behaviours that are relevant to community living ie.g. mixing with 

others, washing, . dressing, use of comnunisy facilities, looking 

after possessions). These can be sumned to form a total . score, 

, . .General Behaviour, which is the.best indicator of readiness for 

. .  ccmnunity living: ,,., 

Assessment of the reliability of the scale indicated that the 

inter-rater reliability was lower than that reported by the 

.scale's authors, but appeared adequate for the comparison of 

groups. 

Deviant Behaviour 

Problem behaviour is a crucial variable in determining the type of 

residential placement and the plans which are made for the trainee 



in the community. The REHAB scale is not particularly suitable 

for assessment of problem behaviour partly because of its 

reliability on this second and also since the number of problem 

variables which it addresses is mall. Nevertheless, with these 

provisos in mind i t  does give someindication of the type of 

problems occurring in the Unit. 

In all groups the most commonly identified problem was verbal 

aggression - e.g. shouting or swearing at others which occurred 

frequently throughout. This is probably inevitable when twenty 

people are living together and may therefore be specific to the 

situation. That is, one cannot necessarily infer that this would 

remain a problem In the more normal, smaller setting of the group 

home. Although the level of verbal aggression was fairly 

constant, there were occas~onal peaks, usually coinciding with an 

increase in violence. These appeared to be related to changes 

taking place in the Unit at the time. For example, in Group 1, 

there was a peak in verbal aggression and violence in early 

September, resulting in one trainee returning to the hospital as 

her bizarre and violent behaviour was disruptive to the whole 

group. Just prior to this, in the last week in August, i t  had 

been announced that groups of trainees would be movlng into group 

homes for trial perlods, and new subgroups of tralnees were formed 

to facilitate this. In the three weeks following there was a 

substantial lncrease in deviant behaviour, particularly verbal 

aggression, violence, self-harm, and talking to self. This would 

suggest that the changes and the uncertainty about the future had 

a destabilising effect on the trainees. 



Violence and self-harm, while occurring sporadically throughout 

the training periods, were normally of a relatively minor nature 

and seldom required medical attention, although on one occasion an 

advocate was struck with a cup and required several stitches in 

the head. Most of the reported instances of violence involved 

slapping or kicking others. The range of self-injurious behaviour 

was wide and sometimes required precautionary medical observation 

(e.9. after swallowing dangerous objects), but also included such 

behaviours as superficial cutting of the wrists and shaving off of 

all hair. 

Talking to self was extremely c o m o n ,  although only for a subgroup 

of trainees, and continued without diminuition throughout. Few 

weeks passed without some sexually offensive behaviour being noted 

(i.e. behaviour which if occurring in the community would be 

considered offensive), but the majority of these occurred without 

any sexual intent, and were the result of poor dressing habits or 

inappropriate posture. A small minority of trainees accounted for 

the vast majority of such incidents. 

General Behav iour 

One of the most obvious features of the general behaviour of the 

groups was the wide variability over time. While some of this was 

obviously accounted for by measurement error, i t  seemed unlikely 

that progress occurred in a smooth linear fashion. Therefore the 

weekly mean General Behauiour scores were smoothed using the 



method recomnended by Hartwig and Dearing ( 5 )  to examine overall 

trends in behaviour during training (Figures 1-4 are contained in 

bppendix 1). I t  is readily apparent that the course of change was 

not linear but followed a cyclical pattern, with in each case a 

period of improvement followed by a deterioration towards the 

beginning of the sixth month. This seems likely to be related to 

the impending move to the comnunity, as discussed earlter in the 

section on deviant behaviour , as although trainees did not always 

leave the Unit after six months, they were normally prepared for 

the move at this time. 

In group 1, there was a gross deterio~ation in the entire group 

lasting approximately three weeks, which occurred just prior to 

exit, when certain changes and impending changes wereintroduced . . 

into the progrme. However, inspection of the data suggests that 

this general deterioration may have been, in part, an indirect 

effect mediated by the antisocial behaviour noted earlier, as the 

increase in problem behaviour , particularly aggressiveness, 

appeared to predate the overall deterioration. One person 

appeared to contribute greatly to this problem behaviour and 

entries in the report book at the time confirm that she was having 

a deleterious effect on the entire group:- '(Her) disturbance over 

the last two nights is causing general unrest'; "She has kept 

everyone w a k e  ranting up and down stairs'; '(Her) position 

should be rev~ewed as (she is) very disturbing for the rest of 

Following her return to the hospital there was an almost imnediate 



improvement in the overall scores of the whole group. This is not 

accounted for by the exclusion of this trainee's scores as an 

analysis of the remaining nineteen trainees shows a similar 

pattern occurring. 

Neuertheless, the finding in all groups of a deterioration in 

behaviour just prior to the expected move to the community is 

noteworthy. This phenomenon has previously been noted in 

psychiatric hospitals and also in prison populations, and 

emphasises the importance of adequate preparation and the gradual 

introduction of trainees into the community. 

The sustantial improvement in Group 1 from week 22 to week 28 

coincided with trainees living for short periods (e.9. 2-3 days) 

in the group homes to which they were going, and points to the 

importance of training in a realistic setting. From observations 

made at the time, trainees appeared more motivated and willing to 

learn in this more natural setting where the relevance of their 

training was more readily apparent. Unfortunately, this was not 

an option available for g ~ o u p s  11 or 111 as additional houses were 

not available until after trainees had completed the training 

period. 

In Group 11, although the trend for the 'first five months is 

towards improved general standards, there was an apparent 

worsening in the first ten weeks of training. However, this 

appears to be essentially a return to pre-entry levels following 

an initial 'honeymoon' period in the Unit. 



Figure 5 shows the number of trainees who were considered to have 

potential for discharge (score 0-401, had moderate handicaps 

(score 41-64) or had severe handicaps (score 65-144), at three 

different points in the programe. I t  can be seen from this that 

the greatest improvement was shown by those who were' more severely 

handicapped, and the deterioration noted earlier in week 22 was 

primarily the result of a deterioration in those who were 

considered the most able. 

Fig. 5: 

Number 

Of 

Persons 

Group 11 - Number of trainees in different categories 
during training 

Week 1 Week 11 Week 22 



There was a long interval between the departure of the second 

group and the entry of the third. This was in the main caused by 

administrative difficulties outside the control of the Project 

team, but Group 111 did not commence training until October 1985. 

Entry of the group was staggered over a month, and one trainee, 

undecided about entering did not begin until the sixth week, and 

thus the composition of the group was not stabilised until week 7. 

Several trainees left towards the end of the month and these were 
, , 

replaced. However they were replaced from higher functioning 

groups, as i t  was felt that the more disabled would find i t  

difficult to 'catch up' one month in a six month period. 

Figure 3 (Appendix 1) shows the progress over the first twenty- 

eight weeks for the fourteen trainees who began in the first week 

and completed at least six months. After an initial period of 

slight improvement there was again a deterioration in General 

Behaviour w h ~ c h  lasted until the tenth week, after which there war 

a gradual improvement followed by the sixmonth 'pre-exit' 

deterioration found in all groups. ( Data are missing for weeks 18 

to 20 as many trainees were on holidays during this period.) 

Because of delays in the provision of houses Group I I I  remained in 

the Unit for almost eleven months. During that time five people 

left of their own volition, and two who were not considered 

capable of surviving in the community returned to the hospital 

towards the end. 



The progress of the remaining fifteen from the seventh week is 

shown in Figure 4 (Appendix 1). Because of the initial policy of 

replacing early leavers with more competent persons and also 

because the majority of those who left during train~ng were m o n g  

the most handicapped, this was a relatively high functioning group 

as can be seen from their pre-entry scores. While a cyclical 

pattern of change is evident, their does not appear to have been 

any significant improvement in their functioning level even over 

this extended time period. I t  would suggest, in fact, that for 

the more competent at least, an extended period of training is not 

product~ve. This was also the view of most of the staff, who felt 

that many of the high functioning trainees would have beniffited 

more from a short comnunity-oriented training carried out away 

from the hospital. 

Figure 2 shows the number of Group 111 trainees in different 

catego~ies at various points in the training period. If account 

is taken of those who left the Project, then the proportions 

suggest that there has been no overall change for the group. 

The evidence of earlier groups had suggested that the more 

handicapped made the greatest progress, and i t  is possible that 

the organisation and initial curriculum which was designed to 

provide basic competency, was less suitable for this more able 

group. In addition, the uncertainty about the provision of 

housing and the continued existence of the Project contributed 

towards a lowering of morale anong staff and patients, and this 



may have had a deleterious effect on the continuing progress of 

Group 111. 

Figure 2: Group 111 - Number of Trainees in different categories 
during training 

Week 7 Week 16/17 Week 43 



SELF CARE HIND DAILY LIVING ACTIVITIES 

One of the fundmental objectives of the Project was to increase 

trainees competence in the activities of daily living, with the 

intention of the trainee taking increasing responsibility for self 

care and domestic activities. A checklist - the Adaptive 

Behaviour Checklist, was devised to set goals and monitor progress 

in a variety of areas and this was completed approximately every 

two months, by each trainees advocate, often together with the 

trainee. The results were used to set goals and monitor progress 

in a variety of areas. However, inter-rater reliability checks 

indicated that the scale was not sufficiently reliable for 

individual use, despite modifications to the original checklist. 

To overcome this problem, for Groups I 1  and 111,  the checklist was 

supplemented by direct observation of a series of structured tasks 

which covered many daily living activities. These included 

shopping, cooking, use of variety of cornunity facilities, laundry 

and knowledge of health and safety practices. 

The Adaptive Behaviour Checklist contained over 100 statements of 

normal adaptive behavicur grouped in a number of areas (e.g. 

cleanliness, cooking, shopping, use of leisure, social) and raters 

, were asked to read each and indicate whether or not i t  was usually 

true of the trainee in the previous month. Half credit was given 

if the trainee normally required prompting to engage in the 

behauiour. Figure 3 shows the changes in trainees competence 

using this measure. 'Hygiene/Self Care' includes scores on 



subscales of Dressing, Apprearance, Cleanliness, Continence and 

Health 6 Safety. 'Domestic' includes score on Laundry, Shopping 

and Cooking while 'Social/Comnunity' includes scores on Use of 

Leisure, Use of Community Facilities and Social Skills. Since 

there were no major differences between the groups they have all 

been included in Figure 3, and i t  is based on 49 trainees for whom 

initial and final scores were available. 

Figure 3: Mean Percentage Scores of Trainees on Adaptive Behaviour 
Checklist 
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I t  can be seen that the greatest improvement was in the domestic 

area but that there were substantial improvements in both self 

care and social/community skills. The greater improvement in 

domestic skills is partly attributable to the males who typically 

had little skill in cooking, cleaning, laundry etc., on entry but 

quickly achieved a reasonably.competent standard. Their initial 

lack of skill in this area would seem to reflect a more general 

Pack of skill in their peers in the community at large, and is a 

characteristic of their perceived sex role. Many of the 

middleaged men resented having to learn cooking and general 

domestic duties which they regarded as 'women's work'. Despite 

this, progress was good overall. 

In the structured observation asseswnent, trainees were given a 

standard task to carry out, (e.9. cook beans on toast, shop for a 

list of groceries) and their performance was noted by observers 

using a predetermined checklist. These were then categor~sed into 

three groups - 

1) has a reasonable level of skill in this area 

2) has some skill but needs further training or practice 

3) has a very low level of skill. 

Blind categorisating of 30% of the s m p l e  indicated that i t  was 

extremely reliable. 

The results are shown in Table 1. 



Table 1: Percentage of Trainees attaining Competence in Structured 
Tasks 

Before After 
Training Training 

% % 

Domestic Skills: 

Competent 42 

Some ability but needs further training 49 

Very little ability 9 

Comnunity Skills: 

Competent 21 

Some ability but needs further training 52 

Very little ability 27 

Health and Safety Knowledge 

Competent 30 45 

Some ability but needs furthe? training 37 40 

Very little ability 33 15 

Domestic Skills included laundry,cooking a simple snack,and use of 

a variety of household appliances. Comnunity Skills included 

shopping, public transport, use of cafes and public telephones. 

Health and Safety Knowledge used two questionnaires, assessing 



knowledge of use of proprietary medicines, when professional help 

was appropriate, and solutions to comnon household problems. 

As with the staff ratings, there has been an increase in the 

overall competence of the trainees, although i t  was considered 

that only about half were fully competent at the end of training 

in each area assessed. Comnunity skills were predictably low on 

entry as many of the trainees had had no opportunity to use these 

previously, and these showed a marked improvement, with the 

proportion of trainees achieving competence increasing twofold. 

In all areas there remained a residual. group who, despite training 

efforts, did not improve substantially on their initial low levels 

of skill. In general, the sane persons scored poorly in each 

skill area and a subsequent follow-up o f  their progress indicates 

that the majority have not remained in the comnunity. 

Self Assessment - 

fn addition to advocates rating change, all trainees completing 

Group 111 were interviewed to determine if they felt they had 

improved in areas where they had lacked skill, Areas covered 

included self care and domestic skills (e.g. cooking, cleanliness, 

laundry); comnunity skills (e.9. handling money, using public 

transport) and social and personal skills (e.g. literacy , making 

friends, making decisions). In all the areas, 'the majority of 

trainees indicated that they were not completely competent prior 



to entry but felt they had made substantial progress. Only a 

small proportion felt they hadnot benefitt:ed. The area where 

there was the lowest reported improvement was decision-making 

where of the 14 who felt they were not competent on entry, only 6 

indicated that they had made sufficient improvement. This is 

especially significant since, compared to staff ratings, trainees 

tended to overestimate the gains they had made and one might thus 

suspect that a greater number were in fact unable or unwilling to 

make decisions. This is likely to be a crucial component of truly 

independent living, a n d  it may be that the structure and 

organisation of the Unit did not allow trainees to make sufficen 

decisions about their own lives to prepare them for an independen 

life. 

Literacy 

Teachers experience in the previous C.D.V.E.C. education progranme 

in St. Brendan's had demonstrated tht the levels of literacy in 

the hospital were low and that a large number of long-stay 

patients has received very little formal education, if any at all. 

This is a comnon finding in psychiatric services with several 

investigators finding that a large proportion of patients are 

illiterate or have only very minimal academic achievement (6,7) 

Since the level of academic achievement was relevant to planning 

the full range of rehabilitation programmes and a degree of 

literacy was felt to be a crucial element in successful 

rehabilitation, basic educational skills were assessed on entry to 



the Project and remedial progrimnes designed for those in need. 

The Marino Word Reading Test was used to determine literacy levels 

and a special form was devised to assess competence in practical 

use of education attainments e.g. money handling, time telling, 

form filling, and general, personal and work knowledge. 

Both tests were repeated towards the end of the training period 

for Groups 11 and 111, and the distribution of reading ages 

before and after training is illustrated in Fig. 10. Prior to 

literacy instruction the modal reading age was between seven and 

ten years. Following training the majovity had attained a reading 

age of 10 or more years. Some of this improvement may not be the 

result of the instruction, as the examiners on initial testing 

sometimes noted that trainees eyesight was poor and was not 

corrected. The provision of glasses to those in need may 

therefore have inflated the apparent gains to some extent, 

although i t  could not account for all the improvement noted. 

Figure 10: Distribution of Reading Ages at Entry and Exit to Unit 
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Improvements were also noted i n  the other abilities assessed, 

although the numbers requiring remedial instruction in these areas 

were smaller. Those who had been longest in hospital had great 

difficulty in adapting to the change in coinage which had taken 

place in 1971, and several never managed to do so. 



VOCATI Wf4L TRAINING: BACKGROWD 

Vocational training has long been regarded as an important 

component of the overall rehabilitation process, and most 

psychosocial rehabilitation programs have recognised the needs for 

discharged psychiatric patients to engage in work activity. 

Several studies have indicated the importance of work in reducing 

relapse rates and promoting post-hospi tal adjustment, (8)  and many 

of the comnunity based p r o g r m e s  in the U.S.A. (e.g. Fountain 

House,) have used work as a central theme in helping former 

inpatients to adjust to comnunity life. Even within the hospital, 

work appears to have a therapeutic value and Wing & Brown found i t  

to be the most important single factor distinguishing those who 

improved clinically (9). 

Nevertheless, despite its perceived importance, people with 

significant psychiatric problems have often been.excluded from the 

vocational rehabilitation progrms, because of the difficulties in 

dealing with this group. Where rehabilitation efforts have been 

directed towards those with severe impairments, they have usually 

had the lowest success rate of all the frequently served 

disability groups (10). 

Although there have long been work p r o g r m e s  in Irish psychiatric 

hospitals, the early p r o g r m e s  largely served the interest of the 

hospital by providing essential services within the relatively 

closed comnunity e.g. farm labour, laundry. In the 1950's 

rehabilitation efforts b e c a e  more concerted, and occupational 



therapy and industrial therapy units were set up as part of this 

rehabilitative initiative and were intended to be part of broader 

programmes encompassing a variety of social and occupational 

roles. However, as a Working Party on Occupational Therapy and 

Training reported in 1981. 'There has been an emphasis on 

imparting vocational training and work skills in isolation and not 

aspart of an integrated rehabilitation p r o g r m e  including social 

skills, communication skills and attitude training' (11). They 

concluded that the absence of these other elements limited the 

effectiveness of the vocational training acquired in Industrial 

Therapy Units. 

Often the work environment was unrealistic and did not 

sufficiently develop the necessary skills in the proper setting. 

This was borne out by a report of the National Rehabilitation 

Board which recognised that few of the Occupational and 

Industrial Therapy Departments in psychiatric hospitals were 

useful as work samples for vocational assessment (12) .  

.Vocational Traininq: The Curriculum 

The overall aim of the vocational training progran was to 

improve the employment potential of each trainee. Naturally each 

trainees specific needs were taken into consideration when 

..planning this aspect of training. However with this client 

population, the level of psychosocial adjustment was so low that 

particular attention had to be paid to this area since i t  is clear 



that even where a technical skill is possessed, the capacity to 

function effectively in a work situation wjll be hindered by a 

lack of psychosocial adjustment. Several investigators have found 

that task competence does not predict resettlement in employment 

whereas rating of more general aspects of the work role such as 

social behaviour, and use of initiative, have stronger 

associations with subsequent employment (13). Vocational 

rehabilitation programnes have often assumed that poor 

psychosocial adjustment can and will be remediated by training in 

work skills and taking part in simulated work activities. We 

believe that psychosocial adjustment can be more effectively 

increased by direct training and that, in view of its importance 

in vocational rehabilitation, i t  is imperative to do so. 

Consequently, throughout the whole six month training period, 

considerable attention was given to this aspect of the trainees 

preparation. From the onset, the traineeswere introduced to the 

concept of acceptable work practices - e.g. time keeping, 

punctuality, signing in, acceptance of supervision etc., all of 

which were monitored and the trainees advised of their progress. 

In addition, as trainees adjustment level improved there was a 

subtle change of emphasis in formalised instiuction from 

concentration in the area of Social/Personal/Comnunity preparation 

to preparation for he world of work. E.g. Literacy classes were 

modified specifically to include job-seeking skills, formal 

applications, letter writing, use of Manpower services, etc., 

while Communications included instruction on presenting oneself 

for interview, interview techniques, telephone applications etc. 



During the last six weeks of the training period, all formal 

instruction was dedicated to a specific vocational training 

p r o g r m e  which was carried out in a simulated work environment. 

This 'was a large four-storey house in central Dublin which had 

been converted for use as a vocational training centre. I t  was 

provided with the co-operation of the Curriculum Development Unit, 

and, at other times, provided vocational exploration facilities to 

a number of schools and adult groups in the bublin area. 

The aims of the vocational training were twofold 

- to provide trainees with the opportunity to develop work habits 

in a relevant setting. 

- to provide specific instruction in vocational skills which would 
enable trainees to apply for employment. 

< 

The program consisted of formal training in practical manual 

skills, use of a wide variety of tools, cutting, measurement and 

design, simple graphics etc. I t  also included a basic catering 

module to provide suitable candidates with skills which would 

enable them to apply for employment in the hotel and catering 

industries. Job training was rotated, allowing trainees 

experience at a variety of work. 

The trainers were experienced teachers who worked full time in the 

Centre, and who were accustomed to dealing with many disadvantaged 

groups, although they had no prior experience with psychiatric 



patients. These were supplemented by staff from the Project who 

accompanied the trainees to the Centre. 

Vocational Traininq: Assessment and Outcome 

Trainees were assessed at the beginning of their vocational 

training and again on completion. Assessments were made by the 

supervisory staff using the Griffiths Work Rating Scale (14). This 

assesses four components of occupational performance - task 
competence, response to supervision, social relationships and 

motivation, thus providing a broad coverage of the most relevant 

areas of work behaviour, and i t  has been shown to predict 

subsequent employment (15). Only Groups 11 and 111 were formally 

assessed. 

Group u. The scale was completed on both occasions for fifteen 

trainees. Three others attended but only sporadically and both 
? 

sets of ratings were not obtained. Results for this group are 

shown in Table 2 and i t  is evident that no significant changes 

took place. 



Table 2: Changes in Work Skills (Group 11) 

Task Response Relation- Motivation Total 
Competence t o ships 

CIuthori ty 
(0-32) f 0-16) (0-161 (0-28) (0-100) 

Start 15.8 9.6 8.0 16.0 52.2 

Finish 16.6 9.6 8.0 15.0 53.8 

Group 111 

'Eleven trainees for Group I I I  attended the Centre for 6-7 weeks, 

while a further six who were more disabled, remained in the 

Resocialisation Unit for further social training and completed 

only 4 weeks. The mean scores of these sub-groups are shown in 

Tables 3 and 4. 



Table 3t Mean Scores for Higher Functioning Trainees at three 
Points in Vocational Training 

Task Response Relation- Motivation Total 
Competence tb ships 

Authori ty 
(0-32) (0-16) (0-16) (0-28) (0-100) 

Start 14.2 10.7 9.4 17.0 54.6 

Mid 15.8 12.1 10.3 17.6 59.6 

Finish 18.6 14.0 11.8 21.3 70.4 

Table 4: Mean Scores for Lower Functioning Trainees at two points 
in Vocational Training (Group 111) 

Task Response Relation- Motivation Total 
Competence to ships 

Authority 
(0-32) (0-16) (0-16) (0-28) (0-100) 

Start 3.5 5.5 4.6 5.6 22.2 

Finish 5.6 6.3 5.6 6.5 28.5 



A s  can be seen, there was a steady lmprovement in the more able 

trainees over the 7 week per~od, and the difference between 

beginning and end scores was significant (p(.05) for all four 

factors and the total. h s  expected the mean scores for the more 

disabled groip who completed only 4 weeks vocational training are 

considerably lower, particularly in the areas of task competence 

and motiuation, and although they improved during the training 

period this change was not statistically significant. 

Comparing Groups II and 1 1 1  on their progress, it is pertinent to 

explore possible reasons for the disappointing results for Group 

I 1  and the more encouraging ones for Group 1 1 1 .  

There were two major differences in the procedures followed for 

the groups. In the earlier one, all trainees began together and 

rotated around the training options sapling each. The later 

group's attendance at the Centre was staggered, with the most 

capable attending from the beginning, a further group comnencing 

one week later and the most disabled not comnencing till the 

fourth week. In addition, trainees normally s m p l e d  fewer options 

and were allowed remain in an area that they liked. These changes 

are likely to have had effects both on the real level of work 

behaviour and on the assessment of it. When attendance was 

staggered and trainees remained at their selected tasks, i t  is 

probable that they b e c a e  more confident and the more capable 

trainees were more effective models for those less able coming 

after them. For Group 1 1 ,  the greater variability of the training 

areas would have meant that e v e n o n  the final assessment, they 



were being assessed in areas in which they were relatively new and 

did not feel competent. 

I t  also seems plausible that the assessments might have been 

affected by the change in procedure. Despite the established 

inter-rater reliability of the scale (16), i t  seems likely that 

assessments of an individual were made using the perceived average 

of the group as standard. The addition of the less capable 

trainees in Group 1 1 1  would have lowered that standard and thereby 

inflated the scores of the others, whereas the same standard would 

have been operative thoughout Group 1 1 .  This is further supported 

by a comparison of the initial scores of Group 11 and the more 

.. capable of Group 1 1 1 .  For these groups the initial total score 

. , . ,., 
, . . ,  was similar (52.2. and 54.6) despite the fact that Group I 1 1  had 

excluded the less able. A comparison with the final score for 

Group 1 1 1 ,  including this group, shows i t  to be $5.6. This would 

suggest that raters are using the mid-point of the scale to 

represent the average of the group being rated. Nevertheless, 

this does not account for the improvements noted at all points of 

assessments or for those noted for the low functioning trainees. 

I t  seems likely therefore that real improvements have occurred for 

Group I 1 1  on all assessed areas of work behaulour, albelt not as 

great as first appears. 

The failure in Group I 1  to achieve real change in psychosocial 

adjustment is disappointing but similar lack of improvement has 

been found in other vocational training centres for psychiatric 

patients. Harradence (17) found l~ttle change in a six week 



period in an Employment Rehabilitation Centre as did Watts (18) 

over four months at a hospital Vocational Settlement Unit. 

Nevertheless, staff in the Centre felt that improvements had taken 

place within the training period but that a deterioration in the 

last week when final ratings were made had abscured this. (This 

was the reason for including a midpoint assessment in group 111.1 

Inspection of concurrent ratings of behaviour using the R E W B  

scale would support this view with a marked deterioration being 

noted during the last week. A similar phenomenon was noted in 

Group I 1 1  but this occurred on the week following the final work 

ratings. 

I t  is worthwhile noting that the R E W B  ratings .carried out by 

staff in the Unit during the time trainees attended the centre 

show a similar pattern for both groups with large improvements in 

behaviour noted followed by a sharp deterioration t.owards the end 

of the vocational training. In both groups the lowest mean rating 

recorded during the entire six month training period occurred 

during the working module. This points to the potential utility of 

using the workplace as an instrument of resocialisation. 

Trainees were also asked on completion of their training for their 

views on the usefulness of the vocational training and whether 

they had enjoyed the time there. Their responses indicated that 

they had enjoyed i t ,  with the vast majority feeling that i t  had 

been of benefit to them, and only two expressing doubts as to its 

utility. Both these were from the more disabled group and were 

women who had no employment history and who expressed little 



i n te res t  i n  ever f ind ing  employment. Almost a l l  trainees, whether 

motivated or not, were pessimist ic about the i r  chances of f i nd ing  

employment. 

Sta f f  who had been involved i n  the work exploration module were 

asked on completion fo r  the i r  impressions, and i t  was generally 

considered t o  be a success. Comments r e l a t i n g  t o  the trainees 

progress suggested rhat s t a f f  f e l t  that  trainees were more 

motivated i n  t h i s  se t t i ng  and derived greater sa t i s fac t ion  from 

p rac t i ca l  tasks where they had some tangible resu l t  f r o m  the i r  

e f f o r t s .  Several s ta f f  noted that  many trainees acted more 

responsibly and showed greater i n t i a t i v e  than was evident w i th in  

the Uni t ,  although i t  was also suggested that t h i s  may have been 

only a temporary e f fec t .  Many of the comncnts concerned the 

d i f f e ren t  organisation and atmosphere i n  the centre and c i t e d  

these as possible reasons f o r  the improved beh'aviour. I t  was f e l t  

that whi le the atmosphere was relaxed, i t  was more 'normal' and 

the ru l es  were the sane as applied to any group using the Centre. 

There also were a great many more shared experiences, w i t h  a l l  

s t a f f  and trainees eat ing together and engaging i n  shared 

recreat ion during breaks. As we l l  as t h i s  lowering of soc ia l  

distance there also appeared t o  be a reduction i n  status distance 

f o r  many of  the vocational s k i l l s  being taught were also new t o  

advocates who were thus not seen as being i n  an 'expert' r o l e ,  

since they, too, were learn ing the sane s k i l l s .  

These comnents however r e f l e c t  only the s ta f f  view and a more 

ob ject ive p i c tu re  o f  the atmosphere was obtained using the 



Community Oriented Process Evaluation Scale (COPES) to evaluate 

the social climate in the training centre and in the Unit. 

Sixteen staff and nine trainees completed the short form of the 

COPES for both settings, and the combined results indicated the 

Training Centre was seen by, both staff and trainees to encourage 

greater involvement and activi ty but was considerably less 

supportive than the Unit. I t  was also generally agreed that the 

Unit was somewhat more encouraging of independence and self- 

direction and more tolerant of open displays of anger. However, 

there were differences in staff and trainee views on two dimen- 

sions - Spontaneity and Practical Orientation. Trainees felt that 

the Vocational Training Centre did not encourage them to act 

openly and express their feelings while staff felt that i t  

encouraged greater spontaneity of expression than the Unit. Also, 

trainees felt that the Unit, rather than the Vocational Centre was 

more oriented to practical training for the future, while the 

converse was true of staff. The finding that trainees did not 

consider the Training Centre to be preparing them for the future 

is surprising, especially as almost all had felt it to be useful, 

and may be related to their pessimistic, although possibly 

realistic, view of their employment prospects. 
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SECTION FOUR: THE RESULTS OF THE RESOCIALISATION PROGRAM 



The Resocialisation P r o g r m e  began in April 1984 with the first 

intake of trainees and this group (Group I)  remained in the 

project until November 1984. Group I 1  began the resocialisation 

program in January, 1985 and finished in July, 1985. The third 

group were admitted to the unit in November, 1985 and left in 

October 1986. Information for this final report on the Project 

was collected up to the end of January, 1987, which allowed for 

all discharged trainees to have lived in the comunity for at 

least three months. The following table (Table I )  demonstrates 

the outcome for the full group of sixty at the end of January, 

1987. 

Table 1: Percentage of Trainees who remained in Comunity and 
Returned to Hospital 

Remained in Comnunity 

Returned to Hospital 



As table 1 shows, thirty-f ive trainees or 58.33 of all trainees 

who entered the Resocialisation Project graduated successfully 

from the program and remained in the community. This figure is 

based on a survey of trainees in January, 1987 when all 

. . discharged trainees had been in the comnuni ty for at least three 

months. As discharged trainees from Groups I and I 1  had then been 

in the comnunity for a minumum of eighteen months this figure 

gives a more accurate indicator of overall program success than 

discharge f igures. However, in order to compare the outcome of 

this particular' progrm with other rehabilitation projects the 

discharge rate is given below in Figure 1 along with the discharge 

rates for three other similar projects. In the Resocialisation 

study 'discharge' is defined as living in the community for at 

least one month. 

Figure 1: Discharge Rates for Chronic Psychiatric Patients in 
Rehabilitation Progrms 

Baker at a1 (1) 

F 673 W e n s  and Horne (2) 

t 1 6% McFadden (3) 

Percentage discharged from progrm 

112 



As Figure 1 illustrates the Resocialisation Project compares 

favourably in terms of discharge rates with these other programs. 

Baker et al's figures refer to a rehabilitation program carried 

out in a large British hospital which was concerned with a similar 

population to that of the Resocialisation Project in that trainees 

were long-stay and from the same age grouping. Over a six year 

period eighty-eight patients were admitted to this rehabilitation 

program and at the time of the survey, thirty-nine had been 

discharged to live in the comnunity, thirty-four had returned to 

hospital wards and thirteen were still undergoing training in the 

rehabilitation unit . The other two studies referred to in Figure 

1 are based on Irish rehabilitation initiatives. (kens and Horne 

have documented the findings of the rehabilition program in St. 

Davnet's Hospital in Monaghan for the period 1975 to 1983. 

During that time two hundred and twenty-four long-term patients 

underwent a progran of intensive rehabilitation and of these one 

hundred and fifty graduated successfully to comnunity living. The 

second Irish project was located in St. Conal's Hospital in 

Letterkenny and is somewhat different from the other two programs 

cited ' in that i t  was not specifically aimed at the long-stay 

hospital population. During a four year period (l98l-l985), one 

hundred and nine patients entered a unit specialising in 

behavioural and psycho therapeut ic methods and 73 were discharged 

to comnunity living. Comparisons between such studies are 

difficult. because of the variation in outcome measures, as already 

mentioned, as well as the fact that the type and length of the 

pro'grams vary greatly. In addition to this there are considerable 

differences in terms of allocated resources. 



W L E  AND FEMALE TRAINEES 

Table 2: Percentage of male and female trainees who remained in 
community/ returned to hospital. 

Males Females 
% % 

Remained in Community 53.3 (16) 63.3 (19) 

Returned to Hospital 46.7 (14) 36.7 (11) 

Table 2 illustrates the outcome for male and female trainees and 

shows that female trainees did somewhat better than male trainees. 

Nearly two thirds of all female trainees remained in the community 

tn comparison to 53.7/. of male trainees and thls female tendency 

to do better was reflected in two of the three groups. In group 

I women made up 61.5% of the successful graduates and in Group I 1  

55.5% of those who remained in the community were female. In the 

third group men did slightly better making up 53.8% of the 

successful graduates. The fact that women tended to do better is, 

on the surface, somewhat surprising in that female trainees were 



more chronic (in terms of length of hosp1,tal stay and lack of 

remission/discharge) than male trainees, they tended to be 

adrnitted at a younger age, their functioning level on unit entry 

was lower than male trainees, their mean I . Q .  was lower (68 .9  in 

contrast to 62.21,. more of them had experienced learning 

difficulties in school and theyhad much less work experience than 

male trainees (see chapter I). More men than women however had a 

schizophrenic diagnosis as well. as having more active 

schizophrenic symptoms at present (nearly a quarter - 23.5% - of 
the female trainees never had a diagnosis of , schizophrenia while 

only one man was in this category. Acute , and extreme 

symptomatology therefore may contribute to some but certainly not 

all of the. male/f emale variance. . 

The answer t p  this finding may liemore in the type of program 

offered in the unit as well as the eventual aim of the program. 

The unit program was intensive bynormal ward standards but not 

overly stimulating and concentrated on basic skills especially 

personal and domestic skills. This curriculvm best suited 

individuals of middle to. high functioning ability-who already had 

some knowledge of these skills and, perhaps more. particularly, 

were willing to perform these skills. In terms of the overall 

aimof the project, the progran (despite the hopes of staff) was 

not aimed at preparing individuals for living .independent lives on 

their own but instead aimed to provide trai,nees wi.th the skills 

necessary to live. in a group home along with other discharged 

trainees under some supervision and w i t h  a sheltered work 

environment. When these factors are considered the predominance 



of women anong the successful group i.e. the group who remained in 

the comnunity, is somewhat more understandable. Women were more 

likely to have the skills required to do well in the 

resocialisation project as well as in the comnunity home while 

men in contrast had skills which were not directly related to 

success either in the unit program or in the comnunity situation 

to which they were discharged. The work experience which male 

trainees had was somewhat redundant in the industrial climate to 

which trainees were discharged and they lacked the training or 

often the desire to perform domestic tasks. This lack of domestic 

skills is culturally quite acceptable for many menbut i t  was not 

acceptable in the unit and if a male trainee without the ability 

or the desire to perform such tasks did go to live in the 

comnunity he tended to be more dependant on the other residents 

and did not do 'well in a group home. Again, although women 

generally had experienced more prolonged hospi talisation than men 

this (as long as itwas not due to acute symptomatology) would not 

necessarily operate against completing the resocialisation program 

and successfully living in a supervised group home. One of the 

hallmarks of institutionalisation is quiescent obedience to 

authority and i t  is possible therefore that female trainees 

because they were a more 'chronic' group generally might be more 

likely to do what staff required. The fact that female trainees 

generally appeared better able to develop and maintain 

relationships with others may also have proved an advantage. The 

'transition from hospital to group home was made easier for the 

unit trainees because the advocate/trainee system allowed 

trainees to build up a relationship which generally continued when 



the trainees went to live in the comnunity. These relationships 

undoubtedly helped trainees, in particular those in the first 

group, to bridge the divide between hospital and comnunity and 

helped them to remain living,in the comnunity. 

GROUPS !, I  I WD I  11. 

As well as the variance between male and female success rates 

there were differences in outcome for the individual groups also. 

Table 3 illustrates this. 

Table 3: Tra~nees in Groups 1 ,  I1 and I11 who Remained in 
the Comnunity/Returned to Hospital 

Group I  Group I1 Group 111 
X % X 

Remained in Comnunity 65.0 45.0 65.0 

Returned to Hospital 35.0 55.0 35.0 



The same number of trainees from Groups I and 1 1 1  were successful 

graduates but the percentage of trainess in Group I 1  who 

successfully remained in the community was a good deal lower. 

This differential in success rates raises some questions about the 

composition of Group 11. The research criteria as well as the 

training progran required the composition of each group to be as 

similar as possible and in this respect variables such as sex, 

level of functioning, degree of chronicity and age were controlled 

for. However there was a degree of variation within the limlts 

set, especially in regard to age and length of hospital stay and 

as the data in Chapter 1  has shown Group I 1  showed distinctive 

differences from the other two qroups in these and other areas. 

Although in many instances figures were relatively small, Group I 1  

emerged as consisting of a number of subgroups rather than one 

relatively homogenous group. The progra offered by the 

resocialisation unit was short a~nd intensive and i t  did not allow 

for extensive specialised at ten tion for the needs of individual 

trainees. Those therefore for whom the program was geared i.e. 

mid to high functioning institutionalised individuals who did not 

have any particular needs or prot~lems did best. Furthermore, the 

program was aimed at the average in each group and the more 

homogeneous the composition the t~etter the group was likely to do. 



The mean or average age for the successful graduates was 41.7 

years while the corresponding mean age for those who returned to 

the hospital 32.4 years. Thus older trainees dld better overal l ,  

Sixty three percent of successful t ra inees  were over for ty  years 

i n  contrast  to 56% of the re-rehospitalised trainees. The 

majority (57.=) of the women who were successful were over for ty  

years while 63.6% of the re-hospitalised group were under thi r ty-  

f ive.  A l l  ( to ta ls31 the men in the thirty-five and younger age 

category graduated successfully and the mean age for successful 

male candidates was s l igh t ly  older than the re-hospitalised group 

(42.4 years i n  comparison to 44 years).  Youth, and by implication 

l e s s  chronicity therefore was not an advantage in completing the 

progran successfully. The reasons why th i s  i s  s o  are probably due 
, .. 

in to thoseout l inedabove.  The programwasmore geared t o  

the pace of those who had been inst i tut ional ised for some years 

and i t  did not,  a s  already s ta ted  , have the resources needed t o  

give extensive individualised attention t o  trainees who had 

particular emotional or psychiatric problems. I n  recent times 

young people who ' become long stay pat ients  in psychiatric 

hospitals tend to have a combination of problems - often as  much 

social  a s  psychiatric i n  nature. In general these are young men 

and women' who because of various fac tors  in their  backgrounds have 

been unable (or unwi'lling) t o  make independent l i v e s  for 

themselv'es and therefore tend to f a l l  back constantly on the o n l y  

swure  se t t i ng  they know - the hospital  - while a l l  the time they 
r". 

are  becoming more and more alienated from their  peers, the 



aspirati~ns of their agegroup and the norms of comnunity life. In 

addition, i t  may be that these young trainees who are part of the 

new regime of short stay admissions found the lure of comnunity 

life less inviting and perhaps had a different attitude to staff/ 

authori ty. 

Forty percent of those trainees who returned to hospital were 

hostel dwellers and had been admitted from there on their last 

adnission. This compared with 22.8% of the successful group. 

There was no difference between the two groups i n  terms of present 

non-hospi tal accomnodation as the majority of both groups were 

officially 'Of No Fixed Abode' as they did not have accomnodation 

'in the family home to return to. Examining the non-hospital 

accommodation of males and females in the two groups reveals that 
. . 

all the male hostel dwellers in the prbject returned to hospital 

and they represented 50% of all unsuccessful male trainees. 

Nearly a third (31.6%) of all females trainees had been admitted 

from hostels and half of these women failed to remain successfully 

in the comnunity. The possibility that female trainees would be 

more suited to the resocialisation program and the type of living 

accomnodation provided in the comnunity is given some weight here 

as male hostel dwellers would represent particularly that group of 

men who found the emphasis on personal and domestic duties 

difficult to accept. And indeed am emphasis on such tasks might 

s e m  puzzling to these men when long years of experience had 



taught them that the skrlls needed for survival did not include 

cleanliness and cooking. Many of these male hostel dwellers 

were anongst the most competent generally of all trainees and 

could quite easily have managed the practicalities of living in 

the community. Indeed many of them lived more or less in the 

comnunity prior to their entry to the unit and merely used the 

hospital as their base returning there for meals and at night. 

Emotionally however they were not keen to take on the burdens of 

comnunity life as they s w  them - having to look after themselves 
for the first time and having to live in a small group with its 

attendant responsibill ties. Generally they felt they were giving 

up a life in which they had a meal, a bed for the night and 

somewhere to go if the weather was bad. From this perspective, 

resettling people in the comnunity was 'making tranps of good men' 

as one of the former hostel drellers put it. 

FAMILY BACKGROUND 

In terms of fanily members still alive there were few differences 

between the group who remained in the hospital and those who 

returned to the community. Approximately the sane percentage in 

both groups had lost one or both parents although more of the 

hospital group had lost a father rather than a mother (40% in 

comparison to 25.%). In addition, more of the community group 

had both parents alive (22.% in contrast to 81.) and this must be 

considered in the context of theolder average age of the 

comnunity group. In terms of early parental death, 20% of those 



trainees who returned to hospital had lost a parent before the age 

of sixteen years and although these figures are small and must 

therefore be treated with caution this group did represent almost 

all the male tralnees who had experienced early parent death (five 

out of seven trainees). Nlne female trainees (30% of all women in 

the project) were similarly affected but only one such trainee 

returned to hospital. Interestingly, being raised in care did not 

act as a negative factor in terms of comnunity living as 20% of 

those who remained in the comnunity were raised for most of their 

childhood in care iln contrast to 12% of those who returned to 

hospital). &gain this may be related to the possibility outlined 

above that the type of comnunity accomnodatlon offered was most 

suited to those who wished to live in the comnunity but remain 

within a definite network of care and support. 

In terms of fanily contact and support, comnunity trainees had 

more regular visits. Sixty-three percent of those living in the 

comnunity had at least one visit per month in contrast to 48.4 of 

those who returned to hospital. This tendency for the comnunity 

group to have more regular family contact was apparent in the male 

and female subgroups also. Over two thirds (68.7%) of fmale 

trainees and 61% of male trainees who had regular contact with 

fanily remained in the comnunity. The comnunity group also 

tended to have and maintain friendships. Twenty percent of them 

mentioned having a friend (within the hospital) in contrast to 8% 

of the hospital group and this was especially so of the successful 

female trainees with 31.6% of them having such a friendship with 

someone outside the hosp~tal. In addition, more of the hospital 



group had been married (24% in comparison to 8 . W  and all of the 

hospital group were now divorced or separated and had no further 

contact with their former spouses. 

SOCIAL CMSS/OCCUPATlWAL GROUPING 

, . 

Social Class has been identified in some studies as . being . an 

important of community outcsme . . for psychiatric patients 

but in this study the social class background of all trainees was 

relatively homogeneous and no such differences between the 

comnunity and hospital groups were found. 

EDUWTIUj W D  WORK EXPERIENCE 

Educational Backsround 

Because of the similarity of educational backgrounds within the 

group as a whole there were few if any differences in terms of 

educational attainment.   gain this i5"in contrast t o  the 'findings 

of other, similar studies. The average age on leaving sc6ool was 
, . 

apdroximately the sane as was the level ind type of edu&tion. The 
, , .  

only slight differences' between the two groups lay in the fact 

that a11 three trainees" who had Leaving Certificate were in the 

successful group and at the'other end of the scale, more o f  the 

hospital group had experienced learning difficulties. T h i s  is 

illustrated in the following table. 



Table 4: Trainees in Hospital and Community Groups who 
experienced Learning Difficulties. 

Hospital Communi ty 
Group Group 

% % 

Attended Special School/Class 12.0 (3 )  8.6 (3 )  

Attended ortlinary school but 
definite evidence of Learning 20.0 (5) 11.4 (4 )  
Difficulties e.g. held back. 

Some evidence of Learning 28.0 (7) 22.9 (8 )  
Difficulties but from subjective 
or relatives' accounts 

No evidence of Learning Difficulties 40.0 (10) 57.1 (20) 

As this table shows, nearly a third I32!4) of the hospital group 

had experienced definite learning difficulties in comparison to 

20% of the community group. When all euidence of such 

difficulties , are included the total for hospital trainees 
, . ,  , 

. . experiencing some such .difficulites is 60% in contrast to 42.9% 

for the community group. In addition to this, when the male and 

f m a l e  sub-groups are examined these d ~ f f  erences increase. 

Nearly three quarters (73%) of female trainees who returned to 
1' 

hospital had experienced learning difficulties in school and over 
, . 

a quarter (27%) had been in special schools or classes. Again, 

in the male group, although the figures were much smaller here, 

three of the four men who had experienced definite learning 



problems returned to hospital. Furthermore, in the female group 

who returned to hospital, the younger the woman the more likely 

she was to have had definite learning difficulties. 

In the related area of 1.Q. scores, there was some difference 

between the mean I.Q. score of the hospital group and the 

comnunity group (64.7 in comparison to 66.3) and almost all (six 

out of seven) trainees scoring in the normal to high intellectual 

category remained in the comnunity. Again this was reflected in 

both the male and female comnunity groups with both having a 

slightly higher 1.0. score than male and female trainees who 

returned to hospital. Intellectual ability therefore is probably 

a predictor of successful outcome but within the context of the 

low level of intellectual and educational attainment of the 

trainees generally such findings indicate a trend rather than 

offering conclusive evidence. 

Work experience prior to hospital achussion has been cited as an 

important factor in rehabilitation both in terms of p r o g r m e  

outcome and comnunity tenure. Here the opposite appeared to be 

true in that the trainees who returned to hospital had more work 

experience as well as having more job stability. A fifth (20%) of 

the successful trainees never worked outside the home ( ~ n  

comparison to 12% of those who returned to hospital) and 64% of 

the hospital group had held a job for at least a year while the 



corresponding figure for the comunity group was 54%. The type 

of job experience of the successful group was also somewhat more 

skilled with 20% of this group having worked at non-manual or 

skilled occupations in contrast to only 4% of the hospital group. 

An important polnt in relation to malelfemale differences is 

that nine of the ten trainees who never worked were women and six 

of these women remained successfully in the comnunity thus lending 

support again to the possibility that the skills acquired in the 

normal labour market were not the pertinent skills for success in 

the comnunity. 

The level of post hospital experience was a good deal lower than 

that prior to hospitalisation. Nearly all (88.4) trainees in the 

hospital group had some work experience prior to first 

hospitalisation but only 40% of them worked after this point and 

the number of years since they last worked was longer than for the 

comnunity group. Sixty-four percent of the hospital group had 

ceased working at least ten years ago (20% had had no work 

experience for twenty years) and this was in contrast to the 

comnunity group 45.7% of whom stopped working at least ten years 

ago (11.4% at least twenty years ago). Again, nine of the twelve 

hospital trainees who never worked again after first 

hospitalisation were men and the majority of these were hostel 

drellers. This group therefore represents a sub-category of 

trainee referred to already. Many of these men had worked in 

England in casual or semi-casual labouring work and lived almost 

itinerant lives with few responsibilities. Once these men dropped 

out of the labour market for any length of time they would find i t  



difficult if not impossible to return to work for the strength 

requlred for physlcal labour would be considerably affected by a 

long spell of ldleness and the effect$ of medication. For such 

men ,the hosp~tal, as long as there was adequate freedom to move 

around durlng the day, often offered the sane level of comfort to 

which they had always been accustomed whlle alternatively a 

comnunity group home offered them fewer advantages. 

PSYCHIATRIC HISTORY 

The average or mean first presentation age for the comnunity group 

and the hospital group was almost the sane (22.3 years in 

comparison to 21.7 years). The mean age for first hospitalisation 

for the hospital group was slightly older (23.2 years in 

comparison to 22.6 years for the comnunity group). The average 

age at first hospitalisation for the comnunity women was older 

(22.1 in comparison to 19.2 years for hospitalised women) but 

average aqes for thcmalegroupswere similar. Looking more 

closely at the age distribution of the hospital and community 

groups reveals that while younger age at first contact was 

important for women i t  was not so for the male trainees. Almost 

two thirds (63.6%) of the re-hospitalised female group had their 

first contact and adnission to a psychiatric hospital on or 

before the age of twenty years and this compared with 52.6% of 

the comnunity female group who had first presented on or before 



the age of twenty years and 42.1% of whom had first been admitted 

on or before this age. For women therefore psychiatric 

admission at a young age is a possible predictor of unsuccessful 

outcome in a similar rehabilitation program and although small 

these figures identify a probable vulnerable 'subgroup amongst the 

female trainees. 



Diasnosis 

Table 5: Oiagnos~s at First Adnission for Hospital and Comnunity 
Groups 

Hospital Cornunity 
Group Group 

% % 

Schizophrenia/Schizo-affective Condition 

Oeprsssive/Anxiety Conditions 

Personali ty Disorder 

Mental Handicap Only 

Mental Handicap t 
Schizophrenia/Schizo-affective Conditions 

Mental Handicap t 
Other Psychiatric Conditions 

Alcoholism 

Epilepsy Only 

No Definite Diagnosis 



Almost the same percentage of the hospital and comnuni ty groups 

had a schizophrenic or schizo-affective diagnosis only on first 

adnission and the same number had a diagnosis of depression and or 

anxiety. Nearly a third of the comnunity group had an initial 

diagnosis of mental handicap only compared with only 4% of the 

hospitdl group. In contrast, none of the community group had a 

diagnosis of alcoholism, personality disorder or epilepsy while 

20% of the hospital group were in these categories. Finally, 

somewhat more of the comnunity group had had no definite diagnosis 

at first adnission. The following table - Table 6 - gives the 

trainees' psychiatric diagnosis at unit entry. 



Present Diasnosis 

Table 6: Diagnosis at Entry to Resocialisation Unit for Hospital 
and Community Groups 

Hospital Communi ty 
Group Group 

X % 

Schizophrenia/Schizo-affective Conditions 40.0 (10) 

Depressive/Anxiety Conditions 8.0 (2) 

Per sonali ty Disorder 8.0 (2) 

Mental Handicap Only - 
Mental Handicap + 
Schizophrenia/Schizo-affective Conditions 20.0 (5) 

Mental Handlcap t 

Other Psych~atrlc Condi tions 

Alcoholism 

Epilepsy Only 

No Definite Diagnosis 

N = 



On entry to the unit the number of trainees diagnosed as having a 

schizophrenic type condition had doubled as table 6 shows but the 

percentage of such trainees in both the community and hospital 

groups remained approximately the same. The number of trainees 

diagnosed as depressed and or anxious had decreased considerably 

as had the mental handicap only category but again the percentages 

were similar in both groups. The percentage of those diagnosed as 

having a schizophrenic type condition along with another 

psychiatric condition was 28.6% for the community group and 36% 

for the hospital group. I t  would appear from these figures 

therefore that psychiatric diagnoses as such did not relate to 

success or failure in this rehabilitation program. 

Similarly active symptomatology did not appear to influence 

successful outcome. Almost the same percentage of the comunity 

and hospital groups had had identifiable and ratified 

schizophrenic symptoms at some time (54.3% and 56% respectively) 

and the sane percentages in each group had active symptoms at 

present (31.4% for the community group and 32% for the hospital 

group). Furthermore, 20% of the re-hospi talised group never had 

schizophrenic type symptoms in contrast to 8.6% of the successful 

community group. The community group did however predominate in 

the 'disputed schizophrenic' category. Over a third of this group 

(37.1%) had had a schizophrenic type diagno'sis or schizophrenic 

type symptomatology attributed to them at some time but this 

diagnosis had been disputed subsequently and in some cases 

discarded altogether (24% percent of the hospital group were in 



this category). This category seemed to be more predictive of 

successful outcome for women in that nine of the eleven women in 

this category remained in the comnunity. Overall, these findings 

therefore support those relating to psychiatric diagnoses and 

indicate that success in a similar rehabilitation progra is 

related to factors other that psychiatric symptomatology. The 

majority (four out of five) of those who had never had 

schizophrenic symptomatology and who returned to hospital were 

women two of whom were in their twenties and had been in some form 

of institutional care since their early teens. Furthermore, they 

had chosen to leave the unit progrm of their own accord. One 

aspect of psychiatric history did however appear to influence 

outcome in that 40% of the hospital group in contrast to 20% of 

the community group had a history of suicide attempts and this was 

even more prevalent a o n g  the men in that 50% of the hospitalised 

male group (in comparison to 18.6% of the male cornunity group) 

had made such an attempt. Similarly, a history of imprisonment 

appeared to indicate an unsuccessful outcome in comnunity terms. 

Twenty percent of the re-hospitalised group had been in prison in 

contrast to 8.6% of the comnunity group. Almost all of this group 

were men and although figures are small appeared to be somewhat 

predictive of outcome in that six of the eight men who had been in 

prison returned to hospital. 



Lenqth of Hosoital Stav 

Table 7: Mean Number of Years in Psychiatric Hospitals 

Comnun i  t  y Hospi t a l  A l l  Trainees 
Group Group 

11.0 Years 11.6 Years 11.2 Years 

The hospital group and the comnunity group were approximately the 

same in terms of  chronicity as  table 7 i l l u s t r a t e s .  I n  terms of 

the distribution of hospltalised years, t o t a l  number of years 

spent in hospltal did not appear to influence successful outcome 

u p  to a cer ta in  point i .e .  u p  t o  f i f t een  years in hospital .  Thls 

can be seen i n  the following table  (Table 8 ) .  



Table 8: Total Years Spent in Psychiatric Hospitals for Hospital 
and Community Trainees 

Hospital Comnun i  t  y 
Group Group 

% % 

2 4 Years 

4 ( 6  ' 

6 ( 8  ' 

8 < 1 0  ' 

10 ( 15 ' 

1 5 ( 2 0  ' 

20 ( 25 ' 

25 + Years 

Thirty-one percent of  the community group had been in a 

psychiatric hospital or hospitals for u p  to f i f t een  years compared 

with 36% o f  t h e  hospital group but nearly a quarter of the l a t t e r  

group had been in hospital for a to ta l  of twenty years or more 

compared with 14.2% for the comnunity group. These figures for 

the two groups conceal interest ing differences between the male 

and female trainees. The women who remained in the community 



tended to have a long history of hospitalisation while this was 

less so for the sucsessful male trainees. Hence the total number 

of years spent in hospital by those female trainees who remalned 

in the comnunity hospital was 13.2 years in contrast to 8.3 years 

for the men. The following table (Table 9) illustrates these 

differences. 

Table 9: Mean Number of Years in Psychiatric Hospital/s for Male 
and Female Trainees 

Male Female 
Trainees Trainees 

Remained in Community 8.3 Years 13.2 Years 

Returned to Hospi tal 12.0 Years 11.1 Years 

S~xteen percent of the female trainees and 25% of the male trainee 

who remained to the comnunity had been in hospital for less than 

four years. Over two thirds (68.4%) of the community women in 

contrast to 37.5% of the comnunity men had been in hospital for at 

least ten years. Chronicity therefore appeared to influence male 



success rates in a negative direction but tended to have the 

opposite effect for female trainees. 

In terms of longest continuous stay, more of the hospital group 

were in the least chronic categories with 24% of this group less 

than two years continuously in hospital compared with lX of the 

comnunity group and again slightly more of the hospital group were 

in the most chronic category of ten years or more continuous 

hospitalisation (36% and 31% respectively). However the 

percentages evened out over the two most chronic groupings and 

approximately the sane percentage in -the hospital and the 

community group had been in a psychiatric hospital continuously 

for at least seven years (51.4% in the comnunity group, 46% in 

the hospital group). Another indicator of chronicity - longest 
period of remission/discharge did indicate that the hospital group 

were less severe - at least in terms of being in-patients in a 

psychiatric hospital. Nearly a third (32%) of the hospital group 

had a significant remission or period out of hospital (i.e. at 

least five years) in contrast to only 14.TX of the comnunity 

group. 

The re-hospitalised group also appeared to have had less mobility 

between psychiatric hospitals in that over half of this group had 

only been in St. Brendan's hospital (in contrast to 25.?% of the 

community group). Twenty-eight percent had been admitted to 

psychiatric hospitals in Great Britain. This pattern was 

reflected in the male/female groupings but the majority of U.K. 

admissions had involved men and therefore further supports the 



finding that those male trainees who formed a particular 'N.F.4." 

(No Fixed Abode) type subgroup - did not do well in the 

resocialisation program ( o f  the seven men who had adnissions to 

British hospitals, six were unsuccessful). 

FCYlILY MORBIDITY 

There appeared to be slightly less family morbidity in the 

families of community trainees. Forty-seven percent of this group 

had at least one other fimily member affected by a psychiatric 

condition in contrast to 52% of the hospital group. However, more 

of the community group (1% in contrast to 4% of the hospital 

group) had at least one other member of their family hospitalised 

for a schizophrenic type condition. Furthermore, more parents of 

the hospital group appeared to be affected. Forty-eight percent 

of the trainees in this category had one or both parents affected 

while the corresponding figure for the successful group was 20%. 

Table 10 shows the particular family members affected. 



Table 10: Members of Trainees' families affected by a Psychiatric 
Condition 

Hospital Comuni ty 
Group Group 

X P; 

Father Only 23.1 (3 )  6.7 (1) 

Mother Only 15.4 (2) 13.3 (2)  

Both Parents 15.4 (2) 6.7 (1) 

Siblinqs Only 7.7 (1) 53.6 (8 )  

Siblinqs and Parent/s 38.5 (5) 20.0 (3) 



L N E L  OF FMCTIOJING -- 

Table 11: Level of Functioning on Entry to Resocialisation Unit 

Hosp i t a1 Comnun i t y 
Group Group 

X X 

Potential for Discharge 16.0 (4) 57.1 (20) 

Moderate Handicap 

Severe Handicap 64.0 (16) 14.3 (5 )  

The entry level of functioning, as Table 11 shows, was quite 

accurate in predicting successful outcome. Over half the trainees 

living in the comnunity were assessed as suitable for discharge 

on entry to the Resocialisation Project while only 16% of the re- 

hospitalised trainees were in this category. Again if those in 

the moderate handicap grouping are included, 85.6% of the 

conmnunity trainees in contrast to 36% of the hospital trainees 

were in these categories. Eighty-three percent of those trainees 



assessed initially a s  having good potential for discharge and 

66.6% of those assessed as having significant handicap but with 

potential for discharge therefore remained in the comnunity in 

contrast to 23.6% of those assessed initially as severely 

handicapped. Furthermore, of the five trainees now living in the 

comnunity who were assessed as severely handicapped on entry to 

the unit, two are now living in a high support hostel. One of 

these trainees lived in a comnunity group home for almost two 

years but operated at a relatively low level of functioning and 

was heavily supported by staff and other household members. He 

was therefore transfered to the high support hostel when i t  becane 

available in October 1986. A probable hospital admission was 

therefore prevented by the opening of the high support hostel. 

Had this hostel been available from the beginning of the project 

some of the trainees trainees who returned to the hospital from 

the first two groups could arguably have been maintained in the 

cornunity in a high support hostel. Of the four high functioning 

trainees who did not remain in the comnunity, two returned to the 

hospital at their own request, one against much opposition by 

unit and hospital staff who felt he was particularly suited to 

comnunity living. Interestingly, only one of these trainees had 

positive acute psychiatric symptomatology. 

The level of functioning at the point of exit from the unit is 

illustrated in Table 12. 



Table 12: Trainees' Level of Functioning at Exit from Unit 

Hospital Comnun i ty 
Group Group 

% % 

Suitable for Discharge 

Moderate Handicap 36.0 (9)  28.6 (10) 

Severe Handicap 

As this table (Table 12) demonstrates, the number of comnunity 

trainees in the highest category of functioning i.e. suitable for 

discharge, had increased to 62.82;, the number in the mid 

functioning grouping remained the s m e  and the number in the 

severely handicap category had dropped to 8.6%. How these changes 

occured for the full group of sixty trainees as well as the three 

different groups is illustrated more clearly in Table 13. 



Table 13: Progress in Unit for all Trainees and Groups I, I1  and 
I  I  I 

Group 1  Group I1 Group 111 A11 
% % % % 

Medium to High 
Level of Functioning 30.0 (6 )  10.0 (2)  5.0 (1) 15.0 (9)  

Low to Medium 
Level of Functioning 20.0 ( 4 )  25.0 (5)  5.0 (1)  16.7 (10) 

Low to High 
Level of Functioning 10.0 (2) - - 3.3 (2)  

Maintained Functioning 35.0 (7) 45.0 (9 )  75.0 (15) 51.7 (31) 
at Unit Entrv Level 

Functioning Level 5.0 (1) 20.0 ( 4 )  15.0 (3) 13,3 (8) 
Deteriorated 

The majority 5 of trainees maintained their unit entry level 

o f  functioning in the Resocialisation Project and over a third 

(35%) improved their level of functioning with the majority of 

these trainees graduating from a level of severe handicap to 

moderate handicap. The greatest change was seen in Group I  in 



which 60% improved their level of functioning. Six trainees moved 

from a medium to high functioning level and two from a low level 

to a level suitable for discharge (these two trainees have 

remained successfully in the community for over two years). 

Overall, Just over a third (35%) of trainees improved during the 

unit progran. The slow rate of progress or change anong a chronic 

psychiatric population is well documented and a substantial 

level of improvement is required to graduate to a more advanced 

category of functioning. The present findings of 86.= either 

maintaining their entry level of functioning or ' making a 

significant improvement is therefore relatively good. In the 

following table (Table 14) the level of rmprovement is examined 

more closely and shows the number of trarnees who mproved in 

terms of REHAB scores at least ten points. 

Table 13: Trainees who Improved k c o r d i n g  to REHAB Scores 

Group I Group I 1  Group I 1 1  All 
% % % % 

Improved 70.0 (14) 65.0 (13) 35.0 (7 )  56.6 (34) 

Disimproved 15.0 (3)  15.0 (3)  35.0 (7)  21.6 (13) 

Remained at 15.0 (3 )  20.0 (4 )  30.0 (6 )  21.6 (13) 
Entry Level 



It can be seen in this table (Table 14) that improvement was much 

more widespread than the above figures relating to changes in 

functioning levels indicate. The majority (56.6%) of trainees 

improved at least .ten points i n .  terms of R E W B  scoring, 

approximately a fifth maintained their unit score and a further 

fifth disimproved. Again, the greatest progress was seen in Group 

I with Group I 1  also improving substantially. Group I11 showed a 

somewhat different improvement profile with approximately a third 

improving, a third maintaining their unit entry levels and a third 

disimproving. The next table (Table 15) compares the progress of 

those trainees who remained in the comnunity with those who 

returned to hospital. 



Table 15: Trainees' Progress in Unit Progran for Hospitalised and 
Community Trainees. 

Hospi tal Comnun i t y 
Group Group 

% X 

Medium to High 
Level of Functioning 

Low to Medium 
Level of Functioning 

Low to High 
Level of Functioning 

Maintained Functioning 
At Unit Entry Level 

Functioning Level 
Deteriorated 

The above table shows that there was a good deal of progress anong 

those who returned to hospital. Forty-four percent of the hospital 

group improved their level of functioning during the 

resocialisation progran with nearly a third (32%) moving from a 

level of severe handicap to that of moderate handicap but with 

potential for discharge. Just over a quarter (28.5%) of the 



comnunity group improved with a half (14.2%) moving from moderate 

handicap to potential for discharge. Slightly more of the 

comnunity group maintained their level of functioning as well as 

deteriorating in terms of functioning level. Of those in the 

comnunity group who maintained entry levels of functioning, the 

majority (78.9!4) weie at the high functioning level or potential 

for discharge at the beginning of the p r o g r a  while the opposite 

was true for the hospitalised group. Almost half (48%) of this 

latter group maintained entry levels of functioning and the 

majority (58.=) had entered the unit p r o g r a  in the lowest 

functioning level i.e. severe handicap. In the light of the 

general slow changes found in such populations the hospital group 

therefore made definite progress while in the Resocialisation 

Project. Also, the success of the program is evidenthere in that 

functioning l e v ~ l s  were improved or maintained for 82.6% of the 

comnunity group and 92% of the hospital group. W h a t  is also 

evident from these figures is the degree of progress needed to 

graduate to the particular comnuni ty living situation which the 

Resocialist ion Project offered. Because of limited resources 

available i.e. because funding was not available initially to 

provide a comprehensive system of care in the comnunity (in 

particular a high support hostel) only those at a very high level 

of functioning and personal resources could cope in a group home 

situation. For those who did not reach this level despite 

significant advances made in the unit progran, the only 

alternative was the retain them in hospital. 

The general findings outlined above i.e. that a high level of 



functioning at unit entry was the most precise indicator of 

successful outcome, was reflected also in male and female figures. 

Only 18.2% of those females who returned to hospital were from the 

high functioning category at unit entry while nearly two thirds 

(63.6%) were from the severely handicapped grouping. The picture 

was quite different for the successful male group with over half 

(52.6X)in the highest functioning group and a minority (15.m in 

the lowest functioning category. Again, the average REHAB score 

for the successful fmale group was 40.6 in contrast to 67.6 for 

the hospital female group (Note: the lower the score the higher 

the level of functioning). This indicates that the average for 

the- comunity female group was approximately that of 'suitable for 

discharge* whereas the average for the hospital group was in the 

severely handicapped category. Those female trainees who returned 

to hospital did show a definite improvement in that the percentage 

in the mid functioning category had more than doubled at the end 

of the progrm going from 18.= to 45.4%. For the male trainees 

there were some interesting differences from those of the female 

trainees. On entry to the unit the majority (62.5%) of the 

successful male trainees were assessed as sui table for discharge 

which is higher than the percentage of successful female trainees 

(52.6%) in this category. The average REHAB score for the 

successful men was slightly lower than that for the women in the 

comunity (38.7) but the average REWIB score for those male 

trainees .who returned to hospital was higher than tk for the 

equivalent women (74.1). 



POINTS OF RE-ENTRY TO HOSPITAL 

Figure 2 illustrates the points of departure of those trainees who 

returned to hospital. 

High Mid Low 
~unctioning Functioning Functioning 

+ 
Requested to return to hospital 

+ 
Returned to hospital because of staff decision 

The total number of trainees who returned to hospital was 25 and 

of these eight or 40% requested to return and fifteen or 60% were 

returned to hospital because the staff felt they were unsuited to 

to the progran or to living in the comnunity. The majority of 



those trainees who returned to hospital by staff decision ( as the 

above figure illustrates) were from the severely handicapped 

category and three quarters (7%)  of these trainees were returned 

because staff felt them unsuitable. The remaining trainees 

returned at their own request either during the program or more 

u.sually after they had entered the comnunity and were in a 

position to judge the implications of comnunity life. 
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SECTIW FIVE: THE TMINEES I N  THE COM.(WITY 



The following section documents the comnunity dimension of the 

Resocialisation Project. The setting in which the trainees now 

live is described followed by a discussion of their progress since 

they left the hospital. The section concludes with a description 

of the work experience of the comnunity trainees. The group who 

have r m i n e d  successfully in the comnunity are no longer 

'trainees' but for the sake of clarity they will still be referred 

to as trainees here. The total number of comnunity trainess 

referred to in this section will generally squal thirty-four 

rather than thirty-five as in the previous section. This is 

because of the death of one trainee while living in the comnunity. 

As this woman had spent over six months living outside the 

hospital, was operating at an extrmely high level of functioning 

and had not had a re-athission to hospital she has been included 

in the *successfulm comnunity group in Section Two. In this 

section however, she will only be included as appropriate. 

Thirty-four trainees are now living in the comnunity and this 

represents 56.7% of all trainees who entered the project. A total 

of forty-nine trainees were discharged to the comnunity at the end 

of the progrm but, as already mentioned, one trainee died (from 

natural causes) and fourteen returned to hospital at various 

points. Five trainees returned to hospital having spent less than 

one month living in the comnunity, six trainees lived there for 

periods ranging from one to four months and the remaining re- 

hospitalised trainees (total = 3) lived in the comnunity for at 

least one year. 



The comuni ty element 

formally incorporated 

of the Resocialisation Project was not 

into the initial project plan therefore no 

financial provision was made for i t  in the original funding 

application. The comunity section developed in response to 

observed needs but with the basic desire to provide a 

personalised, continuous service in the community for graduates 

from the Resocialisation Project which would be complimentary to 

the existing services. An important impetus for this initiative 

was the recognition by both the staff and Board of the project 

that community trainees, because of their prolonged 

hospitalisation uere still extremely vulnerable and that the 

physical exit from St. Brendan's did not necessarily mean 

psychological re-entry to the comunity. Thus, it was felt they 

would need a gradual period of re-adjustment to life in the 

community. The monitoring of comunity trainees for research 

purposes was also felt to be essential, especially in the crucial 

months after discharge. In addition, there was an economic 

element to this initiatiue in that tho Board recognised that the 

Resocialisation Progrm was a costly procedure in financial terms 

and that to safeguard that inuestment they would have to extend 

protection into the comunity. Social and Economic needs 

therefore co-incided and allowed for the setting up of a comunity 

The comuni ty progrrn began when the first group of trainees uere 

discharged in Decanber, 1984. Comunity accomodation at that 

stage consisted of four group homes (this increased to seven group 

homes by the end of the project). There was also a work t~aining 



centre. Staffing included a comnunity co-ordinator, community 

aduocates, houseparents and training centre staff. The project 

team maintained informal links with the trainees and in particular 

the special aduocate/trainee relationship was extended in many 

cases into the comnunity ensuring an emotional continuity which 

was of obvious benefit to trainees. An out-patients clinic for 

comnunity trainees was held by the Project Director weekly and 

both an advocate and the comnunity co-ordinator attended this 

clinic. 

The comnunity co-ordinator was appointed prior to the first 

discharge of trainees to help them to adjust to life in the 

comnuni ty . This general aim involved helping them in a practical 

way such as applying for benefits etc as well as helping them 

psychologically to ouercome their initial difficulties and fears. 

Thereafter it was hoped to assist them to make increased progress 

towards independent liuing. The comnunity co-ordinator also 

liaised with the project tean and reported to the weekly review 

meeting on comnunity trainees' progress. Any major decisions 

therefore regarding trainees were made by the full team. As the 

project evolved the comnunity workload grew and i t  became 

increasingly difficult for advocates to maintain their informal 

comnunity role which had by then become essential to the 

maintainance of many of these trainees. Two advocates from the 

unit were then assigned to work fulltime on the comnunity tean 

with the comnunity co-ordinator. 



This mini systm of care which developed alongside the existing 

services allowed the project staff to extend an individualised 

systm of care into the community and continue training if i t  was 

appropriate. I t  also allowed early identification of emerging 

problems. However, the aims of the system grew with the size of 

the system and reached a point where resources were not available 

to meet these aims. Some staff members began also to 

question the advisability of aliowing this exclusive system to 

grow any further - tied as i t  was to the Resocialisation Project 

and thus destined to end when that progran finished. The initial 

desire had been to protect as well as develop innovative comnunity 

prograns but faced with harsh economic realities i t  becme 

apparent that this degree of protection could not continue 

indefinitely and that innovat~on, if i t  was to occur, must 

involve the existing services. To some of the staff this was a 

tragedy in that they saw the project systm of community aftercare 

as an 'ideal type'. Other staff members felt the care offered was 

somewhat over-protective and the best solution would be to 

transfer trainees to the general comnunity psychiatric teams and 

assist these teans in caring for the trainees. 



THE CUWlNIM SETTING 

Table 1: Present Comnunity Living Accomnodation 

Comnuni ty Group Home 73.3 (25) 

Hostel Accomnodation 23.5 (8) 

Privately Rented Accomnodation 3.0 (1) 

As this table shows, nearly three quarters of those now living in 

the community are accomnodated in group homes. Eight trainees 

live in hostels. Two of these trainees reside in a hostel for men 

run by the Eastern Health Board and six trainees live in Adare 

House (a high support hostel where training is continued). Four 

of these latter trainees are from Group 111 and were generally 

discharged d~rectly from the progra to the high support hostel 

(one other trainee went there one month after discharge). The 

remaining four trainees now in hostel accomnodation were 

transfered there when the group home placement was felt to be 

unsuited to their needs. The high support hostel was developed in 

response to a recognired need for a tiered system of care and 



support in the community. Adare House is staffed by nurses from 

St. Brendan's Hospital and was opened in October, 1986 when the 

Resocialisation p r o g r w  ended. I t  offered additional training 

and support to trainees who were finding i t  difficult to manage 

independently in the c o m u n i  ty and allowed trainees from Group 

1 1 1  who were questionable comunity candidates an opportunity to 

leave the hospital. 

The group homes consist of seven houses, five of which were 

provided by Dublin Corporation who have a statutory obligation to 

house such patients a s  they are technically homeless on leaving 

hospital. The remaining houses are owned by the Eastern Health 

Board and are beside the hospital while the houses provided by the 

Corporation are in new housing estates in various parts of the 

city. Those who live in the new estates come from a similar 

background to that of the trainees and this has generally proved 

to be an advantage. 

PROGRESS IN COM.1CNITY 

Trainees generally have settled down well in .She comunity 

settings but there has inevitably been some movement between the 

various houses and accomnodation options in the comnunity. Table 

2 illustrates the direction of these moves for Groups 1 and 11. 

As group I 1 1  have only been in the comunity three months i t  is 



not r e a l i s t i c  to e x a i n e  accommodation changes fo r  group ( t h e r e  

has only been one change wi th  a t r a i n e e  moving from a group home 

to  a high support h o s t e l ) .  

Table 2: Accomnodation Trans fe r s  I n  Comnunity (Groups 1 and 11) 

Transfer  between Group Homes 

Transfer  from Group Home to  Hostel 

Transfer  from F l a t  to  Group Home 

Transfer  from Wn Home to Group Home 

Transfer  from Group Home to  F l a t  

Remained in Sane Group Home 

Of the  twenty-one t r a i n e e s  in Groups I and 11 who have a l l  been 

l i v i n g  in the  comnunity fo r  a t  l e a s t  e ighteen months, s ix t een  have 

changed t h e i r  o r i g i n a l  accomnodation. Howeuer, t h i s  inc ludes  s i x  

t r a i n e e s  who had l i v e d  s i n c e  t h e i r  discharge in the sane group 

home but were t r ans fe red  l a s t  October to other  accommodation when 



two group homes were closed down. If  these trainees are included 

in the "stable" group, then over half the trainees I52!!) in G~oups 

I and 11 have remained in the home to which they were discharged. 

In addition to the group home and hostel plac&ents, four of 

these twenty-one trainees were discharged to their own or a 

relative's house or to single flat accomnodation but three of 

these placements proved unsuitable and they were then transfered 

to groups homes or hostel accomnodation. These housing changes 

are not extensive in relation to the trainees' lack of community 

experience, their length of hospitalisation generally and the 

normal adjustments which people everywhere must make to living in 

a n w  group situation. The group home setting has , proved a 

particularly positive experience for some trainees in that i t  has 

allowed them to develop bonds of friendship which,as the findings 

in Section Two have shown, they had not experienced for many 

years, if ever. 

Comunitv Functioninq Levels 

REHPIB(1) assessments have been carried out in the comunity at 

threemonthly intervals on those trainees whom i t  is possible to 

assess ( i t  was not possible to monitor those in flat acconunodation 

and some hostel settings). Table 3 shows the average functioning 

level for all trainees in the comnunity as well as unlt entry 

levels for the same group. 



Table 3: Functioning Levels at U n ~ t  Entry and Mean levels of 
Functronlng in Comnun~ty 

Unit Entry Comnun i t y 
X X 

High Functioning Level 53.6 (15) 75.0 (21) 

Mid Functioning Level 28.6 (8)  25.0 (7) 

Low Functioning Level 17.8 (5) - 

6 Trainees have not been scored 

As this table illustrates, three quarters of those trainees now 

living in the comnunity are operating on average at the high 

functioning level according to REtYIB(2) assessments and Phis is in 

comparison to 53.6% of this group when they first entered the 

Resocialisation Project. Examining these overall figures closely 

indicates that the majority (60.M) of comnunity trainees have 

maintained their unit entry levels, 32.1% have improved and two 

trainees (7.12) have dropped from their unit entry levels. 

Furthermore the trend of this improvement is overwhemingly in the 

direction of the highest functioning level (seven of the nine 

trainees who have improved have graduated to this level). 



Uni? entry levels have pyoved, as with progrA outcome generally, 

to be reliable indicators of comunity functioning. Thus, the 

majority of trainees now living in the comnunity entered the 

progran with a high level of ability or attained i t  at a 

later stage. Conversely, those with the lowest level of 

functioning have not done well generally in the progran and have 

tended to have difficulties being self-supporting in the 

comnuni ty. Two of the three re-hospi talised trainees (referred 

to at the beginning of this section) who remained in the comnunity 

for over one year were fram the lowest functioning level at unit 

entry (the third trainee was in the mid functioning category). 

Only one trainee from the low functioning entry category (and who 

has stayed at this level outside the hospital) now remains in the 

comnuni ty . This trainee was transfered some months ago to the 

high support training hostel as this was felt to be the most 

suitable placement for him. Previous attempts to re-locate him in 

other group homes had failed as he tended to be overly dependent 

on other members of the household. 

Short-term Hos~ital Re-admissions 

I t  is important to be cautious in interpreting outcome in this 

area in terms of re-acbission figurer, as the reason why someone is 

admitted to hospital (especially for a short period) varies 

from one abitting officer to another. However, the following 

figures do give some indication of the stability of the trainees 

now living in the comnunity. 



Table 4: Short term Ahissiorrs to Hospital for Groups I ,  I 1  and 
111. 

Group I Group I1 Group 111 

1 - 2 Admissions 6 4 

3 - 4 Admissions 3 1 

5 - 10 Admissions 1 2 

10 + Adnissions 2 - 

No Admissions 1 1 11 

Group I trainees have now been living in the comnunity for 26 

months and they have had a total of 46 short term adnissions and 

an average of 3.5 admissions. Their range of admissions is from 

0 to 12 admissions. I t  can be seen from the above table that the 

majority of trainees from group 1 were admitted only once or twice 

and only three trainees had five or more admissions. Of the two 

trainees in this group who had more than ten admissions, the first 

trainee had an similar pattern of admissions prior to her unit 

entry and in fact her number of admissions has decreased somewhat. 

The second trainee is in the low functioning category and has been 



r e f e r r e d  to above in r e l a t i o n  to h i s  t r a n s f e r  from group home to  

high support hos t e l .  The average length  of s t ay  in hosp i t a l  f o r  

Group I i s  2.4 days and the  range from 0 - 92 days. O n l y  four of 

t h i s  group have been in hosp i t a l  f o r  one month or longer and t h e  

male t r a i n e e  r e f e r r e d  to previously has  been in hosp i t a l  f o r  t h e  

longest  time (92 days).  Overal l ,  t h i s  group have spent  on 

average 58.5% (number of days i n  community a s  a percentage of 

t o t a l  poss ib l e  days in the  community) of t h e i r  time s i n c e  

discharge l i v i n g  in the  community. 

Group I 1  have spent  on average 45% of t h e i r  time s ince  discharge 

( i . e .  18 months) in the  comuni ty .  They have had a t o t a l  of 27 

adniss ions  wi th  an average of 3.5 achnissions. The range of 

a h i s s i o n s  i s  from 0 - 8 with one t r a i n e e ,  a s  i n  Group I having no 

a h i s s i o n s .  O n l y  two t r a i n e e s  have had f i v e  or more achnissions 

and a s  in  Group I ,  both t r a i n e e s  a r e  continuing the  sane frequent  

a h i s s i o n  p a t t e r n  a s  pr ior  t o  t h e i r  u n i t  en t ry  and one of these  

t r a i n e e s  has spent  the  longest  time, by f a r ,  in  hosp i t a l  (105 

day s) . 

Group I 1 1  have been l i v i n g  i n  the  community now f o r  j u s t  t h r e e  

months and in tha t  time two t r a i n e e s  have had a h i s s i o n s  to  

h o s p i t a l ,  one l a s t i n g  two weeks, the  other  three  days. 



Quali tv of Life 

Quality of life was assessed for those in the comnunity using a 

modified verslon of Lehman's Quality of Life Structured Interview 

(3). Twenty-eight trainees living in the conmunity were contacted 

and agreed to be interviewed. 

The majority of trainees felt that their life had improved since 

leaving hospi tal, although five felt i t  had not changed and two 

trainees felt it had worsened. Both these latter trainees had 

recently experienced an acconnodation move and were now living in 

a much more supervised setting than before. Although trainees 

generally were relatively satisfied with their living situations 

those in the more supervised situation, were somewhat less so. and 

three of there trainees expressed some dissatisfaction with their 

accomnodation. Again, this appeared to be related to the greater 

restrictions placed on them in the supervised settings and 

probably accounts for the dissatisfaction in this area. 

in general, cornunity trainees were satisfied with their use of 

leisure and there was no difference in satisfaction between those 

in homes and in hostels, although there was a tendency for those 

in the houses to engage in slightly more activities. Neverthless, 

eight of the twenty-six respondents felt that they had nothlng to 

do most of the time. 

Four of those interviewed wre engaged in either full-time or part- 

time employment and all were happy with this. Those 



attendiny relatively high skill workshops were also reasonably 

satisfied but this was not true of those attending long term 

training workshops who generally expressed dissatisfaction. 

Several of the trarnees attending the training centre attached to 

the Resocialisation Unit mentioned attendance there as something 

which made them happy. About half of those who were unemployed 

expressed themselves as unconcerned or satisfied with this state, 

suggesting either that the level of motivation is not high or that 

they have adjusted to the current employment situation. However, 

work was mentioned by several trainees as desirable and many 

stated that they would be concerned if they could'nt get work. 

The average income for those in the community was J.49 and the 

majority of the trainees were responsible for budgetting their own 

money. Although there were a substantial proportion who were not 

happy with their financial situation, the mean satisfaction rating 

indicated a reasonable degree of acceptance of their financial 

position. Almost all were satisfied with the amount they had to 

pay for food and accommodation. 

GIoup Proqress 

The first group of trainees were' discharged from St. Brendan's in 

December, 1984. A t  this point four houses were available and the 

trainees were placed in group homes appropriate to their level of 

functioning and (as far as possible) their own preferences which 

usually co-incided with friendships formed on the unit. This 



first group of trainees had been fortunate in that part of their 

training had taken place in these houses therefore i t  was not a 

completely new environment for them. Two of the homes are in a 

small housing estate recently built by Dublin Corporation which is 

approximately three miles from the city centre and the other two 

are in a n w  housing estate eight miles from the city. Only one 

of the latter set of houses was subsequently used for any length 

of time therefore the first group of trainees were housed mainly 

in three group homes. All the houses were initially integrated 

but there was some inevitable reshuffling before those in the 

houses settled into home units and one house becane an all-male 

house in response to trainees' needs. Two of the group homes 

require a good deal of support to maintain an adequate level of 

comnunity functioning but somewhat surprisingly both these homes 

are relatively close to the hospital. The trainees in the house 

farthest from the hospital appear to have coped most successfully, 

as a group, with life in the comnunity. These trainees were not, 

on average, any higher functioning than the other households 

therefore selection of this particular location for them was 

fairly random. The majority of community trainees were already 

functioning, as Section Four has shown, at the highest level of 

functioning in terms of the REMB(4) assessment. This house 

(which is approximately six miles from the hospital) may therefore 

almost by chance, have received the right combination of support 

and psychological space to allow trainees to develop independence. 

The success of this house has proved something of a surprise to 

the staff as they were initially apprehensive about placing 

trainees in a setting relatively remote from the centre of the 



care system. These placements were therefore felt to be temporary 

until more su~table housing becane available. However, contrary 

to staff expectattons thls group have done extremely well and 

geographical isolat~un may even have been an advantage in that i t  

created a more distlnct boundary between the tralnees' new llfe 

and their past and this possibly fostered a more independent 

existance. A t  present five trainees (two male and three female) 

live in this house and three of these trainees are from :he first 

group discharged to the conmunity over two years ago. These three 

trainees havehadvery few admissions (5 in all) and have spent a 

relatively short period of time in the hospital since their 

discharge yet two of them were in the most long-stay category of 

all trainees (mean length of hospital stay = 14 years). In 

addition this household is probably the ' most integrated in 

comnunity terms of all the group homes: Two factors may be 

implicated in this. Firstly, the house has been supervised from 

the beginning by the sane two houseparents who are two local 

women, one of whom is a near neighbour of the trainees. This 

woman, as well as acting as houseparent also performs the role of 

'good neighbour' in that she (and her fanily) are constantly 'on 

call' should they be needed by the trainees. In addition, both 

the houseparent and the trainees are new residents in a recently 

built housing estate and this shared situation is a help to the 

trainees in that all residents are part of a developing system of 

conmunity activities, functions eta. Secondly, one of the 

trainees is from the general locality and has made a very 

successful adjustment to conmunity life despite a long history of 

past hospitalisation. Although he sometimes stayed in the 



locality during past discharges he generally lived rough and was 

frequently re-admitted because of his homelessness as well as hi% 

eccentric habit of directing traffic on busy roads. During the 

unit progran this trainee's advocate worked with him to create a 

comnunity base by visiting his local area frequently with him and 

helping him to renew old interests and aquaintainships. He 

has now been living in the conmunityfor over two years, has had 

one short admission and although he has continued to behave 

inappropriately at times, there has been no pressure to admit him 

probably due to his new status as e householder. 

The second group of trainees were discharged to the comnunity in 

July, 1985 and were acconmodated in two additional houses 

provided by Dublin Corporation in a new housing estate about three 

miles from the city centre and in vacancies in two of the existing 

houses. Later two of the trainees were transfered to hostels when 

group home placements did not succeed. This group ir the smallest 

in comnunity terms because of the high number of re- 

hospitalisations and the death of a trainee whodied within a year 

of discharge. However the six trainees who have remained in group 

homes have done very well with an average of only one admission 

since discharge from the Resocialisation Program. One trainee 

from this group has had no admissions and this has been by far her 

longest period of discharge since she was admitted to St. 



Brendan's Hospital twenty-one years ago at the age of twelve 

years. 

Group 111 

The third and final group of trainees experienced the greatest 

delay before going to live in the comnunity due to a lack of 

housing accomodation. Houses were available when Groups I and I 1  

finished the unit progrm (although they were not available to the 

second group until just prior to the end of the progrm). Only 

Group I therefore had some experience living and working in a 

normal setting before their discharge. The last group however had 

to wait four months before suitable housing was available. 'New' 

housing for this group was provided alongside the hospital complex 

and those whom i t  was felt would need a good deal of support. 

Other trainees were placed in existing houses according to their 

preferences and level of functloning and four trainees were placed 

in the high support training hostel. As this group have been in 

the comunity for only three months i t  is not possible to predict 

as yet their long term future in the comnunity. However, they are 

on average the highest functioning of all groups and have so far 

demonstrated in the comnunity group homes a high level of general 

competance which augurs well for the future. 



Due to the extremely depressed job market in Ireland in recent 

years as well as the lack of suitable outlets for continued 

vocational skills training, the employment aspect of community 

life has proved a disappointment to trainees living in the 

comnunity. Because of the importance of work in our culture, 

employment would perhaps be the most tangible evidence for the 

trainees (expecially the male trainees) of having left the 

hospital life behind. Unfortunately, the trainees have suffered 

from a dual handicap - a severe lack of work skills as well as a 

history of psychological affliction. Section Two of this report 

documented the extent of this disadvantage and showed that the 

trainees generally had poor academic histories and limited 'work 

experience even prior to their first hospitalisation. Thereafter 

this experience had diminished and at entry to the 

Resocialisation Project 70% of trainees either had never worked or 

had not workedfor ten yearsor more. The vocational tra'ining 

element of the curr:culum therefore provided most of the trainees 

with their first work experience for many years. However, as 

there were so many levels of vocational ability and experience 

among them this could only be a prelude to 'real employment*. 

Work in the labour market has proved to be impossible at least in 

the short term for almost all the trainees and only one trainee 

has succeeded in getting a job in the open market. To meet this 

deficiency a vocational outlet had to be developed, at least in 



the 5 h o i t  term, to continue with training and safequard skills 

already learned. 

Initially, all t:alnees from Group I were placed in a long term 

training centre but the type of work provided there proved under 

stimulating for many of the trainees. The project then developed 

a work actlvity centre whlch would meet individual work 

requirements as far as possible and thus would acconmodate those 

at all levels of experience. Some trainees decided at this point 

to remain in the long term training centre as they felt i t  best 

suited their work pace. The main objective of the work activity 

centre was to provide trainees with a meaningful and gainful way 

of occupying their time and to continue where possible with 

advanced vocational training. The centre was organised on a less 

formal basis than the sheltered workshop but i t  did mphasise 

daily attendance, punctuality and quality of production. 

Activities were varied and each area of activity was graded 

according to trainees capabilities. These activities ranged from 

simple to complex woocbork, catering, screen printing, sewing and 

art and craft instruction. Alongside thls the centre offered 

continued training in daily living sk~lls such as personal 

hygiene, budgeting m d  relaxation. Art therapy, drama and 

personal development courses were also offered. Progress was 

monitored by the instructors and reviewed regularly to ensure each 

trainee operated at an optimum level. The house in which this 

centre was acconmodated was converted into a high support hostel 

at the end of the Resocialisation Project and the training centre, 



i n  great ly  reduced form, was then transfered to another locat ion.  

Flt present the major i ty of  comnunity trainees attend t h i s  centre 

including three trainees who are i n  part-time employment. Five 

trainees attend a lbng term t ra i n i ng  centre and a fu r ther  three 
, .  , 

trainees are receiv ing addi t iona l  vocational t r a i n i ng  i n  various 
. . 

centres. Only one trainee, as already mentioned,is i n  f u l l  time 

. . 
employment. 

The assimi lat ion o f  trainees i n t o  the wider comnunity has not 

advanced great ly  even among those who have been discharged f r o m  

hosp i ta l  f o r  over two  years. They tend to go on organised 

outings and few have in te res ts  and f r iends  outside the hospi ta l .  

Moving to a new house and a new area i s  a s i gn i f i can t  ' L i f e  Event' 

f o r  anyone but i t  i s  pa r t i cu la r l y  d i f f i c u l t  f o r  someone whose 

l a s t  comnunity experience was many years hence. During a move 

from one neighbourhood to another people generally f a l l  back on 

the support o f  r e l a t i ves  and ex i s t i ng  f r iends t o  help them over 

the t rans i t ion  period. Those trainees therefore whose f a n i l i a s  

have maintained contact w i t h  them are i n  the most for tunate 

pos i t ion as they have a constant base of support t o  r e l y  on. 

Unfortunately, many of the trainees have no such support. I n  the 

estates i n  which an act ive comnunity group existed there has been 

an attempt t o  befr iend and help trainees adjust t o  the i r  new 

housing s i tua t ion  but some of  the problems trainees have 

encountered have re la ted  more t o  soc ie ta l  a t t i tudes  towards 



eccentric UT socially 'deviant' behaviour. CI group of people who 

have spent years in a psychiatric hospital are more easily 

identified as 'different' . I t  takes time (and money) to update 

one's appearance and experience of comnunity living is required to 

adjust one's behaviour to prevailing norms. In this respect some 

of the most vulnerable trainees have had to endure the most taunts 

because of their 'odd9 appearance and/or manner. 



1. Rehabilitation Evaluation Hall and Baker (REHAB). Hall and 
Baker, 1983. Details in: 

Baker, R. A Rating Scale for Long Stay Patients. Paper 
presented at the World Congress on Behaviour Therapy, 
Washington (D .C . ) ,  U.S.A., 1983. 

2. Ibid. 

4 Lehman, A .  and Linn, L.S. Chronic mental patients: the 
quality of life issue. herican Journal of Psychiatry ,l982, 
139,10,1271-1276. 

5. REHAB, op cit. 



SECTlaJ SIX: STAFF ATTITUDES fWD EXPERIENCES 



When the Resocialisation Project ended in October 1986, all staff 

members were asked to complete a questionnaire relating to the 

aims and objectives of the project and their experience of working 

in the program. The questionnaire did ask a number of specific 

questions but i t  was generally unstructured as the aim of the 

survey was to get the open opinions of staff. Almost all the full 

time staff and some of the part time staff (who had been with the 

project since its inception) completed the q~estionnaire~therefore 

the experiences detailed in this section do represent the overall 

views of the Resocialisation Project staff. Altogether, twenty- 

seven people returned completed schedules. 

Motives for Workinq in the Resocialisation Project 

The main reasons given for coming to work on the project naturally 

reflected the fact that the majority of the staff cane from a 

nursing background. Most of these respondents said they had felt 

constrained by the rigid structures of the ward ('where the 

individualism of patients and patient care was lost in the vacuum 

of the institution'). These staff members generally wanted to work 

and learn in a different system, to pursue rehabilitation work 

more actively and to initiate new forms of treatment based on more 

personal relationships with clients ("to have the power to pursue 

relationships with clients'). All the staff tended to be young . 

(generally under thirty years) and welcomed the opportunity -to 

" enter an area demanding new skills and responsibilities because 



of the 'challange' of the program. Such staff therefore had 

practical as well as 'idealistic' motives for coming to work on 

the project. I t  was a career opportunity for many as well as a 

chance for some to develop rehabilitation ideas they had found 

difficult to pursue in their former working environments. The 

stated philosophy of care and the team approach, which involved a 

variety of disciplines, attracted many of the staff as did the 

research base of the project. 

' 1  had for some time held views similar to those outlined in the 
philosophy of the project, and this therefore provided an 
opportunity to put my theories into practice; with the added value 
of knowing that evaluation would also be required' 

Aims of Project 

The majority of the staff saw the major aim of the Resocialisation 

Project as 

*helping long stay patients to gain their independence to live 
outside the hospital' 

'To provide by means of resea~ched information methods showing 
that chronic institutionalised persons can be provided with skills 
to enable them to re-enter the community and live a meaningful 
life at the optimum capacity'. 

However, many saw the project as having wider implications both 

for the staff and for psychiatry generally. Thus i t  was hoped to 

be part of new initiatives 'to introduce a more meaningful way of 

understanding mental illness'. This particularly involved an 



educat ional approach: 

'To 
and 
the 

t ry  out dif ferent  approaches in working with this client group 
by evaluating thm develop the best approach or combination of 
best approaches", 

fi number of respondents expressed the hope that the unit would: 

' k t  as a catalyst for change in a positive and constructive way' 

- as 'a model for others. and to 'encourage the efforts of other 

staff who were trying initiatives in treatment'. The areas 

specifically mentioned here were institutional practices generally 

including nursing and medical procedures. Here, some staff hoped 

it would: 

'Demonstrate that a non-medical model, based on social skills 
training was a more desirable way to help people who had been in 
hospital for many years*. 

The majority of respondents did not feel that the Resocialisation 

Project had achieved all its aims but an important issue here was 

the perception of the staff regarding the extent of the progrn. 

Thus while most of the staff did feel that i t  had achieved its aim 

of assisting the selected clients to leave the hospital, they felt 

there was no provision for those trainees unsuited to the only 

conmunity living option available for most of the project i.e, the 

group homes. Secondly, some considered it failed to develop an 

adequate long term system of care and support in the comnunlty. 

In this respect some of the staff s&r the follow-up of trainees as 



part of the overall progran effort and were disappointed that a 

more extensive systmn of housing and staff was not allocated to 

the comnunity aspect of the project. Furthermore they saw the 

development of employment opportunities as crucial to the 

maintainance of trainees in the comnunity and felt extra resources 

and initiatives were also needed in this area. These factors 

combined prompted v ~ w s  such as: 

'While the project did very well with the resources at it's 
disposal, i t  did not succeed in the real integration of clients 
back into the comnunity*. 

"It achieved most of its aims except clients are still not leading 
a separate existence from the institution in both social and work 
aspects of their lives'. 

The emphasis on the follow-up of trainees was based on emotional 

as well as professional factors. Emotionally, staff found i t  

difficult to *let go9 at the hospital gates,as part of the progrm 

involved developing personal relationships with trainees which it 

was impractical (even if considered desirable) to end when 

trainees were discharged to the comnunity. Professionally, staff 

were in an excellent position t o  monitor the comnunity trainees' 

progress because they knew so much about them. Additionally, they 

were ware, because of their experience in the area, that leaving 

the hospital was merely the first (albeit the most important) 

step in the resocialisation of the trainees and attaining an 

independent existence would take many of them a long time. 

'Resocialisation is a long term process and real change only 
occurs after a long period in a constructive day program. 



Overall, the staff agreed that the primary stated aim of the 

project i.e. to return a selected number of trainees to the 

comnunity was achieued although they disagreed as to the extent of 

this success. However, this related primarily to differing views 

as to the extent and eventual outcome of the project. 

'I think we did quite well within the frmework of which we were 
forced to work and make decisions e.g, converting or refurnishing 
a ward and calling i t  the project does not change the fact it 
still looked like a ward, was in the St. Brendan's complex and 
therefore did nothing to change how the clients preceived 
themselves. A place completely away from the grounds of St. 
Brendan's would, I feel, have helped us 100%. Considering the 
project was situated in the middle of a big psychiatric hospital 
we did well'. 

*When one patient was taken out of a 'back warda i t  more than 
justified our 'anguishes' and we did act as a cataylst for change 
- even if it developed in reaction to us'. 

Staff Roles in the Unit 

Most of the project staff did not want to abandon their old role 

but to extend i t  to what many believed was their proper role: 

' I  came to the Resocialisation Project to work in rehabilitation, 
to be able to help patients to get back their dignity. To be what 
a psychiatric nurse, in the true sense of the word, should be'. 

'My role would be the sane as in any other unit but with the main 
difference that I would be able to use my own initiative within a 
tean and help shape prograns, policy etc. Another big change 
would be that I would help patients to do things for themselues, 
not the other way round'. 



Approximately a third of the staff members felt that their role in 

the unit did not develop as they had wanted or expected, a further 

third were satisfied with the way their role evolved and the 

remaining respondents had mixed feelings about this. This latter 

group stated that they had learned new skills but in other ways - 
particularly in relation to the recognition of these skills - they 
were disappointed. The main reasons given for dissatisfaction 

included the diffuseness of roles generally in the project and the 

lack of a recognisable authority structure. 

'Roles were not clearly outlined and rerponsibili ties 
allocated...there was no forum for rtaff where ongoing evaluations 
and challanges could be tackled in a positive way therefore in 
this vacuum defensiveness often ensued*. 

Many of the staff felt that because of the pressures of the unit 

program the staff with more definite roles and experience in 

rehabilitation work took over tasks which they thmselves had 

hoped to learn and graduate to. In this respect some staff 

disagreed with the introduction of part time teachers into the 

unit as they felt existing staff could have performed these tasks 

adequately. 

'Advocates should have had more input into the teaching of basic 
instructions and social skills and this should have been 
structured into the educational system. A lot of the time we 
were assistants to other members of the t e n  as far as teaching 
was concerned'. 

Such staff felt they had demonstrated role flexibility and a 

willingness to perform various tasks on entry to the unit,and were 



disappo~ntcd as the progrm progressed and they realised that no 

structure existed to incorporate role developments or changes into 

the system. They therefore remained wrthout a defineable role in 

the n w  system and had only their orig~nal role to fall back on. 

One of the major obstacles to role development appeared to be the 

pressure of time in the unit. Because of the intensity and 

shortness of the progrm time for each group those professionals 

who had more clearly defined roles as well as having more 

experience in the these tasks tended to fit into the system best. 

These difficulties were increased for those with a nursing 

background by the fact that they were more formally a part of the 

hospital system in which the project was based than the rest of 

the staff. Thus they had medico-legal obligations which other 

staff members (excluding the medical director) did not have and 

they essentially had to deal with the many elements of care which 

a hospital setting requires i.e. 24 hour care, 7 days a week. 

~dvocates also felt their shift system ('day on, day off'f made i t  

difficult for them to have the same involvement in unit progrms 

as those working a five day week. Advocates therefore had to 

continue carrying out traditional tasks in a traditional setting 

and both the time and energy needed for this militated against 

their substantially altering their role. Furthermore, many 

advocates felt that they suffered from the critical attitude of 

the unit towards the old hospital system. 

'I feel there was a very high expectation of achievement within 
the t e m  which for one reason or another sometimes led to 
conflict. Some of this was due to abhorrence of the institution 
('the monster'). Also in some ways the advocates took the flec 
for the fact that for such a long time here in the hospital they 
had been almost the only people responsible for the care of the 



mentally ill" 

The other professionals in the team had a good deal more 

flexibility as they were not constrained to the s m e  extent by the 

system and were therefore in a better position to develop thelr 

roles. The fact that the division between the advocate and non- 

advocate professionals was recognised by the granting of off ice 

space to the latter increased a feeling among advocates that they 

were generally 'losing out'. 

Despite these disappointments many of the staff did have positive 

experiences in relation to the development of their role. 

'My role was much more than 1 had expected. 1 became a friend, 
teacher, social worker and magician overnight.. 

The majority of the staff were attracted by the democratic 

management structure but they found as the progrm progressed that 

this presented a number of problems. As such a structure tmplied 

involvement in a wide variety of issues, some respondents felt 

that this resulted in an overconcern with 'political' matters 

outside the unit sometimes to the detriment of the unit progrm. 

' The project taught us all many lessons. One of the most 
important was that you cannot operate successfully or efficiently 
on a daily basis if you are also dealing with 'political issuess. 
Your energies become diluted, and the focus of your input 
changes'. 

The other feature of the democratic management system which staff 

mentioned as causlng problems was the difficulty of recognising 



initiative and ensuring accountability in such a structure. 

'The notion of a general democracy did not work effectively. 
People need to have a balance between degrees of autonomy and 
accountability. Every project, especially innovative and 
exper imental ones require firm, dynaic and diplomatic leadership. 
Plnd the idea of a multi-disciplinary team is a good one provided 
each t e a  member has a clear and specific role and are made to 
feel that they have a positive and useful contribution to make'. 

Some of the staff however found the democratic system a very 

positive experience and one respondent stated that this system *is 

imperative in order to achieve maximum rapport with the clients'. 

Those who had come from a nursing background found it stimulating 

(if frustrating at times) but generally they preferred i t  to their 

former working environment. 

'The feeling that you had some control over what happened made you 
more w a r e  and interested in what was going on. You did'nt have 
to do it the old way - you could try any n w  idea or approach 
suggested. You could do what the clients wanted for a change'. 

'In the ward you are at the very end of the pyraid structure or 
hen pecking order, and it is not merit that escalates you but 
years. This causes apathy. The project broke down this system 
and allowed staff to blossom. The single fact of being able to 
say what you thought about Joe Bloggs made all the differenceM. 

What many of the staff desired was a *modified democratic 

structure which would involve consultation but limit decision 

making to a smaller group. 

'While consultation is essential in a project such as this a 
possible improvement might be to have a smaller number of people 
involved in decision making i.e. a comnittee representative of all 
workers on the unit and this comnittee could advise the Project- 
Manager who would have overall authority'. 



Views on the Project 

The majority of the staff found the experience of working in the 

Resocialisation Project positive and stimulating and only one 

staff member said they would not work on the program again. In 

terms of the project's shortcomings they felt that certain changes 

would have helped to avoid these problems. Host of the staff 

felt that a custom designed rehabilitation unit was essential to 

long term success and these respondents considered the best 

setting for this unit would be outside the hospital grounds. In 

terms of the staffing structure and mix of disciplines most 

respondents wanted to work in a similar environment again and most 

of the advocates appeared to prefer the integration of male and 

female staff to the old system. However, i t  was generally felt 
. , 

that the project would have benefitted from starting with a more 

detailed plan setting out both the aims and limitations of 'the 

program as well as clearly defining roles and tasks. 

Essentially, the staff found they worked best within a structure 

and performed best when given some flexibilty. Furthermore they 

found rehabilitation work required high inputs of energy and 

eomnitment and they experienced difficulty in maintaining these 

two elements consistently in a diffuse structure. Their 

experiences therefore pointed to a balance of structure and role 

flexibility as the optimun working situation. &llowing for these 

reservations the staff were happy about their involvement and 

hoped to continue in similar work. 



'It was an invaluable experience. I learnt an awful lot - in 
general, what 'real psychiatry* should be*. 

'Despite the difficulties I felt the experience was most rewarding 
because of the relationships established with clients and the 
satisfactions most of t h m  got from cornunity livingm. 

' 1  t was a learning experience with plenty of challange and 
rewards. I t  was good for personal and especially professional 
growth. After training in an environment that was not conducive 
to change and then work where change was encouraged, a feeling of 
'new lifem was envisaged for psychiatry and a future seen for 
myself in psychiatry'. 

'We worked in a taxing and difficult context. We tried to 
initiate change when the system was not ready to absorb or cope 
with the forces of this change. This inability manifested itself 
in the repeated attempts to block our progress and ultimately 
forced us into compromising our philosophy. Despite this I 
believe in what we were trying to achieve and feel i t  can be 
achieved in other settings when the time is right in terms of 
attitudes, resources and good will'. 





This report has outlined the background and clinical history of 

the sixty trainees in the Resocialisation Project and shown that 

they were a severly 'chronic' group generally in terms of age, 

years hospitalised and number of admissions to psychiatric 

hospitals. The mean age of the trainees was 41.6 years with sixty 

percent aged over forty years. They had spent on average 11.2 

years in hospital and had had an average of nine admissions. The 

majority of the trainees had been admitted first to hospital in 

their early twenties and most had spent a large part of their 

adult lives in hospital. Over half the trainees (5%) had been in 

a psychiatric hospital or hospitals for at least ten years and a 

third (33.X) had spent at least this amount of time continuously 

in hospital. Furthermore, 6 3 . 3  had been in a psychiatric 

hospital (either state or private) other than St. Brendan's. Over 

a fifth (21.6%) had been in prison. Clinically, the majority of 

trainees had had a schizophrenidschizo-affective diagnosis on its 

own or in combination with another diagnosis, and approximtely a 

third had active schizophrenic symptomatology. 

Educationally the trainees were, in general, severely 

disadvantaged. A significant number (50%) of all trainees had 

experienced some learning difficulties in school and only 20% had 

a post primary qualification. Similarly, in terms of work 

experience a third (33.3%) had little or no work experience and 

only 4% had worked after their first hospitalisation. Seventy 

percent of all trainees had worked for at least ten years and this 

work experience was confined in nearly all cases to semi-skilled 

or unskilled type work. 



In other respects too the trainers conformed to the accepted image 

of the "ctwmlc" ling term p3t1r;nt i n  that they had become over 

co~munities. Many nad L o r ?  ? h e 1 ~  parents and as parental contact 

appeared tcr a l l  tha rra!nsec to be more constant than sibling 

contact, f,mll*,. involument o f t m  decreased when parents d ~ e d  and 

In son,* cases ceased altogetsler. Very few tralnees (15%) had 

friend% tutside the hospital and fmi.ly contact, i f  i t  existed, 

provided the ~ n ? y  :ink i r i t h  life oatside the hospital. 

These elements c~n's~iied tr, present a profile of people with 

problems an"disadrian:ages conpounded by years of hospitalisation. 

They were a group o f  men and women who had been adnitted to the 

hospital either because of the early onset of acute symptomatology 

or the inability of other care systems to cope with them. Later, 
. , 

their lack of educetional and work skills militated against their 

return to normal conmuni t:? life,f or as the pattern of adnissions 
, 

showed, they usually b e c m e  long stay patients following a few 

short stay adnissions. lpcring the years of hospi talisation the 

indiuiduel .)rill?, they uid have became redundant in a system of 

total cave. inevitably t i ic  in5:itdrion was internalised and the 

desire to leave was abandoned. 

A numbes o f  factors contributed therefore to the gradual 

institutionallstion of these trainees. Thus the institution had 

become not just their home but the base from which they defined 

reality. As the years in such a "total institutiong increased the 

emotional distance lengthened between the hospital and life 



outside to a point where the norms and values of the institution 

becane the basis of their everyday behaviour. In this way, 

adherence to the norms of the non hospital comnunity receded as 

behaviour becane rationally directed towards the exigencies of 

hospita? and in'particular ward life. 

The reasons why these trainees remained so long in hospital are 

varied and are partly attributable to the factors,outlined above. 

The main causes appear to relate not so much to active psychiatric 

symptomatology but rather to a lack of specialist services and 

sufficient comnunity back-up facilities to allow for their 

discharge to, and maintainance in, the comnunity or transfer to 

more appropriate services. 

Outcome 

Thirty-five trainees or 58.3% of all sixty trainees who entered 

the Resocialisation Project, remained in the comnunity. These 

trainees have now been living in the comnunity for periods ranging 

from three months to two and a quarter years. Almost two thirds 

(65%) of Group I ,  who are longest in the comnunity, have remained 

in the comnunity and this is in contrast to 45% of Group I 1  (who 

have been eighteen months in the community). The final group, 

Group I I I, were discharged to the comnuni ty three months ago and 

65% of then have remained there. Group I have therefore proved 

to be a good deal more succassful than Group I 1  ( eleven of the 

twenty trainees in this group returned to hospital). Possible 



factors involved in the lower success rate of Group I 1  were 

proposed in Section Four and these include the homogeneity of 

Group I in contrast to Group 1 1 .  The latter group consisted of a 

number of subgroups rather than one major grouping as in Group I 

and, i t  was proposed, some of these subgroups probably required 

either specialised help and/or a different comnuni ty setting to 

live in. Two of the subgroups identified were young women and 

(male) former hostel dellers. 

Overall, women, especially older women, tended to do better than 

men (63% of all women entering the progran remained successfully 

in the comnunity compared to 5% of men). h possible factor 

implicated here was the type of progran offered in the 

Resocialisation Project which emphasised domestic and personal 

skills - skills which women tended to be competent in on entry to 

the unit as well as being skills which women generally were more 

willing to perform. Conuersely, men in general had more 

experience in work skills - skills which they were unable to use 

in view of the the current job market. Furthermore, i t  was 

suggested that older, long stay women were best suited to the type 

of comnuni ty accommodation which was available for most of the 

project i.e. group homes. Such women wanted to live in the 

community but did not wish, at least initially, to lead a 

completely independent existence and were therefore content to 

remain within the system of care and support. On the other hand, 

those men who had spent a large part of their liues in hospitals 

and hostels which had provided services such as meals and cleaning 

were unlikely at their age, to exchange this situation for a group 



home with its practical and emotional responsibilities. 

Other factors which emerged as divergent between the community 

group and those who returned to hospital were education and fanily 

contact. The re-hospitalised group were more disadvantaged 

educationally (60% of them had had learning difficulties in school 

in contrast to 4% of the comnunity group) and they had less 

contact with fanily (489: of them had regular contact compared with 

63!! of the community group). Having work experience did not 

relate to successful outcome and neither did psychiatric 

symptomatology generally (the only exception here was a history of 

suicide attempts). Many of the community trainees did have a 

"disputed' schizophrenic diagnosis in that an early diagnosis of 

schizophrenia had been. subsequently questioned or discarded 

altogether. This particular group may therefore represent a 

category of trainee who presented with schizophrenic type 

symptomatologv but who was in fact wrongly diagnosed and thus 

wrongly treated. This may then have been compounded by years of 

institut:onal:sation resulting in even greater difficulty in a 

correct diagnosis. 

The most accurate predictor of successful outcome, in terms of 

both unit program and community stability was the assessment of 

functioning(1) carried out prior to unit entry. The majority 

(57%) of those who remained in the community were assessed as high 

functioning or suitable for discharge at this point and if the 

level of moderate handicap is included, 86.7X of comnunity 

trainees were from these two categories. Conversely, those in the 



lower functioning category did badly in both the unit program and, 

if they did graduate, in the comnunity. Only 14.3% of those in 

the comnunity came from the lowest functioning or severely 

handicapped group. However, improvement did occur at all levels 

during the progran and a third of trainees moved into a higher 

level of functioning, a step which requires a substantial degree 

of improvement. Only 13.3% of trainees deteriorated during the 

progran and over a half (37%) improved to some extent i.e. they 

improved their entry rating score. 

These findings imply that a'high level of functioning was 

necessary to graduate to successful community living and although 

a substantial number of trainees made definite progress it was not 

sufficient to ensure success in terms of the particular community 

aims and options of the Resocialisation Project. If a variety ,of 

comnunity accomnodation options had existed from the beginning and 

if sufficient resources were available to run specialised,programs 

for each category of trainee, the success rate would probaSly have 

been considerably higher. Indeed, if the Resocialisation Project 

had confined itself (as many such rehabilitation programs do) to 

those trainees operating at the highest level of functioning, i t  

would have resulted in a very high success rate, In hindsight i t  

may have been better to restrict entry .to the high functioning 

group but the research data possible' from such a randomised 

selection of trainees is one positive aspect of the adopted 

procedure. 

Overall, these findings point to the importance of both the 



initial assessments and the tailoring of a progran to the needs 

of the program participants. Providing the correct f'it in terms 

of trainee and progran is thus crucial to overall success in such 

programs, and is also the most economical use of resources. In 

this respect, some candidates require minimal resocialisation 

training and really only require a period of supportive re- 

orientation, preferably in a comnunity setting. A second general 

category of candidates needs training periods of varying lengths 

and intensity possibly arranged in a system of gradually 

increasing comnunity participation. A third general grouping of 

trainees need specialist help which would probably best be 

provided in small group situations in the comnunity. 

The Resocialisation Progran was developed to meet the needs of 

those who were de-skilled because of institutionalisation and 

lacked the confidence to make the move themselves back to the 

comnunity. In effect i t  was aimed at the chronically able rather 

than the chronically disabled. Those trainees who conformed most 

closely to this profile did best and in this the progran can be 

seen to have been successful. The first and major aim of the 

Resocialisation Project was thus achieved. The project did 

provide a personalised service in that individuals were mon 

and assisted if they needed additional help in some areas. 

not however provide an intensive specialised service for 

i tored 

I t  did 

those 

with particular problems and i t  could not provide the motivation, 

if this was lacking, for comnunity life. Although an attempt was 

made prior to unit entry to assess such attitudes it was not 

possible to question the potential trainee beyond his or her 



experience of reality and thus motivation regarding the comnunity 

could only be accurately assessed for many of the trainees when 

they were actually living outside the hospital. Trainees who lack 

motivation to leave the hospital have particular comnunity needs 

to be met. They require a situation outside the hospital which is 

at least as attractive as that within the hospital and this 

probably involves some type of hostel accommodation but with 

daytime shelter provided. 

The various prograns and comnunity options discussed here do imply 

both extensive pre-community assessment procedures as well as a 

wide ranging community service which, at l'east in the short term, 

add up to an expensive service. However, it is difficult to see 

how anything other than such a service would allow long stay 

psychiatric patients to graduate fully from the hospital system. 

Re-settling patients in the comnunity may be a relatively cheap 

option but providing the facilities whereby patients can re-settle 

and become assimilated back into the comnunity is, as this report 

has shown, a longer and more difficult task. In the end, i t  

probably results in a choice between a policy of maintainence with 

short term results or a long term progran involving constant 

training and movement towards real comnunity living. The return 

of such trainees however to the comnunity is not just the 

concern of state institutions and there i s  a need for more 

wareness generally about these issues. De-institutionalisation 

is necessarily a twoway process requiring adaptation by the 

comnunity as well as by trainees. 



The secondary aims of the Resocialisation Project may also be seen 

as at least partially achieved. The research objectives of the 

progran have, hopefully, been concluded in this report. The 

training aim has been achieved by the production of a preliminary 

training manual for use in similar settings to the project. The 

staff development aims have been somewhat successful in that the 

project offered staff a stimulating and rewarding environment 

generally, despite the problems encountered during the program. In 

introducing a multi-disciplinary approach i t  began a process of 

developing new skills which wany of the staff have continued, and 

in experimenting with a democratic structure i t  increased the 

level of participation of the majority of the staff. The fact 

that the staff (especially those from a nursing background) 

generally did not get recognition in the unit for their new skills 

does not invalidate the need for these skills nor the ability 

needed to acquire them. And if the democratic structure at best 

attained the level of a 'pseudo-democracy' i t  provided, as t h e  

staff have stated, a far more stimulating and innovative 

atmosphere then they had hither to experienced. Probably the best 

staffing arrangement would have been a more str~ctured, task- 

oriented system with a more recognisable line of authority. This 

would have facilitated the acknowledgement of initiative thus 

keeping morale consistently high. 

The final stated aim of the Resocialisation Project (i.e. to 

influence the 'Medical Model*) is more difficult to assess partly 

due to the difficulty in defining precisely the 'Medical Model'. 

However, by opening up new treatment options the project may 



indeed have influenced existing models which concentrate 

exclusively on symptom recognition and management, and by offering 

autonomy to staff the unit may have demonstrated the super~ority 

of a consensus rather than an authoritarian approach to care. 

However, in terms of developing a specific ideology of treatment 

the Resocialisation Project may be seen to have "failed' in that 

i t  utilised a flexible approach to various treatment procedures 

often reverting to the more usual methods. This was particularly 

so in relation to med~cation. Although the unit developed 

something of a reputation for abandon~ng all medication, what was 

usually attempted was a rationalisation of existing medication and 

a gradual reduction to levels which suited each individual 

tralnee. Overall it may be said that while all the staff tended 

to share a common philosophy in believing in the right and ability 

of trainees to regain their position in the comnunlty, there was a 

good deal of variation in how this philosophy was translated into 

everyday practice. In effect, i t  is difficult to adhere rigidly 

to any particular approach in rehabilitation work as the 

exigencies of the work demand a pramatism which is related more 

to the needs of the trainees than the ideology of a program. 

In overall terms the project was successful in that i t  did achieve 

its primary aim to assist long term patients to return to 

community life and work. The degree to which i t  was successful 

has been more accurately discussed by the staff themselves in the 

previous section. I t  did not achieve all its stated aims but 

perhaps some of these aims were unattainable within the structure 

in which the unit had to operate. In his history of the 'insane' 



in Ireland, Joseph Robins has stated that: 

'... the changes that have taken place over the last few decades 
have opened up a new period of hope and understanding for all who 
are mentally afflicted. Some of theprogress has come from 
scientific advance; some from changes in the human heart'(2). 

The Resocialisation Project was based to a large extent on the two 

elements suggested here. It was an attempt to bring a systematic 

approach to rehabilitation problems while recognising the humanity 

of each individual. If at times i t  was less than scientific and 

at other times showed human shortcomings i t  does not detract from 

the basic worthiness of the venture. 
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APPENDIX 2: TRAINING CURRICULUM COMENT 



TRAINING CURRICULW CONTENT 

1. PERSONAL 

2. SOCIAL 

3. VOCATIONAL 

PERSONAL 

Health: 

a. Maintaining physical, mental and emotional health. 
b. Basic understanding of psychological and psychiatric history 
c. Practice of self medication (if any). 
d. Coping with stressful events. 
e. Seeking help, sharing problems, avoiding isolation. 
f. Adequate exercise, rest and sleep. 
g. Hazards and effects o f  drugs, alcohol, smoking. 
h. Nutritional value of different foods. 

Hvqiene 

a. Personal hygiene. 
b. Food hygiene. 
c. Environmental Hygiene. 
d. Unhygienic habits. 
e. Sensitivity to social values of hygiene. 

Clothinq 

a. Importance of good grooming,clean clothing and regular changes 
b. Care of clothes- washing, ironing, simple repairs etc. 
c. Develop taste in selection and purchase of clothing. 
d. Window shopping - value for money. 
e. Practice use of dry-cleaning and shoe repair services. 

Safetv Practices 

a. Fire and accident procedures- fire drill, raise alarm etc. 
b. Preventive measures - prevention of Fire and Accidents. 
c. Road Safety Regulations - obeying traffic regulations e t d  

Mobility 

a. Follow oral directions - straight on, turn left etc. 
b. Use landmarks for directions. 
c. Develop confidence in making enquiries. 
d. Faniliarity w ~ t h  means and cost of transport. 



e. Read simple maps. 
f. Develop ability to read time-tables. 
g. Develop confidence in tackling unfmaliar journeys. 
h. Whereabouts of park, beach, shopping centre etc. 

Cookinq 

a. Survival cooking - eggs, beans, mince etc. 
b. Practice of following simple menus. 
c. Buying according to budget - cheap cuts etc. 
d. Care and maintenance of cooking utensils, kitchen etc. 
e. Familiarity with safety and hygiene principles. 

Home Manaqemen t - 
a. Principles of home safety, security, energy conseruation. 
b. Acceptable standards of tidiness and cleanliness. 
c. Care of furniture and floor appliances. 
d. Practice of household appliances. 
e. Home budgeting - food, rent, electricity etc. 
f. Lighting fires, ordering and storing fuel, bin collection etc. 
g. D . I . Y .  skills - changing light bulbs, unblocking sinks etc. 

Educational 

a. Basic literacy and numeracy. 
b. Form filling job application/ curriculum uitae. 
c. Formal and informal letter writing. 
d. Budgeting - value for money, savings, calculating income etc. 
e. How to manage time effectiuely. 
f. How to think and solve problems constructively. 
g. Effective decision making. 
h. How to take and follow instructions. 
i. How to read and follow instructions. 

Interpersonal 

a. Self knowledge and appraisal. 
b. Sensitivity to social ualues. 
c. kceptable standards of behauiour. 
d. communication techniques to relate meaningfully with others. 
e. Practice of self-control, co-operation and courteous manners. 
f . Avoidance of social isolation - seeking help,sharing problems. 
g. Relationship building - friendship$, courting, sex edu'cation. 
h. Family relationships, values, responsibilities. 
i. F a i l y  living and home making skills. .. ' 



a. Neighbours - mutual respect, asking for help, giving help etc. 
b. Comnunity services available -shops, local support groups etc. 
c. Public services - post office, gardai, doctor, dentist. 
d. Instruments of comnunication -cornunity and national p a p e r s m  
e. Rights of citizenship, voting, comnunity participation etc. 

Leisure 

a. Awareness of benefits of leisure activities. 
b. Develop interest in indoor activities, games, hobbies etc. 
c. Develop interest in outdoor activities, games etc. 
d. Comnunity centres - membership, rules etc. 

S ~ e c i f  ic: 

a. Catering. 
b. Domestidlndustrial cleaning. 
c. Use of Tools. 
d. Measurement/cutting. 

Non-Svecif ic 

a. Time keeping, attendance, reliability. 
b. Concentration. 
c. Attitudes ot work/dealing with authority. 
d. Vocational guidance - formal teaching re occupations etc. 
e. How to find a job - ads, applications, interview techniques. 
f. How to keep a job - co-operation, relationship building etc. 
g. How to achieve a balance between job and personal life. 
h. Use of public transport to work. 
i. Notification of sickness to employers and procedure re this. 


