INFORMATION TO USERS

This reproduction was made from a copy of a document sent to us for microfilming.
While the most advanced technology has been used to photograph and reproduce

this

document, the quality of the reproduction is heavily dependent upon the

quality of the material submitted.

The

following explanation of techniques is provided to help clarify markings or

notations which may appear on this reproduction.

The sign or “‘target”™ for pages apparently lacking from the document
photographed is “‘Missing Page(s)”. If it was possible to obtain the missing
page(s) or section, they are spliced into the film along with adjacent pages. This
may have necessitated cutting through an image and duplicating adjacent pages
to assure complete continuity.

. When an image on the film is obliterated with a round black mark. it is an

indication of cither blurred copy because of movement during exposure,
duplicate copy, or copyrighted materials that should not have been filmed. For
blurred pages. a good image of the page can be found in the adjacent frame. If
copyrighted materials were deleted, a target note will appear listing the pages in
the adjacent frame.

. When a map, drawing or chart, etc., is part of the material being photographed,

a definite method of “sectioning”™ the material has been followed. It is
customary to begin filming at the upper left hand corner of a large sheet and to
continue from left to right in equal sections with small overlaps. If necessary,
sectioning is continued again  beginning below the first row and continuing on
until complete.

. For illustrations that cannot be satisfactorily reproduced by xerographic

means, photographic prints can be purchased at additional cost and inserted
into your xerographic copy. These prints are available upon request from the
Dissertations Customer Services Department.

. Some pages in any document may have indistinct print. In all cases the best

available copy has been filmed.

Llnil\\llﬁglms
International

300 N. Zeeb Road
Ann Arbor, Ml 48106






8302499

Crespo, Oliver Manuel

PSYCHIATRIC PATIENTS' CHARACTERISTICS AND HOSPITAL
READMISSION

City University of New York PH.D. 1982

University
Microfilms
International 0N zee Roud. Ann Arbor, M1 48106

Copyright 1982
by
Crespo, Oliver Manuel
All Rights Reserved






PSYCHIATRIC PATIENTS' CHARACTERISTICS
AND HOSPITAL READMISSION

by
OLIVER M. CRESPO

A dissertation submitted to the Graduate fFaculty in
Psychology in partial fulfillment of the requirements

for the degree of Doctor of Philosophy, The City
University of New York,

1982



5

COPYRIGHT BY
OLIVER m, CRESPO
1982



This manuscript has been read and accepted for the Graduate
Faculty in Psychology in satisfaction of the dissertation
requirement for the degree of Doctor of Philosophy.

6fag/pa il 4_/‘/4?@%
date - v airman o xamining Comm

S G5 Asder/ JM@@ .

date 7 7 txecutive OFficer

Harold wilensky, Ph,D,

Louis Gerstman, Ph,D,

Anderson J, Franklin, Ph,D,
supervisory Committee

The City University of New York



Abstract

PSYCHIATRIC PATIENTS' CHARACTERISTICS
AND HOSPITAL READMISSION

by
Oliver m, Crespo

Adviser: Professor Harold Wilensky

Since the introduction of psychotropic medication in
the mid 1950's, there has been & rapid decrease in the
population of psychiatric patients in state hospitals, Thers
has also been a decrease in the hospital stays, as weli as
shorter community stays,

This study investigated the relationship between
patients' chearacteristics and the likelihood of remaining
in the community, The age at first hospital admission,
precipitating factors, social relations, and number of
hospitalizations were hypothesized to be directly related
to prolonging community stay,

The sample consisted of patients aged 18 to 60 with
history of readmission to Manhattan Psychiatric Center
between the years 1960-8l, and diagnosed as schizophrenic
or affective psychosis. The ethnic composition was 48%
blacks, 30% hispanics, and 22% white,.

The sample was divided into three groups. The Short

Community Stay Group (40) consisted of patients who remained
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in the community for a period of three months or less; the
Intermediste Group (40) were patients who remained in the
community for a period of six months and up to one year;
and the In Community Group (15) were patients who remained
in the community for a period of five yesrs or more,

The Intermediate Group in comparison with the Short
Community Stay Group yielded differences in 20 of the 35
variables consistent with the hypotheses, The Short Com-
munity Stay Group functioned at a lower level in the clinical,
soc{al, and personal variables, In cémparing the In Com-
munity Group with the Short Community Stay Group, similar
differences were yielded, When the In Community and Inter-
mediate Groups were compared, there were fewer differences
among the demographic and personal verisbles, The In Com-
munity Group revealed higher levels of Functioning'among
social and clinical variables.

In summary, the Short Community Stay Group exhibited
the most deteriorated picture (socially and clinically),

ARge at first admission and behavior during hospitalizations
were important factors in determining community readjustment,
The In Community Group had the highest level of social func-
tioning and support networks (friends, family, out-patient
clinic) which were contributing factors in remaining in the

community for prolonged periods of time,
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INTRODUCTION

Since the 1950's sdmissions to psychiatric hospitals
have steadily increased even though the number of psychiat-
ric patients in state hospitals have decressed since 1955,
The decrease in paticnt population was a function of shorter
hospital stays due to the introduction of pﬁychotropic
drugs, financial support systems and attitude changes. The
readmission rate has increased (Kirk, 1977),

This study undertook the analysis of personal and
environmental fsctors of psychiatric patients to provide
some clarification in understanding the rate of success and
failure. The study investigated & number of patient char-
acteristics, patient's compliance with treatment, nature of
illness, and demographic variables such as the environ-
mental setting (living condition), after care, and the like-
lihood of remaining in the community,

Historical Perspectives

In 1972 Pinel wes appointed physician to the BecBtre
in Paris, an asylum often described as an inferno, The
mental patients were chained, tortured and stripped of all
human attributes (Deutsch, 1964). Pinel unchained many of
the patients and they did not exhibit violent or aggressive

behavior. It was speculated that their violent behavior



resulted from the oppressive restraints, His moral trest-
ment of the mentally ill was based on kindness and sympathy,
It included open wards, pleasant surroundings, structured
activities, and a familiar, if not parental relationship
between attendant and patient which included joint dining
and walks in the countryside, Moral treatment has often
been described as the first conscious attempt at milieu
therapy. This more human approach was expanded three years
later to Salpatriere, the second largest asylum in Paris,
and the results in both institutions, in comparison with
previous inhumane methods were'far more effective (Deutsch,
1964),

During the 19th century, the widespreasd method in
treating psychiatric illnesses was to provide shelter, food,
and rest by the asylum (Arieti, 1974), Treatment ranged
from outdoor activities to the development of some produc-
tive work, The actual cure and reintegration of the mental
patient into society were left to nature. The implicit ele-
ment in this approach was an assumption that pathogenic com-
ponents rested in the physical and social environment where
the patient lived, |

A turning point in the perception of the mentally ill
began to take place with the work of Kraepelin (Arieti, 1974)
who began to differentiate between depressive disorders and
schizophrenia (called dementia praecox), Kraepelin used

observation as his method of studying the different psy-

chological conditions. He bagan to examine the diverse



characteristics of the symptom pictures of depressive
patients, schizophrenics, and other patients, After ob-
serving thousands of patients Kraepelin found a common
ground in one group of patients, a progressive tendency to

e state of dementia, He defined this group as dementia
praecox, These patients presented symptoms such as hallu-
cinations, delusions, incongrous emotions, stersotyped
behavior, impairment of attention and sensorium., MHe further
divided this group of patients into three categories: the
paranoid, catatonic and the hebephrenic. 0One of the draw-
backs of Kraepelin's views was his finalistic and fatalistic
sssumption that these patients would progressively deterio-
rate until death, He himself began to recognize that some
of his conceptions were not correct, since some of his
patients made complete recoveries. Also, he never conceived
that the schizophrenic might have been influenced by socie-
tal environmental forces that impinged on his behavior.
Theoreticians such as Meyer, Bleuler and Korsokov challenged,
oppossed and revitalized Kraepelin's vieuws,

Bleuler (1912) changed the name of the syndrome to
schizophrenia. In contraest to Kreepelin's views, he pro-
posed that schizophrenia was a splitting of many psychic
functions instesd of s degenerative state, He enlarged the
concept of schizophrenia to include symptomatic manic-
depressive, alcoholic hallucinoses, and psychopathic person-
alities., He also felt that in a large number of situations

schizophrenia is latent and these individuals were not



hospitalized because the symptoms were not severe enough.
These symptoms, according to Bleuler, were divided into
accessory symptoms, primary and secondary symptoms, Acces-
sory symptoms being the acute manifestation of psychosis,
such as delusions, hallucinations, catatonic reactions, and
the primary symptoms the necessary aspect of the illness,
the association disorder., The secondary symptom was evoked
by the action of the primary ones and the psychogenic
factors., Bleuler's study of the process of association,
autism and ambivalence wers cornerstones in the understand-
ing and differentiation of the psychotic process.

Freud (1914) offered alternate ways of conceptual-
izing the phenomenon, 1In his paper on narcissism, Freud
applied his libido theory and other psychoanalytic concepts
to the interpretation of the narcissistic neurosis, the
term Freud used in discussing schizophrenia, Unlike the
previously mentioned theoreticians, fFreud felt that an
essential aspect of schizophrenia was the change in the
individual's relationship with people and "other objects"
in his environment, Such a condition is the result of the
libidinal withdrawal from the enviromment, Most of the
symptoms can be viewed as regression of ego functions to a
primary process (found in early childhood), Hallucinations
and delusions are attempts to reestablish some contact with
the world. Consequently, symptoms are often a symbolic
representation of important and crucial issues in an

individual's life, 1In his paper, "The Ego and the Id,"



Freud (1923) stated that neurosis is the result of conflicts
between the ego and the id, wheress psychosis is a disturb-
ance in the relation between the ego and its environment,
Sullivan (1953) speculated that most conflicts were
caused by difficulties in interpersonal relations, Con-
trary to Freud, Sullivan postulated that one became a person
by the fact of relating to other human beings and not as a
result of inborn instinctual drives, The personality
evolves from the person's relations with others, especially
significant others, such as parents, The parent-child rela-
tionship is essential, and deficiencies in that relationship
(be it by parental anger, anxiety, discomfort) can cause an
extremely unplessant experience in childhood which might
interfere with adequate relations betwsen the individual
and the environment, Schizophrenia is a disorder of living
and not only of intrapsychic conflict which can consist of
one episode with complete recovery or a series of episodes
throughout an entire 1life., Since the conflict is one of
interrelating, Sullivan felt that schizophrenia could be
treated psychotherapeutically where the therapist is a
participant helping the individual with his hard struggle

in relating to other human beings,

Somatic Treatment

From the biolnaical end of the spectrum, there has
been an increasing effort to understand and find possible
cures for the afflicting illness based on the belief that

it is somatic in nature. Therefore, interventions must have



some organic component, In 1934, von Meduna introduced
convulsive therapy (Metrazol injection) which even fourteen
years later was acclaimed as the "most specific and effec-
tive treatment (Mmay, 1968) of mental disorder. The basis
for the use of convulsive therapy was the erronecus belief
that epileptics did not suffer from schizophrenia, There-
fore, if schizophrenics were to experience convulsions, the
illness would no longer be present, Howsver, as late as
the early seventies, there was no conclusive evidence
regarding the indications of electroconvulsive treatment

in schizophrenia, and there is no adequate formulation as
to its curative action,

A major turning point in 1955 was the introduction of
the first me jor psychotropic drug, chlorpromazine which
arouse a great deal of interest and led to intensive re-
search and subsequently the introduction of other drugs.
The drug's sedative effect and its improvement of the
cognitive functions as well as the alleviation of many of
the psychotic symptoms led to significant increase in dis-
charge rate from mental institutions., The length of stay
in the hospital was substantially reduced. However, the
rate of readmission increased tremendously (Kirk, 1977),.

meny clinicians attribute the lack of success in
remaining in the community to the discontinuation in the
intake of drugs once discharged from the hospital (Kirk,
1977). However, Rappaport et. in 1978 conducted a study

to assess the contraindication of antipsychotic drugs for



schizophrenics. They assigned at random eighty young males
undergoing an acute schizophrenic episode to two groups:

one received placebo treatment, the other chlorpromazine
while hospitalized and were followed up for a period of
three years, The placebo group while in the hospital showed
greater long term improvement, less pathology at follow-up,
fewer rehospitalizations, and overall better functioning in
the community then did patients who were administered

chlorpromazine,

Continuity of Aftercare

There is an overriding consensus that follow-up is
one of the most important factors in contributing to the
patients remaining in the community, Honstra and MacPort-
land (1963) found a significant relationship between reduced
recidivism and continuity of care, The patients that were
referred to the outpatient clinic (224) were less likely
than those that were not referred (222) to be rehospitalized
within a year period.

In another study conducted ten years later, Anthony
and Buell (1973), compared those who attended (39) and
those that did not attend 0PD (40) and found a significant
relationship betwesen continuity and reducing the likelihood
- of rehospitalization within a six month period,

On the other hand, Mayer, Hotz and Rosenblatt (1973),
compared 155 attendees to OPD and 81 non-attendees and found

that there was no significant difference “in the rate of



readmission, Furthermore, they found that those who attended
OPD for three or more visits were more likely to rehospi-
talized than those that made less than three visits,

Some studies have correlated demographic characteris-
tics with acceptance of aftercare, Mayer, Hotz and
Rosenblatt (1973) found that 0PD attenders were more likely
to be older, married, white women; poor attenders includad
younger, single black males living alone. They also found
no difference when ten other demographic characteristics
(e.g. education and religion) were compared.

many of these discrepancies are due to diverse meth-
odologias, treatment settings, varying sample size, and
length of follow-up, Kirk (1976) modified his study by
increasing the length of follow-up from two to three years.,
He examined the relationship between attendance at out-
patient clinics and rehospitalization, He also looked at
the relationship between the number of visits and rehospi-
talization, Those who attended (139) had a higher rate of
rehospitalization than those who did not attend (260). When
analyzing the number of visits, he found that the patients
who attended from one to ten visits were the most likely to
be rehospitalized, However, as the number of visits in=
creased from 11 on, the likelihood of rehospitalization

decreased.,

Quality of Aftercare

One of the most reliable predictors of recidivism



has been chronicity which has been based on the number of
previous hospitalizations, psychotic versus non-psychotic
disorders, length of last hospitalization and employment
status (Buell and Anthony, 1875), Kirk (1976) examined the
level of chronicity and recidivism and found that chronic
patients had a higher rate of recidivism, Also, the higher
the level of chronicity, the more likely they were to attend
the aftercare clinic which might explain the lower rate of
rehospitalization among non-attenders. For some chronic
patients long term aftercare might be more effective in
preventing recidivism, One of the reasons for rehospital-
ization might be that the attenders are more often institu-
tionalized and identified with the patient role.

mecCraine and Mizel's findings (1978) supported Kirk's
study in that there was an inverse relationship betwsen
number of aftercare visits and the likelihood of rehospital-
ization, The chronic patients tended to be psychotics and
made more visits to aftercare clinics and had reduced
recidivism than less chronic (not psychotic) patients,
Femeles and blacks were more likely than males or whites to
be diagnosed as psychotic which indicated a higher level of
chronicity in these groups. The age factor was important
in their findings, 0Older patients are less likely to drop
out of treatment than younger patients, a finding consistent
with a study by Balkeland and Liendwall (1975),

Despite popular conception that large psychiatric

hospitals are slowly disappearing, the interchange of



patients between such hospitsls and communities has been
quite pronounced in the last twenty-five years, Since the
1961 Report of the Joint Commission on Mental Health, there
has been a thrust towards utilizing community based mental
health facilities. Even though these community mental
health centers have been designed to provide services for a
broad population, including former hospital patisnts, NIMH
reports that only 10% of the patients served by community
mental health programs have been previously hospitalized
(NImH, 1973),

With pressure for dehospitalization, a much debated
issue has been whether or not the patients receive community
services when discharged from the hospital, and the degree
of effectiveness of community besed services in diminishing
the readmission rate, Attendance does not necessarily mean
that the patients are receiving the adequate treatment which
might account for the wide discrepancy in the findings and
the high figures of recidivism, The literature indicates
that 50-70% of discharged patients are rehospitalized within
8 2-5 year period (miller, 1973, Gunderson et al,, 1974),

Attendance in Outpatient Clinics

The attendance in the outpatient clinics ranged from
57-66% (mayer, J.E., Hotz, M, and Rosenblatt, A,, 1973),
However, attendance did not mean that patients received
treatment, O0Only 35% of enrolled patients received any type

of treatment (Gunderson et al,, 1974),

10



11

Kirk (1977) reports on a study conducted in Kentucky
State hospitals and provided a breakdown of those who
received services as well as other demographic characteris-
tics of the patients in the sample. All the patients that
attended the clinic received at least one type of service
that could be classified as individual therapy or chemo-
therapy, 33% received only evaluation or rehabilitational
services, Overall, the services tended to be medically
oriented, brief, and limited in numbers (averaqe of 4 ses-
sions), Kirk also found the relationship between the number
of visits and the patients' characteristics (marital status,
race, religion, employment status, education, income, and
age) were not significant. However, patients with schizo-
phrenic and neurotic diagnosis were more likely to attend
and receive services following discharge from the hospital
(over 60% of the sample tested) as opposed to those with
personality disorders (less than 35%).

This study indicated that psychotic patients who tend
to be at risk for readmission tend to receive more aftesrcare.
On the other hand, patients who were admitted involuntarily
(court referral, and two physician certificate) to the

hospital did not seek nor receive aftercare.

Variables Related to Post-Hospital Adjustment

The patient's interaction in the post-hospital envi-
ronment seemed to be one of the key factors in the re-

integration into the community. The integration is often
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dependent on how well and quickly the individual adjusts
to this environment,

Kane and Wolley (1977) reported on the relationship
of demographic characteristics (educational background,
marital status, occupation) and the patient's past hospi-
talization adjustment, Housewives attended outpatient
clinics more often than other occupational group. Patients
with less than a high school education showed & higher rate
of readmission.and a higher level of unemployment, Semi-
skilled workers had a higher probability of being reemployed
than professional, managerial or clerical fislds, The
professional group had the greatest difficulty in readjust-
ing. Such difficulty might be due to the gréater emotional
disruption in their préfessional life which might prevent
prospective employers from hiring them, Also, the more
affluent tend to use private care facilities and not attend
state hospitals by choice. As a result, professionals who
are hospitalized in a state hospital probably represent a
more impaired population than state hospital population from

lower level occupational categoaries,

Community Settings

With_the increasing emphasis on dehospitalization,
mental hospitals are being forced to discharqge patients at
a faster rate than they can locate community settings for
the patients, Where these patients go when discharged is a

crucial issue and one that often determines their adjustment,



They are sent to SRO's, boarding homes, to live with family
members when available, and to community based programs., In
some instances, these settings (adult homes, and nursing
homes) resemble hospital wards transferred to the community,
In others, patients are encouraged and motivated to readjust
and become functional members of the community. Throughout,
an underlying assumption is that the discharged patients
have the potential to become functional members of society
and should be mainstreamed once they are discharged.

Lamb and Goertzel (1971), measured the effect of
high expectation and low expectation enviromments on dis-
charged patients, They assigned 30 patients to an experi-
mental group or "high expectation group" which involved the
patients in a day treatment center, rehabilitation workshop
or a half-way house, Mobility, planning, and the acceptance
of responsibility were demanded. The comparison group was
placed in a "low expectation” environment in the community
which involved boarding home, or family care with no effort
toward social and vocational rehabilitation required on the
part of the patient, Responsibilities were minimal and no
effort towards self-sufficiency and independence were made.
The high expectation group had a higher rate of readmission,
However, they had longer stays in the community with higher
level of performance, and as might be expected they were
more integrated into the community,

One of the drawbacks of this study was that the

patients were randomly assigned to the experimental group,

13
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The placement facilities, the expectations, and the pre-
morbid adjustments were not assessed todetermine if the
goals of the settings were congruent with the patients’
characteristics, Scheff (1966) stated that mental patients
enter careers of mental illness by becoming the center of
attention of those in authority during crisis situations,
and are subsequently rewarded for assuming such a role and
punished if they try to abandon it, Consequently, their
‘concept of self is based on society's expectations of their
role,

When patients are readmitted to the hospital, the
discrepancy between the patient's account and description
of events by family members or caretaker is often related
to the precipitating causes of rehospitalization, The
attitudes, interest, and especially tolerance of the family
have been related to the likelihood of the patient remaining
in the community, These discrepancies in the patient's
perception of his behavior and his family's are due to the
patient's sensitivity to the subjective factors of his
behavior and the family's focus on its overt manifestation,
Seldom is there any preparation of the family or discharge
setting regarding the patient's condition and what is
expected, Therefore, the discharging hospitals actually
maybe colluding in readmitting the patients without aware-
ness, Frequently, it is not the patients' intrapsychic
condition that leads to readmission, but the family's or

environmental setting's reaction to the patient's behavior,
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Deiker and Pryer (1967) examined 80 consecutive
chronic psychiatric readmissions and found a discrepancy
between the patients' reports of the precipitating causes
of readmission and the informants' report. The patients
reported their return was due to environmental factors and
were not able to identify behaviors that were disruptive to
others; the informants on the other hand were sensitive to
the patients' "deviant behavior" and its incongruence with

traditional sociel norms,

Premorbid Level of Adjustment

The level of adjustment patients would make in the
community is in part dependent on their pfamorbid level of
functioning., Premorbid history has been one of the most
important tools in predicting adjustments and recovery.

When the crisis or conficts are resolved or have subsided,
the individuel would return to its previous level of func-
tioning, If such level has not been sufficiently adequate
it would be an impossible task for the patient to become
functional even when overt symptoms have cleared, It is
unrealistic to expect patients to accomplish what they were
never able to do prior to becoming chronically ill,

Zigler and Phillips (1960) developed a premorbid
social competence scale based on the measurement of six
variables (age, intelligence, education, occupation, employ-~
ment history, and mental status) which are indicative of the
person's cognitive, interpersonal, and social functioning,

Eech individual variable by itself is not a good indicator,



but all the variables combined are more adequate in indi-
cating level of development,

Subsequently, Zigler and Levine (1980) conducted a
study to examine what is actually being measured by the
Zigler and Phillips scale using patient groups differing in
regard to gender and type of hospital, They looked at V.A,
hospital males (295), State hospital males (300), and State
hospital females (300), It wes found that the education
index had a smaller role than the other four variables.

The weakness of the educational variable proposed by the
author, was due té the relative restricted range of educa-
tion scores (since compulsory education until age 16 is
enforced in most states)., It is now difficult to find an
individual with less than an B8th grade education, They rec-
ommended that this variable be rescaled to reflect this
change.

Another change they recommended was in the occu-
pational score since some of the highest scores were as-
signed to positions often held by women (clerical, sales)
which inflated the overall compstence of women, Women
attained a higher premorbid competence scale, The authors
felt that this was due to the fact that the scale was relat-
ed to the fulfillment of societal expectations by individ=-
vals, Thus, women tend to be more socialized and able to

meet expectstions more readily than men, Women are hospi-

talized at a later stage in their psychiatric condition

than men., Women in the past were usually not heads of

16



households and providers; their illnesses could be more
easily tolerated and protected in the home than men's
illnesses. Thersefore, women may be allowed to remain at
home in a "non-functioning” and delusional state for longer
periods than men, Overall, this scale proved to be quite
reliable and easily scored, It provided a gross measure of

maturity level as well as the individual's coping abilities,

Ppoqnosis of the Schizophrenic Patient

The level of post hospital adjustment of the patient
is an important factor in successful remission, Although
there have been numerous attempts at predicting remission,
the variables involved are toc complex for accurate pre-
diction (Zigler and Levine, 1981),

Wittman (1944) developed the Elgin Prognostic Scale
with which the outcome of discharged schizophrenics was ac-
curately predicted in 83% of the cases examined. A drawback
of the study was the limited, one year follow-up period,

Stephen and Astrup (1963) in reviewing admission
charts classified patients as “process"” (non-remitiing) or
"non-process” (remitting) schizophrenics. They found that
91% of the chronically hospitalized patients were in the
category of "process schizophrenics”, which indicated that
remission among this group is very unlikely, Even among the
"non-process” remission was very low (38%),

Langfelt (1958) conducted a similar study using the
classification of "schizophreniform or schizophrenic.” He

found that 68% of the patients in the schizophreniform®

17
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group had good remission and 90% of schizophrenic patients
did poorly and never achieved a remission,

vaillant (1964) reported that a valid prognostic
study or scale must predict on admission the "prognosis of
each schizophrenic patient” based on a relatively objective
criteria with a 10-30 year follow-up period. Studies con-
ducted in an attempt to approximate vaillant's proposals
indicated that patients who achieved a remission are more
difficult to follow-up because they relocate more readily,
and patients whose diagnosis was changed away from schizo-
phrenia were more likely to achieve a remission (vaillant,
1964), The study suggested that prognosis depended on
longitudinal factors rather than the symptom picture pre-
sented at the time of admission or during hospitalization,

There are multiple factors affecting the patient,
elther prior or after hospitalizations which act collec-
tively in interfering or enhancing his readjustment. In
the event that there are other predisposing conditions,
such as, low intelligence, physical or genetic impairment,
the patient's adaptability would be most difficult and often
impossible, Therefore, this study did not seek to predict,
but aid in the understanding of the various factors involved

in the post hospital adjustment,
Recidivism

The literature is extensive in examining factors and

characteristics belisved to be related to recidivism, These
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factors include symptoms, multiple hospitalizations and
genetic factors (Lamb and Goertzel, 1971),

Other studies have related recidivism to socio-
economic status, family and community involvement, consump-
tion of alcohol, ability to meintain a job and manifesta-
tion of illness (Franklin and others, 1973). However,
little work was done with regard to factors outside the
control of the treatment programs and in differentiating
those who do not succeed from those who succeed in remaining
in the community,

Franklin and others (1973), attempted to differen-
tiate between personal and environmental factors., They
examined 52 factors (personal and environmental) and also
compared alcohol abusers and non-abusers, Their findings
revealed that the readmitted individuals often received
income from sources other than employment or employment of
someone in the household, The authors stated that earned
income rather than employment is the indicator of the degree
of dependency or independence. They also found that the re-
admitted patients tended to be single, separated or divor-
ced, In both samples (alcoholic and non-alcoholic), the
readmitted reported more contacts with community mental
health centers after discharge than those that remained in
the community, The readmitted spent less time in leisure-
time activities (e.g. movies, visiting friends, and sports),
drank more and were more likely to report a drinking problem,

Their findings indicated that patients with the high rate of
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recidivism are afflicted with numerous stressors which
resulted from personal and environmental interaction when
the hospital was abandoned,

They suggested that these patients are in a "a state
of socio-psychological and economic dependency, have poor
self imege, have poor interpersonal relationships with
significant others and lack meaningful social outlets.,” It
was also suggested that these patients tend to be rehospi-
talized because they find the hospital to be a confortable
and familiar environment and often see it as an alternative
to the slienation and deprivation they find in the community.

The research that has been conducted examining the
specific factors responsible for differences between
patients receiving and not receiving aftercare has been
limited, Also, in analyzing these differences, if any, and
their relationship to rehospitalization, there has been in-
sufficient examination of the environment where the patients
are discharged to, and its relationship to the success rate
in remainihg in the community,

Based upon the findings reported in the literaturse,
this study examined the following variables with regard to
their relation to community adjustment, defined in terms of
time spent in the community,

1) Type of Admission: Involuntary patients (court

referals and two physician certificate) were found
to be less likely to adjust in the community after

discharge than voluntary patients (included emergency



admissions).

2) Chronicity: Has been associated with consecu-
tive readmissions with short periods of time spent
in the community, The study related the greater
number of admissions, and the longer duration of
illness to the length of time spent in the community.
It is hypothesized that the greater the number of
admissions and the longer the periods of hospitali-
zation, the shorter the time the patient was able
to remain in the community, Also, the nature of
admissions (voluntary vs, involuntary), the nature
of discharges (medical advice vs, against medical
advice) is negatively correlated with adjustment.

3) Behavior During Hospitalization: 1t is hypothe-

sized that the more aggressive behavior exhibited
by the patient during hospitalization, the less
involvement of the patient in treatment (rehabili-
tation programs) and poorer discharge plans, which
would lead to shorter community stays, The more
cooperative the patient, the longer the community
stay,

4) Acceptance or Rejection of Treatment Plans: This

variable and the patient's amenability to therapeutic
interventions (measured by compliance with medication,
psychotherapy, rehabilitation programs) has a direct

effect in meintaining a prolonged remission.
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5) Discherge Planss Specific plans for follow-up

after discharge is a crucial determinant of community
adjustment, The literature indicated that continuity
of care is one of the most important factors in
maintaining adjustment,

6) Frequency of Contacts with Qut-Patient Clinic:

The greater the frequsncy of contacts, the more
likely the patient would receive one or more type of
service, thus increasing the length of community
stay,

7) Family Involvement and Historys This variable

consisted of three specific aspects of the family
life of the patient, The actual composition of the
family with whom the patient maintained some contact
when discharged, The location of the family was a
factor that was explored., It was hypothesized that
if the family lived within reach of the patient
(N.Y.C, vs, greater distance) there would be contact
between the family and the patient, The number of
visits during the first two weeks of the current or
last hospitalization suggested that the family was
concerned and might be positively involved with the
patient’s adjustment when discharged,

8) Changes in Residence: This factor suggested some

degree of stability on the part of the patient or
family. Also, the frequency and distance involved

in the change of residence might indicate different
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socio-economic and cultural patterns that could
negatively or positively influence adjustment,

9) Education: The higher the level of education
or skill achieved by the patient, the greater the
likelihood of readjusting to the community life,

10) Occupational History: The type of occupation,

the most recent employment as well as other employ-
ments (type of work, length of employment, reasons
for leaving, requirements and salary) were factors
that provided information regarding premorbid level
of functioning. As previously indicated, adequate
(consistent employment history) premorbid function-
ing is positively related to post hospital adjust-
ment,

11) Diagnosis: This variable indicated a degree of
chronicity, The more chronic patients (psychotics)
have greater difficulty adjusting than the less
chronic (non-psychotics),

12) Social Relations: The level and quality of

interpersonal relations, in part, determined the

type of support network the patient would have in

the community which would enable readjustment.

Social relations were defined by the number of
contacts with friends and relatives the patient had,
Also, social activities such as affiliation with
religious groups have been reported to have a posi-. .

tive influence in prolonging the stay in the community,
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Sub ject

The sample used in this study consisted of patients
readmitted to Mmanhattan Psychiatric Center between the
years 1960-1981 with disgnoses of schizophrenia or affec-
tive psychosiss organic brain syndrome was sxcluded, The
age range was between 18 and 60; 48% were Black, 30% His-
panic, and 22% White,

The sample was divided into three groups. The Short

Community Stay Group (SCS) consisted of 40 patients who

were readmitted to the hospital with a prior community stay

of three months or less. The Intermediate Group (INT) con-

sisted of 40 patients readmitted within a period of six

months to one year, The In Community Group (IC) consisted

of 15 patients who remained in the community for a five
year period, The rsason for the sample size &1sproportion
between the first two groups and the third qroup was the
limited number of patients that successfully remain in the
community for a five year period who can be located for
follow-up,

The Short Community Stay and the Intermediate groups
consisted of half males and half females selected from the
in-patient hospital population, The In Comﬁunity Group

consisted of 10 females and S males who were attending an

24
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out-patient clinic of the manhattan Psychiatric Center.
Procedure

The data were gathered through a formal interview
with the subjects, The interview assessed the 12 variables
previously mentioned, Other demogrsphic information or
history was attained through a review of the patient's
chart, The interview also sought to clarify any discrep-
ancy in the patient's chart, and obtain other data relevant
to the questionnaire that could not be found in his/her
record,

In analyzing the data, Mann-wWhitney Wilcoxon U Test
was used to compare the three groups. Subsequently, a
discriminant analysis and Multiple Regressions were used to
compare specific significant variasbles (clinical, social,
psrsonal) among the Intermediate and Short Community Stay
groups, and the Intermediate and In Community groups,
Characteristics of the Intermediate group were analyzed
using Multiple Regressions to differentiate cases that had
similar characteristics to the In Community and Short Commu-

nity Stay groups,



RESULTS

In analyzing the data, the three groups (In Community,
Intermediate, Short Community Stay) were compared in pairs
using the Mann-whitneyou-wilcoxon Rank Sum W Test,

The comparison of the Intermediate Group with the
Short Community Stay Group yieid;d differences in 25 of
the 35 variables st least at ,10 level of probability
(Tebles 1 - 6), When comparing the In Community Group with
the Intermediate Group, differences were found in 20 of
35 varisbles, Also, when the In Community Group was
compared with the Short Community Stay Group there were
differences in 29 out of 35 variables examined. The
frequéncy of occurrence of each of the 35 variables are
presented in Tables 1 - 6. More specific breakdowns of
the number of cases and percentages of occurrence among

the the three groups are presented in Tables 7 - 15,

Nature of Admission and Diagnosis

The Short Community Stay Group had a higher rate of
involuntary admissions (Tabie 8). The diagnose for the
Short Community Stay Group were more likely to be schizo-
phrenic (87.5%). The In Community Group was more likely
to have diagnoses of depression (60%) while the Inter-

mediate Group fell in between the other two groups (Tables
4 and 9),

26
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Precipitating Factors

The precipitating factors of the most recent hospi-
talizetion were more severe for the Short Community Stay
Group than for any of the other two groups (72.7% dangerous,
Table 4), The Short Community Stey Group had a higher
probability of being discharged ageinst medicel sdvise
(75%, Tables 4 and 12); their behavior during the most
recent hospitalization was more likely to be aggressive
(45%): end they did not accept medication willingly and
reqularly, nor attended out-patient clinics (Table 3).

The Short Community Stay Group did more poorly on the
personal and social variables., They were younger st the
time of first hospitalization, had a lower level of educa-
tion, poorer occupstional history, no social activity, and
changed residence frequently (Table 6). They also had a
very limited number of friends and contacts with them
(Table 5).

However, when comparing the In Community Group with
the Intermediate Group, there were fewer differences among
the demographic and personal variables (Tables 1 and 6).
The In Community Group did better among social and hospi-
talization variables (Tables 2 and 5), There was also a
tendency for the In Community Group to do better among
clinical variables, They tended to be diagnosed more often
as affective illnesses (80%, Tables 4 and 9), had more
diagnostic change away from schizophrenia (86,7%, Tables
4 and 10), they were also older, and they had a higher
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religious practice (46.5%, Tebles 6 and 7)., However, the

Intermediate Group was better educated (Table 6),.

Correlational Analysis

Further analysis of the data was conducted to identify
the interaction between the clinical, social and personsal
variables among the three groups., A Multiple Regression
was conducted for the Short Community Stay and Intermediate
Groups, the results are presented in Tables 16 - 19, The
findings further support previous ones, 1In addition, when
clinical, social, and personsl variables were jointly
compared it was found that the 80 ceses were correctly
classified 88% of the times, and they correlated with
group membership, (R = ,774; Table 16),

The clinical variables alone were correctly classified
85% of the times with an R value of ,727 (Table 17),
showing higher functioning of the Intermediate Group. The
personal variables were correctly classified 76% with an
R value of ,625, and the social variables 75% with an R
value of ,583 (Tebles 18 and 19), Again, they were all in
favor of the Intermediate Croup.

The In Community Group was compared with the Inter-
mediate Group and the findings were consistent with the
previous ones (Table 20), The cases were correctly
classified 80% of the times with an R value of .743, The
number of admissions was higher as well as the precipi-

tating causes for hospitalization were more severe for
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the Intermediate Group. All other variables were also in
favor of the In Community Group.

The characteristics of the Intermediate GCroup werse
analyzed to identify those cases that might have qualities
similar to the In Community and Short Community Stay Groups,
Of the 40 cases in the Intermediate Group, 23 were never
confused with the Short Community Stay Group, wnile 17 had
similar characteristics at least in one of the group of
varisbles discussed above (Table 21), Gf the 23 cases
never confused, 9 had similar characteristics to the In
Community Group among the same group of variables (Table 21).

In summary, each one of the three groups examined had
clinical characteristics and demographic and personal

factors which differentiated them,.



Demographic characteristics:

Table 1

Number of patients in each group,

In Community.(IC), Intermediate (INT), Short Community Stay
(scs), and 2 scores differsnces bstween groups

4 r 4 2
VARIABLES 1C 1C vs, INT INT INT vs, SCS SCS I1C vs, SCS
Sex 1,09 0.0 1,09
Mmale S 20 ' 20

Female 10 20 20

Marital Status 1.53 2.35P 3,446
Single 4 22 33

Other 11 18 7
Age 2.70° 1.40 3.56°
30 or under 0 11 17

Over 30 15 29 23

Religion 1,35 0.64 .70
Conservative 4 24 21

tiberal 11 16 19

\

Church Attendance 2,70¢ 1.17 3.69°
Attendance 7 9 2

No Attendance 8 35 38

ot



Table 1 (CONTINUED)

4 2 2
VARIABLES IC IC vs. INT INT INT vs, SCS SCS 1C vs, SCS
Ethnic Background . 2.16° 0.28 2.64°
White 2 11 8
Other 13 29 32

1 mann-Whitney U Tests connected for tied ranks and expressed as normal deviates,
a p<.10, b p&0S, ¢ p<.01, d p<.001, e p< 0001, two-tailed.

1



Table 2

Characteristics of in hospital type of treatment: Number of

patients in each group, In Commun*ty (1C), Intermediate (INT),
Short Community Stay (SCS), and z

groups

scores differences between

Y4

4

VARIABLES I1C IC vs, INT INT INT vs, SCS SCS IC vs, SCS
Type of Treatment
Received 3.70¢ 2.92°¢ 5,37°
Medication Only 3 26 37
Mmedication and
Other 12 14 3
Accaptance of
medication 1.80° 6.16° 5.62°
Accept 15 40 30
Not Accept 0 0 10
Avajilability of
Psychotherapy 1.25 0.12 1.42
Available 4 S 2
Not Avallable 11 3s 38

A"



Table 2 (CONTINUED)

r4

. z
INT vs, SCS

SCS

VARIABLES IC IC vs, INT INT IC vs, SCS
Appointment with Out- a c c
patient Clinic 1.86 3.00 3.54

Made 15 32 19
Not Made 0 8 21
Place of First
Hospitalization 1,20 1.01 l.gab
New York State 15 35 34
Outside of New York
State 0 5 6
Place of Last
Hospitalization 1.25 0,37 1,08
New York State 15 38 38
Outside of New York
State 0 2 2

1 Mann-Whitney U Tests connected for tied ranks and expressed as normal deviates.
a p&10, b p<.05, ¢ p<.01, d p«.001, e p<.0001, two-tailed,

£e



Table 3

Characteristics of out-patient clinic contacts: Number of patients
in each group, In,Community (1C), Intermediate (INT), Short Community
Stay (SCS), and z scores diffesrences between groups

z r4 z
VARIABLES | (o IC vs, INT INT INT vs., SCS SCS IC vs, SCS
Accompanied to 1.08 1,02 0.61
Clinic 1] 3 1
Not Accompanied 15 . 37 39
Arrived to 1.99° 5.11° 5,31°
Clinic 15 31 8
Not Arrived 0 9 32
fFrequency of Contact o d :
with Clinic 5,18 4.86 6.29°
Attendance 15 30 8
No Attendance 0 10 32
Nature of Contact d
with Clinic 4.43 3,71€ 6.92°
Service 14 12 1]
No Service 1 28 40

1 Mann-Whitney U Tests connected for tied ranks and expressed as normal devistes,
a p<,10, b p<,05, ¢ p«.01, d p<,001, e p<,0001, two-tailed.

ve



Clinical characteristics:

Table 4

Number of patients in each group,

In Community1(lc). Intermediate (INT), Short Community Stay

(scs), and z

scores differences between groups

4

4

VARIABLES IC IC vs. INT INT INT vs. SCS SCS IC vs, SCS
Hospitalizations 2.61€ 4,17° 5,02°
5 or under 14 24 9
Over 5 1 16 31

Type of Admission : 2.24° 2.89° 5,22°
Voluntary 15 21 : 7
Involuntary 0 19 33

. Pattern of Recidivism 1.52 0.40 3.80°
No Change S 7 16
Change 10 33 24

Diagnosis 1.692 2.99°¢ 3.68°
Schizophrenia 3 26 35
Other 12 14 5

Diagnosis Change 2.75C 2.37° a.49¢
No Change 2 22 32
Change 13 18 8

S¢



Table 4 (CONTINUED)

4

4

Z

VARIABLES IC IC vs, INT INT INT vs. SCS SCS IC vs. SCS
Time Between Current o e e
and prior hospitalization 5,73 7.71 5.63

Under 24 weeks 0 a 40
Over 24 weeks 15 40 0
Discharge Basis 1.70% 5,50° 4.93°
Against Medical Advise 0 3 30
Mmedical Advise 15 37 10
Behavior During Most a d d
Recent Hospitalization 1,94 4,34 4,67
Aggressive 0 S 18
Non-Aggressive 15 35 22
Precipitants of Most d
Recent Hospitalization .12 4,35 2,70
Dangerous 6 8 29
Non-Dangerous 9 32 11

1 Mann-Whitney U Tests connected for tied ranks
a p<.10, b p<,05, ¢ p<.01l, d p<,001, 8 p<,0001,

and expressed as normal deviates.
two-tailed.

9¢



Social characteristics:

Table 5

Number of patients in each group,

In Community,(IC), Intermediate (INT), Short Community Stay

(scs), and 2z

scores dif ferences between groups

r4

2z
INT vs, SCS

y 4

VARIABLES IC IC vs, INT INT SCS I1IC vs. SCS
Friends 3.71€ 3.86° 5,23°
None 0 9 26
Some 15 31 14
Contact with Friends 1.692 4.199 4.689
None 0 8 26
Some 15 32 14
Cantact with Family 0.54 2.73¢ 2,56°
None 0 4 14
Some 15 36 26
Family Visit 1.29 4,239 3,35¢
None 6 21 38
Some g9 19 2

Le



Table 5 (CONTINUED)

z 4 y 4

VARIABLES IC IC vs. INT INT INT vs, SCS SCS IC vs. SCS
Family Availability 0.59 3.18° 2,76°
Not Available 2 8 21

Available 13 32 19

1 mann-Whitney U Tests connected for tied ranks and expressed as normal deviates,
a p<.10, b p<.05, c p<.01, d p<.001, e p<.0001, two-tailed

8¢



Table 6

Personal characteristicss Number of patients in each group,
In Community,(IC), Intermediate (INT), Short Community Stay
(scs), and 2 scores differences between groups

z 2 z
VARIABLES 1C IC vs, INT INT INT vs. SCS SCS IC vs. SCS
Age at lst Admission 3.46° 2.43° 4.36%
30 and under 4 30 35

Over 30 11 10 S

Education -2,00° 3,346 0.47
8th grade or less 6 6 15

more than B8th grade 9 34 25

Occupation 0,78 4.4437 2.69c
None 6 12 30

Some 9 28 10

Social Activity 0.94 3.83C 4.229
None 6 22 37

Some 9 18 3

6¢



Table 6 (CONTINUED)

z z z
VARIABLES 1C IC vs. INT INT INT vs., SCS SCS I1C vs. SCS
Change in Residence c c
in last 2 years 0.76 3.49 3.28
0ften 4 14 28
Not Often 11 26 12

1 Mann-Whitney U Tests connected for tied ranks and expressed as normal deviates,
a p<,10, b p« 05, c pc0l, d p<, 001, e p<,0001, two-tailed,

ov



Table 7

Number of cases and percentages in each
group and church attendance

Short Community
In Community Intermediate Stay

No Attendance 8 35 38
53,.3% 87.5% 95,0%
Attendance 7 2

5
46,5% 12,5% 5.0%
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Table 8

Number of cases and percentages in each
group and the nature of admission of most
recent hospitalization

Short Community

Cateqgories In Community Intermediate Stay
Involuntary v} 18 28
0.0 45,0% 70.0%
Involuntary
tEmergency 0 1 5
0.0 2,5% 12.5%
Voluntary 15 16 7
100,0% 40,0% 17.5%
Voluntary
Emergency 0 5 0
0.0 12,5% 0.0
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Table 9

Number of cases and percentages in each
group and the diagnostic categories during
most recent hospitalization

Short Community
Categories In Community Intermediate Stay

Paranoid
Schizophrenia 2 7 15
13,3% 17.5% 37.5%
Chronic-Undiff,
Schizophrenisa 1 14 19
6.7% 35.0% 47,5%
Disorganized
Schizophrenia 0 2 1
0.0 S,0% 2,59
Bipolar Pisorder 0 3 1]
0.0 7.5% 0.0
Schizo-Affective
Disorder 1 2 2
6.7% 5,0% 5.0%

Depression Single
Episode S
33.3% 0.0 0.0
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Table 9 (CONTINUED)

Short Community

Categories In Community Intermediate Stay

Depression
Recurrent 4 6 0
26,7% 15,0% 0.0

Other Psychotic
Disorder 1 5 3
6.7% 12,5% 7.5%

Other Non-Psychotic
Disorder 1




Table 10

Number of cases and percentages in each
group and the change in diagnosis at any
time during hospitalization

Short Community
In Community Intermediate Stay

No Change 2 22 32
13,3% 55.0% 80.0%
Change 13 18 8

86,7% 45,0% 20.0%
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Table 11

Number of cases and percentages in each

group and the number of friends

Short Community

Categories In Community Intermediate Stay
Nohe 0 9 26
a.0 22,5% 65.0%
1 Only 1 12 8
6.7% 30.0% 20,0%
2-5 fFriends 8 17 S
53,.3% 45,5% 12,5%
6 and More
friends 6 2 1
40,0% 5.0% 2,5%
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Table 12

Number of cases and percentages in each
group and the basis for discharge during
the most recent hospitalization

Short Community
Categories In Community Intermediate Stay

Leave Without
Consent o0 3 25
0.0 7.5% 62.5%

Against Medical
Advise 0 0 5
0.0 0.0 12.5%

Medical Advise
wWith Conditions S - 20 6
33.3% 50.0% 15,0%

Medical Advise
Without Condi-
tions 10 17 4
66.7% 42,5% 10.0%

47
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Table 13

Number of cases and percentages in each
group and the treatment received during
most recent hospitalization

Short Community
Categories In Community Intermediate Stay

Medication 3 26 37
20, 0% 65,0% 92.5%
Recreation 1 4 1
6.7% 10,0% 2,5%
Rehabilitation 0 1 0
0.0 2,5% 0.0
Medication,
Rehabilitation S 8 1
33.3% 20,0% 2,5%
Medication,
Recreation,
Rehabilitation 6 1l 1
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Table 14

Number of cases and percentages in each
group and the acceptance of medication
during most recent hospitalization

Short Community
Categories In Community Intermediate Stay

No 0 0 10
0.0 .0 25.0%

Sporadic 1 12 28
6.7% 30.0% 70.0%

Yes 14 28 2

93.3% 70.0% 5.0%




Table 15

Number of cases and percentages in each
group and marital status

Short Community

Cateqgories In Community Intermediate Stay
Single 4 22 33
26,7% 55,0% 82,5%
.Divorced -
Separated 9 12 2
60.0% 30.0% 5.0%
Widow 0 2 3
0.0 5.0% 7.5%
Married 1 4 2
6.7% 10.0% 5.0%
Divorced,
Remarried,
Widow 1 0 0




Table 16

Multiple prediction of recidivist group_ membership from
clinical, social and personeal variables?, Short Community
Stay group vs. Intermediate group

PERCENTAGE OF PERCENTAGE OF
VARIABLES BETA VARIANCE EXPLAINED VARIANCE

Discharge Basis .505° 25,7 43,0

Contact With Friends .333° 17.0 28,3

Activity Level ,191° 9.8 16.3

Diagnosis Change . 1462 7.4 12.4

Total R = .774 59,9 100,0

1 88% correct classifications

a p<s,0S, b pe¢,01, c p«.001, one-tailed

18]



Multiple prediction of recidivist group membership from
clinical varjablesl, Short Community Stay group vs.

Intermediate group

Table 17

PERCENTAGE OF

PERCENTAGE OF

VARIABLES BETA VARIANCE EXPLAINED VARIANCE
Discharge Basis .474°¢ 24,0 45.3
Behavior Befors .‘266E 13,4 25,4
Nature of Most a

Recent Admission .164 8.3 15,6
Pattern of a

Recidivism .143 7.2 13,7
Total R = ,727 52.9 100,0

1 85% correct classifications

a p<L.0S, b pg0l, ¢ pc 001, one-tailed

Zs



Table 18

Multiple prediction of recidivist group membership from
personal variablesl, Short Community Stay group vs,

Intermediate group

PERCENTAGE OF

PERCENTAGE OF

VARIABLES BETA VARIANCE EXPLAINED VARIANCE
Occupation .264b 11.4 29,1
Moves Between .23157 10,0 25,5
Activity .232° 10.0 25.6
Education .179° 7.7 19,8
Total R = ,625 39.1 100.0

1 76% correct classification

a p<,05, b p4&,01, one-tailed
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Table 19

Multiple prediction of recidivist group membership from
social variablesl, Short Community Stay group vs.
Intermediate group

PE RCENTAGE PERCENTAGE OF
VARIABLES BETA VARTANCE EXPLAINED VARIANCE

Contact With Friends ,344° 15,1 44.4

Family Visits .231° 10,1 29.8

Family Availability .200° 8.8 25.8

Total R = .583 34.0 100.0

1 75% correct classifications

a p<.05, b p<.0l1, one-tailed

147}



Table 20

Discrimination of clinical, social, personal variables1

among the In Community group from Intermediate group

PERCENTAGE OF PERCENTAGE OF

VARIABLES BETA VARTANCE EXPLAINED VARIANCE
Admission Number .446° 15.2 27.5
Diagnosis Changse - .371b 12,6 22,8
Present Age - .332° 11,3 20,4
friends - .248% 8.4 15.3
Precipitant ,227° 7.7 14.d
Total R = ,743 55,2 100.0

1 80% carrect classifications
8 p<.05, b p<.01, one-tailed

SS



Table 21

Number of cases within each Bub-group of the Intermediate
rou classified according to similarity to In Communit
AIC), Intermediate (TI), and Short Community Stay (ASCS),
and z scores differences between groups
z
AIC and T1
vs.
VARIABLES AIC TI ASCS ASCS
Age at lst Admission 2.556
Under 30 4 10 - 16
Over 30 S 4 1
Occupation 2.21b
None 2 1 9
Some 7 13 8
Friends 2.38°
None 0 1 8
Some 9 13 9
Contact with Friends 3.63°
None 0 1 7
Some 9 13 10

9§



Table 21 (CONTINUED)

2
AIC and TI1

vs,
VARIABLES AIC T1 ASCS ASCS
b
Social Activity 2,49
None S 3 14
Some 4 11 3
Family Visit 2,93¢
None 4 4 13
Some 5 10 4
Behavior During Most c
Recent Hospitalization 2,94
Aggressive 0 2 3
Non-Aggressive 9 12 14

1 Mmann-Whitney U Tests connected for tied ranks and expressed as normal deviates,

a p<.10, b pe.05, c p<.0]l, d pe.001, two-tailed

LS



DISCUSSION

In Community vs, Short Community Stay Group

Except for demographic variables the characteristics
which differentiated the In Community and the Short Commu-
nity Stay GCroup were marked, The hypotheses and expected
differences were confirmed. The findings suggqested a very
low level of development or a social and clinical deterio-
ration among patients who could not remain out of the hos-
pital for more than brief periods of time.

The Short Community Stay patients' characteristics
were consistent with Kraepelin's description of dementia
praecox (Arieti, 1975), The disorder exhibited its first
onset during adolescent or early adulthocod years, whereas
affective illnesses develop later in life., These patients
were disgnosed asschizophrenics, hospitalized sarly in life
and were socially isolated, These indicators, given the
low level of adjustment achieved during the premorbid stage,
suggested & low level of social attainment prior to the
first psychotic episode.

In contrast, the In Community Group, established a
higher degree of adequate social functioning prior to the
onset of the illness, They were able to return or approx-
imate their good premorbid level of functioning upon the
remission of the illness, In addition, they tended to

have a8 support network (family. friends, out-patient c1in-

ics), which contributed to strengthen and maintain the

58



remission period. In view of their higher level of inter-
personal relstions, this group was able to elicit support
from others, and related more effectively to hospital staff
during the most recent hospitalization, 0On the other hend,
the Short Community Stay Group may have provoked anger and
rejection in hospital staff and others.

The capacity of being well liked by staff among the
In Community Group resulted in part because of greater
compliance., Consequently, the treatment received and the
discharge plans made during the most recent hospitalization
were more comprehensive,

Education, contrary to the overall higher social at-
tainment, was lower, This was partly 8 factor of asge and =
different environment in which they were raised, In addi-
tion, the Short Community Stay Group was younger which sug-
gested that compulsory educational laws were larqely re-
sponsible for higher educational grade., The In Community
Group was mostly from a rural environment and from under-
developed countries, suggesting that education was not
required nor as available as it is today,.

Intermediate vs, Short Community Stay Group

The Intermediate Group when compared with the Short
Community Stay Group yielded similar differences. However,
the Intermediate Group was better educated than the Short
Community Stay Group which is not necessarily a function of

age and the environment (geographical location) where they



were raised since both groups had similar backgrounds. The
difference in education might also be reflective of a better

social adjustment for the Intermediate Group.

Short' Community Stay Group vs. other two groups

The Short Community Stay Group was distinctly differ-
ent from the Intermediate and In Community Groups in their
behavior both within the hospital and in the community.

The Short Community Stay group while in the community did
not use out-patient services, had dangerous precipitating
causes faor hospitalizations, and were admitted involuntarily,
While hospitalized they exhibited dangerous behavior, left
aqainst medical advise, and often did not comply with treat-
ment, These differences suggested that the Short Community
Stay Group caused more problems in the community, and were
also troublemakers when hospitalized. The Short Community
Stay Group might be better served from long term hospitali-
zations in order to provide then with a safe, non-threaten-
ing therapeutic environment, as well as protect society.
However, the hospital staff may not be displeased when
patients who are management problems leave the hospital
against medicel advice,

With longer hbspitalizations society would also benefit
by using the available resources for the Intermediate and
In Community Groups who did adjust and remained in the commu-
nity for longer periods of time, Funds, which are so desper-
ately needed for community care of psychiatric patients,

could be more appropiately used on individuals that have an



opportunity to remain in the community other than the

Short Community Stay Group., Thus, the wasted axpeﬁses
involved in the readmitting process (medical, laboratory
procedures, psychiatric assessments), and discharge process
(housing, welfare, and social security funds) would be
reduced, These funds could be better invested in community
mental health clinics, rehabilitation programs (occupational,
social, emotional) and preventive services for the In Commu-
nity and Intermediate Groups who have a more adequate pre-
morbid level of functioning to return to once the illness
has remitted. Decisions regarding which patients to hold
for longer hospitalizations and which ones to discharge can
be made with a high degree of accuracy (88% correctly
classified),

In Community vs, Intermediate Group

There were fewer differences among the In Community
and Intermediate Groups., The differences among the social
variabla§ of the In Community Group were partly a function
of premorbid level of functioning which is better for this
group, The marked difference in the reliqgious practice
suggested that the affiliation with and support provided by
religious institutions were contributing factors in maintain-
ing this group out of the hospital for prolonged periods of
time. The personality characteristics of religious patients
were different from non-religious patients, and these char-

acteristics also contributed to staying out of the hospital.



Religious institutions can have similar qualities to a hos-
pital institution, There are clearcut guidelines provided
by religion: dependence on authority is fostered which re-
duces anxiety and ambivalence on the part of the individual
when making a decision, Much of the responsibility accom-
panying a decision (autonomy) is removed from the individual
and assumed by the institution,

In this study, the family involvement was unrelated to
readmission, which was different from the findings of Deiker
and Pryer (1967), They reported that close family contact
contributed to rapid readmission, and it was largely due to
the poor tolerance on the part of the family, and lack of

understanding of the individual's {llness,

Recommendations for Short Community Stay Group

Further analysis of the data supported the picture of
the Short Community Stay as more deteriorated or having a
low level of development and it implication for adjustment
in the community, Patients in this group probably would
benefit from long term hospitalization, However, they were
not compliant enough to remain in the hospital and they
often escaped, suggesting that alternate methods of treat-
ment have to be explored, Schooler and Spohn (1982) in
reviewing their resocialization experimental ward for
chronic schizophrenics found that when demands for social-
ization and activities were incorporatsd and expected of the
patients, there was a deterioration of psychological func-

tioning of the patients, especially among the more chronic



ones, The intensity of a socielly oriented therapeutic
environment evidently had neqative effects on the patients.
Their claim is further supported by the literature (Schooler
and Spohn, 1982), suqgesting that schizophrenics would avoid
social interaction if possible or deteriorate when such
interaction is increased.

Therefore, any alternate method of treatment for the
Short Community Stay Group should not be demanding (socially)
and recognize the social isolation among this group as a
defensive part of the illness and accept it, The negative
rights of the patient is to be left alone while meeting
their needs, such as shelter, food and clothing., A possible
alternative is to return to the long term, closed ward hos-
pitalization and not emphasize deinstitutionalization for

this group,

Recommendations for the Intermediate Group

The findings among the Intermediate Group have helped
in identifying specific characteristics of this group that
might contribute or hinder total reinteqration in the commu-
nity,

Demographic variables did not differentiate between
the In Community, Intermediate, and Short Community Stay
Groups. However, clinical, social, and personal varisbles
did, Patients who are identified as Intermediate would
benefit from a socially, stimulating community oriented hos-
pital, If the scarse funds were to be used for a limited

number of patients who are likely to adjust in the community,



an ideal program would be one that is physically located in
the community, has an open door policy, and is skaffed

with indigenous members of the community who are sensitive
to the illness. It should also attempt to incorporate the
patient's family, religious institutions and make use of
other community resources.

Further research in the assessment of patients in the
Intermediate Group and with characteristics similar to the
Short Community Stay Group is recommended in order to provide
such patients with protection and custodial csre., Thus,
reducing the cost of hospitalization and the readmission
rate seen in the Short Community Stay Group. 1If the group
of varisbles found to be significant in the process of commu-
nity adjustment are further explored, and in future research
refined into = practicai instrument, such as an initial
assessment form, it is possible to improve the quality and
quant ity of psychistric care delivered to individusl patients.
Clearly, it would distinguish patients and provide more
knowledge to the treatment team about them., Consequently,
more adequate treatment plans and discharge plans could be

devised, thus, reducing the rate of rehospitalization,

Recommendations

The In Community Group had the suport network needed
to succeed in the community which was strengthened by the
involvement with out-patient clinics, Hence, it is suggested

that such involvement be maintained and examine which aspects
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are most effective, This study did not include an In Com-
munity Croup that did not make use of the out-patient clinic.
In future research it would be desirable to try ta locate
such an In Community Croup and determine their charscteris-
tics.

Replication of this study with additional out-patient
clinics with larger and more diverse (ethnically and so-
cislly) patient dopulation are needed to provide a broader
understanding of patients' adjustment and success in remain-
ing in the community. All three groups should be followed-
up to further assess the factors that contribute to success
in remaining in the community, particularly, which members
of the Intermediate or Short Community Groups changed group
membership,

In summary, this study has provided further under-
standing into the characteristics (clinical, personal,
social, and demographic) of psychiatric patients and its
relationship to successfully remaining in the community for
prolonged periods of time, It has also provided some
information and suggestions for future research in this

araea,
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APPENDIX A

Proposal and consent forms submitted to
Manhattan Psychiatric Center Research Committee
granting permission to conduct study.



MANHATTAN PSYCHIATRIC CENTER
REQUEST TO THE INSTITUTIONAL REVIEW COMMITTEE
FOR REVIEW OF A PROPOSAL INVOLVING AN EXPERIMENTAL
DRUG OR TREATMENT PROCEDURE

In accordance with applicable policies of the Department
of mental Hygiene, the Department of Health, Education and
Welfare, and the Food and Drug Administration, you are
requested to review the following proposal involving an
experimental drug or trestment procedure to insure that
(ag the rights and welfare of the subjects are adequately
protected, (b) that the risks to participants are out-
weighted by the potential benefits to them or by the
importance of the knowledge to be gained, and (c) that
informed consent is to be obtained by methods that ars
adequate and appropriate. You sre further requested to
provide continuing review of this project, if approved, in
accordance with the above policies,

A. Applicant(s):

1. Aim of procedures To assess patients' characteristics
(demographic, attitude toward treatment, symptom picture)
and hospital readmission,

2, Material to be useds Individual interview with

patient to assess attendance to OPD, family involvement

in treatment while hospitalized and when discharged,
attitude towards psychiatric treatment (medicetion, psycho-
therapy). A review of hospital charts to attain demo-
graphic data,

3. Benefits of the research in general: Wwill provide
further understanding of patients' characteristics that

will be more likely to succeed in living in the community
without readmission to the hospital, Thus help pre-identify
patients in order to make adequate discharge.

4, Potential benefits to participantss 1If any significant
factors are found (eg - naturse o?ETamily interaction) a
training regimen might be established to foster a healthier
interaction between patients and significant others,

5. Potentisl risks to participantss No risk is involved.
6., Benefits the hospital will derive from the research:

The hospital will be acknowledged as a sponsoring hospital
in any presentation, or publication of this research., The

hospital will be provided with direct feedback of the find-
ings., This will be helpful in identifying patients with
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possible potential to succeed in living in the community,
thus reducing readmission rate.

7. Possible disruptive effects of the research %ro]sct
on hospital operations: ere w e na stuption on
Rospital operations. No equipment time, space or financial
resources will be required of the hospital,

8, Process to be used in obtaining informed consent from
particlpants: Participants will be informed verbally and
fn writing (Spanish and English) of their participation in
the study,

9., Procedure for dealing with any potentjally harmful
effacts that may occur In the course of the rasearch
ectivities: No harmful effects are anticipated In the
course ol the study, The questions posed to the partici-
pants will not be intrusive, disruptive or interfere with
the course of the treatment,

10, Protocol No, and Titles No protocol will be used in
the study, ‘

1/we agree that periodic written status progress reports
will be submitted to this Committee and that the final
report (including publication copy, where applicable) will
be submitted to this hospital in writing, Supporting
documents and information are enclosed,.

Date Print Name of lnvestigator(s) Signature
Print Name Signature
Print Name signhature

8. Institutional Review Committee:

1. Adequacy of research design

2, Adequacy of qualifications of the individuals respon-
sible for coordinating the project

3. Compliance of the research design with accepted ethical
standards




4, Action
Approved Disapproved

Restrictions or comments:

Date Chalrperson of Committee

C. Director of the Facility

Approved Disapproved

Date Director

Revised 12/10/80



Consentimiento para participar en un estudio investigador

Se me ha pedido que participe en un estudio titula-
do "Caracteristicas de Pacientes Psiquiatricos y su Rela-
cion a Readmision."

Todo lo que se requiere de mi es una entrevista en
la cuel se me haran preguntas relacionadas con mi corriente
y pasada hospitalizaciones al igual que planes anteriores
para darme de alta, y mi asistencia a la clinica en la
comunidad,

° No habra ningun riesgo en este estudio, mMi partici-
pacion en este estudio no afectara de ninguna manera mi
tratamiento en el hospital,

Puedo reusar de contestar pregquntas o abandonar este
estudio en cualquier discusion, presentacion, o publicacion
del pro jecto,

He leido y enteramente entendido lo propuesto, Cu-
alquier pregunta que pueda tener en el futuro sobre este
estudio la puedo dirigir al Sr. Oliver Crespo, telefono
(212) 569-7727,

Fecha Firma

Testigo

Téstigo




Consent to Participate In A Research Study

1 have been asked to take part in a research study
entitled, "Psychiatric Patients' Characteristics and Hos-
pital Readmission.,”

All that is required of me is an interview., Ques-
tions regarding the nature of my present and previous
hospitalizations will be asked, as well as previous dis-
charge plans and my attendance to the outpatient clinic.

No risk is anticipated in this project., My partici-
pation in this project will not influence my treatment in
the hospital in any way,

1 may refuse to answer questions or withdraw from
the study at any time and it will not affect my treatment,

My participation in this project is strictly confi-
dential and anonymous in any discussion, presentation or
publication of this study,

I read and fully understood all of the above. Any

questions I may have in the future regarding this project
I may contact Mmr, Oliver Crespo at (212) 569-7727,

Date Signature

. Witness

Witness




APPENDIX B

Sample of questionnaire used to gather data
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SAMPLE QUESTIONNAIRE

Patient's Name Religion

Date of Birth Mmarital Status

Place of Birth Ethnicity

Sex (m) (F) Date of Admission

Address (Home Nature gf AZmission

Addreas fmy | Hospital 1D

Tere2%% (M) gzc),m,\ TJob)] _ward Service
Address work$

1, Nature of Admission (Voluntary, Involuntary, hospital-
izations #1l.......)

2. Previous Hospitalization

A)
8)
c)

D)

Date of Admission (#1, #2, ....#10)
Nature of Admissions (#1, #2, ....#10)
Date of discharge from admissions (1, #2....#10)

Naure of discharge from admissions (#1, #2....#10)

3. Behavior in hospital during previous and present
hospitalization

A)

B)

c)

D)

E)

F)

Dangerous or potentially dangerous (physically)
(hospitalization #1....#....?

Aggressive, assaultive, hostile (verbal) hospital-
ization #1,...#....)

Withdrawn, non-cooperative with MHTA, professionals
hospitalization #1....#....)

Quiet, cooperative (takes medication), accepts
treatment plan (hospitalization #1....#....)

Cooperative, articulate, participates on ward
activities, accepts treatment plan (hospital-
ization #1....#....)

Liked by staff (MHTA's and Professionals), helps
on ward by maintaining personal hygiene, keeps
his/her area clean.



4, Attitude towerds treatment:s Inpatisnt (IPS), outpatient
(0PS) during hospitalizations (#1.....)

A) Medication

takes it regularly

takes it irregularly

does not take it (conceals it)
refuses it and later accepts it
refuses and court order needed
refuses and never takes it

AN GN -

B) Psychotherapy
C) Rehabilitation Programs

1. Educationel
2, Transitional employment
3. Recreational

S. Discharge Plans (during hospitalizations #1....)
A) Appointment made with OPD for
1. 24 hours after discharge
48 hours efter discharge

2,
3. 72 hours after discharge
4, 1 week or more after discharge

B) Patient accompanied to OPD by staff

C) Patient accompanied to OPD by family or other

6. Ffrequency of contacts with OPD (when discharged from
hospitalizations #1,,..)

'
7. Family Involvement and History

A) Composition (ages, relationship)

8 Location of family (NYC vs, greater distance)

c Number of visits during first two weeks of
present or last hospitalization
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8, Changes in residence (relocation from place of birth)

A; Pat ient
B) Family

9, Education
A) Grade completed (dates and location)
B) Vocational training (dates and location)

10, Occupational History

A) Occupation

B) Most recent employment (starting and termination
dates, place, reasons for leaving, qualifica-
tions, duties, salary)

C) Other employments (starting and termination
dates, plsce, reasons for leaving, qualifica-
tions, duties, salaries)

D) Unemployment (length, source of income)
11, Oiagnosis (Hospitalization #1,,...)

12, Social Relations
A) # of friends

B) # of contacts per week with friends or
relatives

C) Social Activities



APPENDIX C

Description of scoring system



In gathering the data, for all the variables exam-
ined, the hospitalizations that were considered were the
first, the last (N) and next to the last (N-1), and most
racent hospitalization for the non-recidivist group. The
demographic variables were coded in the following manner:

1) Group - This referred to which group the patient
belongs to., One non-recidivism group (N-15) which remasined
in the community for five years or more. Two, the long
term group (N-40) composed of patients who remained in the
community for six months or more up to one year., Three, the
short term group (N-40) with a stay in the community of
three months or less,

2) Sex was coded (1) for male, (2) for femals,

3) Religion was divided into five categories, (1)
Fundamentalist, which was defined as members of the "reborn
christians” and whose befiefs were rigidly enforced, limit-
ing their behavior in the community, This group included
‘Pentacostals, Seventh Day Adventists, and Jehova Witness.
The second category (2) was conservative, This group was
composed mainly of Baptists, The third (3) group was
liberal which were all catholic., Agqnostic (4) was the
fourth group and they included those patients who acknowl-
edged not having a religion ("none®), The fifth group was
Jewish, This information was 6bta1ned based on what the
patient considered to be his religion, The other factor
taken into consideration with regard to religion was the

extent of practice. O0One for no practice and (2) for



practice, which was based on their attendance to church, or
other religious activity,

4) Ethnicity was divided into four categories (1)
Black, (2) Hispanic, (3) white, (4) Oriental,

5) Education was scored based on school grade
completed (1-16), and the score of 30 was added to the
school grade for those with vocational training,

6) The nature of the most recent admission was
coded as follows: (1) Involuntary, (2) Involuntary on
Emergency basis, (3) voluntary, (4) Voluntary on Emergency
basis,

7) Diagnosis was divided into nine categories.

Also, diagnostic changes were taken into consideration. (1)
no change, (2) change, The categories were as follows: (1)
Paranoid schizophrenia, (2) Chronic Undiffereﬁtiated schizo-
phrenia, (3) Disorganized schizophrenia, (4) Bipolar dis-
order (Manic-Depressive), (5) Schizoaffective, (6) major
depression, (8) Other psychotic episode (drug related and
alcohol), (9) Other non-psychotic (adjustment reaction dis-
order, anxiety disorders, and depressive neuroses),

8) Occupational'history was obtained from patient's
statements and other evidance (femily, charts, and employer),
The codes were as followss (1) none, (2) irregular odd jobs,
(3) regular odd jobs (consecutive, specific employment), (5)
skilled jobs (ircluded professionals, and employment re-
quiring skill or special training),.

9) The social activities were measured based on



friends, which was coded as follows: (1) no friend, (2) 1
friend, (3) 2-5 friends, (4) more than 5 friends. The
extent of the friendship was measured as contacts with
friends, (0) no contact (1) more than one month, (2) once a
month, (3) every other week, (4) one or more per week,
Activities such as going to see a movie, dining out, visit
friends or relatives, sports, hobbies and church related
sctivities were coded as (1) none, (2) some (once a week to
once a month), (3) many (more than once a week).

10) Family contacts were scored as (0) none, (1)
more than 6 months, (2) more than one month, (3) once a
month, (4) every other week, (5) one or more per week.

11) The time between the present (N) and most recent
hospitalization (N-1) was measﬁred in terms of weeks and
scored as such,

12) The nature of the discharge N-1 hospitelization
was coded as, (1) leave without consent, (2) against medical
advice, (3) medical advice with conditions (continue care,
training, or other treatment), (4) medical advice without
condition, Also, the 'discharge plans made by the hospital
was based on: (1) appointment with out-patient clinic made,
(2) appointment not made, Arrival at the out-patient clinic
was scored as: (1) accompanied by staff or relative, (2)
Not accompanied, The actual arrival was (1) No, (2) Ves,
The actual arrival to the out-patient clinic, the frequency
of contact, and the nature of contacts was taken into con-

sideration. This information was obtained through the



patient's charts, family, patient himself, and in some
instances, the out-pstient clinic, For those patients that
continued care, the score was as follows: (1) none, (2) once
every 3 months, (3) once a month, (4) once & week, (5) more
than once a week,

13) The nature of the contact with the out-patient
clinic wes measured, All patients attending the clinic
received medication, Therefore, patients who only received
medication were scored (0), (1) attendance to day program,
(2) counseling (by socisl worker, psychiatrist, or recrea-
tional therapist), (3) rehabilitational programs (OVR, man-
power), (4) psychotherapy, individual or group (by psycho-
logist, psychiatrist or social worker), In the event of a
combination of services received, the sum of the score of
these services was the score,

14) The stability in residence was scored based on
the number of changes in residence in the last two years,
(1) moved 5-20 times, (2) 3-4, (3) 2 or less.

15) Family availability was based on the family's
physical closeness to the patient, (1) none (patient and
chart reports, unknown whereabouts of family, (2) very
remote (family is in other state or maintains contact once
every 10 years, (3) not far (feamily is geographically within
reach of the patient), (4) proximal (family is geographically
available to visit patient at home or hospital),

16) The family involvement with the patient was

measured by the number of visits made by the family to the



patient while in the hospital, currently or most recent
hospitalization in the first two weeks of the haospitalization
period, The scores were as follow: (1) none, (2) one visit,
(3) more than one, (4) excessive (more than 5),

17) The precipitating cause of the current or most
recent hospitalization was scored: (1) suicidal-homocidal
(paranoid features and actual attempts), (2) disorganized
behavior (drug related psychosis, decline in personal
hygiene, wandsring streets), (3) bizarre-disoriented (be-
havior such as acting out hallucinations, sense of lost,
not due to organic or drug induce), (4) psychotic depres-
sion, (5) social/family problems, other non-psychotic.

18) Behavior during the N-1 hospitalization was
rated based on the number of incident reports (which are
based on physical assault), seclusion orders, and involve-
ment in ward activities. (1) Dangerous. (2 or more incident
reports and 2 or more seclusion orders), (2) aggressive
(more than one seclusion orders, snd suicidal observation),
(3) withdrawn (refusal to shower, eat, and participate in
ward activities, (4) quiet (no incident nor seclusion and
follows treatment plan), (5) cooperative (attends therapeutic
community meetings regularly and recreational therapy at
least twice per week), (6) liked by staff (maintains per-
sonal hygiene, helps therapy aids in ward work as part of
treatment),

19) The patient's type of treatment, received while
hospitalized, was as follows: (1) medication, (2) psychotherspy,



(3) recreational, (4) rehabilitation, and when more than one
type of treatment, the sum of the scores,

20) The patient's response to medication was scored,
(1) does not accept medication, (2) accepts medication
sporadically, (3) accepts medication, This information was
obtained from the patient's chart.

21) Patient's response to psychotherapy was scored:
(1) not offered, (2) offered, not accepted, (3) offered and
accepted,

22) The geographical location of the first hospital-
ization was scored as:s (1) Out of State, (2) New York State,
(3) New York City., The place of the N-1 hospitalization was
also scored in the same manner,

23) The change from group was measured. If the
patient had been in another group during N-2 hospitalization
it was scored (0) for no change, (1) group 1 to group 3, (2)
group 1 to group 2, (3) group 2 to group 3, (4) group 3 to
group 2, (5) other (not group 2, 3, nor 1), These scores
were only for group 2 and 3, For group 1, any changes were
scored as (0) irrelevant (only 1 hospitalization), (1) group
2 tol, (2) group 3 to 1, (3) other (not group 1 or 2), (4)
no change, .

24) merital status wes scored, (1) single, (2)
divorced (separated), (3) widow, (4) married. In the event
that the patient had been in one category, but is currently

in another it was scored by the sum of the scares.
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